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NR: Not reported, NA: Not available; DM: Diabetes mellitus, CVA: Cardiovascular accident, PEG: Percutaneous endoscopic gastrostomy.
CASE PRESENTATION

» A 65-year-old lady with history of hypoxic respiratory failure, stroke affecting right side (requiring tracheostomy and PEG-tube), recent , “ -
COVID-infection, atrial fibrillation and depression was transferred from a long-term facility with a 2-day history of fever, vomiting and 9
bleeding through tracheostomy site. ‘ |

» On presentation, she was febrile to 103.2 F with tachycardia and tachypnea. i

» On physical examination, she was noted to have decreased breath sounds in bilateral basal lungs and mild redness of skin around the 5 v
gastrostomy site, abdomen had no peritoneal signs. Her laboratory investigations revealed leukocytosis (white cell count of 13,000/mm3) 41 ) 3 » A recent or concurrent COVID-19 infection
with a neutrophilic predominance (92%). o . . = CE A : ~ | = can cloud the initial presentation in some

» Computed tomography of the chest and abdomen demonstrated bilateral lower lobe consolidation indicating multifocal pneumonia or erythconsand cllliti soond the gasrostomy sih, ‘SSSEQZE233&?3?12?2??&%525E%iﬁé’ci’i?fifsiisl‘.”"ﬁﬁ’e"ﬁ"“z * s 2 =l : 3 patients especially with multiple medical
atelectasis and extensive subcutaneous emphysema throughout the anterior abdominal wall tracking into subcutaneous soft tissues and fat ' 1= = b=

CONCLUSIONS

comorbidities like we saw 1n our patient.

stranding. Her redness in abdomen started to worsen on day-2 as rapidly progressing cellulitis, with diffuse tenderness and crepitus. ) e e et ol Sl » : :
. . . . . . . . . s 2 4l " ; A >Pathophysiology of necrotizing fasciitis involving the tissue layers through a | >]:‘)I.OIIII)t recogn1t10n9 aggr6881ve Surglcal
» Contrast radiography was done showing contrast extravasation via PEG into anterior abdominal wall. A diagnosis of necrotizing fasciitis of ORAL CONTRAST ONLY(2.61 KRENBANORD defined portal of entry as well as through a non-penctrating decp fssue injury debridement and broad-spectrum antibiotics
the abdominal wall through gastrostomy site was made and broad-spectrum antibiotic therapy (vancomycin, Zosyn and clindamycin) was | 9
may afford a favorable outcome”.
started. P oy Do et
» Patient underwent debridement in OR, with removal of (15x20x20) cm necrotic tissue from anterior abdominal wall extending to fascial e » Since PEG-tubes are widely used in
layers and underwent further debridement and wound cleaning as needed. Comt s P critically 1ll patients, physicians must be
» Her wound cultures grew ESBL E.coli and ESBL Klebsiella pneumonia and Enterococcus faecalis. Zosyn was changed to Meropenem as N aware of this rare but life-threatening
e . . L. e e ~ation 10 S - °
per sensitivities and wound vac was placed once abdominal wall defect had no further necrotic tissue. Lot s ok complication'® and their silent manifestation
» Dobhoff tube nutrition was started, and patient was discharged back to nursing home once stable, with plan of reinsertion of PEG-tube in e cpens in this COVID era.
feW mOnthS. Initial Chest X-ray of our patient showing Some common major as well as minor
CT chest of our patient (axial view) upon presentation CT chest of our patient (sagittal view) upon presentation vascular congestion and bilateral pulmonary complications encountered due to
showing contrast extravasation in the anterior abdominal showing contrast extravasation in the anterior abdominal wall. infiltrates especially in lower lobes. gastrostomy tube.
wall.
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