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Complications of
polyorchidism

* maldescent 40%
* torsion 15%
* inguinal hernia 30%
* hydrocoele 9%
* malignancy 6%

hydrocoele in 9%.'15 The incidence of malig-
nancy is about 6%, with one seminoma, three
teratomas and one rhabdomyosarcoma occur-
ring in reported cases." 4 The risk of malig-
nancy is probably related to the presence of
dysplastic germinal epithelium and to
maldescent which is similar to nonduplicated
testes.

In most of the reported cases up until the
1980s' either one or both of the duplicated
testicles were removed, many without any
specific indication. In this case, as in other
recent reported cases,2'5 neither testis was
removed and both were fixed to prevent
torsion. In our view there is no need to
remove either testicle ifthey look normal, and
particularly if the biopsy showed normal
epithelium, as neither testicle is at higher risk
of malignancy and monitoring is so easy. If
the diagnosis can be made by ultrasonog-
raphy'l3 exploration is unnecessary, if the
testes are normal and the patient is asymp-
tomatic.
Three testicles can be of benefit, as they

were to a man thus equipped who was granted
permission by the fourteenth century Pope to
have two wives.6
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Doxorubicin-induced cardiotox-
icity

Sir,
The report of Sriskandan et al.' highlights a
major problem in the use of doxorubicin in
curative malignancies. In their discussion of
various strategies which have been tried to
identify individuals at risk of doxorubicin-
induced cardiotoxicity they omitted to men-
tion the use of clinical pharmacology. In a

study of doxorubicin metabolites, Cummings
et al.2 found marked inter-patient variation in
the pharmacokinetics of adriamycinol 7-
deoxyaglycone (the stable end-product of
damaging anthracycline semiquinone drug-
free radicals). Two patients out of25 had high
levels of adriamycinol 7-deoxyaglycone and
both developed clinical cardiac failure with
total cumulative doses of doxorubicin below
300 mg/m. Subsequent animal studies showed
the pharmacokinetics of adriamycinol 7-
deoxyaglycone follows closely its formation
in the heart.3 Unfortunately as clinicians we
have not tested this strategy on a large
number of patients. Perhaps here is a predic-
tive test ofdoxorubicin cardiotoxicity waiting
to be used.
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Ciprofloxacin - induced glottic
angioedema

Sir,
Ciprofloxacin is a synthetic fluorquinolone
active in vitro against most Gram-negative
bacteria (including Enterobacteriaceae and
Pseudomonas aeruginosa), Gram-positive
bacteria (including penicillase-producing,
nonpenicillase-producing, and methicillin-
resistant staphylococci) and against
Chlamydia, Mycoplasma, Mycobacterium,
Plasmodium and Rickettsia.' From a der-
matological point of view, rash, pruritus, and
photosensitivity reactions may appear in less
than 1% of patients receiving multiple doses
of ciprofloxacin.2 To our knowledge and after
extensive medical literature review (Medline
1970-94), no cases of ciprofloxacin-induced
glottic angioedema have been previously
reported.
A 50-year-old man with a past history of

type 1 diabetes and hypertension (treated
with captopril) developed angioedema with
involvement ofthe upper airway while receiv-
ing intravenous ciprofloxacin for urinary tract
infection at the emergency room in our hos-
pital. From 30 to 60 minutes after starting an
intravenous infusion of 400 mg ciprofloxacin
lactate, the subject experienced generalised
pruritus, erythema, and prominent facial, lip
and genital swelling with upper dyspnea.
Four hours later, the patient noted a change in
voice with hoarseness, inspiratory stridor,
and asphyxia. An otolaryngologic evaluation
showed laryngeal oedema and endotracheal
intubation was needed. Epinephrine, high-
dose intravenous corticosteroids, antihis-
tamines, and oxygen were administered. The
tube remained in place for five days until the
episode was abated. Ciprofloxacin and capto-

Allergic reactions to
ciprofloxacin

* urticaria
* fixed drug eruption
* toxic epidermal necrolysis
* angioedema

pril were withdrawn and the patient, who
declared previous good tolerance to both
drugs, was studied at the Allergy unit. C4, C3
and Cl-inhibitor levels were repeatedly nor-
mal. Total serum IgE value was 160 IU/ml.
Prick tests with ciprofloxacin, norfloxacin,
and pipemidic acid were negative. Intrader-
mal tests with 0.04 and 0.4 mg/ml cipro-
floxacin were positive (papulae of 4 x 5 mm
and 9 x 8 mm, respectively). Ten control
subjects gave no reaction. Intradermal tests
with norfloxacin and pipemidic acid and an
oral challenge with captopril were negative.
Few cases of suspected allergic reactions to

ciprofloxacin have been described (see
box).3-5 Possible cross reactivity with other
quinolones has been suggested.3'4 In the
reported patient, the presence of a positive
intradermal test with ciprofloxacin, together
with previous good tolerance of the same
drug, points to an IgE-mediated mechanism.
A possible cross-reactivity with other
quinolones cannot be ruled out because, even
though cutaneous tests with norfloxacin and
pipemidic acid were negative, definitive
challenge tests were not done due to the
severity of the reaction.
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