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Abstract

A 60 years old male patient presented to our department with
edema, leak and pain of perineal region. Symptoms began
three days ago. Diabetes mellitus and hypertension were his
history. There was no previous history of drug allergies. In
the physical examination of the patient, he was conscious
with an arterial blood pressure 110/70mmHg and a pulse of
100/min. Perineal examination revealed the entire perineal
skin to be gangrenous and stinking necrosis (Figiire-1).

Figure 1
Figiire-1: Fournier’s gangrene in perineal region

Leukocyte was 31500 mm3, glicose was 201 mg/dl, blood
iire nitrogen was 222 mg/dl, crea 3.09 mg/dl. Other
laboratory signs of the patient were normal. It was thought to
be Fournier Gangrene. The patient was hospitalized and
given broad spectrum antibiotics. Under general anesthesia,
wide perineal debridement was performed. Large bowel by-
pass procedures were performed because rectal muscules
was kept. The patient died on post operative day ten.

DISCUSSION

Fournier gangrene is a polymicrobial, synergistic,necrotizing

infection of the perineal subcutaneous fascia and male
genitalia that originates from the skin, urethra, or rectum]1.

It was first described in 1764 by Baurienne and given its
eponymous name after Jean-Alfred Fournier in 1883
presented a case of perineal gangrene in an otherwise
healthy young man2. Three characteristics were emphasized:
(1) sudden onset in a healthy young male; (2) rapid
progression to gangrene; and (3) absence of a definite
cause3.

Advanced age (over fifty years old), obesity, diabetes
mellitus, peripheral vascular disease, local trauma, urethral
stricture, malignant and perianal disease have been cited as
the main predisposing factors4. This infectious process
typically begins as a benign infection or simple abscess that
quickly becomes virulent, especially in an
immunocompromised host, and leads to end-artery
thrombosis in the subcutaneous tissue that promotes
widespread necrosis of previously healthy tissuel. Traumas
and iiriner infections are the most common reasons of male
genital necrotizing soft tissue infections5. The disease can
no longer be considered to be idiopathic; in most cases a
urologic, colorectal or cutaneous source can be identified5.
The diagnosis of Fournier gangrene can use radiography,
ultrasonography and CT6. Broad spectrum antibiotics and
aggressive debridement remain the hallmarks of treatment.
Hyperbaric oxygen therapy and improved local wound care
may decrease the extent of tissue destruction5. In spite of
these advancements in management, mortality is still high
and averages 15-50 percent7,8. Our patient’s had diabetes
mellitus. Depite all prevention, our patient died at post
operative 10 day.

CONCLUSION

Early presentation and diagnosis, and the use of broad-
spectrum antibiotics and aggressive surgical debridement
remain the cornerstone of management. Despite medical
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advance the mortality is still high.
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