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ABSTRACT 

T
esticular torsion and testicular appendix torsion show similar clinical features, like acute testicular
pain and swelling. The testicular torsion needs emergency surgical management, while testicular
appendix torsion can be treated conservatively. Lot of work has been going on in developed
countries for the accurate diagnosis of the testicular lesions in the field of ultrasonography, from

B mode gray scale to Doppler technology. Following study was conducted in our setup by only using B
mode real time gray scale ultrasound for the diagnosis of the testicular appendix torsion in small series of
patients just to avoid unnecessary surgical exploration and to show that B mode gray scale real time
sonography can play important role in the diagnosis of testicular appendix torsion if it is performed carefully.

INTRODUCTION

Acute hemiscrotal pain and swelling is one of the
complain in emergency department of any hospital.
Various causes of acute testicular pain must be
considered before reaching the final diagnosis. The
common causes of acute testicular pain are
testicular torsion, incarcerated inguinal hernia,
twisting of the spermatic cord, trauma and rupture.
But the torsion of the appendix testis is said to be
one of the common causes of acute hemiscrotum
accounting for 35% to 67% of cases . 1,2,3

Urgency and experience is needed in making the
correct diagnosis of torsion of testis or torsion of
the appendix of testis.

Torsion of the testicular appendix is self limiting
condition and can be managed conservatively in
most of the cases . It is however the most4,5,6

frequently mis-diagnosed intra scrotal lesion . The7

need to exclude testicular torsion with certainty has
led to the unnecessary surgical exploration . Lot of8

work has been going on in developed countries for
the correct diagnosis of the testicular appendix
torsion by using various sonographic techniques,
from gray scale to colour doppler ultrasound.
Inspite of non-availability of doppler, we conducted
the study on the torsion of appendix testis in a small
series of patents from 1995 to 1997, and the results
obtained were very encouraging, though the total
number of patients was only nine among 29
patients, with complain of acute hemiscrotal pain.
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PATIENTS AND MATERIAL

Children between age of 6 to 9 years and two adults
18 to 22 years were evaluated for acute hemiscrotal
pain and swelling. The pain was localized to the
testis. The duration of pain was of several hours.
The intensity of pain was acute. Fever was not
present. There was no history of UTI, nor there was
any history of trauma. Five patients show pain in
the left scrotum while four of them had pain in the
right scrotum.

The clinical diagnosis prior to the ultrasound was
testicular torsion in five cases, Epididymo orchitis
in two cases, acute hydrocoele in two cases who
were adult. Ultrasound was performed by using 7
Mz linear probe. 

Both sides of the scrotum were examined, specially
concentrating over the size of epididymal head
thickness of hemiscrotum and evidence of
hydrocoele. The presence of appendix testis was
carefully sought at the upper part of the testis and
was finally diagnosed as the torsion of appendix
testis rather than the other pathology mentioned
above prior to the ultrasound examination. 

The enlarged appendix on ultrasound seen adjacent
to the head of epididymis. Its position may be
medial or posterior. Six patients show medial
position while three show posterior to the head of
epididymis (Table 2). Appendix and the head of the
epididymis appears equal in size on ultrasound. 

Scan was performed in different views but the
transverse or coronal view was found to be the best,
at the level of epididymis. Reactive ipsilateral
hydrocoele was present in all cases. The colour
doppler ultrasound was not performed due to non-
availability.

RESULTS

The results obtained were very encouraging. All
nine patients showed sonographic feature of the
torsion of appendix testis. Seven patients respond to
conservative treatment, two(adults) underwent
surgery and were found to be the case of appendix
torsion of testis which was already diagnosed on
ultrasound examination. The enlarged appendix was
found medial to the epididymis in six patients and
posterior position in three patients. (Table 2). 

Table 1. Sonographic findings in torsion of appendix testis.

Patient Scrotal wall
thickness

Hydrocoele Head of
Epididymis

Site

1 +ve + ve Enlarged Left

2 + ve + ve Enlarged Left

3 + ve + ve Enlarged Right

4 + ve + ve Enlarged Left

5 + ve + ve Enlarged Left

6 + ve + ve Enlarged Left

7 + ve + ve Enlarged Right

8 + ve + ve Enlarged Right

9 + ve + ve Enlarged Right

The appendix of the testis and the head of the
epididymis was nearly equal in size and
echoegenicity in sagittal plane, for this reason
transverse or coronal views were found to be the
best scanning view to avoid any error or pitfall. The
scrotal wall thickness and the reactive hydrocoele
were found in all cases. The head of the epididymis
was enlarged in all cases (Table 1). Colour doppler
could not be performed because of unavailability of
this facility.

Table 2. Sonographic findings in torsion of appendix testis.

Pts Age in
years

S i z e
mm

Location of appendix Echoe pattern
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1 6 6 x 6 Medial to Epididymis Hyper Echoeic

2 6 5 x 5 Medial to Epididymis Hyper Echoeic

3 9 7 x 6 Medial to Epididymis Hyper Echoeic

4 21 8 x 6 Posterior to Epididymis Hyper Echoeic

5 9 5 x 5 Posterior to Epididymis Hyper Echoeic

6 8 7 x 6 Medial to Epididymis Hyper Echoeic

7 18 6 x 5 Posterior to Epididymis Hyper Echoeic

8 6 6 x 5 Medial to Epididymis Hyper Echoeic

9 6 6 x 5 Medial to Epididymis Hyper Echoeic

DISCUSSION

Testicular appendages are vestigiak of the
mesonephric and mullerian duct system. They
include appendix testis,, appendix of vas, and the
appendix of cord.

Appendix testis is most liable to undergo torsion .5

The normal size of appendix testis is only 1-3mm
long. The echoengenicity on ultrasound is similar
with that of the head of epididymis and difficult to
demonstrate on ultrasound, until hydrocoele is
present .1,2

The head of epididymis lie superior and lateral to
the testis and appendix if seen is situated medial to
the epididymis. In our study six patients showed
medial position and three showed posterior position
(Table 2). The appendix may lie in between the
testis and the head of epididymis .6

Testicular appendix torsion is manifested by pain
localized to the upper pole of the testis with a
palpable firm tender nodule. If the appendix
infarcted then blue dot sign must be look on
examination, which is the purplish infarcted
appendix seen clinically through scrotal skin. This
is sign seen in 21% of cases . We had this sign in7

seven patients, all were children. This sign was

absent in adult as the cases were received late and
had to underwent  surgery. The physical
examination is helpful in distinguishing between
epididymitis, testicular torsion and the torsion of
the appendix testis . 9

The diagnosis may be obscured by hemiscrotal
edema, erythema and presence of hydrocoele, as
two of our cases (adult) who went under surgical
exploration.

Acute scrotal disorder, scrotal masses and
cryptorchidism provide a practical basis for
evaluation with the most commonly used
modalities, as sonography, scintigraphy and MRI
(magnetic resonance imaging) . Colour doppler10

ultrasound has been reported to be useful in ruling
out the testicular torsion and other intrascrotal
pathalogy in children, but some investigator have
continued to report false-positive and false negative
studies . 11

Our small series of patients does not show bilateral
involvement of the testicular appendix torsion, as
bilateral torsion of appendages is extremely
uncommon  (Table 1). The appearance of the12

testicular appendix torsion on ultrasound are
variable. It may be hypoechoic  or hyperechoic .13 14

Sometimes a central hypoechoic region is seen in
effected testis . 13

We noted this central hypoechoic region in two
adult cases who underwent surgery as this was the
region of infarction and necrosis, although
clinically the blue dot sign was absent in these two
cases. As far as the common side of involvement is
concerned, it has been reported that the torsion of
the appendix testis does not have left sided
i n v o l v e m e n t
comparative with the testicular torsion which is
more common on left side . Our study shows left15

sided involvement with minimum difference of one
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case.

CONCLUSION

Thus it is concluded that inspite of large varieties of
advance imaging modalities, B mode
ultrasonography is still one of the best imaging
modality in the diagnosis of testicular appendix
torsion if performed carefully.
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