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Toxic shock syndrome (TSS) is a serious multisystem disease
that was first described in 1978 by Todd. it occurs most often in
menstruating women using superabsorbent tampons, The exact
pathogenesis is not well understood, but it is felt to be due o the
effects of an enterotoxin produced by certain strains of Staphy-
loccus aureus. The reported incidence of TSS following nasal
surgery is 16/100,000. We report a case of TSS following endo-
nasal sinus surgery in which minimal packing was used. The na-
sal surgeon should be aware of this rare and possibly fatal en-
lity, as TSS may ocour following any nasak/sinus surgery, even
where packing is minimal and of short duration and when the
patient is receiving antibictic therapy. HEAD & NECK
1991;13:247-248

Toxic shock syndrome (TSS) may follow any sur-
gical procedure in which packing is used. The
nose is one of the surgical sites in which toxic
shock syndrome toxin-1 (TSST-1)-producing
Staphylococcus have been described.’® We re-
port a case in a young woman rapidly following
" functional endonasal sinus surgery. The patient
had no signs of wound infection but presented
with the 4 major criteria of TSS: fever of 39.5°C,
exanthem with erythroderma, subsequent des-
quamation, and orthostatic hypotension.*

Toxic shock syndrome is a serious acute ill-
ness that should be suspected in any postopera-
tive patient presenting with high-grade fever
and hypotension.
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Toxic Shock Syndrome

CASE REPORT

A 32-year-old woman underwent functional en-
donasal sinus surgery (FESS) for polypoid
chronic sinusitis. Preoperative evaluation was
negative for any medical problem except for
chronic sinusitis. The patient had 2 1 X 2 inch
piece of gelfilm wrapped around a piece of gel-
foam shaped into a cigarette-type pack. This was
inserted into her left ethmoid region. No other
packing was used. Postoperatively, the patient
was observed for several hours with no complica-
tions and was discharged on antibiotics.

Approximately 18 hours later, the patient
was seen in our clinic with the history of several
episodes of vomiting, persistent nausea, abdomi-
nal pain, and undocumented high fever. While
removing the pack in the office, the patient expe-
rienced a syncopal episode and her blood pres-
sure was 60/40 mmHg. She was admitted to the
hospital immediately, and an infectious disease
consult was called.

Examination revealed a puise of 130/min,
temperature of 39.5°C, and respiratory rate of
24/min. She was hypotensive with a blood pres-
sure of 60/0 mmHg on admission. Intravenous
fluids increased her blood pressure to 80/40
mmHg. She was in acute distress with diffuse
macular erythematous rash involving chest, ab-
domen, and face. Her otolaryngologic exam re-
vealed diffuse oral and pharyngeal mucosal bul-
lous erythemia and petichael formation. Her
abdomen was tender. However, the rest of her
exam was within normal limits. Her laboratory
findings revealed a blood urea nitrogen of 24 mg/
dL, calcium of 3.8 mg/dL, and a creatinine of 2.3
mg/dL, electrolytes, liver function tests, complete
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blood count, platelet count, and serology titers
were normal. Her electrocardiogram and chest
x-ray were also normal. Blood, stool, and nasal
cultures were taken. These were negative except
for the nasal culture that grew Staphylococcus
aureus coagulase positive.

Presumptive diagnosis of TSS was made, and
the patient was admitted to the intensive care
unit. Vigorous fluid resuscitation with monitor-
ing of vital signs, urine output, and central
venous pressure were started. Vancomycin and
Fortaz were also started intravenously. She re-
sponded very well to the management and was
transferred to a regular nursing unit 2 days
later. On the sixth hospital day, the patient was
discharged on dicloxacillin for 5 days.

DISCUSSION

Toxic shock syndrome is a serious acufe illness
that might have a fatality rate as high as 10%.°
It usually involves multiple organ systems in the
body.® It was predominantly reported in young
menstruating women using tampons; however,
as awareness of this entity increased, many re-
ports appeared related to surgical wounds, espe-
cially in cases of nasal surgery.”®

The essential organism for TSS production is
a TSST-1-producing Staphylococcus aureus. Al-
though the incidence of Staphylococcus aureus
nasal carriers in normal volunteers was reported
to vary from 18%*'° to 50%.*'' Fortunately,
TSS incidence following nasal surgery is as low
as 16/100,000.®

The exact reason why TSS occurs is not well
understood. Certain Staphylococcus isolates are
needed to produce TSST-1 leading to TSS. This
toxin was found in more than 90% of Staphylo-
coccus strains in patients with TSS and in less
than 10% of Staphylococcus isolates not associ-
ated with TSS.?® Packing is another major con-
tributing factor but the exact role of packing and
packing material is unclear.®>'* Additionally, the
role of mucosal damage and trauma remains a
mystery.

In our case, even though minimal unilateral
packing was used, TSST-1 was produced leading
to TSS. Gelfoam could have been the major
confributory factor, because it has a high rate of
Staphylococcus aureus growth as reported by
Breda et al.*

Prophylactic antibictics (as noted in this case
and other reports*®) have no beneficial effect.
This is thought to be because of the low blood
levels of antibiotics in recently operated areas as
reported by Hoeprich.'®

CONCLUSION

Toxic shock syndrome is not limited to menstru-
ating women using tampons. Seven cases of TSS
were reported following nasal surgery between
1980 and 1983.8

We recommend against the use of packing
material following sinonasal surgery. However,
if minimal packing must be used we believe this
should be coated with antibiotic vintment. Baci-
tracin has been shown to be effective against
Staphylococcus aureus.**
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