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Testicular torsion is a surgical emergency and is the most common cause of 
testicular loss in adolescents and neonates.1  Providers should be able to 
recognize the signs and symptoms of testicular torsion and should also be able 
to preventatively counsel patients and parents on these signs and symptoms as 
to help avoid delays in seeking emergency care.   

Testicular torsion occurs when the spermatic cord structures connected to the testicle become twisted, 
compromising the blood supply to the testicle.  There are two types of testicular torsion - extravaginal 
torsion and intravaginal torsion.  Extravaginal torsion refers to torsion occurring prior to testicular 
attachment to the tunica vaginalis.  This lack of testicular attachment to the tunica vaginalis results in 
increased mobility of the testicle and an increased propensity for torsion.  This type of torsion is usually 
seen in neonates.  Intravaginal torsion refers to torsion occurring after attachment of the testicle to the 
tuna vaginalis, but the attachment is abnormal.  This is known as a bell-clapper deformity and is the most 
common type of testicular torsion seen in older children and teenagers.1  The bell clapper deformity has 
an abnormally high attachment point of the testicle to the tunica vaginalis and predisposes the testicle to 
torsion.  This attachment deformity occurs in about 12% of males and is bilateral in almost half of the 
cases.1   

The classic presentation of testicular torsion is the sudden onset of unilateral pain in the scrotum that 
does not resolve.  The pain usually does not fluctuate with physical activity and will be present even 
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when lying still.  The pain can often be accompanied by nausea, vomiting, and eventually swelling of the 
painful testicle.  If swelling is not yet severe, a provider might notice the testicle “high-riding”, with an 
absent cremasteric reflex and the long axis of the testicle laying horizontal instead of vertical.  If a Doppler 
ultrasound device is immediately available, it can be used to evaluate blood supply to the testicle.  However, if 
torsion is highly suspected, surgical exploration should not be delayed in order to obtain ultrasound results.  

There are two primary factors that influence the viability of a torsed testicle: the degree of torsion and the 
duration of torsion.  The degree of testicular torsion can range from 90 degrees to 720 degrees.  Incomplete, 
or partial torsion, can occur if the testicle twists less than 360 degrees.  The more severe the degree of torsion, 
the higher likelihood of blood supply compromise and testicle necrosis.  The duration of torsion is also 
extremely important, hence why testicular torsion is a surgical emergency.  Testicle viability is most probable if 
torsion is corrected within 6-8 hours of onset.  The longer the testicle is without good blood supply, the higher 
the likelihood of vascular infarct and testicle necrosis.  

Treatment of testicular torsion is timely untwisting of the cord to return adequate blood supply.  This is usually 
done in the operating room under general anesthesia, although rarely the cord can be untwisted in the 
emergency room.  However, even if the testicle is detorsed in the emergency room, the patient will still require 
a bilateral orchiopexy to prevent future torsion events.  A bilateral orchiopexy involves tacking the testicles 
down to the tunica vaginalis to prevent future torsion.  This is performed to both testicles due to the high rate 
of bilateral bell clapper deformities, as mentioned above.  If a patient is taken to the operating room and the 
testicle is deemed not viable, a unilateral orchiectomy and contralateral orchiopexy is performed.   

Of note, testicular pain can also occur for reasons other than testicular torsion.  For example, orchalgia refers 
to a nonspecific benign cause of testicle pain that is often seen in growing peri-pubertal boys.  The pain is 
usually gradual and less severe than the pain seen in testicular torsion and it is not associated with swelling, 
nausea, or vomiting.  Further, orchalgia pain often fluctuates with physical activity.  Therefore, it is important 
for providers to be able to properly evaluate testicle/scrotal pain and maintain an appropriate level of 
suspicion for testicular torsion.   

In conclusion, providers are encouraged to discuss the signs and symptoms of testicular torsion with patients 
and their families.  Educating patients and families can hopefully help prevent delays in seeking care.  Given 
testicular torsion is a surgical emergency, providers should maintain a low threshold for ruling out testicular 
torsion and always direct patients to the closest emergency room if testicular torsion is suspected.   

1. Oreoluwa, Ogunyemi.  (2017) Testicular Torsion.  Medscape, 2017.  Retrieved from: emedicine.medscape.com/article/
2036003-overview 

Cookies for a Cause 
Visit https://www.pubertytoosoon.com/resources#awareness and complete the tasks to help 

raise awareness of Central Precious Puberty and fundraise for SPAP!  We have a goal of 10,000 
cookies and are doing well but need your help - you can visit multiple times and we would love 

for you to share the site with friends and patients who can benefit from the information! 
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SPAP Member Spotlight  
        Kelly Butler PA-C 

Where do you practice/what is your role as a PA?  I am a PA at 
Children’s Health in North Texas—about 70% of my clinical duties 
are in ambulatory care at the Children’s Medical Center Plano 
specialty care Epilepsy Clinic. In my ambulatory role I have my 
own clinic of children with seizure disorders or possible seizures. 
Most of these are patients for whom I am their primary neurology 
provider and I evaluate and manage them independently (of 
course with the availability of my supervising physician whenever 
needed). About 10% of my clinic patients are seen in a shared care model where visits alternate 
between me and their pediatric epileptologist. When I see those patients depending on my familiarity 
with the individual patient and my comfort level with their medical conditions, sometimes I consult 
with their primary provider before, during or after the visit to develop the management plan and 
other times I am able to manage them independently. I also perform adjustments to Vagal Nerve 
Stimulator settings and see children who need to be seen urgently due to recent ER/hospitalization 
or decline in their condition. 

About 30% of my clinical time is spent staffing the inpatient Epilepsy Monitoring Unit (EMU) at 
Children’s Medical Center Dallas. In that role, I complete H&P’s, enter admission orders, round on 
patients throughout the day and update the neurophysiology team of any changes in condition, 
provide patient education and follow results of diagnostic tests such as lab studies, neuroimaging, 
psychological assessments and of course EEG results. I work alongside a pediatric epileptologist and 
an epilepsy fellow in that role so it is less independent but is still very challenging and interesting 
due to the constantly changing needs of hospitalized patients who often are medically more complex 
or unstable. In the EMU I manage children who are starting or on the ketogenic diet, are being 
evaluated for possible epilepsy surgery, and children with difficult to control seizures. 

How long have you been practicing?  Any other positions prior to your current one? I have been 
practicing for almost 6 years and this is the only position I’ve ever held (other than a brief time when 
I did some “moon lighting” in ENT) 

Why pediatrics?  I’ve always known I wanted to practice in pediatrics, it’s just something I’ve always 
known to be true. I enjoy children and making them feel comfortable in a sometimes frightening and 
unfamiliar situation, it is challenging since many children are not able to clearly communicate their 
symptoms, and having the opportunity to make an impact on children’s lives is so meaningful. 
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What do you like/dislike about being in a subspecialty? I like the depth with which a body 
system/disease process can be explored when that is your primary focus. I also value the expertise 
I’ve developed and being a resource in my practice area for other providers. I dislike studying for my 
PANRE which is more challenging given the very focused nature of my clinical practice! 

How did you first hear about SPAP?  How have you been involved with SPAP? I first learned 
about SPAP from another PA at Children’s and initially became involved in 2015 by contributing a 
chapter on Absence Epilepsy to the Elsevier issue of Physician Assistant Clinics devoted to Pediatrics. 
I also presented at the SPAP annual CME conferences in Las Vegas in 2016 and Baltimore in 
September 2017. 

Do you have any advice for new PAs or PA students?  Believe in yourself and trust your training 
and education but never stop learning and seeking to increase your knowledge and skills. Always 
embrace when you do not know the answer to a question—whether of a patient, colleague or 
instructor—do not try to “wing it”, acknowledge that you don’t have the answer at that moment and 
then do your best to find out; you’re not going to know all things all the time and this presents an 
opportunity to increase your expertise and skills. Do not shy away from opportunities to receive 
feedback on your performance and skills; even when it is hard to hear or swallow, lean into 
constructive criticism as it is a chance to grow and refusal to evaluate feedback with an open mind 
will limit you more than acknowledging your areas for growth. 

What do you like to do in your free time?  Two years ago I started running to get healthier; now in 
addition to running 10K’s & half marathons, I ride in long distance road cycling events and am a 
triathlete. I think my biggest athletic achievement was completing a Half Ironman—1.2 mile swim, 
56 mile bike, 13.1 mile run—just 3 months after I decided to try my hand at triathlons! I also enjoy 
crafting and traveling and playing with my dog. 

Anything else you would like to share?  I enjoy going back to my PA school alma mater—UT 
Southwestern—to teach PA students as well as providing educational presentations to hospital staff 
and nurses.
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