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ABSTRACT 
 

Study Objective: The colostomy is not used systematically for the treatment of Fournier’s 
gangrene. Through our study, we compared two groups of patients who had faecal diversion and 
those how did not .we tried to get the advantages of this method and his impact on wound healing 
and duration of hospitalization  
Patients and Methods: This is a 14-years retrospective study from 1st January 2005 to 31st 
December 2018. We collected 86 cases of Fournier's gangrenes, of which 30 patients benefited 
from a derivative colostomy, done by the same surgical team. We divided the two groups by 
aetiology and morbidly-mortality. 
Results: In the group with colostomy, prevalent disease was perianal suppurations with the 
presence of risk factors in75% of cases such as diabetes, immunosuppressive therapy or patients 
age over 70 years old .While these factors are found only in 52% of the other group. The average 
days of hospital stay in the group with colostomy was 25 days and 32 in the other group, 67% of 
patients had a colostomy with hyperbaric oxygen therapy against 70% in the other group. Mortality 
was 30% in first group with colostomy, an 12.5% in the second one, the overall mortality was19% 
globally in the two groups.  
Conclusions: In our series only 35% benefited from a colostomy: Patient with major deterioration 
and the presence of others diseases. But overall mortality in our series is comparable to that of 
teams practicing colostomy systematically. 
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1. INTRODUCTION 
 
Colostomy is not done systematically in the 
management of Fournier's gangrene.  
 
But In some patients of Fournier gangrene , it is 
important to prevent fecal contamination in order 
to provide healing without wound infection. For 
this purposes, diverting colostomy were 
performed. 

 
We compared two groups of patients how 
underwent faecal diversion and those who did 
not, and we tried to show the benefits provided 
by performing diversion colostomy, and it’s 
impact on duration of hospitalization and wound 
healing. 
 
2. MATERIALS AND METHODS 
 
Our study involves a retrospective analysis of 86 
cases of gangrene Fournier attended the visceral 
surgery department 2 of the Hospital Mohammad 
V in Rabat, during a period of 14 years, between 
first January 2005 and 31 of December 2018. 
Patients was divided into two groups: 

 
• Patients who underwent a colostomy 
• Patients who did not. 

 
The general objectives of this study was to 
qualify the contribution of the colostomy in the 
management of Fournier's gangrene, to describe 
its impact on wound healing as well as on the 
length of hospital stay. 

 
While the specific objectives was to describe the 
epidemiological profile of patients admitted for 
Fournier's gangrene and to foresee the 
evolutionary methods and thus to optimize the 
therapeutic management. 

 
And finally to improve the results in terms of 
mortality and morbidity in patients with this 
pathology. 
 
3. RESULTS 
 
The average age of our patients was 50 years, 
between 23 yrs old to 75 years. In the group of 
patients with colostomy the average age was 51 
years compared to 34 years in patients with no 
colostomy. 

Among the patients presented in this study, 77 
patients are male compared to 9 females, 
which’s mark a strong male predominance with a 
sex ratio of 8M/ 1F. 
 
65% of our patients had at least one associated 
disease ;diabetes mellitus was the most 
important antecedent Table 1. 
 
The presumed aetiology of Fournier's gangrene 
was found in 92% of cases while in 8% of cases 
(7 patients) no cause was detected. The 
aetiologies found are dominated by proctological 
causes (Table 2). 
 
Clinical signs on admission were predominantly 
pain, edema and skin necrosis . The local 
extension of the necrosis was limited to the 
perineum in 18 patients (21%). It is extended to 
the external genitalia in 12 patients (14%). Its 
affects the abdominal wall in 8 patients (10%), 
the chest wall in 5 cases (6%). More rarely 
extended the lumbar wall 2 cases (2%). (Table 
3). 
 
Bacteriological samples were taken from 58 
patients (67%), and we found a single E. coli 
germ in 9 patients (10%) and several germs in 39 
patients (45%), thus confirming the poly-
microbial nature of this infection. The most 
common bacterial agents involved were 
Escherichia coli (83%) and Streptococcus (35%). 
 
The use of imaging techniques, particularly CT 
scan abdomen and pelvis , was rarely used only 
in 16% in our cases, because the fact that the 
majority of patients were admitted in an 
advanced stage of diseases where the diagnosis 
of was obvious and did not require any recourse 
to further investigations. 
 
All our patients were admitted to the emergency 
room and then transferred to the visceral surgery 
department benefiting from a biological 
assessment, electrolyte rehydration, parenteral 
nutrition and heparin therapy. 
 
Some patients were initially admitted to the 
intensive care unit for septic shock or loss of 
consciousness which required active 
resuscitation measures. 
 
The surgical management consisted of 
aggressive surgical debridement in extreme 
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urgency, diversion colostomy was performed in 
30 patients (35%). 

 
The average time to colostomy was three days 
with extremes ranging from 2 to 10 days. Two 
colostomy sides were used: left iliac (82%) and 
transverse (18%). 

 
Bladder catheterization was performed 
systematically. 

 
Daily dressing was performed in all patients in 
the operating theater and then in the ward after 
improvement of the wounds. 
 

Hyperbaric oxygen therapy has been indicated in 
patients with extensive gangrene with signs of 
toxicity or in positive Clostridium cultures. 
 

65% of our patients were able to benefit from 
hyperbaric oxygen therapy sessions, 36 of 
patients in the group of non-colostomized 
patients and 20 in the group of colostomized 
patients. 

The length of hospital stay was variable with an 
average of 30 days,between 15 to 48 days, 25 
days in the group of patients without colostomy, 
and 32 days in the group of patients with 
colostomy. The postoperative course was 
marked by certain complications (Table 4). 
 
Wound revision was performed only once in 13 
patients (15%), and was done twice in 9 patients 
(11%) because of the extension of necrosis. 42 
patients underwent reconstructive surgery 
(including restoration of continuity and other 
plastic surgery procedures) which corresponded 
to 100% in the group of colostomized patients 
and 14% in the group of non-colostomized 
patients. 
 
68 patients dischargedor 80% of recovery rate. 
The follow-up was carried out in outpatient 
department . 16 cases of death were recorded in 
this group or 19% of a death rate , 7 patients in 
the group of patients without colostomy or 12.5% 
of the cases, and 9 patients in the group of 
patients with colostomy, or 30% of the group.

 

Table 1. Patient history and comorbidities on admission 
 

Patient history Number of cases Percent% 
Diabetes 35 40 
Arterial hypertension 24 27 
Heart disease 16 19 
Smoking 16 19 
Vascular pathology 11 13 
Immunosuppression 11 13 
Renal pathology 9 10 
Liver disease 7 8 
Pulmonary pathology 6 7 
Chronic alcoholism 6 7 
 

Table 2. Etiologies and points of departure 
 

Etiologies Colostomized patients/number of casesTotal Percentage of cases in% 
proctological 25/64 75 
Genitourinary 2/9 10 
Traumatic 3/5 6 
Retro-peritoneal (abscess of the psoas)0/1 1 
Unknown 0/7 8 
 

Table 3. Extent of gangrene 
 

The extension Number of cases 
colostomized / not 
colostomized 

Percentage in%  
colostomized / non-
colostomized cases 

Perineum 6/12 7/14 
External genitalia 6/6 7/7 
Thoracic wall 3/2 4/2 
Lumbar / abdominal wall 7/5 9/6 
Member root 8/5 10/6 
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Table 4. Secondary complications of admitted patients 
 
Complications Number of cases of patients 

with colostomy / patients 
without colostomy 

Percentage of cases of 
patients with colostomies / 
patients without colostomies 

Urinary tract infection 2/5 2 ,5/6 
Pulmonary infection 4/7 5/8 
Thrombophlebitis 1/3 1 ,2/3,5 
bedsores 3/2 3,5/2,5 
Other 4/10 5/12 
 

Table 5. Risk factors 
 
Risk factors S. ETTALBI 

series, 45 cases 
Morocco 

S. KABAY 
series, 72 cases 
Turkey 

S. JARBOUI 
Series, 35 cases 
Tunisia 

GHNAMM series 
74 cases 

Diabetes 35,5% 45% 65% 51,35% 
Coticotherapy 4% - - - 
Alcoholism 27% 8% - - 
Malnutrition - 6% - - 
Heart Failure 93% - - 1,35% 
Smoking 51% - - - 
Arterial 
hypertension 

17% 5% 25,7% - 

Renal failure 6% 2% - 1,35% 
Obesity - 1 ,38% - - 
No - 25% - 32,43% 
 

4. DISCUSSION 
 
The incidence of Fournier's gangrene (FG) is 
approximately 0.3 / 100,000 in Western 
countries. It is not confined to one region of the 
world, although the largest clinical series come 
from the African continent [1]. 
 
Classically she has a predilection for young 
adults aged 20 to 50, but it can be found at any 
age from a few days to 89 years. 
 
However, there is an increase in the average age 
from 40.6 years between 1883 and 1945 in the 
review of Mc CREA to 51.3 years between 1945 
and 1979 in the JONES study. 
 
In our series the average age was 50 years 
which is identical to results of other recent 
studies [2,3]. Sorensen and his colleagues 
identified high age as a risk of mortality in a large 
population study evaluating the clinical 
characteristics of 1,641 patients from 593 
hospitals. 
 
Men are ten times more affected than women. 
This difference can be explained by better 
drainage of the perineal region in women through 
vaginal secretions. 

However, according to Czymek et al, Female sex 
is a risk factor for mortality in patients with 
Fournier's gangrene and associated with a 
higher incidence of peritonitis and retroperitonitis 
[4]. 
 
In our series, 9 patients were female (10%), 4 of 
whom had a colostomy. Diabetes is associated 
with FG in 20 to 70% of cases, making it the 
most common risk factor associated with this 
infectious process. In our series 35 patients were 
diabetic or 40% of our cases, including 18% in 
the group of colostomy patients [5]. 
 
Hemodialysis, as well as kidney transplantation 
are also recognized risk factors for FG. In our 
series, 9 patients received hemodialysis, of 
which 3 were colostomized Several studies 
recognize HIV as a disease predisposing to 
perineal gangrene. However, for ELEM and 
RANJAN, HIV infection does not influence the 
progression of perineal gangrene [5,6]. In our 
series, none of the patients had HIV infection. 
 
Oncological Patients also have a great 
predisposition to develop Fournier's gangrene, 
either by the neoplastic disease itself, or by the 
chemotherapy used in its treatment. In these two 
situations, there is an immunosuppression which 
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promotes the development of serious infections 
[6]. 
 
In our series, 11 patients were on 
immunosuppressive treatment (13%) including 7 
patients in the group of colostomized patients. 
Alcoholism is the second major risk factor 
involved in development of perineal gangrene. Its 
prevalence among patients affected by this 
condition ranges from 10 to 76% of cases. 
 
Alcoholism is associated with a poor prognosis, 
especially in diabetic patients [7,8]. 
 
It is not the only toxic habit incriminated in 
gangrene perineal, in fact, chronic smoking can 
also be at the origin. 
 
In the majority of cases the cause of gangrene of 
the external genitalia can be identified. But in 
some cases, the cause remains unclear in 5 to 
35% of cases. 
 
In our groups, the aetiology of FG was not found 
in 7 patients either a percentage of 8%. 
However, it is difficult to confirm with certainty 
absence of aetiology, because of different 
symptoms that make the diagnosis difficult either 
poor informations that patient provide to make a 
proper diagnosis, or a lack of instrumental 
methods of investigation. Currently, the concept 
of "idiopathic foudroyant gangrene" described by 
Fournier in 1884 is therefore not used , and a 
causal lesion must be systematically located and 
treated. 
 
Surgical treatment is the most effective and 
irreplaceable weapon, it is a major pillar in the 
management of perineal gangrene. It is currently 
the determining factor in the prognosis. It allows 
the removal of non-vascularized or poorly 
vascularized lesion. 
 
The colostomy is most often performed during 
the first intervention, sometimes 48 to 72 hours 
later once the patient's general condition has 
stabilized [9,10]. In the series of S. Ettalbi, it was 
performed in 42% of cases, 84% for A. EL Mejjad 
and 5% at S. Jerboui. Some authors perform 
colostomy routinely in all patients, others suggest 
it only when a colorectal cause is suspected [11]. 
 
We believe that colostomy should be performed 
in selected patients in order to protect wounds 
from fecal contamination in cases of extensive 
sphincter lesions or extensive perineal 
debridement. 

This decision is difficult to make during the initial 
surgery because of acute inflammation and 
necrosis that prevent further examination. 
Usually, the tissue edema subsides within the 
first 48 hours, which allows a better evaluation of 
the sphincters and perianal tissues. Therefore, a 
decision about performing a colostomy is 
postponed to the second examination, which is 
almost always carried out 48 hours after the 
initial debridement. Thus, the colostomy 
facilitated local care and promoted healing by 
allowing high-calorie enteral nutrition [12,13]. 

 
For our series, 35% of cases received a 
colostomy.In the group with colostomy, the 
aetiology is dominated by perianal suppurations 
with the presence of an aggravating factor 
present in 75% of cases: Diabetes, 
immunosuppressive treatment or age over 70 
years. These factors are only found in 52% in the 
other group. 

 
The mean stay in the colostomy group was 25 
days while it was 32 days in the other; with as a 
variant only 67% of cases with colostomy had 
hyperbaric oxygen therapy against 70% in the 
other group. Mortality in the colostomized group 
was 30% and 12.5% for the non-colostomized, 
so overall 19%. 
 

5. CONCLUSION 
 
In our series, only 35% benefited from a 
colostomy with the criterion of choice: major 
deterioration and the presence of risk factors. 
The overall mortality in our series is comparable 
to that of colostomized teams. We recommend a 
deferred colostomy after the first dressings 
depending on the deterioration and pre-existing 
defects. 
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