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Introduction

Fournier’s gangrene is a rare but well-documented surgical 
emergency that requires prompt debridement of infected 
tissue. Mortality rates approach 25–35% in recent series.1 
These cases often require multiple debridements, making 
final reconstruction/wound coverage a challenge.2

In severe cases involving extensive loss of scrotal or 
perineal skin, reconstructive options typically include split-
thickness grafts, local fasciocutaneous or musculocutaneous 
flaps, free flaps, use of tissue expanders, or any combination 
of these.3 Placing the testicles in thigh pouches is a previ-
ously described approach that can be performed after the 
acute debridement to help with wound closure. Although 
split-thickness skin grafting has become more popular in 
recent years, this approach is particularly useful when the 
majority or entirety of the scrotum has been resected. Thigh 
pouches may decrease morbidity in the skin graft site and 
decrease the time required for wound healing. Okwuldili 
et al described 12 patients with >50% loss of scrotal skin 
after debridement who underwent testicular thigh pouches in 
order to assist in scrotal wound granulation, thus preventing 
the need for complex reconstructive procedures.3 

Herein, we report a surgical guide on how to create testic-
ular thigh pouches without the use of thigh counter-incisions 
in a patient with a particularly extensive case of Fournier’s 
gangrene requiring total penectomy and complete excision 
of scrotal tissue. 	

Case report

A 58-year-old male presented to the emergency room with 
severe penoscrotal Fournier’s gangrene originating in the 
corpus spongiosum secondary to an obstructing calculus 
in the distal urethra. The patient had a history of active 
intravenous drug use and reported an inability to void for 
five days prior to presentation in our emergency room. 
Computerized tomography scan in the emergency depart-
ment at presentation showed extensive gas around the penis 
extending into the corpora cavernosa and spongiosum. Gas 
was also seen tracking along the perineum, with extension 
around the prostate gland. In addition, there was a 10 mm 
calcification at the tip of the penis/urethra, consistent with 
a urethral stone.

On hospital day (HD) 1, he was promptly taken to the 
operating room for surgical debridement. Intraoperatively, 
he was noted to have complete liquefactive necrosis of the 
anterior urethra, corpus spongiosum, and corpora caver-
nosa distal to the verumontanum. He underwent extensive 
debridement, including a total penectomy to the level of the 
pubic bone. Additionally, there was severe compromise of 
the entire scrotal skin. Bilateral testes were uninvolved. The 
urine was diverted via suprapubic catheter. The perineum 
was involved in both superficial and deep layers; however, 
the anus and rectum were uninvolved and thus fecal diver-
sion was not performed. The inferior margin of the wound 
was approximately 3 cm superior to the anal verge. 

Following the initial debridement, on HD 3 and 9, the 
patient was subsequently taken to the operating room for two 
additional debridements. After the third debridement and 
examination under anesthesia for reconstructive planning, 
the wound surface area appeared too broad to close primar-
ily. The testes overlying the perineal wound would prevent 
optimal functioning and results of the wound vacuum device. 
We then decided to proceed with bilateral thigh pouches to 
allow for maximal wound granulation and contracture via 
wound vacuum placement prior to definitive reconstruction. 
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Case: Testicular thigh pouches for severe Fournier’s gangrene

Herein, we describe our technique for placement of bilateral 
testes into anteromedial thigh pouches without the use of a 
thigh counter-incision. Informed consent was obtained from 
the patient to allow for the presentation of the case.

Surgical technique

Figure 1 reveals the chronological steps taken to perform 
bilateral testicular pouches without the need for a thigh 
counter-incision. The patient was placed in a relaxed dor-
sal lithotomy position for visualization. Initial dissection 
involved freeing both testes and spermatic cords from the 
surrounding granulation and fibrinous tissue. The spermatic 
cords were mobilized to the level of the external inguinal 
rings (Figures 1A, 1B). Once at the level of the groin just 
distal to the external ring, the adductor longus tendon was 
palpated and blunt dissection with the surgeon’s finger was 
performed superior to this anatomic landmark, developing 
a plane below the dermis and fat in the anteromedial thigh 
compartment, taking care to stay anterior to the fascia lata 
(Figure 1C). Once adequate space was developed, the space 
was carefully inspected for hemostasis. The testes were then 
placed directly lateral into the pouch ensuring no twisting 
or acute angulation of the spermatic cord (Figures 1D, 1E). 
The testes were directed anterior to the adductor longus 
muscle at the medial aspect of the femoral triangle. The 
thigh pouch location was carefully inspected to ensure there 
was no tension on the spermatic cords or testes. 3-0 vicryl 
interrupted sutures were used to reapproximate the subcu-
taneous tissue around the cord as it entered the pouch in 
order to prevent proximal testicular migration. Thereafter, 
we maneuvered and flexed the legs while under anesthesia 
to confirm adequate mobility of, and lack of tension on, his 

testicles in order and to ensure there would be no impinge-
ment with thigh flexion.

The urethra was also inspected via flexible cystourethros-
copy and confirmed no corpus spongiosum was present distal 
to the verumontanum. Despite suprapubic catheter drain-
age, urine leakage into the perineum may complicate wound 
healing and hinder the success of skin grafts or flaps during 
final reconstruction. To prevent these complications, the distal 
prostatic urethra was closed with 2-0 vicryl suture. The blad-
der was then instilled with normal saline via suprapubic cath-
eter and confirmed no urine leakage distally into the wound. 

Once complete (Figure 1F), the wound defect was more 
favorable and the plastic surgery team was able to optimally 
place a wound vacuum device flush with the entire wound 
base, creating a good seal. After five days of vacuum seal, 
methylene blue was instilled into the bladder via suprapubic 
tube, and no blue coloration was seen within the wound 
vacuum collection cannister. Ultimately, the patient was 
managed with a wound vacuum system for approximately 
three weeks, with resulting formulation of healthy-appearing 
granulation tissue prior to undergoing reconstruction with 
an anterolateral thigh split-thickness skin graft (Figure 2). 

On followup, the patient recovered well, with satisfactory 
cosmetic effect and patient satisfaction. He had no reported 
difficulty with ambulation and denied testicular pain or dis-
comfort. There is no current plan for scrotal reconstruction 
with a meshed graft. 

Discussion

The aim of this report was to highlight a particularly destruc-
tive case of Fournier’s gangrene and to introduce a viable 
and effective reconstructive option for testicular coverage. 
The technique described is particularly useful in exten-
sive cases of Fournier’s gangrene wherein the majority or 
entirety of the perineum and scrotum is debrided. With this 
technique in the urologist’s armamentarium, we can offer 
patients with severe Fournier’s gangrene additional measures 
for reconstruction in the setting of extensive tissue loss.

Although the scrotal tissue exhibits potent elasticity and 
compliance, allowing for primary repair despite large tissue 
loss (>75%),4 Fournier’s gangrene can result in extensive 
tissue loss either from the initial infection or the multiple 
debridements that may be required.5,6 In addition to poten-
tially large wounds, these patients often have comorbidities 
that further impair wound healing. 

Testicular thigh pouches were first reported in the early 
1980s as a practical means of attaining acceptable cosmetic 
appearance with preservation and maintenance of testicu-
lar function.7 Specifically, testicular coverage serves as an 
important consideration given its potential impact on testicu-
lar physiological function (spermatogenesis and hormone 
production) and mental/emotional well-being.8

Figure 1. Surgical steps. (A) Testes/spermatic cords overlying wound base 
encased in granulation tissue. (B) Spermatic cords dissected free to the level 
of external inguinal ring. (C) Blunt dissection carried into the anteromedial thigh 
along the fascia lata. (D) Left testis placed within anteromedial thigh pouch. (E) 
Right testis placed within anteromedial thigh pouch. (F) Wound base optimized 
for placement of wound vacuum device.
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In recent years, thigh flaps and techniques using local 
tissue rearrangements with the remaining scrotal tissue have 
gained favor;9,10 however, in unusually advanced and severe 
cases of necrotizing infection, where repeated debridements 
and delayed closure are necessary to promote wound granu-
lation to allow for definitive reconstruction, we believe tes-
ticular thigh pouches still serve a valuable purpose. As high-
lighted above, this technique provides a relatively simple, 
but effective means of protecting the testes, reducing the 
surface area required for skin grafting, and potentially reduc-
ing overall recovery time given the smaller wound defect 
and ability to employ a wound vacuum dressing. Ultimately, 

the testes may be left in the thigh pouches indefinitely or 
mobilized back to the perineum at the time of grafting/clo-
sure depending on patient preference.	
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Figure 2. Status post-reconstruction with an anterolateral thigh split-thickness 
skin graft.


