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Abstract
Background: Polyorchidism is an extremely rare congenital anomaly of the urogenital system and is defined as
the presence of more than two testes. The majority of patients are asymptomatic or present with painless inguinal or
scrotal masses. We, hereby, report a 25-year-old triorchidism case who presented with testicular pain and a scrotal
mass. Case report: A 25-year-old male patient was admitted to the outpatient clinic with the complaint of testicular
pain and a scrotal mass. His medical history was unremarkable and there was no history of trauma. On physical
examination, there were two palpable, ovoid, mobile, non-tender masses in the left hemiscrotum. Scrotal Color
Doppler Ultrasonography revealed a 1.5 × 2.0 × 1.2 cm, well-circumscribed accessory tissue in the left hemiscrotum
which had same echogenicity as the normal testes. Magnetic Resonance Imaging (MRI) also confirmed the tissue
as the third testis. The patient was managed conservatively and put into a follow-up program.
Conclusion: Polyorchidism is a rare congenital anomaly. Patients with polyorchidism can be managed
conservatively unless there is no accompanying problems such as inguinal hernia, cryptorchidism or torsion.
However, supernumerary testes should be removed if there is a suspicion for malignancy.
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Introduction
Polyorchidism is an extremely rare congenital anomaly of the
urogenital system and is defined as the presence of more than two
testes [1]. Its most common presentation is triorchidism [2]. The left
side is predominantly affected. Approximately 50% of the cases are
detected between 15 and 25 years of age [3]. The majority of patients
are asymptomatic or present with painless inguinal or scrotal masses,
undescended testis, and rarely, torsion of the supernumerary testis [4].
We, hereby, report a 25-year-old triorchidism case who presented
with testicular pain and a scrotal mass.

Figure 1: Color Doppler ultrasonography images of the left
hemyscrotum: An extra smaller testicle with similar echo texture
and vascular flow as the normal testes.

Case Presentation
A 25-year-old male patient was admitted to the outpatient clinic of
Bagcilar Training and Research Hospital, Istanbul with the complaint
of testicular pain and a scrotal mass. His medical history was
unremarkable and there was no history of trauma. On physical
examination, his right testis was in normal shape and location;
however, there were two palpable, ovoid, mobile, non-tender masses in
the left hemiscrotum. There were no signs of inguinal hernia or
hydrocele.
Scrotal colour Doppler ultrasonography revealed a 1.5 × 2.0 × 1.2
cm, well-circumscribed accessory tissue in the left hemiscrotum which
had same echogenicity as the normal testes. The accessory tissue had
its own vascular system and epididymis draining to a common vas,
suggestive of an accessory testis (Figure 1). Magnetic Resonance
Imaging (MRI) also confirmed the tissue as the third testis (Figure 2).
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Figure 2: Coronal magnetic resonance images of scrotum: T1/T2weighted magnetic resonance images show three testes very clearly.
The supernumerary testicle is smaller and it has similar intensity
with normal right and left testes.
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The patient was managed conservatively and put into a follow-up
program.

Discussion
Blasius was first described the case of a polyorchidism at routine
autopsy in 1670 [5].
Although polyorchidism can be suspected on clinical
macroscopic examination, the supernumerary testes should
confirmed by histological assessment. The first description
supernumerary testes with histological confirmation was reported
Lane in 1895 [6].
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Triorchidism is the most common form of polyorchidism, in which
an extra testicle is usually found on the left side [2]. Several locations
have been described at any point along the way of embryological
testicular descent to its final scrotal location [7].
The etiology of polyorchidism is still unknown. However, it could
be related to an embryological developmental abnormality during the
formation of the testicles [2].
The possible etiologic mechanism is a defect of genital ridge before
8 weeks of fetal development, such as a longitudinal or transverse
division or duplication of genital ridge with or without the Wolffian
duct division [8].
In their meta-analysis, Bergholz et al. identified only 178 reports
(191 cases) of polyorchidism [9]. Of the cases, 140 (73%) were
histologically confirmed and 51 (27%) were diagnosed solely by
ultrasound or MRI. The authors introduced a guideline for its
management based on a functional classification of polyorchidism.

supernumerary testis has its own epididymis but its vas deferens is
shared with the regular testis [10] (Figure 3). Therefore, our case fits in
type 3.
There are some associated pathologies with polyorchidism such as
inguinal hernia (24%-30%), cryptorchidism (15%-40%), testicular
torsion (13%-15%), hydrocele (9%), pain (7%), hypospadias,
persistence of Mόller ducts (7%-9%), chromosome alterations (3%),
testicular cancer (6%) and varicocele (1%-1.4%).
Most cases in the literature were diagnosed during exploration for
other pathologies such as inguinal hernia (24%), undescended testis
(22%), and testicular torsion (15%) [7]. Left triorchidism was the most
frequent presentation (65%), and the majority of supernumerary testes
were found in the scrotal region (66%), followed by inguinal (23%)
and abdominal (9%) locations [8]. The third testis of the case
presented in this report was located in scrotum.
Management of polyorchidism has been a subject of debate.
Formerly, it was a common practice to remove the supernumerary
testis, regardless of whether it was in scrotal, inguinal or abdominal
position because of the risk of torsion and/or malignancy [4]. With
recent improvements in imaging studies, an increasing number of
cases are diagnosed via ultrasonography or MRI. Some of these cases
have been left in situ and followed conservatively. Since testicular
malignancy has been reported in as much as 6% of cases with
polyorchidism and approximately 90% of these were detected in
cryptorchid testes, all suspicious intrascrotal masses should be
screened with serum markers and radiological techniques, regardless
of physical examination findings. Although there are no clear
guidelines to determine which cases can be followed conservatively,
recent data support watchful waiting in the absence of concomitant
abnormalities and if testicular malignancy can be ruled out safely [8].
Polyorchidism is a rare congenital anomaly. Patients with
polyorchidism can be managed conservatively unless there are no
accompanying problems such as inguinal hernia, cryptorchidism or
torsion. However, supernumerary testes should be removed if there is
a suspicion for malignancy.
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