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INTRODUCTION
Fournier's gangrene (FG) is a serious surgical emergency rst 
described by Jean Alfred Fournier (1832–1914), a dermatologist and 
venereologist in 5 young male patients, who had presented with a 
rapidly progressing fulminating infection of the supercial tissues of 

[1, 2].scrotum and penis without any denite etiological factor  Fournier's 
gangrene (FG) is a rare, rapidly progressive, fulminant form of 
necrotizing fasciitis of the genital, perianal and perineal regions, which 

[3]may extend up to the abdominal wall between the fascial planes . 
Hippocrates rst mentioned necrotizing fasciitis in 500 B.C. as a 
complication of 'erysipelas', an acute and often recurring bacterial 

[4]infections  .It is secondary to polymicrobial infection by aerobic and 
[5-7]anaerobic bacteria with a synergistic action . Predisposing factors 

such as diabetes and Immunosuppression lead to vascular disease and 
suppressed immunity that increase susceptibility to polymicrobial 
Infection. The clinical features and relevant investigations are the 
mainstay of diagnosis of the disease. This gangrene apparently shows 
vast heterogeneity in clinical presentation from insidious onset and 
slow progression to rapid onset and fulminant course, the latter being 

[8]the more common presentation . Necrotic patches start to appear on 
overlying skin and progress to extensive necrosis if subcutaneous 
inammation worsens. Sepsis and multi organ failure are the common 
causes of death in these patients if not aggressively treated. The 
treatment consists of urgent resuscitation, use of broad spectrum 
parenteral antibiotics, aggressive surgical debridement, tetanus 
prophylaxis and supportive care followed by subsequent 

[9]reconstruction of the residual defect  .Despite modern intensive care 
unit (ICU) management the mortality rate of Fournier's gangrene 

[10] .remains high (3-67%) The present study was conducted to identify 
etiology, complication and management of fournier's gangrene.

MATERIALS AND METHODS
This prospective study was conducted over 5 year from July 2014 to 
June 2019 on patients  diagnosed with fournier's gangrene . Patients 
were subjected to careful history taking, including age, sex, 
occupation, duration of the symptoms and its progression and 
investigated with blood and microbiological testing of blood and 
tissue/discharge from the wound.

Eligibility criteria include clinical features consistent with rapidly 
progressive fulminating infection arising primarily from the perianal, 

perineal and genital region and presence of necrotic tissue on surgical 
exploration. Excluded were patients who had a local supercial 
inammation of the perianal or urogenital regions. Initial resuscitation 
was done with crystalloids or crystalloids and whole blood; as per 
requirement. Broad spectrum parenteral antibiotic was started on 
empirical basis. After resuscitation aggressive debridement of all dead 
tissues, followed by irrigation of the wound with hydrogen peroxide 
and normal saline. The wound was covered with betadine soaked 
gauge. Tissue was taken and sent for histopathological examination. 
Urethral catheterization was done aseptically in all patients.Wound 
inspected on regular basis and dressing  done .Few patients needed 
further multiple debridement. when wound started to heal, closure of 
wound was done by the secondary suturing  technique and in some 
cases, partial thickness skin graft and local pedicle ap graft was done. 
The patients were followed until the date of discharge and in their 
further visits.

 RESULTS
In our study, 47  patients who presented with fournier's gangrene were 
evaluated. The age of the patient in the study group ranged from 40 
to74 years, with the mean age of 53 years. The commonest source of 
sepsis was the scrotal/perineal lesions. Poor personal hygiene 
associated with the over-all debilitated state was presumed to be the 
causative factor. Diabetes mellitus (DM) was the most common 
comorbidity associated with FG and was present in 34 patients (72%) 
at the time of admission followed by immunocompromised state in 8 
patients (17%) and in 5 patients with no comorbidities. The most 
common symptoms at the time of admission were pain, Oedema, 
erythema, and scrotal skin necrosis and fever which were found in  
almost all the cases and sepsis (25%) in 12 patients. In all patients area 
of necrosis is conned to scrotum and in perineum and in one patient 
there was a extensive involvement of inner thigh and anterior 
abdominal wall along with scrotum and perineum. Pus was taken from 
the wound of all the cases for culture and sensitivity and yielded mixed 
growth of many types of organisms .The most common organism 
isolated during the culture is Escherchia coli followed by klebsiella. 
All patients underwent radical surgical debridement and regular 
dressing. Along with the initial radical debridement, 1 patient (2%) 
underwent Orchidectomy for necrosis of testis. Out of 47 patient , 40 
patients secondary suturing(85%) of wound done after healing of 
wound,2 patients needed localized ap reconstruction(4%) of scrotum 
and perineum and 5 patient needed split skin grafting(10%).The 
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patients were discharged on post-operative day between 7 to 30 days, 
with an average of postop day 14. Of the 47 patients studied, 8 died-all 
8 patients were above the age of 52. Among 8 patients ,7 patients died 
of sepsis and one patient died of aspiration pnemonia on post opday 14 
and 39 survived; the overall mortality rate was 17%.

DISCUSSION
Fournier's gangrene was a relative rare life-threatening emergency 
with an overall incidence rate of 1.6 in 100 000 and male 
predominance. Typical clinical manifestations included fever, pain 
and swelling over the perineal, genital and anorectal areas. In our study 
the patients were between the age group of 40-74 years with maximum 
patients  were between the age of 45 -55 years, and the mortality is 
more among the patients with older age groups. There are so many 
predisposing factors described by various authors as seen in literatures 
and  in our study the most common predisposing factor is diabetes 
mellitus and immuno-compromised states(Human immune deciency 
state). The disease occurs in afuent as well as in the poor 

[11]community  In our study most of the patient with fournier's gangrene 
were from poor socio economic status Most of the patients usually 
present with a delay of 4-10 days from the onset of the 

[12].disease. Fournier's gangrene  is commonly a polymicrobial infection 
of genitourinary or perianal source. The multiplicity of organisms 
isolated from cases of Fournier's gangrene suggests that, none of them  
could be properly regarded as the cause of the disease. Mixed types of  
organisms were isolated from culture of pus taken from the wound, 
such as E coli. streptococci, staphylococci, pseudomonas and 
peptostreptococci. E coli is the most common organism isolated. Early 
diagnosis, prompt and aggressive management is the most important  
aspect of treatment of Fournier's gangrene. The removal of all the 
devitalized tissue is important to stop the progress of the infection and 
simultaneous elimination of systemic effects of toxins and bacteria. 
Multiple sittings of surgical debridement may be required to achieve 
adequate local control of infection. Local wound care after surgical 
debridement is very important. With proper surgical debridement, 
local wound care, and antibiotic therapy, healthy granulation tissue 
appears, and secondary suturing can be done, as seen in most of our 
cases. However in signicant tissue loss, any of the reconstructive 
procedure including various ap covers and split skin graft may be 
considered depending on the case. The mortality rate varies from 0-
67% in different studies and mortality rate in our study is 17% which is 
less when compared with other study. The duration of stay at the 
hospital for Fournier's gangrene ranged between 2-278 days in 
previous studies. In our study the most patients are discharged on 
postoperative day 14.

CONCLUSION
Fournier's gangrene is still a very severe disease with a high mortality 
rate. However, with the advancement in diagnostic modalities, surgical 
technique, potent antibiotics, and critical care, the morbidity and 
mortality of this dreaded clinical entity has decreased. The most 
common presenting features are pain, fever, scrotal erythema, and 
sloughing of the perineo-scrotal skin with foul smelling discharge. The 
most common predisposing factor is uncontrolled diabetes mellitus 
and immunocompromised state. The advanced age, extension of 
infection to the abdominal wall, occurrence of septic shock and need 
for ionotropic support are the main prognostic factors of mortality. The 
aggressive surgical debridement, broad spectrum parenteral 
antibiotics and intensive supportive care followed by secondary 
suturing or by closure of healing wound with ap or by skin grafting 
has reduced morbidity ,mortality and long hospital stay.
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