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We report the case of a one-day-old newborn infant, female, birth weight 1900 g, gestational age 36 weeks presenting with
necrotizing fasciitis caused by E. coli and Morganella morganii. The newborn was allowed to fall into the toilet bowl! during a
domestic delivery. Theinitial lesion was observed at 24 hours of lifeon theleft leg at the site of the veni puncture for the administration
of hypertonic glucose solution. Despite early treatment, arapid progression occurred resulting in afatal outcome. We call attention
to therisk presented by this serious complication in newborns with a contaminated delivery, and highlight the site of the lesion and

causal agents.
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Necrotizing fasciitis occurs pre-
dominantly in adult patients. The ini-
tiating site is usually a local trauma or
a surgical wound. In children, the dis-
ease is hot common; however, fre-
quently the clinical courseisfatall. The
mortality rate among pediatric patients
ranges from 10% to 60%?. During the
neonatal period, the occurrence of ne-
crotizing fasciitis is rare and is gener-
ally associated with other infections,
such as omphalitis and mammary in-
fectiond. Mortality is high, reaching
over 70%, even with precocious diag-
nosis and treatment®. These aspects of
the disease’s behavior demonstrate the
importance of bearing in mind the pre-
disposing factors and rigorous Vvigi-
lance needed to treat the at-risk new-
born. This case report describes our ex-
perience with a newborn with necrotiz-

ing fasciitis that followed a massive
contamination during the delivery.

CASE REPORT

The patient was a one-day-old girl,
with a birth weight of 1900 g and a
gestationa age 36 weeks. The mother
was 29 years old, and this was her sec-
ond gestation without prenatal care.
The birth took place at home, and the
newborn was allowed to fall into the
toilet bowl during delivery; the umbili-
cal cord was severed with domestic
scissors. Shortly after birth, the new-
born was taken to the hospital where
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she received her first medical care and
intravenous penicillin and amikacin
therapy. At 90 minutes of life, she pre-
sented with hypoglycemia, necessitat-
ing intravenous infusion of 10% glu-
cose. At 24 hours of life, hyperemia
and edema of the left leg were ob-
served at the site of the venipuncture
and infiltration of intravenous solution.
The clinical course was marked by a
rapid deterioration of the lesion’s ap-
pearance and extension. The infant was
transferred to the Neonatal Intensive
Care Unit (NICU) of the Children’sIn-
stitute because of her worsening clini-
cal course. On admission, she was in
apoor general state, groaning, with de-
creased periphera perfusion, an axil-
lary temperature of 36°C, tachycardia
(160 beats/min), tachypnea (88
breathg/min), abdomina distention, her
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liver was 2.0 cm from the right costal
arch, and her spleen was 1.0 cm from
the left costal arch. Throughout the an-
terior fascia of the left leg, hard edema
with a violet skin color and blistered
lesions measuring 2.0 cm in diameter
containing liquid with afetid odor and
bloody regions (Fig. 1) were observed.
Results of the laboratory examinations
were: Hb=17.2g/dL ; Ht= 46%; Leuko-
cytes = 2700 mm?; Platelets = 8000/
mm?3; TP = 29.0 sec; TTPA=73.1 sec;
Hemoculture: Morganella morganii
and Escherichia coli; Cutaneous blis-
ter secretion: Escherichia coli. An
escharotomy was performed, followed
by total amputation of the left leg, 27
hours after hospitalization. The new-
born was mechanically ventilated and
administered fresh plasma, vasoactive
drugs, ceftazidime, and amikacin. The
course worsened rapidly resulting in
pulmonary bleeding and bleeding at
the puncture sites, persistent bradycar-
dia, and death 48 hours after hospital-
ization.

DISCUSSION

Necrotizing fasciitis is character-
ized by abacterial infection of the skin,
subcutaneous fat, and superficial and
deep fascia, with rapid dissemination
and signs of systemic toxicity. Marked
tissular edema occurs, which spreads
rapidly into the fascia planes, causing
vascular thrombosis, with necrosis of
the subcutaneous cellular tissue and
skin. The muscular layer can aso be
affected. The initial appearance of the
lesion varies from a discrete rash to the
appearance of erythema, edema, hard-
ening, and cellulite. The skin develops
a violet coloration with blistering and
areas of necrosis®. Crepitation is not
common, but fever, tachycardia, and
leukocytosis with a deviation to the | eft
are frequent. Thrombocytopenia, as
observed in this patient, occurs in ap-
proximately half of all cases®.
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Figure 1 - Necrotizing fasciitis covering the anterior face of the left leg: generalized edema, violet-

colored skin, blisters, and bloody regions.

The disease occurs predominantly
in adult patients and israre in children,
especially during the neonatal period.
In arecent review of the literature, cov-
ering 28 years (1972-1999), Hsieh et
al.® found only 66 cases, with the ex-
ception of 3 cases reported by them.
Umbilical infection has been reported
in some 70% of the cases, and as such
is the most frequent entry site. Other
associated conditions are mastitis, bal-
anitis, fetal monitoring with electrodes
in the scalp, necrotizing enterocolitis,
immunodeficiency, impetigo with blis-
tering, and maternal mastitis. In our
patient, the initial lesion was observed
in the left leg, at the venipuncture site
for the administration of hypertonic
glucose solution. Lesions at this site are
not usual, with only 2 such cases re-
ported in the literature®. Rupture of the
tegumentary barrier following veni-
puncture and severe contamination
during the delivery appear to be the
predominant factors in the initiation of
the disease. Furthermore, the newborn
had serious leukopenia, low birth

weight, and prematurity, which may
have contributed to the unfavorable
outcome. Contrary to our experience,
the majority of authors have observed
the disease in term newborns*®. In the
literature review by Hsieh et a., only
3 cases were preterm®.

A fulminating course is frequent in
neonates with necrotizing fasciitis,
even with an early diagnosis and thera-
peutic treatment. On hospitalization in
the NICU at only 24 hours of life, our
patient already had signs of cellulitein
the left leg, which rapidly compro-
mised all the tissular planes. Samuel et
al.® reported 14 cases, with only 2 sur-
vivors, and emphasized the fact that the
patients initially appear to be respond-
ing, but rapid deterioration in the gen-
eral state occurs, and death follows
within 72 hours. The most frequent
causal agent of neonatal necrotizing
fasciitis is Saphylococcus aureus, ob-
served in two-thirds of all casesand is
related to the presence of omphalitis
and mastitis®*8. Various authors 2457
have observed the association of bac-
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teria. In our patient, the presence of E.
coli and Morganella morganii in the
hemoculture and cutaneous blister se-
cretion are consistent with the type of

RESUMO
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contamination during the delivery.

We call attention to the occurrence
of necrotizing fasciitis as an infectious
complication following deliveries with-

out medical assistance and highlight
the site of the lesion, causal agents, and
fulminating clinical course.
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KREBS VLJ e col. - Fasciite
necrosante em neonato: relato de
caso. Rev. Hosp. Clin. Fac. Med.
S. Paulo 56(2):59-62, 2001.

Os autores relatam o caso de um
recém-nascido com um dia de vida,
sexo feminino, com peso de nascimen-
to de 1900g e idade gestacional de 36
semanas que apresentou fasciite
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