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ABSTRACT
Presenting case report of necrotizing fasciitis, a rare bacterial infection, bacteria grow in the 
superficial layer of the fascia and release toxins, causing the infection to spread through the fascia. 
This is a serious disease that spreads quickly and requires immediate treatment. Compartment 
syndrome is one of the complications of necrotizing fasciitis. The prognosis is reliable based on 
clinical examination and assessment of intracompartmental pressure. Severe pain is important 
sign of this. Either the relatively rigid and closed muscle space, which is enclosed by fascia and 
bone, experiences bleeding and oedema. The case is unique in terms of the misdiagnosis and 
complication of the disease. Patient ageing forty-four years came to an emergency room with 
the complaint of pain, redness and severe swelling in right leg in the last 7 days. He went to a 
local hospital a week ago where cellulitis was diagnosed but before 2 days the swelling and pain 
got severe and so he came in as an emergency. It was noted here that he was misdiagnosed by 
cellulitis and so Laboratory Risk Indicator for Necrotizing Fasciitis (LRINEC) score was performed 
which revealed the intermediate risk of necrotizing Fasciitis. He was immediately admitted to 
operation room for surgical procedure called debridement with fasciotomy, after the surgery 
antibiotic treatment started and was continued for a week. Along with this, dressing of the 
surgical site was performed. Plastic surgery was done at surgical site after 15 days. With this 
treatment the recovery was good and the therapeutic goals were all achieved. So, it is better that 
this type of diagnosis should be identify at stage-1 to decrease the mortality rate.

Keywords: Necrotizing fasciitis, Compartment syndrome, Debridement, Plastic surgery, Cellulitis, 
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INTRODUCTION

Tissues dying is referred to as necrotizing. Inflammation of the 
fascia is referred to as fasciitis. Life-threatening illness known 
as Necrotizing fasciitis was initially identified by joseph jones 
during the American war, who stated that the "affected part 
of skin melts away".1 A flesh-eating bacterial condition called 
necrotizing fasciitis. Necrotizing fasciitis is most usually brought 
on by Group A Streptococcus (GAS) bacteria. But several other 
types of bacteria also cause this disease. A layer of connecting 
tissue below the skin called fascia usually gets infected by these 
bacteria leading to this disease. Typically, cuts, burns, surgical 
wounds, puncture wounds, and insect bites allow bacteria to 
enter the body.2 A combination of enzymes, endotoxins, and 
exotoxins are released by bacterial development within the 
superficial fascia, causing infection to propagate across this fascia. 

Poor microcirculation, ischemia, and ultimately cell death and 
necrosis result from this process in the affected tissues.3 Patient is 
at high risk of necrotizing fasciitis if he has one of the following 
disease conditions: diabetes, cancer, heart disease, lung disease, 
kidney disease, steroid use etc. Most common site of infection 
is the upper limb and lower limb extremities, trunk, head and 
neck.2 Painful disease known as compartment syndrome is 
caused by ICP (Increased Compartment Pressure) within a closed 
osteofascial compartment. It is both short-term and long-term. A 
surgical emergency, Acute Compartment Syndrome (ACS) can 
lead to soft tissue necrosis and irreversible impairment if the 
pressure is not promptly removed.4

CASE PRESENTATION

A forty four-year-old man of Dravidian race who had been 
complaining about blisters, redness and severe swelling in his 
right leg (Figure 1) for the last 5 days appeared in the emergency 
room. The patient recalled that 7 days ago he had a minor accident 
and fell from his bike (Figure 2). Due to that accident, he got a 
minor injury on his right leg, after 2 days he observed redness, 
pain, and swelling with a fever. He went to a local hospital. A 
primary diagnosis of cellulitis was made and he was started on a 

Received: 25-02-2023;  
Revised: 13-03-2023;  
Accepted: 02-04-2023.

Correspondence:
Ms. Trusha Prajapati
Pharm D Student, Department of 
Pharmacy, Anand Pharmacy College, 
Gujarat Technological University,  
Gujarat, INDIA.
Email: trusha.prajapati786@gmail.com



Prajapati, et al.: Necrotizing Fasiciitis with Compartment Syndrome

Journal of Young Pharmacists, Vol 15, Issue 3, Jul-Sep, 2023 579

high dose of antibiotic (zostum). After 2 days situation get worse 
with progressive severe swelling, and he came to tertiary care 
for further evaluation and management. Physical examination 
revealed multiple superficial wounds. He appeared ill. The whole 
leg was swollen and it was warm and tender to the touch. Their 
blood pressure was normal. Doctor decided to perform LRINEC 
(Laboratory Risk Indicator for Necrotizing Fasciitis) score. In this 
Hematological examination revealed a white blood count of 23000 
(normal range 4000-11000/cm), hemoglobin 8 g/dl (normal 
value 14.5-18 g/dl), and CRP 161 mg/L (normal value less than 6 
mg/L).2 The other two parameter, glucose and sodium levels were 
normal. From the examination diagnosis of necrotizing fasciitis 
with compartment syndrome was made. Surgical debridement 
with fasciotomy (Figure 3) was carried out urgently and Inj. 
zostum 3 gm, I.V once a day was continued with Inj. Amikacin 
(250mg/mL Twice daily), Inj. Pantoprazole (40 mg Twice daily), 
and Inj. Periset (2mg/mL Twice daily). During debridement, 
swab culture has taken. Examination revealed hemoglobin 8 gm, 
red blood cell 4.23 mL/cm, white blood count 19300/cm, platelet 
count 192000/cm, neutrophils 80%, lymphocyte 10%, CRP 136 
mg/L. The swab culture showed no pathogenic organisms. The 
pain, swelling and intercompartmental pressure was reduced 
and there were no fresh complaints and the patient was vitally 
stable. Later the patient was transferred to the hospital for skin 
grafting surgery (Figure 4) for the management of the fasciotomy 
wound. By following this treatment, the recovery was good and 

there was no disease progression after surgery. The patient almost 
recovered in three months (Figure 5).

DISCUSSION

A contagious illness, NF is characterized by fast bacterial 
spread along the fascial planes. It as an uncommon disease, 
with an incidence of 1.5 cases per 100,000 people annually, 
although the mortality rate is relatively significant, at 20-30%. 
NF typically manifest in the upper or lower extremities of 
patients (approximately 57.8%), however occurrences of cervical 
or abdominal NF have also been reported.5 most commonly 
necrotizing fasciitis caused by group of streptococcus bacteria. 
In this case patient had received high dose of antibiotic zostum 
before swab culture so no pathogenic organism found in it and 
one might speculate that this organism was inhibited by the 
antibiotic agent. In order to distinguish necrotizing fasciitis from 
severe cellulitis or abscess, the LRINEC was established. The 
phenomenon was first described by Wong C. et al. This is based 
on six typical serum measures, including creatinine, CRP, Hb, 
WBC, serum sodium and glucose. Necrotizing fasciitis is more 
likely if the LRINEC is less than six.6 In our patient the score is 
7 that indicate that patient is at intermediate risk of having NF. 
The main course of treatment for NF is early, vigorous surgical 
exploration and debridement of necrotic tissue. An effective 
broad-spectrum parenteral antibiotic regimen is administered 

Figure 1: Severe swelling in right leg.

Figure 2: Photo of patient’s right leg after he fell.

Figure 3: After debridement with fasciotomy.

Figure 4: After skin grafting surgery.



Prajapati, et al.: Necrotizing Fasiciitis with Compartment Syndrome

Journal of Young Pharmacists, Vol 15, Issue 3, Jul-Sep, 2023580

alongside the surgery. The mainstay of NF treatment is surgical 
debridement, which has a significantly lower mortality rate than 
waiting even a few hours for surgery.7,8

CONCLUSION

In this case report we accentuate on a 44-year-old male patient 
who has necrotizing fasciitis, a rare condition with a poor 
prognosis. It is typically misdiagnosed with other soft tissue 
infections. Just like in this case it was misdiagnosed with cellulitis, 
so physical examination should be performed accurately. Best way 
to distinguish necrotizing fasciitis from cellulitis and for accurate 
diagnosis, the LRINEC score is used. Physicians must recognize 
necrotizing fasciitis as soon as possible, since early diagnosis of 
infection has great impact on mortality rate and improve the 
quality of life of the patient.
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ABBREVIATIONS

NF: Necrotizing Fasciitis; LRINEC: Laboratory Risk Indicator 
for Necrotizing Fasciitis; GAS: Group A streptococcus; ICP: 
Increased intracompartmental pressure; ACS: Acute compartment 
syndrome; CRP: C-reactive protein; Hb: Hemoglobin; WBC: 
White blood cell.
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Figure 5: Recent photo of patient’s right leg.

Cite this article: Prajapati T, Suratiya N, Master Y, Gadhwal K. A Rare Case Report on Necrotizing Fasciitis with Compartment Syndrome of Right Leg. J Young 
Pharm. 2023;15(3):578-80.


