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Abstract  Necrotizing fasciitis is an uncommon disease and a soft tissue infection that spreads along fascial planes 
with associated inflammation and necrosis. Herein, this study reported necrotizing fasciitis as a rare complication 
after bone marrow transplantation (BMT) in a Iranian patient and the efficacy of early treatment in improvement it. 
A 28-year-old lady had known case of first relapse of Hodgkin’s lymphoma that admitted for auto-BMT in 2016. 
Five years ago due to abdominal-pelvic massive lymphadenopathy, she was treated with six courses of ABVD 
regimen combined with involved filed irradiation. Due to Hodgkin’s relapse, the patient was treated with six courses 
of ICE regimen and after complete remission was selected for auto-BMT. Necrotizing fasciitis was reported by MRI 
and the patients was treated with combination of a number of antibiotics after fasciectomy. In conclusion, 
necrotizing fasciitis is a rare complication of BMT, especially autologous type that drug selection and rapid surgical 
fasciectomy are important decisions for prevention of mortality and morbidity of this complication. 
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1. Introduction 

Necrotizing fasciitis is an uncommon disease and is 
considered a rare and potentially fatal condition [1,2] that 
results in gross morbidity and mortality if not diagnosed 
and treated in its early stages [3,4]. Necrotizing fasciitis is 
a soft tissue infection that spreads along fascial planes 
with associated inflammation and necrosis [1]. Necrotizing 
fasciitis has been historically reported from almost all 
parts of the world and is now understood to be caused by 
either a single organism or more frequently by a variety of 
microbes-both aerobic and anaerobic [5]. The incidence of 
necrotizing fasciitis has been varyingly reported worldwide, 
0.4 to 7.45 cases per 100,000 population and also the 
mortality rates reported from 15 to 34% [6]. The aim of 
this study was to report necrotizing fasciitis as a rare 
complication after bone marrow transplantation (BMT) in 
a Iranian patient (Western Iran) and the efficacy of early 
treatment in improvement it. 

2. Case Report 

A 28-year-old female had known case of first relapse 

(second remission) of Hodgkin’s lymphoma that admitted 
for auto-BMT in 2016. Her disease was presented at first 
time with abdominal-pelvic massive lymphadenopathy 
from five years ago and she was treated with 6 courses of 
ABVD regimen (doxorubicin, bleomycin, vinblastine and 
dacarbazine) combined with involved filed irradiation. 
During this five-year follow-up was good, but she in last 
visit was presented with abdominal pain and right leg 
pitting edema (Figure 1). After further evaluation in 
biopsy with a diagnosis of Hodgkin’s relapse was treated 
with six courses of ICE (Ifosfamide, carboplatin and 
etoposide) regimen and after complete remission was 
selected for auto-BMT. Two days after cell separation and 
conditioning with BEAM (BCNU (carmustine), etoposide, 
cytrabine and melphalan) regimen, progressive left leg 
presented with diffuse redness and tensive tenderness. 
With a diagnosis of cellulites during profound neutropenia, 
she was treated with a combination of meropenem, 
vancomycin and clindamycin, but despite of these potent 
intensive, drug therapy was not seen a very effective 
response. On left leg magnetic resonance imaging (MRI), 
necrotizing fasciitis was reported. She referred for 
fasciectomy, and previous drug regimens changed to 
combination of lenizolide, levofluxacin and meropenem. 
Due to profound prolonged neutropenia, more than 14 
days prophylaxis with voriconazole was recommended 
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during this time. At the end, she was discharged 25 days 
after cell transplantation with good organ function and 
elimination of progressive fasciitis (Figure 2). 

 

Figure 1. Before treatment 

 

Figure 2. After treatment 

3. Discussion 

Necrotizing fasciitis is a rare and progressive bacterial 
infection that affects all age groups, although middle-aged 
and elderly patients (over 50 years of age) are more likely 
to be infected [7]. Necrotizing fasciitis is uncommon and 
difficult to diagnose and it causes progressive morbidity 
until the infectious process is diagnosed and treated 
medically and surgically [8]. The early clinical diagnosis 

of an area of necrotizing fasciitis is difficult and 
frequently unreliable [9], but early diagnosis of this 
disorder and prompt initiation of appropriate therapy can 
prevent progression of this acute necrotizing infection 
[10,11] and reduce the severity, morbidity and mortality 
[12]. The mortality rates are still very high in necrotizing 
fasciitis due to the severe sepsis that necessitates other 
interventions to overcome sepsis-related mortality [8]. 
Even with optimal treatment, the overall mortality rate is 
15% to 20% [1]. The first treatment is mainly surgical 
with relevant early radical debridement of devitalized 
tissue [13]. As a general rule, necrotizing fasciitis without 
surgical intervention has a mortality rate of 100% [14]. 
Preadmission treatment with antibiotics modified the 
initial clinical picture and often masked the severity of the 
underlying infection [11]. Therefore, the main treatment 
of necrotizing fasciitis is a combination of surgical 
debridement, appropriate antibiotics and optimal 
oxygenation of the infected tissues [8,11,15,16] that also 
our case was treated with combination of fasciectomy and 
several antibiotics, whatever the treatment was heavy for 
the patients, but the result was successful and eliminated 
of progressive fasciitis. 

4. Conclusion 
Necrotizing fasciitis is a rare complication of BMT, 

especially autologous type that drug selection and rapid 
surgical fasciectomy are important decisions for 
prevention of mortality and morbidity of this complication. 
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