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T Fournier's Gangrene(FG) is a fulminant polymicrobial necrotizing fasciitis affecting the perineo-scrotal region which necessitates 
emergency and extensive surgical debridement leaving a considerable sized defect for reconstruction.Many treatment options are 
available for reconstruction.In this study, we present a case series of scrotal defects following FG which were reconstructed using 
medial thigh fasciocutaneous flap which have several advantages viz sensate flap, minimal donor site morbidity, large donor area 
and also maintains male psychosexual identity..
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POST FOURNIER'S GANGRENE SCROTAL DEFECT 
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INTRODUCTION:
Fournier's Gangrene(FG) is a fulminant polymicrobial necrotizing 
fasciitis affecting the scrotum, penis and perianal region.This 
infection spreads along the fascial plane and necessitates 
emergency and extensive surgical debridement leaving a 
considerable sized defect, most often with exposed testicles, for 
reconstruction[1,2].

Treatment options broadly include orchidectomy and 
reconstruction[3]. Reconstruction with Flap is superior as it  
provides the best possible aesthesis.[4,5]

Reconstruction with Flap preserves the Male Psychosexual identity. 
Nowadays the medial thigh skin as donor site has gained 
popularity for perineoscrotal reconstruction.  

In this series, reconstruction of 10 scrotal defects due to Fournier's 
gangrene using pedicled medial thigh flap has been discussed.
Aim:

To assess the effectiveness, outcome and aesthesis of medial thigh 
fasciocutaneous flap for the reconstruction of scrotal defects 
following fournier's gangrene.

MATERIALS AND METHODS:
A Prospective Study was conducted in Department of Plastic and 
Reconstructive Surgery, Rajiv Gandhi Government General 
Hospital, Chennai from September 2016 to May 2018. 10 patients 
with scrotal defects following Fournier�s gangrene were 
reconstructed using Medial Thigh Flap. All patients were 
diabetic.All the Patients were taken for reconstruction after 
debridement and control of local sepsis and diabetes.

RESULTS:

Mean age of the patient was 49.5 yrs. 7 patients had bilateral 
scrotal defects,2 patients had unilateral and 1 patient has 
penoscrotal defect.  All defects were reconstructed using 
unilateral medial thigh fasciocutaneous flap.largest defect 
reconstructed was 15 cms. Average width of the flap was 8.6 cm 
and the average length was 13.1 cm

Two flaps had epidermolysis which were managed conservatively 
and settled well. One Patient had seroma which was drained. One 
flap had business end necrosis which was debrided and re-
advanced. All donor sites were closed primarily and healed well. All 
patients had good sensation in the proximal part of the flap. All 
patients were happy that their primary sexual character being 
preserved. Patients were followed up for 4-6 months.

Fig 1: Flap Markings

DISCUSSION:
Dr Jean Alfred Fournier a French Venerologist in 1883 described in 
detail a life threatening condition of the male genitourinary 
tract[1].  Despite the description of condition by Baurienne in 
1764, by Pouteau in 1783, by Jones in 1871, the disease had been 
called as Fournier Gangrene[2]. Diabetes mellitus is the most 
common predisposing factor for Fournier's gangrene and four out 
of five patients in their series suffered from Diabetes Mellitus[6].

Initially the condition was thought to be a disesase of male external 
genitalia but over years the concept changed that it could affect 
both male and female genitalia[1].
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S.
No

Age 
(In years)

Co-
morbidities

No. of 
debridements

Raw area
(cms)

Post op 
complication

1 45 DM 3 15*10 Nil

2 50 DM,HT, CAD2 8*9 Nil
3 48 DM 3 10*8 Nil

4 43 DM 2 15*10 Nil

5 48 DM 2 13*10 Seroma 

6 55 DM 1 15*8 Superficial 
epidermolysis

7 47 CAD,DM 2 10*8 Nil

8 53 HT,DM 2 18*9 Nil

9 74 DM,CAD 2 12*8 Superficial 
epidermolysis

10 49 DM 3 15*6 Flap business 
end necrosis-
readvanced

www.worldwidejournals.com 95

PARIPEX - INDIAN JOURNAL OF RESEARCH Volume-8 | Issue-1 | January-2019 | PRINT ISSN - 2250-1991



The polymicrobial nature of FG creates the production of various 
exotoxins and enzymes which help to spread the infection along 
the anatomical fascial planes [7,8].

Many reconstructive options have been employed from simple skin 
graft to a more complex reconstructions[3,9,10].

We in our study have used medial thigh flap for its various 
advantages like sensate flap, vicinity of donor site to defect, thin 
pliable flap thickness for perineoscrotal area, hidden donor site 
scar with minimal morbidity[11].

The medial thigh flap is supplied by direct branches such as 
superficial external pudendal and septocutaneous perforators 
from superficial femoral or medial circumflex femoral. Great 
saphenous vein is found within this area but we can preserve it as 
the veins paralleling these arteries are sufficient to drain the flap. 
The ilioinguinal nerve runs along with the external pudendal 
vessel, till the proximal 1/3rd of medial thigh, and the distal 2/3rd 
can be made sensate by incorporating the medial femoral 
cutaneous nerve.

All patients were operated under spinal anaesthesia and in 
lithotomy position.After debridement,flap markings are done as 
described by G.G.Hallock[11].A line is drawn from pubic tubercle 
to semitendinosus insertion forms the anterior border of the flap. 
Posterior border can be marked based on the requirement and skin 
redundancy determined by skin pinch test. Superior extent of the
flap is 5 cms below the groin crease.(fig 1)

Flap elevation is started distally and the deep fascia is included in 
the flap. Flap dissection is proceeded proximally stopping short of 
5cms below the groin crease. Flap is transposed to the defect and 
tension free inset is given. All donor sites were closed primarily and 
scrotal support given in the post-operative period.  Pateints were 
restricted to limited activity for 5 days post op. Sutures removed 
after 8-10 days. Patients were followed up for 4- 6 months.

CONCLUSION:

Fig 2: Pre-op Defect              Fig 3: Flap Markings

Fig 4: Flap elevated                   Fig 5: Late Post-op

Medial thigh fasciocutaneous flap provides durable skin and a 
large thin pliable flap for reconstructing scrotal and perineal 
defects with minimal donor site morbidity. It preserves male 
psychosexual identity.
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