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by increased secretion or decreased reabsorption of serous fluid
by the tunica vaginalis. Infection, trauma, surgery, neoplastic
disease, and lymphatic disease are causative in many adults,
whereas the remainder of cases are idiopathic.
Treatment of symptomatic noncommunicating hydroceles is
surgical. Although the recurrence rate is significantly higher with
aspiration and sclerotherapy, this approach can be a good option
in patients who are considered poor surgical candidates. Hydrocelectomy procedures involve either excision of the redundant
tunica vaginalis or a plication of the sac without excision. After
surgery, the rates of hydrocele recurrence and chronic pain are
9% and 1%, respectively.

TESTICULAR TORSION
Testicular torsion is considered a true urologic emergency. The
testicle receives its blood supply from the testicular artery (aorta),
the vasal artery (inferior vesicle artery), and the cremasteric
artery (inferior epigastric artery). All three vessels are transmitted to the testicle through the spermatic cord. Torsion of the
spermatic cord impairs arterial inflow as well as venous outflow.
If detorsion is not performed within 6 to 8 hours, testicular
infarction and hemorrhagic necrosis are likely to occur. Typically,
patients are younger than 21 years of age, although testicular
torsion can occur later. Delay in presentation and diagnosis is
more common in the adult patient population and is related to
patient and physician factors.
The characteristic signs and symptoms of acute testicular
torsion are the acute onset of scrotal pain, swelling, nausea, vomiting, loss of normal rugae of the scrotal skin, absent cremasteric
reflex, and a high-riding, rotated, tender testicle. The diagnosis of
testicular torsion remains a clinical one, however; if ultrasound
equipment is readily available, all patients should have a scrotal
ultrasound study before surgery. In rare cases, surgical exploration is undertaken when the index of suspicion is high but
imaging is not available. Doppler ultrasonography is extremely
useful in differentiating testicular torsion from other causes of
acute scrotum, such as acute epididymitis, torsion of the appendix testis, and trauma.
It is possible to untwist testicular torsion by manipulating the
testicle through the scrotum in the emergency room or in a physician’s office. After giving the patient parenteral narcotics, the testicle can be untwisted by gently pulling down on it and, usually,
rotating it laterally (like opening a book). If this is successful, the
testicle will uncoil like a spring and fall into its normal position,
with immediate relief of the patient’s pain. Even if the procedure
is successful, patients should still be taken to the operating room
for bilateral orchiopexy. Of note, testicular torsion is the result of
medial twisting of the testicle only 68% of the time.
Important surgical principles include surgical detorsion and
assessment of testicular viability in the operating room. If the
testis is determined to be viable, bilateral orchiopexy is performed using the technique of three-point fixation (sutures
placed medially, laterally, and inferiorly). In the presence of
infarction, orchiectomy is recommended. Orchiopexy of the contralateral testicle is always performed simultaneously. When diagnosis and surgery occur in a timely fashion, testicular salvage rates
approach 70%. Delayed surgical therapy results in dropoff of the
salvage rate to 40%.
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