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Abstract 
 

Testicular infarction secondary to chronic severe 
epididymooorchitis is an uncommon urologyical emergency in 
clinical practice. Very few case reports has been written 
highlighting testicular infarcts as a complication of chronic 
epididymoorhitis. In epididymoorhitis, it rarely leads to abscess 
formation and ultimately causes testicular infarction. 
Ultrasonography is an important modality to detect fluid 
collection and ischemic changes in addition to physical local 
examination. In this case report we discuss a case of 37 yrs old 
male who presented initially with pain in groin region due to 
epididymitis, lateron with scrotal abscess formation and 
ultimately resulting into testicular torsion. We also discuss the 
importance of early recognition of warning signs and symptoms 
of ischemia. High level of clinical suspicion is required in cases of 
epididymoorchitis. Early medical and surgical reperfusion 
interventions can be helpful in testicular salvage from their 
devastating testicular complication of epididymorhitis. 
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INTRODUCTION 
 
Acute scrotum provides so many challenges 
to physician, radiologist and urologist. When 
a patient present to clinic with acute scrotum, 
physician look for various differentials like 
torsion of testis, acute epididymitis, acute 
epididymo-orchitis, torsion of appendix of 
testis, torsion of appendix of epididymis, 
infection of scrotum - Abscess of scrotal 
wall/scrotal erysipelas, gangrene of scrotum- 
Fournier's gangrene and trauma to scrotum 
etc. 
Epididymoorchitis is one of commonest 
differentials for acute scrotum and present to 

physician like testicular torsion.Predisposing 
factors responsible for complicating this 
condition to testicular necrosis are diabetes 
mellitus, UTI, obesity, alcoholism, cirrhosis of 
liver, any extremes of age, haematological 
malignancy, autoimmune disorder like 
Systemic lupus erythematosus, AIDS, 
malnutrition and immunosuppressive 
drugs.In our case report patient was having 
complaint of recurrent urinary tract 
infection.Incidence of various types of lesions 
reported by Abul F, Al-Sayer H, Arun N in a 
review of 40 acute patients hospitalized for 
acute scrotum showed that the most common 
etiology of acute scrotal swelling was 
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epididymitis (60%), followed by testicular 
torsion, torsion of the appendages, and acute 
idiopathic scrotal edema in 27.5%, 10%, and 
2.5%, respectively.[1] 

 
Testicular infections are usually treated 
conservatively with oral or parenteral 
antibiotics.[2] Unlike testicular torsion, the 
incidence of testicular infarction secondary to 
epididymorhitis is low. Only a few case series 
and review articles of unilateral cases have 
been reported in the literature.[3,4]David 
Eisner and colleagues were the first to report 
a case of bilateral testicular infarction 
secondary to epididymitis.[5]Here we are 
presenting a very rare case report of severe 
nonresolving epiididymoorchitis ultimately 
ending into  unilateral testicular torsion. To 
our best of our knowledge, our’s is 3rd case 
reported of this nature in published literature. 
Most recent 2nd case report was reported by 
Keat et al. in their Case report of bilateral 
testicular infarction due to severe bilateral 
epididymo-orchitis: A catastrophic 
complication causing castration.[6] 
 
Case Report 
A 37 yrs old male presented with complaint 
of pain in left testis from 1 month.Pain in 
testis was mild in intensity initially and 
associated with urinary complaints like 
urgency, burning mictuirition and poor 
stream formation. Patient visited local 
hospital for same complaint and started on 
oral antibiotics. Despite taking the antibiotic 
treatment patient developed sudden onset of 
pain with increased intensity and fever on the 
very next day, hence referred to civil hospital. 
After admission, patient was started on 
parentral antibiotics and investigated. On 
USG abdomen left testis measuring 4.7 X 3.1 
X 3.1 cm (volume -24 cc) appeared bulky and 
edematous with moderate collection in 
scrotum with few thin septations. Normal 

vascularity was noticed in left testis. Left 
epididymis measuring 17 X 9 mm was also 
noticed bulky with increased flow. However 
right testis was largely unremarkable. On 
USG examination patient was reported 
leftepididymits with infected hydrocele 
(Fig:1,2,3,4).Patient didn’t responded to 
treatment well and referred to Rajndra 
Hospital Patiala. On physical examination 
patient was hemodynamically stable, scrotum 
on left side was erythematous, swollen and 
tender on local examination. Urgent USG 
abdomen was done in which features of 
resolving hydrocele were noticed. Then 
started on broad spectrum antibiotics. 
 

 
Fig: 1 

 
Fig: 2 
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Fig 3: (Fig:1,2,3 : USG show features of resolving 
hdrocele) 

 
Fig 4: On CDFI: Normal vascularity is noted. 

 
After a week patient presented with same 
complaint again. On USG abdomen 
examination heterogeneous area 
predominantly hypoechoic areas with 
anoechic areas with no vascularity (on CDFI) 
were found in left testis scrotal wall 
thickening was also appreciated with 
increased vascularity ofhead and body of 
epididymis. 
On further imaging MRI was done which 
showed an enhancing left testis with irregular 
contour.Abnormally enhancing mass not 
seperately defined from left testis suggestive 
of left phlegmon/epididymitis/Left sided 
funiculitis/chronic inflammatory pathology 
Immediate surgical exploration was planned 
with informed consent of patient. On 
exploration 5ml of pus was drained followed 
by left orchidectomy as extensive necrosis of 
testicular tissue was noticed with adhesions. 
Removed left testicular tissue sent for 
histopathological examination. Patient 
started on antibiotics course for 10 days and 
adviced follow up in urology department 
after 10 days. 
 
On histopathological examination examined 
testicular tissue show extensive areas of 
necrosis, few viable and non-viable 
semniferous tubules exhibiting coagulative 

necrosis. Sections from epididymis were also 
showing necrotic tissue and moderate 
amount of acute and chronic type of 
inflammatory infiltrate. Histopathological 
features were those of epididymorhitis. (Fig: 
5, 6,7,8,9 and 10) 
 

 
Fig: 5 
 

 
Fig: 6 
 

 
Fig: 7 
 
Fig: 5, 6, 7 (4X, 10X, 40X) show coagulative 
necrosis of seminiferous tubules. 
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Fig: 8 
 

 
Fig: 9 
 

 
Fig: 10 
 
Fig: 8,9,10 (4X, 10x, 40X) show Coagulative 
necrosis of tubules in various sections taken from 
testis. 

 
DISCUSSION 

Non resolving infection despite appropriate 
treatment acute worsening in pain despite 
clinical improvement ,spermatic cord 
thickening and tenderness and recurrent 
epididymoorchitis are all potential warning 
signs of ischemia.[7] Testicular infarction  rate 

of  3–5%only was seen in a series of 610 cases 
reported by Mittemeyer et al.[7]On the other 
hand, Desai et al. studied 33 cases and 
reported severe testicular complications of 
frank infarction, suppurative necrosis and 
late atrophy in 39%.[8] In 1991, Eisner and 
colleagues reported a case of bilateral 
testicular infarction following bilateral 
epididymitis.[9] The exact pathogenesis of 
acute epididymo-orchitis causing testicular 
infarction still remains unclear. The testicular 
hypoperfusion theory postulates that the 
poor blood flow is due to compression of the 
testicular vascular pedicles by the swollen 
epididymis. Edema within the relatively non-
compliant external spermatic fascia causes 
venous and lymphatic congestion in the testis 
and cord, promoting arterial occlusion and 
thrombosis.[10] Bacterial exotoxins and 
inflammatory infiltrates could play a pivotal 
role in the cumulative testicular edema and 
swelling.[11]While salvage rates for testicular 
torsions are high, based on clinical 
presentation and early recognition of signs, 
the same is not applicable in cases of 
epididymitis as the onset of testicular 
vascular compromise is unknown. Doppler 
ultrasonography of the testis, though not 
highly sensitive, is still the initial 
investigation of choice to determine presence 
of blood flow. Absence of intratesticular 
blood flow is a fairly reliable indicator of 
testicular ischemia. Another ultrasonic 
finding is reduced blood flow to the testis 
with increased peripheral flow to the scrotum. 
Other imaging modalities like contrast 
enhanced ultrasonography (CEUS) and 
magnetic resonance imaging (MRI) have been 
suggested to facilitate the diagnosis of 
testicular ischemia or infarction.[12]TO relieve 
testicular compartment syndrome, tunica 
albuginea fasciotomy has been described as 
an operative measure and  reducing vascular 
compromise.[13] 
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CONCLUSION 

In cases of epididymoorchitis, careful close 
supervision of patient is required. Doppler 
ultrasonography of testis is one of imaging 
modalities alongwith MRI and Contrast 
enhanced ultrasonography which can play a 
good role in detecting early ischemic changes 
in such cases.Acute severe infections of testis 

should be managed with broad spectrum 
antibiotics and close observation. 
 
However rarity of infarction of testis 
secondary to epididymoorchitis, unlikelihood 
of diagnosis at the point of resolution and 
lack of guidelines for managing such rare 
cases, are all possible causes that can lead to 
infarction of testis, a catastrophic outcome.
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