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Abstract

Polyorchidism is a rare anomaly and frequently associated with 
criptorchidism, inguinal hernia and testicular torsion. It is also 
reported as increased risk of testicular malignancy. We report a 
case of 23 year old man with left supernumerary testis in the left 
hemiscrotum. He presented with painless mass in his left hemiscro-
tum. Normal physical examination and laboratory tests including 
spermiogram were examined. Both ultrasound and MRI exami-
nations revealed polyorchidism without malignancy or any other 
concomitant features. In most cases sonography alone is diagnostic. 
MRI may provide additional information in complicated cases of 
polyorchidism. Conservative treatment with sonographic follow-up 
is the choice of treatment in uncomplicated cases. 

Polyorchidism is an anomaly of the genitourinary tract, 
with almost 200 cases reported in the literature; it 
refers to the presence of more than two testes.1 This 

congenital anomaly typically causes no impairments, but it 
is frequently associated with maldescended testis, inguinal 
hernia and testicular torsion. Reports slso show an increased 
risk of testicular malignancy in the presence of polyorchi-
dism.2 This paper presents a case of polyorchidism without 
any associated anomaly in a 23-year-old man.  

Case report 

A 23-year-old man presented with a painless spherical mass 
in the left hemiscrotum (Fig. 1). He first noticed this scrotal 
mass at the age of 11. The patient had no other medical 
history and was otherwise asymptomatic. Physical examina-
tion and laboratory tests, including a spermiogram, failed 
to reveal any other pathological finding. Scrotal ultrasonog-
raphy showed a normal testicular gland measuring 32 mm 
in length on the right side. On the left side, two separate 
glands measuring 28 mm and 18 mm in length, with identi-
cal echo texture, were noted. All three glands demonstrated 
a separate epididymis. Further evaluation with magnetic 
resonance imaging (MRI) confirmed the presence of a super-

numerary testis in the left hemiscrotum. All three glands had 
the identical signal characteristics on T1 and T2 weighted 
images. Following intravenous gadolinium administration, 
no pathological contrast enhancement within the testes was 
present (Fig. 2, Fig. 3). On the basis of these imaging find-
ings, a diagnosis of polyorchidism was made. Considering 
the increased risk of testicular malignancy, the patient was 
followed 4 times for the first year, 2 times for the second 
year and annually thereafter.

Discussion 

The exact mechanism for occurence of polyorchidism is still 
not known. Several theories have been proposed, includ-
ing peritoneal folding, segmentation of the primitive gonads 
longitudinal or transverse division of the genital ridge.3

In fetal life, at about 6 weeks of gestation, the primordial 
testis develops from the primitive genital ridge medial to the 
mesonephric ducts. The primordial testis takes shape and the 
epididymis with the vas deferens arise from the mesonephric 
duct at 8 weeks.4 On the basis of embryologic develop-
ment, Leung classified polyorchidism into 4 types.5 In type 
A, the division separates a small part of the genital ridge 
which does not contact the mesonephric duct. Therefore, 
the supernumerary testis lacks an epididymis and vas def-
erens. In type B, the division of the genital ridge occurs in 
the region where the primordial gonads are attached to the 
mesonephric ducts and the supernumerary testis has its own 
epididymis. In type C, the supernumerary testis has its own 
epididymis and shares the vas deferens with the regular testis 
in a parallel fashion. In this type of polyorchidism, there is 
an incomplete longitudinal division of the genital ridge and 
the proximal portion of the mesonephric duct. In type D, 
which is the least common, complete longitudinal duplica-
tion of the genital ridge and mesonephric duct occurs, with 
resultant complete duplication of testes, epididymides and 
vas deferens.

Bergholz and colleagues published a meta-analysis of 
polyorchidism in 187 cases; 140 cases had histological con-
firmation.1 The median age was 17 years and most patients 
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were young adults with age range of 11 (25th percentile) to 
25 (75th percentile) years. In most cases, a single and gener-
ally left-sided supernumerary testis was present. A painless 
scrotal mass, which the patient noted for a long time, was 
the complaint in uncomplicated cases. The most common 
location for the supernumerary testis was within the scrotum. 
However, it may be presented with maldescended testis or it 
may itself be maldescended with two testicles in the scrotum. 

Associated anomalies with polyorchidism includes ingui-
nal hernia in 24%, cryptorchidism in 22% and testicular 
torsion 15% of cases.1 Amodio and colleagues reported a 
case of triorchidism with co-existant microlithiasis,7 but to 
the best of our knowledge, there has not been a reported 
increase in the incidence of microlithiasis and polyorchi-
dism. Polyorchidism may also be discovered as an incidental 
finding in association with hydrocele, epididymitis, varico-
cele, infertility, retractile testes and hypospadias.8 Reports in 
the literature also show an increased risk of testicular malig-
nancy (6.4%) in the presence of polyorchidism.1,2 Malignant 
transformation may occur regardless of the location of the 
supernumerary testis. Most commonly reported neoplasms 
are embryonal carcinoma, germ cell tumor and semino-
mas.1,2,9 Extratesticular rhabdomyosarcoma and adenoma 
of rete testis arising in a supernumerary testicle have also 
been noted.1 

The sonographic appearance of polyorchidism is a scrotal 
mass that has an echo pattern identical to that of the ipsilateral 
testicle.10 Colour Doppler sonography shows flow characteris-
tics similar to those of the ipsilateral testis. On MRI, a round or 
oval shaped structure showing typical signal characteristics of 
testicles, with homogeneous intermediate signal intensity on 
T1 weighted and high signal intensity on T2 weighted images 
was found.11 In uncomplicated cases of polyorchidism, an 
MRI does not provide any additional data to that given by 
sonography, but only plays a confirmative role. However, 

MRI plays an important role in complicated cases, such as 
those associated with cryptorchidism and tumours. 

Splenogonadal fusion is a rare congenital anomaly that 
may sonographically resemble polyorchidism.11,12 In this 
entity spleen, gonad, epididymis and vas deferens are fused. 
Sonography reveals a mass with the testicle of similar echo-
genicity and it may mimic the appearance of polyorchidism. 
When splenogonadal fusion is suspected, a technetium sul-
fur colloid scan should be performed to confirm the presence 
of ectopic splenic tissue.11 

In the setting of an uncomplicated polyorchidism, the 
current treatment is conservative, including a close sono-
graphic observation, with a biopsy of the supernumerary 
testicle for diagnosis or follow-up being unnecessary.3,6 On 
the other hand, in the presence of coexisting conditions, 
such as crytorchidism, torsion or malignancy, surgical treat-
ment is indicated. 

Conclusion 

Polyorchidism is a rare congenital anomaly with character-
istic sonographic features. In most cases, sonography alone 
is diagnostic. An MRI may provide additional information 
in complicated cases of polyorchidism. Conservative treat-

Fig. 1. Macroscopic  vision of the supernumerary testis.

Fig. 3. Separate epididymis of the supernumerary testis was confirmed by 
magnetic resonance imaging.

Fig. 2. Magnetic resonance imaging findings of the supernumerary testis.
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ment with sonographic follow-up is the choice of treatment 
in uncomplicated cases. 
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