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Background: Fournier’s gangrene (FG) is a rapidly evolving necrotizing fasciitis of the perineum and the genital area, the scrotum as it most commonly affects man in the vast majority of cases. It is polymicrobial in origin, due to the synergistic action of anaerobes and aerobes and has a very high mortality. There are many predisposing factors including diabetes mellitus, alcoholism, immunosuppression, renal, and hepatic disease. The prognosis of the disease depends on a lot of factors including but not limited to patient age, disease extent, and comorbidities. The purpose of the study is to describe the experience of a general surgery department in the management of FG, to present the multimodal and multidisciplinary treatment of the disease, to identify predictors of mortality, and to make general surgeons familiar with the disease.

Methods: The current retrospective study is presenting the experience of our general surgery department in the management of FG during the last 20 years. The clinical presentation and demographics of the patients were recorded. Also we recorded the laboratory data, the comorbidities, the etiology, and microbiology and the therapeutic interventions performed, and we calculated the various severity indexes. Patients were divided to survivors and non-survivors, and all the collected data were statistically analyzed to assess mortality factors using univariate and then multivariate analysis.

Results: In our series, we treated a total of 24 patients with a mean age 58.9 years including 20 males (83.4%) and 4 females (16.6%). In most patients, a delay between disease onset and seeking of medical help was noted. Comorbidities were present in almost all patients (87.5%). All patients were submitted to extensive surgical debridements and received broad-spectrum antibiotics until microbiological culture results were received. Regarding all the collected data, there was no statistically significant difference between survivors and non-survivors except the presence of malignancy in non-survivors (p = 0.036) and the lower hemoglobin (p < 0.001) and hematocrit (p = 0.002) in non-survivors. However, multivariate analysis did not reveal any predictor of mortality.

Conclusion: Early diagnosis, aggressive thorough surgical treatment, and administration of the proper antibiotic treatment comprise the cornerstone for the outcome of this disease. In small populations like in the present study, it is difficult to recognize any predictors of mortality and even the severity indexes, which take into account a lot of data cannot predict mortality.
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INTRODUCTION

Fournier’s gangrene (FG) is a surgical and urological emergency as it is a life threatening, potentially lethal, polymicrobial necrotizing fasciitis of the perineal and genital region affecting mainly males, but it can also present in females too (1–5). While this condition was known and has been described in sporadic case reports by the late eighteenth century (4, 6–17) it was only by the end of the nineteenth century that Jean Alfred Fournier provided a case series with a detailed description of the disease (13). However, until today, despite the fact, that in many circumstances the disease is treated by general surgeons and not by urologists, the description and analysis of FG is missing in most of the surgical textbooks. The purpose of the current retrospective study is to describe the experience of a general surgery department in the management of FG, to present the multimodal and multidisciplinary treatment of the disease, to identify, if possible predictors of mortality, including demographic, clinical, laboratory, etiological, microbiological, and surgical factors and also comorbidities and comorbidity and disease severity indexes, and finally to make general surgeons familiar with the disease.

MATERIALS AND METHODS

Study Design

For the current retrospective study, the surgical and hospitalization records of our department from 1st January 1997 to 31st December 2016 were reviewed, searching for patients who have been diagnosed with FG or perineal gangrene or necrotizing fasciitis of the perineum. Ethical approval was not required for this study in accordance with the national and institutional guidelines. The diagnosis was based either on clinical examination, which revealed perineal skin necrosis or crepitus of the perineum, and/or on imaging studies revealing the presence of air in the perineal area. The final diagnosis of FG was established in all cases during surgery when the gray black, foul smelling gangrenous tissue was revealed.

The data recorded included demographics, clinical findings, medical history and comorbidities, laboratory findings, etiology and extent of the disease, therapeutic interventions, disease severity indexes, morbidity, mortality, and hospitalization. The outcome parameters of the study were in hospital mortality (defined as death from any cause during hospitalization), 30- and 90-day mortality (defined as death from any cause during the first 30 and 90 days after the procedure, respectively).

Demographic Findings

The demographics data that were recorded regarding each patient included gender and age.

Clinical Findings

The recorded clinical findings were as follows: symptoms, duration of symptoms prior to seeking medical treatment in the emergency department (ED), physical examination findings, vital signs {blood pressure (systolic, diastolic, and mean), heart rate [beats per minutes (bpm)], respiratory rate [breaths per minute (brpm)], and temperature}, presence of sepsis, severe sepsis, or septic shock. {Sepsis was defined as systemic inflammatory response syndrome (SIRS) in combination with a microbiologically or clinically documented infection. SIRS was defined as presence of at least two of the following criteria: temperature >38°C or <36°C, white blood cells (WBCs) >12,000/mm3, <4,000/mm3 or >10% of immature forms heart rate >90 bpm, respiratory rate >20 bpm or PaCO2 <32 mmHg. Severe sepsis was defined as sepsis along with tissue hypoperfusion (lactic acidosis with lactate >3 mmol/L) or hypotension (systolic blood pressure <90 or mean blood pressure <70 mmHg or a drop in systolic pressure ≥40 mmHg from normal) or organ dysfunction (18). Organ dysfunction variables were as follows: liver dysfunction [total bilirubin >2 mg/dL, activated partial thromboplastin time (aPPT) >60 s, or international normalized ratio (INR) >1.5], pulmonary dysfunction (arterial hypoxemia with PaO2/FiO2 <300), and renal dysfunction (diuresis <0.5 mL/kg/h for at least 2 h, creatinine >2 mg/dL, or an increase of >0.5 mg/dL), hematologic dysfunction (platelets <100,000/mm3), neurological dysfunction (disturbance of consciousness), cardiovascular dysfunction (hypotension in need of dopamine ≥5 µg/kg per minute or norepinephrine at any dose) (18, 19). Septic shock was defined as the presence of severe sepsis with hypotension despite adequate fluid resuscitation.}

Medical History and Comorbidities

Past medical and surgical history was recorded, and the comorbidities considered were as follow: pulmonary disease, renal disease, heart disease, liver disease, diabetes mellitus, hypertension, hyperlipidemia, malignancy, peripheral vascular disease, psychiatric disease, obesity, and immunosuppression. Also smoking and alcoholism were recorded. Pulmonary disease was defined as either emphysema or chronic obstructive pulmonary disease. Renal disease was defined as serum creatinine >1.7 mg/dL (20). Heart disease was considered as presence of any of the following: angina pectoris, past myocardial infraction, coronary disease, coronary artery bypass graft surgery, signs of myocardial ischemia on the electrocardiogram, valvular heart disease, heart failure, and atrial fibrillation (20). Liver disease was defined as the presence of any of the following: chronic hepatitis B or C, liver cirrhosis (21). Diabetes mellitus was considered present if the patient had a fasting blood glucose >126 mg/dL or was on antidiabetic treatment with diet, oral drugs or insulin. Hypertension was defined as SP >150 mmHg or DP >90 mmHg or if the patient was receiving antihypertensive treatment (20). Hyperlipidemia was defined as total cholesterol levels ≥200 mg/dL, LDL levels ≥100 mg/dL, or the patient was under medical treatment. Malignancy was considered present if the patient had any active solid or hematologic malignancy. Peripheral vascular disease was considered present if the patient had a history rest pain, of claudication, or ischemic gangrene, or if he had undergone a previous intervention surgical or percutaneous (22), or as an ankle brachial index of less than 0.9. Psychiatric disease was considered present if the patient had depression, bipolar disorder, schizophrenia or if he was receiving drugs (23, 24). Obesity was defined as body mass index (BMI) >30. Immunosuppression was defined as leukopenia, chronic immunosuppressive treatment or any active solid or hematologic malignancy (25). Patients were defined as smokers if they had been smoking at least 10 cigarettes per day, until admission or if there was a history of at least 20 years of nicotine use given up not more than 10 years ago. Alcoholism was defined as the presence of either alcohol dependence or alcohol abuse. Also the Charlson comorbidity index (CCI) and the Age Adjusted Charlson comorbidity index (AACCI) were calculated.

Laboratory Findings

The laboratory tests studied were hemoglobin, hematocrit, platelet count (PLT), WBC, glucose, serum creatinine, serum urea, serum total protein, serum albumin, serum globulin, liver function tests [including total bilirubin, gamma-glutamyl transferase, alkaline phosphatase, alanine transaminase (ALT-SGPT), and aspartate transaminase (AST-SGOT)], sodium (Na+), potassium (K+), calcium (Ca), lactate dehydrogenase, creatine kinase, coagulation tests [prothrombin time, international normalized ratio (INR), and aPPT], cholesterol levels, C-reactive protein (CRP), and gas analysis (including PaCO2, PaO2, bicarbonate, lactic acid, and pH).

Etiology and Extent

Furthermore, the etiology of FG and microbiological test results (Gram positive, Gram negative, anaerobic) were recorded. The extent of FG indicating the affected body surface was assessed using modified body surface area nomograms used routinely to calculate the extent of burn injuries (26) according to which the perineum, scrotum, and penis account for 1% each and each ischiorectal fossa for 2.5% (18).

Therapeutic Interventions

Antibiotics regimen administrated, the time interval from hospital admission to surgical treatment, the type and extent of surgery, need for colostomy and type of colostomy, need for urostomy, the use of a rectal diversion system, duration of surgery, number of surgical debridements performed, perioperative transfusion and use of vasoactive drugs was also recorded. Also, the use of hyperbaric oxygen and vacuum-assisted closure (VAC) were recorded. We also recorded the type of wound healing either as healing by secondary intention or by reconstruction with a skin graft performed by a plastic surgeon.

Disease Severity Indexes

We calculated also the acute physiology and chronic health evaluation II severity score (APACHE II), the Fournier’s Gangrene Severity Index (FGSI) score, which has been created by Laor and colleagues in 1995 by modifying the APACHE II score (26). The nine parameters studied are heart rate, respiratory rate, temperature, hematocrit, leukocyte count, serum sodium, potassium, creatinine, and bicarbonate levels, and the deviation from normal is graded in a scale from 0 to 4 to a maximum of 36 points. The values are added to calculate the FGSI score (26). Moreover, we also calculated the Uludag FGSI that also takes into account age and dissemination to a maximum of 43 points (18). Finally, we calculated the laboratory risk indicator for necrotizing fasciitis (LRINEC) which is based on the values of CRP, WBC, hemoglobin, serum sodium, serum creatinine and plasma glucose (11).

Morbidity, Mortality, and Hospitalization

In addition, complications and morbidity, the intensive care unit (ICU) stay, total hospitalization time, hospitalization in the surgical department, and hospitalization in plastic surgery department, and mortality were recorded.

Statistical Analysis

Statistical analysis was performed using the Statistical Package for Social Sciences for windows version 20.0. The measured quantitative values were checked for normality. Values with normal distribution were expressed as mean ± SD and compared with parametric independent samples t-test, while values without normal distribution were expressed as median and interquartile range and compared to a non-parametric Mann–Whitney test. The measured qualitative values were expressed as frequency and percentage and compared with the chi-square test and Fisher’s exact test. Values found significant in the univariate analysis were used for multivariate analysis with a binary logistic regression model. The difference was considered statistically significant at p < 0.05 as the confidence interval was 95%.

RESULTS

During the last 20 years a total of 24 patients were diagnosed and treated in our surgical department with the diagnosis of FG. The mean age was 58.9 ± 11.3 years (45–79 years), while 20 (83.3%) patients were males and 4 (16.7%) were females. The median time between disease onset to hospital admission was 2 days. Clinically the majority of patients (21 patients—87.5%) presented with local signs of inflammation in the perineal area including pain, heat, erythema, and local edema. The presence of local abscess was evident in eight patients (33.3%). Skin necrosis was present in 13 patients (54.2%), 3 (12.5%) of whom had a foul smelling local discharge, while crepitation was also present in 5 patients (20.8%). The disease involved the scrotum in males and the genital region in females in 19 cases (79.2%), the perineum in 22 cases (91.7%) and the perianal region in 13 cases (54.2%) (Figure 1). Most patients (18 patients—75%) were febrile, tachycardic with increased respiratory rate fulfilling the criteria of SIRS and sepsis (all patients were considered to have a clinically documented infection), nine patients (37.5%) presented with severe sepsis, and three patients (12.5%) with septic shock. There was no statistically significant difference between survivors and non-survivors regarding the demographics and clinical presentation of the disease (Table 1).
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FIGURE 1 | Skin necrosis of the scrotum (A), scrotum, perineal and perianal region (B) in males and of the genital, and perineal region (C) in a female.



TABLE 1 | Patient demographics and clinical presentation.
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Neutrophilic leukocytosis was evident in the majority of patients (22 of 24—91.6%) while inflammation indicators (CRP) were increased in 23 patients (95.8%). The other laboratory test results did not differ significantly among survivors and non-survivors except from hematocrit and hemoglobin which were statistically significant lower in non-survivors (Table 2).

TABLE 2 | Laboratory tests.
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Regarding comorbidities, three patients (12.5%) had no comorbidities, while seven patients (29.1%) presented with diabetes mellitus, of whom one patient (4.2%) was diagnosed during hospitalization. Also, seven patients had hyperlipidemia (29.1%), and six patients had peripheral vascular disease (25%). Hypertension was evident in six patients (25%), heart disease in five patients (20.8%), obesity in five patients (20.8%), pulmonary disease in four patients (16.6%), and immunosuppression in four patients (16.7%). Two patients (8.3%) presented with renal failure, two patients with liver disease (8.3%), two patients with malignancy (8.3%), and two patients with psychiatric disease (8.3%). Nine patients (37.5%) were smokers while five patients (20.8%) were alcoholics. The median BMI of the patients was 27. The median score in CCI was 2, and the median score in age-adjusted CCI was 3. With the exception of malignancy that was statistically significant more common in non-survivors than survivors (p = 0.036), there was no other statistically significant difference in comorbidities between non-survivors and survivors (Table 3). Regarding the history of surgical or urologic intervention, one patient had an inguinal hernia surgery, two patients had appendectomy, one patient had surgery of anal fissure, one patient had hemorrhoidectomy, one patient had been submitted to total mesorectal excision, and one patient had transurethral prostatectomy.

TABLE 3 | Comorbidities.
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Pelvic X-ray was performed in all patients and revealed the presence of air in soft tissues in 18 of them (75%) (Figure 2). Perineal and scrotum ultrasound was performed in one patient (4.2%) showing diffuse marked thickening of skin with multiple echogenic foci with associated dirty shadowing which was consistent with the presence of gas. Pelvic CT was performed in four patients (16.7%), and pelvic MRI in one patient (4.2%), who in fact presented to the ED with an MRI already performed previously, revealing extended local inflammation, soft tissue thickening, stranding of fat surrounding the involved structures and the presence of soft tissue air.
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FIGURE 2 | Pelvic X-ray showing the presence of air in the soft tissue.



The initial infection origin in 10 patients (41.6%) was colorectal, of whom one patient had local recurrence of rectal cancer. Five patients (20.8%) presented with local skin infection or perineal abscess, while in four patients (16.7%) the initial port of entry was the urogenital tract. Three patients (12.5%) presented with local trauma in the area while two patients (8.3%) had idiopathic Fournier gangrene. The most common isolated bacteria were Gram negative and especially Escherichia coli in 11 patients (45.8%), followed in frequency by Klebsiella pneumoniae in three patients (12.5%), Pseudomonas aeruginosa in three patients (12.5%), Acinetobacter baumannii in two patients (8.3%), Proteus mirabilis in two patients (8.3%), and Providencia stuartii in one patient (4.2%). In same patients more than 1 g negative bacteria were present. Microbial cultures revealed also Gram positive bacteria and specifically Staphylococcus aureus in three patients (12.5%), Staphylococcus epidermidis in one patient (4.2%), Streptococcus species in two patients (8.3%), and Enterococcus species in two patients (8.3%). The anaerobe bacteria isolated from the microbial cultures were Bacteroides species in 11 patients (45.8%) and Enterobacter species in five patients (20.8%). Thirteen patients (54.1%) had a polymicrobial infection isolating more than one type of bacteria. There was statistically significant difference between survivors and non-survivors regarding the etiology and microbiology of the disease (Table 4).

TABLE 4 | Etiology and microbiology.
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The administered empirical antibiotic regimens were penicillin-type antibiotics (piperacillin with tazobactam) in 12 patients, third-generation cephalosporins (cefotaxime, ceftriaxone, ceftazidime) in 6 patients (25%), carbapenems (imipenem/cilastatin, meropenem) in 3 patients (12.5%), and quinolones (ciprofloxacin) in 3 patients (12.5%). In these antibiotic regimens, aminoglycosides (amikacin or gentamicin) were added in eight patients. Metronidazole was added in 20 patients (83.3%), clindamycin in 4 patients (16.7%), and antibiotics for Gram-positive bacteria (linezolid, daptomycin, and teicoplanin) were added in 4 patients (16.7%). Antibiotics regiments were changed according to culture susceptibility tests. The median duration of antibiotic administration was 16 days.

The median time from admission to surgery was 4 h with the exception of one patient who has been admitted to the internal medicine department for unknown fever investigation, and the diagnosis was delayed for 48 h and the median surgical time was 55 min. Surgical debridement in all cases involved the perineal and scrotum area in males and the perineal and genital region in females, and in 11 patients (45.8%) involved the perianal area. The median Body surface affected by FG was 3%, and there was no statistically significant difference between non-survivors and survivors. Extensive and aggressive surgical debridement, with resection of necrotic or infected tissue and tissue of doubtful viability until viable tissue was encountered, was necessary in all patients (Figure 3). Four of the patients (16.7%) were submitted during the initial operation to loop colostomy, three of whom (12.5%) were submitted to sigmoidostomy and one patient (4.2%) to transverse colostomy. During operation, the median blood transfusion was 1 U of (red blood cells) RBC per patient, and seven patients needed vasoactive drugs. Rectal diversion device was used in two patients (8.3%) (Figure 4), while none of the patients needed urostomy. Thirteen patients were submitted to only one surgical debridement while seven patients (29.1%) were submitted to two surgical debridements and four patients (16.7%) had more than two surgical debridements. Following extended surgical debridement the surgical wounds were washed daily with plenty of hydrogen peroxide and povidone iodine, until the development of granulomatosis (Figure 5). Hyperbaric oxygen therapy was employed for three patients (12.5%), and VAC therapy in one patient (4.2%). There was statistically significant difference between survivors and non-survivors regarding the demographics and clinical presentation of the disease (Table 5).
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FIGURE 3 | Extended surgical debridement of the scrotal, perineal, and perianal area.
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FIGURE 4 | Rectal diversion device.
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FIGURE 5 | Granulomatosis of the surgical wounds following extended surgical debridement and daily dressing changes of the scrotum, perineal, and perianal region (A), of the scrotum and perineum (B), and of the scrotum and left inguinal region (C).



TABLE 5 | Intervention and hospitalization.
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Histopathological analysis revealed ulceration of the epidermis, the presence of neutrophilic exudate, thrombosed vessels, and necrosis, and abscessation of the subcutaneous fat tissue (Figure 6).
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FIGURE 6 | Histopathologic findings in Fournier’s gangrene revealing neutrophilic exudate and epidermis necrosis (A), thrombosis of vessels (B), and abscessation and necrosis of subcutaneous fat tissue (C) (hematoxylin and eosin staining ×200).



The median prognostic severity index scores were 10 for APACHE II, 5 for FGSI, 6 for Uludag FGSI, and 5 for LRINEC and presented no statistically significant difference among survivors and non-survivors (Table 6).

TABLE 6 | Severity index and prognostic scores.
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Regarding morbidity and complications, besides severe sepsis and septic shock, four patients were diagnosed with pneumonia, three patients developed multiple organ dysfunction syndrome (MODS), three patients with bacteremia, two patients with acute renal failure, one patient with pulmonary embolism, one patient with deep vein thrombosis, one patient with ischemic myocardium, one patient with pulmonary edema.

From the 19 patients who survived wound healing was achieved by secondary intension in 14 patients (73.7%) and by reconstruction from plastic surgeons with a skin draft in 5 patients (26.3%) (Figure 7).
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FIGURE 7 | Skin graft reconstruction immediately after surgery (A), long-term result after skin graft (B), and wound healing by secondary intention (C). The patients are in accordance with Figure 5.



The median period of hospitalization, including the hospitalization in general surgery department, ICU, and plastic surgery department, was 27 days, 40 days in survivors, and 3 days in non-survivors, with the difference being statistically significant (p = 0.008). The difference in days of hospitalization is due to the fact that in non-survivors the death occurred early, during the first day of patient hospitalization. The median stay in the surgical department was 16 days, 25 for survivors and 3 for non-survivors. For the nine patients (37.5%) transferred following surgery to the ICU, the median ICU stay was 2 days while the median ICU for the all the patients was 0 days; however, some patients were in ICU for up to 27 days. For the patients submitted to skin graft, the median stay in the plastic surgery department was 24 days.

Regarding non-survivors all the patients died during hospitalization and earlier than 30 days hospitalization. So the in hospital, 30 and 90 days mortality rate was the same and was 20.83% (5 of 24 patients). The cause of death was severe sepsis and septic shock in three patients. One patient died from massive pulmonary embolism, and one patient died from generalized carcinomatosis, cancerous cachexia, and MODS.

Univariate analysis revealed as significant predictors of mortality, the presence of malignancy, low hematocrit, and low hemoglobin. However, in multivariate analysis, none of these was significant.

DISCUSSION

In 1883, a French dermatologist and venereologist, Jean Alfred Fournier, described a life threatening clinical condition characterized by progressive necrotizing fasciitis of the male genitourinary tract (1–14, 16–18, 26–36). This condition was officially named as FG despite the fact that it has been originally described by Baurienne in 1764, by Pouteau in 1783, by Jones in 1871, and later by Avicenna in 1877 (4, 6–17). According to Fournier, the disease is characterized by an abrupt onset of painful scrotal swelling and a rapid progression to gangrene in otherwise healthy men without any obvious or definite cause (3, 4, 7, 8, 10, 11, 13, 14, 17, 26, 32, 36). Many different terms including idiopathic gangrene of the scrotum, periurethral phlegmon, streptococcal scrotal gangrene, gangrenous erysipelas of the scrotum, and synergistic necrotizing cellulitis have been used to describe this clinical entity over the years (8, 9, 11–13). The term “necrotizing fasciitis” was first used by Wilson in 1952 for the description of inflammation of soft tissue occurring in superficial and deep fascia regardless of location (8). Initially, the term “Fournier gangrene” was used for the idiopathic gangrene of genitals of men; however, later this term began to be used for all almost the necrotic inflammations of the region (14, 16).

In the past, Fournier gangrene typically affected predominately male patients and developed rapidly, but nowadays it has been reported to be diagnosed in people of all ages, from newborn babies to the very elderly (4, 28). FG is a rare condition and affects around 1:7,500 (12, 33). While, Fournier’ gangrene is still considered by many a disease that affects only males, it is nowadays evident that females can be affected too and develop necrotizing fasciitis of the perineum and genitalia, although in many cases it was not termed FG, and that may be a reason why the disease in females is under recognized (8). However, most of the studies reveal a male predominance (male:female is 10:1) with a mean age of 50 years although high incidence of disease presentation in female patients with an increased percentage of 30% or even 47.7% have been reported (5, 11–13, 16, 17, 37, 38). Male predominance exists perhaps due to easier drainage of the female perineum via the vaginal route (17). While, disease predominance is affected by gender, mortality is not and males and females present with similar prognosis. However, despite the fact that the disease is less common in females, yet it is often more extensive, because of the female pelvic anatomic feature (39). In our series, there was an increased incidence of female patients (16.7%) possibly due to the fact that patients were treated by a general surgery department and not by a urology department. While the reported mortality rate of the disease was high between 30 and 50% (36), unfortunately even in our days and despite the development of modern medical therapies the mortality remains high reported in a range from 7 to 33% (32). In our series mortality was within the reported range in literature as it was 20.83%.

Fournier’s gangrene is an infection caused by aerobic and anaerobic bacteria, usually acting synergistically that spread along the subcutaneous and fascial planes across the perineum, scrotum and sometimes beyond these tissues leading to thrombosis of subcutaneous vasculature and skin necrosis (4, 7, 10). This typical clinical picture of gangrene generally starts in the scrotal region and rapidly spreads to the penis, perineum, and inner thighs (4). The disease most usually present with rapid onset followed by a fulminant progression, and rarely with an insidious onset followed by slow course (9). The local signs are those of inflammation including pain, heat, erythema and edema involving the scrotum in up to 93.3% the penis in 46.5% and the perineum and perianal region in 37.2% (40). However, in the present study, possibly due to the fact the data come from a general surgery department and not from a urology department, perineal and perianal involved was high (91.7 and 54.2%, respectively), and penis involvement was noted only in one patient (4.2%). Local inflammation signs were present in the majority of patients, but crepitus only in five of them (20.8%), which is accordance with the literature as crepitus can be found in 19–64% of cases (32, 37). Also, as the disease progresses, necrosis of the overlying tissue may become evident (9, 32, 40). Moreover, systemic signs, including fever, tachycardia and tachypnea, are usually present, and the diagnosis of SIRS can be made in up to 84.7% of cases (9, 18, 32, 40), as in our series were it was evident in 75% of cases, in whom the diagnosis of sepsis was established as all the patients were considered to have a clinically documented infection. In some cases, sepsis can progress to severe sepsis and even septic shock (37.5 and 12.5% in the current study, respectively). Laboratory studies usually reveal leukocytosis, thrombocytopenia, anemia, which are caused from sepsis (32). Anemia is a result of thrombosis, ecchymosis and decreased erythrocyte production leading to reduced functioning erythrocyte mass (32). In the present study, while the median hematocrit and hemoglobin was decreased, anemia was more evident in the non-survivors group and univariate analysis showed that it statistically significant affected mortality. Besides the complete blood cell count, biochemical studies should be performed including electrolytes, glucose levels, urea and creatinine, arterial blood gas to access pH, and coagulation studies (40). In various studies, variable laboratory data have been associated with mortality such as creatinine, calcium, lactate, and bicarbonate (40); however, in our series, possibly to the small sample, none of them differed statistically significant between survivors and non-survivors.

Imaging modalities can aid to confirm the diagnosis in ambiguous cases, reveal the underlying etiology and estimate the extent of the disease (13, 32, 40). Radiographs may demonstrate the presence of soft tissue air, even before it is evident in clinical examination (32, 40). It has been reported that it has a sensitivity of 90–100% in revealing soft tissue air in diabetics with necrotizing fasciitis, while clinical examination showed gas only in 19–64% of the patients (32, 40). However, in our case series gas in the soft tissue was present in 75% of the cases, which is in agreement with the fact that the absence of air in the soft tissue in the pelvic X-ray does not rule out the diagnosis of FG. In these cases, other imaging modalities including ultrasound, computed tomography, and magnetic resonance imaging can establish the diagnosis, by demonstrating the presence of air in the subcutaneous or soft tissue of the scrotum and the perineum along with soft tissue inflammation and thickening (9, 32, 40). Furthermore, these modalities can provide useful information in evaluating the extent of FG, and also they can reveal the underlying etiology of the disease (32). In the current study, one patient has been submitted to MRI before hospital admission, which confirmed the diagnosis by revealing the characteristic findings of FG, demonstrating that MRI, while due to extended time of the exam and increased cost is not an examination of choice, can establish the diagnosis of the disease.

In patients developing FG, there are frequently a number of comorbidities (1, 3–5, 7–18, 26, 29–36). Diabetes mellitus, alcoholism, immunosuppression, chemotherapy, chronic corticosteroid use, HIV, leukemia, cardiac disorders, systemic lupus erythematosus, obesity, liver disease, Crohn’s disease, and kidney failure are some of the comorbid risk factors for the development of FG (1, 3–5, 7–18, 26, 29–36). Diabetes mellitus is present in 20–70% of patients with Fournier gangrene (9, 11). Diabetes mellitus was also noted in increased frequency in our series (29.2%). However, despite the fact that various comorbidities have been associated with mortality (11, 18, 33), in the present study the only comorbid condition associated statistically significant with mortality was the presence of malignancy either solid or hematologic (p = 0.038). Also, to evaluate comorbid conditions in total and to strengthen their effect, the following clinical scores were calculated: CCI and Age-Adjusted CCI (AA-CCI) (41–43). CCI has been developed to predict mortality and measure 1-year mortality risk by assessing comorbidities and the burden of disease (41–43). The AA-CCI score, in which age is being considered an independent factor of mortality, can be generated by adding additional points for age (41–43). CCI and AA-CCI have been used as predictors of mortality in FG (18).

There are three routes that can be followed by the infection in FG (33). First, bacteria in the lower urinary tract can move to the paraurethral gland and corpus spongiosum and through the Buck’s fascia the infection can extend to Dartos, Colles’, and Scarpa fascia (7, 33). The infecting bacteria probably pass through Buck’s fascia of the penis and spread along the Dartos fascia of the scrotum and penis, Colles’ fascia of the perineum, and Scarpa’s fascia of the anterior abdominal wall (3, 7, 11, 26, 33). The second route for the infection begins around the rectum and spreads directly to the scrotum and testis through Colles’ fascia (3, 7, 33). As a third route, we can list the bacteria that are present on the skin and can penetrate the subcutaneous tissue with trauma (7, 33). The testicles are protected from the inflammation due to their unique vasculature from the testicular artery. So the suspected source of sepsis in Fournier gangrene can be idiopathic, colorectal, urogenital, dermatological, and of course traumatic (5, 8, 9, 11, 33). The commonest causes of FG are urogenital (urethral stricture, indwelling catheter, traumatic catheterization, prostatic biopsy, vasectomy, and perineal trauma), anorectal (perianal abscess, rectal biopsy, anal dilatation, hemorrhoidectomy, rectosigmoid malignancy, appendicitis, and diverticulitis), and gynecological (infected Bartholin’s gland, septic abortion, episiotomy wound, coital injury, genital mutilation) (5, 8, 9, 11, 33). Local trauma, extension of a urinary tract, and a perianal infection are the most common initial ports of entry (11). In the current study, the most common etiology was colorectal followed in frequency by cutaneous infections and abscesses and by urogenital. As in other series, so in ours etiology was not correlated with mortality (18).

All of the abovementioned factors in association with some bacterial species can easily be the start of a polymicrobial severe subcutaneous infection that begins adjacent to the portal of entry, which may be urethral, rectal or cutaneous (1, 3–18, 26, 29, 32–34, 44). Localized cellulitis progresses to a diffuse inflammatory reaction involving deep fascial planes. This bacterial infection results in microthrombosis of the small cutaneous and subcutaneous vessels leading to the development of gangrene of the overlying skin (1, 3, 5–9, 11–13, 16–18, 26, 29, 32–34, 44). Small subcutaneous vessels thrombosis and subsequent tissue necrosis have as a result low oxygen concentrations which lead to anaerobe growth (5). Moreover, these anaerobes and aerobes by acting synergistically produce multiple enzymes like heparinase, collagenase, hyaluronidase, streptodornase, and streptokinase, which cause tissue destruction (5, 9). The rate of fascial necrosis has been documented to be approximately as much as 2–3 cm/h (12, 32). This progression of tissue necrosis results from the endarteritis caused by the spread of the microorganisms (4, 7). These microorganisms in association with local edema, hypoxia caused by difficulty in local blood supply, which favors the development of anaerobic bacteria, produce hydrogen and nitrogen that accumulate in tissues causing crepitation and leading to a rapidly evolving necrotizing fasciitis of the scrotal soft tissue and of the perineum (4, 7). The responsible bacterial strains consist of both Gram-negative and -positive aerobic and anaerobic species, but anaerobes were identified less frequently: E. coli, P. aeruginosa, Proteus, Klebsiella, Streptococcus species, S. aureus, Enterococcus, Clostridia, Bacteroides, and less commonly MRSA and Candida in patients who were hospitalized for a longer time (1, 3–5, 7–13, 26, 29). In the current study, also more infections were polymicrobial, and the most commonly isolated bacteria were Gram negative, and specifically E. coli, then anaerobic bacteria, and finally Gram positive, but the type of bacteria did not affect mortality.

The cornerstones of therapy are the early recognition, rigorous hemodynamic support, aggressive resuscitation and intravenous hydration, urgent and aggressive surgical debridement of all necrotic areas, and antibiotics (12, 29, 45). The key to the treatment of Fournier gangrene is early and aggressive surgical debridement of the necrotic tissue, empirical broad-spectrum antibiotic therapy (third-generation cephalosporin, penicillin, and metronidazole) along with treatment of the predisposing conditions (13, 14, 26). Surgical debridement must aim in resecting all necrotic and infected tissue, and an aggressive approach should be adopted (14). While the time interval from disease onset to surgery, and especially the delay from hospital admission to surgery may be an important prognostic factor regarding mortality, not all studies have corroborated that (37, 46), as in the present series were there was statistical significant difference between survivors and non-survivors. Moreover, the extent of the disease, which is directly related to the extent of surgical debridement has also been correlated to mortality, once again not to be confirmed by other studies (46, 47) as in our series were the body surface involved by FG was not statistically significant related to mortality. Furthermore, regarding the number of surgical debridements performed in each patient, the data is still controversial as some studies found it to be a significant parameter of mortality, while others not (29, 46, 47), as we in our series.

Furthermore, protective colostomy, although still controversial, in some series has been considered important to achieve rapid healing because it eliminates fecal contamination (14). Recent studies have shown significantly lower mortality in the patient groups with protective colostomy compared with them without colostomy (15, 28, 29). This can easily be explained as the wound in the acute inflammatory phase can stay clean, and fecal diversion can prevent any further infection spread in the area (28). Moreover, the colostomy can affect the rapid improvement of nutritional status which is very important for containing inflammation, through the early enteral nutrition (15). A loop colostomy is always preferred instead of an intestinal stoma because of the formed and solid stools that are easily restricted, and there are fewer possibilities for contamination to the surrounding skin (15). However, it is claimed that even if destruction of the perirectal area occurs colostomy is never necessary (14). In our series we did not find any significant difference in survival in patients with and without colostomy. Moreover, in some cases a rectal diversion device can be used instead of colostomy to prevent fecal contamination of the wound (40).

In addition, the hyperbaric oxygenation helps marginally viable tissues survive. Its anti-inflammatory properties prevent ischemia, edema, reperfusion injury, and further complications of hypoxic tissues (13, 40). The debate regarding hyperbaric oxygen and mortality is still ongoing as there are data both showing reduced mortality and other showing no association between hyperbaric oxygen and mortality, as was the case in the current study (7). With the recent advent of the VAC system dressing, there seems to be a dramatic improvement with minimizing skin defects and speeding tissue healing (9). VAC is a wound care system based on the negative pressure vacuuming and has been used with great success to care many different types of wounds (2). VAC therapy involves the application of a sterile open-cell foam sponge to the wound, adding transparent adhesive drapes and a non-collapsible tube, which helps the connection to a portable pump that provides negative pressure to this air-tight environment of the wound (2, 11). VAC application promotes blood flow and creates a perfect environment for wound healing. VAC therapy reduces tissue edema and excess fluid, increases oxygen and defender wound cells (2). A negative pressure value of 125 mmHg was therefore selected for use in our study. In the current study mortality rates were not influenced by rectal diversion, hyperbaric oxygen treatment or VAC therapy. Regarding, urinary diversion, while urostomy may be suggested in some cases, satisfactory diversion can be achieved by urinary catheterization (13, 40) as in the current study.

The final goal in treating a patient with FG after the patient has recovered is the reconstruction of the extended defects caused by the aggressive surgical debridement, once granulation tissue has formed (45). A lot of methods have been described including healing by secondary intention, delayed primary closure, loose wound approximation, skin graft, and flaps (13, 30, 40). While secondary intention has been proposed for small wounds confined to the scrotum (13, 30, 40) and can lead to prolonged hospitalization, and deformity due to contracture we have successfully employed this method in our series in the management of more extended wounds. For larger defects either flap reconstruction or split thickness skin graft can be used (13, 30, 40). Skin graft is a simple procedure that can be done in one stage with a good cosmetic and functional result (13, 30, 40), as in the present series were this technique was employed in five patients by plastic surgeons.

For the prediction of mortality in FG that is to validated indexes the FGSI score and the Uludag FGSI. Also, for the same reason, the acute physiology, age, and chronic health evaluation II severity score (APACHE II) has been used along with the laboratory risk indicator for necrotizing fasciitis (LRINEC). The FGSI score, has been created in 1995 by Laor et al. by modifying the APACHE II score (26). There are nine parameters studied: heart rate, respiratory rate, temperature, hematocrit, leukocyte count, serum sodium, potassium, creatinine, and bicarbonate levels, and the deviation from normal is graded in a scale from 0 to 4 to a maximum of 36 points. The values are added to calculate the FGSI score (26). While its predictive value have been validated in a lot of series (18), and a cutoff point of 9 seems to provide a good discriminatory capacity regarding mortality, in our study due to the small sample, we did not find any statistically significant difference regarding the FGSI in survivors and non-survivors. The newer and novel Uludag FGSI, which was created by Yilmazar et al. in 2010, also takes into account age and disease dissemination to a maximum of 43 points (18). In contrast with FGSI, which accounts only for the patient’s acute physiologic status, APACHE II evaluates the patients both acute and chronic health status to predict mortality in severely ill patients with critical systemic disease (48). It has been used both for necrotizing fasciitis in general (48) and for FG specifically, in which a cutoff value of 20 has been proposed (45). Finally, the laboratory risk indicator for necrotizing fasciitis (LRINEC) that is based on the values of CRP, WBC, hemoglobin, serum sodium, serum creatinine, and plasma glucose has also been employed in an attempt to predict mortality for necrotizing fasciitis in any part of the body but also for the perineum (FG) (11, 49). A value of LRINEC <6 is related to low risk of mortality and ≥9 with a high risk, while a value in between with a moderate risk (49). In our case series, we could not find any statistically significant difference neither for APACHE II nor for LRINEC score between survivors and non-survivors. Possibly, our relatively low mortality rate can be in part attributed to the low median score of all the prognostic indicators, which were 5 for FGSI, 6 for UFGSI, 10 for APACHE II, and 5 for LRINEC.

Fournier’s gangrene represents a severe disease with increased morbidity and mortality. Morbidity rates as high as 80% have been reported with mean hospital stay of 31–35 days (10). The median hospital stay in our in our series was 27 for all patients, but 40 for survivors only. Regarding morbidity, there is still an ongoing debate about the incidence of incontinence following aggressive surgery. Aggressive surgery is mainly related to increased rate of secondary wound infection and the need for skin grafts to achieve wound healing (11). Fecal incontinence is not a commonly reported complication of aggressive debridement as muscle involvement is rarely present (7). Very few studies report long-term outcomes in patients with FG, and most of them focus on chronic pain, disfigurement and sexual dysfunction leading also to psychosocial problems of these patients (9, 50). While fecal incontinence may present simultaneously with the disease onset in patients with an extensively damaged anal sphincter in up to 40% who would require a stoma, following stoma closure no morbidity was recorded (38). Fecal incontinence seems to be temporary and may affect some of the patients (9).

In conclusion, FG remains a surgical and urological emergency with increased morbidity and mortality even nowadays and the general surgeon must be familiar with it, as its early recognition and aggressive surgical treatment, along with antibiotic therapy and rigorous resuscitation, are the basis of this severe condition’s successful management.

ETHICS STATEMENT

Due to the retrospective nature of the study and as there was no research intervention, the current study was exempt from this requirement.

AUTHOR CONTRIBUTIONS

OI: study design, study supervision, data collection, analysis, interpretation, introduction, methodology, results, and discussion sections, and critical revision for important intellectual content. LK: data collection, introduction, methodology, results, and discussion sections. DT: data collection, analysis, interpretation, methodology and results sections. IS, AC, AG, and IV: data collection, analysis, interpretation, methods and results sections. SS, NS, and SP: data collection, methods and results sections. GP, MP, EK, and IM: study conception and design, data collection, methodology, results, and discussion sections. KT: study conception and design, study supervision, introduction, methodology, results, and discussion sections, and critical revision for important intellectual content.

REFERENCES

1. Corcoran AT, Smaldone MC, Gibbons EP, Walsh TJ, Davies BJ. Validation of the Fournier’s gangrene severity index in a large contemporary series. J Urol (2008) 180(3):944–8. doi:10.1016/j.juro.2008.05.021

2. Ozturk E, Ozguc H, Yilmazlar T. The use of vacuum assisted closure therapy in the management of Fournier’s gangrene. Am J Surg (2009) 197(5):660–5; discussion 665. doi:10.1016/j.amjsurg.2008.04.018

3. Czymek R, Schmidt A, Eckmann C, Bouchard R, Wulff B, Laubert T, et al. Fournier’s gangrene: vacuum-assisted closure versus conventional dressings. Am J Surg (2009) 197(2):168–76. doi:10.1016/j.amjsurg.2008.07.053

4. Morua AG, Lopez JA, Garcia JD, Montelongo RM, Guerra LS. Fournier’s gangrene: our experience in 5 years, bibliographic review and assessment of the Fournier’s gangrene severity index. Arch Esp Urol (2009) 62(7):532–40.

5. Sroczyński M, Sebastian M, Rudnicki J, Sebastian A, Agrawal AK. A complex approach to the treatment of Fournier’s gangrene Kompleksowe podejście do leczenia zgorzeli Fourniera. Adv Clin Exp Med (2013) 22(1):131–5.

6. Ulkür E, Karagöz H, Celiköz B. Tension-free treatment of large perianal necrotizing fasciitis using quartet rotationplasty. Plast Reconstr Surg (2006) 117(3):993–6. doi:10.1097/01.prs.0000200617.04473.ae

7. Kiliç A, Aksoy Y, Kiliç L. Fournier’s gangrene: etiology, treatment, and complications. Ann Plast Surg (2001) 47(5):523–7. doi:10.1097/00000637-200111000-00009

8. Eke N. Fournier’s gangrene: a review of 1726 cases. Br J Surg (2000) 87(6):718–28. doi:10.1046/j.1365-2168.2000.01497.x

9. Thwaini A, Khan A, Malik A, Cherian J, Barua J, Shergill I, et al. Fournier’s gangrene and its emergency management. Postgrad Med J (2006) 82(970):516–9. doi:10.1136/pgmj.2005.042069

10. Ullah S, Khan M, Asad Ullah Jan M. Fournier’s gangrene: a dreadful disease. Surgeon (2009) 7(3):138–42. doi:10.1016/S1479-666X(09)80036-X

11. Shyam DC, Rapsang AG. Fournier’s gangrene. Surgeon (2013) 11(4):222–32. doi:10.1016/j.surge.2013.02.001

12. Corrêa Neto IJF, Sia ON, Rolim AS, Souza RFL, Watté HH, Robles L. Clinical outcomes of Fournier’s gangrene from a tertiary hospital. J Coloproctol (Rio J) (2012) 32(4):407–10.

13. Chennamsetty A, Khourdaji I, Burks F, Killinger KA. Contemporary diagnosis and management of Fournier’s gangrene. Ther Adv Urol (2015) 7(4):203–15. doi:10.1177/1756287215584740

14. Safioleas M, Stamatakos M, Mouzopoulos G, Diab A, Kontzoglou K, Papachristodoulou A. Fournier’s gangrene: exists and it is still lethal. Int Urol Nephrol (2006) 38(3–4):653–7. doi:10.1007/s11255-005-2946-6

15. Murakami M, Okamura K, Hayashi M, Minoh S, Morishige I, Hamano K. Fournier’s gangrene treated by simultaneously using colostomy and open drainage. J Infect (2006) 53(1):e15–8. doi:10.1016/j.jinf.2005.09.018

16. Zagli G, Cianchi G, Degl’innocenti S, Parodo J, Bonetti L, Prosperi P, et al. Treatment of Fournier’s gangrene with combination of vacuum-assisted closure therapy, hyperbaric oxygen therapy, and protective colostomy. Case Rep Anesthesiol (2011) 2011:430983. doi:10.1155/2011/430983

17. Levenson RB, Singh AK, Novelline RA. Fournier gangrene: role of imaging. Radiographics (2008) 28(2):519–28. doi:10.1148/rg.282075048

18. García Marín A, Turégano Fuentes F, Cuadrado Ayuso M, Andueza Lillo JA, Cano Ballesteros JC, Pérez López M. Predictive factors for mortality in Fournier’ gangrene: a series of 59 cases. Cir Esp (2015) 93(1):12–7. doi:10.1016/j.ciresp.2014.03.017

19. Yokoe M, Takada T, Strasberg SM, Solomkin JS, Mayumi T, Gomi H, et al. TG13 diagnostic criteria and severity grading of acute cholecystitis (with videos). J Hepatobiliary Pancreat Sci (2013) 20(1):35–46. doi:10.1007/s00534-012-0568-9

20. Ioannidis O, Trellopoulos G, Tamouridis G, Konstantinidis K, Megalopoulos A. A single-centre experience of the treatment of ruptured abdominal aortic aneurysms: clinical and anatomic characteristics of open versus endovascular repair. Int Angiol (2012) 31(4):386–92.

21. Hong YS, Sinn DH, Gwak GY, Cho J, Kang D, Paik YH, et al. Characteristics and outcomes of chronic liver disease patients with acute deteriorated liver function by severity of underlying liver disease. World J Gastroenterol (2016) 22(14):3785–92. doi:10.3748/wjg.v22.i14.3785

22. Marone LK, Clouse WD, Dorer DJ, Brewster DC, Lamuraglia GM, Watkins MT, et al. Preservation of renal function with surgical revascularization in patients with atherosclerotic renovascular disease. J Vasc Surg (2004) 39(2):322–9. doi:10.1016/j.jvs.2003.10.023

23. Flarup L, Moth G, Christensen MB, Vestergaard M, Olesen F, Vedsted P. Daytime use of general practice and use of the out-of-hours primary care service for patients with chronic disease: a cohort study. BMC Fam Pract (2014) 20(15):156. doi:10.1186/1471-2296-15-156

24. Hadziyannis SJ, Sette H Jr, Morgan TR, Balan V, Diago M, Marcellin P, et al. Peginterferon-alpha2a and ribavirin combination therapy in chronic hepatitis C: a randomized study of treatment duration and ribavirin dose. Ann Intern Med (2004) 140(5):346–55. doi:10.7326/0003-4819-140-5-200403020-00010

25. Nseir S, Di Pompeo C, Diarra M, Brisson H, Tissier S, Boulo M, et al. Relationship between immunosuppression and intensive care unit-acquired multidrug-resistant bacteria: a case-control study. Crit Care Med (2007) 35(5):1318–23. doi:10.1097/01.CCM.0000284752.15875.C3

26. Uluğ M, Gedik E, Girgin S, Celen MK, Ayaz C. The evaluation of microbiology and Fournier’s gangrene severity index in 27 patients. Int J Infect Dis (2009) 13(6):e424–30. doi:10.1016/j.ijid.2009.01.021

27. Bjurlin MA, O’Grady T, Kim DY, Divakaruni N, Drago A, Blumetti J, et al. Causative pathogens, antibiotic sensitivity, resistance patterns, and severity in a contemporary series of Fournier’s gangrene. Urology (2013) 81(4):752–8. doi:10.1016/j.urology.2012.12.041

28. Li YD, Zhu WF, Qiao JJ, Lin JJ. Enterostomy can decrease the mortality of patients with Fournier gangrene. World J Gastroenterol (2014) 20(24):7950–4. doi:10.3748/wjg.v20.i24.7950

29. Akcan A, Sözüer E, Akyildiz H, Yilmaz N, Küçük C, Ok E. Necessity of preventive colostomy for Fournier’s gangrene of the anorectal region. Ulus Travma Acil Cerrahi Derg (2009) 15(4):342–6.

30. Karian LS, Chung SY, Lee ES. Reconstruction of defects after Fournier gangrene: a systematic review. Eplasty (2015) 26(15):e18.

31. Estrada O, Martinez I, Del Bas M, Salvans S, Hidalgo LA. Rectal diversion without colostomy in Fournier’s gangrene. Tech Coloproctol (2009) 13(2):157–9. doi:10.1007/s10151-009-0474-6

32. Rajan DK, Scharer KA. Radiology of Fournier’s gangrene. AJR Am J Roentgenol (1998) 170(1):163–8. doi:10.2214/ajr.170.1.9423625

33. Jeong HJ, Park SC, Seo IY, Rim JS. Prognostic factors in Fournier gangrene. Int J Urol (2005) 12(12):1041–4. doi:10.1111/j.1442-2042.2005.01204.x

34. Uppot RN, Levy HM, Patel PH. Case 54: Fournier gangrene. Radiology (2003) 226(1):115–7. doi:10.1148/radiol.2261010714

35. Tuncel A, Aydin O, Tekdogan U, Nalcacioglu V, Capar Y, Atan A. Fournier’s gangrene: three years of experience with 20 patients and validity of the Fournier’s gangrene severity index score. Eur Urol (2006) 50(4):838–43. doi:10.1016/j.eururo.2006.01.030

36. Yeniyol CO, Suelozgen T, Arslan M, Ayder AR. Fournier’s gangrene: experience with 25 patients and use of Fournier’s gangrene severity index score. Urology (2004) 64(2):218–22. doi:10.1016/j.urology.2004.03.049

37. Czymek R, Hildebrand P, Kleemann M, Roblick U, Hoffmann M, Jungbluth T, et al. New insights into the epidemiology and etiology of Fournier’s gangrene: a review of 33 patients. Infection (2009) 37(4):306–12. doi:10.1007/s15010-008-8169-x

38. Ozturk E, Sonmez Y, Yilmazlar T. What are the indications for a stoma in Fournier’s gangrene? Colorectal Dis (2011) 13(9):1044–7. doi:10.1111/j.1463-1318.2010.02353.x

39. Sarkut P, Işık Ö, Öztürk E, Gülcü B, Ercan İ Yılmazlar T. Gender does not affect the prognosis of Fournier’s gangrene: a case-matched study. Ulus Travma Acil Cerrahi Derg (2016) 22(6):541–4. doi:10.5505/tjtes.2016.27095

40. Mallikarjuna MN, Vijayakumar A, Patil VS, Shivswamy BS. Fournier’s gangrene: current practices. ISRN Surg (2012) 2012:942437. doi:10.5402/2012/942437

41. Roffman CE, Buchanan J, Allison GT. Charlson comorbidities index. J Physiother (2016) 62(3):171. doi:10.1016/j.jphys.2016.05.008

42. Colinet B, Jacot W, Bertrand D, Lacombe S, Bozonnat MC, Daurès JP, et al. A new simplified comorbidity score as a prognostic factor in non-small-cell lung cancer patients: description and comparison with the Charlson’s index. Br J Cancer (2005) 93(10):1098–105. doi:10.1038/sj.bjc.6602836

43. Mayr R, May M, Martini T, Lodde M, Pycha A, Comploj E, et al. Predictive capacity of four comorbidity indices estimating perioperative mortality after radical cystectomy for urothelial carcinoma of the bladder. BJU Int (2012) 110(6 Pt B):E222–7. doi:10.1111/j.1464-410X.2012.10938

44. Lang EK, Hanano A, Rudman E, Macchia RJ. Computerized tomography of Fournier’s gangrene. J Urol (2010) 183(2):740. doi:10.1016/j.juro.2009.11.063

45. Villanueva-Sáenz E, Martínez Hernández-Magro P, Valdés Ovalle M, Montes Vega J, Alvarez-Tostado FJF. Experience in management of Fournier’s gangrene. Tech Coloproctol (2002) 6(1):5–10; discussion 11–3. doi:10.1007/s101510200001

46. McCormack M, Valiquette AS, Ismail S. Fournier’s gangrene: a retrospective analysis of 26 cases in a Canadian hospital and literature review. Can Urol Assoc J (2015) 9(5–6):E407–10. doi:10.5489/cuaj.2445

47. Hosseini SJ, Rahmani M, Razzaghi M, Barghi M, Hosseini Moghaddam SM. Fournier gangrene: a series of 12 patients. Urol J (2006) 3(3):165–70.

48. Yilmazlar T, Ozturk E, Alsoy A, Ozguc H. Necrotizing soft tissue infections: APACHE II score, dissemination, and survival. World J Surg (2007) 31(9):1858–62. doi:10.1007/s00268-007-9132-1

49. Misiakos EP, Bagias G, Papadopoulos I, Danias N, Patapis P, Machairas N, et al. Early diagnosis and surgical treatment for necrotizing fasciitis: a multicenter study. Front Surg (2017) 7(4):5. doi:10.3389/fsurg.2017.00005

50. Wróblewska M, Kuzaka B, Borkowski T, Kuzaka P, Kawecki D, Radziszewski P. Fournier’s gangrene – current concepts. Pol J Microbiol (2014) 63(3):267–73.

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2017 Ioannidis, Kitsikosta, Tatsis, Skandalos, Cheva, Gkioti, Varnalidis, Symeonidis, Savvala, Parpoudi, Paraskevas, Pramateftakis, Kotidis, Mantzoros and Tsalis. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) or licensor are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fsurg-04-00036-g005.jpg





OPS/images/fsurg-04-00036-g006.jpg





OPS/images/fsurg-04-00036-g003.jpg





OPS/images/fsurg-04-00036-g004.jpg





OPS/images/fsurg-04-00036-t002.jpg
Variable Total Non-survivors Survivors. p
Hemoglobin (9/dL) 15+1.4 98109 12211 <0.001
Hematocrit (%) 339+48 285138 353237 0.002
PLT (K/uL) 226,000 (222,500) 149,000 (294,500) 226,000 (229,000 0506
White blood cell total/mm?) 15,000 (8,360) 17,600 (16,860) 14,700 (9,700) 0619
Glucose (mg/dL) 100 (115) 120 (105) 100 (120) 0618
Creatinine (mg/dlL) 0.75 (0.6) 129(1.2) 0.75 (0.61) 0.135
Urea (mg/dL) 33(135) 40(71.5) 32 (14) 0.198
Total protein (g/al.) 485049 486058 481047 0.965
Albumin (g/al.) 2441029 2412027 244031 0777
Globuiin (g/al) 263+0.32 265+0.36 262:+0.33 0910
Biirubin (mg/alL) 084(0.62) 088 (8.16) 084(06) 0934
Gamma-glutamyl transferase (U/L) 50(37) 50 (42) 30(38) 09
Alkaline phosphatase (UIL) 99 (50) 95 (401) 99(50) 077
ALT (UL 24(13) 20(9.5) 26 (15) 0.868
AST (U/L) 26 (14) 23(70) 20(12) 0934
Na (mmol/L) 136 (7) 181(7) 138 (6) 0.183
K (mmol/L) 39(003) 4(0.72) 39003 0.707
Ca (mg/aL) 92(13 91009 96(1.7) 0.465
Laotate dehydrogenase (U/L) 169 (140) 138 (187.5) 177 (136) 077
Creatine kinase (U/L) 64(62) 50(118) 64 (46) 0.967
Prothrombin time (s) 148229 171249 142+25 0251
Activated partial thromboplastin time (s) 32(2) 32(095) 20 0523
International normaized ratio 125024 14304 12013 0255
Cholesterol (mg/dl) 210 (70) 210/65) 225 (60) 0803
C-reactive protein (mg/al.) 32(1.9) 30(2.1) 32(1.6) 0298
PaCO; (mmHg) 325458 20451 329+55 0.182
Pao; (mmHg) 97.2(19) 921(7.3) 100(18.9) 0.143
Bicarbonate (mmol/L) 21219 20813 215+2 0595
Lactic acid (mmol/L) 1,36+ 0.46 1.36:+0.53 1.35 £ 0.46 0992
pH 7.36.0.09 7354015 7.37 £0.08 0717






OPS/images/fsurg-04-00036-g007.jpg





OPS/images/fsurg-04-00036-t001.jpg
Variable Total  Non-survivors  Survivors  p
Age (years) 589+113 57.4£109  588+11.9 0749
Male/female 20/4 4/1 (80%/20%) 16/3 0.822
HR (opm) 981+163  97+182  933+156 0554
RR (brpm) 20915 23664 20£46 0168
SAP (mmHg) 1031189 98192  1043+197 0503
DAP (mmHg) 621117 60.3 £ 12 66+11.4 0412
MAP (mmHg) 788+ 111 7119 82+76 0474
Temperature (°C) 379+11 38213 379+11 0563
Diuresis (cc) 1586503 1400+612  1660+611 0436
Time from symptoms 2(1) 301.5) 2(1) 0410
to emergency

department (days)

Body surface (%) 302 3(15) 3(3 0528
Sepsis 18 (75%) 4(80%) 14(73.7%) 0772
Severe sepsis 9(37.5%) 2.(40%) 7(368%)  0.897
Septic shock 3(12.5%) 1 (20%) 2(105%) 0.521
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Variable

APACHE Il
FGs!
Uludag FGSI
LRINEC

Total

10(3.5)
5(5)
6(9)
54

Non-survivors

14(12)
5(9)
9(6)
745

Survivors

10
2(4)
50
5(4)

P

0.142
0179
0.062
0.145





OPS/images/cover.jpg
? frontiers
in Surgery

Fournier’'s Gangrene: Lessons
Learned from Multimodal and
Multidisciplinary Management of
Perineal Necrotizing Fasciitis





OPS/images/fsurg-04-00036-t005.jpg
Variable

Total (24) Non-survivors (5) Survivors (19) p
Time from emergency department to OR (n) 4@ 3@ 4(2.75) 0086
Surgical time (min) 55 (21.5) 60(27.5) 55 (27) 0647
Number of surgical debridements 1) 20) 15(1) 0631
Transfusion (RBC) 10 102 10 0.405
Vasoactive drugs 7 (29.1%) 2(40%) 5(26.3%) 0.608
Colostomy 4(16.7%) 1 3 0822
Rectal diversion 208.3%) 0 2 0.449
Urostomy 0(0%) 0 0 1
Hyperbaric oxygen 3(12:5%) 0 3 0.342
Vacuum-assisted closure 1 0 1 0600
Total hospitalization (days) 27(38.5) 3(165) 40 (39) 0.008
Intensive care unt stay (days) 0(15) 0(15) 0@) 0961
Surgical department stay (days) 16 (34.5) 3(18) 25 (34) 0.075
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Variable Total (24) Non-survivors (5) Survivors (19)  p
Trauma 3(125%) 1(20%) 2(105%) 0521
Urogenital 4(16.6%) 1(20%) 3(15.7%) 0822
Skin 5(20.8%) 1(20%) 4(210%) 0959
infection-abscess

Idiopathic 2(83%) 0(0%) 2(105%)  0.449
Colorectal 10 (41.6%) 2(40%) 8(421%)  0.668
Gram (-) 17 (70.8%) 4(80%) 13(684%) 0612
Gram (+) 6(25%) 1(20%) 5(263%) 0772
Anaerobes 11(45.8%) 2(40%) 9(7.4%) 0769
Polymicrobial 13(54.1%) 3(60%) 10(52.6%) 0769

infection






OPS/images/logo.jpg
Ghesk for

i@





OPS/images/fsurg-04-00036-t003.jpg
Variable Total (24) Non-survivors (5) Survivors (19)  p

Puimonary disease 4(16.6%) 2(40%) 2(105%) 0179
Renal disease 2(83%) 1(20%) 1(62%  0.380
Heart disease 5(20.8%) 1(20%) 4(21.0%) 0959
Liver disease 2(83%) 0(0%) 2(105%) 0449
Diabetes melitus 7(29.1%) 2(40%) 5(263%) 0608
Hypertension 6(25%) 1(20%) 5(263%) 0772
Hyperlipidemia 7(29.1%) 1(20%) 6(31.5%) 0612
Malignancy 2(83%) 2(40%) 0(0%) 0036
Peripheral 6(25%) 1(20%) 5(263%) 0772
vascular disease

Psychiatric disease 2 (8.3%) 1(20%) 1(62%  0.380
Obesity 5(20.8%) 1(20%) 4(21.0%) 0959
Immunosuppression 4 (16.6%) 2(40%) 2(105%) 0179
Smoking 9(37.5%) 1(20%) 8(421%) 0615
Alcoholism 5(208%) 0(0%) 5(263%) 0544
Charison 2(15) 3(35) 2(2) 0.084
Comorbidity Index

Age Adjusted 3(1) 3@ 3() 0.156
Charlson Comorbidity

Index

Body mass index 27(95) 29(24.5) 26(10) 0.482

(kg/em?)






