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ABSTRACT
Background: Acute scrotum refers to sign and symptoms associated with local inflammation. Testicular torsion, torsion
of the testicular appendix and epididymo orchitis are common causes of acute scrotum. It is an emergency with 6 hour
critical time for surgery. it is possible to diagnose testicular torsion with almost 100% accuracy on physical examination
with the help of colour doppler ultrasonography.
Objectives: To determine the importance of testicular exploration in acute scrotum.
Methods: This cross sectional study was conducted at institute of kidney diseases Peshawar, Pakistan from July 2017
to June 2018. A sample of 29 patients was selected by convenience sampling. Detail history, examination, urinalysis
and complete blood count and Colour doppler ultrasonography were performed in all patients. Age in years was a ratio
data and analyzed for mean, SD, minimum and maximum.
Results: The age range was 1 year to 14 year. The mean age was 9.59±3.6. 18 patients (62.06%) presented, were in
8-14 years of age group followed by 11 patients (37.94%) in 1-8 years of age group. Time between onset of pain and
arrival at the ED was 0 to 6 hours for 21 patients, 7 to 12 hours for 6 patients and more than 12 hour for 2 patients.
Commonest presentation were, pain, swelling, redness and fever. Majority presented with left sided pathology. Per
operatively 22, 5 and 2 were found to have testicular torsion, torsion of appendix and epididymo-orchitis respectively.
Five patients underwent orchidectomy.
Conclusion: Acute scrotum needs immediate exploration for preservation of testes. Un necessary delay for investigation
can lead to irreversible ischemia and testicular loss.
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INTRODUCTION
Acute scrotum refers to sign and symptoms associated with local inflammation of the scrotum that appear
suddenly and usually are not associated with trauma.
Such signs and symptoms include scrotal pain, swelling, redness and fever.1 Testicular torsion(TT), torsion
of the testicular appendix (TTA) and epididymo orchitis
(EO) are three most common causes of acute scrotum.
Testicular torsion is define as twisting of spermatic cord
along longitudinal axis, with resultant ischemia due to
compromised blood flow to the testical.2
It is a urological emergency with time critical for
surgery, with most reports suggesting 6 hour as the
cut off for testicular viability3. Currently it is possible to
diagnose TT with almost 100% accuracy, on physical
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nography(CDUS).4,5 Manual detorsion as described by
Nash,6 has been suggested before surgery to return
blood flow faster. Upon exploration one third of testis
are ischemic and orchidectomy is performed.7

MATERIAL AND METHODS
This cross sectional study was conducted at the
department of Urology and renal transplantation, institute of kidney diseases Hayat Abad medical complex
Peshawar, Pakistan from July 2017 to June 2018. With
convenience sampling, 29 patients were included.
All patients were subjected to detail history and
physical examination followed by urinalysis and complete blood count. The physical findings included scrotal
erythema, swelling and tender scrotum. Colour doppler
ultrasonography (CDUS) was performed in all patients.
Intravenous prophylactic antibiotic were administered.
In the presence of suspicious clinical findings, surgical
exploration was mainly based on these clinical findings
rather than CDUS results. Either orchidectomy or orchidopexy was done for testicular torsion, at the same
time contralateral testis was fixed. Excision was done
for torsion of appendix. Age in years was a ratio data
and analyzed for mean, SD, minimum and maximum.
The rest were categorical data and analyzed as number
and percentage by using SPSS version 18.
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RESULTS

lower than our study.

During 1 year study period 29 patients with acutely
painful scrotum were admitted to our hospital. The mean
age was 9.59years±3.6SD. The age range was 1 year
to 14 year. 18 (62.06%) patients presented were in 8-14
years of age group followed by 11 patients (37.94%)
in 1-8 years of age group. Time between onset of pain
and arrival at the ED was 0 to 6 hours for 21 patients,
7 to 12 hours for 6 patients and more than 12 hour for
2 patients.

A firm, tender nodule can be seen as blue dot
through the skin of scrotum, is pathognomic of the
twisted appendage. Surgery for TTA is needed to rule
out testicular torsion and to relieve the pain, which can
last a week if it is managed non operatively19. In our
study we managed all cases of TTA surgically.

Commonest presentation were, pain in 26 patients, swelling in 23 patients, redness in 6 patients and
fever in 9 patients. Among total 17 patients presented
with left sided pathology and 12 with right sided. Surgical exploration was performed in all patients. Per
operatively 22, 5 and 2 were found to have testicular
torsion, torsion of appendix and epididymo-orchitis
respectively. Out of 22 testicular torsion patients, testis
were salvaged in 17 and removed in 5 patients.

DISCUSSION
Testicular torsion, torsion of the testicular appendix and epididymo orchitis are three most common
causes of acute scrotum8. In our study the prevalence
of TT, TTA and EO were found to be 75.6%, 17.2% and
6.8% respectively which were consistent to the findings
of Mustafa Gunes et all which were 74.2%, 13.4% and
8.2% respectively9. On the other hand in the study of
Waldert M et al10, and lyronis ID11, the most common
presentation were TTA and EO respectively.
It is important to distinguish these three because
of their different management. While MRI and nuclear
scintigraphy have high detection rate12 they are costly,
not universally available and can delay the optimal
timing of surgery. On the other hand CDUS has easy
availability, short duration, low cost and has its excellent
imaging of anatomical details and perfusion13. Current
studies in this topic favor history, physical examination
and CDUS studies for diagnosis14.
Clinical findings such as pain duration <24
h, nausea/vomiting, high riding testis and abnormal
cremesteric reflux were found to be predictive of TT.15
Over 20 years, CDUS has been used to diagnose TT.
It reduces the unnecessary surgical exploration of the
scrotum. In our study ultrasound specificity was 70%
which was comparable to the study of Huamao Ye et
al which was 71.4%16.
The success rate of preserving the testicle in TT
mainly depends on early presentation to the hospital.
Testicular infarction start after second hour of ischemia,
complete necrosis occurs in 6 hours and irreversible
loss of the testis occur in 24 hours. In our study total
testicular salvage rate in TT was 77.22%, which was
comparable to the study of Cost NG et al (75.7%)17. In
contrast, Zhao et al18 who reported 58.1 % testicular
salvage rate in patient < 18 year of age which was much
170

Acute epididymitis in boys is rare except when the
patient has anatomic abnormalities that predispose to
genitourinary tract to infection. Only 2 of our patients
were found to have such abnormalities which were
consistent with the findings of Peter A.M et al 20. There
were two boys in our study with epididymo-orchitis, all
of whom underwent surgical exploration.
Unfortunately, clinical findings overlap considerably between three most common causes of acute
scrotum. We did not use radionuclide scan to differentiate testicular torsion from epididymo-orchitis. When
this technique is readily available it can eliminate the
need for surgical exploration in epididymo-orchitis.

REFERENCES
1.

Tabari AK, Mirshermirani A, Rouzrokh M, Mahmudi
M. Early exploration in the management of acute
scrotum. Iran J Paediatr. 2010 dec;20(4):466-70.

2.

Adam S, howe, vaudevan V, kongnyuy M. Transl
Androl Urol.2017 dec: 6(6): 1159-66

3.

Sexsena AK, Catellani C, Ruttestock EM, Hollwarth
ME. Testicualr torsion: a 15 year single center clinical
and histological analysis. Acta paediatr Oslo Nor.
2012;101:282-6

4.

Gunes M, umul M, Altok M. Is it possible to distinguish testicular torsion from other causes of acute
scrotum in patient who underwent scrotal exploration? a multicenter clinical trial. Cent Eu J Urol.
2015;68:252-6

5.

Boettcher M, Krebs T, Bergholz R, Wenke K, Aronson
D, ReinshangenK. Clinical and sonographic features
predict testicular torsion in children: a prospective
study. BUJ Int. 2013;112:1201-6.

6.

Nash WG, Acute torsion of the spermatic reduction:
immediate relief. Br Med J. 1893;1:742.

7.

Cost NG. Paediatric testicular torsion: demoghraphic
of national orchidopexy versus orchidectomy rates.
J Urol. 2011;185(6 suppl):2459-63.

8.

YoungC, Song B, Tan J, Liu X, Wei GH. Testicular
torsion in children: A 20 year retrospective study in
single institution. Scientific World J 2011;11:362-8.

9.

Gunes M, Umul M, Altok M, Akyuz M. Is it possible
to distinguish testiculartorsion from other causes of
acute scrotum in patients who underwent scrotal
exploration? a multi center clinical trial. Cent Eu J
Urol. 2015:68(2);252-6.

10.

Waldert M, Klatte T, Schmidbauer J, Remzi M,
Lackner J, Marberger M. colour dopler sonography

KJMS May-August, 2019, Vol. 12, No.2

reliiabilyidentifies testicular torsion in boys. Urolo.
2010:75:1170-4.
11.

LyronisID, Ploumis N, Vlahakis I, Charissis G. acute
scrotum eitiology, clinical presentation and seasonal
variation. Indian J Pediatr.2009;76:407-10

12.

Terai A, Yoshimura K, Ichioka K, Ueda N, Utsunomiya
N, Kohei N et al. Dynamic contrast enhanced substraction magnetic resonance imaging in diagnosis
of testicular torsion. Urol. 2006;67:1278-82

13.

Gunther P, Schenk Jp, Wunsch R, Holland- Cunzs,
Kessler U, Trogher j et al. acute testicular toesion
in children: the role of sonography in diagnostic
workup. Eur Radiol. 2006;16:2527-32.

14.

Pepe P, Panella P, Pennisi M, Aragona F. does color
doppler sonography improve the clinical assesment of patients with acute scrotum? Eur J Radiol.
2006;60:120-4

15.

Boettcher M, Krebs T, Bergholz R, Wenke K, Aronson
D, Reinshangen K. clinical and sonographic feature-

spredicts testicular torsion in children: a prospective
study. BJU Int. 2013;112:1201-6.
16.

HuamaonYe, Zhiyoung Liu, Yinghao Sun. J Endourol. 2016 jun 1:30(6):704-8

17.

Cost NG, Bush NC, Barbor TDS, Huang R, Baker
LA. paediatric testicular torsion: demographic of
national orchidopexy VS orchidectomy rates. J Urol.
2011;185:2459-93.

18.

Zhao LC, Lautz TB, Meeks JJ, Maizels M. paediatric
testicular torsion epidemiology using a national data
base: incidence, risk of orchidectomy and possible
measures towards improving the quality of care. J
urol. 2011;186:2009-13

19.

Holland JM, Graham JB, Ignatoff JM. conservative
management of twisted testicular appendages. J
Urol. 1981;125:213-4.

20.

Anderson P, Giacomantio JM. the acutely painful
scrotum in cildren: review of 113 consective cases.
Can Med Assoc J. 1985 May 15;132(10):1153-5.

ONLINE SUBMISSION OF MANUSCRIPT

It is mandatory to submit the manuscripts at the following website of KJMS. It is
quick, convenient, cheap, requirement of HEC and Paperless.
Website: www.kjms.com.pk
The intending writers are expected to first register themselves on the website
and follow the instructions on the website. Author agreement can be easily
downloaded from our website. A duly signed author agreement must accompany
initial submission of the manuscript.

KJMS May-August, 2019, Vol. 12, No.2

171

