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HISTORY TAKING

Male 50 years 
U/D T2DM, HT, OldCVA

CC :  ไข้ ซึมลง 1 day PTA 



HISTORY TAKING
Present illness  
        7 days PTA ถูกตอไม้ทิ่มขาบริเวณหน้าแข้งขาซ้าย มีแผลเปิด
ขนาดประมาณ 1 cm ทำแผลเองโดยใช้เบตาดีน  
        1 day PTA แผลที่ขาซ้ายแย่ลง มีหนอง ปวดบวมแดงร้อน มีไข้ 
ญาติให้ประวัติว่ามีไข้สูง ซึมลง ไม่มีไอน้ำมูก ไม่มีเสมหะ ไม่หอบ
เหนื่อย ไม่ปวดท้องไม่อาเจียน ไม่ถ่ายเหลว ไม่มีประวัติอ่อนแรงมาก
ขึ้น ไม่มีชักเกร็ง ปฏิเสธประวัติอุบัติเหตุบริเวณศีรษะ 



HISTORY TAKING

Past history 
•ไม่เคยมีอาการเช่นนี้มาก่อน 
•ไม่เคยได้รับการผ่าตัด 
•U/D T2DM , HT ,  
          Old CVA (Lt hemiparesis)

Drug & allergy 
•ยาที่ใช้ประจำ 
     ASA(81) 1x1 po pc 
     Clopidogrel(75) 1x1 po pc 
     Losec(20) 1x1 po ac 
     Atorvastatin (40) 1x1 po hs 
     MFM(500) 2x2 po pc 
•ปฏิเสธประวัติแพ้ยาแพ้อาหาร



HISTORY TAKING
At รพช. 

•V/S : T 38 °C ,PR 127 /min, RR 20 /min , BP 82/48 mmHg 
•NS : E4V5M6 , pupil 3 mm RTLBE ,look drowsiness 
•Left Leg : warm , redness , debris tissue 

Dx : Infected wound Left leg with septic shock



HISTORY TAKING
Management at รพช. 

•NSS 1000 ml iv load  
•Dopamine (2:1) iv drip 5 mcdrop/min 
•Ceftriaxone 2 g iv stat 
•Retained foley catheter 
•DTX 133 mg%  
•Lactate 6



PHYSICAL  EXAMINATION
•V/S : T 37.1 °C ,PR 126 /min, RR 20 /min , BP 91/62mmHg 
•GA : drowsiness 
•HEENT : normocephalic head without evidence of trauma,                              
    not pale conjunctivae , anicteric sclerae 
•CVS : normal S1S2 , no murmur , no carotid bruit 
•RS : normal and equal breath sound , no adventitious sound 
•Abdomen : soft , not tender , normoactive bowel sound ,  
    liver and spleen not palpable 
•GU : no tenderness at both CVA 
•Extremities : no edema 
•Skin : no rash , no petechiae , no ecchymoses 
•Lymphatic system : no lymphadenopathy 
•NS : E4V5M6 , pupil 3 mm RTLBE ,No stiff neck

V/V

V/V

III/III

III/III



PHYSICAL  EXAMINATION
•Extremities : Left leg >> ulcer 2*3 cm with necrotic tissue with pus 
, swelling , erythema , warmness ,tenderness,capillary refill < 2 sec 

Pulse        Rt          Lt 
FMA             2+             2+ 
PPA              2+             2+ 
PTA              2+ 
DPA              2+

   Can not palpable 
    due to swelling



PROBLEM LIST

1. Left leg ulcer with swelling with tender 7 days PTA  
2. Acute fever with drowsiness 1 day PTA 



DEFERENTIAL DIAGNOSIS

1. Infected wound 
2. Cellulitis 
3. Necrotizing fasciitis



INVESTIGATIONS CBC



INVESTIGATIONS

Coagulogram



INVESTIGATIONS
BS , BUN,Cr ,E’lye, lactate



INVESTIGATIONS
LFT



INVESTIGATIONS ABG



INVESTIGATIONS UA



INVESTIGATIONS PUS C/S



INVESTIGATIONS H/C



MANAGEMENT

•IV fluid resuscitation 
•Inotropic drug >> NE 
•Hydrocortisone 
•IV ATB >  ceftriaxone 2 g v OD / clindamycin 900 mg v q 8 hr 
•Set OR for debridement

•Resuscitation + Sepsis protocol



MANAGEMENT
•Set OR for debridement



MANAGEMENT
•POD 1



MANAGEMENT
•POD 2



MANAGEMENT
•POD 3



MANAGEMENT



MANAGEMENT



MANAGEMENT



NECROTIZING  FASCIITIS



• Necrotizing fasciitis is an aggressive subcutaneous infection that 
tracks along the superficial fascia, which comprises all the tissue 
between the skin and underlying muscles . 

• The term “fasciitis” sometimes leads to the mistaken impression 
that the muscular fascia or aponeurosis is involved, but in fact it 
is the superficial fascia that is most commonly involved.



• Necrotizing fasciitis is a surgical diagnosis characterized by      
          ➡ friability of the superficial fascia 
          ➡ dishwater-gray exudate 
          ➡ absence of pus 
  
• Multiple causes, risk factors, anatomical locations, and pathogenic 

mechanisms, but all such infections result in widespread tissue 
destruction, which may extend from the epidermis to the deep 
musculature





Epidemiologic Features 
and Causes



Epidemiologic Features and Causes
• The annual incidence of necrotizing fasciitis ranges from 15.5 cases per 100,000 population in 

Thailand to 0.3 to 5 cases per 100,000 in other regions.



Necrotizing fasciitis type I  
 ➡ polymicrobial infection involving aerobic and anaerobic organisms. 
 ➡ elderly or in those with underlying illnesses. 
 ➡ most commonly associated with 4 clinical settings: 
           (1) perianal abscesses, penetrating abdominal trauma,  
               or surgical procedures involving the bowel 
          (2) decubitus ulcers  
          (3) injection sites in illicit drug users 
          (4) spread from a genital site such as Bartholin abscess,  
               episiotomy wound, or a minor vulvovaginal infection. 



Necrotizing fasciitis type II  
 ➡ Among gram-positive organisms 
 ➡ group A streptococcus remains the most common pathogen, followed by  
      Staphylococcus aureus (MRSA) 
 ➡ may occur in any age group and in persons without any underlying ill







Diagnosis



DiagnosticPitfalls 



Clinical Findings 
• features that suggest involvement of deeper tissues include 
     (1) severe pain that seems disproportional to the clinical findings        
       (2) failure to respond to initial antibiotic therapy  
       (3) the hard, wooden feel of the subcutaneous tissue, extending       
            beyond the area of apparent skin involvement 
       (4) systemic toxicity, often with altered mental status 
       (5) edema or tenderness extending beyond the cutaneous  
            erythema 
       (6) crepitus, indicating gas in the tissues 
       (7) bullous lesions 
       (8) skin necrosis or ecchymoses.

factors that differentiated 
necrotizing fasciitis from cellulitis 
•        recent surgery 
•        pain out of proportion 
•        clinical signs 
•        hypotension 
•        skin necrosis 
•        hemorrhagic bullae







Imaging Tests  
Plain film - subcutaneous gas 



Imaging Tests  
Ultrasound - hyperechoic soft-tissue emphysema with acoustic shadow 
                 - The overlying subcutaneous fat shows increased echogenicity with      
                   interlacing anechoic spaces representing perifascial fluid spreading    
                   along the fascial planes (cobblestone appearance) 
                   



Imaging Tests  
CT , MRI  
     - soft-tissue swelling in patients with group A streptococcal infection 
     - gas in the tissues of patients with gas gangrene or necrotizing fasciitis type I 



Imaging Tests  
CT , MRI  
     - soft-tissue swelling in patients with group A streptococcal infection 
     - gas in the tissues of patients with gas gangrene or necrotizing fasciitis type I 

Imaging evidence of gas in the tissues, or the presence of crepitus,  
should prompt immediate surgical consultation.



Diagnostic
Tissue Biopsy, Histologic Tests, and Gram’s Staining

• Gram’s staining of surgically obtained material is crucial for determining the 
cause of infection and guiding empirical treatment.  

• Percutaneous biopsy and examination of a frozen section has been proposed to 
aid in the diagnosis of necrotizing infection 

• Open surgical inspection and biopsy >> gold standard  
       dishwater, foul-smelling discharge on fascia,  
       fascial necrosis (non-bleeding fascia) ,loss of tissue resistance 



Diagnostic

histologic criteria



Surrogate Markers for Early Diagnosis
C-reactive protein level of more than 200 mg per liter 

The Laboratory Risk Indicator for Necrotizing Fasciitis (LRINEC) scoring system uses



Diagnostic



Treatment



TreatmentSurgical Intervention
 Surgical intervention is the primary therapeutic modality in cases of necrotizing 
fasciitis and is indicated when this infection is confirmed or suspected.  
       Features suggestive of necrotizing fasciitis  
        (1) the clinical findings  
        (2) failure of apparently uncomplicated cellulitis to respond to antibiotic  
        (3) profound toxicity; fever, hypotension, or advancement of the SSTI during        
            antibiotic therapy 
        (4) skin necrosis with easy dissection along the fascia by a blunt instrument 
        (5) presence of gas in the soft tissues. 

☑to determine the extent of infection 
☑to assess the need for debridement or amputation 
☑to obtain specimens for Gram’s staining and culture 



Treatment
Surgical Intervention
• Most patients with necrotizing fasciitis should return to the 

operating room 24–36 hours after the first debridement and daily 
thereafter until the surgical team finds no further need for 
debridement.  

  
• Although discrete pus is usually absent, these wounds can 

discharge copious amounts of tissue fluid, and aggressive fluid 
administration is a necessary adjunct. 



TreatmentPharmacologic Treatment 
In the absence of definitive clinical trials, antimicrobial therapy should be 
administered until  - further debridement is no longer necessary, 
                              - the patient has improved clinically 
                              - fever has been absent for 48–72 hours.  
Empiric treatment of polymicrobial necrotizing fasciitis should include agents 
effective against both aerobes, including MRSA, and anaerobes  
          vancomycin, linezolid, or daptomycin combined with one of the following:  
                (1) piperacillin- tazobactam  
                (2) carbapenem (imipenem-cilastatin, meropenem, and ertapenem) 
                (3) ceftriaxone plus metronidazole  
                (4) fluoroquinolone plus metronidazole  
Once the microbial etiology has been determined, the antibiotic coverage should 
be appropriately modified. 



Treatment



Treatment



TreatmentIVIG 

• The efficacy of intravenous immunoglobulin (IVIG) in treating 
streptococcal toxic shock syndrome has not been definitively established. 

• As extracellular streptococcal toxins have a role in organ failure, shock, 
and tissue destruction, neutralization of these toxins theoretically could 
be beneficial.  



Treatment
Care of Critically Ill Patients 
Capillary Leak Syndrome 
• Circulating bacterial toxins and host mediators cause diffuse endothelial 

damage. Intravenous fluid requirements may be extremely high (10 to 12 liters of 
normal saline per day).  

• profound hypoalbuminemia (0.5 to 1 g per deciliter) is also common, and 
replacement with colloid (albumin) may therefore be necessary to maintain 
oncostatic pressure.



Treatment
Care of Critically Ill Patients 
Intravascular Hemolysis 
Bacterial hemolysins cause striking and rapid reductions in the hematocrit in the 
absence of disseminated intravascular coagulopathy. Thus, the hematocrit may be 
a better indicator of the need for transfusion than the hemoglobin level.



Treatment
Care of Critically Ill Patients 
Cardiomyopathy 
• Global hypokinesia, as indicated by echocardiography and cardiac output, is seen 

in some patients with streptococcal toxic shock syndrome.8 

• Among survivors, this cardiomyopathy is reversible, fully resolving in 3 to 24 
months after infection.





THANK YOU


