edicine
ency M
Emerg
ic
m
e
d
l of Aca
Journa

ports
e
R
e
s
Ca

JAEMCR 2014; 5: 206-8

DOI: 10.5152/jaemcr.2014.392

gisi
ları Der
Sunum
p Olgu
ik Acil Tı
em
d
Aka

Fournier’s Gangrene in a Female Patient with
Diabetes Mellitus: Report of a Case
Diabetes Mellitusu Olan Bir Kadın Hastada Fournier Gangreni: Bir Olgu Sunumu
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ABSTRACT

ÖZET

Introduction: Fournier’s gangrene is relatively uncommon
condition, especially in female patients. The literature suggests
that Fournier’s gangrene in women may arise from vulvar or
Bartholin’s gland abscesses or may result from hysterectomy or
episiotomy. Here, we present a female with Fournier’s gangrene
without a history of abscesses, hysterectomy, or episiotomy.

Giriş: Fournier gangreni özellikle kadın hastalarda nadir görülen
bir durumdur. Literatüre göre kadın hastalarda Fournier gangreni
vulvar veya Bartholin absesinin ilerlemesi veya histerektomi
ya da epizyotomi sonrası gelişebilir. Bu yazıda vulvar veya
Bartholin absesi olmayan, histerektomi veya epizyotomi öyküsü
bulunmayan Fournier gangreni olan bir kadın hastayı paylaşmayı
amaçladık.

Case Report: A 39-year-old woman presented to the emergency
department with hyperemia, edema, and pain on the perineal
area. The patient had a history of diabetes mellitus and
recurrent urinary tract infections. Physical examination revealed
malodorousness, hyperemia, and a gangrenous necrotic
surface on the mons pubis. Body temperature was 38°C, WBC
was 26,000 mm3, and C-reactive protein was 315 mg/L. Pelvic
computed tomography revealed a progressive subcutaneous
tissue infiltration and soft tissue gas within the whole pelvic
area radiating to the abdomen. Wide perineal debridement was
performed, and vancomycin and clindamycin were preferred
for antibiotherapy. She was discharged healthy after 20 days of
hospitalization.
Conclusion: Fournier’s gangrene is a serious surgical emergency
with a high mortality rate. Using broad-spectrum antibiotics and
extensive surgical debridement remains the cornerstone of the
therapy. Although Fournier’s gangrene is mostly attributed to the
male gender, emergency physicians should also consider this
disease in female patients who have comorbid diseases, like DM,
and present with findings suggestive of infection in the perineal
area.
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Olgu Sunumu: 39 yaşında kadın hasta acil servise perineal
ve infrapubik bölgede, hiperemi, ödem ve ağrı şikayetleri ile
başvurdu. Hastanın Diabetes Mellitus (DM) ve tekrarlayıcı üriner
sistem enfeksiyonu öyküsü mevcuttu. Fizik muayenede mons
pubis üzerinde kötü kokulu, hiperemik ve nekrotik alanlar olduğu
görüldü. Vücut ısısı 38°C, lökosit sayısı 26,000 mm3 ve C-reaktif
protein 315mg/L olarak ölçüldü. Pelvis tomografisinde progresif
subkutanöz doku infiltrasyonu görüntüsü tespit edildi. Tüm
pelvik alanda olan, abdomene yayılan yumuşak doku içerisinde
gaz görüntüsü mevcuttu. Genel cerrahi tarafından hastaya geniş
perineal debritman uygulandı. Vankomisin ve klindamisin verildi.
20 günlük hastane yatışı sonrasında hasta sağlıklı olarak taburcu
edildi.
Sonuç: Fournier gangreni yüksek mortaliteye sahip, ciddi cerrahi
bir acildir. Geniş spektrumlu antibiyotik uygulanmasını takiben
geniş cerrahi debritman yapılması tedavinin köşe taşlarını
oluşturmaktadır. Her ne kadar Fournier gangreni çoğunlukla
erkek cinsiyetle ilişkilendirilmişse de, acil servis doktorları perineal
bölgede enfeksiyon bulgusu ile başvuran ve immun yetersizliğe
sebep olabilecek DM gibi komorbid hastalıkları olan kadın
hastalarda da Fournier gangrenini düşünmelidirler.
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Figure 1. Hyperemia and gangrenous necrotic surface on the
mons pubis of the patient

Introduction

Figure 2. Computed tomography of pelvis (coronal)

Fournier’s gangrene is a surgical emergency that is characterized
by progressive necrotizing infection of the perineum or external
genitalia (1). Fournier’s gangrene is relatively uncommon. The
overall incidence is 1.6/100,000 in males, but the incidence for
females is unclear. The male-to-female ratio varies from 10:1 to 42:1
in the literature (1, 2). This condition has also been described in
children (3, 4). Fournier’s gangrene in women may arise from vulvar
or Bartholin’s gland abscesses or may result from episiotomy or
hysterectomy (5). In this case, we present a female who presented
with Fournier’s gangrene without a history of abscesses, episiotomy,
or hysterectomy.

Case Report
A 39-year-old woman presented to the emergency department (ED)
with hyperemia, edema and pain on the perineal and infrapubic area,
especially on the mons pubis. These symptoms started 2 days ago.
The patient had a history of diabetes mellitus (DM) for 15 years and
recurrent urinary tract infections for nearly 10 years. She presented
to a different ED 2 days ago and was discharged with a suggestion of
using penicillin with a diagnosis of cellulite. Her blood pressure was
120/60 mm Hg, pulse was 100 beat/min, and body temperature was
38°C. On her physical examination, the mons pubis was hyperemic
and had a malodorous and gangrenous necrotic surface (Figure 1).
White blood cell count was 26,000 mm3, and C-reactive protein was
measured as 315 mg/L.
The physical examination and laboratory results were suggestive
of Fournier’s gangrene as an initial diagnosis. The diagnosis was
confirmed by pelvic computed tomography (CT), which revealed
a progressive subcutaneous tissue infiltration with evidence of soft
tissue gas within the whole pelvic area radiating to the abdomen
(Figures 2 and 3). The patient was consulted by general surgery
and initially treated with clindamycin intravenously. Wide perineal
debridement was performed by surgeons under general anesthesia.

Figure 3. Computed tomography of pelvis (axial)

After detection of Staphylococcus Aureus in the wound specimens
and blood cultures, vancomycin was added to the regimen. She was
discharged healthy after 20 days after hospitalization.

Discussion
Fournier’s gangrene was first demonstrated in 1764 by Baurienne.
(6). Necrotizing soft tissue infections are identified in 3 types. Type
I is polymicrobial in origin with a combination of gram-negative
and gram-positive bacteria along with anaerobes. Type II infection is
monomicrobial. Group A Streptococcus is the most common cause of
the infection, and Staphylococcus Aureus is the second. Type II is less
common and usually seen in healthy, immunocompetent patients.
Some authors classify necrotizing infection caused by Vibrio
vulnificusas type III, but this is not universally agreed on (7). In the
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present case, Staphylococcus Aureus was detected in the wound
specimens and blood cultures.

Analysis and/or Interpretation - C.K.; Literature Review - G.A.; Writer G.A.; Critical Review - C.K.

Three main distinctive features of Fournier’s gangrene are described
as sudden appearance in a healthy person, usually male; absence
of a definite cause; and rapid progression to gangrene (7). Many
predisposing factors have been reported, including malignancy
and diseases in the perianal region, local trauma, peripheral vascular
disease, urethral stricture, alcohol misuse, DM, chronic steroid use,
malnutrition, and HIV infection (6). These conditions usually start
as a simple infection and later rapidly progress into an end-artery
thrombosis in the subcutaneous tissue, leading to widespread
necrosis, especially in immunocompromised persons (8). Our patient
was obese, and she had a history of recurrent urinary tract infections.
She had DM for 15 years, and so, she is also immunocompromised.
She presented to a different ED 2 days ago with fever and hyperemia
on the pubic area. She was initially misdiagnosed as cellulitis and
discharged after being prescribed penicillin at the previous ED. CT
and ultrasonography are the diagnostic imaging techniques used
for Fournier gangrene (9). In our case, our diagnosis of Fournier’s
gangrene was based on the patient’s clinical situation, and
confirmation was done with a pelvic CT scan. Treatment of Fournier’s
gangrene remains the use of broad-spectrum antibiotics, followed
by aggressive debridement. Despite the advanced management
techniques, mortality still remains high, with an average of 6%74% (10). Our patient was successfully treated with clindamycin,
vancomycin, and wide surgical debridement.
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Conclusion
Fournier’s gangrene is a serious surgical emergency and has a
high mortality rate. Early diagnosis is extremely important. Broadspectrum antibiotics, followed by extensive surgical debridement,
remains the cornerstone of the therapy. Although Fournier’s
gangrene is mostly attributed to male gender, emergency physicians
should also consider this disease in female patients, especially those
who have comorbid diseases, especially causing immunodeficiency,
like DM, and present with findings suggestive of infection in the
perineal area.
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