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ABSTRACT 
 

Aim: To assess a case of Fournier’s gangrene and treatment of this problem. 
Case Report: A 70-year-old male presented to the emergency ward with a complaint of scrotal 
and perineal pain and swelling. He had a past medical history for poorly non-controlled diabetes 
mellitus. Based on the history, physical examination and these findings, a diagnosis of Fournier’s 
gangrene was made. An emergent surgery consultation was obtained and after evaluation, the 
patient was transferred to the operating room for debridement of the scrotal and perineal skin and 
soft tissues. He was treated with surgical debridement thrice beside broad spectrum antibiotics. 
Conclusion: This case describes a sample of successful treatment with surgical and antibiotic 
therapy in Fournier’s gangrene.  
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1. INTRODUCTION 
 
Fournier’s gangrene is a rare, rapidly progressive 
form of necrotizing fasciitis of the genital and 
perineal regions [1]. Cause of infection is 
identifiable in 95% of cases, mainly arising from 
rectal and genital sources [2]. There are two 
types of this problem. Type I is arising from a 
mixture of aerobic and anaerobic organisms [3]. 
Type II is due to Group A Streptococcus and a 
second organism [3,4]. Predisposing factors such 
as diabetes lead to vascular disease that 
increases susceptibility to polymicrocrobial 
infection. The final diagnosis is accorded to 
clinical signs and physical examination [5,6]. 
 

2. CASE REPORT 
 
A 70-year-old male presented to the emergency 
ward with a complaint of pain and swelling over 
scrotal and perineal region. His signs and 
symptoms had started twenty days before 
presentation, but had progressed rapidly before 
twenty-four hours. The patient complained of 
associated fever, nausea, diaphoresis, 
constipation and urinary retention. Vital signs 
consist of a blood pressure of 90/64 mmHg, a 
heart rate of 110 beats per minute and a oral 
temperature of 39.2°C. On physical examination, 
the patient had extensive necrosis of the scrotum 
and perineum with subcutaneous crepitus (Fig. 
1).   
 

 
 

Fig. 1. Pre op view of Fournier’s gangrene 

 
He had a medical history of poorly controlled 
diabetes mellitus. There was no other relevant 
past history. Collateral social history revealed 
that he lived on his own. Laboratory analysis 
revealed a blood glucose of 386 mg/dL (70-110 

mg/dL), White cell Count of 25.2 ×10
3
 (4.0-

11.0×103) and Red cell count of 4.16×106 (4.5-
5.5×10

6
).   

 

Based on the history, physical examination and 
laboratory results, a diagnosis of Fournier’s 
gangrene was made. An emergent surgery 
consultation was obtained and after diagnosis, 
the patient was transferred to the operating room 
for debridement of the scrotal and perineal skin 
and soft tissues. He was treated with antibiotics 
(ceftriaxone, gentamicin and metronidazole). An 
indwelling Foley’s catheter, a faecal drainage 
tube and a nasogastric tube were inserted into 
the patient.  The patient underwent widespread 
debridement of the scrotum and perineal region 
(Fig. 2). Several litres of normal saline were used 
intraoperatively to wash out the wound in order to 
minimize bacterial counts. The patient returned 
to the operating room two subsequent times for 
further debridement prior to reconstruction (Fig. 
3). He was discharged approximately two weeks 
after exhibition with an excellent prognosis. 
Histopathological examination of debrided tissue 
revealed acute inflammation and liquefactive 
necrosis associated with mixed bacterial flora, 
consistent with the diagnosis of Fournier’s 
gangrene.  
 

 
 
Fig. 2. Intra op view of Fournier’s gangrene 
 

3. DISCUSSION 
 
Fournier’s gangrene is a condition specified by 
fulminating polymicrobial necrotizing fasciitis of 
the urogenital and perineal regions. The routine 
described treatment with antibiotics and 
emergency operative treatment is essential; 
however, despite advancements in diagnostic 
modalities and intensive care management, 
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mortality can still approach 67% [1]. On 
presentation, patients may complain of scrotal 
discomfort, pruritus and swelling with systemic 
complaints such as fever and myalgia. In 
physical examination, we discovered tenderness, 
skin discoloration, edema, blistering, and crepitus 
[7]. The mortality rate for FG is in range of 20–
50% [8,9]. Nature and harmful effects of invasive 
infection with predisposing factors are causing 
high mortality. Factors that increase mortality 
include advanced age, diabetes mellitus, early 
anorectal infections, presence of systemic 
sepsis, leukocytosis, low haematocrit, and many 
others [8-16]. 
 

 
 

Fig. 3. Post op view of Fournier’s gangrene 

 
4. CONCLUSION 
 
Fournier’s gangrene is still a very severe disease 
with a high mortality rate. The main prognostic 
factors of high mortality include advanced age, 
renal failure at the time of admission, extension 
of infection to the peritoneal cavity and septic 
shock. Early diagnosis and prompt surgical 
debridement with appropriate supportive therapy 
is the key to prevent mortality and morbidity.  
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