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ABSTRACT

Case Report

Obstructed Inguinal Hernia with Maldescended
Testis in an Infant: A Case Report

An inguinal hernia is a common congenital condition that can affect babies in their first year of life. This condition occurs when
a segment of the intestines, omentum, or reproductive organs enters the scrotum or labia via an incompletely closed processus
vaginalis. The main components of a hernia are typically the intestines and the ovaries or testicles. Immediate surgery is necessary
for patients displaying an immobile dilated bowel loop (a potential indicator of strangulation) or reduced blood flow to the testicles/
ovaries. Here the authors present a case of a five-month-old male infant who presented with abdominal distension with painful
swelling in the left groin, which was irreducible. The swelling was globular, smooth, firm, tender, and irreducible, with an elevated
local temperature. The left testis could not be palpated in the left hemiscrotum. Ultrasound revealed an obstructed inguinal hernia
in the left inguinoscrotal region, with aperistaltic intestinal loops, mild fluid collection, and an absent left testis. The patient was
scheduled for urgent surgery. A 5 cm oblique incision was made; an 8x4 cm sac containing ileum was opened, and the viable bowel
was reduced. The sac was then ligated and excised, and a herniotomy was performed. The left testis was found to be viable and
repositioned into the scrotum, followed by orchidopexy. Inguinal hernia in an infant can rapidly progress to strangulation; hence,
early recognition and prompt surgical management are crucial to prevent life-threatening complications and preserve gonadal

viability.
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CASE REPORT

Afive-month-old male infant was brought to the paediatric emergency
unit with a history of a painful swelling in the left groin, noted over
the past two months. The swelling had been intermittently reducible
initially but had become persistently irreducible for the last two days,
accompanied by abdominal distension.

On general assessment, the infant was stable, with mild pallor as the
only abnormal finding. Examination of the left inguinoscrotal region
demonstrated a well-defined swelling measuring approximately 8 x
4 cm, situated superior and medial to the left pubic tubercle. The
mass was globular in shape, smooth in surface, firm on palpation,
and tender, with a rise in local temperature. It was non-reducible
and showed no increase in size during crying or straining.

The left hemiscrotum appeared poorly developed compared to the
right side, and the left testis was not palpable within the scrotal sac
[Table/Fig-1].

[Table/Fig-1]: Clinical photograph of the left inguinoscrotal region at presentation.
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The swelling produced a resonant sound on percussion. Examination
of the opposite inguinoscrotal area was normal. Auscultation over
the swelling revealed sluggish bowel sounds. The abdominal exam
showed distension, generalised pain, delayed bowel movements,
and weak abdominal wall tone. Systemic and digital rectal exams
were normal. Following a thorough physical examination, further
investigations were conducted. An upright abdominal X-ray showed
dilated bowel loops [Table/Fig-2].

[Table/Fig-2]: Upright abdominal radiograph (PA view) demonstrating multiple
dilated bowel loops with air-fluid levels, consistent with intestinal obstruction sec-
ondary to an obstructed left inguinal hernia.

Ultrasound of the left inguinoscrotal region showed an obstructed
inguinal hernia with non-peristaltic bowel loops, minimal fluid
collection, and non-visualisation of the left testis. Based on these
findings, a diagnosis of left-sided obstructed inguinal hernia was
made.



Aniruddha Patel et al., From Symptoms to Surgery: Obstructed Inguinal Hernia with Maldescended Testis

The patient underwent emergency surgery. A 5 cm oblique incision
was made in the left inguinoscrotal region. Intraocperatively, an
approximately 8x4 cm hernial sac was identified [Table/Fig-3] and
opened.

[Table/Fig-3]: Intraoperative photograph showing the hernia sac exposed through
a left inguinoscrotal incision before opening.

The small bowel (ileum) was found to be the content [Table/Fig-4,5].
After confirming bowel viability and peristalsis, the congested bowel
loop was reduced and returned to the peritoneal cavity. The sac
was then ligated and excised, and a herniotomy was performed.
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[Table/Fig-5]: Opened hernia sac containing congested ileal loops.
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The left testis was found to be viable and repositioned into the
scrotum, followed by orchidopexy [Table/Fig-6].
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[Table/Fig-6]: Intraoperative photograph showing the viable left maldescended
testis after reduction of hernia contents.

The postoperative course was uneventful. The patient passed flatus
on day 3 and stool on day 5, and was discharged on day 8. At
three-month follow-up, the infant was asymptomatic with a well-
healed scar.

DISCUSSION

A hernia is defined as the protrusion of a viscus or part of a viscus
through the wall that usually contains it [1]. Paediatric inguinal hernia
is a common surgical problem, affecting about 1-5% of children
worldwide, with a higher incidence of up to 30% in preterm neonates
[2]. The ratio of male versus female incidence is 4-10:1, with the
majority of full-term newborns presenting with right-sided inguinal
hernia and the majority of preterm newborns with right-sided and
bilateral inguinal hernia [2]. In females, persistence of the processus
vaginalis results in the canal of Nuck hernia. The underlying aetiology
is a patent processus vaginalis, which usually develops around the
sixth month of gestation and closes by the eighth month. Failure
of closure predisposes to herniation, and various organs may be
involved, including bowel, omentum, ovary, or testis [3]. Ultrasound
is a valuable adjunct to clinical examination for confirming hernia
contents, assessing bowel or gonadal viability, and identifying
coexisting undescended testis [4,5].

Surgical management remains the treatment of choice, with
priority given to relieving obstruction and assessing the viability
of involved structures. If the testis is viable and mobilisation is
feasible, simultaneous orchidopexy is recommended [6,7]. In
cases with doubtful vascularity, a staged orchidopexy may be more
appropriate [8]. A rare but essential association is an inguinal hernia
with an undescended or maldescended testis. While hernia with
undescended testis (without obstruction) is reported in about 6-7%
of cases [9], obstructed inguinal hernia with a maldescended testis
is extremely rare. The presence of an indirect hernia sac almost
invariably accompanies an undescended testis.These hernial
sacs are typically asymptomatic and managed during surgery for
undescended testis; presentation in adulthood is rare [10]. The
current case is unique due to its very early presentation at five months
of age, bowel obstruction as the hernia content, and successful
preservation of a viable testis with simultaneous orchidopexy.

CONCLUSION(S)
The coexistence of an obstructed inguinal hernia with a maldescended
testis in an infant is exceptionally rare. The present case highlights
the importance of prompt recognition, urgent surgical intervention,
and careful intraoperative assessment of both bowel and testis.
Early hernia repair, combined with simultaneous orchidopexy when
testicular viability permits, can achieve excellent outcomes and
avoid the need for multiple surgeries. This case highlights that even
in rare and complex presentations timely diagnosis and decisive
surgical management can preserve organ function and facilitate a
favourable recovery.

Journal of Clinical and Diagnostic Research. 2026 May, Vol-20(5): PD25-PD27



www.jcdr.net

REFERENCES

[1] Das, Somen. A Manual on Clinical Surgery. 16" ed., Jaypee Brothers
Medical Publishers Pvt. Ltd., 2022. ISBN-10: 9356960755; ISBN-13: 978-
9356960756.

[2] Pogoreli¢c Z, Anand S, Krizanac Z, Singh A. Comparison of recurrence and
complication rates following laparoscopic inguinal hernia repair among
preterm versus full-term newborns: A systematic review and meta-analysis.
Children (Basel). 2021;8(10):853. Available from: https://doi.org/10.3390/
children8100853.

[3] Brainwood M, Beime G, Fenech M. Persistence of the processus vaginalis
and its related disorders. Australas J Ultrasound Med. 2020;23(1):22-29. Doi:
10.1002/ajum.12195. PMID: 34760578; PMCID: PMC8411781.

[4] AsoC, Enriquez G, Fité M, Toran N, Piré C, Piqueras J, et al. Gray-scale and color
Doppler sonography of scrotal disorders in children: An update. Radiographics.
2005;25(5):1197-214. Doi: 10.1148/rg.255045109. PMID: 16160106.

[6] Ogata M, Imai S, Hosotani R, Aoyama H, Hayashi M, Ishikawa T. Abdominal
ultrasonography for the diagnosis of strangulation in small bowel obstruction. Br
J Surg. 1994;81(3):421-24. Doi: 10.1002/bjs.1800810333. PMID: 8173918.

[6]

[71
(8l

[°1

[10]

Aniruddha Patel et al., From Symptoms to Surgery: Obstructed Inguinal Hernia with Maldescended Testis

Radmayr C, Dogan HS, Hoebeke P, Kocvara R, Nijman R, Silay S, et al.
Management of undescended testes: European Association of Urology/European
Society for Paediatric Urology Guidelines. J Pediatr Urol. 2016;12(6):335-43.
Doi: 10.1016/j.jpurol.2016.07.014. Epub 2016 Sep 15. Erratum in: J Pediatr
Urol. 2017 Apr;13(2):239. Doi: 10.1016/}.jpurol.2017.02.011. PMID: 27687532.
Shreyas K, Rathod KJ, Sinha A. Management of high inguinal undescended
testis: A review of literature. Ann Pediatr Surg. 2021;17:42.

Von Cube C, Schmidt A, Krénninger M, Hrivatakis G, Astfalk W, Fuchs J, et al.
closer look to the timing of orchidopexy in undescended testes and adherence
to the AWMF-guideline. Pediatr Surg Int. 2024;40(1):60. Doi: 10.1007/s00383-
024-05659-3. PMID: 38421443; PMCID: PMC10904547.

Sato K, Hashiba N, Takahashi K, Shibuya H. Incidental discovery of complications
of cryptorchidism during laparoscopic inguinal hernia surgery. Case Rep Surg.
2025;2025:9852275. Doi: 10.1155/cris/9852275. PMID: 40224280; PMCID:
PMC11991829.

Sharma A, Khanna R, Meena RN, Mishra SP, Khanna S. An obstructed inguinal
hernia with maldescended testis as content in an adult male: A case report.
Amrita J Med. 2024;20(1):38-41.

PARTICULARS OF CONTRIBUTORS:

1. Junior Resident, Department of General Surgery, Jawaharlal Nehru Medical College, Wardha, Maharashtra, India.
2. Professor, Department of General Surgery, Jawaharlal Nehru Medical College, Wardha, Maharashtra, India.
3. Senior Resident, Department of General Surgery, Jawaharlal Nehru Medical College, Wardha, Maharashtra, India.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Aniruddha Patel,

Junior Resident, Department of General Surgery, Jawaharlal Nehru Medical
College, Wardha-442107, Maharashtra, India.

E-mail: aniruddhapatel90@gmail.com

AUTHOR DECLARATION:
e Financial or Other Competing Interests: None
¢ Was informed consent obtained from the subjects involved in the study? Yes

e For any images presented appropriate consent has been obtained from the subjects.

Journal of Clinical and Diagnostic Research. 2026 May, Vol-20(5): PD25-PD27

PLAGIARISM CHECKING METHODS: 1antetall

ETYMOLOGY: Author Origin

® Plagiarism X-checker: May 09, 2025

e Manual Googling: Dec 26, 2025

EMENDATIONS: 7

e iThenticate Software: Dec 29, 2025 (10%)

Yes

Date of Submission: May 06, 2025
Date of Peer Review: Aug 29, 2025
Date of Acceptance: Jan 02, 2026

Date of Publishing: May 01, 2026



