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Abstract 

Background  Complex facial wounds can be difficult to stabilize due to proximity of vital structures. We present a 
case in which a patient-specific wound splint was manufactured using computer assisted design and three-dimen-
sional printing at the point-of-care to allow for wound stabilization in the setting of hemifacial necrotizing fasciitis. We 
also describe the process and implementation of the United States Food and Drug Administration Expanded Access 
for Medical Devices Emergency Use mechanism.

Case presentation  A 58-year-old female presented with necrotizing fasciitis of the neck and hemiface. After multiple 
debridements, she remained critically ill with poor vascularity of tissue in the wound bed and no evidence of healthy 
granulation tissue and concern for additional breakdown towards the right orbit, mediastinum, and pretracheal soft 
tissues, precluding tracheostomy placement despite prolonged intubation. A negative pressure wound vacuum was 
considered for improved healing, but proximity to the eye raised concern for vision loss due to traction injury. As a 
solution, under the Food and Drug Administration’s Expanded Access for Medical Devices Emergency Use mecha-
nism, we designed a three-dimensional printed, patient-specific silicone wound splint from a CT scan, allowing the 
wound vacuum to be secured to the splint rather than the eyelid.

After 5 days of splint-assisted vacuum therapy, the wound bed stabilized with no residual purulence and developed 
healthy granulation tissue, without injury to the eye or lower lid. With continued vacuum therapy, the wound con-
tracted to allow for safe tracheostomy placement, ventilator liberation, oral intake, and hemifacial reconstruction with 
a myofascial pectoralis muscle flap and a paramedian forehead flap 1 month later. She was eventually decannulated 
and at six-month follow-up has excellent wound healing and periorbital function.

Conclusions  Patient-specific, three-dimensional printing is an innovative solution that can facilitate safe placement 
of negative pressure wound therapy adjacent to delicate structures. This report also demonstrates feasibility of point-
of-care manufacturing of customized devices for optimizing complex wound management in the head and neck, and 
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describes successful use of the United States Food and Drug Administration’s Expanded Access for Medical Devices 
Emergency Use mechanism.

Keywords  Three-dimensional printing (3D), Negative pressure wound therapy, Wound Vac, Computer assisted 
design, Necrotizing fasciitis, Case report, Expanded access for medical devices emergency use mechanism, Point of 
care

Background
Necrotizing fasciitis (NF) is an uncommon, rapidly pro-
gressive infection of the subcutaneous tissue and super-
ficial fascia with secondary necrosis of the overlying skin 
[1]. The disease is treated with a combination of intra-
venous antibiotics and aggressive surgical debridement 
to expose healthy, bleeding tissue [1, 2]. Most patients 
require multiple debridements, which can result in mas-
sive defects requiring reconstruction. NF rarely occurs 
in the head and neck [3]. In such cases, aggressive surgi-
cal debridement is still the standard of care, but is com-
plicated by the proximity of infection to vital structures 
[2, 3]. Between and following debridements, NF in the 
head and neck, as in other sites, is typically managed 
with either wet to dry dressings [3–5] or negative pres-
sure wound therapy (NPWT) via wound vacuum (wound 
vac) [6–8] until the wound bed is considered sufficiently 
well-healed for reconstruction. NPWT has been shown 
to have improved outcomes in certain infectious settings 
[3, 6, 7], and inability to use wound vac is associated with 
prolonged wound care, as well as significant pain from 
daily or even more frequent dressing changes [9, 10]. Dif-
ficulty in application of NPWT to complex facial wounds 
as well as the possibility of damage to the facial struc-
tures from negative pressure have limited its application 
to small case series in the head and neck [3, 6, 8, 9]. In 
the setting of complicated defects, point-of-care designed 
custom devices may be considered to maximize the pres-
ervation of surrounding vital structures while also pro-
moting maximal wound healing.

We present the case of a massive hemifacial and neck 
wound from NF, for which a novel patient-specific, three-
dimensional (3D) printed wound splint was manufac-
tured at the point-of-care and placed under the Food and 
Drug Administration’s (FDA) Expanded Access for Medi-
cal Devices Emergency Use mechanism (EAEU), in order 
to prevent negative pressure on the ocular structures that 
allowed for adequate wound healing and satisfactory vis-
ual and reconstructive outcomes.

Case presentation
A 58-year-old female presented with right facial and 
neck swelling and respiratory distress after a recent den-
tal infection treated with clindamycin. On examination, 

there were grossly decayed teeth with a firm floor of 
mouth and diffuse erythema of the right neck, lower 
and mid-face. She was diagnosed with Ludwig’s Angina 
and immediately intubated due to stridor and pending 
airway compromise. Imaging revealed extensive infec-
tion and abscess formation involving the submandibular, 
pterygomandibular, and buccal spaces, and she was taken 
to the operating room for dental extraction and abscess 
drainage by the oral surgery team and started on broad 
spectrum antibiotics. Cultures from this operation were 
polymicrobial and consistent with oral microbes. On 
postoperative day 1, she developed rapidly expanding 
erythema and swelling of the right hemiface and neck 
with gross necrosis of the skin throughout the right neck 
and face. The Otolaryngology team was consulted for 
possible necrotizing fasciitis.

The patient was taken to the operating room for urgent 
debridement, which included the skin of the right neck 
and face up to lower eyelid, devascularized orbicula-
ris oculi, mylohyoid, superficial muscular aponeurotic 
system in the midface, masseter, and all branches of 
the facial nerve. The debridement ultimately required 
removal of a 20x30cm segment of the right and central 
neck and a 20x20cm segment of the right face (Fig. 1).

Subsequent debridement 2 days later required excision 
of soft tissue to the level of the zygoma and infraorbital 
rim. Penrose drains were placed to assist with drainage 
and irrigation of deeper spaces communicating with the 
open wound, including the pretracheal space. Antibiotics 
were transitioned to vancomycin, ampicillin-sulbactam, 
and fluconazole for a planned duration of 4 weeks, as was 
appropriate per bacterial culture susceptibilities.

The decision was made to proceed with twice daily 
local wound care with Dakins irrigations through the 
Penrose drains into the deep spaces, and placement of 
wet-to-dry Dakins-soaked gauze over exposed soft tis-
sue between operative debridements. Ophthalmology 
was consulted for assistance with progressive ocular and 
lower eyelid involvement. Due to the extent of the wound, 
heavy sedation was required for dressing changes. How-
ever, due to open wound without overlying skin in the 
pretracheal space, a tracheostomy was not offered, as 
secretions would have saturated the wound bed and pro-
longed infection, resulting in a prolonged endotracheal 
intubation. Despite aggressive wound care, 12 days after 
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initial aggressive debridement, purulent drainage contin-
ued to be encountered with irrigations, with concern for 
spread of infection threatening the right orbit and medi-
astinum. Furthermore, new areas of devitalized tissue 
were encountered routinely throughout the wound bed 
and debrided at bedside. The white blood cell count was 
persistently elevated throughout this time and the patient 
remained septic.

Several case reports and review articles have demon-
strated success with NPWT in decreasing bacterial bur-
den and stabilizing wounds in patients with NF, even 
within the head and neck regions [11–14]. Unfortunately, 
given the proximity of the wound bed to the lower eyelid 
and conjunctiva and surgical absence of the majority of 
the soft tissue of the eyelid including the orbicularis oculi, 
negative pressure wound therapy was contraindicated 

due to risk of traction injury to the globe and/or eyelid. 
To address this problem, a 3D-printed, patient-specific 
wound splint was designed at the point-of-care using the 
patient’s anatomy to facilitate NPWT. It was determined 
that the patient’s circumstances met the criteria for the 
FDA Expanded Access for Medical Devices Emergency 
Use mechanism (EAEU) with concurrence from the 
Institutional Review Board (IRB) (Fig.  2). A follow-up 
report was sent to the FDA within 5 days on the use of 
the device as required.

Splint fabrication
A facial CT was obtained and Digital Imaging and 
Communications in Medicine (DICOM) images were 
uploaded to Materialise Mimics (Materalise, Leuven, Bel-
gium). These were segmented to include the remaining 

Fig. 1  a, b) 58 year old female with right hemifacial wound from necrotizing fasciitis. Penrose drains and red rubber catheter in place for irrigations

Fig. 2  Process and documentation required for device placement under the United States Food and Drug Administration’s (FDA) Expanded Access 
for Medical Devices Emergency Use mechanism (EAEU)
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soft tissue and bony structures in the nasofacial sulcus, 
periorbital, and malar regions. The native anatomy was 
then imported into Materalise 3-Matic (Materalise, Leu-
ven, Belgium) and a 3-Dimensional (3D) surface was 
formed through the offset of the soft tissue and bony 
structures within the wound and extruded to provide 
additional surface and contact area. This process was 
performed with both clinician and engineering input to 
ensure correct design and adequate contact area for both 
the wound-vac device as well as the mount sutures. The 
resulting model was then smoothed with additional sur-
face post processing to ensure fitment would be exactly 
along the contour of the wound and as well as provide 
a wide and flat surface on the outside upon which the 
NPWT could be secured (Fig.  3a&b). An open-faced 
mold was then designed in 3-matic to allow for a natu-
rally smooth surface for the NPWT film to attach. The 
mold was printed on a FormLabs Form 3B in Form-
Labs Biomed Amber resin (FormLabs, Somerville, MA, 
USA) and post-processed following the recommended 
Form Wash and Cure time and temperatures for clini-
cal applications (Fig. 3c). Factor II VST-50HD (FactorII, 
Inc., Lakeside, AZ, USA) platinum cure two part medical 
grade silicone was selected for its shore hardness of 38A 
and safe skin contact properties and was mixed in ratio 
of 10:1 A:B, degassed, and gravity poured into the mold 
(Fig. 3d). The mold and poured silicone were allowed to 

cure at 60 °C for 3 hours and the splint was extracted from 
the mold. The splint alone underwent an additional cure 
in at 150 °C for 2 h to ensure complete cure. The wound 
splint was then cleansed in 99% IPA for 5 minutes, before 
being ready for patient application (Fig. 3e).

An EAEU was submitted to the FDA on the basis of a 
life threatening infection requiring prolonged intubation 
that was necessary due to heavy sedation requirements 
with dressing changes. Additional concerns of develop-
ment of orbital involvement and vision loss were cited 
if the wound did not begin to rapidly heal, and failure of 
other treatment options (wet-to-dry dressing changes). 
Concurrence was obtained from our IRB.

The wound splint was then placed at the superior 
edge of the wound bed, just below the remnant eyelid 
and sutured in place. A NPWT sponge was placed in 
the remaining wound bed. The NPWT film was applied 
directly to the splint, and ophthalmology confirmed that 
there was no traction on the lower lid (Fig. 4).

Since bedside dressing changes were no longer neces-
sary, the patient was weaned from sedation, although 
she remained intubated. Two days following placement, 
the NPWT was exchanged in the operating room. The 
wound was noted to have stabilized, with well-healing 
granulation tissue present in > 50% of the wound bed, 
active bleeding throughout, and no evidence of devas-
cularized areas or additional further purulence. The 

Fig. 3  a, b) Design of wound splint based on patient computed tomography (CT) scan c) 3-dimensionally printed device mold d) Pouring of 
medical grade silicone into mold e) custom wound splint
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erythema of the mediastinal skin had improved, and the 
WBC count normalized. Five days later, the NPWT was 
again exchanged, and the dead space between the skin 
and trachea was noted to have healed and seated down, 
allowing for tracheostomy and removal of the endotra-
cheal tube 2 weeks following initial placement (Fig.  5). 
Now fully weaned from sedation, the patient was trans-
ferred out of the intensive care unit and continued to 
express appreciation for her customized care and device.

With each exchange of NPWT, the wound continued to 
demonstrate contraction and healthy granulation tissue 
formation, with no evidence of ongoing infection. Four 
weeks after initial placement, the NPWT was removed, 
and the defect was reconstructed with a pectoralis mus-
cle flap, split thickness skin graft, and right paramedian 
forehead flap (Fig. 6a,b).

A second stage surgery for division and inset was per-
formed 4 weeks after the initial reconstruction (Fig.  6c). 
Following completion of reconstruction, vision testing 

and patient-reported vision were at baseline from prior 
to infection, with minimal lagophthalmos, no exposure 
keratopathy and no damage to the globe.

Discussion
In this case, we present a situation in which 3D print-
ing was used to design a patient specific device at the 
point-of-care, and placed under the FDA’s EAEU, in 
order to address a complex hemifacial wound from NF. 
The surgical management of NF involves early, aggressive 
debridement. The principles of wound management are 
to establish a healthy, uninfected wound bed for even-
tual reconstruction [1]. In facial NF, the proximity to 
vital structures may lead some to proceed with more cau-
tious excision, but this can lead to persistence of disease, 
requiring more aggressive debridements in the future 
[15]. Even in the setting of aggressive initial debridement 
to healthy bleeding tissue, head and neck NF usually 

Fig. 4  a) Placement of custom wound splint b) Successful securement of negative pressure wound therapy vacuum to wound splint

Fig. 5  Healthy granulation tissue present in wound within 1 week of negative pressure wound therapy facilitated by splint
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involves repeated debridements and a long course of 
local wound care prior to reconstruction.

In head and neck NF, previous case series have reported 
success with both frequent wet-to-dry dressing changes 
[3–5] or NPWT [6–9]. NPWT is thought to promote 
wound healing by removing secretions from the wound, 
decreasing the nidus for infection, reducing bacterial 
burden, and promoting vascularization of the wound 
bed and the formation of healthy granulation tissue [16]. 
While data comparing the use of standard wound care to 
NPWT are limited in the setting of acute infection, ran-
domized evidence suggests accelerated wound healing 
time with the use of NPWT in other parts of the body 
[10].

In head and neck defects from massive infection and 
subsequent debridements, outcomes related to manage-
ment of the wound bed are limited to case series. The 
original case series of this rare disease entity reported 
management of all types of wounds from NF with wet-to-
dry dressing changes [3–5, 15]. NPWT has only recently 
been applied for management of NF in the head and 
neck [6–9]. These series found acceptable wound heal-
ing outcomes without recurrent or worsening infection. 
One group reported less aggressive debridement, keeping 
regions with discoloration or edema intact unless frankly 
avascular or necrotic [9]. All wounds eventually healed 
adequately for reconstruction, however, all patients 
required at least one additional debridement. In different 
series where standard debridement protocols were used 
and NPWT was applied, rates of repeated debridements 
were approximately 20% lower [6, 7].

NPWT is therefore a reasonable alternative to stand-
ard wound care in managing head and neck NF, particu-
larly in the case of a large wound with suboptimal healing 
despite aggressive standard wound care, as presented in 
this case. Despite the potential benefits of NPWT, mas-
sive wounds in the HN present several unique difficulties 
to their application, which have previously been managed 

with various solutions [2, 7, 10, 13]. Particular challenges 
in this case include the proximity to the standard trache-
ostomy location and periorbita and risk of traction injury 
to the globe.

First, the proximity to a standard tracheostomy loca-
tion in cases of cervical NF presents a challenge for long-
term airway management. This is particularly relevant in 
the setting of NF of the HN as many present following 
Ludwig’s angina where airway management is an utmost 
concern [17]. Additionally, many patients with NF will 
require long-term ventilator support due to dissemina-
tion of and complications from infection, in which a 
tracheostomy may be indicated [5, 18]. In the presented 
case, the cervical portion of the wound extended near 
the midline and continued to expand despite aggressive 
local wound care. Placing tracheostomy through this area 
would have risked prolonged infection of the wound bed 
from tracheal secretions. Following NPWT, the wound 
decreased in size, allowing for safe tracheostomy place-
ment without communication with the wound. Litera-
ture regarding NPWT in proximity to tracheostomy are 
limited. Balci et  al. (2018) reported placement of foam 
to isolate the tracheostomy site from the wound bed [9]. 
Alternatively, a paramedian incision for tracheostomy 
has been reported in the case of a neck abscess [19], but 
these approaches are not well established. Therefore, 
delaying tracheostomy until the wound has decreased in 
size, which may be assisted by the use of NPWT, or been 
successfully reconstructed is reasonable and was pursued 
in this case.

Involvement of the orbit and periorbita with necrotiz-
ing fasciitis has previously been reported as a complica-
tion of pre-septal cellulitis [20, 21] or in the setting of 
facial necrotizing fasciitis [15]. Previous applications of 
NPWT to the periorbital region have been applied when 
the defect was superficial to the orbicularis oculi or in 
cases in which vision was already lost [15, 20]. Follow-
ing NPWT for superficial periorbital infections, traction 

Fig. 6  a, b Eventual reconstruction of hemifacial defect with paramedian forehead flap and right pectoralis major flap c) Results of second stage 
surgical reconstruction
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injury, vision loss, and permanent ectropion have not 
been reported [11, 20]. In contrast, in cases where facial 
NF extended to the deep periorbital tissue, debridement 
and local wound care have often resulted in permanent 
ectropion [15, 20]. To our knowledge, NPWT has not 
previously been applied to a periorbital wound bed deep 
to the orbicularis oculi in a patient with presumed intact 
visual function. The risk of potential eye injury related to 
the wound splint and NPWT use was weighed against the 
impending risk of infectious spread to the orbital com-
partment leading to vision loss, as previously reported. 
In this case, we successfully manufactured a patient-
specific, 3D-printed wound splint separating the wound 
bed from the periorbita and allowing for safe application 
of NPWT. There was no obvious traction on the eye and 
the wound bed healed appropriately with preservation of 
vision and minimal ectropion due to wound contracture 
after reconstruction, and no wound splint related ocular 
complications. This concept has utility in relation to any 
vital or delicate structure, not just the periocular area.

Expanded access for medical devices emergency use 
mechanism (EAEU)
In acute, life-threatening scenarios such as NF, emer-
gency devices may be used through the EAEU mecha-
nism of the United States FDA [22, 23]. Under the 
EAEU mechanism, the clinicians also certify there is no 
acceptable treatment alternatives and, due to the life-
threatening nature of the scenario, there is no time to use 
existing pathways for FDA approval. After a physician 
determines that the scenario meets the EAEU criteria 
and has assessed potential benefits and risks of unap-
proved device use, as many patient protections as possi-
ble should be followed (Fig. 2).

Importantly, the EAEU must be reported to the FDA 
within 5 days of device use, and thus does NOT require 
prior authorization. The report must include a descrip-
tion of the device, explanation of management options 
that were previously attempted and exhausted (Fig.  2), 
the patient protections that were followed, and any avail-
able patient outcome information. This pathway remains 
the most expedited option available for physicians to 
treat patients with an acute, extraordinary condition [24].

There is little precedent in the literature regarding 3D 
printed, point of care medical devices in head and neck 
surgery. One of the most well-known applications of 
the FDA’s EAEU pathway within Otolaryngology was 
reported by Zopf et al. (2013) [25]. An externally placed 
3D printed splint was secured to a patient’s trachea who 
had failed all other management options for severe tra-
cheobronchomalacia. Ultimately, this point-of-care 
manufactured device served as an excellent temporary 

solution for a condition that the patient ultimately out-
grew and otherwise would not have survived.

In this case, the patient had begun to develop severe 
ectropion and keratitis of her right eye, which ultimately 
posed a threat to her vision. Furthermore, she was at 
risk of respiratory suppression from pain medication 
boluses due to the extent of the daily dressing changes, 
which required her to remain endotracheally intubated 
on mechanical ventilation for over a month. Due to 
involvement of the visceral space in the infection, a tra-
cheostomy was not possible, which required a prolonged 
intubation and threatened development of subglottic 
stenosis and tracheal injury as well as ventilator associ-
ated pneumonia. The above justification was presented to 
the IRB for concurrence and included in the FDA EAEU 
follow-up report, leading to the successful application of 
a custom, 3D printed silicone wound splint and favorable 
clinical outcome for the patient.

Point of care device development
Point-of-care, patient-specific device manufacturing, 
particularly 3D modeling and printing, allows for better 
device customization, and lower time to treatment with 
potential for rapid production [26, 27]. In-house manu-
facturing of personalized medical devices also allows 
for more adjustments to each device in rapidly changing 
clinical scenarios such as NF. In contrast, commercial 
producers have limited ability to adapt to patient-specific 
scenarios and require a longer time (weeks) for model 
creation and delivery, supporting the effectiveness of an 
in-house protocol [28].

Macielak et  al. (2020) also report the use of two 3D 
printed custom silicone fistula plugs for wound stabiliza-
tion in a multi-recurrent laryngeal cancer who developed 
post-operative wound dehiscence and pharyngocutane-
ous fistulae [29]. In this case, point of care 3D printed 
devices also led to wound stabilization and ultimately 
allowed for safe reconstruction. These reports along with 
our application of a patient-specific 3D-printed device 
points to the therapeutic potential of such devices in the 
future. Currently, use of 3D printing in otolaryngology-
head and neck surgery is limited to surgical planning 
while therapeutic applications are rare [30, 31]. Given the 
complexity of head and neck defects and the increased 
availability of and familiarity with 3D printing technology 
among high-volume otolaryngology centers, 3D printed 
devices should be considered in assistance of manage-
ment of complex defects of the head and neck. Further-
more, this example demonstrates the pathway to create 
custom devices for unprecedented patient situations with 
no alternative therapies through the EAEU, opening 
up the possibility of point of care customization to all 
patients at high volume centers.
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In conclusion, this case is the first reported use of a 
patient specific 3D printed wound splint to allow appli-
cation of NPWT in close proximity to the orbit while 
preventing orbital injury and vision loss. This case high-
lights the potential for point-of-care medical devices to 
be utilized in complex soft tissue defects, particularly in 
the head and neck where wounds in close proximity to 
vital structures is a common occurrence. Additionally, 
this case highlights the successful use of the FDA’s EAEU 
pathway to manage a rapidly changing, life-threatening 
clinical scenario where no existing therapy remained a 
viable option. Together, these tools represent a powerful 
option for clinicians faced with unprecedented medical 
condition and may provide significant benefit to patients 
when utilized appropriately.

Abbreviations
NF	� Necrotizing fasciitis
NPWT	� Negative pressure wound therapy
Wound vac	�wound vacuum
3D	� 3-dimensional
FDA	� Food and Drug Administration
EAEU	� Expanded Access for Medical Devices Emergency Use mechanism 

(EAEU)
IRB	� Institutional review board
DICOM	� Digital Imaging and Communications in Medicine

Acknowledgements
None.

Authors’ contributions
SCN: Device design and creation, device implementation, documentation 
preparation and submission to Food and Drug Administration, patient care, 
wrote main manuscript text, prepared all figures. RTJ: Patient care, wrote por-
tion of main manuscript text. YA: Device design and creation, wrote portion of 
manuscript. BS: Device implementation, patient care. PL: Patient care, wrote 
portion of main manuscript text. NvW: Documentation preparation for Food 
and Drug Administration, wrote regulatory portion of main manuscript text. 
SN: Patient care, manuscript review. NBS: Patient care, device implementation, 
manuscript review. KKVK: Device implementation, patient care, review and 
submission of documentation to Food and Drug administration, manuscript 
review. The author(s) read and approved the final manuscript.

Authors’ information
SCN: Resident Physician at The Ohio State University Wexner Medical Center-
Department of Otolaryngology-Head and Neck Surgery, member of Dr. 
VanKoevering’s M4 3D printing laboratory.

Funding
This project did not receive external funding.

Availability of data and materials
Not applicable.

Declarations

Ethics approval and consent to participate
This device was approved via concurrence from The Ohio State University 
Institutional Review Board and by the United States Food and Drug Adminis-
tration. Consent was obtained from the patient’s power of attorney.

Consent for publication
Consent was obtained by patient’s power of attorney for device placement 
and publication of case (available upon request).

Competing interests
Kyle K. VanKoevering – Unrestricted research funding from KLS Martin, Make-
Medical co-founder and partial owner.
Natalia von Windheim - Shareholder in restor3d, travel and postdoc sponsored 
by unrestricted research funding from KLS Martin.
The other authors declare that they have no competing interests.

Author details
1 Department of Otolaryngology‑ Head and Neck Surgery, The James Cancer 
Hospital and Solove Research Institute, The Ohio State University Wexner 
Medical Center, 915 Olentangy River Road, Columbus, OH 43210, USA. 

Received: 11 November 2022   Accepted: 31 December 2022

References
	1.	 Tessier JM, Sanders J, Sartelli M, Ulrych J, Simone BD, Grabowski J, et al. 

Necrotizing soft tissue infections: a focused review of pathophysiology, 
diagnosis, operative management, antimicrobial therapy, and pediatrics. 
Surg Infect. 2020;21:81–93.

	2.	 Sukato DC, Ferzli G, Thakkar P, Gordin E. Concurrent external and intra-
luminal vacuum-assisted closure in head and neck necrotizing fasciitis. 
Laryngoscope. 2017;127:1361–4.

	3.	 Lin C, Yeh F, Lin J, Ma H, Hwang C, Shen B, et al. Necrotizing fasciitis 
of the head and neck: an analysis of 47 cases. Plast Reconstr Surg. 
2001;107:1684–93.

	4.	 Lanišnik B, Čizmarevič B. Necrotizing fasciitis of the head and neck: 
34 cases of a single institution experience. Eur Arch Oto-rhino-l. 
2010;267:415–21.

	5.	 Ferzli G, Sukato DC, Mourad M, Kadakia S, Gordin EA, Ducic Y. Aggressive 
necrotizing fasciitis of the head and neck resulting in massive defects. Ear 
Nose Throat J. 2017;98:197–200.

	6.	 Liu W, Gu W, Jin X, Wang J. Effects of simultaneous versus staged VAC 
placement in the treatment of deep neck multiple-space infections at 
a tertiary hospital over a four-year period in China. Infect Drug Resist. 
2021;14:4091–6.

	7.	 Chen S, Chen Y, Xiao J, Wei X, Chen S, Jiang W. Negative pressure wound 
therapy in necrotizing fasciitis of the head and neck. J Oral Maxil Surg. 
2019;77:87–92.

	8.	 Schuster R, Moradzadeh A, Waxman K. The use of vacuum-assisted clo-
sure therapy for the treatment of a large infected facial wound. Am Surg. 
2006;72:129–31.

	9.	 Balcı MK, Ciğer E, Arslanoğlu S, İşlek A. Necrotizing fasciitis of the head 
and neck: our experience with vacuum-assisted closure therapy. Eur Arch 
Oto-rhino-l. 2018;275:2555–62.

	10.	 Cao J, Liu Z, Ma D, Shen S, Wang X. Modified usage of negative pressure 
wound therapy for the Management of Severe Deep Fascial Space Infec-
tions in the head and neck. Infect Drug Resist. 2020;13:781–8.

	11.	 Reddy AJ, Tak N, Nawathey N, Habib SA, Martel JB. Treatment of a rare 
case of orbital necrotizing fasciitis utilizing negative pressure wound 
therapy. Cureus. 2021;13:e18682.

	12.	 Patmo ASP, Krijnen P, Tuinebreijer WE, Breederveld RS. The effect of 
vacuum-assisted closure on the bacterial load and type of Bacteria: a 
systematic review. Adv Wound Care. 2014;3:383–9.

	13.	 Novelli G, Daleffe F, Birra G, Canzi G, Mazzoleni F, Boni P, et al. Negative 
pressure wound therapy in complex cranio-maxillofacial and cervical 
wounds. Int Wound J. 2018;15:16–23.

	14.	 Novelli G, Catanzaro S, Canzi G, Sozzi D, Bozzetti A. Vacuum assisted 
closure therapy in the management of cervico-facial necrotizing fasciitis: 
a case report and review of the literature. Minerva Stomatol. 2014;63:135–
44 Available from: http://​europ​epmc.​org/​abstr​act/​MED/​24705​043.

	15.	 Shindo ML, Nalbone VP, Dougherty WR. Necrotizing fasciitis of the face. 
Laryngoscope. 1997;107:1071–9.

	16.	 Labler L, Rancan M, Mica L, Härter L, Mihic-Probst D, Keel M. Vacuum-
assisted closure therapy increases local Interleukin-8 and vascular 
endothelial growth factor levels in traumatic wounds. J Trauma Inj Infect 
Crit Care. 2009;66:749–57.

	17.	 Miller L, Shaye D. Noma and necrotizing fasciitis of the face and neck. 
Facial Plast Surg. 2021;37:439–45.

http://europepmc.org/abstract/MED/24705043


Page 9 of 9Nyirjesy et al. 3D Printing in Medicine             (2023) 9:4 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	18.	 Ho C-Y, Chin S-C, Chen S-L. Management of Descending Necrotizing 
Mediastinitis, a severe complication of deep neck infection, based on 
multidisciplinary approaches and departmental co-ordination. Ear Nose 
Throat J. 2022;014556132110685.

	19.	 Y M, M S, M I, N H, H T, T K. Usefulness and safety of open tracheostomy 
by a - ProQuest. Am Surg [Internet] 2010; Available from: https://​www.​
proqu​est.​com/​docvi​ew/​84026​6914

	20.	 Amrith S, Pai VH, Ling WW. Periorbital necrotizing fasciitis – a review. Acta 
Ophthalmol. 2013;91:596–603.

	21.	 Contrera KJ, Woody NM, Rahman M, Sindwani R, Burkey BB. Clini-
cal management of emerging sinonasal malignancies. Head Neck. 
2020;42:2202–12.

	22.	 U.S. Food and Drug Administration, Code of Federal Regulations Title 21. 
Available from: https://​www.​acces​sdata.​fda.​gov/​scrip​ts/​cdrh/​cfdocs/​
cfcfr/​CFRSe​arch.​cfm?​CFRPa​rt=​820. [cited 2022 Sep 5]

	23.	 Expanded Access | Information for Physicians | FDA [Internet]. [cited 2022 
Sep 5]. Available from: https://​www.​fda.​gov/​news-​events/​expan​ded-​
access/​expan​ded-​access-​infor​mation-​physi​cians

	24.	 USGA O. Investigational new drugs: FDA has taken steps to improve the 
expanded access program but should further clarify how adverse events 
data are used | U.S. GAO [Internet] GAO Highlights 2017 [cited 2022 Sep 
5]. Available from: https://​www.​gao.​gov/​produ​cts/​gao-​17-​564

	25.	 Zopf DA, Hollister SJ, Nelson ME, Ohye RG, Green GE. Bioresorbable air-
way splint created with a three-dimensional printer. New Engl J Medicine. 
2013;368:2043–5.

	26.	 Daoud GE, Pezzutti DL, Dolatowski CJ, Carrau RL, Pancake M, Herderick 
E, et al. Establishing a point-of-care additive manufacturing workflow for 
clinical use. J Mater Res. 2021;36:1–20.

	27.	 Roser SM, Ramachandra S, Blair H, Grist W, Carlson GW, Christensen AM, 
et al. The accuracy of virtual surgical planning in free fibula mandibular 
reconstruction: comparison of planned and final results. J Oral Maxil Surg. 
2010;68:2824–32.

	28.	 Christensen A, Rybicki FJ. Maintaining safety and efficacy for 3D printing 
in medicine. 3d Print Med. 2017;3:1.

	29.	 Macielak RJ, Ziebarth MT, Price DL. 3D printed fistula plug: a novel bridge 
to definitive reconstruction. Laryngoscope. 2020.

	30.	 Hong CJ, Giannopoulos AA, Hong BY, Witterick IJ, Irish JC, Lee J, et al. Clini-
cal applications of three-dimensional printing in otolaryngology–head 
and neck surgery: a systematic review. Laryngoscope. 2019;129:2045–52.

	31.	 Nyirjesy SC, Heller M, Windheim N, Gingras A, Kang SY, Ozer E, et al. The 
role of computer aided design/computer assisted manufacturing (CAD/
CAM) and 3- dimensional printing in head and neck oncologic surgery: a 
review and future directions. Oral Oncol. 2022;132:105976.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.proquest.com/docview/840266914
https://www.proquest.com/docview/840266914
https://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfcfr/CFRSearch.cfm?CFRPart=820
https://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfcfr/CFRSearch.cfm?CFRPart=820
https://www.fda.gov/news-events/expanded-access/expanded-access-information-physicians
https://www.fda.gov/news-events/expanded-access/expanded-access-information-physicians
https://www.gao.gov/products/gao-17-564

	Use of 3-dimensional printing at the point-of-care to manage a complex wound in hemifacial necrotizing fasciitis: a case report
	Abstract 
	Background 
	Case presentation 
	Conclusions 

	Background
	Case presentation
	Splint fabrication

	Discussion
	Expanded access for medical devices emergency use mechanism (EAEU)
	Point of care device development

	Acknowledgements
	References


