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ABSTRACT 
Fournier's Gangrene is a rare condition marked by fluminent polymicrobial necrotising fascitis which involves scrotum and penis, or 
both with occasional extensions upto the an abdominal wall. Pre disposing factors includes Diabetes mellitus,Immuno compromised 
patients, Alcoholism, Tobacco, Chemotherapy, Radiography etc. Fournier's Gangrene occurs at any age  and it effects mostly in men 
but also effects women too. We present a case of Fournier's Gangrene - A 40 years old male patient was admitted in emergency 
department with the complaints of pain over the Testicular region, Itching, Ulcerative over the scrotal region with foul smell & pus 
discharge and fever. This symptoms have started five day prior to the presentation but symptoms are rapidly progressive in nature 
since 24 hours of admission. His past medical history reveals that he has Diabetes mellitus type-1 and on medication. He had 
undergone surgery of hydrocelectomy one month back.The management steps Includes Resustation , Broad spectrum Antibiotics, 
Surgical debredment and skin grafting. As the patient is known diabetes the chances of infection is more. So early presentation, 
diagnosis and treatment plays a major role in preventing further complications. In order to do this, we have to provide awareness 
about the disease among the people. 

 

 

INTRODUCTION 

Fournier's Gangrene  is a serious surgical emergency condition 

which involves scrotum or penis or both with occasional 

extension upto the abdominal wall (3,23). This clinical condition 

was first described by GeanAlfered Fournier, A French 

Dermatologist and Venereologist reported five cases in 1882 
3,6. The hallmark of FG is intense pain and tenderness in the 

genitalia. Fournier's gangrene occurs at any age even early 

childhood6 . Fournier's gangrene occurs in both male and 

female in a ratio of 10:112. This disease is infective in origin 11. 

The Aetiology includes abnormal sexual practices, parentral 

drug abuse, trauma, insect bite, prior surgical procedures in the 

perenial region, burns (11-18 . Predisposing factors of FG's 

include Diabetes Mellitus , alcoholism, immunosuppression,  

tobacco abuse, chemotherapy, radiography, atrial  

Hypertension 28,29,30 . Diagnosis includes ultrasonography, CT- 

scan , MRI, radiography, blood culture, complete blood count 1. 

Management of FG includes resustation, broad spectrum , 

intravenousantibiotics, surgical debridement and supportive 

therapy 13 . The present case report is of particular importance  

as it describes a case of FG with  Type-1  Diabetes Mellitus. 

Management of this condition is always  posses greatest 

challenge in reducing morbidity and mortality 3 . 

CASE REPORT 

A 40 years old male patient was admitted into emergency 

department of government general hospital with complaints of 

fever, pain over the testicular region,  itching and ulceration 

over the scrotal region  with foul smell and pus discharge. His 

symptoms had started five days prior to presentation but had 

progressed rapidly in preceding 24 hours. 

 The patient had past medical history of Type-1 Diabetes 

Mellitus since five years and he is under medication. Patient 

had underwentsurgery of hydrocelectomy one month back. He 

was not an alcoholic. On examination patient was conscious, 

pallor was not present and icterus was present along with 

lymphedenophthy. His pulse was 86 beats per minute,  BP was 

110/80 MMHG. Systemic examination reveal that there is no 

abnormality. Local examination of scrotum reveals that 

scrotum was enlarged and tender there was patchy gangrene 

all over the scrotum with foul smelling in pus discharge. 

Laboratory investigations are normal ie., RBS:113mg/dl; serum 

creatinine : 0.9mgmdl; blood urea: 30mg/dl. Before the 

operation the patient was treated with Inj. Taxim 1gm IV BD, 

Inj. Ondon 4mg IV STAT and wet dressing.On the day  four the 

patientunderwent surgery ie., reconstruction. The patient 

responded well for the surgery. The post operative treatment 

from day 5-25 includes wet dressing,Tab. Cefixim 200mg PO 

BD,Tab.Diclo 150mg PO BD, Tab. Pantop 40mg PO OD, Tab. B 

Complex 1tab PO OD, Tab. IFA 1tab PO OD. The patient was 

discharge on the day 25th by suggesting the precautions. 

DISCUSSION 

Fournier's Gangrene is a rare 11 condition marked by fluminent 

polymicrobial necrotising fasciitis 1-10, which is generally 

localised disease of scrotum or penis or both with occasional 

extention up to the abdominal wall 11. In literature many terms 

have been used synonymously to describe the condition which 

include idiopathic gangrene of the scrotum, 

periurethralphelgmon, streptococcal scrotal gangrene and 

cenegesiticnecrotising cellulitis. The hallmark of fournier 

gangrene is intense pain and tenderness in the genital with 

pronounced systemic signs and symptoms like fever and 

lethargy which may last’s up to 7 days with genital pain and 

tenderness. The patient may also experience edema of the 

overlying skin, dusky appearance of the overlying skin and 

necrotising patches are observed. If the patient is not managed 
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aggressively at this stage, the condition of the patient may 

worsen and sepsis with multiple organ failure may follow 22 . 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fig 1: Aggressive debridement  of  FG 

 
Fig 2: When patient underwent Hydrocelectomy 

 

 It may occurs in both females and males 2-4. The present ratio 

of incidents is 1:10 12 . At Present FG's incident rate is reported 

as 1.6 cases for one lakh people. The sources of infections 

occurs by both aerobic and anaerobic bacteria- commonly E-

coli, streptococus, staphylococcus, enterobactorcloace, 

kelbisela, coliforms, clostridia, bacteroids, enterococusfacecalis 

and cornybacteria2-22. The synergistic microbial activity results 

in production of various exotoxins and enzymes like 

collagenase, heparinase, hyaluronidase, streptokinase and 

streptodornase, which lead to tissue destruction and spread of 

infection. 
The aetiological factors of Fournier gangrene are obesity9, 

diabetes mellitus, abnormal sexual practices, alcohol abuse 9-15 , 

infection of gastrointestinal tract 3 , tissue ischemia 3-12 . When 

it comes to children the main aetiological factor is diaper rash 
17 , pelvic injury, omphalitis, localised abscess, circumcision 24-

27 . The most important predisposing factors that we encounter 

among the patients are age, diabetes mellitus, rectal cancer, 

chronic alcohol abuse, malignancy 13-16 ,parentral drug use, 

malnutrition, extreme ages, atrial hypertention, chemo 

radiotherapy24-26 . Predisposing factors for mortality in 

patients with FG is female gender, which is due to the 

association with the frequent involvement of retroperitoneal 

and abdominal cavity in inflammatory process 13 . 

The immunocompetent patients presenting with the FG, a 

thorough evaluation for underlying disease should be done. For 

this, proper diagnosis mainly radiography, ultrasound, 

computed tomography, blood culture and MRI are useful in 

selected cases to rollout retroperitoneal or intraabdominal 

disease process5 . When radiography is done in affected area, 

gas can be detected in the deapth of soft tissues and absolute 

indication for surgical intervention. Ultrasonography can be 

differentiateintrascrotal abnormality from the cellulitis. CT and 

MRI are useful in selective cases to rule out retroperitoneal or 

intraabdominal disease process 22-30. 

The management of FG includes early hospitalisation, 

resustation, broad spectrum antibiotics, surgical debridement 

and adequate supportive therapy 31. The negative pressure 

wound therapy ( NPWT) may represent solution to the risk of 

infection of a large open wound that usually remains after a 

surgical debridement. It is generally exposed to the 

atmospheric pressure between 50-125 mmHg in order to 

increase blood supply, migration of inflammatory cells and 

removal of exudates. Honey has been reported to be cost 

effective for wound management in FG. It has capability in 

controlling bacteria due to its low pH. Hyperbaric oxygen 

therapy  shortens hospital stay, increaseswound healing and 

decreases the gangreneous spread (18,30) . Pivodine iodine is 

used as a primary agent for the wound dressing 21 . In recent 

years vacuum assisted closer (VAC) system dressing has 

significantly improved the post debridement wound care, 

minimizing the skin damage and speeding up the healing 

process 22 . 

 

 CONCLUSION 

FG is a serious surgical emergency with a high mortality rate. 

To decrease mortality rate the first step is early presentation of 

the patient to the hospital. In order to do this we have to 

provide awareness about this rare disease among the people. If 

the treatment is delayed the area of debridement will be 

increased, so early presentation, early diagnosis and early 

management is helpful in preventing the complications such as 

removal of affected organ and to stop the rapid spread of the 

disease to the other organs. However, despite advancements in 

diagnostic modalities and intensive care management, prompt 

diagnosis with early surgical debredment, antibiotic 

administration, good supportive care and primary disease 

management of comorbiditis like diabetes mellitus is always a 

challenge in reducing the mortality and morbidity. 
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