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ABSTRACT  

INTRODUCTION: An unusual, rapidly spreading fulminant form of necrotizing fasciitis that 

can spread to the abdominal wall in the space between the fascial planes and affects the vaginal, 

perianal, and perineal regions called Fournier's gangrene. OBJECTIVE: The goal of this study 

is to describe, analyse, and discuss the epidemiological, clinical, therapeutic, and evolutionary 

aspects of Fournier's gangrene. MATERIALS AND METHODS: This retrospective case series 

was carried out at General Surgery Department of Hayatabad Medical Complex Peshawar from 
January 2020 to June 2022. Analysis was done on the primary causes, risk factors, postoperative 

complications outcomes, and long-term follow-up findings. RESULTS: Total 46 patients were 

included in the study. Age ranged between 20-70 years with a mean age of 45 years. There were 
36(78.2%) males and 10(21.7%) females with a male to female ratio of 3.6:1. Diabetes mellitus was 

found to be the most common risk factor 16(34.8%) followed by Tobacco 11(23.9%), Alcohol 

8(17.4%), rectal adenocarcinoma 5(10.8%), morbid obesity 3(6.5%) & paraplegia 3(6.5%). Etiology 

was found in 31(67%) cases which includes, 13(28.2%) due to anal abscess; 7(15.2%) had a 
hemorrhoidal pathology, 5 (10.8%) anal fissure, 3(6.5%) had anal fistula and 3(6.5%) had developed 

the disease following perineal trauma. CONCLUSION: Fournier's Gangrene is a medical and 

surgical emergency with a high mortality and morbidity rate. Patients are saved through early 
diagnosis, antibiotic treatment, and high-quality debridement. KeYWORDS: Fournier’s 

gangrene, Cleanliness stoma, Antibiotic therapy Necrosectomy 
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INTRODUCTION 

An unusual, rapidly spreading fulminant 

form of necrotizing fasciitis that can spread 

to the abdominal wall in the space between 

the fascial planes and affects the vaginal, 

perianal, and perineal regions called 

Fournier's gangrene.1 It is brought on by a 
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polymicrobial infection that is the product 

of cooperative anaerobic and aerobic 

bacteria.2 The anorectal, genitourinary, and 

cutaneous sites of the infection may be 

identified in 95% of patients.3 Diabetes and 

immunosuppression are risk factors for 

vascular disease, lowered immunity, and 

increased susceptibility to infections from 

many microbes.4,5 To make a diagnosis, a 

physical examination and clinical markers 

are used. Radiological techniques can 

determine the severity of the disease, but it's 

possible to have falsely negative results. 

According to past research, patient 

outcomes were significantly influenced by 

the disease's spread.6 It could reveal the 

severity of the invading pathogens or the 

extent of the patients' immunosuppression. 

Numerous papers made an effort to 

evaluate the worth of various scoring 

systems.7 Researchers have come to use 

Fournier's Gangrene Severity Index 

(FGSI), which is frequently mentioned in 

Fournier’s gangrene literature and is 

thought to be a helpful predictor.8 The 

mortality rate for Fournier’s gangrene is 

still high in most current data, ranging from 

20 to 50%.9 Fortunately, it is a rare 

condition with a recorded prevalence of 

1.6/100,000 males and a peak incidence in 

the fifth and sixth decades. However, the 

incidence is rising, possibly as a result of an 

ageing population, an increase in patients 

taking immunosuppressive drugs, or a rise 

in patients infected with the human 

immunodeficiency virus (HIV).10 Early 

diagnosis, extensive patient resuscitation, 

the administration of broad-spectrum 

antibiotics, and aggressive radical surgical 

debridement’s are the mainstay of 

treatment. In addition to analysing its 

epidemiology, risk factors, etiologies, 

diagnostic procedures, and treatment 

strategies, our study's goal is to 

share what we know about perineal 

gangrene. 

MATERIALS AND METHODS 

This retrospective case series was carried 

out at General Surgery Department of 

Hayatabad Medical Complex Peshawar 

from January 2020 to June 2022, 

involving 46 patients of either gender with 

Fournier’s gangrene with infectious or 

idiopathic origin. The study included 

verified cases that had an operative report. 

Our study excluded patients with cellulitis, 

anal abscesses, and inadequate data. Data 

collection forms taken from the patient file 

archives were used to collect the data. The 

statistical analysis was done using SPSS 

23.0. Qualitative values were given as 

percentages, whilst quantitative data were 

provided as mean and standard deviation, 

and they were checked for normality. For 

statistical analysis, a P value of 0.05 was 

considered significant. Microsoft Excel 

2013 was used for tables and graphs. 

RESULTS 

Total 46 patients were included in the 

study. Age ranged between 20-70 years 

with a mean age of 45 years. There were 

36(78.2%) males and 10(21.7%) females 

with a male to female ratio of 3.6:1. 

Diabetes mellitus was found to be the most 

common risk factor 16(34.8%) followed by 

Tobacco 11(23.9%), Alcohol 8(17.4%), 

rectal adenocarcinoma 5(10.8%), morbid 

obesity 3(6.5%) & paraplegia 3(6.5%). 

Table-1 

Etiology was found in 31(67%) cases 

which includes, 13(28.2%) due to anal 

abscess; 7(15.2%) had a hemorrhoidal 

pathology, 5 (10.8%) anal fissure, 3(6.5%) 

had anal fistula and 3(6.5%) had developed 

the disease following perineal trauma. 

Table-2 

Most common presenting complaint was 

perineal pain 42(91.3%), fever was noted in 

30(65.2%),  27(58.7%) had tachycardia and 

13(28.2%) presented with hypotension. 

Figure-i  

Radical surgical debridement was 

performed in all patients consisted of 

excision of all necrotic tissue, cleansing 

with hydrogen peroxide, saline and 
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drainage. Along with the radical 

debridement, 6(13%) underwent fecal 

diversion with loop colostomy, 3(6.5%) 

needs cystostomy for urinary diversion and 

Orchidectomy was performed in 2(4.3%) 

cases. Figure-ii. Mean hospital stay was 9 

days. Total 4 patients died during their 

hospitalization with a mortality rate of 

(8.7%).  

Table-i:  Risk factors  

Risk factor Frequenc

y 

Percentag

e 

Diabetes 

mellitus 

16 34.8% 

Tobacco  11 23.9% 

Alcohol 8 17.4% 

Rectal 

adenocarcino

ma 

5 10.8% 

Morbid 

obesity 

3 6.5% 

Paraplegia 3 6.5% 

 

Table-2:  Etiology of study patients  

Etiology Frequenc

y 

Percentag

e 

Anal abscess 13 28.2% 

Hemorrhoida

l pathology 

7 15.2% 

Anal fissure 5 10.8% 

Anal fistula 3 6.5% 

Perineal 

trauma 

3 6.5% 

 

Figure-i: Common presenting 

complaints 

 

Figure-ii: Different surgical 

procedures  

 

DISCUSSION 

French dermatologist and venerolgist 

Professor Jean- Alfred Fournier initially 

reported Fournier's gangrene in 1833.11 

About 1.6 cases of Fournier 

gangrene occur for every 100,000 males 

each year, accounting for 0.02% of all 

hospital admissions.12,13 The male to 

female ratio for the same set of patients 

was 3.6:1, with a mean age of 45. An 

average age of 50 years within a range of 

20-80 years was found by Vargas F et al 

which is quite similar to our 

results.14  The gender ratio in our study was 

3.6:1, which is consistent with previous 

studies.15 Diabetes mellitus is the most 

common risk factor, accounting for 34.8% 

of cases, followed by tobacco (23.9%) and 

alcohol (17.4%). Diabetes was identified as 

a risk factor by Eray IC et al in 14% of cases 

and Rosen DR et al in 35% cases.16,17 While 

smoking is not explicitly mentioned as a 

Perineal 
pain
37%

Fever
27%

Tachycar
dia

24%

Hypotens
ion
12%

Fecal 
diversion

55%

Cystosto
my
27%

Orchidect
omy
18%
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risk factor for Fournier's gangrene in the 

literature, it was found in 23.9% of cases in 

our patients. However, it has yet to be 

shown if smoking would be one of the risk 

factors for the occurance of perineal 

gangrene. 

Essentially, the diagnosis is clinical, 

physical symptoms that might cause septic 

shock can be local at first or universal at a 

later stage. Numerous other diagnoses can 

be made, such as strangulated hernia in the 

phlegmon stage, scrotal or ischiorectal 

abscess, balanitis, herpes infection, 

pyoderma gangrenosum, polyarteritis 

nodosa, warfarin necrosis, and ecthyma 

gangrenosum.18 Aerobic and anaerobic 

Gram-negative and positive species make 

up the bacterial strains that cause fournier 

gangrene, with anaerobic and snowy 

crackles appearing less frequently on 

clinical examination. The most common 

bacteria identified were E. coli, P. 

aeruginosa, Proteus, Klebsiella, 

Streptococcus species, S. aureus, 

Enterococcus, Clostridia, and bacteroides, 

with Candida and multiresistant 

staphylococcus aureus being less frequently 

found in patients who had spent more time 

in the hospital. Imaging analysis can assist 

in separating the diagnosis of gangrene 

from other illnesses such simple cellulitis 

and scrotal edoema. A rapid and simple 

diagnostic technique that aids in 

establishing differential diagnoses is the 

use of bedside ultrasonography. Imaging is 

also required to investigate the aetiology, to 

confirm the diagnosis in situations of 

uncertainty, to determine the degree of the 

disease, and in cases of extremely advanced 

gangrene. Before the clinically found 

snowy sign, which has a sensitivity of 19–

64%, a standard X-ray with a sensitivity of 

90–100% may identify gas within soft 

tissue.19 

Emergency patient resuscitation, broad-

spectrum antibiotic treatment, and surgical 

debridement form the basis of the medical 

and surgical care. Reducing systemic 

toxicity, halting the spread of the illness, 

and getting rid of the infection's germs are 

the objectives of treatment. For the 

infection to be stopped in its tracks, necrotic 

and devitalized tissue must be removed 

quickly and completely. Retrospective 

analysis of 72 patients with Fournier's 

gangrene by Yilmazlar T et al revealed that 

considerable mortality was linked to 

treatment delay.20 All of the patients in our 

study had a cleaning stoma and a 

radical debridement. Depending on the 

severity of the necrosis, the surgical 

debridement was performed under general 

anesthesia on the posterior and anterior 

perineum as well as the inguinal areas. It 

was frequently repeated as necessary with 

dressings. Reconstructive plastic surgery 

was done if necessary after the infection 

was under control and the tissues were 

healthy.  

In the literature, it is common to combine 

several types of therapy, such as the use of 

negative pressure and hyperbaric oxygen 

therapy. Although a suprapubic 

cystostomy for urine diversion may be 

necessary in some cases with significant 

urethral or penis involvement, a urethral 

catheter often offers an acceptable 

diversion. Only a small percentage of 

patients with anorectal and sphincter 

region involvement and a significant risk 

of faecal contamination require a 

colostomy. Patients with sphincter 

lesions or those needing intensive 

perianal debridement may receive a 

colostomy. Studies in the literature have 

suggested that patients with severe 

lesions of the perianal region other than 

the fournier gangrene may benefit from 

using intestinal catheters (Bowel 

management catheter) or stool 

management kits to prevent faecal 

contamination.  

When this procedure was used to treat 

Fournier's gangrene, Eray et al reported 

good outcomes and positive effects when 

compared to patients who had stool 

diversion in terms of length of hospital 

stay and cost. In our department, washing 
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colostomies are used to promote quick 

healing and avoid stoma contamination 

of debridement wounds. Despite 

appropriate medical and surgical care and 

good resuscitation, Ruiz TJ et al found that 

16% of his sample of 1728 patients who had 

fournier gangrene died.21 Male mortality 

was reported to be 7.5% and female 

mortality to be 12.8% by Malik AM et al 

but these differences were not statistically 

significant.22 In our study 8.7% mortality 

rate was observed, which is comparable to 

data from other series. 

CONCLUSION 

Fournier's gangrene is an uncommon yet 

serious condition.  Fournier gangrene is a 

high medico-surgical emergency. Its 

multidisciplinary approach combines 

aggressive surgical intervention, initially 

targeted broad-spectrum antibiotic 

medication, and rigorous resuscitation. It 

has a high risk of morbidity and mortality. 

The prognosis depends on the diagnosis, 

length of treatment, size of the lesions, and 

effectiveness of debridement. Sometimes, 

reconstructive surgery is required. 
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