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Case Report
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ABSTRACT
Tuberculosis (TB) global prevalence remains almost unchanged over the past few decades. Though 
genitourinary tract tuberculosis is common, it is rarely associated with scrotal fistula. We present 
a rare case of advanced tuberculous epididymo-orchitis (TBEO) which culminated in removing 
the testis. Before final diagnosis is made, it was unresponsive to empirical therapy of bacterial 
epididymo-orchitis. The approaches to this case were clinical, radiological and histopatologic. For 
treatment and follow up see the case report.
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Introduction

Tuberculosis as an infectious disease is 
caused by the bacillus Mycobacterium 
tuberculosis. It affects about one third of 

the world population (1). TB prevalence is 33 per 
100000 population in Iran (2). More than 20% of 
cases demonstrate extra pulmonary manifestation 
(3). Genitourinary TB, including tuberculous 
epididymo-orchitis (TBEO) is the second most 
common type of extra pulmonary tuberculosis 

(4). In almost 28% of the genitourinary TB cases, 
which itself accounts for 30% of nonpulmonary 
tuberculosis (5), merely the genitalia is involved 
(6).
Eighty five percent of the epididymal lesions 
are believed to be secondary to the prostate 
infection developed by urine released from 
renal tuberculosis (7). It is likely that TB bacilli 
settlement on the epididymis occurs during 
hematogenous spread from a primary source (8).
The present case report is a TBEO with scrotal 
fistula without any trace of TB elsewhere in the 
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body. The importance of this case is unilateral 
advanced involvement (epididymis, testis, scrotal 
wall) without clinical involvement of other testis.

Case Report
In April 2010, a 28 years old Afgan man 
presented with left painless testicular swelling 
and ipsilateral scrotal ulcer with discharge from 
two months earlier. He had been married and 
had two children. The patient had no medical 
history of tuberculosis, although he suffered 
from fever, sweating, weakness and unexplained 
weight loss since the start of symptoms. He had 
no respiratory symptoms, dysuria, frequency, 
nausea and vomiting. The patient was treated as 
epididymo-orchitis with doxycyclin, ceftriaxon, 
erythromycin, spectinomycin without any 
response. On physical examination there was 
swelling of left testis without any pain, erythema 
and warmth. Furthermore on the left scrotal 
wall there was a fistula tract with slight serous 
discharge. The other physical examinations were 
otherwise unremarkable. Routine blood tests 
including hemoglobin, WBC counts and liver 
function tests were in the normal limits and post 
op ESR has been 20 mm/h. Chest radiography 
and abdomino-pelvic CT-scan have not been 
compatible with disseminated TB infection; this 
might imply the absence of a primary site. Smear 
of scrotal fistula discharge for acid fast bacilli, 
was negative. Because the prolonged orchitis has 
been refractory to ordinary medical treatment, 
this patient underwent left orchiectomy. The 
specimen was consisted of a large testis with 
intact and congested capsule, white- cream –
yellow and purplish in color measuring 8.5× 5 
×4.5 cm. The cut surfaces from testis revealed 
vas deferens measuring 3.5 cm in length and 
0.3 in width. This testis was divided into three 
well defined lobes separated by prominent gray 
colored thin septae. The middle lobe measuring 
3.5 cm in diameter showed many prominent, 
separated cream –yellow colored granules in 
background of necrotic tissue and adjacent to 

orange colored testicular tissue. The latter was 
infiltrated by these granules.
Microscopic examinations showed granulomatous 
orchitis with involvement of epididymis and even 
wall of vas deferens and caseous granulomas in 
subcutaneous tissues of scrotum (Fig. 1). Special 
staining on tissue fragment has failed.
Post-surgical operation, the patient was treated 
with a combination therapy of isoniazid, rifampin, 
ethambutol, pyrazinamid and pyridoxin (2 
months with 4 drugs and 4 months with 2 drugs). 
Two mornings urine samples for Mycobacterium 
tuberculosis were positive after six weeks. In six 
months , 1 year and 2 years period of follow up, 
he had no complains.

Fig.1: Surgical pathology of patient with male 
genital tuberculosis. Granulomatous inflamma-
tion with langhans giant cell in testicular pa-
rynchymal tissue. The three white horizontal ar-
rows point to granuloma. The large black arrow 
points to caseouse necrosis. The small black ar-
row points to seminiferous tubule. The vertical 
white arrow points to multinucleated Giant cells 
of Langhan’s type.  (H& E, ×10)

Discussion
TBEO is common in the age group of 20 to 50 
years old (9).  Its diagnosis is usually confirmed 
by isolation of M. tuberculosis from urine or 
seminal fluid (10), however tissue samples and 
histological examinations support diagnosis (11).  
Nowadays PCR is alternatively used for detection 
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of M. tuberculosis (12).  Diagnosis of TB merely 
based on smear of urine sample and imaging 
studies, may be difficult (12, 13). Swelling and 
tenderness of scrotum pointed to the likelihood 
of bacterial epidedymo-orchitis and malignancy. 
Histopathology and culture would also help 
distinguish bacterial epidedymoorchitis and 
malignancy from TBEO (8). 
The most common sites of involvement in order 
of occurrence rate are epidedymis, prostate, 
seminal vesicles and testis (14, 3). In two case 
studies on male genital tuberculosis, almost 62% 
(15) and 64 % (16) of patients were diagnosed 
as renal tuberculosis alongside with TBEO. 
Another study on TBEO patients found out that 
in nearly 80% of cases, extra genital organs are 
involved (17). Detailed chest X-ray investigation 
has also suggested that 69% of TBEO patients 
had pulmonary tuberculosis (16). In our case, 
scrotal wall was also involved (Fig. 1) that 
suggested advanced, extensive genital disease 
(9). Despite involvement of left epididymis, 
testis and left scrotal wall, the right side was not 
clinically involved. The present case therefore, 
might be considered as a rare unilateral TBEO.  
A comparison of the present case with a review 
study on 34 cases of TBEO (16), revealed 
similarities in scrotal swelling, pain and urine 
positive culture for M. tuberculosis without 
any pyuria , however the major difference of 
the present case is the absence of concomitant 
tuberculosis in other organs.
Patients with TBEO have milder symptoms than 
pyogenic epididymo-orchitis so that they would 
visit physician later and sometimes in more 
advanced stages of diseases. The importance of 
the presented case is in two points: one is the 
lack of any evidence of involvement of other 
organs in chest X ray and abdomino -pelvic CT 
scan and the other, is absence of any evidence 
for TB in other side of genitalia. Patients with 
mild symptoms of epididymo-orchitis should 
be considered as likely cases of tuberculosis, 
especially those from endemic area and those 

who have risk factors such as HIV infection and 
other immunosuppressive conditions.
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