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ABSTRACT 

Purpose- No Indian data exists on the incidence and prevalence of epididymo-orchitis. Western data suggest 

that the incidence of the disease is highest among young males aged between 18 and 35 years of age. Our 

aims were to establish various etiological factors in development of epididymo-orchitis. 

Methods- This prospective study was conducted on 50 patients of Epididymitis / Epdididymo-orchitis 

Results: Most common age of presentation of epididymo-orchitis is between 30-50 years. Urinary complain 

is present in more than half (54%) of patients at the time of presentation. In acute epididymo-orchitis, fever 

(44%) and urethritis (17%) were found commonly. Both epididymis and testis are involved in most of acute 

cases (95%). While 33% of chronic cases involved only epididymis E. coli was the most common organism 

which was isolated in urine cultures (57.8% among the isolated organisms). Mycobacterium tuberculosis 

infection was found in around 10% of cases.  

Conclusion: E. coli was the most common organism which was isolated in urine cultures. Early and proper 

empirical treatment (and later on according to culture sensitivity report) with bed rest and scrotal support 

should be started as early as possible. This prevents the complications and conversion to chronic form. 
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INTRODUCTION  

Acute epididymitis is a syndrome characterized by 

pain, swelling, and inflammation of the 

epididymis of less than 6 weeks duration. Its true 

incidence and prevalence in the general 

population are unknown, but it appears to occur 

with increased frequency among younger men 

(under the age of 40)
1
 and in men who engage in 

unprotected anal intercourse.
2
 Western data 

suggest that the incidence of the disease is highest 

among young males aged between 18 and 35 

years of age.
5, 6

. These two peaks can be explained 
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by the fact that in young males epididymo-orchitis 

is usually secondary to STD (this age group being 

sexually active). Many cases of epididymitis are 

caused by C trachomatis and N gonorrhoeae. It is 

likely that there is a recent increase in cases of 

epididymitis that parallels the increase in reported 

cases of Chlamydia infection and gonorrhea in the 

United States (increases of 5.6% and 5.5%, 

respectively, from 2005 to 2006).
3
 

The cause of acute epididymitis can be infectious 

or noninfectious; most cases are infectious in 

origin. Although the pathophysiology is still 

unproven, the most commonly accepted 

hypothesis is retrograde flow of infected urine into 

the ejaculatory duct.
4
No Indian data exists on the 

incidence and prevalence of epididymo-orchitis. 

In older males the disease occur secondary to UTI 

due to urinary obstruction in old age or due to 

instrumentation.
7
 As the incidence of STD is high 

among indian males, 
8, 16

 it can be derived that the 

incidence of epididymo-orchitis will also be high.  

In present study our aims was to establish various 

etiological factors in development of epididymo-

orchitis. Role of pre-existing urinary tract 

infections, obstructive uropathy in development of 

epididymo-orchitis, instrumentations, indewelling 

catheters and ureteric stents, in development of 

epididymo-orchitis. Role of tuberculosis in 

development of epididymo-orchitis. Role of 

starting early empirical antibiotics to prevent 

complications.
 

 

MATERIAL AND METHODS 

This prospective study was conducted on 50 

patients of Epididymitis / Epdididymo-orchitis 

admitted in surgical / Medical wards of new 

medical college hospital, Govt medical college 

kota between march 2015 to February 2016. 

A written informed consent was taken from each 

cases included in the study after thorough 

counseling. All cases were selected, taking into 

consideration the inclusion & exclusion criteria. 

Inclusion criteria were clinically and / or 

ultrasonographically diagnosed cases of 

epididymo-orchitis / epididymitis or orchitis were 

included in the study. Exclusion criteria were a 

case of scrotal swelling other than epididymo-

orchitis were excluded on basis of physical 

examination and USG reposts (like – torsion 

testis.), Epididymal cyst.  

A detailed history was taken, history of pain & 

swelling in scrotum, dysurea, fever, urethral 

discharge. History of trauma, retention urine and 

instrumentation. 

History of recent sexual contact, multiple sexual 

partners, PID in spouse, urgency / frequency / 

poor stream urine, contact with patient of 

tuberculosis, animal exposure, rash with or 

without fever. History of medication, hematuria / 

chylura and genital ulceration. 

On local examination following were seen. On 

inspection, unilateral / bilateral swelling, 

condition of scrotum, colour/ edematous/ glossy, 

signs of inflammation, size shape of swelling, 

reducibility on lying down, cough impulse and 

any mucocutaneous / genital lesion. 

On palpation, temperature was normal / raised, 

tender / non tender, get above the swelling was 

present or not, prehn’s test (to exclude torsion 

testis). Surface of swelling was smooth or 

cragging, fluctuation, transilumination and 

involvement of epididymis / testis. 

On investigations- CBC, blood sugar, urea 

creatinine. ESR, HIV I / II, VDRL, HBs Ag, urine 

examination – complete & microscopy, culture 

and sensitivity, urethral discharge (urethral swab) 

(gram staining, AFB staining, culture / 

sensitivity), sputum for AFB. Semen ( For ABF, 

sperm counts). Blood culture, mantoux test, x-ray 

chest (TB focus or hilar lymphademopathy), USG 

with / without colour doppler study, FNAC / 

biopsy. 

All admitted patients of epididymo-orchitis 

prophylactic injection ceftriaxon, Igm IV BD. 

Amikacin 500 IV BD; non-steroidal anti-

inflammatory drug bed rest scrotal support and IV 

fluid (if required) was started empirically. Tab 

ofloxacin 400 mg BD or doxycycline 100 mg BD 

started in presence of urethritis or history of PID 

in spouse or unprotected sexual exposure then 
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antibiotic was added on the basis of culture and 

sensitivity reports. Anti tubercular treatment was 

carried out in suspected / diagnosed cases of 

tubercular epididymo-orchitis. Incision and 

Drainage was done in required patients. 

Epdidymectomy / orchidectomy were done in 

non-responded patients. 

 

RESULT 

In our study 41 (82%) were acute Epididymio-

Orchitis and 9 (18%) were chronic Epididymio-

Orchitis cases. Most common age of presentation 

is 41-50 years was 12 in acute & 4 in chronic 

cases.  In 21-30 & 31-40 years age group, acute & 

chronic were 6 (14.63%) & 1 (11.11%) and 9 

(21.95%) & 4 (44.44%) respectively. (Table 1) 

In our study both epididymis and testis are 

involved in most of the acute cases. 39 (95.12%) 

out of 41 cases were of acute epididymo-orchitis 

while only 2 (4.87%) cases out of 41 were of 

orchitis. While in chronic form of the disease 33% 

(3 out of 9) were of epididymis without 

involvement of testis and rest 66% has epididymo-

orchitis. No case was found of chronic orchitis. 

(Table 2) 

In our study distribution of cases according to side 

Involved, on right side 22 (44%); left side 20 

(40%) and bilateral 8 (16%).Both sides are almost 

equally involved.  

In our study pain, swelling, urinary complain, 

fever and discharge per urethra in acute & chronic 

Epididymio-Orchitis were 41&9, 41&9, 22& 5, 

18&2 and 7& 0 respectively. Most common 

presentation was pain and swelling in our study. 

(Table 3) 

In our study most cases were presented with 

dysurea, which was 22(53.65%) in acute and 5 

(55.55%) in chronic epididymo-orchitis cases. 

Obstructed uropathy & Instrumentation/ 

Catheterization in acute & chronic Epididymio-

Orchitis were 10(24.39%) &1 (11.11%) 

respectively. Prostatitis was 7 (17.07%) in acute 

and 2 (22.22%) in chronic cases. Diabetes was 

present only in 2 cases. Trauma and parotitis were 

in single cases only. (Table 4) 

In our study 34 (82.92%) acute cases had pus cell 

in urine where as 6 (66.88%) in chronic cases. 9 

acute cases had RBC in urine Per HPF where as 2 

in chronic cases. 24 acute cases had TLC 

increased >10,000/cumm where as 2 in chronic 

cases. Three acute cases had Evidences of  

mycobacterium tuberculosis where as 2 in chronic 

cases. VDRL Positive (1), Gonococcal urethritis 

(1), Non-Gonococcal urethritis (6) were seen in 

only acute cases. (Table 5) 

Urine culture was positive in 15 cases, out of 41 

cases in acute epididymo-orchitis patients. E. coli 

(26.82%) was most common organism found on 

culture of urine. Urine culture was positive in 4 

cases, out of nine cases in chronic epididymo-

orchitis patients. (Table 6) 

Sexual transmitted disease was found in 8 cases 

out of 41 cases of acute epididymo-orchitis. Out 

of them 6 (14.63%) case were found to be of non 

gonococcal urethritis one case was gonococcal 

urethritis and one case was of syphilis (VDRL and 

TPHA positive). (Table 7)  

In acute disease, 11 cases out of 41 (acute 

epididymo-orchitis) developed complications 

(26.82%). In acute epididymo-orchitis, common 

complication were Acute converted in chronic 

disease/ recurrent (3), abscess (3), testicular 

infarction (3), and opposite site involved 

(2).Chronic disease, 4 cases out of 9 developed 

complications (44.44%). In chronic epididymo-

orchitis, common complication were abscess (2), 

Non responsive to medical management 

(Epididymectomy/ Orchidectomy done) (2).Total 

15 cases (30%) developed complications. (Table 

8). 
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Table1; Distribution of epididymo-orchitis cases according to age group. 

Age 
Acute 

(n= 41) 

Chronic 

(n = 9) 
Total 

<10 0 (0%) 0 (0%) 0 (0%) 

11-20 5 (12.19%) 0 (0%) 5 (10%) 

21-30 6 (14.63%) 1 (11.11%) 7 (14%) 

31-40 9 (21.95%) 4 (44.44%) 13 (26%) 

41-50 12 (29.26%) 4 (44.44%) 16 (32%) 

51-60 5 (12.19%) 0 (0%) 5 (10%) 

> 60 4 (9.75%) 0 (0%) 4 (8%) 

Total  41 (82%) 9 (18%) 50 (100%) 

 

 

Table 2; Distribution of epididymo-orchitis cases by involvement of Epididymis and Testis 

 Acute Chronic Total 

Only Epididymitis 0 (0%) 3 (33.33%) 3 (6%) 

Epididymio-Orchitis 39 (95.12%) 6 (66.66%) 45 (90%) 

Only Orchitis 2 (4.87%) 0 (0%) 2 (4%) 

Total 41 (100%) 9 (100%) 50 (100%) 

 

 

Table 3; Distribution of epididymo-orchitis cases according to sign & symptoms   

Sign / Symptoms Acute (n=41) 
Chronic 

(n= 9) 

Total 

50 

Pain 41 (100%) 9   (100%) 50 (100%) 

Swelling 41 (100%) 9   (100%) 50 (100%) 

Urinary complain (dysurea / Burning 

micturation) 

22 (53.65%) 5 (55.55%) 27 (54%) 

Fever 18 (43.90%) 2 (22.22%) 20 (40%) 

Discharge per urethra 7 (17.07%) 0(0%) 7    (14%) 

 

 

Table 4; Distribution of epididymo-orchitis cases according to History and Clinical Examination 

 Acute (n=41) Chronic (n=9) Total (n=50) 

Dysurea 22(53.65%) 5 (55.55%) 27   (54%) 

Urethritis 7 (17.07%) 0 (0%) 7    (14%) 

Prostatitis 7 (17.07%) 2 (22.22%) 9     (18%) 

Obstructed uropathy 10(24.39%) 1 (11.11%) 11     (22%) 

Instrumentation/ Catheterization  10(24.39%) 1 (11.11%) 11     (22%) 

PID in spouse or Multiple 

sexual partners 

5 (12.19%) 22(22.22%) 7     (14%) 

Diabetes 1 (2.43%) 1 (11.11%) 2      (4%) 

Trauma 1 (2.43%) 0 (0%) 1      (2%) 

Parotitis 1 (2.43%) 0 (0%) 1      (2%) 

Genital Ulcer - - - 

Rash / Purpura - - - 

Drug (Amiodarone) - - - 
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Table 5; Distribution of epididymo-orchitis cases according to Laboratory Investigations 

Investigations Acute (n=41) Chronic(n=9) Total  

(n=50) 

Pus cell Urine /HPF      <5 9(21.95%) 4(44.44%) 13 (26%) 

                                   5-10 11(26.82%) 0(0%) 11 (22%) 

                                   >10 14(34.14%) 2(22.22%) 16 (32%) 

RBC in urine Per HPF 9 (21.95%) 2(22.22%) 11 (22%) 

Organism isolated in urine culture 14(34.14%) 4(44.44%) 18 (36%) 

TLC increased >10,000/cumm 24(58.53%) 2(22.22%) 26 (52%) 

Evidences of  mycobacterium 

tuberculosis  

3 (7.31%) 2(22.22%) 5    (10%) 

VDRL Positive 1  (2.43%) - 1      (2%) 

Gonococcal urethritis 1  (2.43%) - 1      (2%) 

Non-Gonococcal urethritis 6 (14.63%) - 6    (12%) 

 

Table 6; Distribution of epididymo-orchitis cases by organism identified on culture 

Organism  Acute 

(n = 41) 

Chronic 

(n = 9) 

E Coli 11 (26.82%) 0 (0%) 

Proteus 2 (4.86%) 0 (0%) 

Pseudomonas  1 (2.43%) 1 (11.11%) 

S. aureus 1 (2.43%) 1 (11.11%) 

Citobactor 0 (0%) 1 (11.11%) 

Candida 0 (0%) (11.11%) 

 

 

Table 7; Distribution of epididymo-orchitis cases according to sexually transmitted disease 

 Acute (n=41) Chronic (n=9) 

VDRL 1 (2.43%) 0(0%) 

Gonococcal urethritis 1 (2.43%) 0(0%) 

Non Gonococcal urethritis 6 (14.63%) 0(0%) 

 

Table 8; Distribution of epididymo-orchitis cases according to Complications  

Complications 
Acute 

(n=41) 

Chronic 

(n=9) 

Total 

(n=50) 

Acute converted in chronic disease/ Recurrent  3 0 3 (6%) 

Opposite site involved 2 0 2 (4%) 

Abscess 3 2 5 (10%) 

Testicular infarction 3 0 3 (6%) 

Non responsive to medical management 

(Epididymectomy/ Orchidectomy done) 
0 2 2 (4%) 

Total 11 (26.82%) 4 (44.44%) 15 (30%) 

 

DISCUSSION 

Most common age of presentation of epididymo-

orchitis is 30-50 years. 29 cases (58%) are 

included in this group. 21 out of 41 cases of acute 

epididymo-orchitis were in this age group while 8 

out of 9 cases of chronic epididymo-orchitis were 

in this age group. 9 out of 41 cases of acute 

epididymo-orchitis were >50 years of age. 22 out 

of 50 cases were equal or less than 35 years while 

28 out of 50 cases were of more than 35 year of 

age. 

While in study of Thomas H. Trojan et al 
9
 most 

common age of presentation is 14 to 35 years of 

men showing involvement of higher age group in 
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Indian population by the disease. In study of A.A. 

Hoosen et al 
10

 the majority of patients (93%) 

were of age less than 35 year. While in this study 

only 44% of patients were below 35 years. 

Presentation of the disease was in acute form (<6 

wks) in 41 (82%) out of 50 cases while in chronic 

form in 9 cases (18%). 

Pain and swelling was most common presentation 

in both acute and chronic form of the disease. No 

case was presented with bursting or sinus of the 

scrotum might be due to early consultation and 

use of antibiotics by the patient suggesting 

improvement in the medical awareness. In study 

D. A. Hawkins et al 
12

 showed In an 18 month 

period, 198 men presented with a painful, swollen, 

and tender epididymis or testicular or scrotal pain.  

22 (44%) out of 50 cases presented with pain and 

swelling in hemiscrotum in right side; 20 (40%) 

out of 50 cases presented with left side 

involvement while 8 (16%) out of 50 were 

bilateral at the time of presentation which were all 

acute cases. suggesting slight right prediction of 

the disease. Not a single case of chronic disease 

was bilateral. In D. A. Hawkins et al
12 

showed 40 

men were seen who had acute unilateral 

epididymitis.Both epididymis and testis was 

involved in most of the acute cases. 39 (95%) out 

of 41 cases were acute epididymo-orchitis while 

only 2 (5%) cases out of 41 were of orchitis and 

no case was found of purely acute epididymitis 

while in chronic form of the disease 33% cases (3 

out of 9) were of epididymitis without 

involvement of testis while rest were 66% (6 out 

of 9) have epididymo-orchitis while no case was 

found of the chronic orchitis. 

While organism was identified on culture in 15 

(37.3%) cases. In 11 cases out of 15, E. Coli was 

found (73.5%). Proteus specimen was found in 2 

cases while pseudomonas specimen and staph 

epidermidis was found in one case. In Melekos 

MD et al
13

 showed that The microbiological data 

showed a prevalence of Chlamydia trachomatis 

epididymal infections in men less than 40 years 

old, whereas common urinary tract pathogens 

prevailed in older patients.  

Thus evidence of urinary tract infection 

(significant pus cell >10 HPF and organ isolation 

was found in 26 (63.4%) out of 41 cases. While in 

chronic cases, burning micturation or dysurea was 

found in 5 (55.5%) out of 9 cases, out of them 2 

patients have both burning micturation with fever 

22.2%.Significant pus cell in urine >10 HPF was 

present in 2 (22.2%) out of 9 cases. On culture 

microorganism was identified in 4 (44.4%) out of 

9 cases which were pseudomonas (1 case) staph 

aureus (1 case), citobactor (1 case) and candida (1 

case). 

Thus 30 cases out of 50 (60%) showed evidence 

of urinary tract infection in epididymo-orchitis 

patients. Urethral discharge was present 7 cases 

out of 41 all were of acute cases. 6 out of them 

were <35 year of age (85.7%).Four out of them 

had history of vaginal discharge in their 

spouses.On urine analysis 4 of them has < 5 HPF 

pus cell in urine RBC was present in urine only in 

one case.In only one case staff epidermidis was 

found in culture of urine.On Gram staining of 

urethral discharge inflammatory cell were present 

in significant number while on culture only one 

case gram negative diplococci was identified 

suggestive of gonococcal urethritis while others in 

which organism was not identified may be 

probably of Chlamydia urethritis (confirmation 

test for Chlamydia sp. was not performed.)  

With comparison to the study of A.A. Hoosen et 

al 
10

Neisseria gonococcus and Chlamydia were 

detected in 78% of cases. N. Gonococcus in 57% 

Chlamydia trachomatis in 34% and both in 13% 

and 93% patient were age of below 35 years. 

While in this study only 44% (22 cases) patient 

were of group <35 years of age. In 6 cases out of 

them (22 cases < 35 years) urethritis was found. 

And only one case Neserria gonococcus was 

identified : and rest of them were of non 

gonococcus urethritis (most probably of 

Chlamydia infection on presumption). In 

Yamanoto M et al 
14

 showed that an infective 

cause was identified in 56% of the patients. The 

most common microorganism was Chlamydia 

trachomatis. This microorganism was identified 
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from urethral swabs in 11 patients (34%). A total 

of 18 sexual partners were traced and investigated 

for chlamydia antigen by cervical swab, urinary 

bacterial culture, and chlamydia serologic testing. 

Of the 18 female sexual partners screened, 9 were 

partners of patients with chlamydial epididymitis; 

78% of these women had the same infection.  

While only one case out of 28 cases urethral 

discharge was found in >35 years who was 

diagnosed as non gonococal urethritis.Two case 

out of 41 was presented with only orchitis without 

epididymitis in which only one has history of 

sexual contact, constitutional features, 

lymphadenopathy, VDRL and TPHA positive 

suggestive of syphilis.Twelve cases out of 50 

(24%) case has history of obstructive uropathy or 

instrumentation and catheterization . Out of them 

7 case were of prostatism, 4 case of stricture 

urethra one case was of FuC of laparotomy in 

which catheterization was done, out of 12 case 11 

case of acute epididymo-orchitis while only one 

case was of chronic epididymo-orchitis. Whereas 

Melekos MD 
13 

et al in 1987 published about 

etiological and treatment aspects of epididymitis. 

Extended microbiological studies were performed 

on 49 patients with acute or chronic epididymitis, 

including bacteriology of epididymal specimens in 

cases of scrotal surgery. In no patient had 

instrumentation or catheterization resulted in 

epididymitis. 

On urine analysis 9 out of 12 case has significant 

pus cell were present and organism was isolated in 

6 cases (50%) in 5 case it was E. Coli and in one 

case proteus species was isolated.Seven cases out 

of 9 older than 50 year of age have bladder out let 

obstruction (BPH).On comparison in study of 

Edmud S Sabanegh B Jr 
9
et al 2010 56% of cases 

older than 60 years exhibit concurrent bladder out 

let obstruction like BPH or stricture urethra.Five 

cases out of 50 (10%) showed evidence of 

mycobacterial tuberculosis infection associated 

with epididymo-orchitis, 3 out of 41 acute 

epididymo showed evidence of  (7.3%) 

Tuberculosis. For them ATT was started. 3 out of 

9 cases (33%) chronic epididymo-orchitis showed 

evidences of mycobacterium tuberculosis 

infection like raised ESR, on FNAC diagnosis was 

confirmed. In one case ATT was started and in 

another case ATT was not responsive. So 

epididymectomy was done. In third case I and D 

done, pus was found positive for AFB. Huan-Yun 

lin et al 
15

 published a case report on tubercular 

epididymitis in Asian Journal of Andrology in 

2005 showed that Tuberculous epididymitis is a 

rare urological disease difficult to diagnose. 

Significantly raised leukocyte counts (>10,000 Cu 

mm) was found in 26 (52%) out of 50 cases 24 out 

of 41 cases of acute epididymo-orchitis (58.5%) 

while in 2 cases (22%) 7 chronic epididymo-

orchitis). Suggestive of systemic bacterial 

infection.Diabetics was found in 2 cases out of 50 

(4%) associated with raised sugar level in blood 

and urine one was acute another was chronic cases 

with significant finding on urine analysis.Acute 

epidymo-orchitis was associated with parotid 

enlargement in single case (1/50) who was a 12 

year child who was not vaccinated (on history 

basis) with MMR vaccine. He was febrile with 

nonsignificant urine findings and without 

leucocytosis it was unilateral (right side). 

Compare with study of Beard C.M. et al 
11

 now 

mump orchitis are rare because of MMR 

vaccination. 

Out of 50 cases of epididymo-orchitis only single 

case of trauma was found. There was only pain 

and swelling, no fever, burning micturation 

leycocytosis, pus cell was present and no any 

organism was identified on urine culture reports. 

Six case out of 41 (14.6%) develop complication 3 

developed testicular abscess for (7.3%) that 

incision and drainage was done and proper 

antibiotic coverage was continued till swelling 

subsided. 3 (7.3%) developed testicular infraction 

even after continuation of antibiotic for that 

orchidectomy was done. 

In chronic cases 2 out of 9 (22%) developed 

testicular abscess for that incision and drainage 

was done. Out of two chronic case of epididymitis 

one was tubercular (FNAC proved) not responded 

to anti tubercular treatment for that 
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epididymectomy was done while another non 

tubercular epididymits not responded to medical 

management and finally epididymectomy was 

done. Thus operative procedure was done in 10 

(20%) out of 50 cases of epididymo-orchitis 

patients. In 5 cases (10%) I and D were done and 

in 5% case epididymectomy / orchidectomy was 

performed.  

Conclusion: E. coli was the most common 

organism which was isolated in urine cultures. 

Early and proper empirical treatment (and later on 

according to culture sensitivity report) with 

bedrest and scrotal support should be started as 

early as possible. This prevents the complications 

and conversion to chronic form. Whenever the 

suspicion of mycobacterium tuberculosis infection 

diagnosis should be confirmed as early as possible 

and ATT is started. If there are evidences of pus 

collection, incision and drainage are done 

promptly. 
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