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ABSTRACT

Acute appendicitis commonly presents with right iliac fossa pain. However, it may
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present with right scrotal pain and swelling, which may be confused with other scrotal
pathologies such as orchitis, scrotal abscess, and testicular torsion. Acute appendicitis
in children and adolescents may present with scrotal pain due to inflammatory
intraperitoneal fluid tracking down into the scrotal sac via a patent processus vaginalis.

In rare cases, acute appendicitis may present concurrently with testicular torsion,
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making the diagnosis much more challenging. Herein, we present an even rarer case
of acute appendicitis with right testicular torsion and concurrent right inguinoscrotal

Introduction

ppendicitis is the most common surgical
emergency in the world. The reported
incidence is approximately 233 per
100,000 per year [1,2]. The lifetime
incidence risk of getting appendicitis
ranges from 6.7% to 8.5% [1,2]. It may
occur at any age, but it is rare in the
extremes of age groups [3]. Appendicitis is usually
caused by the obstruction of the appendiceal lumen
by faecolith, parasites, lymphoid hyperplasia, and
foreign bodies [3]. The luminal obstruction will cause
an increase in intraluminal pressure and reduction of

* Corresponding Author:

Mohd Shafiq Rahman

Address: Hospital Segamat, Johor, Malaysia.
E-mail: mrshafig1689@gmail.com

blood flow, inciting inflammation and ischaemia. Acute
appendicitis usually presents with right iliac fossa
pain. However, in rare cases, appendicitis may present
with acute scrotal pain. Such cases were first reported
by Wilkin et al. in 1985 [4]. Appendicitis presenting as
scrotal pain may be confused with orchitis, testicular
torsion, or scrotal abscess, making the diagnosis
challenging, especially in places where resources
are limited. In rare cases, acute appendicitis may
present concurrently with acute testicular torsion, as
reported by Akhtar et al., making the diagnosis even
more challenging [5]. Herein, we present an even
rarer case of acute appendicitis with right testicular
torsion and concurrent right inguinoscrotal hernia.
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This case occurred in a district hospital without any
subspecialty services.

Case Presentation

A 25-year-old male with no prior medical illness
presented to the Emergency Department with a 1-day
history of suprapubic pain. It was associated with
right scrotal swelling and pain of similar duration.
No dysuria or haematuria was reported. He also
complained of 2 episodes of vomiting over the last
two days, associated with watery stool. He denied any
fever or trauma.

Upon assessment, his blood pressure (BP) was 105/61
mmHg with a heart rate of 61 bpm. The patient was
afebrile. Abdominal examination revealed right scrotal
swelling measuring 3 x 3 cm. It was erythematous.
Tenderness was elicited over the suprapubic and right
iliac fossa regions and over the scrotal swelling. Cough
impulse was negative. Cremasteric reflex was present.
Urinalysis showed a pH of 6 with no other significant
abnormality. The white blood cell (WBC) count was 13
x 103/uL, haemoglobin (Hb) 12.5 x 10°%/uL, and platelet
(PLT) count 180 x 10°/L. The renal profile was within
normal range. Abdominal X-ray revealed no significant
abnormality and no dilated bowel.

Urgent ultrasonography of the scrotum and inguinal

area was performed. The right testis was mildly
enlarged and slightly hypoechoic compared to the
left side, measuring 1.9 x 3.4 x 3.3 cm. No flow was
demonstrated on color Doppler. Mild peripheral
vascularity with mild hydrocele was noticed. Targeted
ultrasound of the right iliac fossa was also performed as
the patient complained of pain during the procedure.
It showed a dilated appendix with surrounding free
fluid suggestive of acute appendicitis.

The patient was diagnosed with acute appendicitis
with likely missed torsion of the right testis. Clinical
reassessment after ultrasound showed tenderness at
the right iliac fossa with no more tenderness on the
right scrotum. The scrotal swelling observed during
the initial assessment was no longer present.

Diagnostic laparoscopy was performed urgently. After
insufflation of CO2, a right-sided inguinoscrotal hernia
was noticed (Figure 1). The appendix was dilated and
inflamed with minimal free fluid at the right iliac fossa
(Figure 2). An appendicectomy was performed. In
view of no available expertise, Lichtenstein tension-
free mesh inguinal hernia repair was done instead
of laparoscopic hernia repair. The hernia sac was
identified (empty sac) and ligated. We then proceeded
with scrotal exploration with an incision made at the
median raphe. No torsion was identified; however,
the right testis appeared dusky. Despite giving 100%
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Fig. 3. Non-viable testis upon inspection
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oxygenation with warm compression, the right testis
appeared non-viable (Figure 3). Right orchidectomy
and left orchidopexy were performed. A detailed
explanation was given to the patient after the surgery
regarding the intraoperative findings. He was also
taught how to perform testicular self-examination
prior to discharge. The patient was discharged well
two days after the operation. Histopathological
examination (HPE) of the appendix and right testis
confirmed the diagnosis of acute appendicitis and
right testicular torsion.

Discussion

Acute appendicitis may present with scrotal
pain, mainly on the right side, with concurrent
suprapubic and right iliac fossa pain. Dienye &
Jebbin reported a case of a 30-year-old fisherman
with right hemiscrotum pain, which progressed into
lower abdominal pain [6]. However, ultrasound of
the abdomen and scrotum was unremarkable, and
subsequent assessment showed no more scrotal
pain. An appendicectomy was performed after 2 days
in view of worsening abdominal pain. Najafizadeh-
Sari et al. also reported a similar case in which the
patient presented with scrotal, right inguinal, and
right lower quadrant pain but with negative findings
from the ultrasound to suggest testicular torsion [7].
An appendicectomy was performed, and no scrotal
exploration was done.

Most of the literature and guidelines recommend
early scrotal exploration in the case of suspected
testicular torsion [8-10]. The golden time for surgical
intervention and testicular salvage for suspected
testicular torsion is 6 hours from the onset of pain.
Ringdahl and Teague reported that the testicular
salvage rate is 90% if detorsion occurs within 6
hours [11]. The rate reduces significantly to below
10 percent beyond 24 hours. Ultrasound is helpful if
readily available and can be performed within 6 hours
from the onset of the pain. However, in unexplained,
persistent scrotal pain, early scrotal exploration
should be performed despite the presence of color
Doppler from the ultrasound to rule out torsion-
detorsion syndrome of the testis.

In both cases mentioned above, there was no
evidence of testicular torsion from ultrasound
(presence of color Doppler). The scrotal pain had
already subsided, but the abdominal pain was still
persistent. There was no longer clinical suspicion of
testicular torsion to warrant scrotal exploration. As
such, scrotal exploration was not performed in either
case.

RCP.

Shehzad and Riaz reported a case of acute onset of
right hemiscrotal pain with vague lower abdominal
pain in a 16-year-old male [12]. Because the patient
presented within 6 hours from the onset of pain
and the right testis was elevated, tender, and
swollen, urgent scrotal exploration was performed.
Intraoperatively, purulent discharge with patent
processus vaginalis was noted. The right testis was
normal. A Lanz incision was performed, and it was
found that the patient had perforated appendicitis
with a pelvic abscess that drained through the patent
processus vaginalis into the scrotum.

Interestingly, both acute appendicitis and testicular
torsion may occur concurrently, making the diagnosis
and subsequent management challenging. Akhtar et
al. reported a case of simultaneous acute appendicitis
with right testicular torsion in an 11-year-old child with
a 12-hour history of right lower quadrant abdominal
pain and vomiting [5]. He developed sudden onset
of right scrotal pain after vomiting. Examination
revealed localized peritonism at the right iliac fossa
with a tender, swollen right hemiscrotum. Urgent
scrotal exploration revealed a gangrenous testis with
intravaginal torsion. A Lanz incision was made to
explore the abdomen, which showed an inflamed,
oedematous appendix. The authors explained that
the simultaneous occurrence could be due to a violent
bout of vomiting caused by the appendicitis. This
could have generated an intense cremasteric reflex,
triggering the torsion. The cremasteric muscle may
contract and cause a rotational effect on the testis,
leading to testicular torsion [5,13].

In our case, because the patient presented more
than 24 hours from the onset of pain and ultrasound
supported the concurrent diagnosis of acute
appendicitis and missed right testicular torsion, we
decided to perform a diagnostic laparoscopy first.
This allowed us to assess the presence of any intra-
abdominal collection. However, an inguinoscrotal
hernia was an incidental finding discovered
laparoscopically. Lichtenstein tension-free mesh
inguinal hernia repair was performed as no gross
contamination or pus collection was observed. Scrotal
exploration was then performed to confirm the
diagnosis of testicular torsion.

It is possible that in our case, the appendix was
trapped inside the inguinal canal (Amyand’s hernia)
and became inflamed. This may explain the initial
clinical finding of tender right scrotal swelling, which
could not be detected during ultrasound. We infer
that the Amyand’s hernia may have spontaneously
reduced prior to ultrasound assessment. The non-
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viable testis in this case could be explained either
by the compression of the vasculature to the testis
(spermatic cord) by the inguinoscrotal hernia or by
possible torsion-detorsion syndrome. As such, no
torsion was identified during the scrotal exploration.

Conclusion

In conclusion, acute appendicitis may present
with acute scrotal pain. All patients presenting with
scrotal pain should be treated as testicular torsion
until proven otherwise. Thorough history taking and
clinical examination are of paramount importance
to ascertain the diagnosis. The timely diagnosis of
suspected testicular torsion will ensure early surgical
intervention and testicular salvage. In medical centers
with available expertise and resources, sonography
ultrasound is of vital importance and should be
performed urgently prior to any surgical intervention.
However, if the diagnosis is uncertain and resources
are limited, scrotal exploration is warranted for all
acute scrotal pain and swelling, provided informed
consent is obtained from the patient.
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