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Abstract

Necrotizing fasciitis is a rare but potentially serious and fatal infection. It is a dermo-hypodermitis
with necrosis of the superficial fascia, typically caused by Streptococcus pyogenes. However, rare
cases of fungal necrotizing fasciitis have been reported. We report the case of a 65-year-old type I
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diabetic patient who developed necrotizing cellulitis of the right hemiface with homolateral
orbito-palpebral extension. The initial management was based on drainage of purulent collections
with resection of necrotic tissues associated with parenteral antibiotherapy without clinical
improvement. Bacteriological sampling revealed the presence of yeast. The mycological
examination was positive for Candida albicans resistant to fluconazole. Antifungal treatment with
intravenous amphotericin B was initiated with good clinical progression and complete remission
after 1 month. The aim of this paper is to highlight the importance of promptly considering this
diagnosis and extending the initial assessment of necrotic skin lesions to include mycological
examination to detect severe forms of cutaneous candidiasis.
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Introduction

Necrotizing fasciitis is a dermo-hypodermitis with necrosis of the superficial fascia [1,2]. This
conditionmainly affects the limbs or trunk. The face and neck region are rarely involved [3,4]. The
most frequently implicated pathogen is Group Af-hemolytic Streptococcus, but it is often a
polymicrobial infection involving co-infection with anaerobic bacteria.

It mainly affects individuals with conditions that compromise the immune system, exposing them
to a high risk of infection, particularly diabetes.Its rapid and severe progression can compromise
the patient's prognosis, leading to a high mortality rate. The prognosis depends on early diagnosis

and treatment. Necrotizing fasciitis caused by fungal infection is extremely rare. We report a rare case of necrotizing fasciitis of
the face secondary to a Candida albicans fungal infection in a diabetic patient.

Case Report

A 65-year-old female with a history of type II diabetes on oral antidiabetics was presented to the emergency department for the
management of necrotizing fasciitis of the right hemiface associated with homolateral orbital cellulitis, which had been evolving
for 15 days. Clinical examination on admission revealed erythematous, infiltrated, warm and painful patch with ulceration and
necrotic areas involving the entire right hemiface, accompanied by significant inflammatory palpebral edema. Furthermore, the
patient reported a history of minor facial trauma occurring a few days prior.

Laboratory values at the time of his admission included a white blood cell count of 27 000/mm?3, a C-reactive protein level of 83
mg/L with impaired renal function that normalized after intravenous hydration measures. At the same time, a facial Computed
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Tomography (CT) scan was performed, which showed extensive infiltration of the right frontal, palpebral and jugal
subcutaneous soft tissues, fusing to the contralateral jugal soft tissues with infiltration of the right pre-septal and retro-septal fat;
The diagnosis of complicated facial cellulitis with type II orbital cellulitis ( according to Chandler’s classification) was made and
the patient was urgently transferred to the operating room for drainage of collections, debridement and excision of necrotic areas
(Fig. 1,2).

o -
Figure 1: Photo front + profile after drainage of abscessed collections + placement of Delbet wicks and excision of necrotic
areas.

Figure 2: Axial CT scan showing significant infiltration of the subcutaneous soft tissues in the right frontal, eyelid and cheek
regions + Type II orbital cellulitis.
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Postoperatively, the patient was transferred to the Department of Otolaryngology and Maxillofacial Surgery for further
management after obtaining a sample for bacteriological examination, a triple intravenous antibiotherapy consisting of
ceftriaxone, gentamicin and metronidazole was initiated, along with daily local care and close monitoring of blood sugar levels.
Furthermore, during her hospitalization, the patient underwent daily ophthalmological examinations which initially revealed:
visual acuity in the right eye of 0.5/10, inflammatory eyelid edema obstructing closure, chemosis, ocular hypertension at 28
mmHg, limited eye movements with intact pupillary reflex and a normal fundus examination. Therefore, she was started on
surface treatment along with an ocular hypotensive therapy.

The progression was marked by worsening local conditions, with abundant pus issuing throught the necrosectomy sites and
increased eyelid edema spreading to the left side (Fig. 3). A follow-up facial CT scan indicated type III right orbital cellulitis
(according to Chandler’s classification) with the appearance of an abscessed collection in the lower left eyelid that had fistulized
through the skin.

Figure 3: Profile photo showing worsening of the local condition with pus discharge through the necrosectomy sites and
increased eyelid edema.

Direct examination of the bacterial samples revealed the presence of yeast. The hypothesis of a fungal infection was considered,
prompting mycological samples that tested positive for Candida albicans. Intravenous treatment with amphotericin B was
initiated, along with weekly monitoring of renal function and liver function tests. The duration of the intravenous treatment was
one month, resulting in clear clinical and biological improvement (Fig. 4,5). This was followed by a switch to VFEND
(voriconazole) 200 mg/day for a period of 10 days. Clinical remission has been maintained with a follow-up of one year.
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Figure 4: Photo front + profile (day 21 of antifungal treatment) showing clear clinical improvement.

‘.

Figure 5: Photo front + profile (after a 3-month follow-up): the patient still has a cicatricial ectropion.

Discussion

Necrotizing fasciitis represents serious infections, with mortality rate of up to 30% [5]. These are rare conditions with a poor
prognosis, both locally and systemically. The most frequently identified causative agent is Group Ap-hemolytic Streptococcus [6].
Necrotizing fasciitis caused by Candida species is exceedingly rare with only a few cases published [7,8]. The main predisposing
factors found in the literature include age (children or elderly individuals), diabetes (in our case), immunosuppression,
arteriosclerosis, alcoholism, use of non-steroidal anti-inflammatory drugs and the presence of skin lesions (such as varicella,
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wounds or mucocutaneous ulcers). It is common among diabetic individuals, with 25-30% of the cases of necrotizing fasciitis
described in these patients.

The diagnosis of necrotizing fasciitis primarily relies on clinical examination, which considers multiple symptoms including local
and systemic signs. Pain, especially intense in non-diabetic patients, is attenuated in diabetics due to diabetic neuropathy. The
edema is firm, diffuse and extends beyond the ill-defined borders of erythema. It is accompanied by deep necrotic lesions that
are highly characteristic for diagnosis, showing bluish or cyanotic marbling. It can be useful to regulary trace the borders of
erythema every 1 to 2 hours to monitor the infection's progression, given its rapid spread along fascial planes. Cutaneous necrosis
typically appears between the 4t and 5% day, with underlying suppuration occurring between the 8t and 10t day [9-11].

The main tests used to confirm the diagnosis include Computed Tomography (CT) or Magnetic Resonance Imaging (MRI), which
provide a precise assessment of the extent of the infection and help plan the surgical procedure. However, it must be emphasized
that the diagnosis is based above all on the clinical examination and that the performance of these tests must not delay the
surgical decision [12]. In the rare case of mycotic infections, it is crucial to establish an early diagnosis in order to promptly initiate
antifungal treatment [13]. In the case of ulcerative or necrotizing lesions that are extensive and/or unresponsive to standard
treatments, it is necessary to consider the diagnosis and carry out mycological and histological examinations.

Treatment should be initiated as soon as possible. Amphotericin B remains the antifungal of choice. Intravenous administration
is given at an effective dose of 1 to 1.5 mg/kg per day, but its nephrotoxicity limits its use. Itraconazole is used in cases of
contraindication or resistance to amphotericin B, but its efficacy varies [14]. There is no consensus on the duration of treatment,
which depends on the location and terrain and should be at least 12 weeks [15]. It is necessary to immediately combine surgical
debridement of necrotic tissue to limit the spread of infection and improve the penetrance of antifungal agents [16]. This surgical
procedure involves wide excision of all necrotic tissue down to a well-vascularized muscle plane, avoiding excessive
debridement.Hyperbaric oxygen therapy may be used adjunctively for its antifungal effects and to improve tissue oxygenation
[16,17]. Correcting risk factors, such as diabetic control, is essential for optimal management. The prognosis of this condition
depends closely on early therapeutic management and the local extent of the infection [10,18].

Conclusion

Mycotic necrotizing fasciitis of the face is a rare entity with a rapid and dramatic evolution, hence the need for early diagnosis
and rapid medical and surgical management. The initial assessment of rapidly progressing necrotic skin lesions resistant to
probabilistic antibiotic treatment should include mycological examination to establish the diagnosis and reduce the risk of
unsightly sequelae.
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