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Case Report

Torsion of the Spermatic Cord: An Exemplary Early Presentation
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ABSTRACT

Torsion of the spermatic cord may lead to loss of the testis when presentation
is delayed. In our environment, a high premium is placed on the male child and
his ability to procreate. Hence, torsion of the spermatic cord is a true surgical
emergency. Here, we report a case of torsion of the spermatic cord in a 19-year-
old student that exemplifies early presentation and short presentation-detorsion
time. Immediately after the operation, the clinical information in the patient’s case
file was summarized. A literature search was conducted on the subject matter, and
the findings were compared with those of the present patient. The determinants
of outcome include presentation time and the time between presentation and
operation. Unfortunately, in many series, late presentation is still the norm. In the
index patient, the presentation time was very short. In our environment, patients
with torsion of the spermatic cord can present early and be operated promptly if
we can provide public health education, mobile phones, commercial taxis, and

good road networks.
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CASE REPORT

he patient was a 19-year-old male 200-level

student of Mass Communication at Babcock
University, Ilisan-Remo in Ogun State, Nigeria. He
was living within the university campus. He presented
with sudden onset of pain in the right hemiscrotum of
30-min duration. The pain was very severe, worsening,
nonradiating, and associated with nausea and vomiting.

There was no antecedent trauma, and no associated
fever. There were no urinary symptoms. There was no
past history of intermittent scrotal pain. Three days prior
to the onset of scrotal pain, he presented with features
suggestive of malaria fever and upper respiratory tract
infection. He was commenced on antimalarial and
analgesic medications.

On examination, he appeared acutely ill, in severe pain,
afebrile, not pale, and well hydrated. Temperature was
36.7°C, respiratory rate was 24/min, pulse rate was 80/
min, and blood pressure was 140/90 mmHg.

The phallus was circumcised, external urethral meatus
was patent, and there wasno urethral discharge.
There was no palpable urethral induration. The right
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hemiscrotum was swollen, and the cremasteric reflex
was absent; there was a palpable tender firm-to-hard
mass above the testis, which was high-riding, tender,
and firm. Prehn’s sign was absent. On the left side, the
cremasteric reflex was present, left testis had a horizontal
lie, and was soft and nontender.

The findings on digital rectal examination were within
normal limits. Doppler ultrasound and radionuclide
scintigraphy machines were not available in our
Accident and Emergency Department. A clinical
diagnosis of torsion of the right spermatic cord was
made. There was no attempt at manual detorsion. The
patient was counselled for emergency scrotal exploration
and bilateral orchidopexy.

Emergency laboratory evaluation were: hemoglobin =
14.9¢g/dl, white cell count = 6100/cmm, and platelets
count = 228 x 10%/cmm. Urinalysis was normal.
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Figure 2: Pink detorsed right testis

He underwent an emergency scrotal exploration and
bilateral orchidopexy under local anesthesia. Operative
findings in the right hemiscrotum were edematous bluish
testis, which became pink on detorsion [Figure 1] and
[Figure 2], 360° torsion medially, high investing tunica
vaginalis, horizontally lying testis, and long partially
detached mesorchium.

The left testis had high investing tunica vaginalis,
horizontal lie, and long partially detached mesorchium
[Figure 3]. The postoperative period was uneventful.

DiscussioN

Torsion of the spermatic cord usually occurs in children,
teenagers, and postpubertal males, and can occur at any
age."? The prevalence of torsion was reported as 8.6 per
100,000 males aged 10 to 19 per year in the United States.?!

Anomalies of the tunica and processus vaginalis
predispose to the torsion of the spermatic cord. The bell-
clapper deformity was identified in 12% of males in an
autopsy series.”! This anatomic variant is due to partial
or complete failure of fusion of the tunica vaginalis along
the epididymis, resulting in incomplete attachment of the
testis/epididymis to the scrotum or to an abnormally wide
attachment (mesorchium) of the testis to epididymis. The

IU : e ‘ latter scenario may cause a true torsion of the testis,
Figure 3: Left testis is a mirror image of the right whereby the testis torses on its mesorchium.
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The exact precipitating factor in each patient may
be difficult to ascertain, however, may include cold
temperature, sexual foreplay, sudden movement, or
trauma. Undescended testes are at a higher risk of
torsion. Recurrent torsion of the spermatic cord may
occur following orchidopexy as a result of failure of
suture material used for the fixation.!”

Torsion of the spermatic cord may be extravaginal or
intravaginal. Extravaginal torsion of the spermatic cord
is common before birth and in the perinatal period
before established fixation between the tunica vaginalis
and dartos within the scrotum. Extravaginal torsion of
the spermatic cord may lead to loss of the testis and,
depending on the timing, may present as a nonpalpable
“vanishing” testis in a child evaluated for cryptorchidism
or as an abnormal scrotal testis on the first postnatal
examination.

Intravaginal torsion of the spermatic cord is common
among older male children, teenagers, and postpubertal
boys. In this case, the spermatic cord carrying the testis
such as the clapper of a bell, which twists on itself within
the tunica vaginalis. Usually torsion of the spermatic
cord occurs in the medial direction, towards the midline;
however, it can also occur in the lateral direction in a
third of cases.®

Torsion of the spermatic cord will cause a reduction or
cessation of blood flow to the testicular parenchyma.
Irreversible ischemia sets in within 4—6 hours if there is
total compromise of blood supply.”’

The tight Sertoli-cell junctions provide the testis with a
barrier that prevents the immune system from coming in
contact with the post-meiotic germ cells. In torsion, the
barrier can be violated, resulting in an immune response
to sperm, with production of antisperm antibodies
(ASABs), which includes sperm agglutinating, sperm
immobilizing, or spermotoxic antibodies. This explains
the subtle abnormalities of semen quality that occurs
after torsion, and it seems to show a positive correlation
with shorter duration of torsion and reduced atrophy.!!”

The determinants of outcome are whether it is
extravaginal or intratravaginal, degree of torsion,
presentation time and time between presentation, and
operation, as well as bilaterality. The presentation time is
very critical in determining the outcome of management.
Unfortunately in many instances, the late presentation is
the norm.

In Alabama, Cummings et al. reported a mean
presentation time of 6.5 h among 17 patients who were
820 years old and 11 h among 27 patients who were
21-34 years old. The mean time between presentation

and operation was 4.8 hours among the younger age
group and 7.1 h among the older age group.!'!

In New York, Barada et al. reported a mean presentation
time of 20 h among patients less than 18years old, and
4 h among those who are older than 18 years of age. At
surgery, 44% of the former group required orchidectomy
as against 8% of the latter group.!'”

In the case being reported the patient presented at our
Accident and Emergency Department; it is exemplary
that the presentation time was 30 min. He was reviewed
by the Consultant Urological Surgeon within 20 min. He
was received in the main theatre within 58 min following
presentation. The interval between presentation and
detorsion was 1 h and 52 min. The entire duration, from
the onset of pain to end of the surgery, was 3 h and
27 min.

There are lessons to be learnt from this exemplary early
presentation, examining the circumstances that made
him present within 30 min of the onset of scrotal pain.
He had been on treatment for a febrile illness 3 days
prior to the onset of the scrotal pain and the attending
medical officer had counselled him to come back if he
had any further complaints, though the doctor did not
mention scrotal pain. When he developed sudden severe
scrotal pain, he quickly took to the advice of the doctor.
This case has emphasized the role of counselling in
clinical practice. Hence, we should learn to counsel our
patients appropriately and adequately in spite of our
busy schedule.

This case has highlighted the role of transportation
and accessibility in the presentation of torsion of the
testis. The patient was living in the university male
hostel, located at a short distance from the Accident and
Emergency Department, he immediately walked down
with the assistance of two roommates. If he had to hire
one or two taxis and probably pass through some narrow
windy roads, with numerous pot holes, he could have
been delayed. Poor road networks and nonavailability of
vehicles may be responsible for delayed presentation of
testicular torsion in our environment.

Other factors that contributed to the prompt treatment
in this case included the use of mobile phone and early
diagnosis. The attending medical officer, on suspecting
torsion of the testis, rather than writing a letter to
request expert consultation, quickly called a Consultant
Urological Surgeon on phone to review the patient.
Subsequently, a clinical diagnosis was made and the
patient had emergency scrotal exploration and bilateral
orchidopexy. In other centres, early diagnosis is a
challenge; the condition is commonly misdiagnosed
and scrotal exploration is often delayed.!'*'*! The lesson
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here is to have a high index of suspicion and to call
the attention of senior colleagues whenever in doubt.
Furthermore, instead of writing the traditional “consult
letters” that will be delivered by ward orderlies;
we should introduce the use of mobile phones as an
official means of requesting expert consultation in our
hospitals.

It is highly recommendable to initiate series of health
education seminars for male undergraduates in our
university campuses, educating them about the risk
factors, symptoms and the need for emergency surgical
intervention in torsion of the testis. This effort will
enhance direct self-referral to the hospital in this
subgroup of patients, minimizing the usual delay in
presentation.

In conclusion, in our environment, patients with torsion
of the spermatic cord can present early and be operated
promptly if we can provide reinforced public health
education to the population at risk; functional mobile
phones in our emergency rooms, government-assisted
commercial taxis, and good road networks.
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