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ABSTRACT

Necrotizing fasciitis is a highly invasive and rare, but potentially lethal condition, often requiring
extensive soft tissue debridement and complex reconstructive surgery. The disease has been noted
to warrant urgent and aggressive surgical management. Other acute abdomen differentials should
be considered, as the patient is prepared to an exploratory laparotomy where a necrotic anterior
abdominal wall with copious purulent secretions was noted. The two cases we are presenting
showed anterior abdominal wall and uterine necrosis complicating caesarean section in the post-
operative period needing hysterectomy and aggressive surgical debridement. We had a good
outcome in both patients.

RESUME

La fasciite nécrosante est une affection trés invasive et rare, mais potentiellement mortelle,
qui nécessite souvent un débridement étendu des tissus mous et une chirurgie reconstructrice
complexe. Il a été constaté que cette maladie justifie une prise en charge chirurgicale urgente et
agressive. D'autres diagnostics différentiels d'abdomen aigu doivent étre envisagés, car la patiente
a été préparée pour une laparotomie exploratoire au cours de laquelle une nécrose de la paroi
abdominale antérieure accompagnée d'abondantes sécrétions purulentes a été constatée. Les
deux cas que nous présentons ont montré une nécrose de la paroi abdominale antérieure et de
l'utérus compliquant une césarienne en période postopératoire, nécessitant une hystérectomie et
un débridement chirurgical agressif. Nous avons obtenu de bons résultats chez les deux patientes.
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Introduction

Necrotizing fasciitis (NF) commonly known as
necrotizing soft tissue infection (NSTI) is a severe
acute infection of the skin, subcutaneous tissue,
and superficial fascia, with a fulminant course and
a potentially fatal outcome [1]. Earlier described by
Hippocrates in the 5th century BC as flesh eating
disease [2], the term NF was first documented by
Fournier in 1883. Its association with caesarean
section was first reported by Gretz et al. in 1962. NF
is an uncommon yet fatal condition characterized
by rapidly advancing inflammation and subsequent
tissue death in the fascia layers and adjacent areas.
[3-5]. According to the literature, the occurrence of
NF ranges from 0.24 to 0.4 per 100,000 adults, with
a mortality rate approximating 26.6% [6].

In about 80% of cases, it is a direct result of bacterial
infection that entered through a solution in the skin
barrier following a surgical incision or an accidental
skin wound [7]. Gram-positive cocci, particularly
strains of Staphylococcus aureus and Streptococcus,
are the most common of these infections originating
from a single site. Poly-microbial infections also
occur due to a mix of gram-negative and anaerobic
involvement [3]. It was recently shown that most of
the disseminate skin infections including NF, are
originated by bacterial mixed infections that act
synergistically. Usually, the risk factors associated
with this condition include diabetes, anemia,
malnourishment, intravenous drug use, obesity,
chronic alcoholism, and immunosuppressive state
[6].

The early clinical presentation of NF includes
erythema, edema, fever, and pain. Late symptoms
include cutaneous bullae, dysesthesia/anesthesia,
and hard skin upon palpation, crepitation,
discoloration, and systemic manifestations, such as
multiple organ failure and sepsis [8]. However, due
to a lack of pathognomonic signs and symptoms,
the diagnosis of NF poses significant challenges to
clinicians. The definitive diagnosis of NF requires the
surgical identification of necrotic fascia in a patient
with fever [9]. The management of NF begins with
establishing a rapid diagnosis using clinical, biologic,
and morphologic data. The most important treatment
step is aggressive surgical management by serial
debridement and surgical excision of necrotic tissue
since most of the patients when developing NF are
already covered with antibiotics. Outcomes are
usually fatal when conservative therapy is applied
without surgical management [8].

Few cases of NF have been reported in the obstetric
population. Goepfert et al. communicated a rate of
1.8 cases complicating every 1000 cesarean sections
(CS)[10]. We hereby report two cases of NF involving
the uterus and anterior abdominal wall complicating
caesarean section, which were managed by open

Copyright © 2026 Journal of Science and Diseases

hysterectomy and aggressive surgical debridement.
Case presentation
Case 1

The first case is that of a 33 years old female, G8 P8
005 with relevant past surgical history of two cesarean
sections in 2023 and 2025. She was referred to the
emergency surgical unit of the Yaoundé central
hospital for abdominal pains, fever, and cutaneous
necrosis following a cesarean section done 06 days
earlier (indicated for signs of pre-uterine rupture on
a scarred uterus, prolonged premature rupture of
membranes, and acute fetal distress). On entry she
had a blood pressure of 108/71 mmHg, pulse of 113
bpm, Temperature of 38.9°C, respiratory rate of 24
cpm, SpO2 of 97% in air. On physical examination,
she had an acute ill looking general state, cutaneous
and mucosal pallor, a symmetric abdomen with a
transverse lower abdominal scar, grayish patches
of skin necrosis with zones of erythema extending
from the mons pubis to the umbilicus, bullae, and a
yellowish smelly purulent drainage from the surgical
site (Figure 1). The abdomen was moderately tender
on superficial palpation, percussion was tympanic,
and bowel sounds were audible on auscultation.
Digital vaginal exam (DVE) revealed fetid lochia and
a tenderness at cervical motion. On digital rectal
examination, the Douglas pouch was tender to touch
and the rest of the examination was not particular.
Her biologic work-up showed; WBC of 38.000 /mm3,
Hemoglobin count of 6.0g/dl, HCT 16.2%, Platelets
202,000/mm3, C-reactive protein of 48mg/I.

Anesthetic consultation was done and the patient was
prepared for surgery with a double team setting of
gynecologist and general surgeons. The pfannenstiel
incision was explored and all collections drained. Upon
abdominal exploration in the operating room (OR)
the necrosis was found to have extended beyond the
fascia to the anterior surface of the uterus with a4 cm
uterine dehiscence (Figure 2). All zones of cutaneous
necrosis were debrided extensively to safe margins
and all collections drained. A sub-total hysterectomy
was done as well in the same time (Figure 3 a, b).
Abundant peritoneal lavage was done; laminar drains
were placed in the abdominal cavity and the fascia
defect was closed using interrupted simple sutures.
The skin was left open for the possibility of successive
minimal debridement and secondary sutures (Figure
4). The patient was transfused 4 pints of packed
red blood cells during the surgery. Pus and tissue
samples sent for culture and sensitivity revealed a
poly-microbial infection with three germs: Klebsiella
Pneumoniea, Escherischia Coli and Enterococcus
Faecalis all sensitive to amoxicillin clavulanic acid
and Levofloxacin. Post-operative evolution was
simple with secondary sutures done on day 18 post-
operative when the surgical site was clean and the
patient was discharged for external follow-up.
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Figure 1: Case 1 anterior abdominal wall necrosis in the

immediate post-operative period showing patches of skin

necrosis (orange arrows) and surgical site drainage (blue
arrows)

Figure 2: Case 1 Necrosis extending to the uterus with uterine
dehiscence on the right lateral border

Figure 3a: Case 1 Surgical debridement of anterior abdominal
wall through transverse incision and zones of abdominal
necrosis

Figure 3 b: Case 1 Sub-total hysterectomy with dehiscence of
left and right lateral borders of the cesarian section wound
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Figure 4: Case 1 Surgical sites left open for minimal
debridement and healing by secondary intention

Case 2

The second case is that of an 18 years old female
G1 PO with no relevant past history. She was referred
from a local health unit to the obstetric unit of the
Yaoundé central hospital for management of an
intra-uterine foetal demise (IUFD) at 36 weeks and
6 days with notion of pre-term premature rupture of
membranes, chorioamnionitis, and a failed attempt
at vaginal expulsion. On entry, she presented with a
blood pressure of 129/86 mmHg, pulse of 128 bpm,
respiratory rate of 23 cpm, Temperature of 39.5, fundal
height of 37 cm and an estimated foetal weight of 3.1
kgs. Physical examination was positive of a Bandel
ring signalling pre-uterine rupture, fetid leucorrhoea
on DVE with the fetal head engaged but not able to
navigate the birth canal. Diagnosis of IUFD with signs
of pre-uterine rupture complicating cephalo-pelvic
disproportion in a context of chorioamnionitis was
withheld. Entry Work-up showed White cell count of
13,000/mm3, haemoglobin of 9.5 g/dl, haematocrit
of 26%, platelets of 104,000/mm3. The rest of the
exams were normal.

She was prepared for an emergency caesarean
section with a transverse Pfannenstiel incision. The
foetus was extracted from a lower uterine segment
transverse incision with vaginal assistance and
the uterus was closed in two layers followed by
the abdominal wall. The post-operative period
was marked on day 2 by the onset of generalised
abdominal pains, fever and signs of shock. Blood
pressure was 107/55 mmHg, pulse of 121 bpm,
Temperature of 40°C, respiratory rate of 21 cycles per
minute. An emergency laparotomy was done using a
midline approach; findings were pus collections in the
abdominal cavity and multiple adhesions between the
bowel, peritoneal wall and pelvic structures. Abundant
abdominal lavage was done and the abdominal wall
reconstructed in respective layers. Pus cultures
were positive of multi-resistant Enterobacter cloacae
responsive to imipenem.

Day 05 post-operative was marked by wound
dehiscence below the umbilicus for which some
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sutures were released and bedside debridement was
done (Figure 5). Evolution was marked by progression
of NF extending to the uterine fundus (Figure 6).
The patient underwent a sub-total hysterectomy
(Figure 7) and surgical debridement of the anterior
abdominal wall with primary closure (Figure 8). The
follow-up was without complications and the patient
was discharged on day 10 post-operative of the last
surgery for external follow-up.
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Figure 5: Case 2 Wound dehiscence and anterior wall necrosis
on day 5 post-op laparotomy
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Figure 6: Case 2 Extension of NF to the uterine fundus
following suture release and bedside debridement

Figure 7: Case 2 Sub-total hysterectomy. Orange arrow
showing necrosis of uterine fundus
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Figure 8: Case 2 Primary closure of anterior abdominal wall
following sub-total hysterectomy

Discussion

NF is a rapidly progressing disease causing extensive
soft tissue necrosis commonly involving the limbs,
perineum, and anterior abdominal wall [1]. It is an
uncommon surgical complication, quick identification
and prompt treatment can save the patient from fatal
outcomes [3]. Most of the cases of post-operative
NF in obstetrics and gynecology have been reported
before the era of prophylactic antibiotics [11]. Women
who experienced membrane rupture prior to delivery
were more prone to developing surgical site infections
after the cesarean section. Proper consideration must
be given to administering prophylactic antibiotics to
decrease the risk of surgical site infections following
cesarean delivery [12].

Postpartum endometritis is an infection of the
decidua that can affect all layers of the uterus. The
risk of organisms from the vaginal vault colonizing
the uterine cavity increases as the cervix dilates and
the fetal membranes rupture. This is more frequently
seen after cesarean section compared to normal
vaginal delivery, and is polymicrobial in nature [13].
The bacterial causes of necrotizing fasciitis can be
categorized into 3 types: Type | — Polymicrobial
infections involving 2 or more bacterial species;
Type Il — Infections caused by Group A b-hemolytic
Streptococcus and/or  Staphylococcus aureus,
including methicillin-resistant strains (MRSA); and
Type lll — Infections attributed to Clostridium species
[1,3,13].

Our two cases of NF of the anterior abdominal
wall were complications of cesarean sections with
notion of premature rupture of membranes. Some
authors identified other risk factors like obesity,
alcoholism, NSAID use, immune suppression, and
intra venous drug use [6], which were not present
in our patients. Rapid and accurate identification
of NF and collaboration among the gynecology,
surgery, and internal medicine teams ameliorate
patient outcomes. The presentation of fever during
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puerperium is a common complication. Although
its primary cause is genital, a careful evaluation of
the puerperal patient with fever is indicated before
antibiotics. This decreases the morbi-mortality
associated to puerperal infections [7].

Because of its cryptic presentation, NF is often
misdiagnosed leading to delayed treatment. Only
15% of patients are diagnosed correctly at the time of
presentation and this delay in diagnosis and treatment
plays a huge role in the high mortality rate. Some
external clinical signs associated with NF include
foul-smelling lesions with discharge. Signs of sepsis
such as fever, hypotension, tachycardia, erythema,
crepitus, and/or purulent drainage particularly in the
groin, perineum, or recent incisions should call for a
suspicion for NF [14]. Both our patients presented
with necrotic lesions of the anterior abdominal wall,
foul surgical site drainage, uterine dehiscence, and
necrosis all following caesarean section concordant
with available literature.

The bacterial causes of necrotizing fasciitis can be
categorized into three types: Type | — Poly-microbial
infections involving 2 or more bacterial species;
Type Il — Infections caused by Group A b-hemolytic
Streptococcus and/or  Staphylococcus aureus,
including methicillin-resistant strains (MRSA); and
Type Il — Infections attributed to Clostridium species
[1, 13]. One of our patients had a poly-microbial
infection with 3 germs identified on culture and
sensitivity while the other had one germ.

The principles of management of NF include infection
source control, antibiotic therapy, psychological
support, and therapy. Aggressive and multiple
surgical debridement should be done associated to
good supportive treatment to address specific risk
factors like malnutrition and anemia as there is no
role of wait and watch policy [1, 14]. Other authors
proposed serial debridement and delayed secondary
closures with hyperbaric oxygen therapy and
negative pressure dressings also called Vacuum-
assisted wound closure (VAC). The application of
vacuums reduce edema, infection, and improves
local blood circulation, thereby facilitating healing
[3, 8, 15]. Typically, patients with a larger areas
affected by NF require secondary reconstruction
using abdominoplasty techniques once granulation
tissue has formed which consists of a skin graft or a
biological mesh [14, 16, 17].

Conclusion

Postpartum Necrotizing fasciitis is rare but potentially
fatal and must always be considered in an obstetric
patient with an escalating pain that does not
correspond to physical signs. Patients with risk factors
such as diabetes, obesity and severe anemia, should
be considered a high-risk group. While surgical
debridement and broad-spectrum antibiotics are the
mainstays of treatment, adjunctive therapies may be
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considered in select cases. Enhanced postpartum
monitoring and multidisciplinary collaboration are
essential to improve early diagnosis and outcomes in
such complex cases.
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