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Introduction
Fournier’s gangrene (FG) is an infectious, destructive and lethal 

necrotizing fasciitis involving perineal, perianal or genital tracts.1 FG 
was first described by Jean Alfred Fournier as a necrotizing fasciitis 
of the male sexual organ.2 Necrotizing fasciitis frequently occurs in 
the anorectal (30-50%) and urogenital (20-40%) region or genital skin 
(20%).3 The most common risk factors for FG are age, chronic alcohol, 
immunosuppressive conditions, diabetes mellitus (DM), steroid use, 
malignancies, and rarely surgical procedures applied to the perianal 
and genital area.4–6 Laboratory Risk Indicator for Necrotizing Fasciitis 
(LRINEC) score is based on laboratory tests routinely performed 
for the evaluation of severe soft tissue infections (Table 1). Patients 
with an LRINEC score of>or=6 should be carefully evaluated for 
the presence of necrotizing fasciitis.1 Antibiotherapy combined with 
radical debridement constitutes the mainstay of treatment. 

Table 1 Laboratory Risk Indicator for Necrotizing Fasciitis (LRINEC) score

Parameter Range Score* 

Hemoglobin (g/dl) >13.5 0

11-13.5 1

<11 2

White blood count ( /mm3) <15 0

15-25 1

>25 2

Sodium (mmol/l) <135 2

Creatinin (mg/dl) >1.6 2

Glucose (mg/dl) >180 1

C-reactive protein (mg/ l) >150 4

*Score ≤5 = <50% risk 

6–7= 50-75% risk 

≥8 = >75% risk 

Despite being a multidisciplinary approach with broad spectrum 
antibiotics, radical surgical debridement and hemodynamic support in 
the intensive care unit, mortality rates are still very high.7

Case report
A 56-year-old male patient was followed-up for wound site 

infection following Milligan-morgan hemorrhoidectomy which was 
performed in another hospital. However, necrotizing fasciitis was 
considered due to tissue necrosis and septic status in the patient, and 
he was referred to the emergency department of our institute. The 
patient underwent a Milligan-Morgan hemorrhoidectomy five days 
ago. Diabetes was present in the patient as a predisposing factor. The 
patient had a septic condition: Blood pressure: 90-50 mmHg, Heart 
rate: 110 /min, Fever: 390C, White blood count: 24500 /mm3 and the 
C-Reactive Protein value was 165 mg/l. The other laboratory results of 
the patient were: Blood sodium level of 136 mmol/l, the glucose level 
of 210 mg/dl, creatinine level of 1.2 mg/dl and the hemoglobin level 
of 13 g/dl. The LRINEC score of the patient was 7, and the patient 
was in the intermediate-risk group for necrotizing soft tissue infection 
according to this score. On physical examination, necrotic tissues 
were observed, which spread to the presacral region, accounting for 
approximately 70% of the perianal area. 

Fournier’s gangrene was diagnosed, and radical debridement 
under general anesthesia was applied emergently. Imipenem 
(TIENAM®), 500 mg iv q6hr therapy, was given to the patient for 
systemic antibiotheraphy. On day 2, re-debridement was applied, 
and a Vacuum-assisted closure (VAC) was used to cover the entire 
open wound. Meanwhile, the tissue culture sample was reported as a 
polymicrobial infection involving Escherichia coli and Enterococcus 
which were imipenem susceptible. At the end of the second week, the 
patient had pelvic tomography due to the presence of a deeply located 
abscess on the tip of the coccyx (Figure 1). Tomography revealed 
a fistula tract between the distal rectum and the skin. Because of 
continued high output from the fistula and impaired wound healing, 
surgery was planned and loop sigmoidostomy performed at the 
3rd week of therapy. The patient was discharged after a month of 
hospitalization in total when the wound healing was complete. Three 
months after discharge from the hospital, the function of anus was 
evaluated, and colonoscopy was performed. After all these checks the 
patient’s colostomy was closed and discharged by surgical healing.
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Abstract

Fournier’s gangrene is a rapidly progressive infection, characterized by involvement of 
perineum and genital organs with high mortality and morbidity. Although it is mostly seen 
in elderly, diabetic and immunosuppressive patients, it is rarely seen after trauma or surgery 
involved to the anorectal region. In this study, we aimed to present a case of Fournier’s 
gangrene after open hemorrhoidectomy and treatment process of it.
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Figure 1 The appearance of the wound at the second week and orifice of 
the fistula.

Discussion
Fournier’s gangrene is a polymicrobial infection characterized by 

severe and life-threatening skin and soft-tissue necrosis occurring in the 
genital, perianal and perineal regions. FG develops due to spreading of 
polymicrobial infection occurs secondarily to the untreated anorectal 
abscess, genitourinary tract infections, and cutaneous infections.8 
Infection is often polymicrobial and synergistic with various aerobic 
or anaerobic microorganisms. The mostly isolated microorganisms 
are Escherichia coli, Klebsiella, Staphylococcus, Streptococcus, 
Proteus and Pseudomonas species.3 The predisposing factors that 
cause this condition are age, DM, chronic alcohol consumption, 
steroid use, malignancies, chronic renal insufficiency, chronic liver 
disease, hypertension and peripheral vascular disease.4,5 Up to 70% of 
the patients with FG have DM.9

Hemorrhoidal disease is a common condition during all human 
ages, and surgical treatment is the only therapeutic method in which 
conservative measures fail or complications develop. Milligan-
Morgan hemorrhoidectomy is still considered to be the most widely 
used treatment method of hemorrhoids since it has the best result 
of various surgical techniques.10 Although severe complications 
after hemorrhoidectomy are rarely seen, sometimes causes serious 
complications led to morbidities or even mortality. In the study 
conducted by Majeed et al.11 The incidence of early postoperative 
complications was 4.94%, 8.24%, and 7.14%, respectively, for 
bleeding, infection and urinary retention.11 Severe sepsis cases have 
been reported after haemorrhoidectomy with both open and closed 
technique.12,13 There was no predisposing factor other than DM in 
our present case. It was thought that inadequate treatment of local 
infection might have led to this condition.

The Fournier’s gangrene rate due to proctological procedures is 
extremely rare.14,15 However, in the literature, necrotizing perineal 
soft tissue infections after anal dilatation, hemorrhoidal band ligation, 
and open hemorrhoidectomy, which require radical debridement, 
have been described.16–18 Although hemorrhoidectomy is a common 
surgical procedure, the appearance of FG is unpredictable.

The most important point in the treatment of this extremely 
severe pathology is the early diagnosis. Diagnosis is usually made 
by physical examination. Perineal necrotizing fasciitis is clinically 
characterized by, severe perineal pain and high fever. In the early 
phase of FG, clinical findings may be indistinguishable from other 
soft tissue infections such as erysipelas or cellulitis, but the presence 
of indeterminate borders and sensitivity outside of the affected area is 
in favor of FG.19 The worsening of the clinical picture is characterized 

by purple colored bullae, necrosis, and swelling of the perineum.20 
Although radiological findings are not diagnostic edema, inflammation 
and gas detection from subcutaneous tissues support the diagnosis.6 
Lower abdominal tomography imaging may be helpful in identifying 
and extension of the perineal necrotizing fasciitis.21 Our patient had a 
malodorous discharge in the perineum and necrotic tissues extending 
around the operation field. Also, there were septic findings such as 
fever, tachycardia, tachypnea, and low blood pressure.

Early diagnosis and aggressive surgical intervention with broad-
spectrum antibiotics can reduce mortality in FG.22 Early diagnosis 
and timing of the first debridement is an important determinant of 
mortality.23,24 The rate of spread of facial necrosis in these cases can 
be as large as 2-3 cm per hour.14,25,26 Radical excision of all necrotic 
tissue is highly recommended, regardless of the width of the tissue 
defect created.27

In our case, radical debridement was performed until the viable 
tissue was provided immediately after diagnosis. At the same time, 
broad spectrum antibiotherapy with Imipenem (TIENAM®), 500 mg iv 
q6hr and fluid resuscitation were initiated. Patients should be followed 
in intensive care unit, and it is recommended to repeat debridement 
every 6 to 48 hours, depending on requirements.3 Antibiotic therapy 
should be regulated in double or triple combinations to include broad-
spectrum agents for possible pathogens as soon as possible, without 
antibiogram result.3,28,29 In the detailed history of our patient, the 
infection developed on the 3rd day after hemorrhoidectomy. The 
patient applied to us two days after the onset of symptoms. Despite 
admission with a 2-day delay, the septic condition was controlled by 
aggressive surgery and medical treatment on the 2nd day of treatment. 
After this step, VAC was applied to protect the wound site from fecal 
contamination and to remove the infected fluid immediately from the 
wound site.

There are several publications in the literature on the use of VAC 
in FG.30–32 Advantages of the VAC therapy are to reduce the number 
of required debridement, clean and prepare the wounds for single-
stage reconstruction after the first debridement, and to create a barrier 
against fecal contamination when the genitourinary area is used.31,32

Despite the good wound healing under VAC therapy, sigmoid 
loop colostomy was performed due to recto-cutaneous fistula develop 
at the second week. The patient was discharged after a month of 
hospitalization in total when the wound healing was complete. Three 
months after discharge from the hospital, the function of anus was 
evaluated, and colonoscopy was performed. After all these checks the 
patient’s colostomy was closed and discharged by surgical healing. 
No complication developed after two years follow-up of the patient. 

Conclusion
Radical surgical debridement, which is to be applied without the 

hesitation, with the application of broad spectrum antibiotics as FG 
is diagnosed, is of great importance for the survival of the patient. 
Although hemorrhoidectomy is a frequently performed operation 
with a rare complication rate, it should be foreseen that FG, a very 
aggressive disease, may develop very rarely, after hemorrhoidectomy.
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