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Abstract

Aim: Fournier’s gangrene is a rare 
life-threatening form of necrotizing 
fasciitis that affects the genital, peri-
neal and perianal regions. A signifi-
cantly higher mortality rate occurs 
in females due to anatomic differ-
ences and greater susceptibility to 
peritonitis and retroperitonitis. 
Common risk factors for Fournier’s 
gangrene include diabetes melitus, 
substance abuse, liver failure, and 
immunosuppression.
Case presentation: A 73-year-old 
woman collapsed and was trans-
ported to the emergency room 
tachycardic and in atrial fibrilla-
tion. Earlier that day she had an 
appointment with her gynecologist 
for evaluation of an inflamed, er-

Izvleček

Namen: Fournierjeva gangrena 
(FG) je redka, življenje ogrožujoča 
oblika nekrotizirajočega fasciitisa, ki 
se pojavi na spolovilu, perinealnem 
in perianalnem predelu. Pri ženskah 
ugotavljamo bistveno višjo stopnjo 
umrljivosti zaradi anatomskih ra-
zlik in večje dovzetnosti za peri-
tonitis in retroperitonitis. Pogosti 
dejavniki tveganja vključujejo slad-
korno bolezen, zlorabo substanc, jetr-
no odpoved in imunosupresijo (1–4). 
Prikaz primera: 73-letna gospa 
je bila pripeljana v urgentni center 
zaradi kolapsa, tahikardije in atrijske 
fibrilacije. Ob pregledu so ugotovili, 
da je bila gospa isti dan že obravna-
vana pri izbranem ginekologu zara-
di otečenih, pordelih in bolečih levih 
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sramnih ustnic, za kar je izbran ginekolog predpisal anti-
biotično terapijo.

ythematous, painful left labia, which the gynecologist 
treated with antibiotics.

INTRODUCTION

Fournier’s gangrene (FG) is a form of necrotizing 
fasciitis with a 20% mortality rate. FG primarily 
affects males > 50 years of age with a male-to-female 
ratio of 10:1. Despite the lower incidence, females 
have a higher mortality due to anatomic factors and 
a greater risk of peritonitis and retroperitonitis. FG 
affects the external genitalia, perineum, or perianal 
regions. FG is typically a polymicrobial infection. 
Cultures obtained from affected sites frequently grow  
Staphylococcus spp., Streptococcus spp., Escherichia coli, 
Pseudomonas spp., Bacteroides spp., and non-bacterial 
Candida spp. The common symptoms associated with 
FG include swelling of the external genitalia, pain, and 
a high fever. A delay in diagnosis after symptom onset 
can lead to skin necrosis. Erythema can progress along 
anatomic fascial planes. Due to the high mortality rate, 
immediate surgical intervention and broad-spectrum 
antibiotics are indicated (1-6).

CASE PRESENTATION

A 73-year-old woman with type 2 diabetes mellitus 
and paroxysmal atrial fibrillation collapsed and was 
transported to the emergency room tachycardic 
and in atrial fibrillation. Earlier that day she had an 
appointment with her gynecologist for evaluation of 
an inflamed, erythematous, painful left labia majora, 
which she noted after expressing the contents of a 
pustule. An ultrasound showed no evidence of an 
abscess, therefore the gynecologist cleaned the wound 
and prescribed antibiotics.
The left labia were severely swollen and sensitive to 
touch with a visible protrusion from which there was 
a purulent drainage. Furthermore, erythema of the 
gluteal and upper thigh areas was visible (Fig. 1). 
In addition to a CT scan, blood cultures and a swab 
of purulent discharge were ordered. The CT scan 

showed thickening of the skin, structurally modified 
subcutaneous fat tissue on the left side of the mons 
pubis, outer labia, and perineum, and minimal 
extension to the gluteal area. The tissue changes 
extended to the superficial muscle fascia without air 
inclusion and liquid collection in the deeper tissues 
(Fig. 2). 

 

Figure 1: Swelling and erythema of the genital and 
upper thigh areas.
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Because the CT scan was suspicious for FG, the patient 
was treated with empiric antibiotics (clindamycin 
and ceftriaxone). Moreover, incision and drainage 
was performed under local anesthesia, which yielded 
a purulent outflow. The patient was subsequently 

admitted to the intensive care unit in septic shock, 
where she received vasoactive therapy. 
The blood culture results were negative, while the 
swab of the purulent drainage was positive for E. coli, 
Enterococcus faecalis, E. avium, Streptococcus dysgalactiae, 

Figure 2: A CT scan of the pelvis and lower abdomen shows thickened skin (green arrows), structurally altered 
subcutaneous fat of the left mons pubis, left labia majora, and left perineum with minimal extension to the 
left gluteal area (orange arrows).
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Bacteroides ovatus, Actinomyces turicensis, Atopobium 
minutum, and Fusobacterium nucleatum.
The patient was transferred to the Gynecology 
Department when hemodynamically stable,where 
spreading of the erythema and swelling was noted and 
the area was severely painful. Skin necrosis was present 
on the upper inner area of the thigh and lower gluteal 
area on the left side, measuring 3 x 3 cm (Fig. 3).
 
An MRI showed multiple abscesses within the muscles 
of the left thigh, so surgical treatment was indicated 
(Fig. 4). Ceftriaxone was replaced by piperacillin with 

Figure 3: Widespread erythema and swelling with 
skin necrosis.

a beta-lactamase inhibitor. 
Surgical treatment entailed excision of the necrotic 
skin and subcutaneous tissue, evacuation of abscesses, 
and irrigating the wound with hydrogen peroxide. 
Swabs were obtained for microbiological testing. 
The excisions were revised in the ensuring days and 
a biopsy of necrotic tissue was obtained. The biopsy 
confirmed the diagnosis of necrotizing fasciitis. The 
swelling and erythema in the inguinal area on the 
left side increased 4 days postoperatively, therefore 
another incision was performed. In addition, a 
terminal sigmoidostomy was performed. Regular 
wound dressings were changed in the following 
2 weeks and the patient’s condition improved 
significantly. She was discharged to home with 
instructions for stoma care and a referral to a home 
care service.

DISCUSSION AND CONCLUSION

FG progresses rapidly and is often misdiagnosed due to 
non-specific symptoms, such as fever, perineal edema, 
and pain. As FG continues to progress, crepitus, a 
purulent discharge, and necrosis become apparent. A 
clinical diagnosis is made based on physical findings, 
imaging, risk factors, and standardized scoring. The 
most common risk factor for FG is diabetes melitus; 
other risk factors include substance abuse, liver failure, 
and immunosuppression. Treatment of FG includes 
immediate surgical intervention and broad-spectrum 
antibiotics (7-9).
This case demonstrated the rapid progression of 
FG and therefore highlights the importance of a 
multidisciplinary treatment approach. It is essential 
to rule out FG when a patient presents with the 
aforementioned symptoms and has multiple risk 
factors. It is recommended to monitor these patients 
closely, obtain swabs and blood cultures as soon as FG 
is suspected, order imaging, and consult infectious 
disease specialists and surgeons for timely intervention 
(7-10).      
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Figure 4: MRI of the pelvis shows cellulitis on the inner and dorsal aspects of the left thigh (pink arrows) and 
fluid collection in the labia on the left, lateral to the left gracilis muscle (yellow arrows). Additionally the MRI 
shows mild-to-moderate thickening of the superficial and deeper fascia (blue arrows).



60

POROČILO O PRIMERU / CASE REPORTPOROČILO O PRIMERU / CASE REPORT

ACTA MEDICO–BIOTECHNICA
2026; 19 (1): 55-60

REFERENCES

1.	 Susini P., Marcaccini G., Efica J., Giuffrè MT., 
Mazzotta R, Caneschi C., et al. Fournier’s 
gangrene surgical reconstruction: a system-
atic review. J Clin Med. 2024,13, 4085–5, doi: 
10.3390/jcm13144085

2.	 Kundan M, Ambedkar SN, Kumar R, Nyekha 
V. Outcome of Fournier’s gangrene in relation 
to Fournier Gangrene Severity Index (FGSI) 
score. J Family Med Prim Care. 2024, 13, 
2941–5, doi: 10.4103/jfmpc.jfmpc_1830_23.

3.	 Abbasi B, Hacker E, Ghaffar U, Hakam N, Li 
KD, Alazzawi S, et al. Higher morbidity and 
mortality in women with Fournier gangrene 
compared with men: Insights From National 
Inpatient Sample Data. J Urol. 2025, 213, 99-
109, doi: 10.1097/JU.0000000000004264.

4.	 Desai R, Batura D. A contemporane-
ous narrative review of Fournier’s gan-
grene. Urologia. 2023, 90, 201-8. doi: 
10.1177/03915603231165067 

5.	 Yönder H, Çelik M, Berhuni MS, Genç AC, El-
kan H, Tatlı F, et al. Fournier’s gangrene mor-
tality index (FGMI): a new scoring system for 
predicting Fournier’s gangrene mortality. Di-
agnostics. 2024, 14, 2732, doi: 10.3390/diag-
nostics14232732 

6.	 Wróblewska, M., Kuzaka, B., Borkowski, T., 
Kuzaka, P., Kawecki, D., & Radziszewski, P. 
Fournier’s gangrene--current concepts. Pol J 
Microbiol. 2014, 63, 267–73.

7.	 Lewis GD, Majeed M, Olang CA, Patel A, Go-
rantla VR, Davis N, et al. Fournier’s gangrene 
diagnosis and treatment: a systematic re-
view. Cureus. 2021, 13, doi: 10.7759/cu-
reus.18948

8.	 Koch GE, Abbasi B, Agoubi L, Breyer BN, Clark 
N, Dick BP, et al. Multidisciplinary manage-
ment in Fournier’s gangrene. Curr Probl Surg. 
2024, 61, doi: 10.1016/j.cpsurg.2024.101499

9.	 Singh A, Ahmed K, Aydin A, Khan MS, Dasgup-
ta P. Fournier’s gangrene. A clinical review. 
Arch Ital Urol Androl. 2016, 88, 157-64, doi: 
10.4081/aiua.2016.3.157.

10.	 El-Qushayri AE, Khalaf KM, Dahy A, Mah-
moud AR, Benmelouka AY, Ghozy S, et. al. 
Fournier’s gangrene mortality: a 17-year 
systematic review and meta-analysis. Int J 
Infect Dis. 2020, 92, 218-25, doi: 10.1016/j.
ijid.2019.12.030.


