UNDESCENDED TESTIS ASSOCIATED WITH INGUINAL HERNIA AND POLY ORCHIDISM: A RARE GENITAL ABNORMALITY
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DISCUSSION
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•

Polyorchidism is a rare anomaly with approximately
70 cases reported in literature .(1)
In majority of cases, the patients are
asymptomatic and have painless groin or testicular
masses.(2)
We are reporting a case of polyorchidism.

Patient was planned for left Hernioplasty.
On exploration of groin, rudimentary testicular tissue of
size 1X1 cm with epidydimis and ductus deferens was
indentified in region of superficial inguinal pouch. On
opening the peritoneal hernia sac another testis with
separate epidydimis and vas was present

CASE DETAILS
• A 27 year old unmarried male presented with absent
left testis with inguinal hernia.
• Examination revealed underdeveloped left hemiscrotum. A swelling of 2X1 cm was present in left
inguinal region suggestive of left testis. Cough impulse
was present.
• Right testis was normal.

INVESTIGATIONS
•Ultrasound Abdomenhypoechoic lesion in left
inguinal region of size
1.2X1 cm with few cystic
areas within it, defect of
1.5 cm in left inguinal
region with herniation of
bowel.

The rudimentary testis with
vas was excised.
Lichtenstein hernioplasty
was done.
Orchidopexy was
performed for the other
testis.

Microscopy – Atropic testis with vas present.

Polyorchidism in general is an incidental finding associated
with inguinal hernia, epididymitis, varicocele, torsion, retractile
testes. Reports in the literature also have described an
increased risk of testicular malignancy (6.4%) in the presence
of polyorchidism .
Malignant transformation may occur regardless of the location
of the supernumerary testicle. Most commonly reported
neoplasms are embryonal carcinomas, germ cell tumors and
seminomas. Extratesticular rhabdomyosarcoma and adenoma
of rete testis in a supernumerary testicle have also been noted
[9].

The first histological description of polyorchidism was
published in 1880 by Ahlfeld. The first clinical case was
reported by Lane in 1895 [3].
Polyorchidism is a very rare anomaly, which is defined by the
presence of more than two testicles. The exact etiology of
polyorchidism is still unknown. However, it could be related
to an embryological developmental abnormality during the
formation of the testicles. Usually, patients present with an
asymptomatic mass. However, they are significantly prone
to developing a testicular torsion and malignancy(4).
Leung [5] and Singer and colleagues [6] classified embryonic
polyorchidism into four types.
Type A: The supernumerary testicle lacks an epididymis
and vas deferens
Type B: The supernumerary testicle shares an epididymis
and vas deferens with another testicle
Type C: The supernumerary testicle has its own
epididymis and shares the vas deferens with a
regular testicle.
Type D: The supernumerary testicle has complete
duplication of testicles, epididymides and vas
deferens.
Polyorchidism is usually diagnosed on the basis of color
Doppler ultrasound, further supported by magnetic
resonance imaging (MRI) [7].
The management of polyorchidism should usually be
resection of the dysplastic testicle without a duct; otherwise,
the supernumerary testis should be retained and followed up
by ultrasound yearly because of its contribution to
spermatogenesis. However, any suspected malignancy of the
supernumerary testicle should be managed by
orchiectomy.(8)

CONCLUSION
•
•
•
•
•

Polyorchidism is a rare anomaly.
Doppler ultrasound is the preferred method for
evaluation, diagnosis and follow-up of this condition,
Radiologists and urologists must be aware of this
condition and should have a degree of suspicion when
evaluating any inguinoscrotal swelling .
Management is resection of dysplastic testicle due to risk
of torsion and malignancy.
Viable polyorchid testis with vas should be retained as it
contributes to spermatogenisis.
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