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Abstract 

Necrotizing fasciitis is an uncommon and life-threatening soft tissue infection caused by pathogenic 

bacteria that spread rapidly along the fascia and produce enzymes and toxins that destroy soft 

tissues,the absence of pathognomonic symptoms makes its diagnosis difficult. Rapidly progressive, it 

is a life-threatening emergency with a fatal prognosis in 30% of cases. The treatment is mixed and 

combines aggressive surgical debridement with medical treatment based on antibiotics. This article 

covers three cases of women who developed necrotizing fasciitis of the abdominal wall, two 

following a cesarean section and one having a vaginal delivery with disjunction of the pubic 

symphysis. Surgical treatment took place before septic shock in all three patients; one death occurred 

in this case study. 
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Introduction: 

 

 Necrotizing fasciitis is an uncommon and 

life-threatening soft tissue infection caused by 

pathogenic bacteria that spread rapidly along 

the fascia and produce enzymes and toxins that 

destroy soft tissues [1],surgery and trauma are 

common etiologies and are not no matter what 

anatomical area can be affected. Predisposing 

factors include diabetes, malnutrition, renal 

failure and immunosuppression [2] 

Patients and Methods: 

 Patients: 

We report over a period of two years from 

the beginning of 2022 to the end of 2023 the 

cases of three patients, of young age, two 

patients having given birth by cesarean section 

and one by vaginal delivery with disjunction 

of the pubic symphysis, having developed a 

few days later an infectious syndrome with 

skin signs at the level of the abdominal wall 

for which our plastic surgery opinion was 

requested, so we intervened urgently for the 

diagnosis which was clinically obvious in the 

face of necrosis and skin ulceration due to the 

delay in consultation. 

 The first patient is a 38 year old obese 

woman (BMI 34kg/m2) second procedure 

second parity, type 2 diabetic under 

treatment for 10 years and operated for 

appendicitis at the age of 14, was 

readmitted eight days after her cesarean 

section for infection of the abdominal wall 

(Fig 1a) declared 5 days after the cesarean 

section, the examination found a conscious 

patient in clinical sepsis, general condition 

was maintained, she presented a 

leukocytosis of 15,000 e/ml and a CRP of 

405 mg/L a fasting blood sugar level of 

1.9g/dL, the abdominal CT performed in 

the absence of the MRI reveals a significant 

infiltration of the subcutaneous cellulose-

fatty tissue of the rectus and oblique 

muscles of the anterior abdominal wall with 

the presence of gas bubbles and extensive 

infiltration up to the supravesical fossa, 

imaging very suggestive of necrotizing 

fasciitis (Fig1b) 

 The second patient, aged 35, known to be 

type 2 diabetic on insulin for 5 years, 

presented 7 days postpartum after a 

cesarean section for infection of the 

abdominal wall and disunion of the 

approach. The clinical examination found a 

conscious, febrile patient with 39C stable 



on the hemodynamic and respiratory level, 

presenting septic necrosis of the suprapubic 

abdominal wall

and disunity of the pfananstiel incision (Fig 

2a) with the release of pus and exudate, 

gynaecological examination with speculum 

reveals fetid leukorrhea which was taken, the 

assessment showed leukocytosis at 13,200 

e/mL, CRP at 360 mg/L normal renal function 

and transaminases, the CT scan showed 

necrotizing fasciitis with pelvic peritonitis, 

laparotomy, debridement and debridement 

were carried out with abundant peritoneal 

washing. (Fig.2b and 2c) 

 The third patient, aged 40, primiparous 

primigravida, neither diabetic nor 

hypertensive, having given birth vaginally 

at home in difficult conditions with 

abdominal expression, leading to pubic 

disjunction, the patient consulted later for 

skin necrosis at the pubic level with 

extreme pain, The clinical examination 

found a conscious patient febrile at 38.5 C 

and presented necrosis and ulceration of the 

pubic skin with a dirty and exudative base 

with pus and necrotic flow (Fig3a), the 

speculum examination noted a wound on 

the level of the small right lower lip 

communicating with the pubic ulcerations, 

in the assessment we noted a leukocytosis 

at 28960 e/mL a CRP at 252 mg/L the 

abdominopelvic scanner strongly suspected 

a FN on hematoma of the rectus abdominis 

with disjunction of the pubic symphysis 

(Fig3b) whose opinion from the 

traumatologist had indicated strict rest with 

analgesics and thromboprophylaxis 

 Method: 

On admission, the patients were examined by 

the gynaecologist, the intensivist and the 

plastic surgeon then they had biological 

assessments based on blood count and platelets 

CRP, blood sugar and renal function, 

bacteriological samples of pus and setosity 

with an abdominopelvic scanner. 

Probabilistic antibiotic therapy based on 

triaxon gentamycin and metronidazole was 

immediately started on admission given the 

clinical sepsis and the clinical appearance of 

necrosis very suggestive of necrotizing 

fasciitis at this stage in the three patients. 

Then the patients were urgently admitted to 

the operating room after the abdominopelvic 

scan, the surgical procedure consisted of 

carrying out an aggressive debridement of the 

necrotic and infected tissue by starting the 

incision around the skin necrosis then 

dissection up to the healthy tissue and excision 

of all the necrosis at this level, in the three 

cases the aponeurosis was necrotic and 

therefore removed by debridement, the 

procedure is completed by abundant washing 

with a mixture of physiological serum, 

povidone-iodine solution and hydrogen 

peroxide. 

Additional operations were carried out on the 

patients in the following days with care most 

often daily until the infection and necrosis 

were controlled and then finally the repair or 

closure on a Delbet blade or Redon drain of 

the airway. first is carried out depending on 

the cases. 

 Results 

During surgical exploration in the first patient, 

we noted a significant subcutaneous 

detachment filled with flows of necrosis and 

pus reaching the aponeurosis of the two rectus 

abdominis which was necrotic and had to be 

resected (Fig. 1c), Postoperatively, the general 

condition in intensive care was good. She then 

undergoes two other debridement operations 

before we proceed to close the skin with an 

abdominoplasty (Fig. 1d), the reconstruction 

by prosthesis could not be done at the same 

time as the closure because of the septic terrain 

so another time of parietal reconstruction by 

prosthesis is planned. The bacteriological 

samples were polymicrobial 



 In the second patient we noted cutaneous 

and subcutaneous necrosis at the sub 

umbilical level also taking the aponeurosis 

at this level under the arcuate line (Fig. 

2c), after laparotomy and pelvic peritoneal 

washing and good cutaneous and 

aponeurotic debridement ( Fig. 2c) we 

performed a mini-abdominoplasty to close 

the wall (Fig.2d), the postoperative 

aftermath was without problems except 

for exudates through the stitches, the 

responsible germ isolated was a hemolytic 

streptococcus b from group A 

 In the third patient, the pubic lesions 

reached the rectus abdominis and 

pyramidal muscles with total lysis of the 

aponeurosis at this level, leaving a 2cm 

hole (Fig.3c) between the two rectus 

abdominis muscles, exposing the 

peritoneum; debridement took place. to 

the subcutaneous tissue at the level of the 

labia majora and the mons pubis, two 

other operating stages were necessary 

before controlling the infection and the 

cutaneous and subcutaneous necrosis and 

being able to close in two planes on a 

Redon drain (Fig. 3d), the evolution was 

correct then the patient was declared 

discharged from the service after two 

weeks under antibiotic therapy and 

thromboprophylaxis and analgesia, but 

she was readmitted a few days later to 

intensive care for pulmonary embolism 

and unfortunately died as a result. 

 



 



 
Discussion: 

Necrotizing fasciitis (NF), commonly 

referred to by laypeople as “flesh-eating 

disease” or “flesh-eating bacteria,” is a rare, 

rapidly progressing, and often fatal infection 

that requires early and aggressive surgical 

debridement. Surgery and trauma are common 

etiologies and any anatomical area can be 

affected. Predisposing factors include diabetes 

mellitus, malnutrition, renal failure and 

immunosuppression [2] 

Rapidly progressive and fatal, mortality can be 

up to 30%[3]. 

Necrotizing fasciitis is classified 

according to the causative microbial agent: 

type 1, polymicrobial (80% of cases), type 2, 

mono bacterial (mainly group A hemolytic 

streptococcus, 20% of cases) and types 3 and 4 

(respectively gram bacilli negative and fungal 

germs)[4] 

The most common local signs include 

extremely painful swelling, redness and heat. 

The skin appears indurated and cardboardy. A 

discrepancy between the less worrying 

appearance of the lesion and the extreme pain 

felt by the patient can be a warning sign [4], a 

high fever is present in 80 to 90% of cases [5] 

The infection spreads along the deep 

fascia via the vascular and lymphatic 

networks, causing thrombosis of the vessels. 

Skin cyanosis then develops rapidly, followed 

by the appearance of bubbles and ulcerations, 



evidence of necrosis [6]. Septic shock sets in 

suddenly in 50% of cases [4] 

Due to its rarity, few epidemiological 

data are available to evaluate the number of 

necrotizing fasciitis associated with 

pregnancy. Goepfert reports 1.8 cases of 

necrotizing fasciitis per 1,000 cesarean 

sections [7]. Furthermore, Out et al. reported 

an increase of 1 to 4 cases of necrotizing 

fasciitis per 100,000 pregnant patients 

hospitalized in Texas between 2001 and 2010 

[8] . This increase in incidence could be 

explained by an overdiagnosis of necrotizing 

fasciitis in cases of severe soft tissue infections 

and by contributing comorbidity factors such 

as obesity and diabetes, in addition to these, 

Hormonal changes of pregnancy affect the 

maternal immune system (decreased activity 

of Natural Killer cells, inflammatory response 

of macrophages and T lymphocytes, 

production of inflammatory cytokines, etc.) in 

such a way that the development of infections 

and severe sepsis is favored [9],[10]. 

The clinical diagnosis is often difficult, 

which is observed in other series [2],[4] unlike 

ours, the diagnosis was already strongly 

suspected in the clinic given the necrosis 

immediately present at the consultation in the 

three patients of because of the delayed 

deadline 

The main etiologies of necrotizing 

fasciitis are either surgery, in this case in this 

series, a cesarean section in our first two 

patients, several other series have reported this 

fact [2],[4] or traumatic etiologies which is the 

case for the third patient whose cause was a 

superinfected rectus muscular hematoma 

caused by childbirth in difficult conditions at 

home with expression maneuvers resulting in a 

disjunction of the pubic symphysis rarely 

reported associated with necrotizing fasciitis, 

in fact, a only case of necrotizing fasciitis 

associated with a disjunction of the pubic 

symphysis was reported by Athanassopoulos 

et al in their series[2] 

Diabetes and obesity present in our first 

two patients are recognized as contributing 

factors and poor prognosis in terms of 

progression and survival found at high 

prevalence in the series by Donald G et al. [11] 

in 97.1% and 86.9% respectively 

The mortality rate reported in the series 

by Donald et al [10] was 13% and can be up to 

30% according to Roujeau [3], in our series 

death occurred in only one case and n It was 

not directly linked to necrotizing fasciitis but 

rather to pulmonary embolism. 

Conclusion : 

Necrotizing fasciitis, a serious infection 

of the skin and subcutaneous tissues remains 

rare but formidable on the one hand because of 

the lesions it causes and on the other hand, 

especially because of the sepsis and septic 

shock for which it is responsible, with a 

mortality rate which remains high. , hence the 

interest in early diagnosis at the slightest 

clinical doubt of synergistic bactericidal 

antibiotic therapy, appropriate resuscitation 

measures in the event of septic shock and the 

most extensive debridement and debridement 

possible, without forgetting the aspect of 

prevention through good control of surgical 

asepsis, monitoring and control of contributing 

factors such as diabetes, obesity, and 

postoperative care. 
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