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Abstract

Necrotizing fasciitis is a life-threatening, rapidly progressive bacte-
rial infection that involves the subcutaneous tissues and fascias. A 
45 years old obese, nulligravid woman who had diabetes mellitus, 
hyperlipidemia and coronary artery disease was hysterectomized 
for leiomyoma and abnormal uterine bleeding. Following the op-
eration in the 6th postoperative day necrotizing fasciitis developed 
and skin, subcutaneous tissues, and fascia were excised widely. Af-
ter excision, the intestines were packaged with Bogota Bag and the 
abdomen was left open. The patient was followed with antibiotics, 
daily wound dressing, and re-debridement when necessary. In post-
operative 35th day the patient was discharged from the hospital. In 
gynecology necrotizing fasciitis is rare and a successfully managed 
case is presented.
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Introduction

Necrotizing fasciitis is a rare infection in gynecology. Its 
usual clinical presentation is a rapid progression of a wound 
infection and a postoperative soft tissue infection that does 
not respond to therapy. The disease is typically character-
ized by a rapidly progressive bacterial infection that involves 
the subcutaneous tissues and fascias, but not the underlying 
muscles. Dehydration, septic shock, disseminated intravas-
cular coagulation, multi-organ failure and systemic toxicity 

are the clinical presentations. Hemolytic streptococci, gram 
positive micro-organisms, coliforms and anaerobes as well 
as other many organisms have roles in the etiology [1]. Skin 
involvement is the initial sign with erythema and local tem-
perature rise. Afterwards edema develops and the infection 
spreads to the adjacent tissues. Micro-vascular thrombosis 
in the subcutaneous tissues and consequently ischemia of 
the skin, results in development of cyanosis and necrosis re-
spectively. In addition during physical examination or X-ray 
studies subcutaneous gas formation may also be detected. 
Successful treatment of necrotizing fasciitis includes early 
diagnosis, administration of wide spectrum antibiotics and 
supportive therapies, surgical debridement and re-debride-
ment when necessary [1, 2]. Hyperbaric oxygen therapy may 
also be useful especially in patients who have anaerobic mi-
cro-organisms [2]. In the present study a case of necrotizing 
fasciitis that developed after hysterectomy is presented.

 
Case Report

   
A 45 years-old nulligravid woman was admitted with the 
complaints of hypermenorrhea and menorrhagia. In her pel-
vic and sonographic examinations a myomatous uterus of 8 × 
7 × 6 cm in size was detected. Total abdominal hysterectomy 
was planned with the indications of leiomyoma and abnor-
mal uterine bleeding. From her medical history it was learned 
that she had diabetes mellitus (DM), hyperlipidemia (HL) 
and coronary artery disease and was not using any mediation 
for any of these diseases. Her laboratory examination was 
as follows: hemoglobin: 14.4 g/dl, hematocrit: 42.4%, white 
blood cell count: 7500/ml, platelets: 250,000 /ml, glucose: 
130 mg/dl, blood urea nitrogen: 30 mg/dl, creatinine: 0.8 
mg/dl, ALT: 19 IU/L, AST: 19 IU/L, sodium: 135.7 mmol/L, 
potassium: 4.76 mmol/L. Her coagulation parameters were 
within the normal limits. A serous leakage from her skin in-
cision was detected in the 5th postoperative day. Antibiotic 
treatment of gentamycin 3 × 80 mg and clindamycin 3 × 900 
mg was initiated. In the 6th postoperative day leakage from 
the incision started to become purulent and foul smelling. A 
specimen was sent to microbiology for culture; in which 10 
days after the results reported proteus microbialis. In the 6th 
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postoperative day between the incision and the umbilicus, 10 
cm from the incision at two different regions, skin necrosis 
and hyperemic demarcation lines of 2 × 2 cm in sizes on the 
skin were detected and immediately the patient was operated 
with a general surgeon. In the operation during exploration 
it was seen that the infection did not spread into intra-perito-
neal cavity. Widespread necrosis, bullous formations, small 
subcutaneous abscesses and wide supurative infected lesion 
with foul smelling was seen. The patient was diagnosed to 
have necrotizing fasciitis and skin, subcutaneous tissues, and 
fascia were excised widely (Fig. 1). The specimen was sent 
to pathologic examination and reported to be necrotic exu-
date, abscess formation, pannunculitis adipose tissue. After 
wide excision the intestines were packaged with Bogota bag 
so that the abdomen was left open because of the possibility 
of development of compartment syndrome (Fig. 2). Metroni-
dazole 3 × 500 mg and piperacilline - tazobactam 4 × 4.5 g 
were initiated postoperatively. The wound was dressed daily. 
In postoperative 11th day the retention sutures were cut and 
the Bogota bag was changed. Necrotic regions were excised 
again and the skin and the subcutaneous tissues were sutured 
so that in the middle 2 to 3 cm region was left open (Fig. 3). 

In the same day in order to shorten the healing process and to 
get rid of the leakage from the wound, with an apparatus that 
generates negative pressure debris and the pus of the wound 
was tried to be collected but after two days because of patient 
discomfort this procedure was terminated. In postoperative 
26th day Bogota bag was taken out and dehiscence was pres-
ent only in a small part of the wound. Antibiotic treatment 
and wound dressing were continued for 25 days. In postop-
erative 35th day the wound was almost closed and the patient 
was discharged from the hospital with the recommendation 
of continuing wound dressing at home. During her follow-
ups after 10 days from the discharge, the wound was found 
to be healed completely. In the postoperative 5th month the 
patient was still surviving a normal life.

Discussion
  
Necrotizing fasciitis is a pathology caused by anaerobic bac-
teria alone or more commonly in combination with aerobic 
bacteria. It has a high mortality and morbidity rate if not 
treated early [3]. It is very rare and involves skin, subcu-
taneous tissue and fascia and typically does not involve the 
muscle layer. It progresses rapidly and causes necrosis. It is 
necessary to differentiate this infection from gas gangrene 
which is caused by Clostridium perfringens. The bacteria 
that are commonly seen in necrotizing fasciitis that devel-
ops after hysterectomy may be variable. In 90% of the cases 
beta hemolytic streptococci, and coagulase positive staphy-
lococci alone or in combination are seen. In 10% of the cases 
the etiologic agents are gram negative enteric pathogens [4]. 

Although more commonly seen in lower extremities, 
groin regions, perineum and abdominal wall, necrotizing 
fasciitis can be seen in other parts of the body [3]. Surgery of 
any kind or trauma may precipitate the process. Any trauma 
that interferes with skin integrity, small incisions, burns, in-
jections, animal bites and blunt traumas may all play a pre-
disposal factor [5]. In literature there are cases of necrotiz-

Figure 1. Debridement of the necrotic tissue, skin, subcuta-
neous tissue and fascia.

Figure 2. Application of Bogota Bag after wide debridement.

Figure 3. Abdominal incision that could be partly closed on 
postoperative 11th day.
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ing fasciitis that was caused by S. Aureus after injection [6]. 
In the present case after hysterectomy a soft tissue infection 
without gas formation that started in the incision line and 
spread to skin, subcutaneous tissues and fascias was pre-
sented.

Diabetes mellitus, hypertension, cirrhosis, obesity, im-
mune suppression, malignancy, chronic diseases, advanced 
age (> 50), malnutrition, peripheral vascular disease, alco-
holism, chemotherapy corticotherapy, radiotherapy, Cushing 
disease are all risk factors for necrotizing fasciitis. In litera-
ture there are cases of necrotizing fasciitis that developed 
after hysterectomies without any risk factors [7-10]. In the 
present case diabetes mellitus, hypertension, coronary artery 
disease and obesity were the risk factors.

Clinical signs are primarily important in the diagnosis 
of necrotizing fasciitis. A seroangineous discharge with foul 
smelling, presence of necrotic fascia in gray color should 
remind this infection. Microbiologic culture and gram stain-
ing studies should be carried out. In addition in cases where 
needed, the definitive diagnosis can be made with radiologic 
studies such as computed tomography or magnetic reso-
nance imaging or surgical exploration [8, 10, 11]. The diag-
nosis was confirmed with culture of the exudate and surgical 
exploration in the present case. 

Mortality is high in necrotizing fasciitis; may be as high 
as 76% in cases without appropriate treatment [12]. Early di-
agnosis, wide surgical excision, administration of wide spec-
trum systemic antibiotics until culture results are obtained, 
are all important in the treatment. Excisions can be repeated 
and the wound must be left open. A 24-hour delay in surgical 
treatment may result in 35 to 40% increase in the mortality 
rate [13]. Fluid and electrolyte balance must be provided and 
patient must be followed-up for anemia and thrombocyto-
penia.

In this case surgical excision was done and the wound 
was left open. Debridement was continued with wound 
dressing daily. Antibiotic treatment was continued until sys-
temic signs ceased. Fluid and electrolyte balance was pro-
vided and the patient was discharged from the hospital after 
35 days with cure.

In conclusion care must be given to antisepsis in order to 
prevent development of the disease, appropriate prophylac-
tic antibiotics must be administrated when needed, foreign 
material must be carried out during the operation, disease 
must be diagnosed early and appropriate medical and surgi-
cal treatment must be initiated.
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