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Abstract 

Introduction: Necrotizing fasciitis (NF) is a rapidly progres-
sive bacterial infection of the skin and soft tissues associated with 
destruction and necrosis of the fascia. It is usually associated 
with significant systemic toxicity and affects one per 100,000 in-
habitants. Its prognosis depends on early diagnosis and imme-
diate aggressive treatment. 

Case report: A 64-year-old man with no pathological history 
and a two-week history of infection located in the first toe of the 
right foot with signs of phlogosis, fever, pain, and delirium. 

Diagnostic workshop: In the first examination reports, leu-
kocytosis and elevated acute phase reactants were reported 
without compromising liver or kidney function. 

Evolution: With the diagnosis of necrotizing fasciitis, surgery 
was performed, and the finger was amputated, extending to the 
dorsal region of the finger. An autograft and multiple healings 
were needed, and after 120 days of treatment, recovery of the 
affected tissues was achieved. 

Conclusions: FN is a pathology that is increasingly common 
and is associated with significant morbidity and mortality, given 
its rapid course and extensive tissue destruction. 
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Introduction 
Necrotizing fasciitis (NF) is a rapidly progressing skin and soft 
tissue condition associated with the destruction and necrosis 
of fascia and fat. It is accompanied by systemic toxicity and 
high mortality [1]. 

Numerous references to this pathology have existed since 
ancient times; the first data, from the 5th century, described 
by Hippocrates, is a fascial necrotizing skin infection. In 1987, 
a military surgeon, J. Jones, during the American Civil War, 
reported gangrene, a disease that affected 2,642 soldiers and 
caused a 50% mortality rate [2]. 

In 1883, A. Fournier published a detailed description of 
necrotizing infection of the perineal and genital region [3], 
currently known as Fournier's gangrene. Meleney established 
the etiology of hemolytic streptococcus as the cause of FN in 
1924 after it was isolated from a sample of 20 patients in 
Beijing and coined the name acute hemolytic streptococcal 
gangrene. In 1952, Wilson established the name necrotizing 
fasciitis [3]. 

Fascial necrosis is the defining condition of this disease 
since it is absent in necrotizing cellulitis and myonecrosis. 

FN is the most severe form of soft tissue infection, and its 
prognosis depends on early diagnosis and immediate 
aggressive treatment. Table 1 presents the classification of 
necrotizing infections. 

Table 1 . Classification of necrotizing infections. 
Necrotizing cellulite 
Clostridial cellulitis 
Clostridial anaerobic cellulitis . 
Meleney synergistic gangrene . 
Synergistic necrotizing cellulitis . 
Necrotizing fasciitis 
Type I (polymicrobinan) 
Type II (Streptococcal) 
Necrotizing myositis/gas gangrene 
Pyomyositis 

Clinical case 
A 64-year-old man with no medical history. After 24 days of 
bacterial infection, the first toe of the right foot was infected. 
He was admitted to a public hospital with pain and signs of 
phlogosis in the right foot that limited motility, radiating to 
the entire leg, and signs of generalized toxemia. The diagnosis 
of necrotizing fasciitis was established. 

Laboratory tests were performed, and the patient was 
taken to the operating room, where the first toe of his right 
foot was amputated, extending it to the dorsal region, and 
bone resection was performed. 

He remained hospitalized for two weeks and received 
daily treatment. He was re-evaluated for signs of ischemia, so 
the vascular surgery service recommended amputation of the 
affected limb up to the supracondylar joint. The patient and 
family did not accept the treatment and requested discharge 
and readmission to a private center. 

Physical exam 
The patient presented with a severe infection of the right foot, 
with devitalized tissue, signs of phlogosis, and a foul odor (Fig-
ure 1). 

Diagnostic workshop 
In the first reports of examinations, leukocytosis, and elevated 
acute phase reactants were reported without compromising 
liver or kidney function. 

Driving 
The patient had generalized toxemia. He remained hospital-
ized for 12 days with a treatment plan based on parenteral 
hydration and antibiotic therapy: third-generation cephalo-
sporin, moxifloxacin, metronidazole, gastric protectors, anti-
inflammatory and antiplatelet agents, daily dressings based on 
iodine solution and collagenase, and dressings every 48 hours 
with the same treatment protocol. The patient was discharged 
in stable clinical condition, and his lesion was in the granula-
tion process. The healings were carried out on an outpatient 
basis and prepared for an autograft in 12 days (Photo 2 – 3). 

The outpatient controls were cleaned with saline 
solution and collagenase cream. After 12 days, the patient 
underwent surgery involving a full-thickness skin autograft 
obtained from the infraumbilical region. The skin was grafted 
and fixed with continuous 5–0 nylon stitches, and a Blair-
Brown healing process was applied. The area was bandaged 
with a gauze bandage and a 4 x 3 elastic bandage, and a 
follow-up appointment was made every eight days (Photo 4). 

Evolution 
After eight days of post-graft control, 85-90% of the grafts 
survived, and the dressings were supplemented with saline 
solution, collagenase-neomycin cream, and a Vaseline gauze 
bandage. A gauze and an elastic bandage covered the affected 
limb (Figure 5-6). 
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Figure 1. Necrotizing fasciitis. 

 
Absence of the first toe of the right foot. 

Figure 2. Photos of right foot healing. 

 
Day 12. 

Figure 3. Evolution photo. 

 
Day 16. 

Figure 4. Area of the foot prepared for the graft.

 

Figure 6. Skin autograft. 

 
Day 30. 

Figure 7. Maceration of the graft area. 

 
Day 42. 

Figure 8. Evolution photo. 

 
Day 90. 

Figure 9. Final result. Day 120.
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The patient underwent maceration in the grafted area, the 
protocol and dressings with saline solution were followed, and 
duodenal patches were applied with replacement every four 
(Figure 7). After three months of total resection of the right 
second metatarsal of the second toe, we obtained a better 
response in terms of wound healing, achieving a favorable 
result (Figure 8 – 9). 

Discussion 
FN is the most severe form of soft tissue infection that spreads 
rapidly and can cause death. The onset may be vain as open 
skin lesions (cuts, scrapes, burns, insect bites, puncture 
wounds, and surgical wounds) or (for lesions that do not cause 
skin cuts/contusions or closed trauma) or in patients who 
have other health problems that weaken the immune system, 
such as diabetes, kidney disease, cirrhosis or cancer [4]. 

An incidence of 500-1000 cases per year is estimated in 
the US, in most countries, and in Western Europe, it has a 
prevalence of 1 case per 100,000 inhabitants. According to 
the National Institute of Statistics, in 2009, there were 54 
deaths due to FN in Spain, 57.4% of which were men and 
43% of which were over 70 years of age. 

Depending on the etiological agent, two diagnostic entities 
can be defined: 

FN Type 1 (polymicrobial bacteria, anaerobes, aerobes 
streptococcus A, and enterobacteria whose synergistic action 
causes an infection). 

Fn type 2 (streptococcal) monomicrobial infection, 
produced by beta-hemolytic streptococcus of group A, to a 
lesser extent C and G, most frequently staphylococcus aureus 
[5]. 

Fibronectin (FN) must be differentiated from other 
necrotizing skin conditions, such as necrotizing cellulitis, 
clostridial cellulitis, clostridial anaerobic cellulitis, clostridial 
anaerobic cellulitis, synergistic gangrene/meleney, synergistic 
necrotizing cellulitis, necrotizing myositis/gas gangrene, and 
pyomyositis, by surgical findings, both histological and 
microbiologically when clinical suspicion is high; surgical 
debridement should not be postponed by performing it with 
an imaging technique whose false negative rate is high; 
computed tomography (CT) is the imaging study of choice, as 
it allows for the identification of thickening and edema in the 
deep fascia and the presence of gas in fascial planes; MRI has 
a sensitivity of 90-100% and a specificity of 50-80%; and 
ultrasound and simple radiology are of less utility [6]. 

Regarding treatment, hemodynamic support measures, 
extensive early surgical debridement, and antibiotic therapy 
were used, in addition to measures and general care when 
necessary. Elevation and immobilization of the affected limb, 

sedation, and analgesia with opiates were also used. The 
severity of the injury requires comprehensive management in 
an intensive care unit. 

Limb amputation is necessary in 20% of patients with FN 
[7]. Limbs are also amputated in cases of fulminant infection 
when the infection affects joints or persists after appropriate 
surgical and antibiotic treatment. 

Antibiotic therapy should be administered early and 
empirically when FN is suspected: 

For FN 1, a combination of ampicillin + sulbactam, 
clindamycin, or metronidazole was used against gram-
negative bacteria such as piperacillin or carbapenem. 

For FN 2: Penicillin G + clindamycin 

Conclusions 
FN is a pathological condition that is increasing in incidence 
and is associated with significant morbidity and mortality, 
given its rapid course and extensive tissue destruction. FN, in 
this case, was related to the appearance of septic shock and 
had a clinical similarity in the initial phases and determining 
rheumatological pathologies, with a predominance of pain 
and local inflammatory signs. 

Patient perception 
The patient stated that he was delighted with the achievement 
of saving his limb to enjoy a better life and comfort. 
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