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ABSTRACT
Fournier’s gangrene is an acute rapidly progressing form of necrotizing fasciitis involving the genitalia and
perianal regions. Trauma and local infection are the most common risk factors especially in the setting of
diabetes. It is usually a polymicrobial infection caused by skin flora of the genital area. The most commonly
isolated aerobic microorganism are Escherichia coli, Klebsiella pneumoniae, and Staphylococcus aureus,
while Bacteroides fragilis is a common culprit from the anaerobic group. We report a patient with Fournier’s
gangrene caused by Helcococcus kunzii; an aerobic gram positive coccus not known to be associated with
Fournier’s gangrene before.
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INTRODUCTION
Fournier’s gangrene (FG) is a rapidly progressing
infection of skin and soft tissue involving the genital,
perineal and perianal area. It has a high mortality
rate, up to 40% especially in the context of diabetes
mellitus or immunosuppression[1]. Rapid diagnosis and
appropriate management of this life threatening disease
is very important to reduce the mortality and morbidity.
Empirical treatment with broad-spectrum antibiotics
and aggressive debridement are the main principles of
therapy. Both aerobic and anaerobic microorganisms
may be responsible, common causes include Escherichia
coli, Klebsiella pneumonia, Staphylococcus aureus and
Bacteroides fragilis. In this article, we report FG associated
with Helcococcus kunzii (H. kunzii). This microorganism is
an aerobic coccus commonly found as flora living on the
lower limbs [2]. To our knowledge, this is the first reported
FG case due to H. kunzii.
CASE REPORT
An 80-year-old man with uncontrolled diabetes was
admitted to King Abdulaziz University Hospital with a
6-day history of diffuse scrotal pain, redness and swelling.
He also had dysuria and constipation. There was no fever.
He denied having a preceding local infection, trauma or
surgery. Apart from diabetes, he had no history of medical
conditions. He received amoxicillin-clavulinic acid as an
outpatient with no improvement.
Upon arrival to the emergency room, he was afebrile
and was not in distress. He was hemodynamically stable.
Local examination revealed a necrotic area on the inferior
aspect of the scrotum measuring around 5 cm in diameter
with minimal pus discharge. There was no crepitus. He
had leukocytosis and elevated creatinine level. His blood
culture was collected, and it was found later to be negative.
Necrotizing fasciitis of the groin (Fournier’s gangrene FG) was diagnosed based on the clinical picture, as scrotal
ultrasound findings were non-specific.
The patient was started empirically on piperacillin/
tazobactam and he also received one dose of metronidazole.
Surgical exploration was performed and the diagnosis was
confirmed by the intraoperative appearance of pus and
necrosis. Debridement with excision of all the necrotic
tissue was performed until healthy tissue was found. Gram
stain performed on excised soft tissue showed numerous
polymorphonuclear leukocytes and gram-positive cocci
in pairs and clumps. The sample was inoculated onto
5% sheep blood agar and chocolate agar plates and were
incubated at 36°C in a CO2-enriched (5%) atmosphere
for 24 hrs. A pure and heavy growth of pinpoint, greyish,
nonhemolytic colonies appeared on both agars and it was
negative for catalase. Helcococcus kunzii was identified by
VITEK® 2 microbial identification system (bioMérieux,
Inc., Craponne, France) and was confirmed by Vitek MS
matrix-assisted laser desorption ionization-time of flight
(MALDI-TOF) mass spectrometry (bioMérieux, Inc.,
Craponne, France). The isolated strain was sensitive to

44

Saudi Journal of Internal Medicine Vol. 6 No. 2 - 2016

penicillin but resistant to clindamycin and erythromycin.
Susceptibility testing was performed by disc diffusion
and Etest in reference to that of Staphylococcus aureus in
Clinical and Laboratory Standards Institute guidelines[3].
The patient improved clinically over the subsequent
two weeks and required a skin graft to cover the remaining
scrotal defect. He had no fever throughout his hospital stay.
DISCUSSION
Helcococcus kunzii is a facultative anaerobic, non-motile,
catalase-negative gram-positive coccus whose cells
are arranged in pairs and clumps. It is known to have
phenotypic resemblances to Aerococcus viridans. It was
first discovered in 1993 by Collins et al.[2]. Helcococcus
kunzii was the first species to be characterized, followed by
Streptococcus pyogenes, Helcococcus sueciensis, Helcococcus
bovis, and Helcococcus seattlensis[4].
Helcococcus kunzii is a part of normal skin flora
usually found in the lower limbs[2,5,6]. It can cause
opportunistic infections mostly in immunocompromised
patients. Published cases include skin and soft tissue
infections (wound infections, cellulitis in diabetic patients,
superficial and deep abscesses and plantar phlegmons)
as well as deep infections such as empyema, bacteremia,
infective endocarditis, prosthetic joint infections and
osteomyelitis[2,4,5,7-10]. To our knowledge, there are no
reported cases of FG caused by H. kunzii yet.
In many cases, H. kunzii is isolated from infected
samples as part of a polymicrobial infection[7,8]. In our
case, the tissue culture grew H. kunzii only. One potential
explanation is the fact that the patient received an oral
antibiotic for a few days before admission.
There is not much known about the virulence factors
of this opportunistic organism. Suggested mechanisms
include a role of hemagglutinin and lectin[11]. In our case,
the finding of extensive fascial necrosis might indicate
the presence of a specific exotoxin that facilitates tissue
destruction.
Host risk factors are also important; diabetes and
vascular insufficiency are associated with colonization of
lower limbs with H. kunzii[5,6]. A study on the incidence
of skin colonization demonstrated that 10% (12/120) of
the foot specimens collected from podiatry patients, twothirds of whom were diabetic, were positive for H. kunzii[6].
In our patient we believe that uncontrolled diabetes was
the major risk factor.
Most strains of H. kunzii are found to be susceptible
to β-lactam antibiotics. Resistance to aminoglycosides,
macrolides, trimethoprim-sulfamethoxazole, clindamycin,
third and fourth generation quinolones resistance is
noted[4,7,9,10].
This case adds to what is recently recognized that this
microorganism probably possesses greater pathogenic
potential than previously believed.
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ϱΎϳΰϧϮϛ βϛϮϛϮϜϠϴϫ ΎϳήϴΘϜΑ Ϧϋ ΔΌηΎϧ ΓέΩΎϧ ήϴϴϧέϮϓ ΔϨϳήϏήϏ ΔϟΎΣ
˻ˬ ˼

ϱϭϼόϟ ΩϮϤΤϣ ΎϬϣϭ ˬ˺ϱϭΪΑ ϕίήϟΪΒϋ ϥίΎϣ

ϯϭΪόϟ ΔΤϓΎϜϣ Ϣδϗ˼ϭ ˬΕΎϴϠϴϔτϟϭ ΔϘϴϗΪϟ ˯ΎϴΣϷ Ϣδϗ˻ϭ ˬΔϨσΎΒϟ Ϣδϗ˺
ΔϳΩϮόδϟ ΔϴΑήόϟ ΔϜϠϤϤϟ - ΓΪΟ ˬΰϳΰόϟ ΪΒϋ ϚϠϤϟ ΔόϣΎΟ ˬΐτϟ ΔϴϠϛ
.κϠΨΘδϤϟ
.ΔϴϠγΎϨΘϟ ˯ΎπϋϷϭ Νήθϟ ϝϮΣΎϣ ΔϘτϨϣ ΐϴμΗ ϲΘϟϭ ήΧΎϨϟ ΔϓΎϔϠϟ ΏΎϬΘϟ ρΎϤϧ Ϧϣ ϢϗΎϔΘϟ ϊϳήγ Ύ˱τϤϧ ήϴϴϧέϮϓ ΔϨϳήϏήϏ ΪόΗ
ˬΓΩΎόϟ ϲϓ .ϱήϜδϟ νήϤΑ ϦϴΑΎμϤϟ ϯΪϟ Ύ˱λϮμΧ ˬϚϟΫ ϰϟ· ΔϳΩΆϤϟ ΏΎΒγϷ Ϣϫ Ϧϣ ΔϴόοϮϤϟ ΕΎϧΎΘϧϹϭ ΕΎΑΎλϹ ήΒΘόΗϭ
˱ λ ΔθϳΎόΘϣ ΓΩΪόΘϣ ΎϳήϴΘϜΒΑ ΔΑΎλϹ ϥϮϜΗΎϣ Ύ˱ΒϟΎϏ
Ύϴθϳήθϳ :ϚϟΫ ϲϓ ΔΒΒδΘϤϟ ΔϴϮϬϟ ΎϳήϴΘϜΒϟ ήϬη Ϧϣ .ΔϧΎόϟ ΔϘτϨϣ ΪϠΟ ϰϠϋ ϼ
.˱ΎϋϮϴη ήΜϛϷ βϴϠϴΟήϓ βϳΪϳϭήϴΘϛΎΑ ΎϳήϴΘϜΑ ήΒΘόΗ ΔϴϮϫϼϟ ΎϳήϴΘϜΒϟ Ϧϣϭ .αϮϳέϭ βϛϮϛϮϠϴϓΎΘγϭ ΎϴϧϮϣϮϧ ϼϴϴδΒϴϠϛ ˬϱϻϮϛ
ΔΒΟϮϣ ΔϴϮϫ ΎϳήϴΘϜΑ ϲϫϭ ˬϱΎϳΰϧϮϛ βϛϮϛϮϜϠϴϫ ΎϳήϴΘϜΑ ΎϬΑ ΖΒΒδΗ ήϴϴϧέϮϓ ΔϨϳήϏήϐΑ ξϳήϣ ΔΑΎλ· ΩέϮϧ ήϳήϘΘϟ άϫ ϲϓ
.˱ϼΒϗ νήϤϟ άϫ ˯Ϯθϧ ϲϓ ΐΒδΘϟ ΎϬϨϋ ϑήόϳ ϻ ϡήΠϟ
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