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 Torsion of spermatic cord

 Strangulation of the blood 
supply

 Oedema, ischemia

 Fibrosis, atrophy

 Necrosis

 Loss of exocrine and 
endocrine function



 severe acute unilateral scrotal pain

 scrotal swelling

 Reddening of the scrotal skin

 Lower abdominal pain,nausea and vomiting

 High-riding testicle with an absent cremasteric reflex.

 Horizontal testicular position.

 Color Doppler Sonography: absence of arterial flow

 NO FEVER





 Degree of torsion

 Duration of torsion

 Treatment within 3-4 hours is optimal

 Recovery is possible within 12-24 hours

 Preservation doubtful after 24 hours

 Beyond 48 hours orchiectomy is advised

 Taskinen S, Taskinen M, Rintala R. Testicular torsion: orchiectomy or 
orchiopexy? J Pediatr Urol. 2008;4(3):210–213



Tryfonas G, Violaki A, Tsikopoulos G et al. Late postoperative results in males treated for testicular torsion during childhood. 



 Preserve the ipsilateral testis, when it remains viable. 

 Prevent contralateral torsion. 









Two prospective studies of young children with 
testicular torsion (mean ages <12 years) used a 
similar protocol of incision through the tunica 
albuginea ± into parenchyma, followed by 
observation for arterial bleeding within 10 min. 
Orchiopexy was done in those with bleeding, with 
subsequent atrophy in 17–22 %. 

 Arda IS, Ozyaylali I. Testicular tissue bleeding as an indi- cator of 
gonadal salvageability in testicular torsion surgery. BJU Int. 
2001;87(1):89–92. 



A prospective study involved 19 children mean age 9 years 

(0–13) with testicular torsion in which the tunica albuginea 

and testicular paren- chyma were incised deeply for biopsy 

and warm sponges applied. The surgeon observed for fresh 

arterial bleeding for up to 10 min, pexing those with flow 

(n=12) and removing those without. Follow-up was done 

using color Doppler US at 15 days and 1 year in all 

undergoing orchiopexy. Atrophy (not defined) was diagnosed 

in 2/12 (17 %) “after a month of follow-up” 

Arda IS, Ozyaylali I. Testicular tissue bleeding as an indi- cator of gonadal 

salvageability in testicular torsion surgery. BJU Int. 2001;87(1):89–92 



Another prospective study reported 15 boys, median 

age 8 years (6–12), with testicular torsion who were 

operated, each having the tunica albug- inea incised 

followed by observation for arterial bleeding for 10 

min. Flow noted within 10 min resulted in orchiopexy 

in nine; using color Doppler US at follow-up a median 

of 2.6 years (0.8–4), atrophy defined as volume loss of 

50 % on the contralateral side occurred in two (22 %) 
(Cimador et al. 2007) . 

Cimador M, DiPace MR, Castagnetti M, DeGrazia E. Predictors of testicular viability in 

testicular torsion. J Pediatr Urol. 2007;3(5):387–90. 





Thirty-one patients with torsion had mean pain 

duration of 6 h (1 h to 7 day), with orchio- pexy done 

in 22 (71 %). At follow-up (not clearly stated for 

torsion patients) one (5 %) had atrophy (not defined) 
(Murphy et al. 2006). 

Murphy FL, Fletcher L, Pease P. Early scrotal exploration in all cases is the 

investigation and intervention of choice in the acute paediatric scrotum. Pediatr 

Surg Int. 2006;22(5):413–6. 



In the study by Figueroa et al. (2012) described 

in the section above, atrophy occurred in 

approxi- mately 40 % thought to have “good 

appearance and color” after detorsion or 

parenchymal blood flow after tunica albuginea 

incision. 

Figueroa V, Pippi Salle JL, Braga LH, Romao R, Koyle MA, Bagli D, et al. 

Comparative analysis of detor- sion alone versus detorsion and tunica 

albuginea  

decompression (fasciotomy) with tunica vaginalis flap coverage in the surgical 

management of pro- longed testicular ischemia. J Urol. 2012;188 Suppl 4Suppl 

4:1417–23. 



 Degree of torsion and Duration of torsion

 Preserve the ipsilateral testis, when it remains viable

 Prevent contralateral torsion

 Patients after testicular torsion may benefit from regular long-
term follow-up.

 Further studies are necessary to determine optimal treatment 
and management of patients after torsion to prevent loss of 
testicular functions.
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