Foo] AT S04 HA44 2o
- 198 B3 -

4

o0&
ol

*
Qb

s @

=Abstract=
Idiopathic Necrotizing Fasciitis in the Chest Wall.
— A case report -

Byoung Ho Kim, M.D.*, Dong Myung Huh, M.D*

Necrotizing fasciitis, an uncommon, often fulminant bacterial infection, rarely originates in
the chest wall. Although it can occur in any region of the body, the abdominal wall,
perineum, and extremities are the most common sites of infection. It is characterized by
wide spread fascial necrosis with relative sparing of skin and underlying muscle. Diagnosis
is often extremely difficult and relies on a high index of suspicion. Prompt surgical
intervention is essential. We experienced a patient with idiopathic necrotizing fasciitis in the
chest wall and reported with brief review of literature.

(Korean Thorac Cardiovasc Surg 2000;33:991-4)
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Fig. 1. Chest CT(scout view) :
left chest wall(p)

Huge soft tissue swelling at
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Fig. 2, 3. Chest CT :
chest wall with swelling of the adjacent muscles.(»)

soft tissue low density lesion in the

Agow 1 AskELI} e

A
o
ksl n, {4“3
o
=

Streptococcal gangrene,  synergistic  necrotizing  cellulitis,

nonclostridial gas gangrene, Fournier’s gangrene, gangtenous
erysipelas, Necrotizing erysipelas, Hospital gangrene 5 2% o
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multiple incision and

Fig. 4. Prompt surgical exploration :
removal of necrotic tissues.
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Fig. 5. Microscopic sections taken from areas adjacent to
the wound revealed scattered and confluent areas of
necrosis that were confined to the deep dermis and fascia
(H&E, x200).
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