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INTRODUCTION
Necrotising fasciitis (NF) is a severe infection, which spreads 
across fascial planes, causing extensive necrosis of skin, fascia 
and soft tissues1. NF is associated with high mortality rates, 
especially in immunocompromised patients or those with co-
morbidities like diabetes, which is involved in 56% of cases2,3. 
The most common aetiology associated with NF is penetrative 
trauma, but it can be linked to conditions such as kidney disease 
– 20% of cases are idiopathic in origin4.

Primary management of NF involves urgent serial surgical 
debridement to remove all infection and necrosis affecting the 
muscle, fascia and skin, alongside broad-spectrum intravenous 
antibiotics5. Debridement can leave extensive tissue defi cits not 
representative of the initial wound, and complexities with wound 
management and healing. The psychological impact on patients 
can be diffi cult to prepare them for due to often rapid disease 
progression and need for emergency surgery6.

This case study documents a 62-year-old gentleman referred to 
Tissue Viability with a small wound to the lower buttock, later 
diagnosed as NF. His presentation was complex and challenging, 
being originally from India, non-English speaking and believed 
to be a victim of modern slavery, reportedly living illegally in 
the UK for four years. He displayed symptoms of sepsis and 
serious malnourishment. Medical history gained via a translator 
included Type 1 Diabetes, myocardial infarction, Renal Tubular 
Acidosis Type 4 and chronic Hepatitis B. 

He underwent several extensive surgical debridements to both 
buttocks, leading to removal of the bulk of the glutueus maximi. 
Breaching of the periosteum of the lower sacrum and coccyx 
also led later to osteomyelitis. The extent of tissue loss was 
life-changing and added to anxiety already felt with his recent 
experiences and being so far from family. 

Initial treatment following surgical debridement to the buttocks 
was Topical Negative Pressure (TNP) therapy – he was deemed 
to be unsuitable for any plastic surgery intervention. Long-
term antibiotics were required to treat the osteomyelitis and 
polymicrobial tissue infection, which included Vancomycin-
Resistant Enterococcus. On discontinuation of TNP, simple 
non-adherent dressings or topical antimicrobial dressings were 
used. The patient remained in hospital for two months, before 
discharge to a community hospital.

Four months later, he was readmitted with Diabetic 
Ketoacidosis. A signifi cant non-healing defi cit to the buttocks 
remained, with continuing evidence of sacral osteomyelitis 
requiring ongoing antibiotic therapy. Pain at dressing changes 
was recorded as 6 on a 10-point Likert scale, but he declined 
analgesia. Mood was low as the wound was static.  

Due to stalled healing, the TV team commenced treatment with 
UrgoStart Contact dressings to inhibit excessive and destructive 

protease activity within the wound and promote angiogenesis to 
facilitate faster healing and reduce wound pain. 

METHOD
On case study commencement, the wound had been present 
for 7 months and measured 25 x 20cm with no signifi cant depth 
(Fig. 1). Tissue type in the wound bed consisted of granulation 
tissue with diffuse slough across the wound surface. Exudate 
levels were high with some malodour, but no clinical signs of 
infection. Absorbent pads were used for exudate absorption, 
with dressings changed 2-4 times weekly. Standard of care 
continued, including pressure relief and infection prevention.
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Fig. 1 – Week 0 

Fig. 2 – Week 7
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RESULTS
After one week, the wound bed was cleaner, with healthier 
granulation tissue. Pain levels at dressing changes had reduced 
to 0. Following two weeks of treatment, the perianal area was 
healed and exudate levels improving. Complications persisted 
with a CT scan indicating communication between the wound 
and anal canal due to sacro-coccygeal destruction from the 
osteomyelitis. Despite this, wound progression continued, with 
measurements reduced to 20 x 17cm at week 7 and the wound 
bed consisting of healthy pink granulation tissue (Fig. 2).

An MRI scan at week 17 found no active osteomyelitis, and 
wound size reduction continued to 18 x 15cm (Fig. 3), and 
14 x 12cm at week 20 (Fig. 4). UrgoStart treatment currently 
continues, with the wound making excellent progress towards 

healing, while the patient awaits repatriation to India to be 
with his family. His mood has signifi cantly improved with the 
wound fi nally progressing towards healing.

DISCUSSION
NF is a potentially fatal infection, which can profoundly impact 
patients. This case outlines an extremely complex situation, 
which required innovative thinking to achieve a successful 
outcome, both for wound progression and the patient’s well-
being. Use of UrgoStart treatment stimulated an indolent 
wound towards active healing due to its ability to modulate 
the wound environment at a cellular level. The rapid reduction 
in pain at dressing change was a particularly important result, 
considering the diffi culties with communication, and refusal of 
analgesia, which may have left the patient in considerable and 
prolonged discomfort. The impact of wound progression on 
his mental health was also meaningful in consideration of his 
traumatic social history and distance from familial support.

CONCLUSION
Reducing time to healing of extensive, complex wounds is 
paramount to promoting patient well-being. UrgoStart Contact 
is a proven treatment for reducing healing times and improving 
quality of life7, which is supported in this case refl ective of the 
reality of clinical practice.
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Fig. 4 – Week 20 

Fig. 3 – Week 17 
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