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ABSTRACT | Necrotizing fasciitis is a severe infection of the 
subcutaneous tissue characterized by necrosis of the superficial 
fascia and overlying skin and is usually associated with previous 
trauma and comorbidities. Periorbital necrotizing fasciitis is rare 
and commonly causes visual loss and soft tissue defects. A better 
prognosis relies critically on early diagnosis, prompt medical 
treatment, and timely surgical intervention. We describe a rare 
case of periorbital necrotizing fasciitis in the absence of an inciting 
event. A 55-year-old female patient presented with acute painful 
swelling and redness of the right upper eyelid that spread to 
both eyelids bilaterally within 24 h. We swiftly started the patient 
on intravenous antibiotic therapy, and we surgically debrided 
the necrotic tissue the following day. We performed two further 
procedures to improve eyelid closure and appearance. Despite 
the severe presentation, timely antibiotic therapy and proper 
surgical interventions led to a successful outcome in this case.
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RESUMO | Fasciite necrosante é uma infecção grave do tecido 
subcutâneo, caracterizada pela necrose da fáscia superficial e 
da pele sobrejacente. Traumas prévios e cormobidades geral-
mente estão associados à fasciite necrosante. Fasciite necrosante 
periorbital é rara. Perda visual e defeitos em tecidos moles são 
as morbidades mais comuns. Diagnóstico precoce, tratamento 
clínico rápido e intervenção cirúrgica oportuna levam a um melhor 
prognóstico. Reportamos um caso incomum de fasciite necrosante 
periorbital bilateral sem eventos desencadeantes. Uma paciente 
de 50 anos apresentou edema e eritema na pálpebra superior 

direita, que progrediu em 24 horas para ambas pálpebras bila
teralmente. Ela era previamente hígida. A paciente foi submetida 
a debridamento cirúrgico do tecido necrótico, no mesmo dia. A 
paciente foi submetida a outras duas cirurgias, o que melhorou 
o fechamento palpebral e a aparência. Apesar da gravidade da 
doença, antibioticoterapia e cirurgias oportunas foram cruciais 
para o desfecho bem sucedido deste caso.
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Tela subcutânea; Relatos de casos

INTRODUCTION
Necrotizing fasciitis (NF) is a severe infection of the 

subcutaneous tissue characterized by necrosis of the 
superficial fascia and overlying skin. The regions most 
commonly affected by NF are the perineum, the abdo-
minal wall, and the lower limbs(1). This infectious process 
has commonly been associated with traumatic events 
in comorbid patients. Periorbital NF (PNF) is rare(2) and 
presents lower mortality rates than those for NF of other 
parts of the body(1). Visual loss and soft tissue defects 
are the most common morbidities(1,3). A better prognosis 
relies on early diagnosis, prompt medical treatment, and 
timely surgical intervention(3-5). Here we report a rare 
case of bilateral periorbital NF in the absence of a trigger 
event or comorbidities.

CASE REPORT
A 55-year-old female presented with painful swelling 

and redness of the right upper eyelid that progressed 
over 24 h to the right lower eyelid and the left eyelids. 
She was otherwise healthy, with no history of trau-
ma, diabetes, alcoholism, or previous facial surgeries. 
She was suspected of having PNF by a comprehensive 
ophthalmologist 2 days after the onset of her symptoms. 
Empirical intravenous antimicrobial therapy was initia
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ted, and the patient was referred to an oculoplastic 
specialist. On emergency room examination, the patient 
had full facial redness with bilateral eyelid edema and 
four well-demarcated blue-black necrotic plaques in 
each eyelid, larger in the right periorbital area (Figure 
1 A). Both eyes were preserved with 20/40 vision and 
full motility. Computed tomography scan showed subs-
tantial subcutaneous bilateral eyelid swelling, no orbi-
tal involvement, and right anterior ethmoidal sinusitis 
(Figure 1 B).

Surgical debridement of the patient’s necrotic tissue 
was undertaken on the following day. For 14 days, the 
dressing of the exposed wound was changed daily, and 
intravenous broad-spectrum antibiotic therapy was 
maintained in inpatient care. The surgical incisions 
healed well, showing adequate granulation tissue with 
no signs of infection (Figure 2 A). The presence of group  
A streptococcus (Streptococcus pyogenes) was revealed 
by microbial culture of the necrotic tissue, and the pa-
tient was diagnosed with type II NF.

The patient underwent a second surgical procedure 
to reconstruct the four eyelids. Forehead flaps were 
performed on the upper eyelids, and an advancement 
flap was performed on the lower eyelids, without sur-

gical complications. The patient maintained satisfactory 
eyelid closure and corneal protection (Figure 2 B). At the 
fourth month postoperative follow-up, the patient had a 
third procedure for revision of flaps and cosmetic touch 
ups, which improved eyelid closure and appearance 
(Figure 2 C).

DISCUSSION
NF is a rapidly progressive infection of superficial 

fascia, subcutaneous fat, and deep fascia that infects the 
surrounding tissues. Previous trauma (such as abrasions, 
insect bites, and needle injections) and comorbidities 
(such as diabetes mellitus, alcoholism, intravenous 
drug abuse, and vascular disease) are usually associated 
with NF(6,7). Type I NF is polymicrobial, caused by both 
aerobic and anaerobic organisms, whereas type II is 
“monomicrobial,” usually caused by streptococcus or 
staphylococcus, or a combination of the two (in other 
words, type I NF is caused by enteric organisms, whereas 
type II NF is caused by skin flora)(2,3). Facial involvement 
of NF is rare; when it occurs, it usually presents as uni-
lateral periorbital(1,3). Mortality rates of PNF range from 
10% to 14%, whereas NF of other parts of the body range 
from 20% to 35%(1).

Figure 1. A) Clinical presentation: bilateral eyelid edema and full facial redness; B) Subcutaneous swelling iden-
tified in computed tomography scan.
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Figure 2. A) Early postoperative result after surgical debridement; B) Late postoperative result after forehead flaps and 
advancement flaps; C) Final aspect after flaps revision and cosmetic touch ups.
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The anatomical location on the face of the superficial 
fascia is still controversial. Because this term is related to 
connective tissues in general(6), although it is not a fibro-
tic membrane, it is considered as a fascia. The superficial 
fascia is a layer of the subcutaneous tissue lying between 
the dermis and the deep fascia. However, on the face, 
those layers are less pronounced than they are in other 
parts of the body. The superficial fascia is continuously 
present in the head, but its characteristics vary accor-
ding to its region. For instance, the superficial fascia of 
the head may be considered to include the superficial 
musculoaponeurotic system and its insertions, the 
platysma and the epicranial aponeurosis(6). We there-
fore believe that the term “fasciitis” is also accurate for 
facial NF.

An awareness of NF diagnosis is pivotal for timely 
treatment. Edema beyond the erythema, necrosis, seve-
re pain, and crepitus on palpation are the main clinical 
findings that should raise suspicion for NF(1,8). Imme-
diately after diagnostic suspicion, the clinical treatment 
with broad-spectrum antibiotics and supportive care 
should be initiated(9). Laboratory and imaging studies, 
while helpful, should not delay the treatment by surgical 
exploration, which also confirms the definitive diagno-
sis. Therefore, if the patient is clinically stable, a wide 
and adequate surgical debridement of affected tissues 
should be promptly performed(7). 

PNF is a rare disease demanding early diagnosis and 
treatment to reduce mortality and morbidity. We pre-
sent an uncommon case of bilateral type II PNF with no 

trigger events or comorbidities. This report stresses how 
crucial timely diagnosis, antibiotic therapy, and proper 
surgical interventions are for successful outcome.
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