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63-year-old man in India: a case report
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Fournier gangrene (FG) is an uncommon but life-threatening condition characterized by rapidly spreading necrotizing fasciitis of the
perianal, genital, or perineal regions and accounts for less than 0.02% of hospital admissions, with a reported fatality rate of 20% to
30%. Early diagnosis and prompt multidisciplinary management are essential for achieving optimal outcomes. A 63-year-old man pre-
sented with swelling in the right scrotal region. He underwent surgical incision and drainage followed by negative pressure wound ther-
apy. Despite the severity of the presentation, the patient’s prognosis was favorable. This case highlights the risk of misdiagnosing FG in

the outpatient setting when initial symptoms resemble benign scrotal conditions and underscores the importance of rapid intervention.
The involvement of a clinical pharmacist may enhance patient care by supporting the implementation of an optimized treatment strate-

gy for FG.
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INTRODUCTION

In 1764, Baurinn first described necrotizing fasciitis of the
genital region, representing the earliest account of what is
now known as Fournier gangrene (FG). After Fournier pub-
lished a case series in 1883, the condition became widely rec-
ognized as FG [1]. The reported incidence is approximately
1.6 cases per 100,000 men annually, peaking at 3.3 cases per
100,000 men annually at 50 years of age [2]. FG demonstrates
a strong male predominance, with a reported male to female
ratio of approximately 10:1 [3]. The average fatality rate is 20%
to 30%, with reported ranges from 18% to 50% [4]. Although
FG remains uncommon overall, its prevalence is increasing
among patients with HIV infection [5]. This case report em-
phasizes the importance of prompt diagnosis and early inter-
vention in patients with FG.
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CASE PRESENTATION

Ethics statement
Written informed consent for publication of the research de-
tails and clinical images was obtained from the patient.

Patient information

A 63-year-old male farmer with a body mass index of 22.8 kg/m”
presented to the general surgery department with a 5-day his-
tory of swelling and pain in the right scrotal region after lifting
a heavy rice sack. He had been previously healthy, with no
known comorbidities or prior similar episodes. His history
was significant for tobacco chewing for 40 years and alcohol
consumption for 25 years; however, he had abstained from
alcohol for the preceding 5 years. He lived with his family in
a rural setting and was not taking any regular medications.
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The patient initially noted a small, painless swelling measur-
ing approximately 2x2 cm on the right side of the scrotum.
Over the subsequent days, it progressively enlarged to ap-
proximately 10x8 cm and was associated with intermittent
throbbing pain and low-grade fever. He denied any history of
trauma, urethral discharge, or prior genitourinary infection.

Clinical and diagnostic findings

On examination, the patient was afebrile and hemodynam-
ically stable (blood pressure, 140/88 mmHg; heart rate, 70
beats per minute). Local examination revealed erythematous
scrotal swelling, more pronounced on the right, with asso-
ciated skin induration. Palpation demonstrated a fluctuant,
tender, warm swelling. Transillumination was positive, sug-
gesting a cystic inflammatory process (Fig. 1).

Laboratory investigations revealed leukocytosis (white
blood cell count, 14.2><103/pL), hemoglobin 11 g/dL, serum
creatinine 1.29 mg/dL, sodium 138 mmol/L, potassium
3.89 mmol/L, and bicarbonate 18.6 mmol/L, consistent with
mild metabolic acidosis. Scrotal ultrasonography demon-
strated bilateral epididymitis with thickened, edematous
spermatic cords and an ill-defined fluid collection, more
pronounced on the right, suggestive of funiculitis. Mild hy-
drocele and diffuse scrotal wall edema were also observed.
Based on the clinical and imaging findings, a diagnosis of FG
was established.

The Fournier’s Gangrene Severity Index (FGSI) score was
7, and the Laboratory Risk Indicator for Necrotizing Fasciitis
(LRINEC) score was 5, indicating moderate disease severity

Table 1. Combined FGSI and LRINEC scores at admission

with a favorable prognosis (Table 1).

Therapeutic intervention

Following initial stabilization with intravenous fluids and
broad-spectrum antibiotics (piperacillin-tazobactam 4.5 g
every 6 hours and metronidazole 500 mg every 8 hours),
emergency surgical debridement with incision and drainage
of necrotic scrotal and perineal tissue was performed under
spinal anesthesia by an experienced laparoscopic surgeon
with over 17 years of surgical expertise on the third day of

Fig. 1. Clinical presentation of Fournier gangrene. Right scrotal
swelling with an ulcerated, fluctuant lesion is shown.

Variable Patient value Reference range FGSI score LRINEC score  Threshold for score
Temperature (°C) 37.4 36-38 0 - -
Heart rate (bpm) 70 <100 0 - -
Respiratory rate (breaths/min) 18 <20 0 - -
Serum sodium (mmol/L) 138 135-145 0 0 >135
Serum potassium (mmol/L) 3.89 3.5-5.0 0 - -
Serum creatinine (mg/dL) 1.29 - 2 2 FGSI: 0.6-1.2
LRINEC: 1.2-1.9
Serum bicarbonate (mmol/L) 18.6 >20 2 - -
Hematocrit (%) 33.6 37-47 2 - -
Hemoglobin (g/dL) 11.0 - - 1 11-13.5
Total white cell count (x10*/uL) 14.2 - 1 1 FGSI: 4.5-11
LRINEC: 15-25
Glucose (mg/dL) 118 - - 1 >110
Total - - 7 5 -

FGSI, Fournier’s Gangrene Severity Index; LRINEC, Laboratory Risk Indicator for Necrotizing Fasciitis; bpm, beats per minute.
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admission. A second debridement was undertaken 10 days
after admission to remove residual slough. Secondary su-
turing with split-thickness skin grafting was performed on
day 20, after healthy granulation tissue had developed. The
procedure was conducted in the lithotomy position. All devi-
talized tissue was excised until viable margins were achieved,
and the wound was irrigated thoroughly with normal sa-
line and hydrogen peroxide. Debridement extended to the
scrotum and ventral surface of the penis. The scrotal wound
was closed primarily using 3-0 Vicryl (Ethicon Inc) and 4-0
Ethilon (Ethicon Inc) vertical mattress sutures following
separation of the testes. Definitive closure was achieved
through secondary suturing and split-thickness skin grafting.
A meshed split-thickness skin graft harvested from the thigh
using a Humby knife was secured over the penile defect with
4-0 Ethilon continuous sutures.

Follow-up and outcomes

Postoperatively, negative pressure wound therapy (NPWT)
was initiated using the vacuum-assisted closure system (KCI-
VAC, Kinetic Concepts) with a polyurethane foam dressing,
continuous suction at -125 mmHg, and dressing changes
every 48 hours for 2 weeks. This approach promoted rapid
granulation tissue formation and wound contraction. Wound
cultures grew Escherichia coli and Staphylococcus aureus,
both sensitive to B-lactam antibiotics. Antibiotic therapy was
therefore de-escalated to ceftriaxone 1 g intravenously twice
daily for 5 days, followed by oral trimethoprim-sulfamethox-
azole double strength (one tablet twice daily) for 10 days.
A clinical pharmacist monitored renal function, adjusted
antibiotic dosages based on an estimated creatinine clear-
ance of approximately 58 mL/min, evaluated potential drug-

Day1 w==m Day2 =mm \Week 1

drug interactions, and ensured adherence to culture-guided
de-escalation. Supportive therapy included paracetamol
for analgesia, trypsin-chymotrypsin (Chymoral Forte) for
inflammation, and multivitamin supplementation. Over 6
weeks, the patient demonstrated progressive recovery, with
complete epithelialization by week 6 and no evidence of
recurrence or residual infection at follow-up (Fig. 2). The
multidisciplinary management approach and early initiation
of NPWT significantly shortened healing time and improved
postoperative outcomes.

DISCUSSION

This case illustrates a presentation of FG in a 63-year-old
man without diabetes, immunocompromise, or antecedent
trauma. The probable etiology was progression of untreated
funiculitis leading to localized tissue necrosis. The FGSI and
LRINEC scores in this patient correlated with the observed
clinical severity, supporting their utility for early risk stratifi-
cation and management planning. The clinical course in this
nondiabetic patient is consistent with previously reported
cases describing rapid scrotal enlargement and relatively
mild pain at onset, as reported by Sorensen et al. [2] and Hota
[6].

Laboratory investigations demonstrated mildly elevated se-
rum creatinine levels, which may suggest underlying chronic
kidney disease. While Sockkalingam et al. [7] highlighted the
potential impact of undiagnosed chronic conditions in sim-
ilar cases, further evaluation would be required to clarify the
role of chronic kidney disease in this patient. The favorable
functional recovery and positive response to treatment, in-
cluding the use of NPWT, underscore the importance of early

Surgical debriden-

Admission with right ment under GA

scrotal swelling

Postoperative wound
care begins

Exclsion of necrotic
tissue, irrigation,
NPWT initiated

NPWT continued,
systemic antibiotics

Suspected Fournier
gangrene

Complete
Wound wound healing

>econd wound granulated fully

inspection Follow-up visits,

no further
intervention
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Minimal necrosis, daily dressings

granulation tissue

present Returned to baseline

activity

No signs of reinfection

Fig. 2. Timeline of the clinical course and management. GA, general anesthesia; NPWT, negative pressure wound therapy.
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intervention and a multimodal treatment approach. Optimal
management of FG typically requires a multidisciplinary
team consisting of general physicians, intensivists, urologists,
infectious disease specialists, clinical pharmacists, and nurs-
ing professionals [4].

The total treatment duration was 6 weeks, with marked
wound contraction and epithelialization observed by the
fourth week, which was temporally associated with early
initiation of NPWT. NPWT creates a controlled subatmo-
spheric environment that enhances angiogenesis, promotes
granulation tissue formation, and facilitates wound closure.
In comparison, traditional wet-to-dry dressings have been
reported to require approximately 8 to 10 weeks for complete
healing, as described by Raizandha et al. [4] and Hota [6]. In
this patient, the use of NPWT was associated with a shorter
recovery period and a reduced risk of secondary infection
or additional grafting procedures, supporting its role in the
management of extensive FG wounds.

FG is a polymicrobial infection caused by a broad range of
aerobic and anaerobic organisms. Empirical broad-spectrum
antibiotic therapy is therefore initiated to cover likely patho-
gens. The clinical pharmacist reviews culture and sensitivity
results and may recommend appropriate antimicrobial op-
timization, including narrowing therapy once pathogens are
identified. Ongoing monitoring of antimicrobial resistance
patterns is also essential. Clinical pharmacists contribute to
patient safety by monitoring for adverse drug effects, such

as nephrotoxicity, and adjusting dosages or recommend-
ing alternative regimens when necessary. Patients with FG
frequently have underlying conditions requiring multiple
medications; careful medication reconciliation and interac-
tion monitoring help prevent drug-related complications.
Additionally, evaluation of appropriate dosage, duration, and
combinations of prophylactic acid suppressants and other
perioperative medications can be supported through review
of electronic medical records and hospital information sys-
tems [8].

Table 2 summarizes reported cases of FG in patients with-
out traditional comorbidities [1,4-6]. These reports empha-
size that even immunocompetent individuals remain at risk
and highlight the importance of prompt diagnosis and ag-
gressive management.

This case underscores the importance of early diagnosis,
timely surgical debridement, and coordinated multidisci-
plinary management in achieving favorable outcomes in FG,
even among patients without traditional risk factors. It also
highlights the role of evidence-based antibiotic stewardship,
FGSI/LRINEC-guided assessment, and NPWT in facilitating
recovery. The clinical pharmacist’s involvement in optimiz-
ing antimicrobial therapy, minimizing drug-related compli-
cations, and supporting safe postoperative care contributed
meaningfully to management. Although the outcome in this
case was favorable, larger studies with extended follow-up
are needed to improve understanding of disease progression

Table 2. Comparison of clinical presentation, interventions, and outcomes in reported cases of FG

Study No. of patients Age (yr)  Sex Comorbidity Clinical feature Intervention Outcome/observation
This case (2025) 1 63 Male None Epididymitis with Debridement + Full recovery in 6 wk;
scrotal edema > targeted antibiotics ~ early NPWT short-
trauma (heavy (based on cul- ened healing time
lifting) > rapid turea)) + NPWT compared to tradi-
progression to FG tional dressing meth-
ods
Hota [6] (2012) 2 60 Male  One case with no Idiopathic Prompt debridement Prompt intervention
comorbidity + antibiotics and aggressive man-
65 Male agement helped in
recovery
Joury et al. [5] 1 48 Male None Perianal abscess Extensive surgical ~ Prompt surgical inter-
(2019) debridement vention and aggres-
sive management
helped in recovery
Raizandha et al. >20" - - Varied (some with, ~ Various (trauma, id- Hyperbaric oxygen  Adjunct hyperbaric
[4] (2022) some without iopathic, infection)  therapy + surgery ~ oxygen therapy
comorbidities) improved healing
Oymaci etal. [1] 16 587 Male Varied (some with, NA Perineal necrosis/ Approximately 10
(2014) some without necrotizing fasciitis ~ patients without
comorbidities) comorbidities had

better prognosis

FG, Fournier gangrene; NPW'T, negative pressure wound therapy; NA, not available.

9Escherichia coli and Staphylococcus aureus. ®Meta-analysis. “Mean age.

63



] Acute Care Surg 2026;16(1):60-64

and to further evaluate multidisciplinary strategies in this
life-threatening condition.
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