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Inflammation and infection 

Scrotal abscess as a manifestation of posterior duodenal perforation; a very 
rare presentation 
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A B S T R A C T   

Posterior perforation of duodenal ulcers is very rare; the infection may spread from the retroperitoneal space to 
the scrotum. 

A 75-year-old male presented with painful right scrotal swelling for 2 days associated with fever. During 
abdominal examination there was abdominal tenderness and scrotal swelling and tenderness. 

CT scan of the abdomen showed large amount of air collection in the retroperitoneal space extending to the 
right scrotum with contrast media passing to the retroperitoneum and right scrotum. 

Laparotomy done and there was a perforation in the posterior wall of the duodenum, suturing done and right 
scrotal abscess drained.   

Introduction 

Perforation is a well know complication of duodenal ulcers, most of 
them occur in the anterior duodenal wall with intraperitoneal spillage 
and signs of peritonitis. Pain is the most frequent symptom which is felt 
in the epigastric region and radiated to the back then the pain become 
generalized in the abdomen, fever is present in almost all patients, other 
symptoms include anorexia, nausea, and vomiting. Perforation at the 
anterior duodenal wall is the commonest, posterior perforation is rare 
and in such cases the fluid may track through the retroperitoneal tissue 
planes or the para-colic space causing loin or back pain, retro-colic ab
scess, retroperitoneal abscess, or the inflammatory fluid may extend 
along the psoas muscle to the inguinal region or to the scrotum in 
extremely rare occasions.1 

Rarely in case of large perforations large amount of air may pass to 
the retroperitoneal space and may pass down to the scrotum resulting in 
pneumoscrotum or scrotal abscess.2 

Case presentation 

A 75-year-old male patient presented with painful right scrotal 
swelling for 2 days. The scrotal swelling and the pain increased gradu
ally over 2 days and was associated with fever and rigor. The patient had 

history of diabetes mellitus which was controlled with medications and 
dietary modifications. 

During examination the pulse rate was 110 beats/minute, the blood 
pressure was 100/60 mmHg, and the temperature was 39� Celsius. 
During abdominal examination there was central abdominal and 
suprapubic tenderness and scrotal examination showed redness, 
tenderness and increased scrotal temperature. The clinical findings were 
consistent with epididymo-orchitis. The white blood cells count was 
elevated (20000 cells per microliter) mostly neutrophils. Ultrasound of 
the scrotum showed normal testis with thick fluid collection around the 
testis making the diagnosis of infective process the most likely. The 
patient received parenteral antibiotics with little improvement. 

On the 4th day the patient developed anorexia, nausea, severe 
abdominal pain, backache, and fever and rigor. On abdominal exami
nation there was tenderness and guarding all over the abdomen. 
Abdominal X-ray in erect position showed mild bilateral pleural effu
sions and dilated loops of the small bowel. Abdominal ultrasound 
showed collection of fluid at the pelvic cavity. The serum amylase and 
lipase were normal. 

CT scan of the abdomen showed large amount of air collection in the 
retroperitoneal space displacing the right kidney toward the midline and 
extending to the right scrotum. And CT- scan with oral contrast showed 
tracking of the contrast media to the retroperitoneum and extending to 
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the right scrotum. Figs. 1 and 2. 
Laparotomy done through midline abdominal incision, there was 

large amount of thin pus in the peritoneal cavity with air and fluid 
collection in the retroperitoneal space. 

Initial intraoperative evaluation of the small bowel and large bowel 
showed no abnormality, the lesser sac opened and the posterior wall of 
the stomach was intact. 

Mobilization of the duodenum done and there was a perforation in 
the posterior wall of the duodenum, Fig. 3, suturing done with slowly 
absorbable suture material, the peritoneal cavity washed with warm 
normal saline and 2 drains left in the abdomen. The patient admitted to 
the intensive care unit for 2 days. The clinical condition improved and 
the drains removed on the 5th day. In the 8th postoperative day the 
patient developed complete abdominal dehiscence with right scrotal 
abscess, anther surgery done for the patient and the abdomen closed 
with tension sutures with drainage of the scrotal abscess. 

The general clinical situation improved and the patient discharged 
after 10 days. The tension sutures were removed after 3 weeks with 
improvement of both the clinical and the imaging studies after that. 

Discussion 

Perforating posterior duodenal ulcers open to the retroperitoneal 
space, it causes sever local inflammatory reaction, in cases of small 
perforations there may be spontaneous sealing of the perforation when 
the edges of the ulcer become adherent to the local tissues and the fibrin 
start to close the perforation. The diagnosis of the retroperitoneal 
duodenal perforation is very challenging to the surgeons and the radi
ologists due to the hidden location of the retroperitoneal space and the 
delayed clinical presentation and obscure findings on clinical 
examination.1 

When the condition diagnosed late it results in serious septic com
plications and even death, the infection may be very severe specially in 
the immunocompromised patients which may result in Fournier’s 
gangrene.2 

The diagnosis of this rare condition is mostly done during surgery, in 

Fig. 1. CT-scan of the abdomen showing large amount of air in the retroperi
toneal space extending to the right scrotum. 

Fig. 2. CT-scan of the abdomen with oral contrast showing the contrast media 
tracking outside the bowel and passing to the retroperitoneum and the 
right scrotum. 

Fig. 3. Intraoperative picture showing the perforation at the posterior wall of 
the duodenum. 
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a review of 25 cases with posterior perforation of the duodenum, only 
one case was diagnosed preoperatively and the rest diagnosed during 
surgery, most patients have septic complications due to late diagnosis 
which result in very high mortality rates.3 

The best diagnostic tool is CT scan which may be able to diagnose the 
source of the leak especially when contrast agents are being used, the 
contrast may track to the retroperitoneal space and extend to the 
scrotum.4 

Advances in the medical treatment specially the use of the potent 
proton pump inhibitors had led to dramatic reduction in the rate of the 
complications of peptic ulcer diseases, in perforated ulcers the treatment 
priority is stabilization of the general condition of the patient and con
trol of sepsis. Surgery is the main management option which should 
include closure of the site of the perforation and removal of the pus and 
septic fluid. Board spectrum antibiotics are usually required. Scrotal 
sepsis may respond to medical treatment but when abscess developed, it 
should be drained.5 

Appendix A. Supplementary data 

Supplementary data to this article can be found online at https://doi. 
org/10.1016/j.eucr.2019.101010. 
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