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Meconium periorchitis (MPO) is a rare disorder caused by meconium peritonitis 
with the leakage of meconium into the scrotal sac through the patent processus 
vaginalis. MPO may be rarely detected during inguinal hernia repair. The 
association of MPO with cystic fibrosis is rarely seen. We present a male 
infant with the complaint of left groin swelling, compatible with reducible 
inguinal hernia. An herniotomy was carried out and the greenish nodules with 
calcifications were detected. Histopathological examination was compatible 
with MPO. Two months later the patient was diagnosed with atypical cystic 
fibrosis. Clinicians should be aware of MPO presentations and its appearance 
on the hernia sac to prevent unnecessary orchiectomy. 
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Meconium is the greenish fetal intestinal content 
that contains swallowed amniotic fluid, lanugo, 
pancreatic and intestinal enzymes, bile salts and 
other cells.1 Meconium causes an inflammatory 
reaction when it spreads into the peritoneal 
cavity because of an intrauterine intestinal 
perforation called meconium peritonitis.1,2 
The leakage of meconium into the scrotal sac 
through the patent processus vaginalis causes 
meconium periorchitis (MPO).1 Although the 
association of meconium peritonitis with cystic 
fibrosis is commonly seen, association of MPO 
with cystic fibrosis is rarely reported.1,3,4 	
The clinical presentations of MPO are mostly 
soft scrotal swelling, hard testicular masses 
and hydrocele.4,5 However, the association with 
as inguinal hernia is extremely rare. Herein, 
we represent a case admitted with inguinal 
hernia and incidentally diagnosed as MPO 
and subsequently diagnosed as atypical cystic 
fibrosis. 

Case Report

A male neonate was born to a 29-year-old 
primigravida mother at 33 weeks with 2,270 
gram weight by a cesarean section because of 
maternal cholestasis. He passed meconium on 
his first day. He was intubated for breathing 

problem during his first 4 days. After that, 
he could self-ventilate. He did not experience 
any gastrointestinal and respiratory problems 
after his discharge.

He was admitted to our clinic with a complaint 
of left groin swelling which grew with crying. 
The physical examination was compatible with 
reducible left inguinal hernia. The herniotomy 
was carried out as soon as possible. Intra 
operatively greenish small nodules with fine 
calcifications on the hernia sac were detected. 
Therefore, we explored the testicle and found 
an amorphously shaped greenish mass adhering 
to the testicle (Fig.1). The testicle looked 
normal. The amorphous shaped mass was 
excised and the testicle was preserved. Then, 
a standard herniotomy was carried out. The 
post-operative course was uneventful and the 
patient was discharged the same day. 

The histopathological examination revealed 
amorphous shaped fibro connective tissue 
with focal areas of calcification, bile pigments, 
mucinous material and macrophages which 
were compatible with MPO. 

After the histopathological examination report 
was received, we re-evaluated the patient 
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regarding his prenatal history and other past 
clinical history. The prenatal history was 
unremarkable except a suspicious meconium 
pseudo cyst in prenatal ultrasound scans. The 
past medical history was also unremarkable. 
We performed sweat test to evaluate cystic 
fibrosis and the results were negative. The 
abdominal X-ray revealed absence of peritoneal 
calcifications. Two months later, the patient 
was admitted to the hospital with complaints 
of coughing, yellow green sticky intestinal 
content and weight loss. The laboratory 
features confirmed “pseudo-Bartter syndrome”. 
The sweat test was performed again and the 
result was negative. The story of meconium 
periorchitis, coughing, weight loss and pseudo-
Bartter syndrome were considered as atypical 
cystic fibrosis, even if the sweat test was 
negative. The complaints resolved after sodium 
chloride and pancreatic enzyme replacement 
therapy. The patient is still under follow up 
with pancreatic enzyme replacement therapy; 
uneventfully. 

The patient’s anonymity is protected and an 
informed consent has been taken.

Discussion

Meconium periorchitis (MPO) is a mass like 
lesion caused by leakage of meconium into 
the scrotal sac leading to an inflammatory 
reaction.4 MPO was first described in 1953 
by Olnick and Hatcher6 as an extension of 
meconium peritonitis into the scrotum via a 
patent processus vaginalis. MPO can rarely be 
diagnosed prenatally with fetal ultrasonography. 
The typical ultrasonographic findings of MPO 
were defined by Wax et al.7 as calcified scrotal 
masses, fluid collections causing hydrocele 
and absent blood flow to the scrotal mass in 
Doppler ultrasonography. Since these findings 
are hard to be detected, inguinoscrotal hernia, 
hematoma, paratesticular tumors and testicular 
torsion should be considered as differential 
diagnosis7. 

Postnatal presentation can be asymptomatic or 
as hydrocele, soft scrotal mass or a hard small 
mass in scrotum.1,3,4,8 A soft scrotal mass can 
be seen in almost half of the cases and a hard 
mass can be seen in three-fourths of the cases4. 
Hydrocele can be seen in approximately 7% 
of cases and some of them can be associated 
with inguinal hernia4. Therefore, presentation 

as inguinal hernia without hydrocele as it was 
in the present case is extremely rare. 

The present case was admitted with complaint 
of groin swelling and diagnosed as MPO 
incidentally. The macroscopic appearance was 
remarkable and similar to the ones reported in 
the literature.3,5 It seems like an amorphous 
shaped paratesticular mass, yellowish green in 
color and mostly has calcifications. Since we 
diagnosed MPO incidentally, we re-evaluated 
the patient and performed an abdominal X-ray 
revealing absence of peritoneal calcifications. In 
the literature, it was reported that abdominal 
calcifications may be absent in 10% of cases.9 

Although abdominal calcifications can be 
commonly seen in cases with MPO, symptomatic 
meconium peritonitis can be seen in about 20% 
of cases.4 Meconium peritonitis is a common 
presentation of cystic fibrosis. Almost 25% of 
cystic fibrosis cases may present with meconium 
peritonitis.2,4 However, a few of the reported 
MPO cases were diagnosed as cystic fibrosis 
(7-9%).4,7,10 Therefore, MPO cases are less 
likely to have cystic fibrosis. 

As a result of pseudo-Bartter syndrome, this 
case was diagnosed as atypical cystic fibrosis. 
Almost 12% of cystic fibrosis cases may present 
with pseudo-Bartter syndrome.11 The present 
case was diagnosed as atypical cystic fibrosis 
regarding his clinical presentation and response 
to treatment, although the initial screening 
with the sweat test was negative. 

A s y m p t o m a t i c  m a s s e s  m a y  r e s o l v e 
spontaneously. Therefore, conservative 
management is commonly suggested if 
the diagnosis is certain.1 However, MPO 
is diagnosed incidentally during surgery in 
most cases.3 Since it is a rare entity, it is 

Fig. 1. The amorphous greenish mass (*) adherent to the 
testicle (dotted circle).
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hard to differentiate MPO from malignant 
paratesticular tumors12 that may lead to end 
up with orchiectomy in some cases3, 4, 13. It 
is important to be aware of MPO as a benign 
cause of a paratesticular mass even in the 
absence of any significant past medical history 
in order to avoid unnecessary orchiectomy. 

In conclusion, meconium periorchitis should 
be considered in incidentally detected 
paratesticular tumors in order to prevent 
unnecessary orchiectomy. Since MPO may be 
associated with atypical presentations of cystic 
fibrosis, cystic fibrosis should be investigated 
not only with sweat test but also with other 
clinical and laboratory tests. 
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