Case Report

Subacute necrotising fasciitis
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An 82-year-old woman presented in March, 2004,
complaining of swelling and mild pain in her right hand
for the past 6 days. She had no medical history of note,
and reported no trauma to the affected hand. She had
previously consulted two general practitioners, both of
whom attributed the swelling to disuse and ﬂuid overload
and prescribed symptomatic treatment. Her hand
gradually became dusky with ﬁxed discolouration
starting from her middle ﬁnger migrating proximally to
involve the entire hand. She was brought to our hospital
when she complained of persistent pain, developed a
slight fever, and the skin on her hand had started to peel
with gentle pressure. Upon admission, her right hand
was necrotic and foul smelling. She was febrile (37·6°C)
and her blood pressure was 125/75 mm Hg. Her
leucocyte count was 22·9109 /L and C-reactive protein
was 226 mg/L. Plain radiographs of the hand showed no
gas in the soft-tissue planes.
Our differential diagnoses included cellulitis or
gangrene secondary to peripheral vascular disease, but
we admitted her with a presumptive diagnosis of
necrotising fasciitis. We started high-dose parenteral
penicillin, cloxacillin, and clindamycin. We re-examined
her at regular intervals and noted rapid migration of the
margin of tenderness and violaceous erythema from her
wrist up her forearm (ﬁgure). We did an emergency
debridement 8 h after admission, and dissected down to
necrotic fascia ﬁnding foul smelling “dish water” pus. In
view of the patient’s condition, we decided to amputate
the arm through the elbow. Cultures of the débrided
tissue grew Proteus mirabilis and Enterococcus species.
Blood cultures were sterile. Histological examination of
tissue specimen conﬁrmed the diagnosis of necrotising
fasciitis (ﬁgure). We débrided the wound a second time,
and did a delayed primary closure of the amputation
stump, and discharged the patient after 10 days. When
last seen in May, 2004, she was doing well, and had
adjusted admirably to her amputation.
There are two distinct forms of necrotising fasciitis,
distinguished by their causative organisms. Type I is
polymicrobial and type II is caused by group A
Streptococcus.1 Patients with necrotising fasciitis usually
present with a sudden onset of severe pain, and run a
fulminating course, rapidly developing high fever,
hypotension, and multi-organ failure.1–3 However, the
subacute form presents as a slowly progressive soft-tissue
infection over a period of days to weeks, with minimal
pain and sometimes no associated constitutional
symptoms such as fever or hypotension.4,5 Unsuspecting
physicians may consider patients “too well” to entertain
the diagnosis of necrotising fasciitis. This leads to a delay
in diagnosis with catastrophic outcomes.

Figure: (Top) the crythema moved up her forearm within 6 h of admission
(arrows). (Bottom) histology.

Acknowledgements
The authors thank Dr Nicholas S-G Goh for providing the histology
ﬁgure.
References
1
Wong CH, Chang HC, Pasupathy S, Khin LW, Tan JL, Low CO.
Necrotizing Fasciitis: clinical presentation, microbiology and
Determinants of mortality. J Bone Joint Surg 2003 August; 85-A (8):
1454–60.
2
Chelsom J, Halstensen A, Haga T, Høiby EA. Necrotising fasciitis
due to group A streptococcus in western Norway: Incidence and
clinical features. Lancet 1994; 344: 1111–15.
3
Nichols RL, Florman S Clinical presentations of soft-tissue
infections and surgical site infections. Clin Infect Dis 2001 Sep 1; 33
(suppl 2): S84–93.
4
Jarrett P, Rademaker M, Duﬁll M. The clinical spectrum of
necrotizing fasciitis. A review of 15 cases. Aust N Z J Med 1997; 27:
29–34
5
Barker FG, Leppard BJ, Seal DV. Streptococcal necrotizing fasciitis:
comparison between histological and clinical features. J Clin Pathol
1987; 335–41

www.thelancet.com Vol 364 October 9, 2004

For personal use. Only reproduce with permission from Elsevier Ltd

