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NECROTIZING FASCIITIS OF THE ABDOMINAL WALL AND SCROTUM 

SPREADING FROM ILEOSTOMY: REPORT OF TWO CASES AND REVIEW 
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ABSTRACT 

Background: Necrotising fasciitis of the abdominal wall is a known entity in surgical patients following 

pathologies of the bowel, but rarely reported following ileostomy. This is a serious condition having high 

morbidity and mortality. Objective: We report two cases of abdominal wall necrotising fasciitis and Fournier’s 

gangrene of the scrotum following surgery on the bowel and further ileostomy. We also review the literature 

available on this aspect. Methods: Each case was operated at our two affiliated hospitals where they presented 

for bowel pathology. Abdominal wall gangrene and Fournier’s gangrene was noted in the postoperative period. 

Conclusion: Necrotising fasciitis of the abdominal wall may occur in the postoperative period following 

ileostomy. This is a serious condition having high morbidity and mortality. Extensive debridement and revision 

of stoma if it is gangrenous should be done without any delay.  
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INTRODUCTION 

Necrotising fasciitis (NF) is a rapidly progressive 

infection of skin and soft tissue leading to 

gangrene, involving mostly the groin, genitalia, 

perineum, abdominal wall and limbs. There is 

usually an initiating local pathology. The disease is 

characterised by high morbidity and mortality. As 

we are making more and more of stomas, NF of the 

abdominal wall following ileostomy is more likely 

to be seen and is a direct evidence of spread. The 

stoma should be examined thoroughly in the 

postoperative period. Extensive debridement and 

revision of stoma if it is gangrenous should be done 

without any delay. To the best of our knowledge, 

specifically this has never been reported. 

Case 1: A 32 year old male presented to emergency 

with history of pain abdomen, vomiting, fever and 

constipation for last four days. There was no 

history of previous illness including diabetes or any 

immunosuppression. On examination pulse was 

110/m, low volume and systolic blood pressure was 

80 mm Hg. Abdomen was distended and tender. 

Bowel sounds were absent. Rectum was empty. He 

was resuscitated. Hemoglobin was 8.0 mg/dl, blood 

urea 96 mg/dl and serum creatinine was 1.9 mg/dl. 

His x-ray abdomen showed dilated small bowel 

loops with multiple air fluid levels. Diagnosis of 

small bowel obstruction with possibility of 

ischemia was made and abdomen explored in 

emergency. Two feet of bowel was seen 

gangrenous in terminal ileum and distal one foot 

near ileocaecal junction was found healthy. There 

was a band of fibrous tissue arising from right 

paracolic gutter which was compressing the bowel 

mesentry.  The band was divided. Gangrenous 

bowel was resected with good margins and double 

barrel ileostomy was made in right side of 

abdomen. Patient was put on broad spectrum 

antibiotics (inj. Piperacillin, inj. tazobactum and 

inj. metronidazole).  
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In the first post operative day, patient remained 

sick requiring inotropic and ventilatory support. He 

was running fever; stoma was looking ischemic but 

started functioning. On the morning of second 

postoperative day, ileostomy was seen as 

gangrenous and necrotizing gangrene was 

spreading on to the surrounding abdominal wall, 

penis and the scrotum (Figure 1). There was no air 

crepitus on the abdominal wall. Pulse was 150/m, 

systolic blood pressure was 78 mm Hg and arterial 

pH was 7.1. His urine output was low. Total 

leucocyte count was 26400/cu.mm. Blood urea 

increased to 145 mg/dl and serum creatinine to 3.1. 

Supportive managements were continued and 

patient was planned for extensive debridement but 

sooner gangrene spread to the skin of chest and 

back and finally patient expired within few hours 

(Figure 2). Culture swab taken from the abdominal 

wall later grown a mixed population of E. Coli and 

Klebsiella species. Biopsy of the resected specimen 

of bowel showed ischemic necrosis. 

Fig 1: Gangrene of the ileostomy visible through 

the plastic collection bag and spreading to 

abdominal wall, thighs, penis and scrotum of 

patient 1. 

 

Fig 2: Gangrene of the abdominal wall, lower 

chest, and scrotum (Fournier’s gangrene) of 

patient 1. 

Case 2: A 35-yr-old man presented with features of 

acute small bowel obstruction for last ten days. He 

was resuscitated and investigated. Intra-operative 

findings were constricting growth in ascending 

colon and transverse colon with small and large 

bowel proximal to growth dilated. The segment of 

colon between the two growths were massively 

dilated (closed loop obstruction). Mesentric 

lymphadenopathy was present. The operation 

performed was extended right hemicolectomy with 

end ileostomy and mucus fistula. 

Post operatively the patient was uneventful for 24 

hours and stoma started functioning. Discolouration 

of stoma was observed after 24 hours which in few 

hours spread to anterior abdominal wall, back and 

chest with development of blisters over the skin 

(Figure 3). Patient’s general condition rapidly 

deteriorated and he developed septic shock. After 

resuscitation, extensive debridement of the 

involved skin was performed but patient 

succumbed to the disease within 36 hours 

postoperatively. The biopsy came out to be 

adenocarcinoma colon at both sites. 

 
Fig 3: Gangrene of the ant. abdominal wall, 

flank and lower chest of patient 2 spreading 

from ileostomy. 

 

REVIEW OF LITERATURE 

 

Necrotising fasciitis was initially called as 

Meleney’s gangrene and synergistic bacterial 

gangrene. It is a rapidly progressive infection of 

skin and soft tissue leading to gangrene
1
 involving 

mostly the groin, genitalia, perineum, lower 

abdominal wall and limbs. Fournier’s gangrene is a 

specific form of necrotizing fasciitis involving the 

scrotum. There is usually an initiating local 

pathology such as traumatic urinary 

catheterisation
2
, perianal abscess, periurethral 

abscess, infected sebaceous cyst of the scrotum or 

perineal trauma. There may be history of a surgery 

done on lower abdomen and perineum. 

Predisposing factors include old age, diabetes, 

alcoholism, malignancy, chemotherapy, 

radiotherapy and acquired immunosuppression. 

Involvement of subcutaneous tissues and fascia is 

more extensive than that of skin. Muscles are 
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usually spared. The disease is characterised by 

rapid spread. NF has high morbidity and mortality; 

systemic manifestations are usually present in the 

form of shock, fever, metabolic acidosis, altered 

mental status and low urine output. 

 

Necrotising fasciitis of the abdominal wall is a 

known entity following pathologies of bowel
3 

but 

such a condition of abdominal wall following 

ileostomy is a direct evidence of spread. To the best 

of our knowledge, specifically this has never been 

reported. Abdominal wall NF has been seen in 

acute appendicitis
4
, perforation of colon

5
 and 

perforated diverticulitis. In our patients gangrene of 

ileostomy spread onto the abdominal wall, chest, 

penis and scrotum. We believe that abdominal wall 

gangrene in both patients was not an extension of 

original bowel pathology as we had already 

resected bowel with good margins in both patients. 

Bowel gangrene due to band over mesentery was 

not expected to behave like this as in patient 1. 

Most likely the gangrene of stoma, abdominal wall 

and adjoining skin were due to polymicrobial 

infection originating from faecal matter coming out 

of stoma. Fournier’s gangrene of the scrotum was 

secondary to the extension of the same process. 

Similarly the gangrene of abdominal wall in patient 

no. 2 can be explained by the same mechanism. 

 

In our patients gangrene of stoma and abdominal 

wall was detected late because stoma though 

ischemic, had already started functioning. 

Moreover patients were already in sepsis and we 

thought the profound illness was due to sepsis. The 

ideal management would have been early diagnosis 

by a contrast enhanced CT scan of abdomen on the 

first postoperative day itself when stoma was seen 

as ischemic followed by exploration of abdomen 

and resection of gangrenous bowel and extensive 

debridement of abdominal wall and scrotum. The 

treatment of necrotizing fasciitis is undoubtedly 

early extensive debridement along with broad 

spectrum antibiotics, fluid and nutritional support. 
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