
Introduction

Fournier's gangrene is considered a threat due to its

aggressiveness and ugly tendency to spread. Although rare,

it is considered a potentially lethal disease due to its

tendency to extend rapidly. It usually has a fulminant course

if not treated aggressively. It is no longer considered an

idiopathic disease as an infective source can often be

found.1 It mainly affects the perineal region, genitals and the

abdominal wall. There is a consensus that an aggressive

medical treatment and extensive surgical debridement with

colostomy, cystostomy, when necessary should be

undertaken.2,3

Despite improved treatment with introduction of

newer broad spectrum antibiotics, the reported mortality
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Abstract

Objectives: To study the spectrum of presentation and outcome of different treatment modalities in Fournier's

gangrene.

Methods: It's a prospective analysis of 73 diagnosed patients of Fournier's gangrene admitted and treated in

surgical department of a public sector university from June 2000 to June 2008. All patients were admitted through

casualty with varying proportions of necrotizing infection of the perineal and genital fascia, with gangrene of the

overlying skin. After resuscitation and preliminary investigations, including culture of the necrotic tissue, the

patients were treated either conservatively by broad spectrum antibiotics, cardiopulmonary support, nutritional

and fluid support or surgically by repeated aggressive wound debridement under anaesthesia. The behaviour of

the disease, different modalities of treatment offered, response and outcome of the management were all

collected on a proforma for statistical analysis on SPSS version 12.

Results: Seventy three patients with a mean age of 57.32 ± 13.87 years and range of 33-86 years presented

with varying degrees of Fournier's gangrene. Of the total population, 67 (91.78%) were males and 6(8.213%)

were females. Fifty nine (80.82%) patients had one or the other co-morbidity with maximum number (n=44,

60.2%) having diabetes mellitus. State of diabetes control was found to be an important prognostic factor. A

source of infection was identified in skin, ano-rectal and perineal regions in 42 (57.53%) patients. Thirteen

(17.80%) patients died despite aggressive conservative or surgical treatment.

Conclusion: Fournier's gangrene continues to be a lethal disease despite overall improvement in the antibiotic

spectrum and surgical techniques. Diabetes remains the most important prognostic factor in the outcome of

disease (JPMA 60:617; 2009).



remains high.4-9 The organisms isolated range from

bacteroids fragilis and E coli to Pseudomonas and clostridia,

pepto streptococcus and streptococcus.10,11 The treatment

options include conservative treatment comprising broad

spectrum antibiotics and wound care while surgery remains

the mainstay of the treatment and comprises repeated

debridement of the dead tissue with sterile dressings. We

report our experience of presentation, management and

outcome of patients with Fournier's gangrene in our unit.

Methods

A prospective descriptive analysis of 73 diagnosed

patients of Fournier's gangrene is done who were admitted

and treated in surgical unit of a public sector university over

a span of 8 years. All study subjects were admitted through

casualty with necrotizing fasciitis and involvement of

different areas of the body with varying proportions. After

immediate resuscitation and preliminary investigations,

patients were treated either conservatively by intra - venous

antibiotics, cardio-pulmonary, nutritional and fluid support

or surgically by repeated aggressive wound debridement

under anaesthesia. An HbA1C was done in all patients who

either had a history of diabetes mellitus or had blood sugar

> 200mg% at arrival in the hospital. An HbA1C > 7 was

considered uncontrolled diabetes while values lower than

this were considered as controlled diabetes mellitus. Prior to

institution of treatment, a culture of necrotic tissue was

obtained in all patients which revealed Staphyloccoci and

E.coli in majority of patients.

The variables studied included pattern of the disease,

different modalities of treatment offered, response and

outcome of the management in terms of morbidity and

mortality. The statistical analysis of the data was done on

SPSS version 12. 

Results

Seventy three patients with a mean age of 53.16 ±

13.8 (range 33-86 years). There were 06 (8.1%) females and

(n=67, 91.6%) males. There was an associated medical

problem in 59 patients as shown in Table-1. Status of the

diabetes control seems to be an important prognostic factor.

Diabetes was poorly controlled in majority of our study

subjects as determined by HbA1C values. The personal

hygiene of majority of patients was invariably poor. Of the

total patients, 11 (14.9%) were homeless. Thorough

examination of the patients revealed a septic focus in 49

(67.12%) patients in the perianal area, genitalia and on

perineal skin. In 24 (32.8%) patients no septic focus could

be identified. The area involved extended from genitals to

whole abdomen, buttocks and back especially in patients

with co-existent diabetes and renal failure. In 32 (43.8%)

patients there was involvement of perineal region with an

extension of the fasciitis to anterior abdominal wall, both

flanks and even up to xiphoid process in few cases.

Repeated excisions under anaesthesia was carried out in

these patients with fulminating infection. Of these, 7(22%)

patients had sufficient tissue loss and needed skin grafting

after the infection was brought under control and wound

was healthy looking.

In 22 (29.7%) patients the infection was localized to

genitalia and /or perianal region. These patients were treated

by intravenous antibiotics, I/V fluids and repeated de-

sloughing and sterile surgical dressings. 

Conservative treatment with repeated surgical

dressings was found curative in 07 (31.8%) patients and in

remaining patients we had to perform repeated excisions.

The most effective antibiotics in terms of outcome included

C-Penicillin and Metronidazole. The average hospital stay

was 32 ± 08 days .Of the total patients treated, 13 (17.80%)

patients succumbed to death despite aggressive treatment

while 60 (81.8%) patients recovered completely and were

discharged after an average time of 4.5 weeks. The

mortality rate was highest in uncontrolled diabetics as

shown in Table-2.

Discussion

First described by Fournier, the genital necrotizing

fasciitis remains an uncommon but potentially a lethal

disease with an alarmingly high mortality.12 The infection

has an ugly tendency to spread and involve an extensive

surface area if untreated, culminating in death. We report

our experience of managing 73 consecutive patients of

Fournier's gangrene with varying proportion of involvement

of body surface area. The mean age of our study population
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Table-1: Co-morbidities.

Co-Morbidity Frequency Percent ( %)

Diabetes Mellitus 44 60.27

Hypertension 04 5.47

Renal failure 07 9.58

COPD 03 4.10

Skin disease 01 1.36

None 14 19.17

Total 73 99.87

Table-2: Co-morbidity * Outcome of treatment.

Outcome of treatment Total

Recovered completely Died

Co-morbidity Diabetes Mellitus 34 10 44

Hypertension 6 0 6

COPD 7 1 8

Skin diseases 1 0 1

None 12 2 14

Total 60 13 73



coincides with other studies,10,13,14 although no age is

immune from this disease.13 The course of disease is found

to be very fulminant and aggressive in patients with

associated diabetes mellitus. This is in accordance with the

observation of many other authors who consider diabetes

mellitus as one of the major outcome determinant of the

treatment of this disease.15-17 Jong JH et al18 and Alan AL et

al,19 however claim that diabetes mellitus is not related to

the prognosis of the disease. An idiopathic variety of the

disease was common in the past but it no longer carries this

label. A septic focus was found in 54 patients in this study

conforming to the results of other similar reports.20 The

commonest underlying cause is found to be genitourinary

(n=28) while colorectal origin was found in 07 patients.

This is in contrast to many other similar reports claiming

colorectal origin as the commonest underlying cause.21 A

complete surgical excision of all dead tissue under

anaesthesia gave excellent results in our study. This

approach was the mainstay of treatment by many other

authors.22,23

The average hospital stay in our study conforms with

the results of many similar studies.4,7,17,24 This study

showed an overall mortality of 18% of which most of the

patients had uncontrolled diabetes mellitus. This significant

finding is in line with the results of many similar reports

from the west.25

The association of diabetes and urological problems

observed in our study has been testified by literature from

the west. The prognostic factors seem to be alike in most of

the studies.

Conclusion

Fournier's gangrene, although rare, is potentially a

lethal disease. Co-morbidities, especially diabetes mellitus

increase the mortality manifold. Repeated surgical excisions

and debridement with broad spectrum antibiotic provided

good results.
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