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ACUTE TESTICULAR ISCHEMIA
CAUSED BY INGUINAL HERNIATION
WITH INCARCERATED LOOP

OF SIGMOID COLON IN NEWBORN.

Summary

The authors report a clinical case of a 14-day-old newborn with a left inguinal hernia with incarceration of the sigmoid loop
associated with testicular ischemia, a clinical situation that posed some problems of differential diagnosis. The mother of the
child was referred to the emergency department. Objective examination revealed hyperemia and edema of the left hemiscrotum,
and on palpation there was a hard, irreducible, painful swelling. The child was urgently taken to surgery. On re-examination an
incarcerated hernia was found with a viable sigmoid loop with moderate edematous changes. The testis showed obvious ischemic
changes. With difficulty, the sigmoid colon was reduced into the abdominal cavity, after observing the restoration of vascularization
of the preserved testis. The postoperative result was positive and the child was discharged in satisfactory condition.
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The incarceration rate of inguinal hernias in children ranges
from 3 to 16 %, with a higher incidence in infants. This can be
explained by the smaller dimensions of the inguinal canal and
the internal ring through which the herniated intestinal loops
pass, which can easily become trapped, causing obstruction
or later strangulation. One of the possible consequences of an
incarcerated inguinal hernia in boys is testicular ischemia due
to prolonged compression of the spermatic cord structures by
the contents of the sac, with ipsilateral testicular atrophy. This
complication is well described in the literature and occurs in
5-34 % of patients [1]. Testicular necrosis can be a serious
consequence of inguinal hernia incarceration in children,
leading to ipsilateral testicular loss [2].

Sigmoid colon as contents of inguinal hernia is a very
rarely reported event in children [3]. We report a case of
a child with a left-sided inguinal hernia with incarceration
of the loop of the sigmoid colon associated with testicular
ischemia, a clinical situation that posed some problems of
differential diagnosis.

A 14-day-old boy, born at term, weighing 3440 g, was
presented to the emergency room with a hard, elastic, painful
to palpation, purple colored hemiscrotal tegument in the
left hemiscrotum, with a hard elastic formation in the left
hemiscrotal region.

According to the mother, she noticed that the baby became
restless and vomited about 24 hours before admission.
During the diaper change, she noticed an enlargement of the
left hemiscrotum, which later became hard and erythematous.
The child was restless all night, so in the morning (09:00) the
mother went to the emergency room of our institution. The
history of inguinal hernia at birth was denied.

The objective examination revealed hyperemia and
edema of the left hemiscrotum, and on palpation there
was a hard, irreducible, painful swelling. The right testis
was palpable at the scrotal root. The abdomen was soft
and distended without signs of peritoneal irritation. The
ultrasound examination revealed free fluid in the affected
hemiscrotum, where a formation with faded contour and
increased echogenicity was visualized, suggesting the
diagnosis of testicular torsion. Although this combination
of findings also suggested an incarcerated inguinal hernia,

the prophylactic diagnosis of acute scrotum and testicular
torsion, favored by ultrasonography, was preferred.
Urgently, about 28 hours after the onset of symptoms,
the child was taken to surgery with an incision in the left
hemiscrotal region. On exploration, a small amount of serous
fluid was found. To avoid inadvertent injury to the bowel,
the pouch was opened and a loop of sigmoid colon identified
by haustration and mesocolon was found to be present. The
sigmoid colon was viable with moderate edematous changes.
The testis had obvious ischemic changes (Fig. 1). With
gentle but difficult manipulation, it was possible to reduce
the sigmoid colon into the peritoneal cavity after observing
restoration of vascularization of the preserved testis.

Fig. 1. Intraoperative appearance of the sigmoid
colon and testis.

An inguinal incision was then made through which
the peritoneo-vaginal process was mobilized, ligated and
excised. The operation was completed with drainage of the
left hemiscrotum and restoration of the anatomic plane.
The postoperative course was uneventful and the child was
discharged in a satisfactory condition.

Postoperatively, more than 1 month after the operation,
the parents have no complaints except for an insignificant
increase in the volume of the right hemiscrotum.
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Fig. 2. Pcient V., 14-days-old. Post-operative ultrasound of the testes: A) the left testis; B) the right
testis (explanations in text).

On ultrasonographic examination of the scrotum, the
left operated testicle was 13.0 x 7.0 x 9.0 mm, volume
0.5 cm3, clear, regular contour, relatively homogeneous
parenchyma, medium echogenicity, normally vascularized
(on power Doppler). Epididymis with normal sonographic
appearance. Scrotal vas deferens with normal amount of free
fluid. Pampiform venous plexuses are not dilated. Valsava
maneuver negative (Fig. 2 A).

Right testis measuring 14.0 x 9.0 x 9.0 mm, volume
0.6 cm3, clear, regular contour, relatively homogeneous
parenchyma, medium echogenicity, normally vascularized.
Epididymis with normal sonographic appearance. Vaginal
space of the scrotum with free fluid up to 7.0 mm thick with
declivitous sediment with multiple hyperechogenic floating
elements, the communicating hydrocele d-culum is established.
The pampiform venous plexuses are not dilated (Fig. 2 B).

Discussion. Infants less than 6 months of age are
comparatively more prone to testicular ischemia due to
incarceration than older infants. It has been found that the
propensity for testicular ischemia in infants is largely due
to vascular structures that lack a rich network of testicular
collateral vessels [4]. Testicular ischemia begins with
herniation, which causes venous obstruction and increased
pressure in a narrow and relatively rigid inguinal ring, with
subsequent development of venous thrombosis, hemorrhage,
and arterial insufficiency, resulting in unilateral congestive
testicular infarction. In the case described, there was
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a functional torsion of the testis, described in the literature as
an incarcerated inguinal hernia, which resulted in an absence
of vascular flow to the testis [5].

Testicular torsion with concomitant incarcerated inguinal
hernia in children is rarely described in the literature
[6]. While vascular torsion is the most common cause
of testicular torsion, vascular compression as seen in
an incarcerated or displaced inguinal hernia can lead to
ischemia and infarction [7].

A communicating hydrocele is defined by complete
patency of the vaginal process with a small opening
at the internal ring allowing only fluid to flow. Infant
hydrocele that communicates by history (fluctuating size) or
examination (reducible fluid) is often repaired immediately
after presentation. At the same time, there is evidence that
hydrocele in infants may resolve spontaneously before the
age of 18 months. According to the authors, there is a low
risk of progression to herniation, which is rarely seen [8,9].

Therefore, the identification of an acute scrotum,
especially in the neonatal period, can be challenging as
the physical examination findings can be quite subtle. The
surgeon must have a high index of clinical suspicion to make
a correct diagnosis in cases of incarcerated inguinal hernia or
testicular torsion to prevent the development of irreversible
bowel changes and to preserve an inschemic testis. The
possibility of testicular preservation in cases of advanced
testicular ischemia caused by incarcerated inguinal hernia
in infants should be considered.
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I'OCTPA IINEMIA A€YKA, CIPUYUNHEHA MAXBUHHOIO 'PHKEIO 3 YIHEMJIEHOIO INETJIEIO
CUTMOBHMJIHOI KUIIKA Y HOBOHAPOKEHOTO.

A. @eoopyk, A. Ilucapenxo, 1. Pegenko

IncrutyT Matepi Ta tuTHU, HanioHaabHuil HayKoBO-NPaKTHYHMIT HeHTpP auTs4oi xipyprii «Haranisaleopriy»,
Jep:xxaBuuii yniBepcurer Mmequuuuu i papmanii «HikonaeTecreminany»
(m. Kumunis, Pecnyoiika MoJiioBa)

Pesrome.

ABTOpH ONHCYIOTH KJIIHIYHMI BUIIaZ0K 14-IeHHOr0 HOBOHAPOPKEHOTO 3 JIIBOIO TAXBUHHOIO IPIIKEIO 13 3aIEMIICHHSIM IIeTIi CHT-
MOBH/THOT KHIIIKH, OB 3aHOIO 3 IIIEMI€I0 sIEUKa, KIIHIYHY CUTYAIlif0, SIKka CTAHOBMJIA EBHI IIpo0OieMu i epeHIiaabHOT iarHOCTHKY.
Maru qutray Oyia ckepoBaHa y BiJUIUICHHsT HEeBIIKIIaAHOT goroMory. [1pu 06’ eKTHBHOMY 0OCTEXEHHI BUSIBIICHO TiIIEpEMilo Ta HaOpsIK
JiBOT reMiKpOTyMa, a MpY Maibamii — TBEpAy, He3MIHIOBaHY, 0004y HPHUITYXJIiCTh. YPIeHTHO IUTHHA Oya J0CTaBlIeHa B Xipypriuyue
BizyiienHst. I1ig yac peBi3ii BUSIBICHO YIEMJICHY TPYIKY, SIKa MICTHJIA )KUTTE3aTHY NETII0 CUTMOBHIHOI KMIIKY 3 TOMIPHUMH Ha0Opsi-
KOBUMH 3MiHaMH. Sle4ko Majo siBHI ilIeMi4Hi 3MiHU. 3 TPYAHOIIAMH BJIAJIOCS BIPABUTH CUTMOBHIHY KHUILIKY B YEPEBHY ITOPOXKHHHY,
CIIOCTepirarouy 3a BiTHOBJICHHSIM BacKyJIsIpH3allii seuka, sika Oyina 30eperxeHa. [liciasonepauniituuii pe3ysbrar OyB HO3UTUBHUM, AUTHHA

BUITHCAHA B 33JI0BIILHOMY CTaHi.
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