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ABSTRACT

Like tuberculous infection the overall incidence of 
genitourinary tuberculosis has increased in many 
countries during the recent years.

Two cases of testicular tuberculosis manifesting 
as acute epididymo-orchitis are presented.
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IN T R O D U C T IO N

Isolated tuberculous epididymo-orchitis occurs 
rarely. Tuberculous epididymitis occurs most 
commonly between the ages 20 and 50 years 
and patients usually present with the insidious 
onset of scrotal pain with no irritative voiding 
sym ptom s. Unfortunately, the definitive 
diagnosis of tuberculous epididymo-orchitis is 
often made after pathological examination of the 
orchiectomy specimen.

C ase 1 :

A 44-year-old man admitted to our out-patient 
clinic because of a painful right scrotal swelling of 
one w eek’s duration. The physical examination

revealed an elastic hard, irregular and painful 
right-sided scrotal mass (8.5x8 cm) and a normal 
left testicle. Tumor markers (A FP , beta-hCG. and 
LDH) and chest X-ray were found to be normal 
whereas, erythrocyte sedimentation rate and C- 
reactive protein level were slightly elevated. The 
patient had no fever or any co-morbidity. Urine 
analysis and cultures were normal. Ultrasound 
revealed a normal upper and lower urinary tract, 
a normal left testicle and a right epididymo- 
orchitis with micro-calcifications. The patient was 
started on Ofloxacine (1x400 mg) and Diclofenac 
(2x100 mg) treatment, but there w as no 
symptomatic improvement during a 2-week 
follow up. A repeat scrotal ultrasound revealed 
right testicular abscess. The patient underwent 
right inguinal orchiectomy and histopathological 
examination revealed caselflcous granulomatous 
orchitis (Figs 1, 2). Three early morning urine 
samples for acid resistance bacteria examination 
and urine Bactec culture test were negative.

Case 2 :

A 65-year-old man admitted to our out-patient 
clinic because of left testicular swelling and pain 
which was not associated with fever, a month 
after the transurethral resection of prostate 
(T U R P ). The physical examination revealed 
testicular swelling and pain on the left side.
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F i g . l  : (x40, Hemotoxylin-Eosin staining) (a granulomatous 
lesion in which a large area of caséification necrosis is 
surrounded by palisading epithelioid histiocytes and 
lymphocytic rim.)

F ig .2  :(x100, Hemotoxylin-Eosin staining) (caséification 
necrosis)

F ig .3  : (x40. Hemotoxylin-Eosin staining) (Granulomas formed 
by epithelioid histiocytes and lymphocytes; large area of 
necrosis in the center)

His past medical history revealed a 6-week 
course of intravesical Bacillus Calmette-Guerin 
(B C G ) treatment for his superficial transitional 
cell bladder carcinoma. During his last tumor-free 
check-cystoscopy the patient had also 
undergone a T U R P  for benign prostatic 
hyperplasia (B P H ). Histopathological
examination of T U R P  specimen had revealed 
nonspecific granulomatous prostatitis.

Scrotal ultrasound revealed a left epididiymo- 
orchitis with micro-calcifications. Urine analysis 
and cultures were found normal. Ofloxacine 
(1x400 mg) and Diclofenac (2x100 mg) treatment 
was started on an out-patient basis. Two weeks 
later, he underwent left inguinal orchiectomy 
since no improvement w as achieved with 
antimicrobial treatment. Histopathological 
examination revealed tuberculous epididymitis 
and atrophic left testicle (Fig. 3). The urinary tract 
w as radiologically normal.

Both patients are currently on an antituberculous 
drug regimen and no other sym ptom s or 
complications have developed.

D IS C U S S IO N

It is estimated that from 8 to 10 million people 
develop overt tuberculosis annually and 3 million 
die due to tuberculosis (1). The prevalence may 
be as high as 400 in 100,000 in the developing 
countries (1). Genitourinary tuberculosis 
accounts for 14%  of nonpulmonary 
m anifestations (1 ,2 ). Like the tuberculous 
infection of other system s, the overall incidence 
of genitourinary tuberculosis has increased in 
many countries during the past years (3).

The predisposing risk factors associated with the 
development of tuberculosis include prolonged 
steroid use, im m unesuppressive therapy, 
d iseases that impair cell-mediated immunity and 
d iseases with poor local immune mechanism . A 
higher incidence of granulomatous prostatitis 
was found in patients who had been treated with 
intravesical B C G  (4 ,5 ). Extrapulm onary 
tuberculosis has been reported to be steadily 
increasing in patients with acquired 
immunodeficiency syndrome (6,7).
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Tuberculous orchitis

Tuberculous epididymitis occurs most commonly 
between the ages of 20 and 50. Lattimer 
contends that epididymal tuberculosis is almost 
a lw ays secondary to a prostatic lesion, 
presumably via a retrocanicular descent (8). Gow 
argues for hematogenous dissemination to the 
epididymis, reporting that only 1 of 20 men with 
epididymal tuberculosis had results on prostate 
biopsy positive for acid-fast bacilli (9). Testicular 
involvement is usually via a direct extension from 
the epididymis, although there is evidence of 
occasional hem atogenous infection (9 ,10). 
Common presenting problems are scrotal 
swelling, pain, d ischarge and sinuses (11).  
When only the external genitalia are involved 
pyuria, urinary acid-fast bacilli and irritative 
voiding symptoms are usually absent. Fever is 
infrequent as are other constitutional symptoms
(11). Patients usually present with the insidious 
onset of scrotal pain with no irritative voiding 
symptoms. Therefore, the definitive diagnosis of 
tuberculous epididymo-orchitis is often made 
after pathological examination of the orchiectomy 
specimen.

Tuberculous epididymo-orchitis should always 
be considered in the differential diagnosis of 
acute testicular swelling and pain, especially 
when symptoms do not resolve after a 2-week 
antibacterial chemotheraphy and/or if the patient 
has received a prior intravesical BC G  treatment. 
It must be remembered that urine culture tests for 
tuberculosis may be negative in tuberculous 
epididymo-orchitis and definitive diagnosis may 
only be made by histopathological examination.
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