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GASTRIC PERFORATION PRESENTING AS BILATERAL
SCROTAL PNEUMATOCELES'
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of Medicine, Trabzon, Turkey). Gastric perforation presenting as bilateral scrotal
pneumatoceles. Turk J Pediatr 1999; 41: 267-271.

Although processus vaginalis is patent in the majority of newborn Infants, the
expression of an intraabdominal pathology such as gastrointestinal perforation or
bleeding in the scrotum is very rare. In a large percentage of neonates with the
gastrointestinal perforation, pneumoperitoneum is absent. in any case, it may not be
detected in early radiographs. We report a newborn baby who presented with bilateral
scrotal pneumatoceles as a first sign of pneumoperitoneum due to gastric perforation.
Plain x-ray of the abdomen was normal except for pneumoscrotum, but contrast study
revealed gastric perforation. Key words: gastric perforation, scrotal pneumatocele.

Abdominal distention is a universal finding of gastrointestinal perforation. The
presence of a blue discoloration of the abdominal wall and/or of disappearing
bowel gas on abdominal x-ray should strongly suggest bowel perforation!. Most
full-term newborns have an open processus vaginalis?. Therefore, one would
expect an intraabdominal pathology to be expressed frequently in the scrotum.
However, presentation of gastrointestinal perforation with a scrotal pneumatocele
has been reported in only a few cases3®. Here, we report a newborn baby with
gastric perforation who presented with bilateral scrotal pneumatoceles.

Case Report

A 3,050 g boy was born vaginally at 42 weeks' gestation to a 30-year-old, healthy
multigravida. Apgar scores three and six after one and five minutes, respectively.
Umbilical cord blood gases revealed pH 6.09, PO, 32 mmHg, and PCO,
56 mmHg. Biochemical analyses yielded urea nitrogen 38 mg/dl, creatinine
1.2 mg/d|, aspartate aminotransferase 102 U/L, aminotransferase 94 U/L,
creatinine kinase 1670 U/L, lactate dehydrogenase 2310 U/L, and electrolytes,
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perforatilon. In a few cases reported previously, gastrointestinal perforation
presented with scrotal signs such as pneumatocele or hydrocele, which require
a patent processus vaginalis. Patency mainly depends on postnatal age. Eighty
to 90 percent of full-term newborn infants have an open processus vaginalis?.
Although the processus vaginalis is patent in the majority of newborn infants,
expression of an intraabdominal pathology such as perforation, inflammation or
bleeding in the scrotum is relatively rare. To our knowledge, scrotal pneumatocele
reflecting the presence of pneumoperitoneumn has been reported in only four
cases prior to this one3%. Pneumoperitoneum was the result of pulmonary
barotrauma in one, abdominal surgery in two, and spontaneous gastrointestinal
perforation in one. Hydrocele due to accumulation of blood and/or intestinal
material and scrotal inflammation as a result of gastrointestinal perforation and/or
meconium peritonitis have only been described in case reports'? 13,

Pneumoperitoneum signals gastrointestinal perforation and, as a rule, requires
a prompt laparatomy'4. However, it is reported that patients with respiratory
distress or patients ventilated artificially may develop pneumoperitoneum without
" any gastrointestinal leak5: 14. Critically ill infants with respiratory distress or hypoxia
may not easily- tolerate an unnecessary laparatomy; therefore, "medical®
pneumoperitoneum should be distinguished from “surgical® pneumoperitoneum
by clinical and radiographic findings'4. However, early radiographs may not
reveal pneumoperitoneum, which becomes obvious with time'!. In addition, it
is reported that in a large percentage of neonates with gastrointestinal
perforation, pneumoperitoneum is absent'?. Therefore, if the diagnosis is doubtful,
radiological contrast study of the gastrointestinal tract using a water-soluble
contrast agent has been advocated’.

In our case, the presenting sign of the gastrointestinal perforation was bilateral
scrotal pneumatoceles; abdominal distention developed later. Plain x-ray of the
abdomen did not show pneumoperitoneum or an intraperitoneal air-fluid level
suggesting gastrointestinal perforation, but it did demonstrate bilateral
penumoscrotum. Radiological contrast examination of the gastrointestinal tract
indicated gastric perforation in addition to pneumoscrotum.

In conclusion, we believe that awareness of scrotal pneumatoceles will enable early
diagnosis of gastrointestinal perforation. Waiting for the typical clinical findings of
gastrointestinal perforation such as abdominal distention or blue discoloration of the
abdominal wall is likely to lead to a hazardous delay in diagnosis and treatment.
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