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and falls to 48% in the poorest prognostic
group – non-seminoma with metastases
at diagnosis.18 The cure rates have
improved dramatically in the past 30 years
since the introduction of cisplatin-based
combination chemotherapy.19

Inguinal hernias occur when part 
of the intra-abdominal tissue (bowel 
or omentum) protrudes through the
abdominal wall in the region of the inguinal
canal. The most common type is an
indirect inguinal hernia in which the
contents of the hernia follow the path of
the spermatic cord, through the internal
and external spermatic ring, and in some
cases this may descend into the scrotum
causing a lump. Classically the clinician
cannot get above the lump on examination.

Other than torsion, a tender, testicular
swelling might suggest epididymo-

left gonadal vein and its angular
drainage into the left renal vein.14 Akbay
and colleagues found 89.7% of cases to
be unilateral on the left side, 10.8%
bilateral, and 0.38% on the right side.12

Testicular cancer is rare, accounting
for only 1% of all male malignancies and
5% of urological tumours.15 However, it is
still the most commonly diagnosed
cancer in males ages 15-40.16 The typical
histology of a testicular tumour is germ
cell in 95-98% of cases.17,18 These tumours
can be subdivided into seminomas,
most common in the fourth decade, and
non-seminomatous tumours more
common in the third decade. Patients
can be reassured that cure rates from
this cancer are approximately 95% in
Western Europe.18 Five-year survival is
close to 100% for stage 1 seminomas,

orchitis. In younger patients this is most
commonly caused by an STI, while in
older patients it is more likely to be
caused by a urinary tract pathogen
often secondary to instrumentation or
an underlying abnormality (such as 
an enlarged prostate).20 The varying
underlying aetiology explains the
bimodal distribution seen in one
retrospective study in Israel in which it
was most frequently diagnosed in men
aged 16-30 and 51-70.21

HISTORY AND EXAMINATION
A routine history should be taken. It is
important to ascertain how long the
testicular lump has been present.
Associated symptoms such as a pulling
or dragging sensation or pain should be
noted, to understand how much

Table1

The underlying pathology, classic presentation and management plan for most common diagnoses of testicular lumps

Condition
Varicocele

Testicular tumour

Hydrocele

Spermatocele/
epididymal cyst

Inguinal hernia

Epididymo-orchitis

Underlying pathology
Dilatation of pampiniform venous
plexus and internal spermatic cord

> 95% germ cell tumours

Fluid collection between parietal
and visceral layers of tunica vaginalis

Dilatation of tubules in epididymis

Protrusion of bowel or omentum
through external spermatic ring

Inflammation of the epididymis
± testis

Classic presentation
15-25 year old presents asymptomatically or
with a dragging sensation or infertility.
Classic ‘bag of worms’ on palpation, may
resolve on lying flat, non-tender 

20-40 year old presents with painless,
unilateral scrotal mass 

Any age
Fluid-filled lump, firm or soft depending on
volume, unable to palpate testis separately,
transilluminates brilliantly

Middle age 
Non-tender, well circumscribed soft mass
near epididymis, testis palpable separately,
transilluminable

Increasing incidence with age
Long-standing pain and swelling in groin.
Reducible mass in groin, unable to get
above it, non-transilluminable, cough
impulse 

Age 16-30 or 51-70
Swollen, tender testis and epididymis
May see erythema or reactive hydrocele

Management
Reassurance – no treatment required,
unlikely to cause
symptoms/complications

Two-week wait referral to urologist

Ultrasound (urgent if 20-40 year old,
unable to palpate testis fully)
Assuming testicular cancer excluded:
Reassurance 
If symptomatic/large/troubling to
patient – consider routine referral to
urologist 

Ultrasound
Reassurance
If symptomatic/large/troubling to
patient – consider routine referral to
urologist

Assuming no signs of
incarceration/strangulation:
Referral to general surgeon; urgent if
symptomatic or partially reducible,
routine if asymptomatic

Assuming no signs of torsion/not
systematically unwell:
If STI likely cause – ceftriaxone 
IM 500 mg + doxycycline for 2 weeks +
refer to GUM clinic
If more likely UTI related – ciprofloxacin
for 2 weeks + routine urology referral
Follow up patient to ensure resolution
of symptoms


