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A Rare Case: Segmental Testicular Infarction

ibrahim Karabulut', Ali Haydar Yilmaz2, Mahmut Kog?, Saban Oguz Demirdogen?

Abstract

Bu ¢alismada nadir rastlanan segmental enfarktin, akut skrotumun ayirici tanilari arasinda degerlendirmesini amagladik. Ani skrotal agri nede-
niyle basvuran 32 yasindaki hastanin radyolojik degerlendirme sonucu testiste kanlanmayan kitle tespit edilmis. Tumor markirlari negatif olan
hastaya parsiyel orsiektomi yapilmis.Segmental enfarkt tespit edilmis. Akut skrotumun klinik ve radyolojik bulgular birlikte degerlendirilerek
ayiricl tanilar arasinda segmental enfarkt da olabilecegi goz ontinde bulundurularak gereksiz orsiektomilerin 6niine gecilmelidir. Bu tiir hasta-

larda progresyon yoksa takip edilebilecegi de akilda tutulmalidir.
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Introduction

Testicular infarction is usually observed globally, and its most common causative factor is testic-
ular torsion. Testicular adnexa, acute epididymitis, and epididymo-orchitis can be included in
the differential diagnosis. Strangulated inguinal hernia, segmental testicular infarction, testicu-
lar tumor, and idiopathic scrotal edema are among the rarer causes of acute scrotum. Global
infarction is a diagnosis of urologic emergency. Segmental testicular infarction is a rare case,
and it is seen in the second and fourth decades of life. Although its clinical symptom is similar
to testicular torsion in the beginning, late acute stages and radiological images can be mixed
with testicular tumors. Therefore, it may result in radical intervention. In the early period, it
is observed as a heterogeneous hypoechoic focus with an unclear margin. Infection, trauma,
tumors, bleeding, iatrogenic causes, and torsion are responsible for its etiology (1). In our study,
we aimed to present the case of a patient in whom we conducted partial orchiectomy due to
the presence of testicular mass lesion and whose pathology result was indicative of segmental
testicular infarction.

Case Report

A 32-year-old male patient applied our clinic due to left testicular pain. No pathology could be
detected in his scrotal examination. It was learned from his anamnesis that he had undergone left
varicocelectomy a year ago, and his pain had begun afterward; it was also learned that he was in-
fertile. The results of requested laboratory analyses were normal. A 18x15-mm mass lesion inside
the left testis without hypoechoic heterogeneous internal blood supply was observed on perform-
ing scrotal Doppler ultrasonography (GE Healthcare®; USA) and the right testis was observed to be
normal. A 2-cm mass lesion not displaying apparent contrast enhancement in T2 sequences was
observed when pelvic magnetic resonance imaging (MRI) (Siemens® Germany) in the patient with
a pre-diagnosis of testicular tumor (Figure 1). No pathological lymph node was observed. Tumor
marker levels were normal (lactic acid dehydrogenase : 98 U/L, alpha-fetoprotein: 1.92 ng/mL,
and serum beta human chorionic gonadotropin: <1.2 mIU/mL). He was found to have oligosper-
mia based on his spermiogram.

A decision of perform partial orchiectomy was made as there was no blood supply and con-
trast enhancement, his tumor marker levels were normal, he was infertile, and his tumor
burden was below 30%. Informed consent was obtained from the patient. The layers were
opened via a inguinal incision under general anesthesia. The testicle was passed through,
and the tunica vaginalis and albuginea were opened. The lesion described in the radiologi-
cal images was palpated in the testicle. It was opened (Figure 2) and removed after excising
it from the surrounding tissues (Figure 3). Biopsies were taken from around the lesion. The
defect that occurred was primarily closed (Figure 4). The patient was discharged without



Figure 1. a, b. Magnetic resonance image of the lesion

Figure 2. Open lesion

Figure 3. Excised lesion
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Figure 4. Covered testicular tissue

any complication on the postoperative day 2. The biopsies of
the surrounding tissues around the testicle that displayed dif-
fuse necrosis and atrophy were reported to be nonmalignant
tissue.

Discussion

Segmental testicular infarcts are rarely seen. The causes of hem-
orrhagic infarcts are still controversial (2). The reason for the oc-
currence of hemorrhagic infarcts in the testicle or in one of its
segments stems from the fact that the segmental regions are con-
sidered as functional end organs (3). Although there is no factor
in most patients to determine the etiology, cholesterol embolism,
malakoplakia, protein S or antitrombin Ill, vasculitides, sickle cell
anemia, varicocelectomy, epididymitis, and orchitis have been
considered (4-6). Our patient had a history of undergoing varicoce-
lectomy, and connected segmental artery is accused as a possible
etiological cause.

It was indicated in a series of 24 cases conducted by Bilagi et al.
(7) that it can appear in different clinical presentations. Sudden-
onset scrotal pain was present in all cases, which was similar to our
case who present with sudden-onset scrotal pain. Fourteen of the
patients had scrotal inflammatory disease, three of them were id-
iopathic, and five of them had spermatic cord torsion. The median
age was detected to be 38 years, and this was similar to the age of
our patient. They included 12 patients in the follow-up protocol,
and no progression was observed in these patients. Arterial infarcts
are more commonly seen in the upper pole of the testicle (8). A
circular pattern on performing Doppler ultrasonography is more
often associated with venous infarct secondary to epididymitis and
germ cell tumor (9). The appearance in radiological imaging can
be mixed with testicular tumor. MRI can also help make the di-
agnosis. It is effective in displaying the margins of the lesion (10).
The differentiation of tumor and necrotic tissues in the magnetic
resonance image is not always possible. In spite of accessible im-
age modalities, the diagnosis of segmental testicular infarction is
controversial. The radiological and pathological correlation is sub-
optimal in most cases, and the final diagnosis is established by
performing orchiectomy (11, 12).

A diagnosis of necrosis can be established by frozen examinations
to be conducted during partial orchiectomy. When tumor mark-
ers are lacking and there is little doubt in terms of malignancy,
delaying surgery and long follow-up protocols are recommended
as alternatives to unnecessary orchiectomy. Surgery is necessary
for patients displaying progression (13). In our case, we planned to
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perform partial orchiectomy in the first session and then radical
orchiectomy if necessary according to the pathological results. Our
aim was to prevent unnecessary organ loss that could occur re-
lated with false positivity after frozen and avoid facing the patient
with tumor burden related with false negativity. Furthermore, it
has been suggested in guidelines that organ-preserving surgery
can be performed if the tumor burden is below 30% in a single tes-
ticle. Another reason leading us to organ-preserving surgery was
the disorder of the patient’s sperm parameters and the fact that
the patient was infertile. We performed surgery in the first place to
take into consideration other differential diagnoses having similar
clinical courses and prevent problems that may be experienced
in the follow-up protocol. Moreover, radiological and pathological
correlations remain suboptimal in most cases and the final diag-
nosis is established by performing orchiectomy.

Conclusion

Partial orchiectomy is increasingly used in the field of urology. A
triangular-shaped hypoechoic unflushing region in a Doppler ra-
diological image will help establish a diagnosis. False positivity
and false negativity that can occur as a result of frozen in patients
who have a testicular mass that is not very large have an expec-
tation of fertility and have problems in their sperm parameters
should be taken into consideration. Unnecessary orchiectomies
should be avoided by evaluating clinical and radiological findings
taking into consideration segmental testicular infarction can be
in the differential diagnosis. It should also be kept in mind that
organ-preserving surgery can be an alternative.
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