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Abstract  Case Report 
 

Fournier's gangrene is a rare and serious form of necrotising fasciitis. It has a high morbidity and mortality rate, 

requiring rapid and energetic multidisciplinary medical and surgical management. Initial treatment is based on 

resuscitation combined with surgical debridement. Secondly, the major problem remains healing and the after-effects 

that patients retain. Several therapeutic modalities are currently available to improve and accelerate healing. The 

prognosis and healing time depend essentially on the qualitý of the treatment but also on the extent of the necrosis. The 

other elements that condition the prognosis being the patient's terrain and the origin of the gangrene. We report a case 

of Fournier's gangrene in a 59-year-old diabetic patient who had benefited from medical and surgical treatment and 

had a favourable outcome. 
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INTRODUCTION 
Fournier's gangrene is a severe necrotising 

bacterial dermo-hypodermatitis of the perineal region 

first described by Baurienne in 1764, but it was 

Fournier who gave the disease its name when, in 1883, 

he described five cases of gangrene of the scrotum in 

young men [1]. It is a peri-anal, perineal and genital 

necrotising fasciitis resulting from a polybial infection 

whose source may be genitourinary, colorectal, 

cutaneous or idiopathic, and which is potentially lethal.  

It is secondary to a locoregional cause in 95% of cases 

[2]. It is an absolute emergency in which rapid 

diagnosis and treatment determine mortality and 

morbidity. We report a case of Fournier's gangrene in a 

59-year-old patient with diabetes. Our aim is to use this 

case to illustrate the clinical aspect, the diagnostic 

approach and the therapeutic outcome of Fournier's 

gangrene in our setting. 

 

OBSERVATIONS 
Mr M. EL. H, 54 years old, married and father 

of 04 children, followed for diabetes, received for pain 

plus perineal and scrotal swelling. It all started with 

painful perineal swelling, redness and local heat. On 

clinical examination, the patient was conscious, 

cooperative, in good general condition, 

haemodynamically and respiratorily stable (blood 

pressure 13/8 cmHg, heart rate 72 beats/minute, 

respiratory rate 18 cycles/minute), GCS 15/15, no 

oedema of the lower limbs, conjunctivae and 

integument normo coloured with a fever of 39°C. 

Examination of the perineum revealed a large fistulous, 

necrotic left perianal collection with a foul odour and a 

distended, hyperemic and very painful scrotum (Figure 

1). 

 

 
Figure 1: Patient on arrival at HMMI-Meknès 

emergency department 

 

Visceral & Plastic Surgery 
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The biology showed an inflammatory and 

infectious syndrome (hyperleukocytosis of 

21,000/mm3, haemoglobin 13.6 g/dl, Plq 338, 

lymphopenia 0.89 and C-reactive protein CRP 

>320mg/l; blood glucose 2.83g/l; renal function tests 

(urea 0.84g/l; creatinine 14.69mg/l); the rest of the tests 

(liver and blood ionogram) were normal. The diagnosis 

of Fournier's gangrene in a diabetic setting was 

accepted. He was put on medical treatment based on 

rocephin (02g per day), metronidazol (three times 

500mg per day), analgesics and regular insulin was 

started. The patient was admitted to the operating 

theatre for surgical trimming. He was placed in the 

pruned position under spinal anaesthesia, which was 

converted to general anaesthesia. Surgical trimming 

consisted of stripping all necrotic tissue from the 

perineum, from the bursa down to the healthy skin 

(Figure 2). 

 

 
Figure 2: Patient after stripping (necrosectomy) on 

day 1 in the operating theatre. HMMI-Meknes 

Visceral Surgery Department 

 

Careful washing with hydrogen peroxide 

diluted with 0.9% saline, then compresses soaked in 

hydrogen peroxide and Betadine placed in the cubicles 

and covering the entire wound, followed by a 

compression dressing. A specialist opinion from 

endocrinology and nephrology was requested the day 

after his admission, followed by a new biological 

check-up at the request of the opinions: 

• Endocrinology for his diabetes: Blood glucose 

2.55g/l; Glycated haemoglobin 7.9% for which 

insulin treatment was renewed. 

• Nephrology for suspected renal failure on 

admission, which fortunately was functional. 

• A new biological check-up showed regression of 

the inflammatory and infectious work-up: 

(hyperleukocytosis at 16.96/mm3, no lymphopenia 

and C-reactive protein CRP >236mg/l), 

haemoglobin at 12.2 g/dl, Plq at 369; reduction in 

blood glucose to 2.55g/l; the work-ups (renal and 

hepatic) had normalised. 

 

Dressing sessions using hydrogen peroxide 

diluted with 0.9% saline, then compresses soaked in 

hydrogen peroxide and Betadine covering the entire 

wound, followed by a pressure dressing, were instituted 

on a daily basis (Figures 3, 4 and 5). 

 

 
Figure 3: Patient on 3rd day of hospitalisation after 

stripping. HMMI-Meknes Department of Visceral 

Surgery 

 

 
Figure 4: Patient on day 5 of hospitalisation after 

stripping. HMMI-Meknes Department of Visceral 

Surgery 
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Figure 5: Patient on 10th day of hospitalisation after stripping. HMMI-Meknes Department of Visceral Surgery 

 

After twenty-five days (25) of care, the patient 

was transferred to the plastic surgery department for a 

possible skin graft. The patieant was admitted back to 

the operating theatre for a skin graft and was placed in 

the waist-up position under spinal anaesthetic. After 

locating the site to be harvested, we performed a medial 

fasciocutaneous flap of the right thigh followed by 

placement of a drain (Figures 6 and 7). 

 

 
Figure 6: Patient on the 27th day of hospitalisation 

in the operating theatre after identification of the 

site to be harvested. HMMI-Meknes Plastic Surgery 

Department 

 

 
Figure 7: Patient after skin grafting of the medial 

fasciocutaneous flap of the right thigh. HMMI-

Meknes Plastic Surgery Department 

 

A check ten (10) days after the plasty showed 

satisfaction with the progress (figure 8). 

 

 
Figure 8: Check-up after ten (10) days of skin 

grafting. HMMI-Meknes Plastic Surgery 

Department 

 

DISCUSSION 
Fouiner's gangrene is a rapidly progressive 

necrotising fasciitis of the perineum and external 

genitalia resulting in extensive soft tissue necrosis [3]. 

It is the most serious complication of suppurations of 

the peri-anal region, regardless of the primary infection. 

Fournier's gangrene is often described as a disease of 

adults. The age of patients reported in Tang's review of 

the literature was 51.8 years [4]. In Ugwumba's series, 

the mean age was 48.3 years (range: 28 to 66 years) [5] 

and 42 years (range: 20 to 65 years) in Borki's series 

[6]. Other authors found an average age of less than 40 

years: Dekou, in his study, noted an average of 39.4 

years (extremes: 20 and 67 years) with 64.29% of 

patients under 50 years of age [7]. Rimtebaye found an 

average age of 38.33 years with extremes of 22 and 70 

years and explained that the young age in his series was 

due to the predominance of urological causes 

(urogenital portal of entry), probably related to sexual 

vagrancy [8]. Several authors have noted a male 

predominance, with men being ten times more affected 

than women [3, 9]. The over-representation of men can 

be explained by the different anatomical conditions in 

women, which can be summed up by better drainage of 

the perineal region in women through vaginal secretions 

and rich vascularisation of the genital tract, which also 
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favours oxygenation of the region and theoretically acts 

as a brake on the development of anaerobic germs [9].  

 

Our case involved a 54-year-old man. 

Gangrene occurs in a particular context, often involving 

a form of immunodepression of varying degrees. 

Diabetes mellitus is considered to be the most common 

predisposing factor, and its presence is reported in 

21.4% to 44.6% of patients with Fournier's gangrene, as 

hyperglycaemia interferes with cellular immunity [4, 5, 

10]. Other risk factors include alcoholism, morbid 

obesity, malnutrition, chronic renal failure, cirrhosis, 

advanced age, cancers, haemopathies, HIV infection, 

arterial disease, arterial hypertension, 

immunosuppressive treatments, pelvic vascular 

pathologies, and so on. [4,11]. In the series by Borki 

[6], over 70% of patients had none of the predisposing 

factors. Our patient had unbalanced diabetes mellitus. 

Clinically, Fournier's gangrene presents in 2 phases: a 

phase of invasion and a phase of extensive cutaneous 

necrosis, but with respect for hyper-vascularised areas. 

The invasion phase is generally revealed by an increase 

in scrotal volume, perineal or genital pain and fever. In 

the necrotic phase, clinical signs alone are sufficient; 

snowy crepitus is pathognomonic but present in 50 to 

60% of cases [12,13]. In our case, our patient was 

admitted in the necrotic phase. From a biological point 

of view, our patient presented with hyperleukocytosis. 

This finding is identical to those made by several 

authors [6, 7, 14].  

 

Fournier's gangrene typically results from a 

synergistic infection by several bacteria. The presence 

of crepitus, with or without a foul odour, suggests the 

presence of anaerobic bacteria. However, the majority 

of cases involve a combination of aerobic and anaerobic 

bacteria [3,15]. Treatment consists of 3 components: a 

medical component based on resuscitation and 

antibiotic therapy; an initial surgical component based 

on surgical debridement, flattening of collections and 

purulent fuses, and excision of all necrotic and 

devitalised tissues. This excision must be as extensive 

as possible. This is the 3rd stage, the healing stage and 

skin recovery. This healing is based on several 

therapeutic modalities: directed healing, hyperbaric 

oxygen therapy, vaco-therapy flaps and covering 

procedures [16, 17]. Other authors suggest that 

colostomy should be used to prevent contamination of 

the wound by faeces, thus facilitating local care and 

healing [10, 18, 19]. Colostomy was not performed in 

our patient as it is more appropriate in gangrene 

extending to the posterior perineum. In the case of our 

patient, we obtained complete healing after 2 months of 

treatment and after stabilising the diabetes mellitus 

incriminated as a predisposing factor. The prognosis 

and healing time depend essentially on the qualitý of 

the management but also on the extent of the necrosis. 

The other elements that condition prognosis are the 

patient's terrain and the origin of the gangrene [20]. 

 

CONCLUSION 
Perineo-scrotal gangrene is a serious disease. 

Despite energetic multidisciplinary therapeutic 

management, it is still the cause of a high mortality rate. 

Early and regularly repeated surgical excisions under 

general anaesthesia and management in a surgical 

intensive care unit with triple antibiotic therapy are 

essential to avoid and treat the general complications of 

gangrene, such as sepsis and visceral failure, which in 

our opinion are the most serious factors. 
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