Reconstruction of Scrotal Sac and Penis with
Biological Prosthesis and Vacuum Therapy
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Summary: Fournier’s gangrene is a rapidly progressing necrotizing fas-
ciitis, involving perineal, perianal, or genital regions, and it constitutes a
true surgical emergency. Surgical excision of all necrotic tissue is required,
and multiple debridements may be necessary to remove all nonviable
tissue. After surgical intervention for debridement, reconstruction may be
necessary. We present our experience in the treatment of tissue loss after
Fournier’s gangrene of genital and perianal regions with the use of bio-

logical mesh (derma porcine mesh) in association with vacuum-assisted
closure therapy. (Plast Reconstr Surg Glob Open 2015;3:¢394; doi: 10.1097/
GOX.0000000000000230; Published online 11 May 2015.)

ournier’s gangrene (FG) is a rapidly progress-

ing necrotizing fasciitis, involving perineal,

perianal, or genital regions, with a potentially
high mortality rate ranging from 15% to 50%."° FG
often results in tissue loss. After surgical intervention
for debridement, reconstruction may be necessary.*'
We describe our experience in reconstructive
surgery for FG.

A 64-year-old male patient was admitted to the
emergency department because of a 2-week history
of high fever (body temperature, 39.5°C), perirec-
tal pain, purulent drainage, and a clinical picture of
bacterial sepsis and severe shock. He had undergone
elastic ligature of hemorrhoidal nodules 20 days
before. In his acute clinical status, we found peri-
neal necrosis with exposition of rectum and scrotum
necrosis with bilateral exposition of testicles. The
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inguinal region of the patient presented erythema
and crepitations. His laboratory blood values showed
signs of systemic inflammatory response syndrome.
The patient was febrile.

We started treatment with aggressive fluid resus-
citation and correction of hemodynamic param-
eters while adding an empirical combination of
antibiotics. Owing to the persistently poor health
condition of the patient, he was moved to emer-
gency surgery room. Upon examination (Fig. 1),
it was found that the scrotum was swollen, empy-
ematous, and hyperemic with necrotic areas and
was crackling at palpation. The rectal stump was
exposed. The penile rod was edematous, and the
scrotum was totally necrosed.

We performed a large incision of the scrotum
and didymus denudation. Second, we performed
debridement and necrosectomy of the perianal
region and also accurate washing of the region
with physiological solution and povidone-iodine
solution. Finally, after hemostasis revision, we
bungholed the region with 8 gauzes. The day after,
general condition of the patient improved.

We used foam for advanced dressing on testicles;
another type of foam was applied on the anal site;
polyurethane foam was applied on perianal wounds.
The wounds were carefully monitored in the days
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Fig. 1. Local status before debridement—exposition of the
scrotum and testis.

Fig. 2. Local status after debridement.

following surgery (6 revisions of wounds), and dress-
ing was done once daily. Adjuvant vacuum therapy
was applied in the following days.

Patient was discharged 42 days after first interven-
tion. Outcomes of the intervention were important:
loss of penile and scrotal tissue and bilateral expo-
sure of testicles (Fig. 2).

The plastic surgeon presented a possibility of re-
construction of the scrotum with rotation flaps and
skin graft. However, the patient refused to undergo
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Fig. 3. Application of biological prosthesis and vacuum therapy.

A
Fig. 4. Final result.

reconstruction because of the necessity of many signif-
icant interventions. Hence, we proposed a treatment
with biological prosthesis. The patient accepted, and
we obtained informed consent from him.

One month later, we performed reconstruction
of the lost tissue by use of derma porcine prosthesis.
After local anesthesia, we prepared residual edges
and we debrided adherences. We applied derma
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porcine mesh to cover the testicles and the penis,
and we performed sutures with Vicryl 3/0 (Johnson
& Johnson International European Logistics Cen-
tre, Diegem, Belgium). We covered biological mesh
with patient’s dermis withdrawn by dermatome. On
uncovered areas, we applied little patches of foam
and vacuum therapy. The penis was reconstructed
with circular edges of the biological mesh. We ap-
plied vacuum therapy on the biological mesh and
on wound defects (Fig. 3). One month later, the pa-
tient was healed. Two months later, we performed
ultrasound echography of “neoscrotum” that dem-
onstrated whole and healed tissue. We observed no
complications at 4-month follow-up.

Actually, clinical condition of the patient is good,
and we did not observe any complications caused by
this intervention (Fig. 4).
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