
 
İletişim Bilgileri: 
Yılören Tanıdır, M.D. 
Marmara University, School of Medicine, Department of Urology, 
Altunizade,, İstanbul, Türkiye 
e-mail: yiloren@yahoo.com 

Marmara Medical Journal 2008;21(1);056-060

 

 
 
CASE REPORT 
 

BRUCELLA EPIDIDYMO-ORCHITIS AS THE FIRST PRESENTING SIGN OF 
BRUCELLOSIS: A CASE REPORT AND REVIEW OF THE LITERATURE 

 

Yılören Tanıdır, Abdülkadir Gümrah, Cem Akbal, Tufan Tarcan 
Marmara University, School of Medicine, Department of Urology, İstanbul, Türkiye 

 
ABSTRACT 
 

While brucellosis is one of the causes of acute swelling of the testis, it is not encountered often in non-
endemic regions. Although the most common genitourinary involvement of brucellosis is epididymo-
orchitis, other findings may also occur. Herein, we report a patient with brucellosis presenting as the first 
sign  as epididymo-orchitis, with the review of the current literature. 
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BRUSELLOZUN İLK BULGUSU OLARAK BRUSELLA EPİDİDİMO-ORŞİTİ: BİR 
OLGU SUNUMU VE LİTERATUR DERLEMESİ 

 
ÖZET 
 

Bruselloz testiste akut şişlik yapan nedenlerden biri olmakla beraber endemik olmayan bölgelerde sık 
rastlanılmaz. Brusellozda en sık genito üriner tutulum epididimo-orşit olmasına rağmen genelde kendisini 
brusellanın diğer bulgularıyla beraber gösterir. Biz bu olgu sunumunda, ilk bulgu olarak epididimo-orşit ile 
kendisini gösteren brusellozlu bir olguyu son literatür eşliğinde sunduk. 
 

Anahtar Kelimeler: Brusella, Epididimo-orşit, Genitoüriner enfeksiyonlar 
 
 

 
INTRODUCTION 
 

Brucellosis is an infectious, zoonotic disease 
in various animals and humans caused by a 
gram-negative coccobacilli strain like 
Brucella Melitensis or Brucella Abortus. It is 
transmitted through contaminated and 
untreated meat, milk and milk products, and 
by direct contact with infected animals (cattle, 
sheep, goats, pigs, etc.), urine, body 
secretions and pregnancy materials. The 
incubation period is between one to four 
weeks. Brucellosis may be accompanied by 
aching muscles (myalgia), aching joints 
(arthralgia), gastrointestinal system symptoms 
such as nausea, vomiting, abdominal pain, 

constipation, and rarely anemia, leucopenia, 
thrombocytopenia, localized and generalized 
lymphadenopathy; dermatological findings 
such as maculopapular rash; neurological 
findings such as meningitis, encephalitis; 
cardiac involvement such as endocarditis; and 
pulmonary or genitourinary involvement1-3. 
Genitourinary involvement of brucellosis 
includes prostatitis, epididymo-orchitis, 
cystitis, pyelonephritis, interstitial nephritis, 
exudative glomerulonephritis and renal 
abscess. Brucella epididymo-orchitis is not a 
common clinical situation unless in an 
endemic area. Herein, we report a patient with 
brucellosis presenting with epididymo-
orchitis, only. 
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CASE REPORT 
 

A 16 -year-old sexually inactive male patient 
suffering from left testicular swelling, pain 
and high fever for the previous 4-5 days 
applied to our hospitals’ emergency ward and 
was hospitalized in our urology clinic. The 
patient reported that he had had right 
testicular pain and swelling 3 months before 
and this was cured after antibiotic treatment. 
 

His physical examination revealed left 
testicular swelling, tenderness and a 
temperature of 40 Cº. Laboratory studies 
showed a mild leucocytosis (12600 /mm3), 
with an erythrocyte sedimentation rate of 52 
mm/h, CRP 245 mg/l and urine microscopy of 
2 white and 1 red blood cells per high power 
field. In the Doppler ultrasonographic 
examination of the scrotum, the right and left 
testis were 43x26x22 mm and 53x40x38 mm 
in size, respectively. Although parenchymal 
echogenicity was normal, there was a bilateral 
increase in blood flow, especially in the left 
testis. Right epididymis was normal but left 
epididymal echogenicity, blood flow and size 
was increased. Pyocele like appearance was 
observed in the left hemiscrotum (Figure 1). 
For differential diagnosis, tumor markers of 
testicular carcinoma were found to be within 
the normal limits (AFP: 1.03 U/L, hCG: <1 
U/L). With these clinical findings the patient 
was started on standard epididymo-orchitis 
treatment with ciprofloxacin (200 mg i.v., 
b.i.d.), non-steroid anti-inflammatory 
medication, complete bed rest with scrotal 
elevation and local hypothermia application. 
But his fever and local symptoms did not 
decrease in the following 48 hours and scrotal 
swelling appeared to be larger on inspection. 
A pelvic-scrotal MRI was performed to rule 
out any pelvic pathology and testicular 
abscess (Figure 2). Due to resistant fever, the 
antibiotic regime was changed into i.v. 
sulbactam and ampicillin combination of 1 g, 
q.i.d. This new antibiotic schedule was 
continued for the following 48 hours but 

again the clinical picture remained 
unchanged. 
 

Thereafter, with a suspicion of Brucella-
induced orchitis, Brucella spot and Wright 
agglutination tests were performed and each 
of them were found to be positive (the latter 
in a titer of 1/160). Among the former 
cultures which were taken during the 
admission period, bacteria in Brucella 
morphology were isolated from the blood 
culture but the urine culture was sterile. 
Relying on these clinical findings the patient 
was diagnosed as Brucella orchitis and 
medication composed of tetracycline in 100 
mg p.o. b.i.d. and rifampicin 600 mg/day p.o. 
was started and continued for a 6-week 
period. Endocarditis and any cardiac 
involvement due to Brucellosis were ruled out 
by echocardiography. The symptoms 
completely resolved at the second week of 
treatment. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

Figure 1: Doppler ultrasonographic examination of
the left testis revealed increase in testicular blood
flow and size with epididymal echogenicity. A
pyocele like appearance was also observed in the
left hemiscrotum. 
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DISCUSSION 
 

Since Brucellosis is not an endemic disease in 
the Marmara Region of Turkey, presentation 
of the disease as Brucella epididymo-orchitis 
is not a common finding. The seropositivity 
rate in the healthy population in all 
geographical regions of Turkey is between 2-
6%.4  
 

Although epididymo-orchitis is the most 
common genitourinary involvement of 
Brucellosis, it is rarely the leading finding in 
most of the cases. In fact our patient did not 
present with typical findings of Brucellosis 
like muscle ache (myalgia), joint ache 
(arthralgia), gastrointestinal system symptoms 
such as nausea, vomiting, abdominal pain, 
constipation and rarely anemia, leucopenia, 
thrombocytopenia, localized and generalized 
lymphadenopathy, dermatological findings 
like maculopapular rash and neurological 
findings like meningitis, encephalitis and 
cardiac involvement like endocarditis and 
pulmonary involvement.  
 

Hospitalization was indicated for our 
epididymo-orchitis patient who was suffering 
from fever-related fatigue with left testicular 
swelling and tenderness. Typical undulant 
fever pattern for Brucellosis was not observed 

in our patient but his fever was always present 
between 39-40 Cº. Testicular swelling can 
either be acute or chronic and it can be either 
unilateral as in our patient or bilateral in some 
of the cases5-13. As testicular swelling and 
fever are the leading features of almost every 
classical epididymo-orchitis case, the only 
key that made us suspect Brucella orchitis 
was resistant ongoing fever for 96 hours after 
2 different antibiotic treatments. Wright 
agglutination test and blood culture were used 
in differential diagnosis to exclude other 
causes of epididymo-orchitis. The Brucella 
Wright titer was found to be 1/160 and 
Brucella sp was isolated in blood culture 
confirming the diagnosis of Brucella 
epididymo-orchitis. Urine culture and 
microscopy were negative as it is in almost 65 
% of all Brucella epididymo-orchitis cases14.  
 

In the literature, the incidence of epididymo-
orchitis for Brucellosis in Turkey was noted 
between 2-12.7%7-9. Human brucellosis 
incidences cases in some Mediterranean 
countries are high, such as Greece and Spain 
where the true incidence for Brucella 
epididymo-orchitis is meant to be 12% and 2-
20% respectively10-11. In another study from 
Saudi Arabia the incidence was noted as 
1.6%12.  

Figure 2: Scrotal MRI sections which was performed to rule out any testicular abscess, 
showed similar findings with scrotal ultrasonography. 
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Differential diagnosis should include tumor, 
trauma, hematoma, cyst, torsion and other 
acute or chronic infections (abscess, 
gonorrhea, tuberculosis, mumps, syphilis, 
Chlamydia) which may lead to acute 
testicular swelling5. Beside clinical findings 
and physical examination, scrotal USG and 
testicular scintigraphy can also be used in 
differential diagnosis15. Scrotal USG findings 
in our case included parenchymal 
heterogeneity, pyocele and hydrocele 
formations but none of these particular 
findings helped us in differentiating the lesion 
from normal epididymo-orchitis. Pathological 
examination of Brucella epididymo-orchitis 
reveals a granulomatous inflammatory 
reaction and focal necrotizing areas. Most of 
these patients are reported to have a low 
fertility potential in the follow-up period8.  
 

An interesting aspect of a study done by 
Akıncı et al showed clinical unilateral 
infection of the testis (brucella epididymo-
orchitis) resulting in aspermia and 
oligospermia8. So they hypothesized that 
brucellosis causes decreased sperm counts 
and possibly caused infertility. Two possible 
explanations for these results were referred to 
Osegbe who found similar results in patients 
with unilateral epididymoorchitis and 
performed bilateral testicular biopsies and to 
Ingerslev et al. who found a causal link 
between acute epididymitis and the 
development of antisperm antibodies16-17.  
 

Antimicrobial therapy is generally enough in 
Brucellosis with uncomplicated epididymo-
orchitis18. In antimicrobial therapy most 
common combinations are rifampicin plus 
either tetracycline, doxycycline or ofloxacin, 
and doxycycline plus streptomycin5,18-20. 
There are several articles about the treatment 
efficiency of these combination therapies in 
the literature and the efficiency of each 
combination seems to be similar. The 
treatment period for the rifampicin plus 
doxycycline combination should be at least 6 
weeks. The disease may relapse in some 
patients. In a report from Spain, the incidence 
of relapse was 25 %11. Patients with 
necrotizing orchitis who cannot benefit from 

antibiotic therapy may need orchiectomy5,13, 
and 21  
 

In conclusion, Brucella epididymo-orchitis 
should be kept in mind for the etiology of 
epididymo-orchitis resistant to standard 
therapeutic approach especially in our country 
where Brucellosis is endemic in some regions. 
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