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ABSTRACT
The testicular tumour is the most common solid malignancy in males between the ages of 15 and 35 years. Testicular tumours
most commonly present with a painless testicular mass. Fournier’s gangrene is necrotising fasciitis of the genital, perineal, and
perianal region characterized by the microvascular thrombosis and skin necrosis, and is most commonly seen in elderly males
with the comorbid conditions. To the best of our knowledge, there is no published case of testicular tumour presenting as
Fournier’s gangrene. Herein, we report a case of a young adult male, otherwise healthy, who presented to the emergency room
with Fournier’s gangrene and was found to have a metastatic post-pubertal  pure yolk-sac tumour of the testis which is
extremely rare in the adults.
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INTRODUCTION

Testicular tumours represent the most common solid malig-
nancy in males  between  the  ages  of  15  and  35 years  and 
commonly  present  with  a  painless  testicular  mass,  dull 
testicular  ache,  and  rarely  with  acute  testicular  pain.1  

Fournier’s  gangrene  (FG) is  necrotising  fasciitis  of  the  geni-
tal,  perineal,  and  perianal  region  characterised  by  the 
microvascular  thrombosis  and  skin  necrosis  associated 
with  the  polymicrobial infection.2 It is more commonly seen in
elderly males; diabetes, alcohol abuse, acquired immunodefi-
ciency syndrome (AIDS), or any other disease process compro-
mising host immunity and microcirculation contribute to its
development.3 Herein, we present a young male patient, who
was admitted to the emergency room (ER) with a massive
necrotic  scrotal  infection/FG.  The pathological  examination
revealed a postpubertal pure yolk-sac tumour (YST) which is
extremely rare in adults. To the best of our knowledge, this is
the first case of a testicular tumour presenting with FG.
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CASE REPORT

A thirty-four years male was admitted to the ER with scrotal pain
and discharge. The complaints started approximately 3 months
ago as a bullous skin infection of the scrotum and spread from
that focus with time. Physical examination revealed a necrotic
and ulcerative lesion covering almost the whole scrotum and
perineal area, massive enlargement of the scrotum, and wide-
spread purulent discharge from the several sinus tracts. The
patient was promptly diagnosed with an advanced case of FG
and prepared for the emergency scrotal debridement. Pipera-
cillin-tazobactam 4.5 g IV q6h was commenced.

During exploration, infection was more prominent and spread
deeper in the right hemiscrotum (Figure 1). Right testis could
not  be identified and thus could  not  be salvaged.  The right
hemiscrotum and most of the left hemiscrotum were resected in
the end leaving only the left testicle and a small amount of
healthy skin around it. The wound was irrigated with hydrogen
peroxide  solution,  left  to  close  by  secondary  intention,  and
covered with an antibiotic-soaked dressing.

On macroscopic examination, tissue fragments were necrotic
and  yellowish  white  (Figure  2).  On  microscopy,  lace-like,
tubular, and microcytic appearances were observed at the low
power. On high power, tumour cells exhibited eosinophilic to
clear cytoplasm with large nuclei and prominent nucleoli. Clas-
sical Schiller-Duval bodies were visible (Figure 3). No normal
testicular parenchyma could be identified in the specimen, and
the spermatic cord showed tumoural infiltration. Widespread
lymphovascular invasion and tumour thrombus were seen. In
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immunohistochemical studies, neoplastic cells were diffusely
positive for Alfa-feto protein (AFP) and SALL4. Pure YST diag-
nosis was made with classical morphologic and immunohisto-
chemical results. Due to the nature of the specimen, surgical
margins were difficult to delineate but reported as most prob-
ably positive for the disease. The pathology report indicated a
minimum pT3 stage based on scrotal invasion status.

Figure 1: Necrotic infection covering almost the whole scrotum and wide-
spread purulent discharge from the several sinus tracts.

Figure 2: Gross pathological specimen. The cut section is yellow-white
and necrotic resembling an abscess wall of the debridement specimen or
fat necrosis.

The patient was tested for HIV infection, sexually transmitted
diseases (STDs), and syphilis. All were negative. Fasting blood
glucose levels ruled out diabetes. Wound culture obtained intra-
operatively  revealed  a  polymicrobial  infection.  Infectious
diseases department advised continuation of Piperacillin-Ta-
zobactam regimen.

The blood tests for tumour markers were evaluated on day 5th

post-operatively. AFP and B-human chorionic gonadotropin (B-
HCG) levels were 102,539 ng/mL and <1,20 mIU/mL, respec-
tively.

Figure 3: (a) Microcystic, solid, and tubular architecture of the yolk sac
tumour (H&E, x 40), (b) Tumour cells with clear and eosinophilic cyto-
plasm with large nuclei [Schiller-Duval bodies (arrow) can be identified
(H&E, 40x)], and (c) vascular spaces are filled with tumour thrombi (H&E,
x 100).

Computed tomography (CT) of the chest, abdomen, pelvis and
head was performed to assess for metastases. CT revealed 17
mm metastatic lesion in the liver. According to the International
Germ  Cell  Cancer  Collaborative  Group  classification,  the
patient was classified in the poor prognosis group due to the
visceral  metastasis  and  AFP  levels.  Therefore,  the  patient
received  a  total  of  4  cycles  of  BEP  (Bleomycin,  Etoposide,
Cisplatin) chemotherapy.  

The patient was given tumour marker levels and thoraco-ab-
dominal CT in the follow-up period. The patient is now free of
disease for 6 months after the chemotherapy with normal levels
of tumour markers.

DISCUSSION
FG is commonly seen in elderly males with certain comorbid
conditions  or  risk  factors.3,4  Our  patient  presenting  with  an
advanced stage of FG without any significant medical history
which  raised  questions  about  compromised  host  immunity.
Rapid testing for HIV and STDs turned out negative. No comorbid
conditions or risk factors associated with the development of FG
could  be  identified  in  this  patient.  A  diagnosis  of  malignant
disease was not suspected during the initial ER evaluation there-
fore, blood tumour markers were not studied before the surgery.
Once pathological examination confirmed the diagnosis of YST, it
changed the course of action drastically.

YST  is  a  subtype  of  non-seminomatous  germ  cell  tumours
(NSGCTs).5 YST is mostly seen in the infants and young children,
and  has  a  very  good  prognosis.6  Pure  YSTs  in  adults  are
extremely rare with <20 published cases.7 YSTs in adults are
usually found as a component of mixed NSGCTs. The treatment
options after  primary orchiectomy for  this  very rare patient
group  are  not  laid  out  clearly  and  active  surveillance,
chemotherapy,  and  retroperitoneal  lymph  nodes  dissection
(RPLND)  have  all  been  described  in  the  literature,  usually
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dictated by the surgeon’s preference.8 Foster et al. compared
the clinical behavior of stage 1 pure YST to stage 1 NSCGT in
adults and found it to be similar.9 However, due to the rare occur-
rence of these tumours, it may be appropriate to obtain the
opinions  of  experts  from  urology,  oncology,  radiology  and
pathology departments and make a decision about further treat-
ments in multidisciplinary meetings. Our patient having an AFP
level  >100,000 and non-pulmonary visceral  metastasis  was
placed in the poor prognostic group of NSGCTs. Standard treat-
ment of metastatic NSGCTs in the poor prognostic group is 4
cycles of BEP, and it was commenced in the early postoperative
period.

There are a couple of risk factors associated with testis tumour,
including cryptorchidism, impaired spermatogenesis, and posi-
tive family history.10 The only risk factor in this patient was the
history of bilateral orchiopexy at the age of 5 years. When ques-
tioned further, he recalled that he felt a round mass in the right
testicle about 2 years ago, and this mass grew slowly in time. He
never saw a doctor during this time period nor did for 3 months
after  the infection began. Looking retrospectively,  it  can be
speculated that the testicular mass that had progressed and
metastasised  within  2  years  may have played a  role  in  the
patient’s immunocompromised situation that led to FG.

The spontaneous regression of testicular tumours, metastatic
or at primary sites, has been observed previously in NSGCTs,
and  tumour  necrosis  is  thought  to  be  one  of  the  processes
involved.11 We speculate that in this case a similar process took
place but rather than leading to regression of the mass, exten-
sive tissue necrosis acted as a nidus for infection which in time
led to FG.

To conclude, the present case is the first to describe a patient
with no predisposing factor for FG, presenting to the emergency
room with a massive necrotic scrotal infection. The pathological
examination revealed a post-pubertal pure YST. The possibility
of testicular tumour should be kept in mind in the presence of
any kind of testicular mass including FG in healthy men without
comorbid conditions.
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