Tuberculous Epididymo-Orchitis: a Case Report
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Abstract : This is a case report of a 23—year-old Thai male who was presented to Pakchong NaNa
Hospital after one day of acute severe scrotal pain. The definite diagnosis was bilateral tuberculous
epididymo—orchitis and miliary tuberculosis. Tuberculosis should be considered in the differential
diagnosis of a scrotal swelling especially in those who have a history of exposed tuberculosis or

in high risk groups, even though tuberculous epididymo-orchitis is a rare entity.
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The genitourinary tract is the site most fre—
quently involved with extrapulmonary tuberculosis.
Genitourinary tuberculosis clinically represents
2.34% of the cases, although it has been noted in
7% of the patients with tuberculosis at autopsy.'”
It frequently occurs at the age of older than 35
years' and at least 70% of patients have a history
of previous tuberculosis. Renal tuberculosis is first
and mostly affected by tubercle bacilli via hemato-
genous route from the lungs. Tuberculous
epididymitis commonly results from reactivation of
renal tubercles and antegrade seeding of the pros—
tate and seminal vesicles, with subsequent retro—
grade extension to the epididymis via intracanali-
cular and lymphogenous routes. It occurs rarely
during miliary tuberculosis via hematogenous route.’

Tuberculous orchitis generally involved by
contiguous extension from epididymal infection, pos—
sibly through the globus major.” It occurs infre-
quently and most after result from epididymal in-
fection.

Clinical manifestations of tuberculous
epididymo-orchitis are acute pain and enlargement
of the epididymis and redness of the scrotal skin
or insidious chronic course with minimal epididy-
mal enlargement and pain or hydrocele.” It is diag-
nosed by examination of the scrotal drainage and
multiple urine cultures.® Treatment is primarily with
antituberculosis therapy, but orchiectomy should be
performed in those who fail to respond after four
months or tumor is suspected.” We presented an
interesting case of bilateral tuberculous epididymo-

orchitis and miliary tuberculosis.

Case Report
On August 14, 1997, a 23-year—old Thai

male was admitted to Pakchong NaNa Hospital suf-
fering from one day of acute pain and enlargement
of left scrotum. He had no history of prior scrotal
trauma, dysuria, frequency, urgency, sexually trans—
mitted or urological disease. He had exposed tuber—
culosis from his grandfather 10 years ago. He had
low—grade fever and productive cough 1 month
ago. Two weeks prior to admission, he complained
of pain and enlargement of his left scrotum. He
was admitted to our hospital and received intrave—
nous ampicillin plus gentamicin for treatment of
acute orchitis. After three days, he still had low-
grade fever although scrotal pain was subsided. He
felt better and wanted to take antibiotics at home.
A few days after discharge, his scrotum became
more painful and swollen than before even receiv—
ing antibiotics, so he was readmitted. :

On physical examination, he was febrile
(body temperature=38"c), blood pressure was 110/80
mmHg, pulse rate was 100/min, and respiratory rate
was 20/min. The lungs and heart were normal. Li-
ver and spleen were not palpable. On palpation, the
left testis was tender and enlarged with fluctuated
nodules. Redness of scrotal skin was noted. The
left epididymis was also swollen and tender. The
right testis slightly enlarged wiih a small fluctuat—
ed nodule. No urethral discharge was noted.

Laboratory examinations revealed 47% of
hematocrit, 20,900/mm® of white blood cell count
with 92% PMN, 7% lymphocyte, and 1% eosino—
phil. Platelets were adequate. Urinalysis showed 20—
30 rbe and 30-50 wbc per high power field. Blood
urea nitrogen was 9 mg/dL and creatinine was 0.9
mg/dL. Chest x-ray film showed diffuse microfibro
nodular infiltration, compatible with miliary tuber—

culosis. Intravenous cloxacillin was administered for
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a treatment of scrotal abscess. Incision and drain-
age of the left testis and fine needle aspiration of
right testis were performed under spinal block. Spu-
tum and scrotal drainage for acid—fast bacilli were
found. Anti-HIV test was negative.

The patient was treated with ethambutal
(1,000 mg) and pyrazinamide (1,000 mg) for 2
months and isoniazid (320 mg) and rifampicin (480
mg) for 6 months. All drugs were given as single
daily doses. After two weeks of treatment, he had
no scrotal pain and theirs sizes gradually subsided.
At the end of treatment he looked well and his
scrotums returned to normal size Sputum for acid-
fast bacilli was negative. No complication of treat—
ment was noted. Pathological report was scrotal ab—

SCess.

Discussion

Tuberculous epididymitis generally result
from reactivation of renal tubercles and antegrade
extension from the prostate and seminal vesicles. It
is frequently associated with tuberculosis of pulmo—
nary and genitourinary tract. Gorse et al* reported
that 50% of patients with tuberculous epidymitis
had pulmonary tuberculosis and Borthwick’ reported
that 80-85% of them had renal tuberculosis. Patho-
logically, the earliest lesions of tuberculous
epididymitis are discrete or conglomerate yellowish,
necrotic area in the tail portion of the epididymis.
The process may be regress with calcification or
progress up the entire epididymis and extend into
the testis.

The standard test are examination of the
scrotal drainage and multiple urine cultures. The
result is sometimes negative so that other diagnostic

methods should be used. The sonographic of testis

is recently more clinical used, but it is nonspeci—
fic. The most notable sonographic findings of tuber—
culous epididymitis were an enlarged epididymis,
predominantly in the tail portion, and marked het—
erogeneity of the echo texture of the involved epi-
didymis.” DNA amplification of scrotal drainage or
urine is a sensitive method for detection of Myco-
bacterium tuberculosis. Its accuracy for detection on
tuberculosis has not been evaluated but given the
experience with other lesions in the body, its spec—
ificity can be expected to approach nearly 100%.
The study by Delacourt et al'' concluded that sen—
sitivity and specificity of DNA amplification for
detection of tuberculosis in children were 83.3%
and 86.7% respectively.

The differential diagnosis of tuberculous
epididymitis from other epididymis and testicular tu-
mor may be difficult, so a high index of suspicion
is necessary especially in high risk groups. These
include overcrowding and poverty, immigration
from high—inciden'ce countries, concurrent infection
with HIV, and intravenous drug abuse.” When
the diagnosis is made, antituberculous drugs should
be started promptly and continued for at least 6
months. Long term follow up is the rule.

In conclusions, tuberculosis should be con—
sidered in the differential diagnosis of a scrotal
swelling especially in those who have a history of

exposed tuberculosis or in high risk groups.'”"
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