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(In alphabetical order) 
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1 atm Atmosphere 

2 ANOVA Analysis of variance 
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5 g Gram 
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8 IV Intravenous 
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11 l Liter 
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13 max Maximum 
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20 NSTI Necrotizing soft tissue infections 

21 NPV Negative predictive value 
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ABSTRACT: 

 

Background and Objectives:  

Necrotizing soft tissue infections (NSTI) are commonly encountered in our hospital both in the OPD basis and  

Emergency department. It has a number of causes and variable presentations. There is no guideline on how to  

diagnose, manage and predict complications of NSTI. Here, we aim to validate the effectiveness of the LRINEC  

(Laboratory Risk Indicator for Necrotizing Fasciitis) as a diagnostic indicator of NSTI and its effectiveness as a  

prognostic indicator of NSTI. 

 

Methods: 

The prospective analytical study was conducted on 100 patients fulfilling the inclusion criteria, admitted in Shri  

Dharmasthala Manjunatheshwara College of medical sciences and hospital, Dharwad, from November 2019 to  

October 2020, after obtaining ethical clearance from the said institution. Haemoglobin levels, total leukocyte count,  

Serum sodium, creatinine, C - reactive protein, blood glucose levels were analysed in laboratory and scores were  

calculated.  

 

Results: 

From the study, we found that the mean age of patient was 52.57 ± 14.76 years with a male: female ratio of  

3.17:1. A low risk LRINEC score was able to correlate with cellulitis and a moderate or high risk LRINEC score  

 was able to correlate with necrotizing fasciitis. A high risk LRINEC score was able to correlate with  

complications such as number of days of hospital stay, ICU stay, renal failure and mortality.  
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Interpretation and Conclusion: 

The LRINEC scoring system can correlate score with diagnosis with 70.18 % sensitivity and 72.09 % specificity in  

predicting NSTI, with a positive predictive value (PPV) of 76.92% and negative predictive value (NPV) of 64.58%  

and predict complications such as number of days of hospital stay, ICU stay, renal failure and mortality.  

However, clinical examination and suspicion of the surgeons should always be kept in mind. Furthermore, the study  

requires a bigger sample population to give its complete role as a diagnostic and prognostic marker. 

 

 

Keywords: LRINEC; NSTI; conservative; surgery 
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INTRODUCTION 

 

The actual description of Necrotizing soft tissue infections (NSTI) was given by Joseph Jones, a surgeon in the  

Confederate Army of United States in 1871, following his experience in US Civil War and termed it as ‘hospital  

gangrene’. The term ‘necrotizing fasciitis’ (NF) was coined by Wilson in 1952 and still in use today.1 

 

Necrotizing soft tissue infections of the limbs are commonly encountered in the emergency and out-patient  

department. It ranges from cellulitis to necrotizing fasciitis and has wide range of causes. It usually presents as acute  

onset swelling of limbs with pain with or without discharge, fever, may or may not be associated with sepsis. NSTI  

requires treatment either conservatively or surgery. However, there are no definite clinical guidelines or markers  

which can help in diagnosis of NSTI and predicting the prognosis in these cases. 

 

Hence a diagnostic tool which helps in determining the requirement of the patient to undergo conservative  

management or surgery becomes necessary and how much risk is associated with NSTI. 

 

 Here, we undertake this study to use the LRINEC scoring system as a prospective tool to identify cellulitis from  

necrotizing fasciitis, their management and risks associated with necrotizing fasciitis such as number of days of 

hospital stay, intensive care unit stay, renal failure, mechanical ventilation, hospital acquired infections and  

mortality during the hospital stay. 
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OBJECTIVES OF THE STUDY: 

 

1) To validate the effectiveness of LRINEC score as a diagnostic indicator in cases of NSTI 

 

2) To validate the effectiveness of LRINEC score as a prognostic indicator in cases of NTSI 
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REVIEW OF LITERATURE 

 

NSTI is a severe, life-threatening infection involving the skin, subcutaneous tissue, underlying fascia and muscles  

depending on depth of tissues involved. It includes cellulitis, which is defined as a non-suppurative, invasive  

infection of tissues, which is usually related to the point of injury.2NF, on the other hand, represents highly fatal  

infections, characterized by fulminant bacterial infections that spread rapidly through fascial planes causing  

extensive inflammation and necrosis.3The lower limbs are the most commonly affected part, followed by arms and  

then face.4 NF can spread rapidly to involve the limbs and rate of mortality may be as high as 76%.5NSTI is  

interchangeably used as Fournier’s gangrene when genitourinary system is affected and Ludwig angina when  

submandibular and sublingual spaces are involved.6 

 

NTSI is commonly classified by microbial source of infections.3 They include Type I, II (most common causes), III  

and IV (rare cause).3 

 

Classification: 7 

Type I: 70 to 80 % causes. Polymicrobial (mixed aerobes and anaerobes- bowel flora). Indolent course, better  

prognosis and easier to recognize clinically. 

 

Type II: 20-30% causes. Monomicrobial – skin/throat derived. Usually, Group A beta haemolytic streptococci  

(GAS), Staphylococcus aureus. 

 

Type III: Gram negative organisms, usually marine related organisms (Vibrio spp) 

 

Type IV: Usually fungal aetiology. It can occur in both immune-competent (Zygomycetes spp) and immune- 

compromised (Candida spp) 
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Pathophysiology of NF: 

Trivial trauma leads to introduction of microbes, which invades the subcutaneous tissues and releases enzymes,  

endotoxins and exotoxins causing spread of infection. This leads to thrombosis of minute vessels, ischemia and  

ultimately necrosis. In early stages, skin appears normal despite extensive infection of underlying fascia and later  

haemorrhagic bullae, ulceration and skin necrosis develops.3 

 

A number of causes have been implicated in soft tissue infections such as diabetes mellitus, immune-suppression,  

chronic renal failure, chronic liver disease, venous and arterial insufficiency, and chronic skin disorders like eczema  

and psoriasis, insect or reptile bites, in situ IV cannulas.4 

 

Clinical presentation: 

In the early stage, patient usually presents with erythema, swelling, and tenderness of the involved body part. In  

advanced stage,  the skin will undergo ischemia , and will have blisters underneath and the patient is usually  

severely ill with features of septic shock and multi organ dysfunction syndrome.8Tachycardia, tachypnoea, fever or  

hypothermia, hypotension, cardiac arrhythmias, confusion, metabolic acidosis, abnormal renal and liver function,  

coagulopathy, and thrombocytopenia may occur.3 

 

Necrotizing fasciitis is usually a clinical diagnosis and it is a surgical emergency. If a patient is suspected to have  

necrotizing fasciitis and critically ill, emergency surgical intervention should not be delayed. Diagnosis is made by  

physical examination including inspection, palpation. 

 

If the diagnosis is not clear, adjuncts such as imaging studies and blood investigations cane help, but none can give  

an actual diagnosis. 
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Imaging: 

Imaging studies can be nonspecific or unremarkable in the early course of disease.9 

1) Plain X-ray:  

Can show dissecting gas along fascial planes in, but is only seen in 24.8% of patients, and may not be seen until late  

in the disease.10 Gas within soft tissues is formed by gas forming anaerobic organisms.  

 

2) Ultrasound:  

Helps in determining the presence or absence of an abscess, subcutaneous gas and oedema along fascial planes.11  

Specific signs that are helpful to differentiate necrotizing fasciitis from cellulitis include irregularity of the fascia,  

abnormal fluid collection along fascial planes, and diffuse fascia thickening when compared to the contralateral  

unaffected side.12 Sensitivity of ultrasound for the diagnosis of necrotizing fasciitis is 88.2%, with a specificity of  

93.3%.13 

 

3) Computed Tomography: 

It is the primary imaging modality in the work up of NF because of its wide availability and high spatial modality.14  

Gas within fluid collections along subfascial planes is the hallmark of necrotizing fasciitis.15 But it lacks specificity  

as same finding can be seen in non-necrotizing fasciitis and non-inflammatory conditions.16   

 

4) Magnetic resonance imaging: 

They are highly sensitive but lack specificity.16 if no fascial thickening is found, NF can be ruled out.17 
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Treatment: 

Treatment involves:  

1) Antibiotics 

2) Surgical intervention 

3) Supportive care  

4) Adjuncts 

 

The management of cellulitis is mostly conservative such as bed rest, elevation of limbs, intravenous antibiotics,  

analgesics and anti-inflammatory drugs.  

 

While necrotising fasciitis requires resuscitation with intravenous fluids, intravenous antibiotics and inotrope  

support along with emergency surgical interventions. 

 

Antimicrobial therapy: 

Usually, an empirical broad spectrum antimicrobial therapy is started for NSTI to cover Gram positive, Gram  

negative and anaerobic organisms. In our hospital setting, usually a combination therapy of Amoxicillin +  

Clavulanic acid plus Metronidazole or Clindamycin is given. Sometimes, Piperacillin + Tazobactum are also used.  

Later on, once the culture of the wound or pus from infected wound has reported, antibiotics are changed  

accordingly.  

 

Treatment of extremity: 

In case of cellulitis, the affected limb is treated with limb elevation, magnesium sulphate dressing, which acts as a  

hygroscopic agent, of the affected limb and with a crepe bandage daily or twice daily, intravenous antibiotics,  

analgesics and anti-inflammatory medications. 
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In case of necrotizing fasciitis, a thorough wound debridement of all dead and necrotic tissues with fasciotomy is  

usually required till healthy tissues are encountered. Once surgery is done to a satisfactory level, haemostasis should  

be achieved and thorough wash with betadine and hydrogen peroxide solution is given and well washed with normal  

saline. Then dressing with betadine-soaked gauze, over padding with gamgee, roller bandage and crepe bandage is  

done. Post- operative, patient is shifted to high dependency unit or intensive care unit, and intravenous antibiotics,  

nutritional support and dressing of the wound with limb elevation is continued till wound healing takes place or  

patient’s general condition improves. There is always a chance that NF can spread even after a surgery or  

sometimes, even an ectopic site can be missed. As a result, some patients will require second surgery 48- 72 hours  

later. If the wound does not improve even after second surgery or continuous daily dressing, some patients will  

require amputation of the affected limb. 

 

Specific anatomic sites: 

Abdominal wall: Skin incision is taken along the muscle fascial layer of the inner abdominal wall till healthy tissue  

is encountered. If there is extension of NF into bowel, an exploratory laparotomy and radical surgical debridement  

of infection site, retroperitoneal site, then followed by bowel resection is done. Hartmann’s procedure is the  

procedure of choice in case of diffuse peritonitis and old age patients with multiple co-morbidities. Regular dressing  

should be continued post op. Vacuum assisted wound closing device (VAC) helps in early wound healing and can be  

applied post operatively.8 The primary defect will be usually large and requires reconstruction with flaps, biological  

mesh or skin grafts.18 

 

Fournier’s gangrene: This is the NF of the perianal region and requires thorough debridement and extent of  

debridement depends on the intra findings of extent of infection and can include debridement of inguinal canal  

(proximally) to the scrotal skin and perianal skin distally. Sometimes, an orchiectomy, cystostomy or diverting  

colostomy will be required.8 
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Supportive care:  

Patients with NSTI can present with sepsis and septic shock. Sepsis is associated with vasodilatation, capillary leak  

and decreased effective circulating blood volume, thereby reducing venous return and ultimately leading to impaired  

tissue perfusion and organ dysfunction. So, fluid resuscitation with crystalloids (Normal saline or Ringer’s Lactate)  

at rate of 30 ml per kg within 3 hours is usually given.19 

 

But care has to be taken to prevent excess fluid administration to prevent pulmonary oedema, hypoxemic respiratory  

failure, organ oedema, intra- abdominal hypertension, prolonged ICU stay, and time on mechanical ventilation and  

increased risk of death. A self- retaining Foley’s catheter is usually inserted to monitor urine output. 

 

If blood pressure does not pick up, vasopressors need to be started. First, Nor-epinephrine is started and then another  

sympathomimetic drug like epinephrine, vasopressin is added to achieve target Mean arterial pressure (MAP) and  

decrease Nor-epinephrine level.20 

 

Adjuncts: 

1) Vacuum assisted closure device (VAC): 8 

It consists of a sterile, sponge with sterile tubing which are placed over the wound and over these, an  

adhesive drape is placed to create vacuum. Sponge is connected to a vacuum pump through the tubing which  

provides continuous negative suction. It helps in wound healing by absorbing excess exudates, decrease localized  

oedema and pulls the edges of the wound  together. VAC dressing is usually changed after 3 to 5 days. 

 

2) Hyperbaric oxygen therapy: 21 

Here patient is enclosed in a treatment chamber and breathes 100% oxygen while at a pressure greater than 1 atm. It  

is theorized to increase levels of plasma oxygen above normal tissue oxygen requirements, thereby, increasing  
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higher tissue oxygen tension in zone of hypoxic tissues and prevent spread of infection and need for further  

debridement. 

Limitations: Lack of robust evidence on its use 

                     Limited facilities 

                    Cannot be used in ill patients 

 

3) Intravenous immunoglobulin (IVIG):22 

There is limited evidence in use of IVIG for NSTI. It can be used in NSTI caused by Group A streptococcal  

infection with toxic shock syndrome  and for patients with high mortality risk such as advanced age, hypotension  

and bacteraemia. 

 

4) Kallistatin: 23 

It is tissue kallikrein bonding protein. From one study, it is found to help survival in Group A Streptococcus infected  

mice and  theorized in reducing skin inflammation  and bacterial counts. But further studies are required for its use. 

 

Originally, the LRINEC (Laboratory Risk Indicator for Necrotizing Fasciitis) scoring system was used for  

differentiating soft tissue infections such as cellulitis  from necrotizing fasciitis. It was first used by Wong et al in a  

retrospective observational study using total leukocyte count, haemoglobin, serum sodium levels, serum glucose  

levels, serum creatinine levels, serum C-reactive protein to identify early cases of necrotizing fasciitis.24 
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Table 1 (Variables with score used in the original LRINEC scoring system) 

 

Patients are classified into three groups: 25 

1. LOW RISK - (LRINEC score ≤ 5 points, <50 % risk for necrotizing fasciitis). 

2. MODERATE RISK - (LRINEC score 6-7 points, 50%-75% risk for necrotizing fasciitis). 

3. HIGH RISK - (LRINEC score ≥ 8 points, > 75% risk for necrotizing fasciitis). 

Factors Values Score 

 

Total leukocyte count 

(cells/mm3) 

< 15 

15-25 

>25 

0 

+1 

+2 

 

Haemoglobin (g/dL) 

 

>13.5 

11-13.5 

<11 

0 

+1 

+2 

Serum Sodium (meq/L) ≥135 

<135 

0 

+2 

Serum Creatinine (mg/dL) ≤1.6 

>1.6 

0 

+2 

Serum Glucose (mg/dL) ≤180 

>180 

0 

+1 

C–Reactive Protein (mg/dL) <15 

≥15 

 

0 

+4 
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Some of the studies and literatures proving the effectiveness of the scoring system in NSTI are given below. 

1. J Bechar et al reviewed literature on the LRINEC score and incidence of necrotizing fasciitis from 2004 to 2014  

and concluded that that LRINEC score can be used as a determinant in diagnosis and treatment of    

necrotizing fasciitis. in his study, he found  that there is  a statistically positive correlation between  

LRINCEC scoring system and diagnosis of necrotizing fasciitis.26 

 

2. Muhammad Abdullah et al evaluated the reliability of LRINEC score and determine its effectiveness based on  

current available evidence and concluded that there is Level 3 evidence that LRINEC scoring system can  

be used for  aid in clinical diagnosis of necrotizing fasciitis and can stratify the high-risk patients and  

predict outcome. But it should be correlated with the clinical assessment and radiological diagnostic  

modalities should be simultaneously used when doubt arises.27 

 

3. Vignesh Narasimhan et al reviewed patients with necrotizing fasciitis from 2005 to 2013 and assessed the  

diagnostic efficacy of the LRINEC score and concluded that LRINEC score is a useful, robust, non-invasive  

and easily calculated scoring system that can be used as an adjunct to early diagnosis of necrotizing fasciitis.  

But a high degree of clinical suspicion remains the most important factor in early diagnosis of necrotizing  

fasciitis.28 

 

4. Wai- Nang Chao et al studied the applicability of LRINCE scoring system and identify necrotizing fasciitis  

factors in patients with Vibrio vulnificus caused SSTI and concluded that LRINEC score and haemorrhagic  

bullous or blistering lesions are significant predictors of necrotizing fasciitis in Vibrio vulnificus related SSTI.  

V. Vulnificus infected patients with blisters/ bullous with score ≥ 2 should be thoroughly evaluated for presence  

of necrotizing fasciitis.29 
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5. Siripong Sirikurnpiboon et al found in his study that LRINEC score can help in early diagnosis and also in  

management of necrotizing fasciitis and concluded that LRINEC score can differentiate necrotizing fasciitis  

from cellulitis. Many adjuncts have been defined to help in early diagnosis and surgeons can use the score  

as a reliable tool.30 

 

6. V Corbin et al in his study found that LRINEC score is a useful tool for detecting complicated forms of soft  

tissue infections. He also found that Patients with score > 6, should be carefully evaluated for need of  

hospital stay, need for surgical treatment and also should be closely monitored.31 

 

7. Balaji Jayasankara et al studied the validation of LRINEC score and concluded that LRINEC scoring                           

system helps in grouping patients into various  risk categories and  the scoring system helps in identifying  

early cases of necrotizing fasciitis.32 

 

8. Bansal N, Garg N evaluated the early diagnostic efficacy and prognostic value of LRINEC score in  

necrotizing fasciitis and concluded that, it acts as a  useful adjunctive tool in categorizing patients under  

various risk groups and helps in determining prognosis .33 
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MATERIALS AND METHODS 

 

Source of data:  

All patients admitted with soft tissue infections of the limbs in the casualty and outpatient department at Shri  

Dharmasthala Manjunatheshwara College of Medical Sciences and Hospital were included in the study. 

 

Study subjects:  

1. Inclusion criteria: 

All patients admitted with soft tissue infections of the limbs in the casualty and outpatient department.   

 

2. Exclusion criteria: 

1. Patients with age below 18 years 

2. Patients discharged within 48 hours of admission 

3. Patient diagnosed with deep vein thrombosis 

4. Patients with co-morbidities like diabetes mellitus and malignancies. 

 

Study period: NOVEMBER 2019 TO OCTOBER 2020 

 

Type of study: An analytical study 
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METHOD OF COLLECTION OF DATA: 

 

Study design: 

Approval from the institutional ethical committee was sought and informed written consent were obtained from all  

the patients included in the study. 

 

A thorough history was taken and clinical examination was performed. The LRINEC score was recorded at  

admission. The course in the hospital of the patient was followed. The treatment modalities in each case were  

recorded. The diagnosis, type of management undergone, re-surgeries, and duration of hospital stay, duration of ICU  

stay, renal failure and management, mechanical ventilation, hospital acquired infections and whether mortality was  

present or not were recorded. 

 

The effectiveness of the LRINEC score as a diagnostic indicator was calculated by correlating the clinical diagnosis  

with the score. The prognostic value of the score was correlated to various factors like duration of stay in the  

hospital, need for and duration of ICU stay, number of re-surgeries, renal failure, mechanical ventilation, hospital  

acquired infections and mortality. 

 

Sample size: 100 cases admitted during the study period were included in the study. 

 

Study instrument: A pre-designed and pre-tested proforma will be used to collect information. 

 

Sampling procedure: 

Data is analysed using R software version 4.1.2 and Excel. Categorical variables are given in the form of frequency  

table. Continuous variables are given in Mean ± SD/ Median (Min, Max) form. Chi-square test is used to check the  
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dependency between categorical variables. One Way ANOVA is used to compare mean of different variables over  

risk. Kruskal Wallis test is used to compare the distributions of different variables over risk. Applicability of  

LRINEC score to predict necrotic soft tissue infections is checked by Logistic regression and Receiver Operating  

Characteristic (ROC) curves. Cut off values are obtained by simultaneously maximizing sensitivity and specificity.  

P-value less than or equal to 0.05 indicates significance.  
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RESULTS 

 

Data contains measurements on 100 subjects whose age ranges from 20 - 90 years with mean age 52.57 ± 14.76  

years. The following table gives the distribution of different variables.  

Table 2: Distribution of different variables 

Variables Sub Category Number of subjects (%) 

Age (years) Mean ± SD 

Median (Min, Max) 

52.57 ± 14.76 

54 (20, 90) 

Gender Female 24 (24%) 

Male 76 (76%) 

Diagnosis Cellulitis 57 (57%) 

Necrotizing fasciitis 43 (43%) 

Haemoglobin (gm %) 

Mean ± SD 

Median (Min, Max) 

10.92 ± 2.53 

10.95 (3.3, 17) 

Total Leukocyte Count 

(cells/mm3) 

Mean ± SD 

Median (Min, Max) 

15390.18 ± 8981.82 

12915 (3610, 49180) 

S. Sodium (meq/L) 

Mean ± SD 

Median (Min, Max) 

134.22 ± 6.58 

135 (113, 148) 

S. Creatinine (mg %) 

Mean ± SD 

Median (Min, Max) 

2.01 ± 2.16 

1.28 (0.44, 16.33) 

S. Glucose (mg %) 

Mean ± SD 

Median (Min, Max) 

108.24 ± 44.13 

105 (33, 413) 

CRP (mg %) 

Mean ± SD 

Median (Min, Max) 

79.18 ± 85.79 

37.22 (0.5, 282.01) 



 

34 
 

 

LRINEC score 

Mean ± SD 

Median (Min, Max) 

6.25 ± 3.05      

6 (0, 11) 

Risk scoring Low risk  36 (36%) 

Moderate risk 22 (22%) 

High risk 42 (42%) 

Management Conservative 43 (43%) 

Surgery 57 (48%) 

Re-surgery 9 out of 57 (15.78%) 

Number of days of hospital 

stay 

> 7 days 57 (57%) 

≤ 7 days 43 (43%) 

ICU stay No 66 (66%) 

Yes 34 (34%) 

Renal failure Conservative 19 (19%) 

Dialysis 17 (17%) 

No 64 (64%) 

Mechanical Ventilation No 95 (95%) 

Yes 5 (5%) 

Hospital acquired infection No 94 (94%) 

Yes 6 (6%) 

Mortality No 83 (83%) 

Yes 17 (17%) 

 

Out of 100 subjects, 76% were males and 24% were females with gender ratio of 3.17:1. 57% were diagnosed with  

Cellulitis and 43% with Necrotizing fasciitis clinically. 

43% of patients had conservative management, 57% patients underwent surgery. 57% were hospitalized for >7 days,  

66% needed ICU stay, 64% did not have renal failure, 5% needed mechanical ventilation, 6% patients developed  
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hospital acquired infection and 17% patients died during the hospital stay. 

 

 

Table 3: Association of diagnosis and management with risk score. 

 

Variables Sub Category 
Low risk (score 

≤5) 

Moderate (score 

6-7) or High risk 

(score >8) 

p-value 

Diagnosis 

Cellulitis 31 (86.11%) 26 (40.63%) 

< 0.001MC* Necrotizing 

fasciitis 5 (13.89%) 38 (59.38%) 

Management 

Conservative 25 (69.44%) 18 (28.13%) 

< 0.001MC* Surgery 11 (30.56%) 46 (71.9%) 

Re-surgery 0 9 out of 46 (19.56%) 

 

Abbreviation: MC – Chi square test with Monte Carlo simulation, * indicates statistical significance. 

From Chi square test, we observe that, there is significant association of diagnosis and management with risk. 
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Figure 1: ROC curves for LRINEC score in predicting necrotic soft tissue infections. 

 

   

 Below table gives optimal cut-off and accuracy indices of LRINEC score in predicting necrotic soft tissue 

infections. 
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Table 4: Optimal cut-off and accuracy indices of LRINEC score in predicting necrotic soft tissue infections 

 

Variables LRINEC score 

Cut-off (>) 6 

AU-ROC (95% CI) 0.748 (0.652, 0.844) 

Sensitivity (95% CI) 70.18% (56.60% - 81.57%) 

Specificity (95% CI) 72.09% (56.33% - 84.67%) 

PPV (95% CI) 76.92% (62.47% - 86.25%) 

NPV (95% CI) 64.58% (50.26% - 79.59%) 

Odds Ratio (95% CI) 1.45 (1.22, 1.76) 

p-value < 0.001* 

 

 

Abbreviation: PPV – Positive predictive value, NPV – Negative Predictive value, * indicates statistical significance.  

 

Note: An optimal cut off point is one at which the maximum values of sensitivity and specificity of the score can be  

obtained and it is identified from the ROC curve. 

 

The AUC for LRINEC score is 0.748 at cut-off > 6 with 70.18% sensitivity and 72.09% specificity in predicting  

necrotic soft tissue infections. 

 

From logistic regression, we observe that, LRINEC score has significant role in predicting necrotic soft tissue  

infections. (p-value< 0.001). With unit increase in LRINEC score, odds of necrotic soft tissue infections by 1.45. 
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The following table gives the association of diagnosis and management with LRINEC score. 

Table 5: Association of diagnosis and management with LRINEC score 

Variables Sub Category 
LRINEC score 

p-value 
≤6 >6 

Diagnosis 

Cellulitis 40 (76.92%) 17 (35.42%) 

< 0.001MC* 
Necrotizing 

fasciitis 12 (23.08%) 31 (64.58%) 

Management 

Conservative 33 (63.46%) 10 (20.83%) 

< 0.001MC* Surgery 19 (36.54%) 38 (79.16%) 

Re-surgery 0 9 out of 38 (23.68%) 

 

 

Abbreviation: MC – Chi square test with Monte Carlo simulation, * indicates statistical significance. 

 

From Chi square test, we observe that, there is significant association of diagnosis and management with LRINEC  

score. 
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Figure 2: Distribution of subjects according to gender. 

 

 

 

 

Figure 3: Distribution of subjects according to diagnosis. 
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Figure 4: Distribution of subjects according to risk of necrotizing fasciitis 

 

 

 

 

 

 

Figure 5: Distribution of subjects according to management. 
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Figure 6: Distribution of subjects according to number of days of hospital stay. 

 

 

 

 

Figure 7: Distribution of subjects according to ICU stay. 
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Figure 8: Distribution of subjects according to renal failure (36% patients had renal failure, 19% were managed 

conservatively, and 17% underwent dialysis) 

 

 

 

 

Figure 9: Distribution of subjects according to Mechanical Ventilation. 
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Figure 10: Distribution of subjects according to hospital acquired infection. 

 

 

 

 

 

 

                                                 Figure 11: Distribution of subjects according to mortality. 
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The following table gives the association of different variables with risk score. 

Table 6: Association of different variables with risk score 

Variables Sub Category Low risk (≤5) Moderate risk (6-7) High risk (>8) p-value 

Age (years) 

Mean ± SD 

Median (Min, Max) 

47.42 ± 14.02 

50 (24, 80) 

51.09 ± 14.56 

51.5 (20, 76) 

57.76 ± 14.05 

59.5 (26, 90) 

0.0063A* 

Gender 

Female 9 (25%) 5 (22.73%) 10 (23.81%) 

0.9801C 

Male 27 (75%) 17 (77.27%) 32 (76.19%) 

Hb (gm%) 

Mean ± SD 

Median (Min, Max) 

12.23 ± 2.56 

12.35 (3.3, 17) 

10.55 ± 1.78 

10.25 (7.4, 14.6) 

10 ± 2.41 

10.4 (4.7, 15.3) 

< 0.001A* 

TLC 

(cells/mm3) 

Mean ± SD 

Median (Min, Max) 

11711.11 ± 5614.85 

10245 (4090, 29500) 

11909.55 ± 5035.23 

10300 (5100, 22760) 

20366.86 ± 10542.32 

18745 (3610, 49180) 

< 0.001K* 

S. Na (Meq/L) 

Mean ± SD 

Median (Min, Max) 

137.31 ± 4.45 

138 (122, 147) 

134.5 ± 6.7 

136.5 (116, 146) 

131.43 ± 6.94 

133 (113, 148) 

< 0.001K* 

S. Creatinine 

(mg%) 

Mean ± SD 

Median (Min, Max) 

1.12 ± 0.56 

1.04 (0.44, 3.99) 

2.77 ± 3.74 

1.41 (0.55, 16.33) 

2.37 ± 1.66 

1.94 (0.47, 7.99) 

< 0.001K* 

S. Glucose (mg 

%) 

Mean ± SD 

Median (Min, Max) 

110.06 ± 30.95 

109 (36, 182) 

106.5 ± 24.58 

109.5 (66, 152) 

107.6 ± 59.75 

97 (33, 413) 

0.95A 

CRP (mg %) 

Mean ± SD 

Median (Min, Max) 

22.34 ± 38.89 

8.64 (0.5, 180.64) 

76.13 ± 88.44 

38.43 (0.86, 279.81) 

129.49 ± 83.91 

128.82 (8.12, 282.01) 

< 0.001K* 

Number of  

days of 

hospitals stay 

> 7 days 9 (25%) 15 (68.18%) 33 (78.57%) 

<0.001C* 

≤ 7 days 27 (75%) 7 (31.82%) 9 (21.43%) 

ICU stay No 29 (80.56%) 17 (77.27%) 20 (47.62%) 0.0042C* 

Yes 7 (19.44%) 5 (22.73%) 22 (52.38%) 

Renal failure Conservative 1 (2.78%) 6 (27.27%) 12 (28.57%) < 0.001MC* 

Dialysis 1 (2.78%) 3 (13.64%) 13 (30.95%) 

No 34 (94.44%) 13 (59.09%) 17 (40.48%) 
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Mechanical 

Ventilation 

No 36 (100%) 20 (90.91%) 39 (92.86%) 0.2954MC 

Yes (0%) 2 (9.09%) 3 (7.14%) 

Hospital 

acquired 

infection 

No 35 (97.22%) 21 (95.45%) 38 (90.48%) 0.5827MC 

Yes 1 (2.78%) 1 (4.55%) 4 (9.52%) 

Mortality No 34 (94.44%) 19 (86.36%) 30 (71.43%) 0.0295MC 

Yes 2 (5.56%) 3 (13.64%) 12 (28.57%) 

 

 

Abbreviation: MC – Chi square test with Monte Carlo simulation, C – Chi square test, A – One-way ANOVA 

 K – Kruskal Wallis test, * indicates statistical significance. 

 

From Chi square test, we observe that, there is significant association of number of hospitals stay, ICU stay, renal  

failure and mortality with risk. However, there is no significant association of gender, mechanical ventilation,  

hospital acquired infection with risk. 

 

From one-way ANOVA, we observe that, there is significant difference in Haemoglobin over risk. There is no  

significant difference in mean Serum Glucose and mean age over risk. 

 

From Kruskal Wallis test, we observe that, there is significant difference in the distribution of TLC, Serum sodium,  

Serum Creatinine and CRP over risk.  
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Discussion 

 

The present study was done on 100 patients who were admitted in Shri Dharmasthala Manjunatheshwara College of  

Medical sciences and hospital from November 2019 to October 2020. In this study, we aimed to validate the  

effectiveness of LRINEC score as a prognostic and diagnostic marker. The study was conducted on 100 patients   

admitted in Shri Dharmasthala Manjunatheshwara college of medical sciences and hospital.  From the study, we  

found various observations, which are as follows. 

 

Demography: 

The age of the patients ranged from 20 to 90 years with mean age of 52.57 ± 14.76 years. 76 % patients were males  

and 24% were females with a gender ratio of 3.17:1. 

 

Correlations of LRINEC score with diagnosis: 

Out of 100 patients, 57 % were diagnosed with cellulitis and 43 % were diagnosed with necrotizing fasciitis  

clinically. The LRINEC score were divided into low risk score (≤5), moderate risk score (6-7) and high risk score  

(>8). 

 

Among the 57 patients diagnosed with cellulitis, 31 patients had a low risk - LRINEC score (86.11%) which was  

statistically significant. with p-value of <0.001.  

Among the 43 patients diagnosed with necrotizing fasciitis, 5 patients had a low risk LRINEC score (13.89%)   

Among the 43 patients diagnosed with necrotizing fasciitis, 38 patients had either moderate or high- risk scores  

(59.38%), which was statistically significant with p-value of <0.001.  

Among the 57 patients diagnosed with cellulitis, 26 patients had either moderate or high risk scores (40.63%). 
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Muhammad Abdullah et al evaluated the reliability of LRINEC score and reported that LRINEC score has a variable  

range of sensitivity (43.2-80%), positive predictive value (57-64%) and negative predictive value (42-86%). The  

LRINEC score ≥6 correlates well with diagnosis of NF and concluded that there is Level 3 evidence that LRINEC  

score can aid in clinical diagnosis of necrotizing fasciitis 27 

 

Accuracy of LRINEC score in correlating with diagnosis: 

From the Receiver Operating Characteristic (ROC) curve, with an optimal cut off point set as LRINCE score of >6,  

it is found that the Area under curve (AUC) is 0.748, LRINEC score has 70.18 % sensitivity and 72.09 % specificity  

in predicting NSTI, with a positive predictive value (PPV) of 76.92% and negative predictive value (NPV) of  

64.58% and odds ratio of 1.45. 

 From logistic regression, we observe that LRINEC score has significant role in prediction of NSTI with p-value of  

<0.001.  

 

Using the ROC curve, patients were divided into two groups (1) LRINEC score ≤6 (2) LRINEC score  

>6. 

Among the 52 patients, with a LRINEC score ≤6, 42 patients were diagnosed with cellulitis (76.92%), which was 

statistically significant, with p-value of <0.001.  

Among the 52 patients, with a LRINEC score ≤6, 12 patients were diagnosed with necrotizing fasciitis (23.08%), 

Among the 48 patients, with a LRINEC score >6, 31 patients were diagnosed with necrotizing fasciitis (64.58%)  

which was statistically significant, with p-value of <0.001 

Among the 48 patients, with a LRINEC score >6, 17 patients were diagnosed with cellulitis (35.42%).  
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Correlations of LRINEC score with management: 

It is observed from the study that 43 patients were managed conservatively and 57 patients underwent surgery, out  

of these, 9 patients underwent re-surgery. 

 

Out of the 36 patients with low risk LRINEC score, 25 patients underwent conservative management (69.44%),  

which was statistically significant with a p-value <0.001, and 11 patients out of the 36 patients with low LRINEC  

score underwent surgery.   

 

Out of 64 patients with either moderate or high risk LRINEC score, 46 patients underwent surgery (71.9%), which  

was statistically significant with a p-value <0.001. 9 patients out of these 46 patients underwent re-surgery  

(19.56%). 

 Out of 64 patients with either moderate or high risk LRINEC score, 18 patients received conservative management  

(28.13%). 

 

Using the ROC curve, patients were divided into two groups (1) LRINEC score ≤6 (2) LRINEC score  

>6. 

Among the 52 patients, with a LRINEC score ≤6, 33 patients received conservative management (63.46%), which   

was statistically significant, with p-value of <0.001.  

Among the 52 patients, with a LRINEC score ≤6, 19 patients underwent surgery (36.54%), 

Among the 48 patients, with a LRINEC score >6, 38 patients underwent surgery (79.16%), which was statistically  

significant, with p-value of <0.001. 9 patients out of these 38 patients underwent re-surgery. 

Among the 48 patients, with a LRINEC score >6, 10 patients received conservative management (20.83%). 

 

Kumar N et al in his study of 60 patients with NSTI concluded that 11 patients (18.3%) were treated conservatively  

with a mean LRINEC score of 6.36 ± 2.84 and belonged to the low- risk category. 34 

18 patients (30%) underwent extensive/serial debridement with a mean score of 8.67±1.28.  14 patients (23.33%)  

had to undergo fasciotomy with a mean score of 7.93±0.92 and amputation was performed in 16 patients (26.67%)  
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with a high mean score of 10.56±1.03, where all patients come under the high-risk category.34hence, correlating well  

with LRINEC score and management.34 

 

Correlations of LRINEC score with complications: 

From the study, we observe that a moderate to high risk LRINEC score has significant association with  

complications. A high risk LRINEC score had significant association with number of days of  

hospital stay, ICU stay, renal failure and mortality. However, score was not able to correlate with need of   

mechanical ventilation and risk of hospital acquired infection. 

 

With low risk LRINEC score (<5), the following observations are noted. 

Out of the 36 patients with low risk score, 27 patients (75%) had a hospital stay ≤7 days while 9 patients required  

hospital stay > 7 days duration. 29 patients  

 

(80.56%) do not require ICU stay and only 7 patients (19.44%) required ICU stay. 34 patients (94.44%) did not have  

renal failure, 2 patients had renal failure, 1 patient (2.78%) with renal failure was managed conservatively and 1  

patient (2.78%) with renal failure was managed with dialysis. 

 

None of the patients with low risk score required mechanical ventilation.  1 patient (2.78%) had hospital acquired  

infection. Only 2 patients (5.56%) with low risk score died during the hospital stay   

 

With moderate risk LRINEC score (6-7), the following observations are noted. 

Out of 22 patients with moderate risk score, 7 patients (31.82%) had hospital stay ≤7 days while 15 patients 

(68.18%) required hospital stay > 7 days duration.  

17 patients (77.27%) did not require ICU stay and only 5 patients (22.73%) required ICU stay. 13 patients, (59.09%)  

did not have renal failure. 9 patients had renal failure, out of which, 6 patients (27.27%) were managed  

conservatively and 3 patients (13.64%) underwent dialysis. 

Only 2 patients (9.09%) required mechanical ventilation. Only 1 patient (4.55%) developed hospital acquired  
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infection. 3 patients (13.64%) with moderate risk score died during hospital stay.   

 

With high risk LRINEC score (>8), the following observations are noted. 

Out of 42 patients with high risk, 9 patients (21.43%) had hospital stay of ≤7 days while 33 patients (78.57%)  

required hospital stay > 7 days duration. 20 patients (47.62%) did not require ICU stay and 22 patients (52.38%)  

required ICU stay. 17 patients, (40.48%) did not have renal failure. 15 patients had renal failure, out of which 12  

patients (28.57%) were managed conservatively and 13 patients (30.95%) underwent dialysis. 

Only 3 patients (7.14%) required mechanical ventilation. Only 4 patients (9.52%) developed hospital acquired  

infection. During the hospital stay. 12 patients (28.57%) with high risk score died.   

 

Kumar N et al in his study of 60 patients with NSTI found that higher LRINEC score was found to significant  

correlation with longer duration of hospital stay with a correlation coefficient of 0.345 and p- value 0.0069.34 

 

El-Menyar A et al conducted a retrospective analysis of 294 patients with NSTI. In his study, patients were  

broadly divided into Group 1 (LRINEC < 6) and Group 2 (LRINEC ≥ 6), and outcomes of the study were   

hospital stay, septic shock and hospital stay. He found that Group 2 had longer hospital stay (p-value of 0.001),  

more Sequential Organ Failure Assessment (SOFA) score (p-value of 0.001), prolonged ICU care, more septic  

shock (p-value of 0.001) and mortality (p-value of 0.005).35 
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CONCLUSION 

 

The LRINEC (Laboratory Risk Indicator for Necrotizing Fasciitis) score is a useful, adjunctive tool to diagnose 

necrotizing soft tissue infections. Here in our study, we aimed to evaluate the diagnostic and prognostic capability of 

the LRINEC scoring system.  

From our study, we found that LRINEC score ≤ 6 was significantly correlating with a diagnosis of cellulitis. A 

majority of these patients went for conservative management. A score of > 6 was significantly correlating with a 

diagnosis of necrotizing fasciitis and most of patients went for surgery as primary treatment modality. 

From the study, we observe that LRINEC score > 6 was able to correlate with complications such as number of days 

of hospital stay, ICU stay, renal failure and mortality.  

Hence, we conclude that LRINEC scoring system is a good diagnostic and prognostic marker. Although the 

LRINEC scoring system can be used to correlate with diagnosis of necrotizing soft tissue infections and predict 

complications, the ultimate diagnosis and treatment should be decided by the surgeon based on his clinical expertise. 

Furthermore, a study with a bigger sample size is required to validate its role as a diagnostic and prognostic marker. 
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SUMMARY 

 

Necrotizing soft tissue infections of the limbs are commonly encountered in the emergency and out-patient 

department. It ranges from cellulitis to necrotizing fasciitis and has wide range of causes and requires treatment 

either conservatively or surgery However, there is no definite clinical guidelines or markers which can help in 

diagnosis of NSTI and predicting the prognosis in these cases. The aim of the study is to validate the diagnostic and 

prognostic capabilities of the LRINEC scoring system.  

The prospective analytical study was conducted on 100 patients fulfilling the inclusion criteria, admitted in Shri 

Dharmasthala Manjunatheshwara College of medical sciences and hospital, Dharwad, from November 2019 to 

October 2020, after obtaining ethical clearance from Institutional Ethical Committee of Shri Dharmasthala 

Manjunatheshwara College of medical sciences and hospital, Dharwad and informed written consents from patients. 

From our study we found that LRINEC score ≤ 6 was able to correlate with cellulitis and majority of these patients 

went for conservative management.  A score of > 6 was able to correlate with necrotizing fasciitis and most of these 

patients went for surgery as primary treatment modality. The score had 70.18 % sensitivity and 72.09 % specificity 

and with a positive predictive value (PPV) of 76.92% and negative predictive value (NPV) of 64.58% and odds ratio 

of 1.45 in diagnosing NSTI.  

From the study, we observe that LRINEC score of less than 6 had a hospital stay of less than 7 days, fewer ICU 

requirements, fewer cases of renal failure and mortality. 

While, a score more than 6 was associated with hospital stay more than 7 days, need for ICU stay, renal failure 

which required dialysis. 

The scoring system was not able to correlate score with mechanical ventilation, hospital acquired infection. 
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ANNEXURE 

SDM COLLEGE OF MEDICAL SCIENCES AND HOSPITAL 

MANJUSHREE NAGAR, SATTUR, DHARWAD (KARNATAKA)-580009 

INFORMED CONSENT 

Name of the participant:  

Name of the principal investigator:  

Name of the institution: SDM COLLEGE OF MEDICAL SCIENCES, MANJUSHREE NAGAR, SATTUR, 

DHARWAD-580009  

 

 I, _______________________________________________, have read the information in this form (or have been 

read to me). I was free to ask any questions and they have been answered. I am over 18 years of age and, exercising 

my free power of choice, hereby give my consent to be included as a participant “EFFECTIVENESS OF THE 

‘LRINEC SCORE’ AS A DIAGNOSTIC AND PROGNOSTIC MARKER IN NECROTIC SOFT TISSUE 

INFECTIONS 

 

I have read and understood this consent form and the information provided to me. 

I have been explained in my vernacular language about the study being conducted. 

I have been explained the consent document and nature and aim of study. 

1. My rights and responsibilities have been explained to me by the investigator. 

2. I have informed the investigator of all treatments I am taking or have taken in the past. 

3. I agree to cooperate with the investigator and I will inform him immediately if I suffer from unusual 

symptoms. 

4. I am aware of the fact that I can opt out of the study at any time without having to give any reason and this 

will not affect my future treatment in the hospital. I am also aware that the investigators may terminate my 

participation in the study at any time, for any reason, without my consent. 

5. I hereby give permission to the investigators to release the information obtained from me as result of 

participation in this study to the sponsors, regulatory authorities, Government agencies and the ethics 

committee. I understand that they may inspect my original records.  

6. My identity will be kept confidential if my data are publicly presented.  

7. I have had my questions answered to my satisfaction. 
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8. I have decided to be in the research study.  

 

Date:                                                                                  Patient signature with name  

Time:                                                                                 

                                                                                           Witness: 

                                                                                           Relationship to patient 

 

I hereby state that the study procedures were explained in detail and all questions were fully and clearly answered to 

the above-mentioned participant and relative.                                                                                                                                                                                                                           

   

 

Signature of the investigator 
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ಮಾಹಿತಿಕಾನ್ಸ ೆಂಟ್ಫಾ ರ್ಮ್ 

 

ಪಾಲಿಟೌ್ರಮಾಪೌ್ಕರಣಗಳಲಿಿಮರಣವನ್ನು ಮುನ್ಸಸ ಚಿಸುವಲಿಿಪ್ರಿಷ್ಕ ೃತಟೌ್ಫಮಾಸ್ಕ ೋಮ್ತ್ತು ಕಂಪಾಲಾಟೌ್ರಮಾ

ಸ್ಕ ೋರ್ಗಳಸಾಮರ್್ಥ ್ದನಡುವಿನಹೋಲಿಕೆ 

 

1. ಕೈಗೆಂಡಅಧ್್ ಯನವುಶೈಕ್ಷಣಿಕಉದ್ದ ೋಶಮತ್ತು ರೋಗಿಯಚಿಕಿತ್ಸಸ ಗಾಗಿ. 

ಯಾವುದೇಹೆಚ್ಚು ವರಿಕೆಲಸಗಳನ್ನು ಮಾಡಲಾಗುವುದಿಲಿ . 

ಮಾಡಿದಕೆಲಸವುರೋಗಿಯಚಿಕಿತ್ಸಸ ಯದೃಷಿ್ಟ ಯೆಂದಮಾತೌಇರುತು ದ್. 

2. 

ಈಅಧ್್ ಯನವನ್ನು ನನಗೆವಿವರಿಸಲಾಗಿದ್ಮತ್ತು ಅಧ್್ ಯನವುಏನನ್ನು ಒಳಗೆಂಡಿರುತು ದ್ಎೆಂಬುದನ್ನು ನಾನ್ನಅ

ರ್ಥ್ಮಾಡಿಕೆಂಡಿದ್ದ ೋನ್ಮತ್ತು ಆದದ ರಿೆಂದಅಧ್್ ಯನದಲಿಿಭಾಗವಹಿಸಲುನಾನ್ನಒಪ್ಪು ತ್ಸು ೋನ್. 

3. 

ಮೇಲೆಹೇಳಿದಯಾವುದೇಕಾಯ್ವಿಧಾನವನ್ನು ಮುೆಂದುವರಿಸಲುಅನ್ನಮತಿನೋಡಲುನಾನ್ನನರಾಕರಿಸಬಹುದು

ಎೆಂದುನಾನ್ನಅರ್ಥ್ಮಾಡಿಕೆಂಡಿದ್ದ ೋನ್. 

4. ಅಧ್್ ಯನವುಸಾಮಾನ್ ಮತ್ತು ಕಿಿನಕಲು ರಿೋಕೆೆಯನ್ನು ಒಳಗೆಂಡಿರುತು ದ್. 

ಮೇಲೆಹೇಳಿದಪ್ರಿೋಕೆೆ ಗಳುಅಧ್್ ಯನದಉದ್ದ ೋಶಕಾಕ ಗಿಮತ್ತು ನನು ಚಿಕಿತ್ಸಸ ಗೆಸಹಾಯಮಾಡುತು ವೆ. 

5. 

ನನು ಆಸು ತೌ್ಸಯದಾಖಲೆಗಳನ್ನು ಅಧ್್ ಯನಮತ್ತು ಚಿಕಿತ್ಸಸ ಯಉದ್ದ ೋಶಕಾಕ ಗಿಬಳಸುವುದರಬಗೆೆನನಗೆವಿವರಿಸಲಾಗಿದ್

ಮತ್ತು ಇದಕಾಕ ಗಿನನು ಆಸು ತೌ್ಸಯದಾಖಲೆಗಳನ್ನು ಬಹಿರಂಗಪ್ಡಿಸಲುನಾನ್ನಒಪ್ಪು ತ್ಸು ೋನ್ಮತ್ತು ಯಾವುದೇಮೂರನೇ

ವ್ ಕಿು ಗಳಿಗೆಮಾಹಿತಿಯನ್ನು ಬಹಿರಂಗಪ್ಡಿಸುವುದಿಲಿ ಎೆಂದುಭರವಸೆನೋಡಲಾಗಿದ್ 

 

 

ರೋಗಿಯಸಹಿ ………………………………………… 

 

ಪೂಣ್ಹೆಸರು………………………………………………………….. 

 

ದಿನಾೆಂಕ …………………… .. 
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ಪೂತಿ್ವಿಳಾಸ…………………………………………………………. 

 

 

ಕಾಯ್ವಿಧಾನವನ್ನು ರೋಗಿಗೆವಿವರಿಸಿದಾಗನಾನ್ನಪೌ್ಸುು ತವಾಗಿದ್ದ ೋನ್ಮತ್ತು ಕಾಯ್ವಿಧಾನಕಾಕ ಗಿಅವನ / 

ಅವಳಕನ್ಸ ೆಂಟ್ಅನ್ನು ನಾನ್ನತಿಳಿದಿದ್ದ ೋನ್ 

 

 ಸಾಕೆಿಯಸಹಿ ………………………………………. 

(ಸಾಕೆಿ ಅಧ್್ ಯನದೆಂದಿಗೆಸಂಪ್ಕ್ಹೆಂದಿದವ್ ಕಿು ಯಾಗಿರಬಾರದು) 

 

ಪೂಣ್ಹೆಸರು…………………………………………………………… 

ದಿನಾೆಂಕ …………………. 

ಪೂತಿ್ವಿಳಾಸ……………………………………………………………………………. 
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PROFORMA 

 

Serial no:                                 DOA:                               DOD: 

 

NAME:                                   AGE:                                 SEX: 

 

IP NO:                                      MR NO: 

 

DIAGNOSIS: 

 

DURATION OF ILLNESS: 

 

COMORBID ILLNESS:        

 

Factors Values Score 

Total leukocyte count   

 

Haemoglobin (g/dL) 

 

  

Serum Sodium (meq/L)   

Serum Creatinine (mg/dL)   

Serum Glucose (mg/dL)   
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C–Reactive Protein (mg/dL)   

 

TOTAL SCORE = 

 

LOW RISK =   ≤ 5 

MODERATE RISK = 6-7 

HIGH RISK = ≥8 

 

1) TREATMENT:                

 

A) CONSERVATIVE: 

B)  SURGERY, NATURE OF SURGERY: 

 

2) DURATION OF HOSPITAL STAY: 

 

3) ICU STAY: YES/NO 

NUMBER OF DAYS OF ICU STAY: 

 

4) RENAL FAILURE: YES/NO 

 

5) MECHANICAL VENTILATION: YES/NO 

 

6) ANY HOSPITAL ACQUIRED INFECTION: YES/NO 

 

7) IF MORATALITY: YES/ NO 

IF YES, DAY OF MORTALITY: 
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    INVESTIGATIONS     COMPLICATIONS

≤ 7 days - 1 

> 7 days - 2

AGE(years) SEX DIAGNOSIS HB( gm%) TLC( cells/mm3) S. Na(meq/L) S. CREATININE (mg%) S. Glucose(mg%) CRP ( mg%) TOTAL SCORE RISK SCORING MANAGEMENT NO. OF HOSPITAL STAY  ICU STAY RENAL FAILURE MECHANICAL VENTILATION HOSPITAL AQUIRED INFECTION MORTALITY

46 female cellulitis 9.9 10760 140 0.88 138 1.17 2 low risk conservative 1 yes no no no no

65 male  necrotizing fascitis 10.9 10410 136 0.58 77 95.63 6 moderate risk surgery 1 no no no no no

61 male  cellulitis 9.9 13150 134 16.33 142 12.24 6 moderate risk conservative 2 no conservative no no no

27 male cellulitis 16.6 23410 147 1.16 104 0.72 2 low risk conservative 1 yes no no no no

36 male necrotizing fascitis 9.9 9250 137 0.81 95 36 6 moderate risk surgery 1 no no no no no

28 male  cellulitis 14.6 19820 141 1.17 125 8.64 1 low risk conservative 1 yes no no no no

49 male cellulitis 12.4 9840 136 0.81 120 3.88 3 low risk conservative 1 no no no no no

57 female cellulitis 9.8 12860 134 9.93 109 2.77 6 moderate risk conservative 2 yes dialysis no no no

48 male cellulitis 15.1 7990 138 0.92 110 0.5 0 low risk conservative 1 no no n0 no no

30 male  cellulitis 14.8 9260 140 1.06 163 2.56 0 low risk conservative 1 yes no no no no

54 male  cellulitis 13.7 9060 140 1.02 121 1.43 0 low risk conservative 1 no no no no no

52 male cellulitis 14.6 19820 140 1.17 161 8.64 1 low risk conservative 1 yes no no no no

32 male  cellulitis 14.4 10680 137 0.98 92 2.32 0 low risk conservative 1 no no no no no

68 female cellulitis 9.7 29500 140 1.08 36 0.5 4 low risk conservative 1 yes no no no no

68 male cellulitis 7.1 12330 134 1.76 105 132.86 8 high risk conservative 2 no conservative no no yes

59 male cellulitis 12.2 19730 132 1.74 116 224.4 10 high risk conservative 2 no no no no no

65 male  cellulitis 9.1 18730 113 1.9 50 54.94 10 high risk surgery 2 yes dialysis no no no

65 male  cellulitis 11.5 21230 136 2.71 83 23.26 8 high risk conservative 1 no conservative no no no

24 male cellulitis 14.2 7410 139 0.78 90 7.86 0 low risk surgery 2 no no no no no

53 male  cellulitis 12.4 8300 138 0.89 121 20.4 5 low risk conservative 1 no no no no no

45 female  cellulitis 9.5 7600 145 1.57 122 23.85 6 moderate risk conservative 1 yes conservative yes yes no

31 male cellulitis 8.4 17120 134 1.17 110 163.45 9 high risk conservative 1 no no no no yes

59 male  necrotizing fascitis 10.8 27320 138 2.42 54 277.37 10 high risk resurgery 2 no conservative no no no

55 male  cellulitis 11.9 12970 137 0.97 98 106.4 5 low risk surgery 1 no no no no no

55 male cellulitis 13.7 11470 141 1.14 92 40.53 5 low risk conservative 1 no no no no no

38 male cellulitis 6.7 13300 123 0.93 76 79.96 8 high risk conservative 1 no no no no no

38 male  cellulitis 12.7 22760 137 1.12 127 235.53 6 moderate risk conservative 2 no no no no no

44 female  cellulitis 10.1 7700 140 0.55 112 71.02 6 moderate risk conservative 1 no no no no no

60 male  necrotizing fascitis 14.6 13420 135 2.01 108 265.99 6 moderate risk surgery 1 no no no no no

55 female  cellulitis 11.5 10540 137 0.65 89 119.79 5 low risk conservative 1 no no no no no

71 male  cellulitis 5.5 49180 135 2.79 95 250.05 10 high risk surgery 1 yes dialysis no no no

62 male  cellulitis 9.4 15730 117 6.82 87 131.93 11 high risk conservative 1 yes dialysis no no yes

23 female cellulitis 10.8 8030 137 0.76 76 16 6 moderate risk conservative 1 no no no no yes

76 male  necrotizing fascitis 11.9 13150 126 1.29 152 189.42 7 moderate risk surgery 2 no no no no no

45 male  necrotizing fascitis 6.9 10170 129 3.32 49 277.45 10 high risk surgery 2 yes dialysis no no no

52 female necrotizng fascitis 10.5 8720 126 1.56 65 91.54 8 high risk surgery 2 yes no no no no

58 female cellulitis 11.3 11910 140 1.41 109 17.6 5 low risk conservative 1 no no no no no

53 female   cellulitis 12.8 6910 140 1.27 129 19.02 5 low risk conservative 1 no no no yes no 

48 male  cellulitis 8.9 8560 116 5.42 105 7.4 6 moderate risk conservative 2 yes dialysis no no no

50 male cellulitis 9.7 4090 135 0.86 89 6 2 low risk conservative 2 no no no no no 

40 male  cellulitis 4.7 34100 136 2.48 140 35.91 10 high risk conservative 2 yes no yes no no

48 male cellulitis 9.6 5100 126 3.99 66 0.86 6 moderate risk conservative 2 yes conservative yes no yes

59 female  cellulitis 10.2 17610 141 1.32 145 2.23 3 low risk conservative 1 no no no no yes 

45 female necrotizing fascitis 10.4 8890 133 0.67 82 28.04 8 high risk resurgery 2 no no no no no

46 male cellulitis 7.4 16340 138 1.34 113 99.26 7 moderate risk conservative 2 no no no non no

67 male necrotizing fascitis 11.9 37630 138 2.23 186 82.17 10 high risk surgery 2 no conservative no no no

75 male  necrotizing fascitis 10.3 16980 135 2.48 133 261.43 9 high risk resurgery 2 yes  conservative no no no

38 male necrotizing fascitis 13.5 44560 129 0.67 91 169.74 9 high risk surgery 2 no no no no yes

57 female cellulitis 12.8 19980 144 1.65 66 107.75 8 high risk surgery 2 no  conservative no no no

35 male cellulitis 7.7 7410 131 1.56 124 9.63 4 low risk conservative 1 no  conservative no no no

60 female  necrotizing fascitis 10.9 7960 129 1.89 83 1.03 6 moderate risk surgery 2 no  conservative no no no

45 male necrotizing fascitis 12.5 5600 139 1.13 120 62.82 5 low risk surgery 2 no no no no no

40 male necrotizing fascitis 12.5 10190 132 1.27 78 90.6 7 moderate risk surgery 2 no no no no no

60 female necrotizing fascitis 10 18580 139 1.75 97 144.75 9 high risk surgery 2 yes conservative no no no

29 male  cellulitis 14.4 8190 141 0.95 182 6.88 1 low risk conservative 2 nno no no no no

32 female cellulitis 12.3 7750 136 0.85 89 1.14 1 low risk conservative 1 no no no no no

62 male  necrotizing fascitis 11.8 17630 134 1.17 67 8.12 4 low risk surgery 2 no no no no no

58 female  necrotizing fascitis 10.4 27850 125 5.62 77 131.33 8 high risk surgery 2 yes dialysis no yes no

44 male cellulitis 11.4 35220 140 4.23 121 143.85 9 high risk surgery 2 yes dialysis no no no

78 male  necrotzing fascitis 6.5 33190 129 3.87 136 234.14 10 high risk conservative 2 yes dialysis no no yes

77 male  necrotizing fascitis 11.2 20020 130 1.12 125 231.89 8 high risk surgery 2 no no no no yes

58 male  cellulitis 12.1 9130 138 0.87 86 10.81 1 low risk conservative 1 no no no no no

62 male necrotizing fascitis 10.4 9160 139 1.48 118 20.34 6 moderate risk surgery 2 no no no no no

74 male cellulitis 10.4 8580 146 0.81 85 40.86 6 moderate risk surgery 1 no no no no no

50 male cellulitis 9.6 5100 126 3.99 89 0.86 4 low risk surgery 2 yes dialysis no no no

62 male  cellulitis 10.7 24990 132 2.17 71 20.6 11 high risk surgery 2 no conservative no no yes

26 male  necrotizing fascitis 8.7 18760 123 7.99 102 151.6 9 high risk resurgery 2 yes dialysis no no no

70 male  necrotizing fascitis 11.4 22340 133 3.13 110 236.24 10 high risk surgery 1 yes dialysis no no no

73 male  necrotizing fascitis 13.5 25470 138 2.15 100 23.95 9 high risk surgery 2 no conservative no no yes

60 female necrotizing fascitis 11.3 15130 138 2.12 97 144.75 8 high risk surgery 2 no conservative no no no

57 male necrotizing fascitis 7.5 15710 137 1.66 138 110.57 7 moderate risk surgery 2 no conservative no no no

66 male  cellulitis 10 17300 123 2.02 83 125.38 11 high risk surgery 2 yes dialysis no yes no

54 male necrotizing fascitis 11.1 11920 132 1.84 33 212.21 9 high risk resurgery 2 yes no no no yes

54 male  cellulitis 14.2 18300 140 1.63 99 62 5 low risk surgery 1 no no no no yes

63 male  necrotizing fascitis 12.6 19420 133 1.97 413 55.4 11 high risk surgery 2 yes conservative no no no

44 male  cellulitis 10.9 22,230 137 0.75 127 44.43 7 moderate risk surgery 2 no no no no yes

75 female cellulitis 11 5820 140 1.13 110 0.5 1 low risk conservative 1 no no no no yes

40 male cellulitis 17 10040 136 1.37 126 0.99 0 low risk conservative 1 no no no no no

60 male cellulitis 11 10480 134 0.99 109 9 3 low risk conservative 1 no no no no no

54 female  cellulitis 5.4 6370 129 1 120 24.31 8 high risk surgery 1 no no no no no

40 male  necrotizing fascitis 13.2 7480 140 1.48 103 20.38 5 low risk surgery 2 no no no no no

46 male  cellulitis 11 10040 136 0.99 180 16.35 5 low risk conservative 1 no no no no no

55 male necrotizing fascitis 14.1 21050 137 4.85 110 18.98 7 moderate risk surgery 2 yes dialysis no no no

48 male  cellulitis 11.4 35000 133 4 124 130.69 9 high risk surgery 2 yes dialysis no no no

70 female  necrotizing fascitis 10 20018 130 1.12 146 126.96 9 high risk surgery 1 yes no no no yes

57 male  necrotizing fascitis 15.3 15690 128 1.88 165 213.32 9 high risk surgery 2 yes conservative yes yes yes

50 male necrotizing fascitis 8.2 11750 133 0.47 86 38.44 8 high risk surgery 2 no no no no no

45 male necrotizing fascitis 10.4 8890 133 0.67 82 28.04 8 high risk resurgery 2 no no no no no



30 male cellulitis 13.3 10450 135 0.52 110 20.46 5 low risk surgery 2 no no no no no

50 female cellulitis 11.2 18870 133 1.1 86 12.64 4 low risk surgery 2 no no no no no

73 male  necrotizing fascitis 7.3 3610 131 1.01 116 15.62 8 high risk resurgery 2 no no no no no

53 female  necrotizing fascitis 9 34500 148 1.36 108 120.63 8 high risk resurgery 2 yes no no no no

25 male necrotizing fascitis 3.3 13100 122 0.44 60 10.89 4 low risk surgery 1 no no no no no

20 male  necrotizing fascitis 9.8 6550 135 0.59 128 279.81 6 moderate risk surgery 2 no no no no no

80 male  necrotizing fascitis 11.2 14860 135 0.72 90 180.64 5 low risk surgery 1 no no no no no

30 male  necrotizing fascitis 13.1 4100 124 3.45 88 100.45 9 high risk surgery 2 yes dialysis yes yes no

65 male  necrotizing fascitis 9.6 12250 126 1.88 72 12.36 6 moderate risk surgery 2 no conservative no no no

66 male  necrotizing fascitis 7.3 11710 117 5.19 200 282.01 11 high risk surgery 2 yes dialysis no no no

90 female  necrotizing fascitis 10.4 20250 133 0.75 64 101.68 9 high risk conservative 1 no no no no no

62 male  necrotizing fascitis 11.6 17630 134 1.17 67 8.12 8 high risk resurgery 2 no no no no no


