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Case Report
Fournier's Gangrene on Urethral Stenosis
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/Abstract \

Fournier's Gangrene (FG) and penile gangrene are life-threatening conditions characterized by rapid tissue necrosis due to bac-
terial infection, typically involving the perineum and genitalia. We present two cases that highlight the challenges in diagnosis
and management, emphasizing the importance of early surgical intervention, broad-spectrum antibiotics, and supportive care
for improving patient outcomes.

We report the case of two patients treated in our facility, with favorable postoperative outcomes.
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Introduction

Penil and Fournier’s gangrene, is a rapidly progressive, necro-
tizing infection of the perineal, genital, or perianal regions. It
typically arises from polymicrobial infections and is most com-
monly seen in individuals with underlying risk factors such as
diabetes, obesity,renal failure or immunosuppression. The con-
dition is characterized by severe pain, swelling, erythema, and
necrosis, which can progress to systemic sepsis if untreated.
Early diagnosis and aggressive management, including surgi-
cal debridement and broad-spectrum antibiotics, are critical for
patient survival.

Imaging, without delaying surgical intervention, primarily re-
lies on computed tomography and scrotal ultrasound. During
management, it is essential to consider a proctological exami-
nation, retrograde urography, and the potential need for stool
and urine diversion.

Figure 1: Figure 1: Clinical appearance of necrosis in the
Case Report genital region.
Case 1:
A 58-year-old patient with no comorbidities, hospitalized two
years ago for fournier's gangrene secondary to ureteral stenosis
for which he undergone necrosectomy and derivation of the
bladder, which was removed after skin recovery.

He presented to the emergency department for a recurrence of
the symptomatology with appearance of necrotic areas on the
penis and bursae (Figure 1) preceded by dysuria and increased
bursal size, which had been evolving for 10 days.

On clinical examination, we find a conscious patient, HD stable

and respiratory, a 39,3 fever. On examination of the external Figure 2: Gross image showing excised mass measured at 18

x 18 mm.
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Figure 3: Intraoperative appearance of urethral tissue loss.

genitalia, necrosis of the glans and scrotal sacs was containing
a collection (Figure...). The biological assessment showed a
leukocytosis at 23 540/mm, elevated CRP at 446 mg/L, a re-
nal failure at 68,2mg/L of creat, urea at 1,43g/L with no renal
dilatation.

Patient received intravenous antibiotic: ceftriaxone, gentamy-
cin and metronidazole and was rushed to the operating room
where he underwent a urethroscopy objectifying several ure-
teral strictures (Figure 2) and a necrosectomy revealing a lem
defect in the bulbo membranous ureter (Figure 3).

The postoperative follow-ups were normal, with normalization
of the biological balance, the patient was declared outgoing on
day 5.

Case 2:

An 82-year-old with no comorbidities presented with symp-
toms of lower urinary tract obstruction for a year, which pro-
gressed to necrosis of the glans and part of the penis 15 days
before admission.

Clinical examination revealed necrosis of the glans with an
abscessed penile skin containing greenish fluid, while the scro-
tum and perineum were intact (Figure 4). Laboratory tests
showed leukocytosis (12,000/mm?), elevated CRP (215 mg/L),
and normal renal function.

The patient was hospitalized urgently, started on broad-spec-
trum antibiotics, and underwent emergency necrosectomy to
remove necrotic tissue.

Further investigation revealed urethral strictures (Figure 5)
managed by cold-blade urethrotomy. A definitive perineos-
tomy was performed for urinary diversion (Figure 6), and the
patient recovered well, being discharged on day 7 with normal-
ized lab results.

Discussion

Fournier’s gangrene is a fast-progressing necrotizing infection
that affects the external genitalia and frequently extends to the
perineum [1].

Ischemic gangrene of the penis is extremely rare due to its rich
blood supply but carries high morbidity and mortality due to
the substantial risk of sepsis [2].

~

Figure 5: Urethral structure.

Figure 6: Perineostomy.

Identifying the exact portal of entry is often difficult. Fourni-
er’s gangrene has been linked to several risk factors, includ-
ing advanced age, diabetes, alcoholism, immunosuppression
(e.g., HIV), and obesity. Early symptoms are often nonspecific,
resembling cellulitis with erythema and induration. As the
condition progresses, necrosis and the characteristic signs of
Fournier’s gangrene develop, with patients frequently present-
ing to the hospital in severe or septic states [1]. The infection
typically has a polymicrobial origin, with Group A streptococ-
cus being the most commonly detected organism, though the
underlying cause remains poorly understood [3].

Various imaging techniques help assess the presence of air and
the extent of infection in Fournier’s Gangrene (FG). Standard
radiography is a quick, effective tool as 90% of FG cases show
subcutaneous emphysema, while ultrasonography can detect
subcutaneous gas as “dirty” acoustic shadowing. Computed
Tomography (CT) is the most specific imaging modality for in-
fection extent, aiding surgical planning, while Magnetic Reso-
nance Imaging (MRI) is reserved for unclear cases but should
not delay surgery due to FG’s rapid progression [4]. Neither
patient underwent imaging, given the advanced stage of the
disease.
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Managing Fournier’s Gangrene (FG) is challenging due to its
nonspecific symptoms and rapid necrotic progression. Treat-
ment involves hemodynamic stabilization, broad-spectrum
antibiotics, and urgent surgical debridement to remove all ne-
crotic tissue until viable tissue is reached. Prompt removal of
necrotic tissue is essential to prevent infection spread, though
debridement often results in significant tissue deficits. A retro-
spective study of 72 FG patients linked delayed debridement to
significantly higher mortality, emphasizing the importance of
timely and extensive intervention for improved outcomes [4].

Gangrene can be classified into two types: dry gangrene and
wet gangrene, the latter characterized by secondary infection.
Dry gangrene is typically managed conservatively, whereas
partial or total penectomy is indicated for wet gangrene with
tissue infection. The use of a tourniquet during surgery is con-
traindicated to avoid increasing ischemic areas, a precaution
that was observed during our procedure [5,6].

Following surgical debridement, effective local wound care is
essential and often involves techniques such as vacuum-assist-
ed closure (VAC) devices or wet-to-dry dressings. Once granu-
lation tissue forms, patients typically require reconstructive
surgery to provide adequate tissue coverage for the affected
area.

Conclusion

Fournier’s gangrene is a rapidly progressing necrotizing infec-
tion with high morbidity and mortality, especially in severe or
septic cases. Early diagnosis is challenging due to nonspecific

symptoms, making prompt surgical debridement and broad-
spectrum antibiotics essential for survival. Imaging techniques
like CT scans help assess the infection’s extent, but surgical
intervention should not be delayed. Postoperative wound care,
including vacuum-assisted closure or wet-to-dry dressings,
is crucial for recovery and tissue regeneration. A multidisci-
plinary approach is necessary to improve patient outcomes and
reduce complications.
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