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EPIDIDYMO-ORCHITIS
What is New (Significant Changes)
In men with epididymo-orchitis, testing for M. genitalium infection should be
considered (as per current BASHH guidance)
For epididymo-orchitis most probably due to any sexually transmitted pathogen
treatment is now ceftriaxone 1g IM single dose PLUS doxycycline 100mg orally twice
daily 14 days.

Introduction
Acute epididymo-orchitis is a clinical syndrome consisting of pain, swelling and
inflammation of the epididymis +/- testes. The most common route of infection is local
extension and is mainly due to infections spreading from the urethra (sexually
transmitted pathogens) or the bladder (urinary pathogens).
Caution: EXCLUDE TORSION by careful clinical examination especially if sudden
onset, young (<20yrs usually but can occur at any age): seek urgent urology opinion
and USS scrotal contents. This is a SURGICAL EMERGENCY – salvage of affected
testis under 6 hours offers best outcome.

Aetiology
•

•
•

•
•
•

Historically STIs have been attributed as the predominant cause for epididymitis
in the < 35 age group and enteric organisms in the > 35 age group. Evidence to
support this approach is limited and age and sexual history alone are not
sufficient for guiding antibiotic therapy.
Sexually transmitted pathogens such as Chlamydia trachomatis Neisseria
gonorrhoeae, Mycoplasma genitalium. Men engaging in insertive anal
intercourse are also susceptible to Gram negative enteric organisms.
Non-sexually transmitted infection such as Gram negative enteric organisms
(organisms which are normally found in the intestines) causing urinary tract
infections. Particular risks include obstructive urinary disease, urinary tract
surgery, recent instrumentation or catheterisation.
Mumps should be considered.
Consider TB in patients from high prevalence countries or with a previous history
of TB and particularly in patients with immunodeficiency.
Non-infectious causes include amiodarone and Behcet’s disease
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Clinical Features
Symptoms
Often unilateral scrotal pain +/- swelling of relatively acute onset.
In sexually transmitted epididymo-orchitis there may be symptoms of urethritis or a
urethral discharge; however the urethritis is often asymptomatic.
In patients with uropathogen related epididymo-orchitis symptoms suggestive of a
urinary tract infection or a history of bacteriuria may be present.
Symptoms of mumps typically begin with a headache and fever before characteristic
unilateral or bilateral parotid swelling followed 7-10 days later by unilateral testicular
swelling. It may also present with epididymitis .Scrotal involvement can occur without
systemic symptoms.
Symptoms suggestive of tuberculous infection include subacute/chronic onset of
painless or painful scrotal swelling (epididymal first) +/- associated with systemic
symptoms of tuberculosis +/- scrotal sinus +/-thickened scrotal skin

Signs
•
•
•

Tenderness to palpation on the affected side
Palpable swelling of the epididymis +/- involvement of the testicle
There may also be urethral discharge, secondary hydrocoele, erythema and/or
oedema of the scrotum on the affected side, pyrexia

Differentiation between epididymo-orchitis and testicular torsion on clinical
examination may be difficult and if any doubt exists then urgent surgical exploration
is advocated.
Torsion is more likely if:
• the patient is under 20 years (but can occur at any age)
• the pain is sudden onset (within hours)
• the pain is severe
• preliminary tests do not show urethritis or likely urinary tract infection

Complications
•
•
•

Reactive hydrocoele
Abscess formation and infarction of the testicle – these are rare complications
Infertility- there is a poorly understood relationship between epididymoorchitis and infertility.
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Investigations
•

•
•
•
•
•
•
•

Gram stained urethral smear – even if urethral symptoms are absent –
examined microscopically for the diagnosis of urethritis and presumptive
diagnosis of gonorrhoea. Where facilities do not exist for immediate microscopy
consideration may be given to referring patients to another centre.
Urethral swab for N. gonorrhoeae culture.
First pass urine for NAAT testing for N.gonorrhoea and C.trachomatis.
Testing for M. genitalium infection should be considered as per current BASHH
guidance)
Microscopy and culture of mid-stream urine for bacteria.
The presence of nitrite and leukocyte-esterase on dipstick testing may suggest a
UTI in men with urinary symptoms but is is not diagnostic and its results should
not preclude the other microbiological investigations above.
Elevated CRP and ESR can support the diagnosis of epididymitis if raised, but
surgical referral or antibiotic treatment should not be delayed on the basis of
these tests.
Offer syphilis and HIV testing (hepatitis testing based on sexual history).

Further Investigations:
•
•

Seek further guidance when TB is suspected
When considering mumps as a possible diagnosis, mumps IgM/IgG serology
should be checked.

Management
General
•
•
•
•

Rest, analgesia and scrotal support.
Non-steroidal anti-inflammatory drugs may be of some benefit.
When an STI is suspected or confirmed abstinence from sexual activity is
required until both the patient and partner(s) have completed treatment.
Detailed information and explanation about the condition, see BASHH patient
leaflet ‘A Guide to Epididymo-orchitis’ http://www.bashh.org/documents/4236.pdf
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Treatment
Choose regime based on immediate tests – urethral smear, urinalysis and taking into
account age, sexual history, recent surgery / catheterisation, any known urinary tract
abnormalities and the local prevalence of gonorrhoea and antibiotic resistance
patterns.
For epididymo-orchitis most probably due to any sexually transmitted pathogen:

Ceftriaxone 1g IM single dose
PLUS
Doxycycline 100mg orally twice daily 14 days

For epididymo-orchitis most probably due to any sexually transmitted pathogen and
gonorrhoea has been excluded:

Doxycycline 100mg orally twice daily 14 days OR
Ofloxacin* 200mg orally twice daily 14 days

Where mycoplasma genitalium testing has been performed and the organism is
identified treatment should be:

Moxifloxacin* 400mg once daily for 14 days

If epididymo-orchitis most probably due to enteric organisms:

Ofloxacin* 200mg orally twice daily 14 days OR
Levofloxacin* 500mg once daily for 10 days
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*= Fluoroquinolones can very rarely cause long lasting, disabling and potentially
irreversible side effects. Advise patients to stop treatment and seek immediate
advice at the first sign of a serious adverse reaction, such as tendinitis or tendon
rupture, joint pain , joint swelling , peripheral neuropathy, and central nervous
system effects.
If clinical signs of bacteraemia, consider hospital admission.
If allergy to CEPHALOSPORINS/TETRACYCLINES / QUINOLONES – seek senior
advice.

Follow Up
Clinical assessment at 2 weeks – to assess response to therapy, or earlier if
symptoms fail to resolve. Improvement should be expected within 3 days of
commencing anti-microbial therapy.
•

Assess adherence to partner notification instructions

•

Consider differential diagnosis if not settled:
o

testicular tumour/abscess/infarction/mumps/TB

o

consider ultrasound and urology opinion

•

Consider more prolonged antibiotic course if clinically indicated (new or repeated
sexual exposure to untreated partners).

•

Test for HIV and syphilis at the end of relevant window period(s) from the contact
of concern if indicated by sexual history.

•

Patients diagnosed with gonorrhoea should have a test of cure performed

Referral
All patients with uropathogen confirmed epididymo-orchitis should be referred to
urology to investigate structural abnormalities.

Partner Notification:
•

All patients with likely sexually acquired epididymo-orchitis should be referred to
an individual trained in Partner Notification

•

Partners should be tested for STIs and given treatment to cover C.trachomatitis
(and N. gonorrhoeae or M. genialium if confirmed in the index patient).
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Reference
The 2016 European guideline on the management of epididymo-orchitis
https://iusti.org/regions/Europe/pdf/2017/Epididymoorchitis.pdf [accessed 1st
November 2019]
British Association for Sexual Health and HIV national guideline for the management
of infection with Mycoplasma genitalium (2018)
https://www.bashhguidelines.org/media/1198/mg-2018.pdf [accessed 1st November
2019]
MHRA: Fluoroquinolone Antibiotics: New restrictions and precautions for use due to
very rare reports of disabling and potentially long lasting or irreversible side effects
https://www.gov.uk/drug-safety-update/fluoroquinolone-antibiotics-new-restrictionsand-precautions-for-use-due-to-very-rare-reports-of-disabling-and-potentially-longlasting-or-irreversible-side-effects (accessed 7th November 2019)
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