Limb and Life Salvage in a Case of Necrotizing Fasciitis Complicated by a History of Gout
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Statement of Purpose
Failure to accurately diagnose necrotizing fasciitis (NF) on initial
presentation can negatively impact mortality and limb salvage. The goal
of this case study is to bring awareness and demonstrate the treatment
course of a limb threatening infection complicated by a history of gout.

Background
Necrotizing fasciitis (NF) is a life and limb threatening disease characterized
by a rapidly spreading infection of subcutaneous tissue, and in particular
the fascia, resulting in thrombosis of cutaneous microcirculation. The
extent of infection on initial evaluation can be masked by the delay in
cutaneous manifestations early in the course of the disease process.
Tenderness beyond the apparent margins of infection, erythema, and
warmth to palpation are some of the most common physical findings on
admission. Failure to accurately diagnose and anticipate the severity of
infection on presentation can negatively impact mortality and limb
salvage. Mortality associated with NF is reported to be 25-35% and
increases directly proportional with the time to surgical intervention.1
Upwards of 23% of lower extremity cases have been shown to result in a
proximal level of amputation or death.2

Figure 1: Clinical appearance on initial evaluation and associated dual energy
computerized tomography scan.
Figure 3: Operative debridement of posterior leg with removal of all nonviable tissue and
insertion of antibiotic impregnated beads.

Case Study
A 76 year old diabetic man presented with right lower extremity erythema
and pain. Initial evaluations included negative plain radiographs, negative
ultrasound and a dual energy computerized tomography scan indicating
gout as a possible etiology (Figure 1). Erythrocyte sedimentation rate and
c-reactive protein were moderately elevated, and the remaining lab
work-up including uric acid was unremarkable. The patient was discharged
home on oral antibiotics. Patient returned to emergency services with
fever, progressively worsened pain, and increased erythema to the right
lower extremity. Repeat radiographs revealed ascending soft tissue
emphysema (Figure 2). With suspicion for NF, patient underwent emergent
operative intervention. Meticulous surgical debridement revealed intact
deep fascial compartment planes, but did require excision of necrotic
Achilles tendon and a portion of the gastrocsoleus complex (Figure 3). The
initial debridement was packed with antibiotic cement and at subsequent
debridements negative pressure wound therapy was applied to aid in the
formation of a granular wound bed. Cultures revealed gram negative
organisms (Citrobacter freundii and Enterobacter cloacae) susceptible to
treatment with IV antibiotics. Eventually a split thickness skin graft was able
to be applied to the residual defect and healed primarily (Figure 4). At 18
month follow-up, patient was ambulating with the use of an ankle foot
orthosis to the right lower extremity without skin break-down.

Figure 2: Clinical appearance and radiographic images at readmission
concerning for necrotizing fasciitis.

Figure 4: Clinical progression of healing at 2 days, 1 month, 2 months, and 7 months
status post initial debridement.

Analysis & Discussion
Timely and thorough surgical intervention is key to lessen tissue damage and prevent limb loss. High
clinical suspicion is paramount for the diagnosis of NF as early clinical findings, such as erythema, are
often nonspecific. An increasing body of literature is recognizing the relationship between gout and
NF. Gout is a dangerous comorbidity as initial symptoms of NF may be incorrectly attributed to gout
and the treatment of gout with non steroidal anti-inflammatory medication (NSAID) may further delay
other associated symptoms of NF, such as fever. A retrospective review of NF cases by Lin in 2013
reported 25.3% of the population had gout and 45.3% of the population had diabetes mellitus.3 Yu
published a case series of 15 cases of NF associated with gout in 2004.4 The case series included 4
amputations and 3 patient deaths.4 A retrospective review of NF cases by Nisbet in 2011 noted gout to
be one of two independent predictors of mortality (p= 0.037).5 Fewer than 50% of patients were noted
to be febrile on admission in this study, possibly attributed to the treatment of gout with NSAIDs.5
Given the growing body of literature and current case study, clinicians should employ a high suspicion
for NF in patients with recent treatment or a history of gout.
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