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Summary

In order to determine the pattern and the factors that
influenced outcome, we retrospectively studied fifty-seven
patients with torsion of the testis admitted to the Jos Uni-
versity Teaching hospital between August 1993 and July
2001. The age ranged from 2 to 55 years with a mean of
22.7 years. Majority (79%) of the patients were in the sec-
ond and third decades of life. The main suspected precipi-
tating factors in this study were cold weather and scrotal
trauma; in 28% of the cases no cause could be ascertained.
Eight (14%) patients presented within 4 hours and 35 (61%)
presented after 24 hours of the onset of symptoms. Both
sides were equally affected. Testicular pain, retraction
and scrotal swelling were the most common presenting
complaints. The highest incidence 65%) occurred between
November and February when the weather on the Jos
platcau is coldest. At surgery, 34 (60%) patients were
found to have associated congenital anomalies; in 22 (39%)
patieuts, the testis was non-viable. There was no mortality
in this series and the complications were superficial wound
infection (14%), testicular atrophy (7%) and sub-fertility
(16%). High index of suspicion in a patient with acute
scrotum, prompt and effective surgery will improve tes-
ticular salvage.
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Résumé

Afin de décider latendance et des facteurs qui influencent
les résultat, nous avons rétrospectivement étudié cinquante sept
patients atteints de la torsion admis au centre hospitalo-
universitaire de Jos entre aolt 1999 et juillet 2001, La tranche
d’age étaient dans la deuxiéme et la troisiéme décennie de leur
vie.

Des facteurs les plus précipitamment présumés dans cet
¢tude ¢taient temps froid et traumatisme scrotal, dans 28% des
cas on ne peut pas déterminer aucune cause. Huit soit 14% des
patients se sont présentés en moins de 4 heures et 35 soit 61%
se sont présentés apres 24 heures du début des symptomes. Le
deux cotés sont également concernés. Douleur du testicules
rétraction et la bosse scrotale étaient des plaintes les plus
fréquentes. La fréquence la plus élevée 65% est arrivée entre
novembre et février quand le temps sur la plateau de Jos est
trop froid. Pendant la chirurgie 34 soit 60% des patients étaient
déja atteints des anomalies congénitales, chez 22 soit 39% des
patients, les testi étaient non-viables. Il n’y a aucun cas de la
mortalité dans cette série ¢t des complications sont des blessures
d’infections supetficielles 14%, atrophie du testicule 7% et sous
fertilité 16%. Indice trés élevé des soupgons chez un patient
atteint du scrotum aigu, la chirurgie efficace et rapide vont
améliorer des efforts de sauver le testicule.

Introduction

Testicular torsion was first reported in literature more
than one and a half centuries ago by a French surgeon Delasiauve
in 1840". It occurs in every society, and no age, clime or social
status is exempt. The clinical presentation has remained fairly
stable within this period, and so a high index of suspicion is the
key to early diagnosis. Prompt and effective surgical treatment
will ensure testicular salvage. Despite this, literature is awash
with reports of delayed presentation, mis-diagnosis and unnec-
essary delay in offering adequate surgical treatment, leading to
testicular wastage and/or subfertility'234.

In the temperature region testicular torsion occurs mostly
in the second decade, as opposed to the tropics where it is
known to affect young men between 20 — 29 years of age range’.
The reported precipitating factors include sudden drop in tem-
perature, trauma to the scrotum, coitus and straining®*. How-
ever, in some patients, it occurs spontaneously. Some of the
torted testes harbour some congenital anormalies®.

The most common presenting features are sudden onset
of scrotal and abdominal pain as well as vomiting. The testis is
usually retracted and tender.

Some of the differential diagnoses are epididymo-orchitis,
scrotal haematoma and strangulated inguino-scrotal hernia-all of
which could be eliminated by diligent clinical cxamination. An-
cillary imaging techniques such as ultrasonography’ may occa-
sionally be required. In view of the possible teratogenic effects
of radiation on the testis, the use of radiation and radioisotopes
for diagnosis is controversial.

Time is of cardinal importance in achieving testicular sal-
vage'’. Permanent damage may be done to the germinal epithe-
lium after 4 hours of ischaemia, while the Leydig cells respon-
sible for sex hormones may be irreparably damaged after eight
hours?®. Therefore we set out to identify the pattern and factors
that influenced outcome in the management of this diseasc on
the Jos Plateau.

Materials and methods

The study analysed retrospectively cases of testicular
torsion at the Jos university Teaching Hospital between August
1993 and July 2001. A total of sixty consecutive patients with
acute scrotum (testicular pain of sudden onset) were explored
during this period with a working diagnasis of testicular tor-
sion. Threc patients at surgery were found to have haemorrhaging
testicular tumour and were excluded from this study.

The information obtained from the hospital records of the
fifty-seven patients with testicular torsion were analysed for
demographic data, clinical features, operative findings, treat-
ment and outcome.

Results
During the 8-year period of this study. a total of 57
cases of testicular torsion were seen, with an age range of 2 to 35
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Table i Duration of symptoms at presentation

Duration of No. of Percentage (%)
symptoms (Hours) Patients

Less than 4 hours 8 14%

4 — 24 hours 6 10.5%
More than 24 hours 43 75.5%
Table 2 Clinical features

Testicular pain 100%
Lower abdominal pain 91.2%
Vomiting 28.1%
Retraction of the testis 87.7%
Scrotal swelling 66.7%
Increased pain on scrotal clevation (Prehn’s sign) 70.2%
Horizontal contralateral testis (Angel’s sign) 73.4%
Palpable Twisted Cord (Denim’s sign) 8.8%

years, and a mean of 22,7 years. Twenty-one (36.8%) patients
were teenagers, while 24(42%) were between 20 and 29 years.
All the social strata were involved, but the majority (59.6%))
were students. Seventy--seven percent of the patients were
single. In thirty seven (64.9%) patients it occurred between
November and February, the coldest period on the Jos Plateau.
In 4(7%) patients, the suspected trigger was trauma. Eight (14%)
patients presented within 4 hours, 6(10.5%) cases between 4

Table 3 Associated congenital anomalies

Anomalies No Percentage (%)
High tunica investment 12 21%

Long mesorchium 10 17.5%

Inversion of testis 4 7%
Cryptochidism 8 14%

.

and 24 hours while 43 (75.4%) cases presented after 24 hours of
onset of symptoms as shown in Table 1. The main clinical
features are as listed in Table 2 . It affected the right testis in 27
(47.4%) patients, the left in 26 (45.6%) and was bilateral in 4
(7%). Eight-(14%) of the patients had unilateral cryptorchid-
ism. General anaesthesia was used in 34 (59.6%) patients, local
infiltration with plain 1% lignocaine in 21 (36.8%) patients and
spinal anaesthesia was used in 2(3.5%) patients.

The degree and the duration of torsion were recorded in
only 28(50%) of the patients; one complete twist in 16 pa-

[able 4 Site affected

Affected area No of patients Percentage

(%)
Right testis 27 47.4%
Left testis 26 45.6%
Bilateral 4 7%
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tients; one and a half twists in 6, two twists in 4, and two and
half twists in 2 patients. In every one of these cases, the torsion
was recorded as rotation away from the scrotal septum. The
testis was viable in 35 (61.4%) patients and non-viable in 22
(38.6%). Orchidopexy was performed on all viable testes, as
well as on the contralateral normal testes; orchidectomy was
done for all non-viable testes.

Thirty-four (59.7%) patients had associated congenilal
testicular anomalies noted at surgery and these included high
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Fig. 1 Line graph showing relationship between average
temperature and frequency of testicular torsion

tunica investment in 12 (21%) patients, long mesorchium in 10
(17.5%), and inversion of the testes in 4(7%) patients; eight
(14%) other patients had cryptochidism. Ten (17.5%) patients
were managed as day case procedure and the duration of
hospitalisation for the remaining 47 (82.5%) was between one
and eight days with a mean of 3.2 days.

The complications recorded were superficial wound in-
fection in 8 (14%) patients, testicular atrophy in 4 (7%) and
subfertility in 9 (15.8%) patients.

Thirty (52.6%) patients were followed-up for between 3
and 36 months. Ten patients consented to semen analysis; 9 of
these patients had presented more than four hours after onset
of symptoms and were subfertile with semen count of between
4 x 10%ml and 8 x 10%/ml.

Table 5 Types of anaesthesia

Method No of patients Percentage
General anaesthesia 34 59.6%
Local infiltration (Lignocaine) 21 36.8%
Spinal anaesthesia 2 3.5%
Discussion

Torsion of the testis is a world wide surgical problem
affecting mostly adolescents and young men, though no age is
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Table 6 Complications

Causes No of patients Percentage
Superficial wound infection 8 14%
Testicular atrophy 4 7%
Sub-fertility 9 15.8%
No-complication 36 63.2%

exempt>®, In temperate climates, the incidence is highest amongst
teeenagers but reports from the tropics show that the incidence
peaks between the 20 — 29 years age range. On the Jos Plateau
however, the incidence in this study shows almost equal distri-
bution between the 10-19 years and 20 29 years age ranges. In
all, adolescents and young men aged between 10 and 29 years
made up 79% of all the cases in this study. All the social strata
were affected though students constituted about 60% in this
series; this risk group has also been identified by other work-
ers™?,

The Jos Plateau stands more than 35000 feet above sca
level and is peculiar for its temperature gradients. The tempera-
ture usually falls from an average of 28° Celsius between the
months of March and October to as low as 11° Celsius between
November and February. The temperature fluctuations could
vary widely. About 65% of patients with testicular torsion pre-
sented between November and February as illustrated in fig. |
and the incidence dropped sharply after the cold weather. It has
been observed that these patients when exposed on the oper-
ating table, had markedly contracted scrota with prominent
ruggae. The sudden drop in temperature leads to contraction of
the cremaster muscle in an upward and outward direction --
away from the scrotal septum. In 28 (50%) patients in whom
the direction of torsion was recorded at surgery, they were all
twisted laterally away from the scrotal septum. In four (7%)
patients scrotal trauma was the trigger. In this study, both sides
were equally affected.

The clinical features of testicular torsion (testicular pain,
retraction and scrotal swelling) have remained almost stable over
the centuries since the first report in 1840 by Delasiauve' and
so with a high index of suspicion, diagnostic accuracy should be
high especially in areas of depressed economy where modern
gadgetary may not be available. None of our patients had
doppler”™ or radio--isotope imaging studies* as these were not
available. The effects of radio-isotopes and radiation on the
gonads of adolescents and young men make the place of these
investigations controversial. Unnecessary scrotal explorations
during the eight-year period of this study were reported in
three patients who were confirmed at surgery and histologically
as cases of haemorrhaging testicular tumours. These three pa-
tients were excluded from the study. The policy of promptly
exploring every patient with acute scrotum even under local
lignocaine infiltration, if need be, even if onty to rule out testicu-
lar torsion, has been recommended by other workers*?.

Only eight (14%) patients presented within four hours of
onset of their symptoms- a period known for complete testicu-
lar recovery. Forty-three (75.4%) patients, resented after 24
hours. The severity of the pain associated with testicular tor-
sion often compels patients to seek help early. The problem is
misdiagnosis®*® at the various Jevels of health facilities in our
environment as well as by the recourse to unorthodox healers
by some of these patients,

Twenty two (39%) patients had ochidectomy due to non-

WAJM VOL. 22 NO. 2, APRIL - JUNE, 2003

viable testes giving about 61% testicular salvage rate in this
series. Once the diagnosis of testicular torsion is entertained,
only the most basic laboratory investigations such as the packed
cell volume (PCV) and urinalysis may be required before scrotal
exploration and this could be done under local anaesthesia with
good sedative analgesia. This protocol saves time and thus
improves testicular salvage. A total of twenty three (40%) pa-
tients were successfully explored under local or spinal anaes-
thesia. Most of the patients with testicular torsion were young
and otherwise fit and so could be managed as day case proce-
dure. Ten (18%) patients were managed as day cases in this
study.

It would appear that majority of the torted testicles
haboured defects either in their development or descent which
acted as predisposing factors to torsion>*. We recorded a total
of thirty four (60%) patients with congenital testicular anoma-
lies and eight (14%) others with cryptorchidism.

External manual derotation was not employed in this se-
ries. It is.a manoeuvre which is usually directed medially to-
wards the scrotal septum - a manipulation reported by oth-
ers>3*3% 1o be of value. External manual derotation may im-
prove the pain if the manoeuvre is successful. but as it is a blind
procedure, it will not indicate if derotation is complete, and
surely could not prevent recurrence. This view is shared by
other workers™. We suspect that external manual derotation
should be acceptable if it is done to gain time while waiting to
get the theatre ready.

Oedema of the testis may be extensive and at surgery, the
unwary may be confused as to which pole of the rotafed testis
should be superior. After complete derotation of a viable testis,
the appendicis testis is the guide to the upper pole of the testis.
In all the patients in this study, the derotated testis was fixed
with fine atraumatic monofilament non-absorbable sutures at
three or four points that would not allow rotation. The con-
tralateral testis was also similarly fixed at the same surgery.
There was no recurrence in our series unlike the experience of
others'"*¥, The tunica vaginalis should be opened and inverted
before fixation of the testis as this enhances the formation of
adhesions and stability of the testis".

There was no mortality and the complications re-
corded were superficial wound infections, testicular atrophy
and subfertility. Follow-up was poor. Only thirty (52.6%) pa-
tients could be followed up for between three and thirty-six
months; four of them had ipsilateral testicular atrophy. There
isa correlation between the duration of preoperative ischacmia
and the ultimate testicular size though carly reduction does not
absolutely prevent the development of testicular atrophy®*,
Also only 10(18%) patients consented to semen analysis, nine
of whom had orchidopexy performed on them more than 24
hours after the onset of symptoms and they were all subse-
quently subfertile with severe oligospermia. The other patient
had a normal sperm count and differentials and had presented
less than four before surgery. Time is of great importance in the
surgical management of testicular torsion**'232.2  Afier 4
hours of testicular ischaemia sufficient damage is inflicted on
the affected testis enough to result in atrophy***. Some workers
have recorded sterility rate of 6% as a result of testicular tor-
sion***, Prolonged testicular torsion results in germinal cell
ischaemia and necrosis. The products of the ischaemic germinal
cells could act as antigens and thus stimulate immunological
response against the affected as well as contralateral testes.
Men with unilateral torsion have subsequently been reported to
be subfertile even when they were offered orchidopexy early**,
We suspect that subfertility is not only related to the duration
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of torsion but also to the degree of ischaemia. Ischaemia is di-
rectly related to the degree of twisting on the spermatic cord. A
patient with a complete twist of the spermatic cord may be
subfertile within a few hours of torsion while another with an
incomplete twist of a longer duration may retain his fertility. In
our community where a man’s ability to sire a baby is highly
rated and even influences his place in the land ownership sys-
tem, infertility leaves the patient with a social stigma. Should
the examining surgeon be in doubt, he should urgently seek the
review of the patient by a more experienced senior surgeon
while getting all the arrangements ready for emergency scrotal

exploration at the earliest possible time??. Identification of

the group at risk, early diagnosis and prompt effective surgery
will imprave testicular salvage. Sustained public enlightenment
and continuing medical education for physicians and primary
health workers aimed at considering the possibility of testicular
torsion in young men with acute scrotum, will go a long way in
halting the ongoing testicular wastage'>'*1617,
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