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Pneumoscrotum: An unusual complication
of pulmonary resection
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Pneumoscrotum occurred in a
53-year-old man as a complication after pul-
monary resection for carcinoma. Recognition
of this entity and its conservative manage-
ment are crucial to a positive outcome and
prevention of unnecessary interventions based
on the differential diagnosis. A review of the
literature is included with this description of
an unusual complication.
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Pneumoscrotum is an unusual and diagnosti-
cally challenging complication. Air can track into
the scrotal tissues via subcutaneous, retroperi-
toneal, or intra-abdominal pathways after most
abdominal or thoracic procedures. The differential
diagnosis of an enlarged scrotum is vast and all
possibilities must be excluded before making the
diagnosis of pneumoscrotum. Inadvertent surgical
intervention can result in serious injury. Pneumo-
scrotum is a benign complication that requires only
conservative management.

Report of case
A 53-year-old man was admitted to the hospital for an
elective open lung biopsy of suspected carcinoma of the
left upper lobe. The patient’s past history was signifi-
cant for smoking one pack of cigarettes per day for 40 years.
Physical examination revealed a healthy man with no gross
abnormal physical findings, including no evidence of
inguinal hernias.

The patient underwent a left minithoracotomy via
the third intercostal space. Biopsy of the mass was pos-
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itive for carcinoma, and a left upper lobectomy was per-
formed. The patient tolerated the procedure and was
returned to the surgical ward. Early in the morning on
the following day, the patient noticed scrotal pain with
ambulation. Examination at that time revealed no abnor-
mality. Eight hours later, the patient noticed progressive
swelling of the scrotum and pain. He was able to void with-
out difficulty.

On examination, the patient’s scrotum was massively
distended and tense. He had mild tenderness to touch.
The scrotum was transilluminated and no fluid levels
were seen. The subcutaneous tissues of the pelvis and lower
region of the abdomen had no crepitance. The chest tube
demonstrated an air leak.

A Foley catheter was inserted. The patient’s bed was
placed at 30 degrees with the scrotum in the dependent
position (Figure). Analgesics were supplied. X-ray films
of the pelvis demonstrated air in the genitalia. The chest
x-ray film showed that the lung was fully inflated.

The chest tube remained in place for 1 week, over
which time the size of the pneumoscrotum progressive-
ly decreased. The patient was discharged from the hos-
pital with minimal scrotal air.

Discussion
Air reaches the scrotum via the path of least resis-
tance. It has been reported to occur with retroperi-
toneal dissection of air.l:2 Children and adults on
ventilators have demonstrated air tracking retroperi-
toneally from the mediastinum through the diaphrag-
matic hiatus along the pararenal space,! then via the
spermatic fascia into the scrotum. Air may track
into the scrotum via the peritoneum after colonoscopy®
and laparoscopy,® and pneumoscrotum has been
seen after breakdown of an intestinal anastomo-
sis” and with perforated viscus.® Air enters the scro-
tum via the inguinal canal through a patent tuni-
ca vaginalis testis,? which is still present in 15% of
adults® and as many as 60% of infants.1°
Alternatively, pneumoscrotum may occur with
air dissecting along the tissue planes on the abdom-
inal wall into the subcutaneous space in the scro-
tum.? Fascia of Camper and Scarpa’s fascia create
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Figure. Massive enlargement of scrotum.

tissue planes in which air may track along the
abdominal wall from a pulmonary source. Both of
these fascial planes fuse at the base of the penis to
form Colles’ fascia and tunica dartos.!! Pneumo-
scrotum has been seen after cardiopulmonary resus-
citation,!?2 with persistent air leak from the chest
tube,!?14 and after subcutaneous emphysema sec-
ondary to laparoscopy.

Our patient’s pneumoscrotum occurred secon-
darily to a persistent bronchial air leak with retroperi-
toneal dissection of air. The management of this
unusual complication is basically supportive, with
treatment of the underlying cause of the air leak.
Examination with transillumination is necessary
to rule out incarcerated inguinal hernia with scro-
tal contents; also included in the differential diag-
nosis is hydrocele, pneumatocele, hematocele, tor-
sion, neoplasm, epididymo-orchitis, and trauma.5
Further examination should be done to exclude
Fournier’s gangrene, which has a peak incidence
in men between the ages of 50 and 70 years and
has a 13% to 45% mortality rate.16
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Radiographic studies can include routine abdom-
inal series, which should be helpful in distinguish-
ing loops of bowel with a hernia. Placement of a
Foley catheter is not necessary because of the dis-
tensibility of the tissues surrounding the urethra.é
Aspiration is not recommended. The air is contained
in multiple loculations of tunica dartos and would
require multiple perforations of the scrotum to
achieve any significant reduction in air content.
This intervention increases the risk for introduc-
ing an organism into the scrotum and subsequent
infection.? Aspiration may be indicated only if the
skin appears threatened from pressure necrosis.
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