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Abstract

One of the most common urgent urologic problems seen in 
young patients in the emergency department is the acute scro-
tum. Testicular infarction from an incarcerated inguinal hernia is 
an unusual presentation and often not considered in the initial 
evaluation. We present an interesting case of a 28-day-old boy who 
presented with an acute scrotum and was found to have a testicular 
infarction and an incarcerated inguinal hernia. The management of 
similar cases in young males may vary depending on which surgi-
cal service is consulted initially and a scrotal ultrasound should be 
done without any delay.

Case report 

A 28-day-old boy with right scrotal swelling was brought 
in to the emergency department (ED) by his parents. His 
mother noticed he was irritable and crying on the morning 
of the presentation. He was breastfeeding with no vomiting, 
diarrhea or other symptoms. He saw his family physician 
at noon and had a normal exam. His mother later noticed 
right-sided scrotal swelling while changing his diaper and he 
started to be more irritable. There was no history of trauma. 
His medical history revealed an uncomplicated delivery and 
normal neonatal physical exam. His family history was unre-
markable. 

He was seen in the ED by the emergency physician within 
3 hours of the scrotal swelling. Urology was consulted to 
rule out testicular torsion.

He was comfortable and not in distress. His vital signs 
were within the normal ranges and he was well-hydrated. 
Chest exam was normal. The abdomen was soft and non-
tender. The right scrotum was swollen and tender. There 
was no change in the scrotal skin colour. The left testicle 
was easy to feel and felt normal in the scrotum. It was dif-

ficult to palpate the right testicle as there was palpable right 
swelling suggestive of inguinoscrotal hernia. Scrotal trans-
illumination was negative. He was uncircumcised with a 
normal phimotic foreskin. The cremasteric reflex was absent 
on the right side and present on the left side. The rest of the 
examination was unremarkable. 

The scrotal ultrasound showed evidence of bowel con-
tents in the right scrotum, no blood flow to the right testicle 
and a reactive hydrocele. There was normal blood flow to 
the left testicle (Fig. 1). The patient was immediately taken 
to the operating room. The general surgery team was con-
sulted and reduction of the hernia was done under anesthetic 
before the scrotal exploration. We used bilateral transverse 
scrotal incisions for exposure because of surgeon preference. 
Intraoperative examination revealed an ischemic looking 
right testicle with torsion of the spermatic cord (Fig. 2). The 
right testicle was detorted and wrapped in warm gauze. 
We proceeded with performing an orchidopexy on the left 
testicle.  The left testicle was normal. After 30 minutes we 
inspected the right testicle again and it was still black in 
colour. The tunica albuginea was incised and it did not 
bleed. As a result, it was felt that the testicle was non-viable 
and a right orchiectomy was performed. The general surgery 
team decided not to repair the hernia at this point second-
ary to the edema and swelling and preferred to do it on 
elective basis. 

Discussion 

One of the most common urgent urologic problems seen in 
the ED is the acute scrotum. On the forefront of each clini-
cian’s mind is the possibility of testicular torsion. The diag-
nosis of testicular torsion, however, is not always straight-
forward because of other processes, such as torsion of a 
testicular or epididymal appendage, epididymitis, tumour, 
incarcerated hernia or trauma. The history and physical 
examination, timing of presentation relative to the onset of 
the symptoms, and the age of the child are often the key 
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in making the correct diagnosis. The only condition that 
requires emergent surgery is testicular torsion. Testicular tor-
sion presents in a bimodal age presentation, with extravagi-
nal torsion occurring in the perinatal period and intravaginal 
torsion peaking in puberty, although the latter can be seen at 
any age.1-3 It is unusual to see testicular torsion in the first few 
months of life, but it is still possible and it should be on the 
differential diagnosis list. At this age the diagnosis is difficult, 
as physical findings may be subtle. Patients with postnatal 
torsion have more favourable salvage rates of 30% to 40% 
and should undergo emergent surgical intervention.4 It is 
controversial whether a contralateral orchidopexy is needed 
as it is an extravaginal process. One must weigh the risk of 
injuring a healthy, uninvolved contralateral testicle when 
proceeding with a prophylactic maneuver to prevent poten-
tial future torsion. It remains unknown whether individuals 
with unilateral neonatal testicular torsion are at increased 
risk for torsion of the remaining solitary testicle.5,6

However, asynchronous torsion is not as rare an event as 
previously reported and it may pose a diagnostic challenge. 
The risk of asynchronous contralateral testicular torsion in 
different series is between 2%7 and 33%.8 If the surgeon 
decides not to do contralateral orchidopexy, it is important 
to counsel the parents to watch for any signs suggestive of 
contralateral torsion. This may place a heavy burden on 
already traumatized parents.

Inguinal hernias are common scrotal masses in young 
patients and are almost always indirect hernias resulting 
from a patent processus vaginalis. The concern in the young, 
preverbal population is that caregivers may not recognize 
the signs and symptoms of incarceration. Delay in seeking 
medical attention may lead to incarceration with subsequent 
strangulation of the hernia. The condition may also lead to 
bowel obstruction with development of ischemia, further 
leading to gangrene and septicemia.  Reduction of the hernia 
should be done early, not only to preserve the bowel, but 
also to avoid pressure on the ipsilateral spermatic cord and 
prevent testicular ischemia.9

Five cases are reported of patients who presented with 
incarcerated inguinal hernia and testicular infarction.10-14 The 
association between the incarcerated inguinal hernia and 
testicular infarction can be coincidental or can be related.  
Although actual twisting of vessels is the most common rea-
son, other mechanisms, such as vessel compression, may 
result in ischemia and infarction. History and physical exam 
are important tools to diagnose torsion and incarcerated ingui-
nal hernia when they present separately. Ultrasound with 
Doppler is particularly valuable to confirm the diagnosis. 

Conclusion 

The management of the acute scrotum in a neonatal male 
may vary depending on what surgical service is consulted 
initially. In our case, the urology service was asked to see the 
boy first and a Doppler ultrasound was organized, as well 
as a surgical consult for the hernia. However, if the primary 
consultation was for the surgical team regarding the hernia 
and it was easily reduced, the torsion would likely not have 
been diagnosed. In this case despite the fact that the tor-
sion was not detorted in the time to save the testicle, it still 
emphasizes the importance of considering both diagnoses 
in the neonatal boy. The question is: does every male child 
who presents with an incarcerated inguinal hernia need a 
scrotal ultrasound with Doppler? We suggest performing a 
scrotal ultrasound if done without delay on children present-
ing with scrotal swelling suggestive of incarcerated ingui-
nal hernia to rule out testicular infarction until this issue is 
addressed by further studies. 

Fig. 2. Intraoperative picture showing both testicles.

Fig. 1. Ultrasound of the scrotum with Doppler study showing no blood flow to 
the right testicle and right inguinal scrotal hernia.
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