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NECROTIZING FASCIITIS IN AN INFANT: RARE DISEASE IN AN

UNCOMMON AGE GROUP

ABOALFARAJ N, AGABAWI A, ABDULGADER R,ZAGHABA D,JAMJOOM R. Necrotizing Fasciitis in an infant: rare disease
in an uncommon age group. Med Emergency, MJEM 2017; 25:38-39.
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ABSTRACT

Three months old girl known case of down’s syndrome presented with what seemed to be an usual case of common cold with
a nasal tip cellulitis that progressed to what was diagnosed later as multi-bacterial (pseudomonas aeruginosa and klebsiella
pneumonia) nasal necrotizing fasciitis in an infant who survived the stormy clinical course.
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CASE

A three months old down syndrome female who is a product
of 32 weeks pregnancy, corrected age one month presented to
the emergency department (ED) with nasal ulcer or gangrene
that started one week ago with nasal tip redness that progressed
to involvethe nose and the nasal bridge. There was minimal
bleeding with attempts to clean it. On day of presentation to
ED the nasal wound started to turn black with no discharge or
pus. Patient had history of runny nose and diarrhea associated
with no fever.

In ED patient looked dehydrated. Her vitals were: heart rate
170 bpm respiratory rate 50 per min O, sat 96% and blood
pressure 80/56 mmHg. The nose tip had a dry ulcer with
gangrenous black margins. There were no apparent collections,
pus or bleeds. The surrounding area including the nasal bridge
showed cellulitis with no crepitus.

Fluids were started, full septic work up obtained and intravenous
ampicillin and gentamicin started. The baby was admitted to
the pediatric surgical floor for maxillofacial consult. Few hours
later patient’s condition deteriorated. She became hypotensive,
acidotic, bradycardicwith desaturated, so she was intubated.
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Blood works obtained showed complete blood count: White
blood cell: 47.27 k. uL"! Neutrophil count 37 k.uL' Hemoglobin
59 gdL" - platelet: 34 k.uL"!

Coagulation profile: prothrombin time: 20 second - fibrinogen:
50 mg.dL" - activated partial thrombin time: 82 second - D.Dimer:
2.6 mg.L"! - international normalized ratio: 1.7 ratio C-reactive
protein: 148 mg.L"! and blood culture showed staphylococcus
aureus.

Antibiotics were shifted to meropenem and vancomycin. A swab
taken from the lesion showed gram negative bacilli (Pseudomonas
aeruginosa and Klebsiella pneumonia). Histopathology taken
from the lesion showed necrotic patch skin and nasal cartilage-
debridement consistent with necrotizing fasciitis (NF). Patient
underwent debridement in odd ratio by maxillofacial surgeons.
Seven days later the patient was extubated and transferred to the
ward, then discharged home in good condition with a follow up
with maxillofacial for nasal reconstructive surgery.

During hospital stay immunologist worked her up, and she had
no evidence of immunodeficiency.
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DISCUSSION

NF is a potentially fatal, progressive soft tissue infection that
typically occurs in adults, and only rarely occurs in infants [1].

The worldwide incidence in pediatric age group is at 0.4 per
100,000 [2] with most lesions reported on the trunk and some
to be on the back [3].

Necrotizing fasciitis caused by Pseudomonas aeruginosa is
exceptionally uncommon, with only a few cases reported in the
literature [4]. The mortality associated with the disease with no
intervention is as high as 80% and is 30-50% with intervention [2].
Delay in intervention is associated with poor outcome. Early
debridement was associated with a significant decrease in
mortality. The average time from admission to operation was
90 hours in non-survivors versus 25 hours in survivors [5].

The Army surgeon Joseph Jones first described necrotizing
fasciitis, in 1871, during the American Civil War, and it was
known as “hospital gangrene”. Then in 1952, Ben Wilson used
the term necrotizing fasciitis [6].

NF is defined as a rapidly progressive disease of the subcutaneous
tissues, superficial fascia and superficial part of the deep fascia.
The annual incidence of NF in children is found to be 2.93 cases
per 1,000,000 per year [7].

In neonates, most cases of NF are secondary to an identifiable
risk factor, such as omphalitis [8], scalp fetal monitoring [9],
circumcision [8] septicemia [10] varicella, burn, insect bite [11],
necrotizing enterocolitis [12], and post surgery [13]. Primary NF
in neonates, with no causative factor, is very rare [14].
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The site of involvement in NF depends on the initiating factor,
and usually it involves the lower back [15], neck and scalp [16];
chest, upper or lower extremities [10].

Based on the causative organisms, NFis divided into two types. Type 1
NF in which the tissue culture will show more than one organism,
such as acombination of gram positive, gram negative and anaerobes.
The most commonly isolated organisms are Staphylococcus
aureus, Streptococcus, Pseudomonas aeruginosa [10]. Escherichia
coli, Shigella, Klebsiela and Enterococcus [11]. In contrast, type 2
NF is a monomicrobial infection, and usually it’s group A Beta
Hemolytic Streptococcus [11]. In our case the isolated organisms
were pseudomonas aeruginosa and Klebsiela pneumonia,
while the blood culture showed Staphylococcus.aureus only.

CONCLUSION

Neonatal NF is an uncommon bacterial infection of the skin,
subcutaneous fat, superficial fascia, and deep fascia but often
fatal. Clinically, it is characterized by marked tissue edema,
rapid spread of inflammation, and signs of systemic toxicity as
presented in our case.

We believe that our case is unique from several aspects:

1- Rarity of the disease in this age group.

2- Location of the lesion.

3- No identifiable precipitating or risk factor.

4- The polymicrobial or pseudomonas wound culture which
makes it atypical.
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