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Fournier's gangrene (FG) is named after Alfred
Fournier who described it as a rapidly progressive
necrotizing fasciitis of the perineum and external
genital organs in young adults with unknown
cause in 1883[l. The disease mostly affects men
between 50 and 60 years of age and is considered
uncommon in the pediatric age groupl?3l. Here we
present seven cases of FG who referred to our
hospital in.

From 2009 to 2013, seven cases with FG were
treated in our center. They have been treated with

urgent aggressive surgical debridement and
intensive care support, although antibiotic
therapy, correct postoperative wound

management and complete excision of all necrotic
tissue was performed successfully, three patients
died during treatment. Colostomy was performed
in 5 patients, and one case underwent urinary
diversion.

In average 2 (1 to 5) debridement steps were
undertaken. Colostomy was performed in 5
patients. Urinary diversion was performed in one
patient. Wound dressing with 0.5% H,0; and 1%
citric acid solution under general anesthesia were
performed daily. Culture of the debris tissues
revealed the offending organisms to be Kellebsila,
Streptococci, E-coli and Pseudomonas. Five cases
survived after primary and subsequent
reconstructive treatment; three cases died despite
appropriate treatment due to sepsis and multi
organ failures. A summary of findings in 7 cases is
provided in Tablel.

Controversies in defining FG have emerged.
Some suggested that the name Fournier's
gangrene should be reserved for those cases in
which a source of bacteria was not
demonstrablel*l. Despite this, most authors still
use the term broadly for necrotizing fasciitis of the
perieneal region. The predisposing factors for FG
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include abscesses, omphalitis, and diaper rash,
surgical procedures like circumcision and
herniorhaphy, burns, insect bites, anorectal
trauma, and nephritic syndromel5¢l. Others
include systemic disorders like immuno-
compromised states, or hematologic
malignanciesll. In the second case presented both
omphalitis and an undiagnosed immunodeficiency
syndrome could be named as predisposing factors.
The underlying cause of Fournier's gangrene may
lie in urinary tract, colorectal or local skin and the
usual offending organisms are E Coli, Bacteroids,
Staphylococci, Streptococci, and Clostridia, etc.
Infection is frequently polymicrobial gram
negative organisms, gram positive organisms and
even anaerobesl’l. In our patients Pseudomonas
proved to be the causative organism. This was not
surprising, as it is not one of the top causative
agents.

The management of FG includes aggressive
resuscitation with LV. fluid, blood and broad
spectrum  parenteral  antibiotics.  Surgical
debridement of necrotic tissues will control
spread of infection and induce reduction of
systemic toxicity. When the source of infection is
from the ano-rectal region or when urinary
extravasation or peri-urethral inflammation is
present, urinary or fecal diversion is indicated to
reduce contamination and allow wound healing to
take placel®l. Two of our patients underwent
extensive debridement and while urinary and
fecal diversion was performed in one of the
patients, the other one only received fecal
diversion, both patients received proper antibiotic
treatment.

The diagnosis and treatment in the FG patient
does not always terminate to death in infants, and
several cases of Fournier's gangrene in infants
have been treated successfully by surgical
debridement and parenteral antibiotics which
have been reported!’l. Some have even suggested
that the prognosis of FG is more favorable in
children than in adultsBl. Despite aggressive
treatment three of our patients did not survive.
This might be due to miss-management of these
cases.

Although FG is not common in children and it
may be fetal but early diagnosis is very important.
Antibiotic therapy, early wide surgical debrid-
ement and early fecal diversion are the most part
of treatment to preserve life.
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