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Key Clinical Message

A 20-day-old boy was presented with left scrotal swelling, clinically diagnosed
as hydrocele. Ultrasonographic findings suggested hydrocele with paratesticular
mass. Intraoperatively we found paratesticular mass, separate from left testis.

Specimen revealed fibroconnective tissue with mucoid degeneration and focal
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areas of calcification suggesting meconium periorchitis. It is important to con-
sider meconium periorchitis as one of the etiologies, thereby avoiding unneces-
sary orchidectomies.

Hydrocele, meconium periorchitis, orchidectomy, paratesticular mass, scrotal

Clinical Case Reports 2016; 4(9): 866-869 mass.

doi: 10.1002/ccr3.619

Introduction

Meconium periorchitis (MPO) is an infrequent lesion that
typically occurs in the first months of life [1]. Intrauterine
bowel perforation can be caused by thickened meconium
associated with cystic fibrosis, bowel atresia, volvulus, or
vascular compromise causing leakage of meconium into the
peritoneal cavity. Some bowel perforations heal without
obvious sequelae and the baby appears well at birth. Meco-
nium reaching the scrotum through a patent processus
vaginalis results in a scrotal mass [2]. The typical presenta-
tion is a soft hydrocele at birth which becomes harder in
weeks as the meconium calcifies. Both the masses and the
calcifications have the tendency to resolve spontaneously
without compromising the testicle. It mimics a scrotal mass,
and without the knowledge of this rare disease, it may lead
to unnecessary orchidectomy [3]. Radiological evaluation
with ultrasonic features and plain abdominal film may pro-
vide findings enough to suspect MPO. A normal testicle
with this tumor-like lesion can differentiate it from scrotal
tumors [4]. We present a case of MPO and aim to empha-
size unexpected MPO as a possible diagnostic pitfall in a
newborn with a scrotal mass, and recognition of this benign
entity could prevent unnecessary orchidectomy.
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Case Report

We present a 20-day-old healthy term boy who was deliv-
ered normally after an uneventful pregnancy. His parents
noticed swelling of the left scrotum and brought to the
surgery outdoor department of Government Medical Col-
lege, Patiala. The baby appeared well and was feeding fine;
local examination was done. A painless left scrotal
enlargement was noted. On palpation, the left scrotum
had variable consistency from soft to firm. Transillumina-
tion test showed translucence in few areas suggesting
hydrocele and firm consistency areas with opacity suggest-
ing a scrotal mass. The scrotal mass was hard, localized,
not clearly separable from the testis on examination, and
not tender to touch (Fig. 1). The patient had normally
descended testes and did not have any difficulty in the
neonatal nursery, such as delayed passage of meconium
or signs of bowel obstruction. There were no signs of ten-
derness or erythema (Fig. 1).

Clinical laboratory studies, including urea and serum
electrolytes, liver function tests, C-reactive protein and
serum alpha-fetoprotein, were within normal limits.

An ultrasound of bilateral scrotum (Fig. 2A and B)
during his admission demonstrated that the right testis
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Figure 1. showing enlarged left scrotum.
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Figure 2. (A) Left testis with paratesticular mass. (B) Left
paratesticular mass.
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was normal in size, shape, and echo pattern with small
hydrocele. Within the left scrotum there was a para/
approximately  3.26 cm x
2.13 cm x 2.38 cm dimension within the left tunica vagi-

extratesticular mass of

nalis cavity, distinctly separated from the ipsilateral testis
and surrounded by the large left-side hydrocele. The left
side of testis was normal in size and shape, but with
altered echo pattern. This mass has multiple echogenic
foci, some of them showing calcifications within it. MRI
was done for academic purposes which also corroborates
with these findings (Fig. 2A and B).

Ultrasound of the abdomen and X-ray of the abdomen
(Fig. 3) and chest were normal. Patient was anemic at the
time of admission for which packed red blood cells of
80 mL was transfused and later he was put on hematinics
to achieve adequate hemoglobin levels required for
surgery.

He underwent scrotal exploration by scrotal approach.
Intraoperatively we found a circumscribed, firm parates-
ticular mass greenish in color, which was adherent to the
tunica vaginalis (Fig. 4), separate from the left testis
(Fig. 5). The dissection was accomplished, the postopera-
tive course was uneventful, and the boy was discharged
the next day.

Gross pathologic appearance confirmed multiple green-
ish soft tissue pieces measuring 3 cm X 2.5 cm x 1 cm
in aggregate (Fig. 6).

Figure 3. Abdominal X-ray.
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Figure 4. Greenish paratesticular mass.

Figure 5. Normal left testis.

Figure 6. Specimen in bottle.

Microscopical section shows fibroconnective tissue
showing abundant mucoid degeneration with focal areas
of calcification. Features are consistent with MPO.
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Discussion

MPO is a rare condition in infant boys who have had
healed meconium peritonitis. The patient’s age at the
time of diagnosis of the associated mass varies, patients
typically in the first months of life, but MPO has been
reported in children up to 5 years old [2]. Meconium is
the greenish, viscous intestinal content of the distal small
bowel present after the fourth month of fetal life. It con-
tains swallowed amniotic fluid, bile salts, bile pigments,
cholesterol, mucin, pancreatic enzymes, intestinal
enzymes, squamous cells, lanugo hair, and other cellular
debris [5]. Meconium peritonitis occurs when a bowel
wall rupture during late fetal life or early postnatal life
allows meconium to enter the peritoneal cavity. This may
be associated with volvulus, bowel atresia, or mesenteric
vascular insufficiency. If the ruptured bowel wall heals,
there may be no evidence of the cause or the site of per-
foration. This is called meconium peritonitis [6]. Passage
of the meconium through the patent processus vaginalis
may result in MPO and the mass-like lesion arises
because of an inflammatory reaction from meconium
within the scrotal sac. The patent processus vaginalis is an
evagination of the peritoneum from the ventral abdomi-
nal wall into the inguinal canal formed as the testis des-
cends into the scrotum in the seventh month of gestation.
The consistency and appearance of meconium in the
scrotum evolve over time. The soft extratesticular mass at
birth eventually hardens and becomes partially calcified
[7]. Suspicion of neoplasia, although very uncommon in
this period of life, may be caused by a scrotal mass or
sonographically detectable calcifications [8].

We present a case of MPO in which the 20 days old
infant is clinically well, aside from the scrotal mass which
is initially thought to be not only a hydrocele but also a
hard mass, raising the suspicion of a neoplastic process of
testicular or paratesticular tissue. Calcification at birth
suggests that the perforation occurred earlier in gestation.
Meconium in the peritoneal cavity initiates sterile, chemi-
cal foreign body peritonitis and causes foreign body giant
cell reaction, chronic inflammation, and finally scarring
[5]. Peritoneal calcifications follow, and these classified
masses in the scrotum can slowly resorb and do not
require excision [9].

Ultrasonography represents the favored imaging tech-
nique due to its ability to differentiate between the extra-
and intratesticular masses. As most extratesticular lesions
are benign, whereas most intratesticular lesions are malig-
nant, it is importance to perform a preoperative ultra-
sonographic examination. On the other hand, abdominal
radiographs may help to detect calcifications, which is
absent in 10% of the cases [9]. It has been reported that
13% of cases had other congenital anomalies, including
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scrotoschisis, hypospadias, omphalocele, and esophageal
atresia. Cystic fibrosis, causing a thickened meconium
and in utero bowel perforation, has been associated with
MPO in 9% of cases, compared to 25% of neonates with
meconium peritonitis [10, 11]. Prenatal detection of
MPO has been reported in several cases. The differential
includes an inguinoscrotal hernia, a testicular torsion, an
organizing hematoma, and a tumor [12]. Several scrotal
masses, clinically present with calcifications, include
mature teratomas, gonadoblastomas, calcifying clear cell
Sertoli tumors, testicular microlithiasis, testicular torsion
followed by hemorrhagic infarction, and metastatic neu-
roblastomas. These various clinical presentations cause
huge confusion with a scrotal tumor and can result in
unnecessary orchidectomy. In case of MPO, surgical
exploration is indicated to confirm the diagnosis when
abdominal calcifications are not present; a scrotal tumor
is suspected when there is progressive enlargement of the
testis [1, 13]. Most cases of MPO have been confirmed
surgically, but in a case with typical sonographic findings,
that is, with scrotal and abdominal calcification, surgery
might be avoided [12] and kept under observation. In
our case, the abdominal ultrasonography did not show
abdominal calcification and therefore scrotal exploration
was performed. Despite the benign nature of MPO, past
studies indicated that unnecessary orchidectomies were
performed in 18% of the cases [9]. The diagnosis of
MPO should be considered as one of the etiologies of
congenital scrotal masses in infants and young children
and this may obviate unnecessary orchidectomy. Atypical
cases do occur, in which surgical exploration and histo-
logical confirmation are still warranted [14].

Role of Ultrasound

Sonographic findings of meconium peritonitis may help
clarify the diagnosis. However, a triad of sonographic
findings has previously been described in patients with
meconium peritonitis, which included scrotal masses with
calcifications, hydroceles, and absence of blood flow to
the peritesticular mass on Doppler studies [10]. Our case
did demonstrate blood flow to the peritesticular mass,
which shows that it may not always be possible to man-
age these patients conservatively as histological confirma-
tion is needed in such cases. However, we have to
acknowledge that ultrasound is an operator-dependent
procedure and variations do exist.

Conclusion

When a paratesticular mass with calcifications and hydro-
cele is present it is important to consider MPO as one of
the etiologies of congenital scrotal mass in infants and
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young children, thereby avoiding unnecessary orchidec-
tomies.
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