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Medical Image of the Week: Fournier’s Gangrene with a Twist 

 

 

Figure 1. A: Coronal view of abdominal CT scan showing extensive gas 
formation from the site of trauma (scrotum) ascending along fascial planes, 

encompassing abdominal wall and chest wall (arrows). B: Close up view of the 
scrotum and perineum showing tissue necrosis with gas formation. C: Sagittal 

view of the thoracic CT scan showing gas formation tracking along the chest wall 
and superior mediastinum (arrows). 

 
 

 
 

Figure 2. Status post incision and debridement of scrotum and perineum. 
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A 37-year-old man presented with worsening left testicular pain, swelling and 
redness within 3 days of being poked by a safety-pin during foreplay. Over 24 
hours, his left scrotum doubled in size with significant erythema, edema, crepitus 
and induration. Imaging of scrotum and legs revealed extensive gas formation 
extending to the retroperitoneum and ascending along fascial planes. 
Subcutaneous emphysema of abdominal wall, chest wall with mediastinal gas 
was noted. Investigation showed a shite blood cell count of 22,000 cells/mcL with 
12% bands and HIV testing was negative. Intravenous vancomycin and 
ertapenem were administered on presentation followed by emergent bilateral 
debridement of the scrotum. Wound/tissue cultures grew methicillin sensitive 
Staphylococcus aureus, group B Streptococcus and anaerobic Bacteroides. 
Antibiotics were de-escalated to ciprofloxacin and metronidazole and the patient 
showed adequate recovery at 30 days of follow up.  
 
Improved survival of Fournier’s gangrene can only be achieved by prompt 
diagnosis and early debridement by an experienced surgical team and 
microbiology guided use of antibiotics.  
 
Our case brings forward the act of piquerism, a paraphilia which led to rapidly 
progressive perineal tissue necrosis with bacterial synergism of non-clostridial 
micro-organisms causing extensive gas formation. 
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