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Testicular Torsion Without Scrotal Pain
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A 16-year-old healthy boy with no significant past medical history presented to the emergency
department (ED) with sudden-onset, severe, sharp, intermittent lower abdominal pain, worse on
the left side, with no radiation. The pain had started 30 minutes prior to arrival, soon after he
had eaten a homemade quesadilla. He had no associated fever, nausea, vomiting, diarrhea, or
dysuria. He reported having mild constipation with bowel motions every 2 to 3 days, occasional
straining, and hard stools but no blood.

Physical examination. The patient looked uncomfortable but nontoxic. He was afebrile, with
stable vital signs. General and abdominal examination findings were benign. The initial clinical
impression was of early gastroenteritis or constipation.

The patient denied scrotal pain but had mild left testicular tenderness. The testicles were of the
same size and showed normal lie and normal cremasteric reflex. There was no scrotal
discoloration.

Abdominal radiographs and urinalysis were ordered, and he was given a dose of
acetaminophen.

He vomited food 30 minutes after arrival and reported improvement in abdominal pain after
having vomited.

Urinalysis results were normal, and abdominal radiographs showed moderate amount of stool
throughout the colon.

During continued observation in the ED, about 2 hours after arrival, he reported feeling much
better, rated the pain at 1 of 10, and had no further nausea or vomiting. Abdominal examination
findings remained benign.

At 4 hours after the onset of pain, testicular ultrasonography was performed in view of the
persistent mild left testicular tenderness noted during the initial examination. The results



revealed left testicular torsion with an absence of blood flow to the left testis (Figures 1-5). The
scrotal skin was of normal thickness with no hyperemia. The testis demonstrated normal size
and echogenicity, but the epididymal head was enlarged and ill-defined, with prominent cystic
features indicative of infarction. A small hydrocele was also present. The spermatic cord was
normal, with no signs of torsion in the inguinal canal.

 

Figure 1: The right testicle had normal flow, but the left testical had no flow.



Figure 2: The right testicle had normal flow

Figure 3: The left testicle was normal in size and echogenicity but had no flow.



Figure 4: Right epididymis was normal in size and echogenicity.

Figure 5: Left epididymis was enlarged with cystic lesions.

 

A urologist was consulted, and surgery was performed approximately 5 hours after the onset of
pain. A 360° twist was found in the spermatic cord, with a resulting blue but salvageable testicle.
Orchiopexy was performed, and the patent was discharged in stable condition.

Discussion. Testicular torsion is usually diagnosed using color Doppler, which has high
sensitivity and specificity in detecting torsion.  Findings on grayscale ultrasonography of the
testis may be normal in the first few hours, as was the case with this patient.  The testis later
develop hyperechoic, hypoechoic, or heterogeneous patterns as they become non-viable.  The
epididymis is supplied by a branch of the testicular artery and can also become avascular,
enlarged, and hyperechoic in testicular torsion. Observation of the position and morphology of
the epididymis is thus an important part of the evaluation. The whirlpool sign (twisting of the
spermatic cord at the external inguinal ring) has a 100% specificity and sensitivity for testicular
torsion.

This patient’s case was unique in several respects. First, he did not report any scrotal or
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testicular pain during the entire episode. Second, his severe abdominal pain interfered with the
detection of mild testicular tenderness at presentation; only after his abdominal pain had
improved was it possible to confirm the presence of scrotal tenderness. Finally, the other signs
typically associated with testicular torsion were absent, and the suspicion came solely from the
presence of scrotal tenderness.

Testicular torsion is third in the list of causes of malpractice suits in adolescents aged 12 and 17
years  and usually presents with scrotal pain. However, abdominal pain as the sole presenting
feature of testicular torsion is a well known scenario, and several case reports and series in the
literature illustrate this presentation. The largest retrospective study on this subject found a
10.7% incidence of solitary abdominal pain without scrotal pain in 84 patients with confirmed
testicular torsion.  The study reported that a genital examination was not performed on the
initial visit in 6 of the 9 patients who presented with abdominal pain alone, and that 5 of these 6
patients needed an orchiectomy for a nonviable testis when the diagnosis was made after a
mean duration of 39 hours after onset of pain. Other studies report an 11% to 12.5% incidence
of abdominal pain as the sole presenting feature of testicular torsion.  Presentation with
abdominal pain is related to the abdominal location of the testes in the embryonic period, and
the fact that the nociceptive pain fibers to the testis are derived from spinal nerves T10 and
T11.

The reverse has also been reported, when acute appendicitis has presented in young children
as an acute scrotum, without abdominal signs and symptoms.  This can result from perforation
of the appendix, with pus tracking into the scrotum via a patent processus vaginalis or an
inflamed appendix lying in a patent processus vaginalis.

The two main lessons to learn from this case are that it is important to perform a careful genital
examination in all male patients presenting with abdominal pain and to consider a diagnosis of
testicular torsion even in the absence of typical clinical signs of torsion.  

References:

�. Kitami M. Ultrasonography of pediatric urogenital emergencies: review of classic and new
techniques. Ultrasonography. 2017;36(3):222-238. doi:10.14366/usg.17011.

�. Selbst SM, Friedman MJ, Singh SB. Epidemiology and etiology of malpractice lawsuits involving
children in US emergency departments and urgent care centers. Pediatr Emerg Care.
2005;21(3):165Y169.

�. Pogorelić Z, Mrklić I, Jurić I. Do not forget to include testicular torsion in dixerential diagnosis of
lower acute abdominal pain in young males. J Pediatr Urol. 2013;9(6 pt B):1161-1165.

�. Williamson RCN. Torsion of the testis and alied conditions. Br J Surg. 1976;63:465-476.

2

3

4-6

3

6

6



�. Cass AS, Cass BP, Veeraragharan K. Immediate exploration of the unilateral acute scrotum in
young male subjects. J Urol. 1980;124:829-832

�. Greaney MG. Torsion of the testis: a review of 22 cases. Br J Surg. 1975;62:57-58.

�. Friedman SC, Sheynkin YR. Acute scrotal symptoms due to perforated appendix in children: case
report and review of literature. Pediatr Emerg Care. 1995;11(3):181-182.

© 2024 HMP Global. All Rights Reserved. Cookie Policy  Privacy Policy  Term of Use


