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Abstract :  Gas gangrene, also known as clostridial myonecrosis, is a severe and life-threatening soft tissue infection, primarily due 

to Clostridium perfringens and other anaerobic spore-forming bacteria. The infection is marked by muscle necrosis, gas formation, 

systemic toxicity, and sepsis. The infection typically arises in traumatic or surgical wounds with compromised blood supply, having 

an anaerobic environment that favors bacterial growth. Clinically, the patients present with intense pain, swelling, crepitus, 

discoloration, and systemic symptoms of illness such as fever and tachycardia. Diagnosis is primarily clinical, though imaging and 

laboratory tests can be helpful. Treatment requires immediate surgical debridement, high-dose intravenous antibiotics, and 

supportive care to survive. Hyperbaric oxygen can be used as an adjunct therapy. Despite intensive treatment, mortality is high, 

making early diagnosis and prompt treatment very important.  

 

______________________________________________________________________________________________________ 

Introduction 

Gas gangrene, or clostridial myonecrosis, is one of the most serious and rapidly progressive infections in medicine. While relatively 

rare in modern clinical practice, it remains a topic of the greatest significance due to its fulminant nature and great potential for 

death. Initially identified in wartime as a catastrophic post-traumatic infection, gas gangrene is a condition of extensive muscle 

necrosis, systemic toxicity, and tissue gas production. This article presents a comprehensive review of gas gangrene, including its 

etiology, pathophysiology, risk factors, clinical presentation, diagnosis, treatment, and outcome, as well as an insight into research 

advances and future directions. 
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History 

As early as 1028, flies and maggots were used regularly to treat chronic wounds or ulcers to head off or stop necrotic spread [ as 

certain maggots consume only dead tissue, and living tissue nearby is spared. This type of practice went mostly out of Favor with 

the introduction of antibiotics as an additional tool in wound treatment. In recent years, maggot therapy has returned to some 

respectability and is used occasionally with great success in cases of chronic tissue necrosis. 

French Baroque composer Jean-Baptiste Lully contracted gangrene in January 1687 when, while conducting a performance of his 

Te Deum, he punctured his toe with his pointed staff (which he was using as a baton). The disease spread to his leg, but the composer 

refused to have his toe amputated, which eventuated in his death in March that year. 

French King Louis XIV succumbed to gangrene in his leg on 1 September 1715, four days before his 77th birthday. 

Sebald Justinus Brugmans, Professor of Leyden University, Director of the Medical Bureau of the Batavian Republic from 1795, 

and inspector-general of the French Imperial Military Health-Service in 1811, became a leading expert in the fight against hospital 

gangrene and its prevention. He wrote a treatise on gangrene in 1814 in which he meticulously considered and reviewed the causes 

of this dreadful disease, which he thought was contagious. He concluded his entry by thoroughly analysing all possible and well-

tested sanitary regulations. His treatise was very highly regarded and served a great purpose in convincing most of the later authors 

that gangrene was indeed a contagious disease. 

John M. Trombold wrote: "Middleton Goldsmith, an American Civil War Union Army surgeon, thoroughly studied hospital 

gangrene and developed a novel treatment strategy. The Civil War overall hospital gangrene mortality was 45%. Goldsmith's 

treatment, applied in over 330 cases, yielded a mortality rate of less than 3%."  Goldsmith advocated the use of debridement and 

topical and injected bromide solutions on infected wounds to combat the occurrence and severity of "poisoned miasma". Copies of 

his book were given to Union surgeons to encourage the use of his methods. 

Gas gangrene was rampant in World War I and World War II, where it devastated battlefield wounds. Improved sanitation, 

antibiotics, and surgical care have rendered it extremely uncommon. Yet, modern cases serve as stark reminders of its lethal 

character. 

Case Studies 

1. Post-Surgical Infection: A 68-year-old diabetic male developed gas gangrene following elective hernia repair. Despite antibiotic 

therapy, he required emergency surgery and HBOT. He survived with a partial colectomy. 

2. Trauma-Induced Infection: A 35-year-old motorcyclist sustained a compound femoral fracture with soil contamination. He 

developed gas gangrene within 12 hours. Early intervention led to limb salvage but necessitated multiple debridements. 

3. IV Drug Use: A 28-year-old female intravenous drug user presented with pain and swelling in the arm. Imaging revealed 

widespread gas formation. Despite aggressive management, the limb was amputated, and she underwent long-term rehabilitation. 

 

Background 

Gas gangrene (clostridial myonecrosis is a bacterial infection that produces gas in gangrene. This lethal form of gangrene is usually 

caused by Clostridium perfringens bacteria. Gas gangrene strikes about 1,000 people annually in the United States. 

Myonecrosis is a name for necrotic damage, specific to muscle tissue. It is typical in infections with C. perfringens or any one of 

many soil-borne anaerobic bacteria. Myonecrosis is the result of bacteria by certain exotoxins. The bacteria are opportunistic and, 

for the most part, enter the body through a significant breach of the skin. Gangrenous infection with soil-borne bacteria was common 

in war wounds of soldiers well into the 20th century, owing to non-sterile field surgery and the rudimentary state of care for severe 

projectile injury. 

Additional causes of myonecrosis include envenoming by snakes of the genus Bothrops (family Viperidae), ischemic necrosis, as 

a result of vascular blockage (e.g., diabetes mellitus type II), neoplasms that block or steal blood supply, and disseminated 

intravascular coagulation or other thrombosis. 

Pathogenesis 

Normal cells are in a condition of equilibrium called homeostasis, constantly changing to adapt to various stressors and stimuli from 

the environment. When a cell cannot adapt sufficiently to change, it sustains a reversible injury. However, if the cell cannot return 

to its normal state and continues to be exposed to stress or injury, the injury becomes irreversible. This ultimately leads to cell death 

by either necrosis (a pathologic process) or apoptosis (in most instances, a normal, physiologic process). 

Necrosis is indeed a non-controlled form of cell death, as opposed to apoptosis, a more organized, programmed process. Necrotic 

tissues swell, rupture, and release their contents, leading to inflammation and further tissue damage. If a sizable area of tissue 

becomes necrotic, an area of gangrene is produced. Gangrene is what results when the tissue loses its blood supply and, therefore, 

its oxygen and nourishment. Deprived of a blood supply, the cells in the gangrenous tissue start to die and rot. Depending on the 

cause and the conditions of the tissue, there are different types of gangrene, including dry, wet, and gas gangrene. 

 

 

 

 

Signs and symptoms 

A drawing of four different stages of gangrene, one of which is caused by an obstruction to the return of the venous blood due to 

heart disease. 

Dry Gangrene 

• Colour Change: The affected area turns brown, then darkens to a black or purplish colour. 

• Dryness: The skin is dry and wrinkled. 

• Coldness: The affected area may be cold to the touch. 

• Loss of Sensation: Numbness or loss of feeling in the affected area. 

• Odor: Typically, no Odor, as there is no infection, but the tissue itself is dead. 

Wet Gangrene 
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• Swelling: The affected area may swell and become puffy. 

• Foul Odor: A strong, unpleasant, and foul odor caused by bacterial infection. 

• Redness: The skin over the affected tissue may turn red, become inflamed, and warm. 

• Pain: Severe pain in the affected tissue, which can later decrease as the tissue dies. 

• Blisters: Large, fluid-filled blisters may appear over the tissue. 

• Pus: The tissue may ooze pus when infected. 

• Fever: Systemic symptoms such as fever can occur as the infection becomes widespread. 

Gas Gangrene 

• Severe Pain: Acute and severe pain at the site of infection. 

• Gas Crepitus: A Crackling or a feeling of a crackling sound beneath the skin caused by gas bubbles produced by the infecting 

bacteria. 

• Darkening of Skin: Skin may darken, typically with a greenish or blackish colour. 

• Swelling: Swelling of the affected part, typically with a very rapid extension of tissue death. 

• Systemic Symptoms: Fever, tachycardia (increased heart rate), hypotension (low blood pressure), and shock due to infection 

spread. 

• Foul Odor: Typical, often sweet or foul odor from the gas produced by the bacteria. 

 

Risk Factors 

Predisposing factors should be understood for early diagnosis and prevention. These include: 

• Trauma and Open Wounds: Severe soft tissue trauma, especially if contaminated with foreign bodies or soil. 

• Surgical Procedures: Gastrointestinal or genitourinary operations can allow spore entry. 

• Peripheral Arterial Disease: Reduced perfusion compromises by creation of hypoxic tissues. 

• Diabetes Mellitus: Impaired immunity and wound healing make diabetics very susceptible. 

• Malignancy and Chemotherapy: Cancer and immunosuppressive chemotherapy increase the risk of infection. 

• Intravenous Drug Abuse: Non-sterile injection can introduce spores into deep tissues. 

• Sepsis or Systemic Illnesses: Any systemic compromise makes the patient susceptible. 

Clinical Manifestations 

Symptoms develop within 6 to 48 hours of injury but can develop more rapidly in certain patients. The hallmark findings include: 

• Pain: Severe and disproportionate to physical examination; typically the first symptom. 

• Swelling and Edema: Rapid progression with stiffness of affected areas. 

• Skin Discoloration: Pale, bronze, or purple skin over the infected area. 

• Bullae Formation: Fluid-filled blisters may appear, at times containing serosanguinous fluid. 

• Crepitus: Gas in the skin produces a crackling sensation on palpation. 

• Discharge: Often foul-smelling with a characteristic "sweet" or putrid smell. 

• Systemic Toxicity: Fever, tachycardia, hypotension, confusion, and eventual multi-organ failure. 

Causes 

Gangrene is caused by a severely insufficient blood supply (e.g., peripheral vascular disease) or infection. It is associated with 

diabetes and chronic tobacco smoking. 

Dry gangrene 

Dry gangrene is a form of coagulative necrosis that happens in ischemic tissue, where the blood supply is inadequate to sustain 

tissue viability. It is not a disease in itself, but a symptom of diseases. The term dry is used only when the limb or the intestine is 

being described (elsewhere, this type of necrosis is called an infarction, e.g., myocardial infarction). Dry gangrene is most often 

due to peripheral artery disease, but can be due to acute limb ischemia. Therefore, people suffering from atherosclerosis, high 

cholesterol, diabetes, and smokers are typically afflicted by dry gangrene. The limited oxygen within the ischemic limb inhibits 

putrefaction, and bacteria cannot thrive. The gangrenous area is dry, shriveled, and dark reddish-black. The line of demarcation 

normally results in complete separation, with eventual falling off of the gangrenous portion if it is not amputated surgically, a 

process known as autoamputation. 

Dry gangrene is caused by chronic ischemia without infection. If ischemia is diagnosed early, when ischemic ulcers rather than 

gangrene are present, the process may be treated with revascularization (via vascular bypass or angioplasty). After gangrene has 

developed, however, the affected tissues are no longer viable. Because dry gangrene is not infected, it is less urgent than gas 

gangrene or wet gangrene, both of which pose a risk of sepsis. Dry gangrene may, over time, become converted into wet gangrene 

if infection develops within the dead tissues. 

Diabetes mellitus is not only a risk factor for peripheral vascular disease and thus for dry gangrene, but also for wet gangrene, 

particularly for those patients whose blood sugar level is not well controlled, because elevated serum glucose is an excellent medium 

for infection by bacteria. 

Wet gangrene 

Wet, or infected, gangrene is characterized by thriving bacteria and has a poor prognosis (compared to dry gangrene) due to sepsis 

from the open connection of infected fluid with circulatory fluid. Wet gangrene tissue is infected by saprogenic microbes (e.g., 

Clostridium perfringens or Bacillus fusiformis), which cause the tissue to swell and emit a putrid odor. Wet gangrene usually arises 

rapidly due to venous (mainly) or arterial occlusion of the blood supply. The part is filled with stagnant blood, which is conducive 

to abundant bacterial growth. The toxic products of the bacteria are absorbed, and sepsis is systemically manifested with ultimate 

death. The involved part is edematous, soft, putrid, rotten, and dark.[citation needed] 

Because of the high mortality of infected gangrene (about 80% without and 20% with treatment), a salvage amputation on an 

emergency basis, i.e., a guillotine amputation, is generally necessary to limit systemic effects of the infection. This amputation can 

later be revised to a formal amputation, i.e., a below-- or above-knee amputation. 
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Gas gangrene 

Gas gangrene is a bacterial infection that produces gas in tissues. It can be caused by Clostridium, most commonly alpha toxin-

producing C. perfringens, or other nonclostridial organisms. The infection spreads rapidly as the gases produced by the bacteria 

accumulate and invade healthy tissue surrounding it. Because of its propensity to advance rapidly to adjacent tissues, gas gangrene 

should be treated as a medical emergency. 

Gas gangrene is caused by bacterial exotoxin-producing clostridial species, which are found mainly in soil, and other anaerobes 

such as Bacteroides and anaerobic streptococci. These environmental bacteria may infect the muscle through a wound and 

subsequently proliferate in dead tissue and secrete exotoxins that destroy surrounding tissue while simultaneously producing gas. 

A mixture of gases comprising 5.9% hydrogen, 3.4% carbon dioxide, 74.5% nitrogen, and 16.1% oxygen has been reported in a 

clinical case. 

Gas gangrene can cause necrosis, gas formation, and sepsis. The onset of toxaemia and shock can progress extremely rapidly. 

• Necrotizing fasciitis is a rare infection that spreads deep into the body along tissue planes. It is classified into four subtypes, of 

which types 1 and 2 are most common. Type 1 requires an infection with an anaerobe and a member of the Enterobacteriaceae 

family, while type 2 is an infection with Streptococcus pyogenes, a Gram-positive cocci bacterium, and thus also known as 

haemolytic streptococcal gangrene. 

• Noma is a facial gangrene most often found in Africa, Southeast Asia, and South America. 

• Fournier's gangrene is a type of necrotizing fasciitis that usually affects the genitals and groin. 

• Venous limb gangrene may be caused by Heparin-induced thrombocytopenia and thrombosis. 

• Extreme mesenteric ischemia can cause gangrene of the small intestine. 

• Extensive ischemic colitis can cause large intestinal gangrene. 

 

Diagnostic Evaluation 

Early diagnosis is required due to the rapid spread. Diagnosis is aided by a combination of clinical suspicion, imaging, laboratory 

tests, and microbiological analysis. 

• History and Physical Examination: Important for early recognition; look for risk factors and signs of necrotizing infection. 

• Laboratory Tests: 

o CBC usually shows leukocytosis. 

o Elevated CK and CRP are indicative of muscle damage and inflammation. 

o Elevated serum levels of lactate suggest systemic hypoperfusion. 

o Blood cultures may show bacteremia. 

• Microbiological Analysis: 

o Gram stain of tissue exudate or wound may show gram-positive rods with few inflammatory cells. 

o Culture confirms Clostridium species. 

• Imaging Studies: 

o X-ray: Soft tissue gas can be detected. 

o Ultrasound: Bedside assessment can be done. 

o CT or MRI: The Distribution of gas and necrotic tissue is detailed in imaging. 

Differential Diagnosis 

Conditions that can mimic gas gangrene are: 

•Necrotizing fasciitis 

•Cellulitis with gas-forming organisms (e.g., E. coli) 

• Deep vein thrombosis 

•Compartment syndrome 

Characteristics that differentiate may include rate of progression, intensity of pain, and presence of crepitus. 

Management 

Gas gangrene treatment is a medical and surgical emergency. Aggressive treatment early is crucial. 

1. Surgical Debridement: 

o First and foremost, treatment. 

o Requires removal of all dead tissue; may require multiple surgeries. 

o Amputation can be life-saving in extensive cases. 

2. Antimicrobial Therapy: 

o Empirically initiate broad-spectrum IV antibiotics. 

o Typical regimens: Penicillin G + Clindamycin. 

o Alternatives are metronidazole, vancomycin, and carbapenems in polymicrobial or resistant infections. 

3. Hyperbaric Oxygen Therapy (HBOT): 

o Facilitates oxygen delivery to hypoxic tissues. 

o Inhibits clostridial growth and enhances leukocyte function. 

o Used adjunctively; may be limited in availability. 

4. Supportive Care: 

o ICU care is frequently necessary. 

o Fluid resuscitation, vasopressors, and organ support. 

5. Immunoglobulin Therapy: 

Clostridium antitoxins have been studied historically, with minimal current use. 

Complications and Sequelae 

If not intervened on early, gas gangrene can lead to: 

• Septic shock and disseminated intravascular coagulation (DIC) 
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• Acute kidney injury 

• Respiratory failure 

• Limb loss 

• Death 

• Prophylactic Antibiotics: In trauma or high-risk surgery. 

• Sterile Techniques: In medical and paramedical setups. 

• Education and Awareness: Amongst health workers and risk groups. 

• Vaccination: No vaccine for gas gangrene, but tetanus vaccination prevents other clostridial infections. 

• New Therapeutics: Antimicrobial peptides and bacteriophage therapy. 

• Vaccination Strategies: Not yet available but ongoing research. 

• Artificial Intelligence: Predictive models for identification of at-risk patients in the emergency department. 

 

Research and Future Directions 
Research in clostridial infections has opened up some possibilities for future intervention: 

• Toxin Inhibitors: Against alpha-toxin, specifically to limit tissue damage. 

• Improved Diagnostic Tools: Rapid PCR-based diagnostics for early detection. 

• New Therapeutics: Antimicrobial peptides and bacteriophage therapy. 

• Vaccination Strategies: Not yet available, but ongoing research. 

• Artificial Intelligence: Predictive models for identification of at-risk patients in the emergency department. 

Conclusion 

 

Gas gangrene remains one of the most contagious and destructive of infectious diseases. Its 

rapid development and capacity to produce systemic collapse demand a high level of clinical suspicion and swift, firm treatment. 

Prevention by hygiene and early wound treatment, supported by advances in diagnostics and 

therapeutics, holds out hope for decreasing its impact. Multidisciplinary treatment and patient education are key factors in both 

acute management and long-term rehabilitation. Although rare, gas gangrene is still an adversary of clinicians and reminds us of 

the fine balance between host resistance and microbial virulence. 

References 

 

Stevens, D. L., & Bryant, A. E. (2017). Necrotizing soft-tissue infections. New England Journal of Medicine, 377(23), 2253–2265. 

https://doi.org/10.1056/NEJMra1600673 

 

Brook, I. (2010). Microbiology and management of soft tissue and muscle infections. International Journal of Surgery, 6(4), 328–

338. https://doi.org/10.1016/j.ijsu.2008.02.003 

 

Murray, P. R., Rosenthal, K. S., & Pfaller, M. A. (2021). Medical Microbiology (9th ed.). Elsevier. 

 

Centers for Disease Control and Prevention (CDC). (2023). Gas Gangrene (Clostridial Myonecrosis). Retrieved from 

https://www.cdc.gov/gasgangrene/index.html 

 

van Bunderen, C. C., Bomers, M. K., Wesdorp, E., Peerbooms, P. G., & Veenstra, J. (2010). Clostridium septicum sepsis: An 

underlying malignancy should be excluded. Netherlands Journal of Medicine, 68(9), 343–346. 

 

Korhonen, K., Hirn, M., Niinikoski, J., Heikkilä, J., & Kivisaari, L. (2004). Hyperbaric oxygen therapy in the treatment of clostridial 

gas gangrene. European Journal of Surgery, 168(3), 204–209. https://doi.org/10.1080/11024150410003873 

 

Anaya, D. A., & Dellinger, E. P. (2007). Necrotizing soft-tissue infection: Diagnosis and management. Clinical Infectious Diseases, 

44(5), 705–710. https://doi.org/10.1086/511638 

 

Stevens, D. L., Aldape, M. J., & Bryant, A. E. (2012). Life-threatening clostridial infections. Anaerobe, 18(2), 254–259. 

https://doi.org/10.1016/j.anaerobe.2011.12.014 

 

Smith-Slatas, C. L., Bourque, M., & Salazar, J. C. (2006). Clostridium perfringens sepsis and necrotizing enterocolitis in a premature 

infant: Case report and review of the literature. Journal of Perinatology, 26(5), 311–313. https://doi.org/10.1038/sj.jp.7211511 

 

May, A. K., Stafford, R. E., Bulger, E. M., et al. (2009). Treatment of complicated skin and soft tissue infections. Surgical Infections, 

10(5), 467–499. https://doi.org/10.1089/sur.2009.032 

 

http://www.ijrti.org/

