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Abstract: Pneumoscrotum  following  traumatic pneumothorax is a rare clinical scenario . We report the case 

of a 62-year-old male who presented to the Cardiothoracic Department with  respiratory distress  sustaining 

blunt thoracic trauma following RTA. Massive surgical emphysema was present,extending from the face upto  

the scrotum. B/L chest tube were inserted  with  immediate gross improvement of the vital parameters of the 

patient.  
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I. Introduction 
Pneumoscrotum describes the presence of air within the scrotum .It includes scrotal emphysema  when 

air is palpated as crepitus and scrotal pneumatocele when air is present within the tunica vaginalis testis but not 

palpable [1].  

      Air can derive from three different routes :a)  extraperitoneal sources (retroperitoneum, mediastinum, 

or lungs), b)  intraperitoneal sources (air-Filled hollow viscera), c) local sources (gas production due to infection 

or air introduction) , and depending upon the  cause appropriate treatment must be provided, especially in life 

threatening conditions such as pneumothorax or Fournier’s gangrene. 

 

II. Case Report 
A 62 yr-old male patient presented  with blunt trauma chest  following road traffic accident. 

He had  respiratory distress  but was hemodynamically stable (BP: 144/80mmHg, HR: 110/min ,SpO2: 82% on 

room air, RR: 34/min),) with Glasgow Coma Scale of  15/15. The patient had abrasions on his forehead and  on 

the right iliac fossa. 

      On systemic examination  surgical  emphysema extending from face to the scrotum was present ―Fig 

1‖.Tenderness was present over the right lower chest wall along with bony crepitus over the 5
th

,6
th

,7
th

,and 8
th

rib 

.Auscultation of chest revealed crackling sound due to emphysema with B/L decreased breath sounds.. He was a 

chronic smoker and known case of COPD 

      X-ray chest revealed B/L pneumothorax with fracture of 1
st
 to  8

th
 rib on the right side and 1

st
 to 7

th
 rib 

on the left side ―Fig 2‖.  ultrasound of the abdomen was normal, and CT scan  of head was normal except for  

subcutaneous emphysema extending upto the temporal-parietal region . CT Scan of thorax  confirmed the 

findings of x ray chest  with  pneumomediastinum ‖Fig 3‖. CT abdomen revealed no visceral or solid organ 

injury except for emphysema extending upto the scrotum. 

      B/L chest tubes were inserted. Patient was managed with oxygen supplementation , IV fluids, 

parenteral antibiotics and analgesics. B/L Pneumothorax and surgical emphysema gradually resolved. Patient  

was discharged in stable condition. He is asymptomatic and in regular follow up. 

 

III. Discussion 
Pneumoscrotum is a  rare clinical manifestation. The main symptom is swelling of the scrotum, usually 

with no pain or tenderness [2] .The first case was described in 1912 following nephrotomy [3]. Since then, few 

cases have been reported caused either by procedural or pathological processes [1]. Pathologic pneumoscrotum 

includes pneumothorax (traumatic or spontaneous), pneumomediastinum, visceral perforation, trauma of the 

abdomen cavity or the retroperitoneum, direct scrotal injury,  perinephric abscess, rapid decompression after 

diving,  and Fournier’s gangrene. Procedural causes of pneumoscrotum includes endoscopy and  laparoscopic 

procedures [4, 5], retroperitoneal sympathectomy, pacemaker placement, intubation of the trachea, 

cardiopulmonary resuscitation. 

     Air accumulation in the scrotum can be explained by 3 pathophysiologic mechanisms. 

A) gas-producing infection (i.e., Fournier’s gangrene) or direct introduction of air (i.e., scrotal trauma). 

       B) presence of intra-abdominal air. In cases of pneumoperitoneum (usually from visceral perforation), air 

can reach the abdominal wall (by diffusion or through small peritoneal defects) and can accumulate in the 

scrotum dissecting along the fascial planes [6]. Sometimes, air can travel to the scrotal sac through a patent 

processus vaginalis [7].this embryologic defect is present in 15–30% of adults [8].  
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       C)  air spread from a thoracic source (pneumothorax or pneumomediastinum). In the case of pneumothorax, 

air travels from the lungs along the superficial subcutaneous fascia of Camper’s and the deep membranous layer 

of Scarpa’s fascia of the . abdomen .Fascial planes are distinct to the abdomen but fuse to form the Colles’ 

fascia at the base of the penis and Dartos fascia in the testes, respectively [1, 9]. It must be emphasized that 

pneumoscrotum itself is a benign condition thorough search must be done to rule out the underlying pathology  

.if pneumothorax be the cause  placement of chest tube suffices and is life saving in  deteriorating patients.  

In our patient  blunt trauma to the thorax resulted in bilateral pneumothorax  that led to  massive surgical 

emphysema  which propagated to face  through the neck and to the scrotum through the abdomen fasciae.  

 

IV. Conclusion 
  The aim of presentation of this  case is that  after  blunt thoracic trauma one needs to be alert and aware 

when dealing with scrotal swelling  that the primary source of air can be located in the thorax which may be 

managed by chest tube insertion. 

 

 
FIGURE 1 image showing bilateral ICD tubes and pneumoscrotum 

 

 
FIGURE 2 chest x ray showing bilateral pneumothorax with bilateral multiple rib fractures 

 

 
FIGURE 3 pneumomediastinum is visible in these CT images 
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