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Necrotizing fasciitis in a patient with Chiari 
malformation Type II - a family case analysis
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Abstract 
The biopsychosocial approach to healthcare is fundamental to Family and Community Medicine specialists. 
Using the patient-centered, family-focused, community-oriented (PFC) matrix, the interplay of a myriad 
of biomedical and psychosocial factors is assessed in order to provide a thorough medical management 
that is custom-made to meet the needs and inherent values of a patient and his/her family. Family 
assessment tools are also utilized to better understand the family dynamics of a patient that may impact 
on the prescribed management plan. In addition, social determinants of health are evaluated to ascertain 
which ones may facilitate or hamper proper utilization of community resources. This family case analysis 
documented the medical ordeal of a young professional who had been diagnosed with two rare medical 
conditions: necrotizing fasciitis and Chiari malformation Type II. Employing the PFC matrix, the Family 
and Community Medicine specialist was able to provide inter-disciplinary care for the patient and his 
family in a holistic manner by recognizing patient needs, creating an enabling family support environment, 
and helping the family unit navigate various community resources.   
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Physiology defines homeostasis as the ability of  
any living organism to keep the conditions inside 

it the same, despite the myriad of  changes in its living 
environment or the presence of  various stimuli, in 
order to maintain the state of  internal balance. In 
the context of  Family and Community Medicine, 

homeostasis can likewise be defined as the ability of  a 
social unit (e.g., family or community) to respond and 
adapt to the psychosocial variables that are present, 
whenever an individual is subjected to a chronic 
medical condition or physical ordeal. It is assumed 
that in a functional unit, medical problems can initially 
shift the balance to one direction, but through the 
development of  positive coping mechanisms among 
its members, the social unit will eventually regain its 
homeostasis. In contrast, dysfunctionality of  a family 
often leads to disruptive adaptive behaviors among its 
members, which can result in further disintegration 
of  social ties of  a familial unit during medical crises.  
 In 1977, American psychiatrist George Engel 
proposed a biopsychosocial model that included social 
and psychological factors as crucial determinants of  
disease and illness. According to his new framework, 
the subsystems of  the body interact to produce 
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successively more complex biologic systems, which are 
simultaneously affected by social and psychological 
variables. The organism is thus conceptualized in 
terms of  complex interacting systems of  biologic, 
psychological, and social forces, and neither disease 
nor illness is seen as understandable only in terms 
of  smaller biologic components. Engel believed that 
systemic interactions of  biopsychosocial factors were 
relevant to all disease processes and to the individual’s 
experience of  illness. Accordingly, understanding a 
person’s response to a disease requires consideration 
of  interacting factors such as the social and cultural 
environment, the individual’s psychological resources, 
and the biochemistry and genetics of  the disorder in 
the population.1 
 The biopsychosocial model was proposed as a 
scientific paradigm by Engel, who encouraged the 
clinician to observe biochemical and morphologic 
changes in relation to a patient’s emotional patterns, 
life goals, attitudes toward illness, and social 
environment. Engel reasoned that the brain and 
peripheral organs were linked in complex, mutually 
adjusting relationships, affected by changes in social, 
as well as physical stimuli. Within this model, 
environmental and psychological stress may be viewed 
as potentially pathogenic for the individual. Emotions 
may serve as the organism’s bridge between the value 
of  stressful events and the changes in physiologic 
function.1 
 According to the Genetic and Rare Diseases 
(GARD) Information Center of  the US National 
Institutes of  Health, Chiari malformation Type II (CM 
Type II) involves the extension of  the cerebellum and 
brain stem tissues into the foramen magnum.2 CM Type 
II is usually accompanied by a myelomeningocoele, 
which can result in partial or complete paralysis of  the 
area below the spinal opening. While the severity of  
CM Type II can vary significantly, it can potentially 
cause severe, life-threatening complications during 
infancy or childhood. The exact etiology of  CM Type 
II, unfortunately, is not completely known, but it is 
believed to be secondary to congenital birth defects 
during fetal development.  
 On the other hand, according to the US Centers for 
Disease Prevention and Control, necrotizing fasciitis 
is a rare bacterial infection that may have systemic 
manifestations and can potentially precipitate the 
premature demise of  patients. Others have referred to 
necrotizing fasciitis as an infectious process secondary 
to a “flesh-eating bacterium,” but public health experts 

theorize necrotizing fasciitis is most probably caused 
by group A Streptococcus.3  
 This paper documented the case of  a young 
professional who had been diagnosed with two 
rare medical conditions - necrotizing fasciitis and 
CM Type II. Specifically, this aimed to describe the 
natural history of  the disease in the context of  the 
biopsychosocial model, and how patient-centered, 
family-focused, community-oriented healthcare had 
been provided for the patient and his family.  

History of present illness

 KUA was a 33-year old licensed physician and 
a member of  the medical academe, Filipino, single, 
Roman Catholic, who consulted at the emergency 
room of  a tertiary private teaching hospital with a 
chief  complaint of  swelling of  the left leg of  six days 
duration. He had been previously diagnosed with 
CM Type II, s/p suboccipital craniectomy (2011), 
resulting in left-sided motor and sensory deficits. 
He also suffered from Erb’s palsy in the right upper 
extremity, secondary to shoulder dystocia during birth 
since he was born as a term macrosomic baby.  He was 
a paraplegic who was dependent on his caregiver for 
most of  his activities of  daily living (ADLs) and was 
recognized to be a person with disability (PWD).  
 KUA was previously functional, until six days 
prior to admission (PTA), when he gradually noted 
progressive pain in both lower extremities associated 
with Grade II pitting bipedal edema.  He also 
noted intermittent low-grade fever (i.e., maximum 
temperature of  37.8ºC) with chills and gradual 
swelling of  his left leg. There was progression of  the 
edema until the swelling extended to involve the knee 
area.  As a general practitioner, he self-medicated with 
paracetamol 500 mg every 4 hours for the feverish 
symptoms and azithromycin 500 mg OD for three 
days, which provided minimal relief  of  symptoms.  
 Four days PTA, the condition persisted, with 
progression of  the left lower leg edema. He also 
noticed hyperemic skin changes in the left lower 
extremity, making standing and assisted ambulation 
more difficult. Still, no official medical consult was 
done. Three days PTA, the left leg swelling worsened, 
with development of  skin retractions and dimpling in 
the involved area, similar to a peau d’orange. There 
were also yellow-orange, non-foul smelling secretions 
oozing from the intact skin pores in the left leg. This 
was also associated with uncontrollable hyperreflexia 
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of  the left knee. The condition progressively worsened, 
resulting in limitation in the range of  motion of  the left 
lower extremity, warranting the use of  a wheelchair 
since standing up had become too painful for KUA. 
One day PTA, there was an increase in the volume 
of  the purulent discharge coming from the lesions 
in the left leg and knee. He decided to self-medicate 
with another oral antibiotic - sultamicillin 750 mg 
BID. A few hours PTA, the symptoms persisted, 
prompting consult at the emergency room; KUA was 
subsequently admitted on June 27, 2018 with an initial 
impression of  cellulitis of  the lower extremities.

Physical examination on admission (June 2018)

• General survey: awake, conversant, coherent, 
oriented to three spheres with good fund of  
knowledge, bedridden, morbidly obese

• Vital signs: BP = 140/100 mm Hg; CR = 84 beats 
per minute in sinus rhythm; RR = 17 cycles per 
minute; T = 36.9ºC; O

2
 sat = 90% at room air

• HEENT: with midline surgical scar in the occipital 
area; anicteric sclerae, pale palpebral conjunctivae; 
no nasoaural discharge; no tonsilopharyngeal 
congestion; no facial asymmetry; no anterior 
neck mass; no neck vein engorgement; no cervical 
lymphadenopathy

• Chest & pulmonary system: equal chest expansion; 
equal vocal and tactile fremitus; good air entry; 
clear breath sounds, no crackles, no wheezes

• Heart & cardiovascular system: adynamic precordium; 
apex beat at 5th intercostal space, left midclavicular 
line; distinct S1 and S2, no S3 gallop, no murmurs

• Abdomen & gastrointestinal system: globular and non-
distended abdomen; normoactive bowel sounds; 
no tenderness, no organomegaly

• Extremities: capillary refill time less than 2 
seconds; dystrophic nails noted in both upper 
and lower extremities; with unequal length of  
upper extremities; swollen bilateral lower extremi-
ties with note of  erythema and warmth; 50 cm 
widest leg circumference; purulent discharge from 
multiple ulcers in the left lower extremity 

Course in the hospital

 During his hospital stay, KUA was co-managed 
by the Internal Medicine (Infectious Disease), 
Neurology, and General Surgery services. Laboratory 
work-up was immediately done, including culture 

and sensitivity studies of  the wound discharge and 
blood. Loading doses of  intravenous antibiotics and 
pain medications were given, and he was managed 
for other medical comorbidities (i.e., hypertension, 
dyslipidemia, anemia, and impaired fasting glucose).    
 KUA was confined for 72 days from June 27 
to September 10, 2018. He underwent at least 
six debridement sessions, which he was able to 
tolerate with no significant complications. Various 
bacteria were isolated from the wound, including 
Pseudomonas aeruginosa, Klebsiella aerogenes, and 
Escherichia coli (heavy growth). Unfortunately, KUA 
exhibited antimicrobial resistance to penicillins, 
cephalosporins, f luoroquinolones, carbanems, 
and chloramphenicol. KUA was likewise positive 
for extended-spectrum beta-lactamases (ESBL) 
bacteria, suggesting a fast course of  potentially life-
threatening sepsis. KUA also had extremely elevated 
D-dimer levels at 3,737.80 ng/mL, suggesting 
poor perfusion of  blood in his lower extremities. 
An electroencephalogram (EEG) revealed slow-
generalized abnormal waves during awake, drowsy, 
and somnolent states. A mild diffuse cortical 
dysfunction was demonstrated, most probably 
secondary to metabolic or systemic causes.  
 Magnetic resonance imaging (MRI) of  the 
cervicothoracic spine showed post-operative changes 
related to prior Chiari decompression, such as synechiae 
formation within the craniocervical junction, which 
was noted to be capacious. In addition, the presence 
of  holocord syringohydromyelia extending from the 
cervicomedullary junction down to the T12 level of  
the spinal cord was noted. The conus medullaris and 
paravertebral soft tissues were normal. There was 
no evidence of  focal disc herniation, spinal canal 
narrowing, cord compression, and neural foraminal 
compromise.
 KUA was eventually discharged improved with the 
following medications: 1) ivabradine 5 mg/tablet, half-
tablet BID; 2) carvedilol 6.25 mg/tablet, half-tablet 
OD; and 3) clonazepam 2 mg/tablet, half-tablet at 
bedtime, as needed for myoclonic jerks of  the lower 
extremities. The final discharge diagnoses included: 
sepsis secondary to necrotizing fasciitis, left lower 
extremity, resolved; s/p debridement; s/p fasciotomy 
(6 sessions); t/c metabolic syndrome. KUA was 
compliant with all his medications but nonetheless 
continued to experience significant difficulty in 
transferring between bed and wheelchair since his 
discharge.
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 On October 28, 2018, KUA was readmitted for 
skin grafting under the Plastic and Reconstructive 
Surgery service. The procedure was unremarkable and 
KUA tolerated it well.  KUA was discharged improved 
after two weeks and was advised to undergo extensive 
home-based physical therapy and rehabilitation, at 
least three sessions per week, as recommended by the 
Rehabilitation and Physical Medicine service.  
 
Course in the home setting

Physical examination on first home visit (October 
2018)

• General survey: awake, conversant, coherent, 
oriented to three spheres with good fund of  
knowledge, bedridden but can sit without support, 
morbidly obese

• Vital signs: BP = 120/80 mm Hg; CR = 76 beats 
per minute in sinus rhythm; RR = 20 cycles per 
minute; T = 36.7ºC; O

2
 sat = 98% at room air

• HEENT: with midline surgical scar in the occipital 
area; anicteric sclerae, pale palpebral con-
junctivae, pupils 2 mm with equal brisk reaction 
to light; no nasoaural discharge; no tonsilo-
pharyngeal congestion; no facial asymmetry; no 
anterior neck mass; no neck vein engorgement; 
no cervical lymphadenopathy

• Chest & pulmonary system: equal chest expansion; 
equal vocal and tactile fremitus; all lung fields 
resonant on percussion; good air entry; clear 
breath sounds, no crackles, no wheezes

• Heart & cardiovascular system: adynamic precordium; 
apex beat at 5th intercostal space, left midclavicular 
line; distinct S1 and S2, no S3 gallop, no murmurs

• Abdomen & gastrointestinal system: globular and non-
distended, soft abdomen; no striae; normoactive 
bowel sounds; no tenderness, no organomegaly

• Extremities: capillary refill time less than 2 seconds; 
with full and equal pulses and good skin turgor; 
dystrophic and discolored nails noted in both 
upper and lower extremities; with unequal length 
of  upper extremities; no varicosities noted; grade 
III pitting bipedal edema (i.e., left more than 
right) with erythema and warmth; with occasional 
jerking and twitching of  the left leg; no cyanosis, 
no pallor; with limited range of  motion and 
contractures in the upper and lower extremities; 
with note of  multiple deep ulcers on the anterior, 
lateral, and posterior aspects of  the left leg; no 
wound discharge noted

Neurological examination on first home visit 
(October 2018)

• Mental status examination: frontal: awake, alert, 
with coherent speech and good attention span, 
follows commands, and with good insight and 
judgment; parietal: (-) right-left disorientation, 
(-) agraphia, (-) acalculia, (-) astereognosis, (-) 
finger agnosia; temporal: intact immediate, recent, 
and remote memory, oriented to time, place, and 
person; occipital: can identify objects and colors

• Cranial nerves: intact 
• Superficial sensation: with sensory deficits for touch, 

pain, and temperature on the left upper extremity 
in C5-C6 distribution

• Deep tendon reflexes: with no reflexes on right upper 
extremity; hyperactivity with clonus on the right 
lower extremity; left ankle jerk reflex was not 
tested because of  the extent of  wound bandage.

• Manual motor testing:

 Muscles/motion    Left  Right
 assessed

 Shoulder flexors    3+ / 5  0 / 5
 Shoulder extensors    3+ / 5  0 / 5
 Shoulder abductors    3+ / 5  0 / 5
 Shoulder adductors   3+ / 5  0 / 5
 Shoulder external rotators  3+ / 5  0 / 5
 Shoulder internal rotators  3+ / 5  0 / 5
 Elbow flexors     3+ / 5  0 / 5
 Elbow extensors    3+ / 5  0 / 5
 Forearm pronators    3- / 5  0 / 5
 Forearm supinators   3- / 5  0 / 5
 Wrist flexors     2 / 5  0 / 5
 Wrist extensors     0 / 5  0 / 5
 Wrist ulnar & radial deviation 0 / 5  0 / 5
 Hip flexors      3 / 5  5 / 5
 Hip extensors     3+ / 5  2 / 5
 Hip abductors     3+ / 5  2 / 5
 Hip adductors     3+ / 5  2 / 5
 Hip external/internal rotators 3+ / 5  2 / 5
 Knee extensors     3+ / 5  2 / 5
 Knee flexors     3+ / 5  2 / 5
 Ankle plantiflexors    3+ / 5  2 / 5
 Ankle dorsiflexors    3+ / 5  2 / 5
 Ankle eversion/inversion  3 / 5  2 / 5

 Since his last hospitalization, KUA underwent 
regular home-based physical therapy with thrice 
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weekly sessions under the Rehabilitation and Physical 
Medicine service. He tolerated the PT management 
without any adverse events noted. KUA presented with 
improved cardiovascular endurance during exercises, 
as manifested by decreased fatigability and shorter 
rest periods.  Standing tolerance was also significantly 
improved, but there was very slow progress in terms 
of  transfers from bed to wheelchair and vice-versa 
with maximum assist. KUA was given frequent 
reminders to perform home exercises on days without 
PT sessions for optimal functional results. Other 
recommendations included application of  orthoses 
for KUA’s wrist-hand contractures in the left upper 
extremity and use of  a joystick-controlled powered 
wheelchair for easier mobility. The incompletely 
healed skin graft site slowed down the rehabilitation 
progress.
 KUA’s mother was also taught proper bandaging to 
minimize development of  bipedal edema. In addition, 
psychosocial support was continuous being given to 
both KUA and his mother who functioned as the 
primary care giver.  

Pertinent physical examination on last home visit 
(July 19, 2019)

• General survey: awake, conversant, coherent, 
oriented to three spheres with good fund of  
knowledge, bedridden but can sit without support, 
morbidly obese

• Vital signs: BP = 130/80 mm Hg; CR = 98 beats 
per minute in sinus rhythm; RR = 20 cycles per 
minute; T = 36.5ºC; O

2
 sat = 95% at room air

• Extremities: (+) waiter’s tip deformity on right 
upper extremity and contractures on both upper 
extremities; (+) surgical scar on left posterolateral 
thigh from skin graft harvest; (+) wounds with 
gauze covered with elastic bandages on left lower 
extremity; (+) elastic bandages on right lower 
extremities; (+) Grade 4 pitting bipedal edema 
with hyperpigmentation of  the skin and scaly 
lesions

• Rest of  the systemic physical examination: generally 
unremarkable; essentially normal

 On the morning of  August 2, 2019, KUA 
complained of  sudden onset difficulty of  breathing 
with associated decreased hearing. He was noted to 
gasp for air and suddenly lost consciousness.   His 
extremities were noted to be cold and clammy, but 

KUA did not complain of  chest discomfort.   He was 
rushed to the nearest tertiary hospital via ambulance. 
At the emergency room, he was noted to have faint 
pulses and very weak palpatory blood pressure. He 
was intubated and hooked to a mechanical ventilator. 
However, he was described to have recurrent apneic 
spells, and cardiac rate was erratic despite maximal 
doses of  inotropes. KUA eventually went into 
asystole, and despite aggressive resuscitation, he was 
pronounced dead within two hours from the time of  
admission.

Past medical history

 KUA suffered from Erb’s palsy, a birth complication 
that affected his right arm when he was being 
delivered due to shoulder dystocia. He was born full 
term and macrosomic via forceps-assisted delivery 
to a then 28-year old primigravid with untreated 
gestational diabetes mellitus (GDM). Childhood 
illnesses included measles, chickenpox, typhoid 
fever, pneumonia, and viral hepatitis. KUA allegedly 
received complete immunizations during infancy. No 
vaccination was given recently. There was no history 
of  recent trauma or accidents.  
 In April 2010, KUA noted difficulty in opening 
his left hand and eventually underwent ulnar nerve 
transposition.  However, there was persistence of  the 
symptoms, and in August 2010, he was subsequently 
diagnosed with CM Type II. He underwent sub-
occipital craniectomy for Chiari decompression in 
April 2011. Some time in 2011, he was confined again 
for cellulitis.  

Personal and Social History:

 KUA was a known 10-pack-year smoker and an 
occasional alcoholic beverage drinker, consuming two 
bottles of  beer on a monthly basis. He denied using 
illicit or prohibited drugs. His diet was carbohydrate 
and protein rich; he consumed mostly rice meals and 
sugar-sweetened beverages regularly. KUA also drank 
a cup of  coffee daily. KUA described himself  to be 
completely sedentary due to his physical condition 
and limitations. He was completely dependent on a 24-
hour caregiver for all his ADLs, including grooming 
and bathing. His caregiver often prepared his food; 
KUA was able to feed himself  independently using his 
left arm prior to his most recent hospital admission 
and surgeries in 2018.  
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 He resided in a two-storey family-owned house 
in an exclusive subdivision with his 61-year old 
mother and 18-year old half-sister. KUA described his 
community to be generally safe, peaceful, and clean. 
The family had adequate access to electricity and 
clean potable water.  Because of  his current physical 
condition, KUA could not use his own bedroom on 
the second floor of  their house. Instead, he occupied 
the master bedroom at the first floor, which he shared 
with his mother and sister.  
 After passing the Physician Licensure Exam, KUA 
was employed as a full time faculty in his alma mater in 
2013, with a rank of  Assistant Professor. He pursued 
further post-graduate studies, however, his latest 
medical ordeal with necrotizing fasciitis prevented 
KUA from working; he had been on leave of  absence 
from June 2018 until the time of  his demise.  
  
Family history

 KUA had a blended family and lived with his 
mother and maternal half-sister (i.e., refer to Figure 
1, the family genogram). KUA was an illegitimate 
child, and at the time of  his demise, he belonged to a 
family at an adolescent stage (in terms of  the family 
life cycle). Since his parents had been estranged since 
1998, KUA had not developed any strong kinship 
with his father and his paternal half  siblings. KUA 

gained psychosocial support from his maternal family, 
and until his death, KUA was highly dependent on 
his elderly mother, the main breadwinner and sole 
caregiver, for all his ADLs.
 KUA’s biological father is a retired military 
personnel. He presently resides with his common-law 
wife in a different country. On the other hand, KUA’s 
biological mother is a retired employee. KUA’s 18-year 
old sister with Down syndrome is home-schooled. His 
mother is a known hypertensive, and KUA is unaware 
of  any familial illnesses on the side of  his biological 
father, except that his father suffered from coronary 
artery disease and had undergone bypass grafting.   
 In terms of  the illness trajectory, KUA and his 
family exhibited positive coping mechanisms for his 
permanent disability. KUA and his mother answered 
the family APGAR, giving scores of  10 and 8, 
respectively, and with an average of  9, indicating 
a highly functional family with good levels of  
satisfaction for familial relationships. This connoted 
a strong probability of  coping well with life’s stressors 
(i.e., refer to Figure 2, the family lifeline from 1994 
to 2019), with the potential of  regaining family 
homeostasis amidst medical crises or ordeals.  
 KUA scored 13, and his mother 14, on the Social, 
Cultural, Religious, Educational, Economic and 
Medical (SCREEM) Family Resource Survey (Table 
1), indicating that the family had adequate resources, 

Figure 1.  The family genogram of KUA
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Figure 2.  The family lifeline of KUA

enabling them to adapt better in times of  family crises, 
such as KUA’s medical ordeal. Using the Modified 
Caregiver Strain Index (MCSI), KUA’s mother scored 
19 out of  a highest possible score of  33, indicating a 
small possibility of  caregiver fatigue. KUA’s mother 
showed resilience amidst adversity, perhaps because 
she had taken care of  her ailing father before he died, 
her geriatric mother in the province, her 18-year-old 
daughter with Down syndrome, and KUA who had 
now deteriorated significantly in terms of  functional 
capacity.   

Discussion
Chiari malformation is an anatomic anomaly of  the 
craniocervical junction that involves the cerebellum, 
brainstem, and other related structures causing the 
downward displacement of  the cerebellum, and 
sometimes also the lower medulla, into the spinal 
canal.4 Hans Chiari classified the malformations into 

four groups in 1891: Chiari I: abnormally-shaped 
cerebellar tonsils are displaced below the foramen 
magnum; Chiari II (i.e., also known as Arnold-
Chiari malformation): downward displacement of  
both cerebellar vermis and tonsils, associated with a 
birth defect called “spinal myelomeningocele” (i.e., 
incomplete formation of  the spinal cord); Chiari 
III: rare and the most serious condition wherein the 
cerebellum and brainstem herniate through the en-
cephalocele and spinal canal, respectively; and Chiari 
IV: the cerebellum is underdeveloped (cerebellar 
hypoplasia).4 There are other conditions associated 
with Chiari malformations, such as hydrocephalus, 
syringomelia, tethered cord syndrome, and spinal 
curvature.5-8 Chiari malformations can be diagnosed 
through magnetic resonance imaging (MRI), plain 
radiography, and computed tomography (CT). Surgery 
is the preferred treatment for advanced cases of  Chiari 
malformation. 
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Table 1.  The Family SCREEM of KUA 

SCREEM Resource Pathology  
 

Social  There was open communication among the 
family members of KUA, specifically with his 
mother and teenage half-sister.   Prior to the 
development of NEC and his comorbidities, 
KUA spent quality time with his family.  They 
would often go to malls, dine out in restaurants, 
do road trips to visit family in the province, and 
even target-pistol shooting.   
 
KUA belonged to a medical school fraternity.   
Despite being a person with disability (PWD), 
KUA maintained communications with his 
friends and colleagues through social media.  
  

KUA did not develop an intimate relationship 
with his biological father who was often away 
due to work assignments.  This also translated to 
irregular communications with his two sets of 
paternal half-siblings.  KUA also dealt with 
living with his younger maternal half-sister with 
Down syndrome. KUA opined he did not really 
have a healthy relationship also with his sister, 
despite living together all her life.   
 
KUA had five unsuccessful romantic 
relationships, and he called off his wedding 
engagement when he developed clinical 
depression.   
 

Cultural  KUA was recognized as a competent physician 
in his subdivision.  Neighbors often did home 
consultations with KUA.   KUA was a keen 
advocate of public health, and championed 
disease prevention and control in his community.   
 

KUA did not belong to any ethnic group.   There 
were no pathologic cultural factors evident at the 
time of assessment.   

Religious  KUA and his family are practicing Roman 
Catholics.  KUA’s mother often used religious 
sayings and teachings whenever KUA felt 
depressed and anxious.   

Because of his limited functional capacity, KUA 
was unable to hear Sunday mass on a weekly 
basis.  However, he tried to go to Church during 
special Catholic holidays. 
 
KUA often questioned the goodness of the Lord 
whenever he felt depressed and anxious.  
   

Economic KUA was employed as Assistant Professor, full 
time in a medical school in the National Capital 
Region.  With his savings, KUA was able to 
purchase his brand new van in 2015. 
 
KUA’s mother worked as an employee.  The 
combined financial resources of the two were 
sufficient to cover for their basic needs at home.  
She likewise had several land properties, which 
also provided added income to the family.  

In October 2018, KUA had to file leave without 
pay from his current work, due to his medical 
condition (i.e., NEC) and immobility.   This 
coincided with his mother’s early retirement.   
 
The prolonged hospitalization and medical 
ordeal of KUA resulted in gradual depletion of 
their financial resources and savings in less than 
one year.   
 
Financial assistance sometimes came from 
relatives, friends, and colleagues.   
 

Educational KUA attended high school in an exclusive boys’ 
school, college (BS Biology) in a state university, 
and medical school (Doctor of Medicine) in a 
private higher institution of education.  
Throughout his schooling, KUA was an 
academic / financial scholar.   
 
Because of his medical background, KUA 
understood perfectly his medical condition, 
including what potential complications might 
develop, as well as prognosis that could impact 
on his quality of life.   

KUA’s sister who had Down syndrome attended 
a special school and had regular home-based 
tutorial sessions.  However, when KUA was 
hospitalized in 2018 and the family’s resources 
gradually depleted, his sister had to abruptly stop 
schooling too.    
 
KUA’s mother was a bit in denial as to the actual 
prognosis of her son’s medical condition.   She 
was optimistic KUA would still regain the ability 
to stand up and ambulate despite his very poor 
progress during home-based physical therapy 
sessions.   
 

Medical KUA enjoyed medical benefits, including free 
medicines and hospitalization, from his 
employer-institution.    
 
In addition, KUA also availed of medical 
privileges given to PWDs (i.e., 20% discount and 
12% VAT discount).      

The prolonged hospitalization and needed 
medical services of KUA entailed a lot of 
financial resources.  Unfortunately, KUA’s 
medical benefits were also suspended when he 
had to file for leave without pay.   
 
Because KUA was totally immobilized and 
dependent on a 24-hour caregiver for all his 
activities of daily living, KUA’s elderly mother 
had to assume this role despite her small 
physique and frailty.   
  

 

Table 1.  The Family SCREEM of KUA
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 Necrotizing fasciitis is a rare and severe condition 
which involves the rapid spread of  infection of  the 
muscle fascia and the overlying subcutaneous tissues. It 
is considered as limb-debilitating and life-threatening. 
It occurs when necrosis develops in the deep fascial 
layers and consequently affects the superficial fascial 
planes. Polymicrobial (Type I) necrotizing infection is 
caused by mixed aerobic and anaerobic bacteria. An 
aerobic species is combined with Enterobacteriaceae 
(e.g., Escherichia coli, Enterobacter, Klebsiella, Proteus) 
and one or more facultative anaerobic streptococci 
other than group A Streptoccocus.9-11 In contrast, 
monomicrobial (type II) necrotizing infection is often 
caused by Group A Streptoccocus or Staphylococcus 
aureus, which results in gangrenous myositis with 
toxic shock syndrome as a potential complication. 
Toxic shock syndrome may be due to the release of  
exotoxins A, B, and C.9-11  
 Clinical signs and symptoms of  necrotizing 
fasciitis include edema, pain, fever, crepitus, erythema, 
and bullae, necrosis, or ecchymosis. Other possible 
clinical manifestations include fever, tachycardia, 
malaise, myalgia, diarrhea, anorexia, and systemic 
toxicity.12 The diagnosis of  necrotizing fasciitis can be 
made clinically, as in patients with soft tissue infection 
accompanied by systemic illnesses. Radiographic 
imaging and/or surgical exploration (i.e., debridement 
with tissue biopsy) may be performed to directly 
establish the diagnosis. Treatment and management 
of  necrotizing fasciitis involves surgical debridement 
and broad-spectrum empiric antibiotic therapy 
against gram-positive, gram-negative, and anaerobic 
organisms.12 

 KUA also suffered from other comorbid conditions. 
Erb’s palsy is considered to be one of  the most 
common brachial plexus injuries involving the C5-
C6 upper plexus (i.e., and C7 in 50% of  cases). It is 
often a result of  shoulder dystocia during forceps or 
breech delivery. Erb’s palsy can precipitate paralysis 
of  the abductors, external rotators, and extensors of  
the shoulder, as well as the flexors and supinators 
of  the forearm, resulting in a waiter tip’s deformity. 
Patients with Erb’s palsy have absent biceps reflex, 
present palmar and Moro reflexes but no shoulder 
abduction.13 Long term complications of  Erb’s palsy 
include decreased innervation, decreased strength and 
stamina, altered movement and biomechanics, muscle 
atrophy, impaired bone growth, joint dysfunction, 
osteoarthritis, limb length discrepancy, scapular 
winging, glenohumeral dysplasia, scoliosis, impaired 

balance and coordination, decreased bimanual 
dexterity, psychological changes, partial paralysis of  
the diaphragm, and Horner’s syndrome.14   
 KUA also suffered from metabolic syndrome 
(MS), primarily because of  his lack of  physical activity, 
present body mass index and waist-hip circumference, 
and his immunocompromised state due to his recent 
two-month hospitalization. MS is characterized by 
hypertension, diabetes mellitus, dyslipidemia, obesity 
and hypercoagulable state.15  
 Though he was not officially diagnosed with 
clinical depression, KUA manifested depressive 
symptoms, such as suicidal ideation, lack of  appetite, 
sleep abnormalities, and anhedonia.16 Most of  the 
symptoms were triggered after the craniectomy in 
2011, which left KUA with significant motor and 
sensory deficits, resulting in paraplegia. The possibility 
of  an adjustment disorder could not be totally ruled 
out.  

A. Patient-centered health care

 Since the last admission, KUA was diagnosed to 
have metabolic syndrome on the basis of  his elevated 
blood pressure, impaired fasting glucose and abnormal 
oral glucose tolerance test, dyslipidemia, and morbid 
obesity. His maintenance medications were carvedilol,  
ivabradine, clonazepam and simvastatin. Several 
surgical procedures were done, including multiple 
debridements and fasciotomy. Skin grafting was also 
performed for the extensive exposed areas in the left 
lower extremity. 
 At home, the main goal was for the patient to 
regain functional capacity. Under the supervision of  
the Rehabilitation and Physical Medicine specialist, 
home-based physical and occupational therapy 
sessions were conducted thrice a week. A specific 
goal was to  maintain and improve passive and active 
range of  motion by employing active-assisted range 
of  motion exercises for all joints of  both the upper 
and lower extremities and by applying passive-assisted 
range of  motion exercises with isometric exercises 
on all joints. The next goal was to assess static and 
dynamic balance abilities in order to determine the 
most appropriate ambulatory assistive device. The 
worst-case scenario would be the use of  a wheelchair, 
and given that KUA’s lower extremities had a score 
of  2/3+, the best type of  wheelchair was one with an 
electronic joystick on the relatively more functional 
left side. An electronic joystick was preferred since 
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using the device would only entail flexion and 
extension of  wrist. The third aim was to implement 
progressive resistance exercises to improve the muscle 
strength of  the left upper and lower extremities and 
to maximize residual strength of  the right upper and 
lower extremities. The final goal was to initiate the 
sensory retraining of  the left upper extremity, such as 
visual monitoring, to prevent further injuries.
 KUA underwent occupational therapy aimed 
to maximize independence, efficiency, and safety 
when participating in meaningful activities, such as 
1) ADLs, which included self-care and ambulation, 
and 2) work-related activities, such as preparing and 
delivering lectures. Home visits were also essential to 
assess the KUA’s living environment and to ascertain 
safety assessments. Patient counselling was also 
equally important to improve motivation to engage 
with others and perform independent tasks, despite 
physical limitations and constraints. The use of  
assistive devices was encouraged for him to be able 
to participate in daily activities, such as grooming, 
bathing, dressing, and toileting. Counselling was also 
an effective avenue to identify other psychosocial 
issues that KUA might be facing, including those 
that could trigger depression. Adaptive techniques 
were also introduced to facilitate independent daily 
activities that were individualized and adjusted to the 
existing resources of  the patient. Caregiver education 
on assistance, together with performing exercises as 
prescribed by a physical therapist and an occupational 
therapist, was also encouraged to maximize remaining 
motor and sensory functions.
 Lifestyle modification for KUA was also 
encouraged and encompassed a combination of  
diet, exercise, and behavioral modification. KUA 
was likewise directly advised to cut down on the 
consumption of  carbonated drinks, including soda, to 
include possible significant weight reduction. This was 
on top of  the recommendation for a low-salt, low-fat, 
low-purine diet, high-fiber diet. Cigarette-smoking 
cessation was also strongly encouraged. Exercises were 
aligned with the goals of  the physical and occupational 
therapy sessions.   

B. Family-focused health care

For the mother

 Regular medical follow-up and good adherence 
with the maintenance drugs for diabetes mellitus and 

hypertension were prioritized, in terms of  the health 
needs, for KUA’s 61-year-old mother. From a wellness 
perspective, regular vaccination for geriatric patients 
was advised for KUA’s mother, including annual 
quadrivalent influenza vaccine and immunization 
for pneumococcal diseases (i.e., both conjugate and 
polysaccharide vaccines).  
 Before the sudden demise of  KUA, his mother 
was gradually exhibiting manifestations of  caregiver 
fatigue syndrome despite her optimistic outlook in 
life. For a senior citizen to be the lone caregiver of  
two PWDs who were fully dependent on her for all 
their ADLs, it was a very stressful home environment 
that she endured on a daily basis. Perhaps, what was 
even more difficult for the mother was the unexpected 
death of  KUA. The successive sad life events that were 
happening to their three-member family over that brief  
period definitely impacted on her psychological and 
emotional well-being. KUA’s mother will benefit from 
individual counselling, since psychotherapy may be 
designed to reduce distress of  the primary caregiver. 
The counselling intervention may potentially enhance 
the morale, self-esteem, coping, and the sense of  
control while alleviating anxiety and melancholy. 
Talking or emotional catharsis allows the caregiver 
to discuss her feelings, frustrations, and fears. 
Counselling sessions may help the caregiver gain 
insight that she is not really totally in control of  the 
situation.17 This intervention may also facilitate the 
grief  and the bereavement process of  KUA’s mother.   
  
For the Sister

 KUA’s sister suffers from Down syndrome and 
has other existing comorbidities, on top of  congenital 
anomalies and physiologic changes related to puberty 
and early adulthood (i.e., irregular menses, etc.). 
She likewise requires regular medical consultation, 
which was interrupted since a significant amount 
of  the family’s resources was diverted to provide 
for KUA’s medical needs. She also will benefit from 
adult immunization, such as the yearly quadrivalent 
influenza vaccine.  
 The sister became neglected because of  KUA’s 
medical ordeal. It is advisable for her to  resume 
her home schooling, since the family gives so much 
premium on quality education.  Likewise, she may also 
require counselling intervention because her mental 
capabilities may not fully comprehend the meaning of  
her brother’s death. And, it may also be advantageous 
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if  the sister undergoes debriefing sessions, for her to 
better vent her grief  and possible repressed emotions 
from KUA’s unexpected demise.  

C. Community-oriented health care

 A family in health crisis is often burdened by the 
economic impact of  prolonged hospitalization and 
the necessary medical, surgical, and rehabilitative 
interventions. To a certain degree, many gainfully 
employed Filipinos rely on the financial assistance 
from the National Health Insurance Program 
through PhilHealth, which theoretically provides 
comprehensive packages of  health services to all 
Filipinos.19 Other sources of  financial assistance must 
also be sought due to the limited PhilHealth benefits. 
These include monetary support from political 
leaders from various local and national government 
agencies, non-government organizations, and other 
institutions like the Philippine Charity Sweepstakes 
Office (PCSO).  
 For most chronically-ill and debilitated patients, 
an inter-disciplinary team approach is often required 
to ensure good quality of  life. At times, referral to a 
Hospice and Palliative Medicine specialist may be 
prudent because ministering anticipatory care for 
an imminent death may also be pertinent for some 
families, including provision of  psycho-emotional 
support.19 To date, the PhilHealth recognizes palliative 
medicine as one of  its essential package clusters under 
the Universal Health Care Act of  2019. On top of  
the PhilHealth benefits, with Republic Act 10754, 
PWDs are granted 20% discount on medical and 
other essential services, as well as exemption from the 
value added tax (VAT).20 Advocacies that champion 
the rights of  PWDs can also contribute to the welfare 
of  this vulnerable population by providing awareness 
on social issues, such as inequities in employment and 
other forms discrimination against PWDs.  

Conclusion
The biopsychosocial approach to care is essential in 
Family and Community Medicine practice, especially 
when dealing with a family in medical crisis, such as 
that of  KUA’s who presented with two rare medical 
conditions --- necrotizing fasciitis and CM Type II. 
The patient-centered care utilizes understanding of  
the interplay of  biomedical and psychosocial factors 
to implement management that is tailor-fitted to 

the needs and values of  KUA. The family-focused 
component utilizes family assessment to generate 
assumptions on how the family dynamics affect 
or facilitate the prescribed management of  KUA’s 
medical conditions. Lastly, the community-oriented 
dimension enables the primary care physician to use 
social determinants of  health as a lens to understand 
how larger systems support or hinder the provision 
of  care. With this patient-centered, family-focused, 
community-oriented (PFC) matrix, the Family and 
Community Medicine specialist can provide care 
for KUA and his family in a holistic manner by 
recognizing patient needs, creating an enabling family 
support environment, and helping KUA and his family 
navigate various community resources.21   
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