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SUMMARY: Necrotizing fasciitis associated with primary cutaneous
B-cell lymphoma. A case report.
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Necrotizing fasciitis is a rapidly progressive and life-threatening
infection of the deeper skin layers and subcutaneous tissues that moves
along the facial planes.

Objectives. We present the rare case of a patient with necrotizing
Jasciitis associated with high malignancy b-cell lymphoma. Our pur-
pose is to investigate the probable connection between the two patholo-
gies and evaluate the importance of early surgical intervention.

Case report. 51-year old Caucasian woman presented at the E.R.
with history of a painful left thigh over a week and fever up to 38,4°C
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over the last three days. Necrosis of the soft tissues and fascial planes we-
re observed clinically. After the initial treatment and due to the pa-
tient’s multiple organ dysfunction (septic shock), she was transferred to
the ICU were she was intubated resuscitated with IV fluids and given
1V antibiotics. 24 hours after the admission it was decided that the pa-
tient should undergo surgery and an extensive debridement of the ne-
crotic area was performed. The antibiogram of the blood culture re-
vealed streptococcus pyogenes and she was administered penicillin whi-
le intubated and monitored in the ICU until the seventh postoperative
day. On the eighth post-day she was transferred back to the surgical de-
partment, hemodynamically normal and stable. She was discharged
one month later and she was referred to a plastic surgery center for the
final reconstruction surgery.

Conclusions. This case highlights that the high index of suspicion
and the early aggressive surgical intervention seems to be very critical to
improve survival of the patients with necrotizing fasciitis.

- Lymphoma - Surgical debridement.

Introduction

Necrotizing fasciitis is a rapidly progressive inflam-
matory infection of the fascia with secondary necrosis
of the subcutaneous tissue (1).

These infections are difficult to recognize in their early
stage but they have an aggressive progress that can be of-
ten life threatening. Its presentation can occur anywhe-
re in the body with the lower limb being most commonly
affected. A fascial biopsy and histopathological analysis
in numerous cases can be useful for the final diagnosis
2, 3).

The incidence of NF has been reported to be 0,40 ca-
ses per 100.000 adults (4). The mean age of the patients
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with necrotizing fasciitis is middle aged and elderly pa-
tients (>50 years). Pediatric cases have also been repor-
ted. The male to female ratio is 2-3:1 (4, 7).

Necrotizing fasciitis was recognized in 500 BC by
Hippocrates reported a complication of erysipelas disease
similar to the current description of NF (4, 5).

Since 1883, more than 500 cases of necrotizing fa-
sciitis have been reported in literature with an increased
incidence in African and Asian countries. There are th-
ree recent collective reviews. The first was conducted by
a team of surgeons in Portland, Oregon, in 2010, and
included reference on the diagnosis and treatment of ne-
crotizing fasciitis (6). The second, by Rausch and Foca
(7), in 2011, reported these infections in pediatric pa-
tients. The third, by a Turkish team of surgeons and scien-
tists in 2012, is a review on necrotizing fasciitis, which
suggests that the early diagnosis of necrotizing fasciitis
may be life saving (8).

All these collective reviews emphasize the importance
of the early diagnosis, the difficulty of the final diagno-
sis, and that adjunctive therapies like hyperbaric oxy-
gen can be useful in order to save these patients’ lives.
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Case report

51-year old Caucasian woman presented at the
E.R. with a painful left thigh and fever up to 38,2°C over
the last three days. Her vital signs were BP: 100/50
mmHg, pulses: 95/min, SpO.: 99%, T:38,4°C. The cli-
nical examination revealed extended edema and erythe-
ma of the left inner thigh which was warm and painful
to touch. Besides the mild tachypnea, all other systems
presented with no abnormal findings.

Left lower limb Doppler ultrasonography revealed si-
gnificant edema of soft tissues in the inner thigh and no
signs of deep vein thrombosis.

The patient was admitted to General Surgery Ward
because of the suspected diagnosis of necrotizing fasciitis.

Her blood test results were: WBC: 6.100
(neu:88%/lym:4.7%), Hb: 10.1, Hee: 31.9%, PLT:
157.000, PT/INR: 16/1.4, APTT: 42.4, Glu: 107, Ur:
53, Cr: 2.94, SGOT/SGPT: 136/97, Na: 126, K: 3.8,
CRP: 24.84.

Due to the patient’s multiple organ dysfunction she
was transferred to the ICU were she was intubated, re-
suscitated with IV fluids and given IV antibiotics (me-
ropenem, clindamycin, daptomycin).

When the patient was re-evaluated by the General
Surgeon’s team the erythema has progressed and dusky
patches had appeared. A small incision revealed yellowish
necrotic fascia, and it was decided that the patient should

undergo surgery (Figure 1). Extensive surgical debride-
ment was performed, 24 hours after admission (Figure
2).

The antibiogram of blood culture revealed Strepto-
coccus pyogenes and she was administered penicillin (24
mill units / 24h) while intubated and monitored in the
ICU until 7* postoperative day. She was then, transferred
back to the Surgical Ward with no ventilation support,
hemodynamically normal with improved blood tests and
general condition. The vacuum assisted closure system
was helpful with its combined of continuous cleaning
of the wound in the formation of granulation tissue.

She was discharged one month later, and she was re-
ferred to a Plastic Surgery Centre for reconstruction sur-
gery. The histological examination of the specimen re-
vealed high malignancy B cell lymphoma with the pre-
sence of light chain in G positive cells and diversion, a
particularly uncommon finding in this type of lympho-
ma. Trauma cultivation confirmed group A Strepto-
coccus pyogenes as the cause of the infection and the ne-
crotizing fasciitis.

Discussion

Necrotizing fasciitis was first described “in modern
time” by a confederate Army surgeon, Josef Jones. In
1871, during the US civil war, he reported 2642 cases

Figure 1 - Necrotizing fa-
sciitis of the left thigh in a 51
years old woman. Cultures
revealed A streptococcus
pyogenes and the histologi-
cal examination G(+) cells
and diversion in high mali-
gnancy B cell lymphoma.

131



K.G. Spiridakis et al.

of gas gangrene treated in hospital with a mortality rate
0f46% (9). In 1824, Meleny reported the first series of
this disease from China (Beijing). He called the infec-
tion, “hematologic streptococcus gangrene”, because in
most cases streptococcus was found in tissue cultures. The-
se cases were described as Meleny’s gangrene, for seve-
ral decades (10,11).

In 1952 Wilson proposed a more accurate descrip-
tion using the term “necrotizing fasciitis” without assi-
gning a specific bacterium that caused the disease (12).

The most common causes of NF are related to trau-
ma, diabetes, chronic wound infections, obesity, al-
coholism, chronic liver disease, immune — suppression
(13).

It can be caused by group A streptococcal infection
often in combination with staphylococcus Aureus, it can
also be polymicrobial including Clostridium, Klebsiel-
la, Pseudomonas, Proteus, bacteroides (14).

It can present anywhere in the body but prevalence
is at the lower limb, varying from 32% to 58% (1-3).
A retrospective study by Cheng et al showed that upper
extremity necrotizing fasciitis has a high mortality rate
(about 35%) (15).

The reported mortality in patients with necrotizing
fasciitis ranged from 20% to 80% (16, 17). Infection with
certain streptococcal stains has been associated with very
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Figure 2 - Wound debride-
ment. Note the significant
amount of tissues resected,
and the clean skin edges.

poor prognosis. However, McHenry et al. found that mo-
nomicrobial infection with streptococcus pyogenes was
not associated with an increased mortality. The same study
reported that the average time between hospital admis-
sion and operation for the non-survivors was 90 hours,
thus for survivors it was 25 hours. The early diagnosis
and operation was associated with a decrease in morta-
lity rates (17).

The usual presentation is pain in the inflamed area,
accompanied with fever and in some cases septic shock.
Most patients present with signs of systemic toxicity (ta-
chycardia, tachypnea, and hypotension) and have a high
white blood count, together with hypoalbuminemia.

The diagnosis of necrotizing fasciitis is very difficult
in early stages, as it appears as mild cellulitis (18). The
initial diagnosis depends on history and clinical evidence
of necrotizing inflammation, together with signs of sy-
stemic toxicity.

Hematologic malignancies can be associated with, or
accompanied by, cutaneous manifestations, known as pa-
raneoplastic syndrome. B cell lymphomas may present
as primary cutaneous large follicle center-cell lympho-
mas of the leg. Primary cutaneous large B-cell lympho-
ma of the leg (PCLBCL) positive for BCL-2 protein is
rapidly progressive and has a poorer prognosis and a hi-
gher age of presentation (19, 20).
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The neoplastic B-cells also express the B-cell associated
antigen, CD20. The PCLBCL leg frequently develops
extra-cutaneous disease, and the 5-year survival rate is
52% (21).

A study by Rouse et al. indicated that the early re-
cognition and treatment of necrotizing fasciitis is essential.
Eleven out of twelve patients included in the study, who-
se treatment was delayed, died (16).

The early diagnosis and aggressive surgical treatment
as well as the initial management is essential for survi-
val. Fluid resuscitation together with electrolytes, when
needed, combined with antibiotic therapy (penicillin G
and aminoglycoside) is the first line approach. Surgical
intervention is necessary and should be performed as soon
as possible (1, 4, 15, 17, 22). Surgical debridement ne-
crosectomy and fasciotomy together with excision of all
necrotic subcutaneous tissue fascia and skin has to be
performed to the point that healthy bleeding tissue is en-
countered.

Conclusion

A rare case of primary cutaneous diffuse large B-cell
lymphoma (leg type) positive for BCL-2 protein that pre-
sents as necrotizing fasciitis is described.

This necrotizing fasciitis case study emphasizes the
importance of early diagnosis, urgent treatment and ag-
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