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CASE REPORT

Scrotal haematoma following vasectomy: an unusual

surgical emergency
Bobby O'Leary'-?

SUMMARY

A 46-year-old man who underwent a vasectomy at his
general practitioner presented to the emergency
department at a regional hospital with a 6 h history of
scrotal swelling and skin discolouration. He was
haemodynamically stable on admission, with a large,
dark red swelling in his scrotum. The patient was
admitted to an acute surgical unit for exploration of his
scrotum. Bilateral transverse incisions were made in the
patient’s groin, and approximately 600 mL of blood was
drained from the patient’s scrotum. Postoperatively, the
patient performed well, and was discharged home on
oral antibiotics and analgesia. The patient’s scrotum
healed well, and after 2 months of follow-up, he was
discharged.

BACKGROUND

Vasectomy is seen as a safe and simple procedure
by the majority of the public. While this may be
true when compared with the gynaecological
equivalent, complications from vasectomy still exist
and any patient undergoing such a procedure
should be well informed before undergoing it.

CASE PRESENTATION

A 46-year-old man presented to the emergency
department of a regional hospital at approximately
19:00 with a 6 h history of scrotal swelling and
skin discolouration. Earlier that afternoon the man
had undergone a vasectomy at his local general
practitioner, and later at home had noticed a dark
coloured swelling on the right side of his scrotum
(figure 1). The patient was able to void freely. His
medical history was significant only for
hypertension.
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Figure 1 Preoperative image of scrotal swelling and
skin discolouration.

On examination, the patient was conscious,
coherent and afebrile. He was haemodynamically
stable. His vital signs were normal. There was a
large non-pulsatile swelling throughout the scrotum
which extended superiorly to the right and left
groin.

INVESTIGATIONS

Full blood count, renal function tests, coagulation
studies and C reactive protein were normal on
admission.

DIFFERENTIAL DIAGNOSIS
Our initial diagnosis was a scrotal haematoma sec-
ondary to vasectomy.

TREATMENT
The patient was admitted to the surgical ward and
was taken to the theatre.

Transverse incisions were made bilaterally at the
groin, and approximately 500-600 mL of blood
was released from the scrotum (figure 2). Bleeding
vessels were secured with diathermy. The vas defer-
ens were identified and double ligated at each end.
Haemostasis was achieved and the patient was
returned to the ward.

Postoperatively, the patient performed well with
intravenous antibiotics, analgesia and a scrotal
support. There was some serosanguinous fluid
oozing from the incision sites for 2 days, which
then subsided completely. He was discharged
4 days postprocedure with oral antibiotics, anal-
gesia and a scrotal support.

OUTCOME AND FOLLOW-UP

The patient was followed up in the outpatient
department (OPD) 2 weeks later, and was pre-
scribed analgesia and to continue to use his scrotal
support. Two months later, this patient was seen
again in the surgical OPD, and given he was
without any further surgical concerns; he was dis-
charged back to primary care.

DISCUSSION

Vasectomy remains the world’s most common form
of permanent male contraception,' and has been
shown to be a reliable and safe procedure.

The goal of vasectomy is to transect the vas def-
erens, ensuring that sperm are not present in the
patient’s ejaculate. The vas deferens is a continu-
ation of the duct of the epididymis, carrying sperm-
atozoa from the testis to the duct of the seminal
gland, together forming the ejaculatory duct.
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Figure 2

Intraoperative image of scrotal evacuation, showing
haematoma with clots.

Interruption of this channel should ensure aspermatozoic
ejaculations.

No scalpel vasectomy has become the gold standard world-
wide, with strong evidence showing lower rates of all cause mor-
bidity when compared with the traditional incision method.?

While vasectomy has enjoyed a low morbidity rate, there are
some important postoperative complications to consider. The
most common of these are haematoma, infection, sperm granu-
loma and postvasectomy pain syndrome. Of these, haematoma is
the most common, with an overall rate of postoperative haema-
toma in the literature of approximately 2% (0.09-299%)." 34

The operator experience has been quoted as a key predictor
of postoperative complications, with a study showing that opera-
tors who performed 50 or more vasectomies per year had a
66% lower complication rate than those who performed 10 or
less per year.

Documented cases in the literature of scrotal haematoma
which are as serious as shown here are scarce. Viddeleer et al
showed just how serious this simple condition can become,
describing a single patient who developed Fournier’s gangrene
following a vasectomy, and who consequently died.® Other
similar cases of postvasectomy Fournier’s gangrene have been
published in the literature,® 7 though to, the best of our knowl-
edge, none have been published within the past 10 years.

Scrotal haematoma is thought to occur most commonly due to
damage to the venous structures, most notably the pampiniform

plexus. Given the elasticity of the scrotum and its poor tampo-
nading effects, any bleeding will be afforded ample space to form
a haematoma. Exploration and drainage of the scrotum is the
only treatment available for large scrotal haematomas which are
worsening, or not responding to conservative management.

Learning points

» Although vasectomy is quite a safe procedure, complications
do occur and can need emergent management.

» Haematoma is the most common postoperative
complication, meaning that strict haemostasis is essential at
the conclusion of each procedure.

» Operator experience is a key predictor in postoperative
morbidity, with more experienced surgeons having
significantly lower complication rates than their
counterparts.
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