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1. Introduction 
Fournier's gangrene (FG) is a specific form of necrotizing 
fasciitis that is localized in the external genital organs and 
perianal region, causing skin and subcutaneous tissue 
gangrene (1). It is usually polymicrobial (2). The most 
common microorganisms isolated are Escherichia coli, 
Klebsiella pneumoniae, Bacteroides fragilis and 
Staphylococcus aureus (3). 

The clinical characteristics may vary depending on the 
patient's comorbidities and the extent of infection; many 
predisposing conditions such as immunodeficiency, diabetes, 
and alcoholism encourage the spread of the infection, and 
systemic infection symptoms such as high fever and chills can 
be seen as well as septic shock and multiple organ failure. It 
is a life-threatening disease and has a high mortality rate (2). 
Its treatment consists of hemodynamic resuscitation, 
aggressive surgical debridement, and broad-spectrum 
antibiotics (3). In this case report, it is aimed to present a 
patient with epididymal cysts, diabetes mellitus, and human 
immune deficiency virus (HIV) infection who was admitted 
to the emergency department with Fournier gangrene. 

2. Case report 
A 57-year-old male patient was admitted to the emergency 
room with complaints of swelling and pain in the testicles. He 
had a history of swelling, pain, and discharge in the testicles 
for 5 days. It was learned that the patient, who applied to 
another hospital earlier, was evaluated as a scrotal abscess, 

and applied to us. It was learned that there were cystic lesions 
(2 cm on the right and 42 mm on the left) in the previously 
known bilateral epididymis. 

It was learned that he had diabetes mellitus, hypertension, 
coronary artery disease, HIV (human immunodeficiency 
virus) history and bipolar disorder in his medical history. The 
drugs he used were olanzapine 2.5 mg, metoprolol 50 mg, 
sertraline 50 mg, quetiapine 50 mg, trimetazidine 
dihydrochloride 35 mg, metformin 1000 mg, insulin glargine 
10U, acetylsalicylic acid 100 mg, elvitegravir + cobicistat + 
emtricitabine + tenofovir combination. The admission fever 
was: 36.2° C, pulse: 85/min, blood pressure: 85/45 mmhg, 
respiratory rate: 20/min, SpO2: 97 %. The patient was 
conscious, cooperatively oriented, GCS (Glasgow coma 
scale) was 15, and no pathological finding was found in his 
neurological examination. In scrotal examination, there was 
subcutaneous edema, redness, and warmth, as well as 
tenderness with palpation in the left epididymis and testicle 
(Fig. 1). In ultrasonographic imaging, testicular parenchymal 
echo structures and blood supply were homogeneous, and an 
anechoic cystic lesion with a diameter of 4.5 mm at the left 
rete level and a 51x37 mm blob thin septation in the left 
scrotal sac at the epididymis level were present. Left 
epididymis increased in size, parenchyma echo was 
heterogeneous, scrotum skin and subcutaneous fatty tissue 
were edematous. There was an 18x22 mm anechoic cyst in 
the right epididymis. 
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Fig. 1. Subcutaneous edema and redness in the scrotum (a, b) 

In laboratory tests, hemoglobin was: 12.6 g/dl, htc 
(hematocrit): 38.1%, thrombocyte: 212.000 u/L, 
leukocyte:14910 u/L (Cutoff: 4.000-10.000), 
neutrophil:11890 u / L (Cut off: 2.000-7.000), neutrophil (%): 
79.8%, glucose: 629 mg / dl, Crp (C-Reactive Protein): 27.5 
mg/dL (Cut off: 0.0-0.5), and liver and kidney function tests 
were normal. During the follow-up of the patient, blood 
glucose regulation was provided in consultation with internal 
medicine. (Control blood glucose was: 183 mg/dl.) The 
patient, who was operated on for debridement by the urology, 
was given 1x500mg daptomycin, 3x1g meropenem, 3x450mg 
clindamycin IV treatment. The patient was discharged with 
full recovery after 17 days of hospitalization. 

3. Discussion 
Fournier's gangrene (FG), polymicrobial necrotizing fasciitis, 
is a rare, life-threatening soft tissue infection that affects the 
reproductive organs and the perineum with a high mortality 
rate (4). The incidence of the disease is approximately 1.6-3 
/100,000, varying according to various studies, and it is 10 
times more common in males (5). Most patient populations 
have an underlying systemic disease, such as diabetes 
mellitus, alcoholism, obesity, peripheral vascular disease, 
perianal disease, urethral stricture, trauma, and 
immunosuppression, which increase susceptibility to necrotic 

fasciitis (4). Smith et al. determined that chronic alcoholism is 
the most common accompanying disease to Fournier 
gangrene (6). HIV is the most important concomitant disease 
in some studies in Africa (7, 8). In a study conducted by 
Sockkalingam et al., It was observed that FG significantly 
accompanied HIV infection. (9). In the study of Başoğlu et 
al., the most related comorbidity with FG was seen as 
diabetes mellitus (10). Our patient had both diabetes mellitus 
and HIV infection. 

In addition to comorbidities, accompanying diseases have 
also taken their place in the etiology of Fournier gangrene. 
Unalp et al., found in their study that anorectal abscess and 
primary scrotal abscess accompany Fournier gangrene (11). 
In a case report reported by Cook et al., epididymal cysts 
were found to be present along with epididymis (12). In 
addition, there is an epididymal cyst without epididymitis in 
the case reported by Islam et al. (5). While more than one 
epididymal cyst was detected in our study; there was no sign 
of epididymitis. Since epidermal cysts on the scrotum are 
painless, they are ignored by patients. It is very difficult to 
determine the relationship between epididymal cysts and 
treatment response or mortality, considering that they can be 
detected when the diagnosis of scrotal abscess or gangrene 
and that comorbidities are more prominent in patients with 
FG. The presence of epididymal cysts in our patient is 
insufficient in determining prognosis due to the presence of 
concomitant HIV infection and diabetes mellitus. When the 
scrotal skin is infected, the infected part should be debrided 
extensively to prevent Fournier gangrene and septicemia (13). 
Recently, while a decrease in mortality rates can be expected 
due to advances in Fournier etiology and management, a 
meta-analysis showed that there was no decrease in mortality, 
but also comorbidities and increasing age were found to be 
effective in mortality. While the most common cause of death 
was sepsis; the second reason has been recorded as multiple 
organ failure (3), mortality was reported at a rate of 11.8% 
(9), 8.8% (14). Radcliffe et al. reported that FG mortality is 
20% (15). The aggressive use of extended-spectrum 
antibiotics can improve outcomes and reduce mortality. 
Surgical debridement is the key point in FG management (3). 
The effect of treatment on mortality in FG has also taken its 
place in the literature. Yoshino et al. In his study, a patient 
with Fournier gangrene diagnosed with rectal cancer 
underwent emergency diverting colostomy and intensive 
debridement, and the recovery period reached 108 days (16). 
Even with extended-spectrum antibiotics and wide exudation 
debridement, the mortality rate reaches up to 45%. (15). In 
addition, according to the study of Carrell et al., mortality was 
100% in patients who did not receive debridement; in 
debridement patients, mortality is 6% (16). Although it is not 
known exactly whether debridement or broad-spectrum 
antibiotic treatment is more effective in determining the 
prognosis, our patient was discharged after 17 days with early 
debridement and treatment follow-up. The low incidence of 
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FG has led to more retrospective study preferences. Thus, it 
should be kept in mind that the clinical follow-up and history 
of the patient may be insufficient. In addition, most of the 
patients are elderly. In addition, we think that case reports 
will have an important place in the follow-up of recovery 
times and patient prognosis in rare cases. The effect of 
treatment on mortality should be evaluated together with 
comorbidities. We think that our patient, who had cystic 
lesions in the epididymis in addition to diabetes mellitus and 
HIV and recovered, will contribute to the literature. 

With rapid diagnosis and treatment in Fournier's gangrene 
cases, patients with multiple comorbidities can also improve. 
In addition, epidermal emergency physicians should be aware 
that infections in the perianal region can rapidly progress to 
the fournier gangrene, especially in elderly patients with 
comorbidities. 
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