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ing soft tissue infections are uncommon, rapidly progressive and life threatening characterized by 
eous tissue and fascial necrosis. Despite advances in modern medical therapy, the morbidity and mortality 
eritoneal necrotizing soft tissue infections are still very high. Treatment principles include early diagnosis, 

 extensive debridement, broad spectrum antibiotics and supportive treatment. In this case report we discuss 
zing soft tissue infection involving retroperitoneal space after a shoulder trauma. 
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ravması Sonrası Gelişen Retroperitoneal Nekrotizan Yumuşak Doku İnfeksiyonu: Olgu Sunumu 

an yumuşak doku infeksiyonları, cilt altı dokuların ve fasyanın nekrozu ile karakterize hızlı ilerleyen ve 
hdit eden nadir infeksiyonlardır. Modern medikal tedavideki ilerlemelere rağmen retroperitoneal nekrotizan 
 doku infeksiyonlarının morbidite ve mortalitesi hala yüksektir. Tedavi prensipler erken tanı, tekrarlayan 
bridmanlar, geniş spektrumlu antibiyotikler ve destek tedaviyi içerir. Bu olgu sunumunda omuz travması 
a gelişen ve retroperitoneal bölgeyi tutan nekrotizan yumuşak doku infeksiyonu tartıştık. 

 Kelimeler: Retroperitoneal alan, İnfeksiyon, Cerrahi 

male admitted to the emergency unit 
s about pain and swollen tissue on his 
after a trauma. Edema, local sensitivity 
 which radiates to the clavicle were the 
ination findings. Magnetic resonance 
 right shoulder revealed that there was 
ture of the anterior capsule of the right 
joint and an avulsion fracture which 
anterior inferior labrum, intraarticulary 
ary effusion, retraction and tearing of 
prasupinatus tendon was also detected. 
s hospitalized in an orthopaedic clinic 
drainage was performed after the 
ation material obtained fine needle 
is site. The microbiologic investigation 
ycilline sensitive Staphylococcus aureus 
hazolin sodium was prescribed. On the 
dmission, the patient complained of 
severe back pain. He was also 
out dispnea, sweating and abdominal 
 examination, the patient had fever   

(39 ºC), pulse rate of 120/minute, respiratory rate of 
21/minute and a blood pressure of 160/90 mm Hg. 
He had a leucocytosis of 31.000/mm³. Also there was 
skin edema and extreme sensitivity underneath the 
right scapula. Thorax and abdomen computerized 
tomography (CT) imaging was obtained and it 
revealed that there were gas collections in 
subcutaneous tissue, inter and intramuscular, 
retroperitoneal and intraperitoneal spaces of the right 
abdominal site (Figure 1). The patient underwent an 
urgent operation. Operation was performed in lateral 
decubitis position by 3 flank incisions. During the 
operation a widespread necrosis was observed which 
was extending from the right scapula lower site onto 
the right anterior abdominal wall involving the rectus 
abdominis and the musculus obliquus externus, 
fascias and right retroperitoneal fat tissues. Aggressive 
wide range debridements were performed starting 
from under right scapula to spina iliaca anterior 
superior and inguinal ligament level and 
thoracolomber vertebra to right rectus abdominis 
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muscles. All green-brown coloured necrotic tissues 
were totally debrided and in some places partial 
musculus obliquus externus resections were 
performed. The combination of cephazolin sodium, 
amikacin and metronidazole was prescribed as an 
amphiric therapy. 
 
Intraoperative cultures grew a polymicrobial flora, 
with Pseudomonas aeruginosa, Escherichia coli, Enterococcus 
and Candida albicans so the patient was treated with 
antibiotics meropenem, amikacin, vancomycin and 
fluconazol. During the first 8 days daily and every 
two days aggressive debridement was performed 
under general anesthesia and all the necrotic tissues 
were successfully removed. The patients vital 
symptoms were stabilized after aggressive 
debridement. The control CT was taken on the 18th 
day of admission and it did not reveal any gas 
collection (Figure 2). 
 
During the treatment period, we used 0.9 % sodium 
chloride and 2 % boric acid for wound care. When 
the wound was free from the necrotic tissues and 
granulation tissue formed, it was closed by secondary 
sutures and the patient was discharged on the 55 th 
day of hospitalization. 
 
Figure 1. Preoperative CT shows gas collections and 
inflamation images in retroperitoneal spaces of the 
right abdomen site. 
 

 
 
 
 
 
 
 
 

Figure 2. Postoperative CT scan demonstrating only 
tissue defect secondary to operation. All necrotic 
tissue was removed and gas collections resolved by 
aggressive daily debridement. 
 

 
 
 
DİSCUSSİON 
 
Necrotizing soft tissue infection is a serious and 
rapidly progressive infection of subcutaneous tissue 
and superficial fascia with high morbidity and 
mortality rates.1-3 The cause of this infection is usually 
polymicrobial which can be Peptostreptococcus, Provotella, 
Bacteroides, Porphyromonas, Escherichia coli, Enterococci, 
Clostridium and Fusobacterium species or if it is 
monobacterial, it is more likely to detect group A 
Streptococcus as the cause. Pseudomonas aeroginosa can 
rarely be an agent.1,2,4-7 The Vibrios are another group 
which cause monobacterial necrotizing soft tissue 
infection. Vibrio volnificus in particular is believed to be 
the most virulent type and it passes to humankind by 
seafood to make a necrotizing soft tissue  infection.2 
Operative cultures grew a mixed flora with 
Pseudomonas aeruginosa, Escherichia coli, Enterococcus and 
Candida albicans and widespread tissue necrosis were 
detected in our case as expected. 
 
Sometimes the appearance of the skin can be normal 
which may cause some delays in diagnosis. 
Crepitation can be detected by clinical and 
radiological examination. When the retroperitoneum 
is affected it takes more time for the symptoms to 
appear which causes some delays in surgical 
treatment.5 Plain radiography may show the presence 
of retroperitoneal gas but it is not diagnostic. It is 
believed that CT is the most specific method in 
detecting the presence of retroperitoneal gas.8 The 
operation can be planned after detecting the extent to 
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which the infection has spread by the help of CT as 
Charles et al 9 showed in their studies.2,10  
 
The therapy principles in necrotizing soft tissue 
infection can be listed as clinical suspicion, early 
surgical exploration, aggressive and repetitive 
debridement, proper antibiotic therapy, intensive 
care, nutritional support and hyperbaric oxygen 
therapy in some cases. 
 
All necrotic tissues have to be removed without 
considering the postoperative reconstruction. 
Retroperitoneal involvement is known to be 
uncommon and potentially fatal variant of necrotizing 
soft tissue infection. Sometimes prompt radical 
debridement can not be performed due to anatomic 
localization.4 Despite the importance of repeated and 
radical  debridement in the management of 
retroperitoneal fasciitis the necessity of daily 
debridement has not been discussed. In this case 
report we wanted to demonstrate the importance of 
aggressive  daily debridement (Figure 2). 
 
A limited amount of published studies confirm the 
high rates of mortality and the main therapy consist 
of early aggressive repetitive debridement and 
supportive care. In our opinion, aggressive daily 

debridement should be considered and not to be 
avoided in the management of retroperitoneal 
necrotizing fasciitis due to anatomic difficulties and 
wound care should be done daily by 2 % boric acid. 
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