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Aim. Oro-cervical necrotizing fasciitis (OCNF) treatment requires early surgical debridement and opening of the wound, and
therefore, early diagnosis is very important. ,e Laboratory Risk Indicator for Necrotizing Fasciitis (LRINEC) score based on
blood test data has recently been proposed as an auxiliary diagnostic tool. However, in some cases, it is difficult to diagnose OCNF.
We performed a pooled analysis of patients with OCNF at Gunma University Hospital and literature cases, with the goal of
designing a new auxiliary diagnostic tool for OCNF by adding physical characteristics of the oro-cervical region to blood test data
in the first examination. Methods. Univariate and multivariate logistic regression was used to select predictors of OCNF. ,e
LRINEC-Oro-Cervical (OC) score was then designed using correlation coefficients of items selected in logistic regression analysis.
A cutoff value for the LRINEC-OC score was determined using receiver operating characteristic (ROC) curve analysis. Results.
CRP,WBC, Cr, and skin flare in the cervical and precordial regions were extracted as independent factors (p< 0.05) and evaluated
as predictors of OCNF. ,e LRINEC-OC score for the prediction of OCNF was designed using the regression coefficients in
logistic analysis. ,e cutoff value for the LRINEC-OC score was 6 points with a sensitivity of 88.5% and a specificity of 93.4%, and
the AUC was 0.909. Conclusion. Delays in diagnosis and surgical treatment for OCNF led to a fatal prognosis, and the potential
utility of the LRINEC-OC score for improving the prognosis was shown in this study.

1. Introduction

Oro-cervical necrotizing fasciitis (OCNF) is a soft-tissue in-
fection of the oro-cervical region by an oral indigenous an-
aerobe that causes extensive necrosis of the fascia and
subcutaneous tissue [1–3]. Histopathological examination is
required for definite diagnosis of necrotizing fasciitis. OCNF is
almost always accompanied by gas production and readily
spreads to the mediastinum and great vessels due to the an-
atomical characteristics of the cervical region and becomes
fatal. Treatment requires early surgical debridement and
opening of the wound, and therefore, early diagnosis is very
important. ,e prognosis is likely to be poor if surgery is not
performed within 24 hours after onset [4]. However, in some

cases, it is difficult to differentiate the early stage of OCNF from
cellulitis. Confirmation of gas production by CT is useful for
differential diagnosis of these diseases, but this is not a simple
examination and preliminary screening for OCNF is needed.

,e Laboratory Risk Indicator for Necrotizing Fasciitis
(LRINEC) score based on blood test data has recently been
proposed as an auxiliary diagnostic tool [5–8]. However,
,omas and Meyer [9] found that the LRINEC score is
unreliable for the head and neck region. ,erefore, we
performed a pooled analysis of patients with OCNF at the
Department of Oral and Maxillofacial Surgery, Gunma
University Hospital, and cases from the recent literature to
establish the clinical and serological characteristics of OCNF
in emergency cases.
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,e purpose of this study is to design a new auxiliary
diagnostic tool for OCNF by adding physical characteristics
of the oro-cervical region to blood test data in the first
examination for improving the prognosis of OCNF.

2. Materials and Methods

,e OCNF group (n� 26) included 7 patients treated at the
Department of Oral and Maxillofacial Surgery, Gunma
University Hospital, from January 2010 to December 2017
and 19 Japanese patients described in the previous reports
[10–27]. ,ese cases were identified in a literature search
carried out using “necrotizing fasciitis,” “gas gangrene,”
“gas-producing cellulitis,” “head and neck region,” and
“odontogenic” as key words in PubMed and the Japan
Medical Abstracts Society (JMAS) Web. ,e non-OCNF
group (n� 121) consisted of patients with severe cellulitis
who were treated with intravenous antibiotics for ≥72 hours
in the same period of OCNF treatment. Cases with mild
cellulitis resolved by oral antibiotics were not included in the
study.

Age, gender, blood test data, and physical findings in the
emergency examination were investigated in the OCNF and
non-OCNF groups. Blood tests were performed for C-re-
active protein (CRP), white blood cell count (WBC), he-
moglobin (Hb), serum creatinine (Cr), liver enzymes (GOP
and GOT), blood glucose (Glu), and serum protein (Alb).
Physical findings included body temperature, position of the
causative tooth, and presence or absence and range of skin
flare from the cheek to the precordial region. All data were
obtained retrospectively from medical records at Gunma
University Hospital and previous reports.

For comparison between the OCNF and non-OCNF
groups, the above items were first subjected to univariate
analysis using a cross table with χ2 test for independence.
Binary data as explanatory variables were prepared based on
the criteria for the original LRINEC score. Physical findings
were analyzed as positive (+) or negative (− ). Next, the items
with significant differences between the two groups were
analyzed using logistic regression analysis with the forward
selection method. Multicollinearity was judged to be present
if the absolute correlation coefficient between two explan-
atory variables was <0.7. A variance inflation factor (VIF)
was calculated to eliminate multicollinearity between ex-
planatory variables. Explanatory variables with VIF <10,
which indicates no multicollinearity, were used to ensure
that no variables had multicollinearity. ,e LRINEC-Oro-
Cervical (OC) score was then designed using correlation
coefficients of the items selected in logistic regression
analysis. A cutoff value for the LRINEC-OC score was de-
termined using receiver operating characteristic (ROC)
curve analysis. Statistical analysis was performed with SPSS
for Windows, ver.25 (IBM Corp., Armonk, NY). p< 0.05
was considered to denote significance.

3. Results

3.1. Patient Background. ,e patient backgrounds in the
OCNF and non-OCNF groups are shown in Table 1. Age,

gender, thrombocytopenia, and the presence of malignant
disease did not differ significantly between the groups. Seven
patients with OCNF treated at our hospital survived, but 3
patients with OCNF in previous reports died, giving a
mortality rate of 11.5%, which was significantly higher in the
OCNF group (p � 0.006).

3.2. Analysis of Predictors of OCNF. Items based on the
criteria for the original LRINEC score and physical findings
were subjected to univariate analysis. CRP, WBC, Cr, Glu,
Alb, and skin flare region (cheek, cervical, and precordial)
showed significant differences between the OCNF and non-
OCNF cases (p< 0.05) (Table 2). ,ere was no multi-
collinearity among these 8 items, and therefore, logistic re-
gression analysis with the forward selection method was
carried out with all 8 items as explanatory variables. CRP,
WBC, Cr, and skin flare in the cervical and precordial regions
were extracted as independent factors (p< 0.05) and evalu-
ated as predictors of OCNF. ,e multivariate-adjusted odds
ratios were high for CRP (34.13, 95% confidence interval (CI)
5.67–205.52) and Cr (34.30, 95% CI 2.83–416.17), indicating
that these variables were themost important predictive factors
(Table 3).

3.3. Application of the LRINEC-OC Score. ,e LRINEC-OC
score for prediction of OCNF was designed using the re-
gression coefficients in logistic analysis. ,e maximum total
score was 15 (Table 4). ,e distributions of LRINEC-OC
scores in the OCNF and non-OCNF groups are shown in
Figure 1. Because all OCNF patients had scores of 9–15, a
score of 9–15 was defined as a high risk for OCNF. ,e cutoff
value for moderate risk was determined using receiver op-
erating characteristic (ROC) curve analysis. In this analysis,
the sensitivity and specificity at a LRINEC-OC cutoff of 6 were
88.5 and 93.4%, respectively, and the AUC was 0.909 (Fig-
ure 2). ,erefore, scores of ≤5, 6–8, and 9–15 were defined as
low-, moderate-, and high-risk based on these data (Table 4).

4. Case Presentation

A 61-year-old Japanese male with swelling and pain in the
left mandibular region consulted with the Department of

Table 1: Patient background in the OCNF and non-OCNF groups.

Variable OCNF
(n� 26)

Non-OCNF
(n� 121)

p

value
Age (years) 61.9 (22–88) 50 (8–82) 0.173
Gender 0.844

Male (%) 13 (50.0) 57 (47.1)
Female (%) 13 (50.0) 64 (52.9)

,rombocytopenia 0.075
Platelets< 15×104 μl 5 (19.2) 9 (7.4)
Malignancy 3 (11.5) 3 (0.02) 0.068
Mortality rate (%) 3 (11.5) 0 (0.0) 0.006
,ere was no significant difference in age, gender, thrombocytopenia, and
coexisting malignant disease between the groups. Seven patients with
OCNF treated at our hospital survived, but 3 patients with OCNF in
previous reports died, giving a mortality rate of 11.5%. ,is rate was
significantly higher in the OCNF group (p � 0.006, Mann–WhitneyU test).
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Oral and Maxillofacial Surgery, Gunma University Hospital.
His Glasgow Coma Score was 15 at this visit, indicating no
disturbance of consciousness. On physical examination, skin
flare and diffuse swelling accompanied by tenderness were
noted in the left lower face over the cervical region. How-
ever, the swelling was not severe and no precordial skin flare
was noted. Maximum opening of the mouth was 24mm, and
swallowing pain was noted. In the oral cavity, swelling and
mucosal flare were noted around the left lower third molar.
,e case could not be diagnosed as OCNF or non-OCNF
based on the local findings. Blood tests gave a WBC count of
15,000/μL; CRP 31.5mg/dL; and Cr 0.87mg/dL. ,e

LRINEC-OC score was 8, suggesting a moderate risk of
OCNF (the original LRINEC score was 5, indicating a low
risk). ,e patient was admitted on the same day, and CTwas

Table 2: Factors with a significant association with OCNF in
univariate analysis (χ2 test).

Variable,
units

OCNF
(n� 26)

Non-OCNF
(n� 121) Total p

value
CRP, mg/dl
≧15 22 11 33 ≤0.001
<15 4 110 114

WBC, per μl
≧15000 15 9 24 ≤0.001
<15000 11 112 123

Hb
<11.0 7 10 17 0.052
≧11.0 19 111 130

Cr, mg/dl
≧1.4 10 5 15 ≤0.001
<1.4 16 116 132

GPT, IU/I
≧100 1 1 2 0.323
<100 25 120 145

GOT, IU/I
≧100 1 0 1 0.177
<100 25 121 146

Glu, mg/dl
≧200 6 8 14 0.019
<200 20 113 133

Alb, mg/dl
<3.0 8 4 12 ≤0.001
≧3.0 18 117 135

Body temperature, °C
≧38.0 4 14 18 0.590
<38.0 22 107 129

Causative tooth
Mandible 13 65 78 0.730
Maxilla 13 56 69

Skin flare of cheek region
+ 16 43 59 0.014
− 10 78 88

Skin flare of cervical region
+ 20 28 48 ≤0.001
− 6 93 99

Skin flare of precordial region
+ 9 1 10 ≤0.001
− 17 120 137

CRP,WBC, Cr, Glu, Alb, and skin flare region (cheek, neck, and precordial)
showed significant differences between the OCNF and non-OCNF cases
(p< 0.05).

Table 3: Factors with a significant association with OCNF in
multivariate analysis (logistic regression analysis).

Variable
Logistic

β SE p
value

Odds
ratio 95% CI

CRP 3.530 0.916 ≤0.001 34.129 5.667 205.519
WBC 2.031 0.882 0.021 7.623 1.353 42.951
Cr 3.535 1.274 0.006 34.294 2.826 416.165
Skin flare area

Cervical
region 1.897 0.913 0.038 6.665 1.113 39.927

Precordial
region 2.597 1.310 0.048 13.422 1.029 175.073

CRP, WBC, Cr, and skin flare in the cervical and precordial regions were
extracted as independent factors (p< 0.05) and evaluated as predictors of
OCNF. ,e multivariate-adjusted odds ratios were high for CRP (34.13,
95% confidence interval (CI) 5.67–205.52) and Cr (34.30,95% CI
2.83–416.17), indicating that these variables were the most important
predictive factors. β: regression coefficient; SE: standard error.

Table 4: Laboratory Risk Indicator for Necrotizing Fasciitis of the
Oro-Cervical Region (LRINEC-OC) score.

Variable β Score
CRP, mg/dl
≧15 3.5 4

Cr, mg/dl
≧1.4 3.5 4

WBC, per μl
≧15000 2 2

Skin flare area
Cervical region 1.9 2
Precordial region 2.6 3

,e LRINEC-OC score for prediction of OCNF was designed using the
regression coefficients (β) in logistic analysis. ,e maximum total score
was 15. LRINEC-OC scores of ≤5, 6–8, and 9–15 were defined as low-,
moderate-, and high-risk for OCNF. Maximum score � 15. β: regression
coefficient.
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Figure 1: Distribution of LRINEC-OC scores in patients with and
without OCNF. ,e percentages of OCNF patients with scores of
9–15 were 100%.
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carried out. Gas was noted in the left submandibular region
over the submental region (Figure 3), based on which OCNF
was clinically diagnosed. On the same day, the wound was
opened under general anesthesia. Extensive colliquative
necrosis and malodorous drainage were noted in muscle
tissue. ,e histopathological diagnosis was NF (Figure 4).
Debridement of the necrotic tissue was carried out, and the
wound was left open (Figure 5). Wound bed preparation was
continued under hospitalization, and the patient was dis-
charged on the 65th hospital day.

5. Discussion

Necrotizing fasciitis (NF) is a rare, severe, skin, soft-tissue
infection, in which extensive necrosis of the superficial fascia
and subcutaneous tissue progresses rapidly [1]. Histopath-
ological examination is essential to diagnose with NF dis-
tinctly. NF is almost accompanied by gas production. NF
develops concomitantly with ischemia and infection and
almost always in the extremities and thoracoabdominal
region. In the oro-cervical region, NF develops less likely due
to the abundant blood supply [28].,e fascia of the head and
neck region are comprised of areolar tissue, which is sep-
arated by the superficial cervical fascia and deep cervical
fascia. ,e deep cervical fascia is classified into a superficial
layer (investing fascia), a middle layer (buccopharyngeal
fascia), and a deep layer (prevertebral fascia). ,e com-
partment surrounded by the deep cervical fascia is called the
space of the head and neck. Because the retropharyngeal
space or danger space of the head and neck is topologically
continuous with the mediastinum, infection of this space is
highly likely to cause fatal complications such as media-
stinitis. Infection of the danger space sometimes extends to
not only the mediastinum and pericardium but also the
retroperitoneum. Death occurs in 8–15% of OCNF cases due
to infection of the mediastinum [29–31]. ,erefore, the
prognosis of OCNF depends on early diagnosis and ap-
propriate emergency treatment, i.e., prevention of the spread
of infection to the mediastinum by surgical debridement. Liu
et al. [32] showed the importance of surgical debridement
within 24 hours based on mortality in such cases of 26%,
compared to 45.9% in those treated after 24 hours.

Differentiation of OCNF from general cellulitis is dif-
ficult in the early stage [33]. A finding of gas on CT is useful
for diagnosis, but there is hesitation regarding performance
of CT in the early stage in many clinical cases. ,erefore,
there is a need for screening of patients with suspected
OCNF based on an emergency examination, with sub-
sequent appropriate emergency treatment. Wong et al. [5–7]
and Liao et al. [8] recently reported the LRINEC score as an
auxiliary diagnostic tool for early differentiation of NF and
non-NF cases. In the only evaluation of this score for cases
(17 NF and 70 non-NF) in the oro-cervical region, ,omas
and Meyer [9] found that a cutoff of 6 for the LRINEC score
had sensitivity, specificity, positive predictive value (PPV),
and negative predictive value (NPV) of 56%, 60%, 25%, and
85%, respectively, for diagnosis of NF, and concluded that
the score was not useful. In our patients, the original
LRINEC score was ≤5 in 3 of the 7 patients diagnosed with
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Figure 2: Receiver operating characteristic (ROC) curve based on a
cutoff LRINEC-OC score of ≥6 in predicting the presence of
necrotizing fasciitis. Area under the curve for our model is 0.909.

Figure 3: Typical CT image in the first examination. Gas was noted
in the left submandibular region over the submental region.

Figure 4: Histopathological findings. Histopathology of debrided
tissues showing massive infiltration of neutrophils in muscular
layers with necrosis (hematoxylin and eosin stain; magnification
×20).
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OCNF, again suggesting that this score is limited for di-
agnosis.,is may be becauseWong et al. [5] examined NF in
the extremities and trunk, but not in the oro-cervical region.
Abdullah et al. [34] reviewed 18 papers with the aim of
evaluating the reliability of the LRINEC score, but this study
did not focus on the oro-cervical region. ,e type of
pathogenic bacteria and pattern of spread of infection differ
between these sites, and NF and OCNF may have a different
pathogenesis.

With this background, we developed a new NF diagnostic
tool that is specific for the oro-cervical region by adding
characteristic physical findings to blood test data. Statistical
analysis showed that CRP, Cr, WBC, and skin flares of the
cervical and precordial regions were independent predictors of
OCNF, and the odds ratios for CRP and Cr were particularly
high, suggesting that these are the most important factors. A
high CRP level also occurs in general cellulitis, but the mean
CRP level of 28.1mg/dL in the OCNF cases was extremely
high, which reflects the severe infection and tissue destruction
in OCNF. A high Cr level suggests that the risk of renal
disorder is high in patients with OCNF.

Liao et al. [8] retrospectively investigated 233 patients
with NF and 1,394 patients with severe cellulitis treated in
the same period under conditions similar to those in
Wong et al. [5]. ,e sensitivity, specificity, PPV, and NPV
were 59%, 84%, 38%, and 93%, respectively, for a LRINEC
score ≥6. In this study, the sensitivity, specificity, and
AUC were 88.5%, 93.4%, and 0.909, respectively, for a
LRINEC-OC score ≥6, indicating that the LRINEC-OC
score is more effective than the original LRINEC score for
screening of OCNF in an emergency examination. In
moderate- to high-risk patients with a LRINEC-OC score
≥6, CT should be immediately carried out to examine the
presence of gas since this is useful for the diagnosis of
OCNF. Gas was confirmed on the first CT examination in
all 7 of our patients, and this contributed to surgical
treatment being performed within 24 hours and ulti-
mately resulted in survival.

As a limitation of the study, this is a retrospective pooled
analysis of cases from recent literature and our own cases. A
prospective study is required to validate the usability of the
LRINEC-OC score.

6. Conclusions

,e LRINEC-OC was designed as a laboratory risk indicator
to screen for necrotizing fasciitis of the oro-cervical region
by adding characteristic physical findings for OCNF to blood
test data. Delays in diagnosis and surgical treatment for
OCNF lead to a fatal prognosis, and the potential utility of
the LRINEC-OC score for improving the prognosis was
shown in this study.

Data Availability

,e data used to support the findings of this study are
available from the corresponding author upon request.

Ethical Approval

Ethical approval for the study was obtained from the IRB
(number: 2016-090).

Conflicts of Interest

All authors declare that they have no conflicts of interest.

Authors’ Contributions

MO analyzed and interpreted the patient data. MO and SY
were major contributors in writing the manuscript. All
authors read and approved the final manuscript.

References

[1] B. Wilson, “Necrotizing fasciitis,” 6e American Surgeon,
vol. 18, no. 4, pp. 416–431, 1952.

[2] L. J. Gallia and J. T. Johnson, “Cervical necrotizing fasciitis,”
Otolaryngology-Head and Neck Surgery, vol. 89, no. 6,
pp. 935–937, 1981.

[3] E. M. Spankus, P. W. Flint, R. J. H. Smith, and R. H. Miller,
“Craniocervical necrotizing fasciitis,” Otolaryngology-Head
and Neck Surgery, vol. 92, no. 3, pp. 261–265, 1984.

[4] M. Umeda, T. Minamikawa, H. Komatsubara, Y. Shibuya,
S. Yokoo, and T. Komori, “Necrotizing fasciitis caused by
dental infection: a retrospective analysis of 9 cases and a
review of the literature,” Oral Surgery, Oral Medicine, Oral

(a) (b)

Figure 5: Intraoperative findings. ,e wound was opened under general anesthesia. Extensive colliquative necrosis and malodorous
drainage were noted in muscle tissue. Debridement of the necrotic tissue was carried out, and the wound was left open.

Emergency Medicine International 5



Pathology, Oral Radiology, and Endodontology, vol. 95, no. 3,
pp. 283–290, 2003.

[5] C.-H. Wong, H.-C. Chang, S. Pasupathy, L.-W. Khin,
J.-L. Tan, and C.-O. Low, “Necrotizing fasciitis,” 6e Journal
of Bone and Joint Surgery-American Volume, vol. 85, no. 8,
pp. 1454–1460, 2003.

[6] C.-H. Wong, L.-W. Khin, K.-S. Heng, K.-C. Tan, and
C.-O. Low, “,e LRINEC (Laboratory Risk Indicator for
Necrotizing Fasciitis) score: a tool for distinguishing necro-
tizing fasciitis from other soft tissue infections,” Critical Care
Medicine, vol. 32, no. 7, pp. 1535–1541, 2004.

[7] C.-H. Wong and Y.-S. Wang, “,e diagnosis of necrotizing
fasciitis,” Current Opinion in Infectious Diseases, vol. 18, no. 2,
pp. 101–106, 2005.

[8] C.-I. Liao, Y.-K. Lee, Y.-C. Su, C.-H. Chuang, and
C.-H. Wong, “Validation of the laboratory risk indicator for
necrotizing fasciitis (LRINEC) score for early diagnosis of
necrotizing fasciitis,” Tzu Chi Medical Journal, vol. 24, no. 2,
pp. 73–76, 2012.

[9] A. J. ,omas and T. K. Meyer, “Retrospective evaluation of
laboratory-based diagnostic tools for cervical necrotizing
fasciitis,” 6e Laryngoscope, vol. 122, no. 12, pp. 2683–2687,
2012.

[10] Y. Hanada, M. Umeda, T. Nakatani et al., “Two cases of gas
producing phlegmon caused by dental infection,” Journal of the
Japanese Stomatological Society, vol. 47, no. 1, pp. 89–94, 1998.

[11] H. Kawagoe, T. Yoshii, Y. Ohtsuka, I. Takenono, O. Teranobu,
and T. Komori, “Death due to cervical gas gangrene following
tooth extraction of mandibular third molar,” Oral 6era-
peutics and Pharmacology, vol. 18, no. 3, pp. 139–143, 1999.

[12] T. Nakanishi, D. Wada, T. Kiguchi et al., “An autopsy case of
cervical necrotizing fasciitis and descending necrotizing
mediastinitis treated by percutaneous catheter drainage,”
Medical Journal of Osaka General Medical Center, vol. 34,
no. 1, pp. 35–40, 2011.

[13] K. Matsumoto, H. Suzuki, H. Ito, H. Osano, Y. Jinbu, and
M. Kusama, “A case of cervical necrotizing fasciitis requiring
reconstruction with pectoralis major musculocutaneous flap
and deltopectoral skin flap for neck skin defect,” Jichi Medical
University School of Medicine, vol. 26, pp. 91–99, 2003.

[14] A. Hirose, H. Okada, K. Kanda et al., “A case of type 2 diabetes
mellitus with severe necrotizing fasciitis after tooth extrac-
tion,” Journal of the Japan Diabetes Society, vol. 46,
pp. 807–811, 2003.

[15] S. Ito, M. Hosoda, H. Kanemura, H. Nakamura, and T. Hata,
“A case of cervical necrotizing fasciitis resulting from peri-
coronitis of the mandibular third molar,” Japanese Journal of
Oral &Maxillofacial Surgery, vol. 48, no. 4, pp. 221–224, 2002.

[16] N. Koyama, M. Nishioka, T. Watanabe, S. Yamanaka,
K. Nakao, and S. Kondo, “A case of gas gangrene in the head
and neck progressing to descending necrotizing media-
stinitis,” Japanese Journal of Oral and Maxillofacial Surgery,
vol. 62, no. 2, pp. 89–94, 2016.

[17] Y. Tsuchiya, T. Noguchi, Y. Shinozaki, H. Ito, Y. Jinbu, and
M. Kusama, “A case of orbital abscess with gas gangrene
caused by odontogenic infection,” Japanese Journal of Oral
and Maxillofacial Surgery, vol. 58, no. 2, pp. 67–71, 2012.

[18] Y. Kodama, K. Ono, T. Arashiyama, K. Oseki, M. Tsuchida,
and R. Takagi, “A case of descending necrotizing media-
stinitis arising from odontogenic infection with NSAID-
induced gastric ulcer in a very elderly patient,” Japanese
Journal of Oral & Maxillofacial Surgery, vol. 54, no. 9,
pp. 541–545, 2008.

[19] M. Tomaru, K. Mogi, A. Negishi, K. Sasaoka, H. Kanai, and
T. Shimoyama, “A case of gas gangrene in the maxillofacial
region caused by odontogenic infection in a patient with
diabetic nephropathy,” Japanese Journal of Oral & Maxillo-
facial Surgery, vol. 54, no. 3, pp. 145–149, 2008.

[20] H. Shigematsu, H. Shida, M. Kagaya, T. Yoshitake, S. Suzuki,
and H. Sakashita, “A case of non-clostridial gas gangrene in
the maxillofacial region,” Japanese Journal of Oral & Max-
illofacial Surgery, vol. 48, no. 11, pp. 592–595, 2002.

[21] S. Kondo, K. Kamatani, T. Kutsuna, Y. Yoshihama, T. Shirota,
and S. Shintani, “A case of necrotizing soft-tissue infections
accompanied with broad necrosis of buccal skin and sub-
cutaneous tissue,” Dental Medicine Research, vol. 32, no. 3,
pp. 199–204, 2012.

[22] S. Ido, S. Ri, T. Shigeta, T. Hasegawa, H. Arima, and
T. Komori, “A case of cervical necrotizing fasciitis compli-
cated by acute lung failure due to sepsis after operation,”
Japanese Journal of Oral and Maxillofacial Surgery, vol. 56,
no. 10, pp. 581–585, 2010.

[23] Y. Maekawa, K. Kawahara, M. Ohira et al., “A case of cervical
and mediastinal gas gangrene and sepsis shock resulting in
death,” 6e Aichi-Gakuin Journal of Dental Science, vol. 52,
no. 4, pp. 480–488, 2014.

[24] K. Tani, T. Nishimura, M. Fujimori, M. Okada, A. Matsumoto,
and M. Matsuda, “A case of face gas gangrene complicated by
breast cancer,” Japanese Journal of Oral and Maxillofacial
Surgery, vol. 57, no. 11, pp. 591–595, 2011.

[25] K. Kurabe, M. Yoshizawa, Y. Oda, S. Kenemaru, A. Funayama,
and T. Kobayashi, “A case of cervical necrotizing faciitis,”
Niigata Dental Journal, vol. 44, pp. 39–44, 2014.

[26] M. Ohshita, K. Umakoshi, S. Otsubo et al., “A case of cervical
necrotizing fasciitis requiring tracheotomy, but effectively
managed by negative pressure wound therapy (NPWT),”
Nihon Kyukyu Igakukai Zasshi, vol. 24, no. 7, pp. 420–424,
2013.

[27] T. Koizumi, T. Kamijo, K. Yane, and H. Hosoi, “Cervical
necrotizing fasciitis requiring surgical reconstruction using
pectoralis major myocutaneous flap,” Practica Oto-Rhino-
Laryngologica, vol. 101, no. 2, pp. 87–93, 2008.

[28] A. Sepúlveda and N. Sastre, “Necrotizing faciitis of the face
and neck,” Plastic and Reconstructive Surgery, vol. 102, no. 3,
pp. 814–817, 1998.

[29] I. Mohammedi, P. Ceruse, S. Duperret, J.-M. Vedrinne, and
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