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Abstract:
Background: Undescended Testis (UDT) or Cryptorchidism is the most common genital problem encountered in
paediatrics. Untreated UDT/cryptorchidism clearly has deleterious effects on the testis over time. In Gezira National
Center for Pediatrics Surgery (GNCPS) UDT\Cryptorchidism had been treated since early 80s. During this period no
study was taken to evaluate this condition.
Methods: This is a retro-prospective descriptive study done over a 2 year period from Oct 2009 to Oct 2011 including
all patients with UDT operated on in the GNCPS. Patients were evaluated regarding the age at presentation, age at
surgery, site of the UDT, location of the testes, investigations done and treatment modality.
Results: A total of 232 children underwent orchidopexy for UDT in GNCPS, 81.5% of those patients were older than
2 years. Bilateral cases were 16.8%. Nonpalpable testes found in 36.6% of cases. Dartos pouch fixation was used in
79.8 % of the cases.
Conclusion: the majority of children with UDT presented at an age older than two year which reflect the delay in
diagnosis due to lack of adequate neonatal examination.
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Introduction:
Cryptorchidism or undescended testes (UDT) is the most common genital problem encountered in

pediatrics. Cryptorchidism literally means hidden or obscure testis and generally refers to an UDT or
maldescended testis. Despite more than 100 years of research, many aspects of cryptorchidism are not well
defined and remain controversial. Untreated cryptorchidism clearly has deleterious effects on the testis over
time. @

The structure of medical systems varies throughout the world. For a given medical system there must be
guidelines for screening for undescended testes in view of the relatively high frequency. In view of the
natural history of descent the ideal is to examine all boys at birth for testicular position. However, at times
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the scrotal contents, presumably the thick gubernaculum, can be difficult to distinguish from a testis. For
this reason it is wise to repeat the examination at a routine baby check at 6 weeks of age. If a testis is found
missing then the child should be seen at one year of age. This is an important examination that needs to be
performed by a professional trained and experienced doctor or nerse in such examination. Who this will be,
depends on the structure of the medical services available and could be a specially trained nurse or a doctor.
Either way the team needs to be led by a pediatric surgeon. -2

About 3% of full-term and 30% of premature infant boys are born with at least one UDT, making
cryptorchidism the most common birth defect of male genitalia. However, about 80% of cryptorchid testes
descend by the first year of life; the majority within three to six months, making the true incidence of
cryptorchidism around 1% overall.)

About two thirds of cases, without other abnormalities, are unilateral and one third of cases involve both
testes. In 90% of cases an UDT can be palpated in the inguinal canal; in a minority the testes are in the
abdomen or nonexistent. @

UDT are associated with reduced fertility, increased risk of testicular germ cell tumors and psychological
problems when the boy is grown. UDT are also more susceptible to testicular torsion and infarction and
inguinal hernias. To reduce these risks, undescended testes are usually brought into the scrotum in infancy
by a surgical procedure called an orchidopexy. & 456

Treatment for UDT may include manipulation into the scrotum, hormone therapy and surgery .
Treatment is not recommended until after the age of 1 year ), because in most cases, the testis descends
without intervention during this time. @

Patients and methods:
This is a discriptive retro-prospective hospital based study done over a 2 years period from Oct 2009 to Oct

2011 including all patients seen in the Gezira National Center for Pediatrics Surgery with undescended
testis. Patients were evaluated regarding the age of presentation, age of surgery, site of the problem, location
of the testes, investigations done, and treatment modality. Patients were assessed by pediatric surgeon who
set the plan for their management.

When a decision of surgical management is considered, patient is booked on operative list and prepared for
surgery, usually they come one day before surgery to be examined for fitness for surgery. In GNCPS we
do either open approach through inguinal incision or laparoscopic approach.

All patients were seen after 2 weeks and then 6 months following the surgery at the referred clinic and
assessed for surgical complications and location of the testes.

Results:

During the study period a total of 232 children underwent orchidopexy for UDT in GNCPS. Regarding age
of presentation; 1.3% (n= 3) of cases were under 6 month old, 17.2% (n=40) their age was ranging between
6 month and 2 years and the rest 81.5% (n=189) were older than 2 years. All the children included on the
study were term baby at delivery. The discovery time for the undescended testis by the parents and the first
time for seeking medical advice are summarized in Table 1.
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There was family history of similar condition in 5.6% (n=13) of the patients presented to the center. In
seven of them there was similar history in first degree relatives and in the other six patients in second degree
relatives.

In These 232 children; 16.8% (n=39) had bilateral empty scrotum and 83.2% (n=193) were had unilateral
empty scrotum. Of those 193 unilateral cases 111 (57.51%) were left sided and the rest 82 (42.49%) were
right sided.

On examining the children 63% (n=146) of the testes were palpable as follows:, 66% were palpable just
around the superficial inguinal ring, 17.7% were in the mid inguinal area and 16.3% of them were on the
upper scrotum (Figure 1).

Orchidopexy was done on the right for 105 and on the left side for 127 children.

There are different methods used to fix testes on the scrotum on performing open orchidopexy with fixation
on the Dartos pouch being the most commonly used 79.8%.

The operative time was ranging between 20 minutes and 120 minutes but most (65.1%) of the operations
last between 45 and 60 minutes. Most of the patients were discharged from hospital in less than five days.
About 89.5% of the patient underwent open orchidopexy and 10.2% of the patient underwent laparoscopic
orchidopexy. The location of the testes was in the bottom of the scrotum in 71.9% of patients underwent
open orchidopexy.

Discussion:

Patients with UDT frequently present to GNCPS. Most of patients were older than 2 years when comparing
this with Thorup et al results which state they used to do orchidopexy at the age of 6-12 months, anyway
before the age of 18 months. ™V In this study the children were of relatively older age at presentation. This
could be explained by several factors. Part of it is a result of the absence of well designed system to examine
the new born children; as two thirds of the cases were discovered by their families to have UDT at born,
but only few of them consulted a doctor immediately. Other causes of this delay on counselling include
illitracy, lack of knowledge about the problem, fear of social stigma and financial problems. Gezira state
introduced the preliminary school screening program; this program can help in both detecting UDT and
convincing families with management.

World records about UDT stated that it can affect one or both testes and approximately 10 percent of cases
are bilateral . Among the unilateral cases, a left-sided predominance exists 1. These percentages in
patients presented to GNCPS were slightly different as the bilateral cases were higher (16.8%). The
unilateral cases matched the records as the left side was more common in the study group.
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Table (1): Time of detection of UDT by parents and first consultation of a
doctor

First detection by parents and consultation of a doctor
Within 6 6-12 Total
At birth months month Later
8 77 56 91 232
70.00% 66%
60.00%
50.00%
40.00%
30.00%
20.00% |16.30% 17.70%
10.00%
0.00%
upper scrotum superficial mid inguinal

inguinal

Figure (1): The most common sites for the undescended testis

Positive family history of UDT was discussed in literature. In one study done in 2003 by Elert et al in
Department of Urology and Pediatric Urology- Philipps-University Marburg Germany, stated that "In our
series the presence of UDT is much more frequently presented than described in the literature. Due to the
high familial cluster and the higher percentage of a positive family history for UDT and/or other urogenital
anomalies in patients with UDT, a genetic predisposition is probable. Male descendants show a 3.6-fold
increased risk in relation to the normal population, if a family member is already affected”. They found


http://hinari-gw.who.int/whalecomwww.ncbi.nlm.nih.gov/whalecom0/pubmed?term=%22Elert%20A%22%5BAuthor%5D

EDITORIAL

(22.73%) of their analyzed patients had family members with UDT @4, Also Schnack et al found the
recurrence risk ratios (RRR) among first-degree relatives was significantly higher among brothers
(RRR=3.52, 95% ClI: 3.26, 3.79) than for off spring of a UDT case (RRR=2.31, 95% CI: 2.09, 2.54) 5,
In this study only 13 (5.6%) childern had positive family history of UDT. There was no significant
difference between first and second degree relatives as the incidence in first degree was higher by only one
case. This low incidence of the UDT in our patients may reflect the fact that some Sudanese families
consider the problem as social stigma and that it affect their child manhood and fertility so they used to
hide it and deny its occurrence in their family.

A number of classification systems have been devised, Kaplan (1993) proposed the most popular system,
which categorizes cryptorchid testis as either palpable or nonpalpable ®®. Many articles found that
approximately 20 percent of boys who present with UDT have at least one non-palpable testis. (2 14 16.17)
In this study 36.6% of UDT children had nonpalpable testis and 63.4% had palpable testes by clinical
examination. Most testes found were in the superficial inguinal area just around the external ring, followed
by the mid inguinal canal then the upper scrotum area. Ferrer et. al. found the most common location for
an undescended testicle just outside the external ring (suprascrotal), followed by the inguinal canal, and
finally the abdomen. (8

In GNCPS they used to investigate patients whose testis cannot be palpated by clinical examination. 82%
of the patients with nonpalpable testis had ultrasound scan. The most common site by ultrasound scan was
mid inguinal canal followed by superficial inguinal area just around the external ring, intra abdominal, then
distal inguinal. In some of the patients (n=6) testes cannot be seen by ultrasound. Despite the literature
about the use of ultrasound as an investigation tool for locating the testis in patients of UDT, it is not
promising. Ultrasound has a sensitivity of 45% and a specificity of 78%. The positive and negative
likelihood ratios are 1.48 and 0.79, respectively. A positive ultrasound result increases and a negative
ultrasound result decreases the probability that a nonpalpable testis is located within the abdomen from
55% to 64% and 49%, respectively. 9

In GNCPS we use ultrasound in patients with non paipable testis to clarify the magnitude of the problem
to the parents. Further trial to locate the testis is done after the child is fully anesthetized. In the 86 children
with nonpalpable testes 28 were found to be palpable and the rest 24.1% of the total number of patient were
still nonpalpable.

During the study period the GNCPS installed a laparoscopic unit, but because of limited experience, at time
of study, only two cases underwent laparoscopic orchidopexy, the rest were treated with open orchidopexy
with either Dartos pouch fixation, traction stitch or fixation in the lingual canal. Dartos pouch fixation is
the commonly used method; 79.8% (n=182) of the children underwent open orchidopexy were treated by
this method. Comparing the location of the testes after Dartos fixation with other methods 2 weeks post
operation the Dartos pouch fixation has the best result as 90 percent of the patient the testes were in the
bottom of the scrotum.

The duration of procedure vary between 25 minutes to more than one and half hour, most of operations take
around 45 to 60 minutes 64.1% this variation of procedure time had multiple factors. Some of them is
patient related like difficulty in induction or recovery from anesthesia, difficulty in localization of the testes
and obese patient. The rest is operator dependant; GNCPS is training facility so doctors learn the procedure
under supervision of surgeons, this factor explains prolonged duration of some operation. Patient underwent



EDITORIAL

Dartos pouch fixation or fixation of testis in the lingual canal leave the hospital on the next day if there is
no justifications like complication of surgery which is most commonly hematoma as happened in two
patients.

Conclusion:

The majority of children with UDT presented at an age older than two year which reflect the delay in
diagnosis due to lack of adequate neonatal examination. Dartos pouch fixation was associated with the least
hospital stay and post operative complication and optimal result.
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