
21 year old male with left lateral hip 
pain status post steroid injection.  



























Necrotizing Fasciitis 

• Aggressive, rapidly progressive soft tissue 
infection that tracks along both superficial 
(early) and deep fascial planes causing 
necrosis by microvascular occlusion 

– Fournier gangrene: Necrotizing fasciitis of 
perineum 

• Deep to skin, superficial to muscles initially 

 



• prevalence is thought to be rising  
– immunocompromised patients with HIV infection, diabetes 

mellitus, cancer, alcoholism, vascular insufficiency, and 
organ transplants. It can also occur after trauma or around 
foreign bodies in surgical wounds. 

• most common type is a polymicrobial infection with 
both aerobic and anaerobic organisms  
– Clostridium, Proteus, Escherichia coli, Bacteroides, and 

Enterobacteriaceae: the second form of the disease is 
caused by a single organism: most commonly group A 
streptococci, the “flesh-eating bacteria,” and is seen in 
approximately 10-15% of cases 3-4; toxic shock syndrome 
may complicate this latter form 
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Clinical Presentation 

• Sudden onset of pain, swelling, and often 
erythema 
– Early on, can be very difficult to differentiate from 

cellulitis, but pain is often much more severe 

• As infection progresses, pain may disappear and 
area may become anesthetic 

• Skin may demonstrate patchy areas of bluish-
purple discoloration &/or hemorrhagic bullae 

• Although some patients may present in florid 
sepsis, many may appear remarkably well 
because of blunted immune response 



LRINEC Score 

• The LRINEC (Laboratory Risk Indicator for Necrotizing Fasciitis) score was developed to 
distinguish necrotizing fasciitis (nec fasc) from severe cellulitis or abscess. 

• Necrotizing fasciitis defined as operative exploration finding: presence of grayish necrotic 
fascia, lack of resistance of normally adherent muscular fascia to blunt dissection, lack of 
bleeding of the fascia during dissection, and the presence of foul-smelling “dishwater” pus. 

• From developmental cohort, authors derived scoring system of six criteria, each worth 0, 1, 2 
or 4 points. 

• Patients were classified into three groups: low (LRINEC score ≤ 5, <50% risk for nec fasc), 
moderate (LRINEC score 6-7, 50-75% risk for nec fasc), and high risk (LRINEC ≥ 8, > 75% risk 
for nec fasc). 

• Using LRINEC ≥ 6 as a cut-off for nec fasc yielded PPV of 92% and NPV of 96%. ~90% of 
patients with nec fasc had LRINEC ≥ 6 while only 3.1-8.4% of control patients had score ≥ 6. 

• 10% of patients with nec fasc still had a LRINEC score < 6. 

• Patient with a concerning history or physical exam (pain out of proportion to exam, rapidly 
progressive cellulitis, for example) 

• Patients with a LRINEC score of > or = 6 should be carefully evaluated for the presence of 
necrotizing fasciitis. 

Wong CH, et al. The LRINEC (Laboratory Risk Indicator for Necrotizing Fasciitis) 
score: a tool for distinguishing necrotizing fasciitis from other soft tissue 
infections. Crit Care Med. 2004 Jul;32(7):1535-41 



Kim, KT et al. Can necrotizing infectious fasciitis be differentiated from 
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LRINEC Score 

http://www.mdcalc.com/lrinec-score-for-necrotizing-soft-tissue-infection/#next-steps 



Imaging Findings 

• Dissecting gas collections: Superficial &/or deep 
– tracking along fascial planes Thickened fascia with fluid plus 

regions of necrosis suggestive of diagnosis 

• Seen by radiograph, CT, or MR 
• Subcutaneous edema may be present 
• Less prominent in necrotizing fasciitis than in cellulitis 
• Fascial thickening, increased T2 signal is present but not 

specific 
• In NF, fascial thickening almost always involves both 

superficial and deep fascia 
• Nonenhancing islands within & surrounded by enhancing 

abnormal fascia suggest necrosis 
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Results 

 
• Patients with NIF had a significantly greater frequency 

of thick (≥3 mm) abnormal signal intensity on fat-
suppressed T2-weighted images, 

• low signal intensity in the deep fascia on fat-
suppressed T2-weighted images 

• a focal or diffuse nonenhancing portion in the area of 
abnormal signal intensity in the deep fascia  

• extensive involvement of the deep fascia 
• involvement of three or more compartments in one 

extremity (P < .05). 
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NF Diagnosis and Management 

• If real clinical suspicion for NF, imaging should 
not delay surgical biopsy/treatment 

• NF is a clinical diagnosis even with negative or 
nonspecific imaging findings 

• If real clinical suspicion of NF, surgical biopsy is 
necessary, regardless of imaging findings 

• Main utility of imaging in cases of suspected 
NF is to aid surgical planning 

 



Diagnosis and Mgmt Continued 

• Any age but most are late middle-aged to elderly 

• Extensive & rapid progression of soft tissue 
infection to sepsis & multiorgan system failure 

– Morbidity and mortality as high as 70-80% 

• Treatment 

– Broad spectrum antibiotics, general supportive 
measures, and early, extensive surgical debridement 

– 90% polymicrobial with aerobes & anaerobes 

• Hyperbaric oxygen therapy may reduce mortality 
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