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The Improperly Worn Seat Belt and 
Surviving the “Flesh Eating Bacteria”
James P. Cole, Jr., D.O., F.A.C.S.

E.M. is a 19-year-old party girl who was out one Saturday evening drinking with
her girlfriends. She was wearing a seat belt when her small sedan struck another
vehicle head on at a high rate of speed. The seat belt undoubtedly kept her from
flying through the shattered windshield of her car, but like many other unfortunate
people who improperly wear their seat belts, this same restraint device that likely
saved this young woman’s life also caused her a very debilitating injury. 

When a seat belt is secured over the fleshy lower abdomen and the wearer 
is involved in a motor vehicle crash, a massive amount of traumatic force is 
transmitted via the improperly worn seat belt to the abdominal wall and the 
intra-abdominal organs. Often, the seat belt tears into the abdominal wall, 
ripping through skin, fat, and muscle. On other occasions, the seat belt causes 
the intra-abdominal organs — such as the small or large intestine — to rupture,
spilling intestinal contents into the abdominal cavity. And on rare occasions, the
force of the impact transmitted through the seat belt causes shearing of the bones 
of the spinal column, due to exaggerated whipping of the body forward and
backward centered on the axis of the restraint device. Our teenaged patient 
suffered a combination of the described patterns of injury.

E.M. was flown into Advocate Good Samaritan Hospital via the Air Angels
helicopter transport team as a Level I trauma. On arrival to the trauma bay, she 
was immediately assessed by the trauma surgeon and the trauma staff. She was
shocky and required intravenous fluid boluses, but she responded quickly to the
initial treatment and then stabilized. On physical exam, she was found to have 
a large bruise on her lower abdomen in the pattern of a lap-type seat belt. This 
was the classic “seat belt sign.” Her abdomen was exquisitely tender. In an effort 
to determine the extent of her abdominal injuries, a CT scan of her abdomen was
performed. Surprisingly, despite the fact that the skin was intact, her underlying
muscle and fascial connective tissue had been torn through and intestines had
herniated through the torn fascia of the abdominal wall. In addition to the findings
of a large, traumatic abdominal wall hernia with protruding intestinal structures, 
the CT scan showed fluid in the abdomen — a finding suggestive of intestinal
rupture. A surgeon must always maintain a high index of suspicion for the
potential for bowel rupture or leak, because a missed bowel injury with leakage of
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contents into the peritoneal cavity can have devastating,
if not lethal, consequences.

Subsequently, she was taken to the operating room 
for an exploratory laparotomy and repair of her
traumatic abdominal wall hernia. Indeed there was not
only one, but two bowel injuries. The bowel had torn 
at the junction of the small and large intestines, and
again in the mid-portion of the small bowel. Several
sections of intestine were resected and reconnected.
The intra-abdominal cavity — contaminated with the
contents of the torn intestines — was thoroughly
washed with several liters of saline solution and the
jaggedly torn abdominal wall fascia was repaired and
reconstructed. It seemed that the worst would soon be
over. All that we would have to do now would be
provide standard post-operative supportive care, watch
for signs of post-traumatic organ failure and provide
critical care life support to allow her injured body to
heal. This is something that we as trauma surgeons
have done countless times. But unfortunately for our
young patient, a particularly aggressive and invasive
bacterial organism had escaped from her bowel into 
the abdominal cavity at the time of bowel rupture. And
despite a copious abdominal washout, a few of these
remaining bugs — invasive streptococcus — had 
proliferated wildly to become the dreaded and feared
“flesh eating bacteria.” This very organism almost
killed our patient!

After completion of the original operation, E.M. 
was kept on the ventilator, because in addition to her
abdominal injuries, she also suffered significant lung
bruising, necessitating mechanical life support to
allow her to breath and oxygenate properly. She was
relatively stable for several days. But then the tide
turned for the worse. Our patient began to show
rapid signs of serious deterioration. Over a period 
of only a few hours, her abdominal wall overlying the
margins of the open skin wound began to develop an
expanding area of painful redness, which was firm and
“woody” and tender to the touch. The firm area of
migratory redness progressed over the entire right
lower side of her abdomen and down onto her right
thigh. She was getting very sick, very fast and I
rushed her back into the operating room! 

Upon exploring the depths of her abdominal wound in
the operating room under general anesthesia, I found
that a large portion of her abdominal wall fat, muscle
and fascial connective tissue was putrid, necrotic and
dead. Clinically, I knew that she had necrotizing
fasciitis, know in the lay press as the “flesh eating
bacteria.” Left untreated, she would certainly die. But
the treatment required to save her life from this devas-
tating organism is often highly morbid. In addition to
high doses of powerful antibiotics, I would need to cut
away all of the infected, necrotic abdominal wall
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As part of our ongoing commitment to continuing
education, we have offerings applicable to all health
care providers caring for trauma patients. 
Contact our Outreach Office at: 630-275-2544.

Trauma Grand Rounds
• Open to all health care providers interested in

Trauma/Critical Care.
• Free event, which includes dinner, case presentations

and a formal lecture by a nationally recognized speaker.
• CME (2.0) and CE (2.4) accredited.
• Audience participate encourage in case presentations.

May 26, 2004
August 25, 2004 

November 17, 2004

Trauma Nursing Core Course (TNCC)
• Open to RN’s with six months experience in providing

trauma care.
• May be audited by LPN’s and pre-hospital providers.

June 22 & 29, 2004
October 22 & 29, 2004

Advanced Trauma Life Support (ATLS)
• Open to ED/Trauma physicians.
• May be audited by RN’s and pre-hospital providers.

September 20 & 21, 2004

Advanced Trauma Care for Nurses
(ATCN)
• Open to nurses with six months Critical Care

experience.
• Done in conjunction with ATLS.

September 20 & 21, 2004

In-House Trauma Service Rotation
• Open to active, participating paramedics.
• Opportunity to spend 12–24 hours with the Advocate

Good Samaritan Hospital Trauma Team and witness
trauma resuscitation, formal rounds and clinics.

• CE depending on your department or service.

To register online, go to 
www.advocatehealth.com/goodsam

and click on Emergency Service/Trauma.
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She remained chemically paralyzed and heavily sedated
for over a week while I was waiting for her wound to
start to heal by secondary intention — also known as
“healing from the inside out.” Once a layer of healing,
granulation tissue had formed over the absorbable
mesh and her severe lung injury had resolved, we

withdrew the chemical sedatives and
the paralytic medications and we
were able to get her off of the venti-
lator. From that point on, she began
to make huge strides in her recovery
and in the healing of her wounds.
We applied a wound vacuum device
to her abdominal wall defect and
watched the wound edges come
together inch by inch every few days.
She began to eat and tolerate 
a regular diet and after a month she
was getting up and walking with the
assistance of the physical therapy staff.

After we were all confident that she
was strong enough for complete and dedicated rehabili-
tation, we transferred her to a rehabilitation hospital,
where she remained for several weeks. I have subse-
quently seen her back in the outpatient trauma clinic
several times. E.M. is doing extremely well! She is
independent in all aspects. She remembers almost
nothing regarding her month-long hospitalization. She
has extensive scarring of her abdominal wall, which she
will consider having reconstructed in a year or so. But all
things being considered, E.M. is satisfied and optimistic
for her future. She is alive and she can now boast that she
is one of the rare few who successfully escaped the
ravages of the now infamous “flesh eating bacteria.” ■

material — fascia, muscle, fat and overlying skin. And
that is exactly what I did. I not only cut away large
amounts of her abdominal wall, I also had to cut away
a significant portion of the tissues over her thigh. After
I was confident that all of the dead, infected tissue had
been removed, I was faced with another problem.
What was I going to do with her
wide-open abdomen and all of the
exposed bowel? There was no way
that I could close her wound in the
traditional manner, because most of
the abdominal wall that I would close
together after an operation was now
in the pathologist’s bucket. There
was nothing left to close. So I
fashioned a portion of porous,
synthetic, absorbable mesh to fit the
size of the abdominal wall defect and
I sewed this mesh to the edges of the
remaining dense fascial connective
tissue. Regular mesh — strong and
often used for hernia repairs — could never be used to
repair this type of wound, because regular mesh should
never be placed into an infected wound, as it would
harbor bacteria, promote further infection and make
cure from this horrible disease an impossibility.
Absorbable, porous mesh however, does not have
much strength, but it is strong enough to keep the
bowel from falling out of the abdomen while on
bedrest and it is rather resistant to infection. So this
thin layer of relatively transparent mesh was all that
was keeping her bowel within her body cavity. I then
packed the subsequent huge defect created by cutting
away all of the skin, fat, muscle and fascia with saline
soaked gauze. 

Our patient was 

relatively stable for

several days. But then 

the tide turned for 

the worse...
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The following nurses successfully completed
TNCC in February:

Dave Allman (GSAM)
Melanie Cariaso (Thorek)
Brian Eaton (ABMC)
Lori Giamfoli (Provena Mercy)
Arlene Gladem (Rush-Copley)
Voytek Kapvscik (ABMC)
Roberta Kyker (Dixon Fire)*
Mary O’Brien (Favorite Nurses)
Alyssa Preucil (Sherman)
Dave Rangel (GSAM)
Ian Noel Serafin (MacNeal)
Theresa Tunney (Rush-Copley)
Sheri Wilhemi (GSAM)
Corrie Wisneski (GSAM)
Stephanie Zeman (GSAM)
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The following nurses successfully completed
ENPC in February:
Andrea Airhart (Rush-Copley)
Judy Anderson (Provena Mercy)
Cynthia Braa (NIMC)
Linda Brandt (Mendota)
Tina Fitzgerald (Mendota)
Brett Granholm (Provena Mercy)
Laura Grzeszkowiak (Rush-Copley)
Yvonne Guillen (ABMC)
Juliana Morawjki (NIMC)
Amy Mravle (GSAM)
Sandy Northcutt (Mendota)
Dave Rangel (GSAM)
Carole Reeder (Mendota)
Carol Schultz (Rush-Copley)
Sanja Stojakovic (ABMC)
Cherie Swanson (ABMC)



The following nurses successfully completed
the ATCN Instructor Course in February:

Rosemary Adam (Iowa City)
Beth Beranek (GSAM)
Rance Bryan (St. Louis)
Sheryl Crandall (GSAM)
Kathy Devine 
Jeannie Gador (GSAM)
Lynn Polhemus (GSAM)

The following nurses successfully completed
ATCN in February:

Laura Aagesen (NWCH)
Lisa Bowes (CDH/GSAM)
Debbie Davis (GSAM)
Donna Lucek (GSAM)
Lori Stone (GSAM)
Deb Tauber (GSAM)
Stacy Ward (GSAM)
Catherine Wilson (LaGrange) 

One Phone Call 
Is All It Takes

A transfer to our facility can be arranged 
by making one phone call 24-hours a day, 
7 days a week. By calling the direct line to
our Emergency Department you will be
connected with one of our attending trauma
surgeons, transportation will be arranged
and you will be able to give your patient
report to our staff. Your facility will also
receive written follow-up information from
the trauma surgeon and, if requested, verbal
follow-up is also available.
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The Level 1 Trauma Center
3815 Highland Avenue
Downers Grove, IL 60515

phone: 630-275-3540
fax: 630-275-5566

Visit www.advocatehealth.com/goodsam
and click on Emergency Services/Trauma

Direct Transfer Line 1-800-URGENT-5


