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Introduction

Necrotizing Fasciitis (NF) is a disease characterized by rapidly 
spreading necrosis of soft tissues and fascia, which can lead to rapid 
death if not treated appropriately [1, 2]. Etiology includes surgical 
incision, insect sting, incision, abrasion, contusion, injection, skin 
ulcer, perirectal abscess, incarcerated hernia, burn, splinter ingestion, 
birth and penetrating trauma [3]. In 70% of NF cases, the agent 
can be isolated in wound culture; 20% for blood culture. Gram-
positive bacteria are in the foreground and 70–90% of the cases are 
polymicrobial [4].

Early diagnosis, broad-spectrum antibiotic therapy and surgical 
debridement are essential. Despite treatment, 30% of the patients die 
[5]. In this case report, we wanted to report the treatment of a NF 
patient who injected pomegranate juice with the thought of storing 
energy in his right thigh and right elbow of a drug addict, homeless 
and foreign national (Ukrainian Citizen) with serial debridement and 
skin grafting.

Case

A 36-year-old male patient of unknown nationality who was 
abandoned to the emergency department was consulted with the 
preliminary diagnosis of abscess in the extremities. In the examination 
of the patient; swelling, redness and ballotmaning of the right hip 
compared to the left hip. He also had an infected discharge wound 
on the anterior face of the right elbow. The patient’s general condition 
was fond, orientated, cooperative. Glaskow coma score was 14 and 
neurological examination was normal. In laboratory tests CRP: 
326 mg / l, WBC: 23.19 10³ / mcl, Hb: 12.9 g / dl, Na: 134mmol / L, 
creatinine: 0.8 mg / dl (70.7 mmol / L), glucose: 122mg / dl ( 11.3 
mmol / L). In the presented case, the LRINEC (Laboratory Risk 
Indicator for Necrotizing Fasciitis) score was calculated to be 8 during 
the first application (Table I).

On radiological examinations, X-ray radiography showed gas 
shadows compatible with NF in the right thigh region (Figure 1). 
MRI; Fluid collections were observed starting from the right gluteal 
region and extending to the proximal of the thigh, the largest of which 
was approximately 6.5 × 4 cm lateral to the proximal section of the 
thigh (abscess?) (Figure 2). Superficial tissue USG; There were diffuse 
edema findings in the right arm and a 45mm collection-abscess.

Table 1. Laboratory Risk Indicators for Necrotizing Fasciitis (LRINEC).

Value LRINEC score Values of the case

C-reaktif protein (mg/L)

<150

>150

0

4

326

White blood cell count (cell/mm3)

<150

15–25

>25

0

1

2

23

Hemoglobin level (g/dL)

>13.50

11–135

<11

0

1

2

12.9

Sodium level (mmol/L)

≥135

<135

0

2

134

Creatinine level (mg/dL)

≤1.6

>1.6

0

2

0.8

Olucoie dOzeyi (mg/dL)

≤180

>180

0

1

122

Emergency debridement was planned in the emergency 
department within 6–8 hours due to worsening of the general 
condition, high infection parameters, hemodynamic instability, 
change in consciousness and septic shock. Radical debridement, 
abscess drainage, abundant washing was performed and culture 
samples were taken in the operating room conditions (Figure 3,4). He 
was transferred to the postoperative intensive care unit. Subsequently, 
serial debridement was performed 5 times at 48 hour intervals. At each 
debridement stage, the patient was evaluated for amputation. In this 
process, he was treated by infectious diseases according to the patient’s 
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clinic, blood parameters and culture results. Two weeks later, when 
he did not need intensive care, he was transferred to the orthopedic 
clinic. The patient underwent re-debridement and a Vacuum-Assisted 
Wound Care System (VAC) was applied.

In the wound culture sample, Escherichia Coli was produced. 
Methicillin-resistant Staphylococcus epidermidis was isolated in 
blood cultures. One week later, Acinetobacter Baumannii was isolate 
in blood culture too. 2 weeks after admission CRP was 141 mg / l, 

WBC was 11.99 * 10³ / mcl, Hb value was 8.3 g / dl, Na: 137 mmol / L, 
Kr: 0.44 mg / dl (38.5 mmol / L), glucose: 77mg / dl (7.13 mmol / L). 
LRINEC score was 2.

As a result of the complete disappearance of infection findings 1.5 
months later, wound areas were closed with skin grafts taken from 
the opposite thigh (Figure 5,6). After the lack of medical needs of the 
patient for lack permission to remain in Turkey it was deported by 
mobile discharged. The whole process took 2.5 months.

Figure 1. X-ray image of gas shadows on patient’s right thigh

Figure 2. MRI image of abscess on the right thigh of the patient
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Figure 3: Drained abscess on the right elbow of the patient

Figure 4. Perop right thigh drainage image
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Figure 5. Right thigh image after serial debridements

Figure 6. Appearance of the thigh after grafting

Discussion

Although rare, every surgeon treats at least one NF case throughout 
his life [6]. Rapidly spreading necrosis can cause systemic sepsis, toxic 
shock syndrome and multiorgan failure [7]. The patient was in septic 
shock when we operated.

LRINEC risk score was accepted as high risk with 8 points at the first 
admission [8]. Early, aggressive treatment is required and necrotizing 
fasciitis is an surgical emergency [9]. The patient should be evaluated 
as a whole and the decision of amputation should be reviewed at every 
stage. The recommended intravenous antibiotic therapy depends on 
the etiological factors; however, clindamycin, penicillin and third-
generation cephalosporins can be started empirically [10].

Delay of the first debridement may increase mortality up to 71% 
[11]. Although we considered the possibility of amputation after each 
debridement in our case, we have always emphasized limb sparing 
surgery [3]. In addition, the length of hospital stay in NF cases brings 
a significant financial burden [12].

As a result; Many problems were dealt with during the diagnosis, 
treatment and discharge phase of the patient, who was a foreign 

national, had no relatives and no insurance. We tried to apply the early 
diagnosis, antibiotic therapy and surgical debridement approaches, 
which are the principle of NF, appropriately. After serial debridement, 
wound and blood culture, antibiotic therapy and VAC treatment, skin 
grafting was applied to the wounds. With the treatment principles, the 
patient’s survival and return to life were achieved.
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