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SUMMARY 

The term necrotizing fasciitis (NF) was first used by Wilson in 1952, who described this rare, however, pro-
gressive infection that primarily affects the fascia and subcutaneous tissues. Necrotizing fasciitis may affect any 
part of the body; however, it usually appears on the extremities. The most common microorganisms isolated in NF 
are Staphylococcus aureus, group A Streptococci, and Escherichia Coli. 

We are presenting the case of a sixty-seven-year old woman, who was admitted for the perforation of 
painful edema of the left cheek. Clinical examination of the anterior two-thirds of the left cheek revealed a defect 
of the full thickness of the skin, 3x4 cm in size. During the patient’s hospitalization she was treated by 
parenterally administered broad-spectrum antibiotics, necrotomy, fasciotomy of the cheek and the extraction of 
the remaining roots in the 3rd and 4th quadrant. 

Necrotic fasciitis is a rare, rapidly progressive infection of soft tissues, which, if untimely diagnosed and 
treated, may be life-threatening. The prognosis of treatment depends on the early recognition of the disease. It is 
treated with aggressive surgical debridement followed by antibiotic therapy. 
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INTRODUCTION 

The term necrotizing fasciitis (NF) was first used 
by Wilson in 1952, who described this rare, however, 
progressive infection that primarily affects the fascia and 
subcutaneous tissues. Besides the aforementioned term, 
this infection has also been referred to as hospital gang-
rene, necrotizing erysipelas, acute hemolytic strepto-
coccal gangrene, progressive synergistic gangrene, and 
acute necrotizing cellulitis (1).  

Necrosis of the fascia and connective tissue as 
well as the spread of the disease to the surrounding skin 
and muscles is the basic feature of this disease. 
Necrotizing fasciitis may affect any part of the body; 
however, it usually appears on the extremities (2). If the 
infection spreads and affects the major blood vessels, 
then it can cause sepsis, systemic toxic reaction, and 
compromise the functioning of the vital organs as well 
as the patient`s life (3).  

The occurrence of  NF in the maxillofacial region 
is extremely rare and can be seen in 2.5% to 5% of all 
cases, when it is usually associated with some other 
systemic disease (1, 2).  

Necrotizing fasciitis of the maxillofacial region is 
commonly preceded by an odontogenic infection, tonsil-
lopharyngitis (4), or an infection of the salivary glands 
(5).  

Immunosuppression, diabetes mellitus, chronic 
diseases, malnutrition, age over 60 years, renal insuffi-
ciency, malignant diseases, and burns stand for the pre-
disposing factors for the occurrence of necrotizing fasci-
itis (4). 

The most common microorganisms isolated in 
NF are Staphylococcus aureus, group A Streptococci, and 
Escherichia Coli (6). 

CASE REPORT 

Here, we present a case of a sixty-seven-year old 
woman, who was admitted to the  Clinic of Maxillofacial 
surgery in Niš for the perforation of painful edema of 
the left cheek.  

Before admission, the patient was treated with 
antibiotics in the relevant healthcare institution (amp. 
gentamycin 240 mg per day). On admission, the patient 
was febrile (39 ℃), tachycardic, hypotensive, adynamic, 
and generally in a bad condition.  

Clinical examination of the anterior two-thirds of 
the left cheek revealed a defect of the full thickness of the 
skin, 3x4 cm in size. The defect was of irregular shape 
and uneven edges, with the signs of hyperemia and 
edema of the surrounding skin up to 2 cm in diameter. 
The walls of the defect were uneven, predominantly 
covered with necrotic material (Figure 1). 

Figure 1. Necrotizing fasciitis with a defect of the cheek skin, 3x4 cm in size 

In addition, in the most caudal parts of the defect, 
the signs of purulent exudation were noticed. The 
aforementioned region was painful on palpation, with 
the signs of reactive lymphadenitis, affecting the levels I 
and II of the neck. Intraoral inspection revealed a large 
number of decayed teeth and the remaining tooth roots. 
In the personal anamnesis, the patient mentioned a long-

term treatment of diabetes mellitus, chronic obstructive 
pulmonary disease, and arterial hypertension.  

On admission, the patient was parenterallyadmi-
nistered broad-spectrum antibiotics (Longaceph 2 g per 
24h and Orvagil 500 mg per 8h) as well as electrolytes 
and rehydration therapy to maintain the hemodynamic 
status of the patient. A swab of the defect and a blood 
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sample were taken for the basic laboratory and 
biochemical analyses.  

Laboratory finding showed the existence of leuko-
cytosis, neutrophilia (87.7%), increased sedimentation  
rate, and increased levels of C-reactive protein (280 
mg/l). 

During the patient’s hospitalization, we perfor-
med necrotomy, fasciotomy of the cheek, and the extra-
ction of the remaining roots in the 3rdand 4thquadrant. 
Part of the tissue removed during surgical debridement 
was sent to pathohistological analysis. The pathohisto-
logical finding showed the presence of necrotizing 
fibrous tissue, with the signs of inflammatory infiltrate  

composed of polymorphonuclears, liquefactive necrosis 
of the subcutaneous tissue, and vascular thrombosis. 

In the microbiological analysis of the wound 
swab, Klebsiellaspiroheta (Klebsiella spp.) was isolated, 
when antibiotic therapy was changed and Cloxacillin 
500 mg per 6h was administered for the next twenty 
days. Ten days after the aforementioned procedures 
were performed, regression of clinical and laboratory 
signs of the infection was noticed, and secondary wound 
closure was performed under the local anesthesia. On 
the tenth day after surgery, the stitches were removed. 
The patient was discharged from the clinic, without the 
clinical and laboratory signs of infection (Figure 2 and 3). 

Figure 2.                                                                                           Figure 3. 

Figure 2 and 3.The patient’s appearance after the treatment of the infection and defect reconstruction 

DISCUSSION 

Necrotizing fasciitis of the maxillofacial region is a 
rare disease that commonly occurs as a complication of 
primary infection in immunocompromised patients. 
This aggressive soft-tissue infection easily affects the 
superficial fasciae, connective tissue, the surrounding 
skin and muscles, causing their necrosis (7). The 
presented case of necrotizing fasciitis of the cheek 
belongs to the group of rare localizations, as fasciitis 
usually involves the extremities, abdomen, and 
peritoneum. The incidence of NF of the maxillofacial 
region does not go beyond 5% (1, 2, 6). 

In the eight-year study conducted by Wang and 
Lin (2) out of 115 patients in total, they reported only 
four cases with NF of the head and neck (3%).  

The cause of NF in this patient was the remaining 
roots of the 3rd quadrant. A review of the reference lite-

rature showed that necrotizing fasciitis of the head and 
neck is preceded by infections of the orofacial region, 
usually of the teeth, then throat and tonsil infections, 
injuries, insect bites, acne, furuncles, infections of the 
salivary glands (7). A long-term treatment of diabetes 
mellitus classified this patient in the group of patients 
with the predisposing factors for the onset of this 
disease. It is commonly accepted that besides diabetes 
mellitus, the predisposing factors include alcoholism, 
tobacco smoking, immunosuppression, malnutrition, 
age, malignant diseases, and liver cirrhosis (8). 

Clinical finding is usually accompanied by pain-
ful edema, erythema, and stretching of the skin that is 
smooth and shiny. As the disease advances, bullae filled 
with the dark content arise, which is followed by the 
appearance of purple skin color and gangrenous and 
necrotic masses. The absence of bleeding, the 
appearance of greenish fluid content, offensive odor, 
easy dissection of the surrounding structures by finger 
stand for the pathognomonic signs of necrotizing 
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fasciitis (9-11). For the most part, the clinical picture 
corresponds to the one observed in our patient.  

Early and appropriate diagnostics, aggressive sur-
gical treatment, debridement, necrotomy, and the appli-
cation of broad-spectrum antibiotics are of key importa-
nce for the management of this disease. The polymicro-
bial nature emphasizes the importance of a multidisci-
plinary approach, which besides surgery involves micro-
biology and infectology. If inadequately treated,this con-
dition may lead to sepsis, respiratory and renal insuffi-
ciency that can ultimately cause the fetal outcome (12, 
13). The majority of authors consider that antibiotic 
therapy should be started without delay, including anti-
biotics against gram-positive, gram-negative and 
anaerobic bacteria until antibiogram results are obtained, 
when specific therapy should be initiated. In practice, the 
most commonly used antibiotics are penicillins and 
cephalosporins in combination with aminoglycosides 
and Orvagil and clindamycin (14-16). 

In this case, we prescribed the third-generation ce-
phalosporins in combination with metranidazole.  

In addition to antibiotic and surgical treatment, 
hyperbaric oxygen therapy is used to improve the circu- 
lation of tissues affected with infection and to exert 
effects on anaerobic bacteria. 

CONCLUSION 

Necrotic fasciitis is a rare, rapidly progressive in-
fection of soft tissues, which, if untimely diagnosed and 
treated, may be life-threatening. It is characterized by 
necrosis of fasciae and subcutaneous tissues, spreading 
to the surrounding skin and muscles. In this article, a 
rare localization of necrotizing fasciitis was described. 
The prognosis of treatment depends on the early 
recognition of the disease. Treatment is based on the 
surgical debridement and use of antibiotic therapy. 
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SAŽETAK 

Termin nekrotizujući fasciitis (NF) prvi put je koristio Vilson 1952. godine, koji je opisao ovu retku 
progresivnu infekciju koja prvenstveno utiče na fasciju i potkožna tkiva. Nekrotizujući fasciitis može uticati 
na bilo koji deo tela; međutim, obično se pojavljuje na ekstremitetima. Najčešći mikroorganizmi izolovani u NF 
su Staphilococcus aureus, Streptococci grupe A i Escherichia Coli. 

Predstavljamo slučaj žene stare šezdeset i sedam godina, koja je primljena zbog perforacije bolnog edema 
levog obraza. Kliničkim pregledom prednje dve trećine levog obraza otkriven je nedostatak punih debljina kože, 
veličine 3x4 cm. Tokom hospitalizacije lečena je parenteralno administriranim antibioticima širokog spektra, 
nekrotomijom, fasciotomijom obraza i ekstrakcijom preostalih korena u III i IV kvadrantu. 

Nekrotični fasciitis je retka, brza, progresivna infekcija mekih tkiva, koja, ako se blagovremeno ne 
dijagnostikuje i leči, može biti opasna po život. Prognoza lečenja zavisi od ranog prepoznavanja bolesti. Leči se 
agresivnim hirurškim debridmanom praćenim antibiotskom terapijom. 

Ključnereči: nekrotizujući fasciitis, hirurški i antibiotski tretman, sekundarna rekonstrukcija 
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