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Abstract

Background: Undescended testes are a condition
when one or both of the testes have not descended
into the scrotum at birth, but stay in the abdomen or
only move part way down into the scrotum.

The aim of the study was to describe the pattern
of clinical presentation, the ultrasound and intra-op-
erative findings, and the outcome.

Materials and method: This is a retrospective study
involving 120 medical files of adult patients with un-
descended testes.

Results: The mean age was 25.1 + 4.7 years. Pa-
tients of age group 18 — 22 years were predomi-
nant (35.0%). Sixty eight (56.7%) presented to the
hospital complaining of empty scrotum. another
33(27.5%) were complaining of infertility.

Undescended testes were (40.8%) in the left side,
(32.5%) in the right side and bilateral (26.7%).

The sites of testes were (42.1%) not seen, inguinal
(17.1%) and abdominal low (11.2%).

The operative options were one stage laparoscop-
ic orchiopexy (35.5%), open orchiopexy (32.9%),
first stage Fowler Stephen Procedure (18.4%), and
(8.6%) orchiectomy.

Postoperative findings (52.7%) were alive, in their
positions and normal. First Stage Fowler Stephen
procedure were found in (18.4%), alive + small in
their positions (23.0%) and atrophy (5.9%).

Conclusion: The best result of treatment of cryp-
torchidism is preferably in the childhood age, there-
fore careful physical examination of the baby at
birth, regular follow-up of the infant and advice for
early corrective surgery in cases of persistent un-
descended testis will go a long way in reducing the
morbidity due to cryptorchidism.
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Introduction

Cryptorchidism is a pathological condition defined as the
failure of the testis to descend into the scrotum [1].

It is a congenital condition in which one or both testicles
are not appropriately positioned in the scrotum at birth and
cannot be moved into the proper position manually. The
term “cryptorchidism” literally means “hidden testicle” and
is often used interchangeably with the term “undescended
testicle[2].

It affects an estimated 3 percent of full-term male neonates
and up to 30 percent of premature male infants, making it
the most common male genital anomaly identified at birth
[3.4].

The treatment of cryptorchidism in infants and children
is well known. A surgical approach such as orchiopexy is
recommended for testes that remain undescended after
6 months of age [5,6]. In addition, fertility disorders may
occur, and are commonly ascribed to the harmful effects
of the undescended testis on the contralateral one, or to
related immunologic reactions [7].

The aims of this study are to determine the occurrence
of cryptorchidism related to age, side of cryptorchidism,
location, treatment procedures, outcome and
complications.

Materials and Method

This study was designed as a retrospective study. It was
conducted at Alsaidi Hospital in Aden, Yemen.

We retrieved the patients’ records of adults with
undescended testes and we found 120 cases of the
age group = 18 years who were seen and treated by the
author during a period of six years, from January 2012 to
December 2017.

The data extracted from the files included patient’s
demographics, side affected, clinical presentation,
associated anomaly, place of residence, location and
size of testis as measured by ultrasound and intra-
operatively, surgical treatment given, and post-operative
complications.

The data obtained were analyzed using SPSS 17 and
presented as count, frequency and percentage. Data
were analyzed using Chi-square test, where necessary
P -values less than 0.05 were regarded as statistical
significant.

Table 1 (next page) shows that the age group 18 — 22
years is represented with 42 (35.0%) followed by the age
group 23 — 26 years with 34 (28.3%) and the last age
group is 31 — 34 years with 21 (17.3%). The mean age
of the patients is 25.1 + 4.7 years and the age ranged
between 18 — 34 years. Most of the patients 66 (55.0%)
were from rural areas. Empty scrotums were predominant
with 68 (56.7%) followed by infertility 33 (27.5%) and the
last clinical presentation was inguinal pain with 1 (0.8%).

Table 2 reveals that 49 (40.8%) of UDT occurred in the
left side and 39 (32.5%) occurred in the right side while 32
(26.7%) were bilateral.

The table also, shows association with other anomalies in
which 67 (55.9%) were inguinal hernia of same side UDT
followed by Inguinal hernia of both sides 4 (3.3%) then
attenuated vas deferens 2 (1.6%) and the last one was
absent of vas deferens 1 (0.8%). Table 2 reveals the mean
hospital stay which was 1.02 + 0.14 days.

Table 3 shows the sites of testes were distributed as follows:
not seen 64 (42.1%), inguinal 26 (17.1%), abdominal low
17 (11.2%), peeping 15 (9.8%), abdominal high 14 (9.2%),
deep inguinal ring 13 (8.6%) and ectopic 3 (2.0%).

The distribution of testis size by ultrasound were 47 (30.9%)
normal, 43 (28.3%) small and 62(40.8%) not seen. Also,
table 3 reveals the distribution of intraoperative size of
testis as follows: 88 (57.9%) normal, 44 (28.9%) small, 13
(8.6%) atrophy, 5 (3.3%) vanished and 2 (1.3%) torsion.
Table 3 also, reveals the operative options which were
applied for the study patients. They were distributed as
follows: One stage laparoscopic orchiopexy 54 (35.5%),
open orchiopexy 50 (32.9%), first stage Fowler Stephen
Procedure 28 (18.4%), orchiectomy 13 (8.6%), nothing
done - vanished testis 6 (3.9%) and second stage of
Fowler Stephen Orchiopexy 1 (0.7%).

Table 4 represents the follow up results after one month
of the surgical procedure. We found 80 (52.7%) of testes
were alive, in their positions and normal. First Stage Fowler
Stephen procedure were found in 28 (18.4%), alive + small
in their positions 35 (23.0%) and atrophy 9 (5.9%).
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Table 1: Variables of age groups, residency and clinical presentation (n=120)

Variable MNao %
Age group {years):

18—-22 42 35.0
23—-26 34 28.3
27T =30 23 12.2
31-34 21 175
Fean age (years) 25147
Age range (years) 15 —34
Residency:

Urban o | 450
Rural 66 55.0
Clinical presentation:

Empty scrotum a8 6.7
Infertility 33 275
Inguinal hernia 10 83
Abdominal mass 8 6.7
Inguinal pain 1 0.8

Table 2: Side variables of UDT, and associated anomalies (n=120)

Variahles Mo %
Side of UDT:

Left 49 40.8
Right 35 325
Bilateral 32 26.7

Ass other anomalies by clinical exam:”

Inguinal herniaof same side LUDT 67 55.9
Inguinal herniaof both sides 4 1:3
Attenuated vas deferens 2 1.6
Abszent of vas deferens 1 (N
Maothing P EFR
Mean hospitol stay (doys): 1.02+0.14

*Ass other anomalies by clinical exam = Associated other anomalies by clinical examination

88 WORLD FAMILY MEDICINE/MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME 18 ISSUE 8 AUGUST 2020



POPULATION AND COMMUNITY STUDIES

Table 3: Distribution of site and size of testes by US, intraoperative size, and operative options: (n=152)

Variahles No %

Site of testis by US:

Mot seen a4 421
Inguinal 26 17.1
Abdaminal law 17 11.2
Feeping 15 5.8
Abdominal high 14 9.2
Deep inguinal ring 13 2.6
Ectopic 3 2.0
Size of testis by US:

Maormal 47 0.9
Small 43 28.3
Mot seen B2 40.8
Size of testis introoperative:

Maormal B2 £7.9
Small 44 28.9
Atrophy 13 8.6
YVanished 5 3.3
Torsion 2 13
Operative options:

One stage laparoscopic orchiopexy 54 355
Open archiopexy &0 3248
Firststage Fowler Stephen Procedure 28 124
Orchiectomy 13 8.6
Mothing done - vanished testis & 3.9
Second stage of Fowler Stephen archiopexy 1 0.7

Table 4: Results of follow up at the end of one month post hospital discharge

Variahles Mo %
Alive, inits position, normal 20 52.7
Alive, inits position, small 35 23
FirstStage Fowler Stephen procedure 28 1584
Atrophy g .9
Total 152 100
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Discussion

The first description of undescended testis dated back to
the 18th century and theories of testis migration troubles
started during the 19th century [8]. Since then, the literature
has been enriched in the management of this pathology,
especially in children. Observation of an undescended
testis in an adult is a situation whose frequency is variously
reported [9].

In our study we found the mean age of the patients was
25.1 £ 4.7 years and the age ranged between 18 — 34
years.

The age group 18 — 22 years represented with 42 (35.0%)
followed by the age group 23 — 26 years with 34 (28.3%)
and the last age group is 31 — 34 years with 21 (17.3%).

To some extent a similar finding was reported by Avakoudjo
et al [9] from Benin where the mean age was 23.3 +
6.1 years, with extremes of 16 and 42 years. The most
represented age group was 16 to 20 years of age.

Most of the patients (55.0%) were from rural areas. They
presented due to empty scrotums with (56.7%) followed
by infertility (27.5%) and the last clinical presentation was
inguinal pain with (0.8%).

Shuaibu et al [10] reported in their study that (42.8%) of
patients presented because of infertility or were detected
during a work up for infertility. 50% complained of empty
scrotum. One patient (3.6%) presented with sudden
abdominal pain, another patient (3.6%) presented with
features of metastatic testicular carcinoma.

In the current study we found that (40.8%) of cryptorchidism
occurred in the left side and (32.5%) occurred in the right
side while (26.7%) were bilateral.

Similar to our finding was reported by Musa et al [11] from
Sudan that the side of impalpable testis was the left in
(50%), and the right in (42%) while only (8%) had bilaterally
impalpable testes.

Different from our results, was reported by Hadziselimovic
[12] in which he mentioned that cryptorchidism may occur
on one or both sides, but more commonly affects the right
testicle.

Our finding also differs from that reported by Avakoudjo et
al [9] right side in (36.1%), left side in (34.8%) and bilateral
in (26.1%) patients.

We found in our present study UDT was associated with
other anomalies in which (55.9%) were inguinal hernia
of same side cryptorchidism followed by inguinal hernia
of both sides (3.3%) then attenuated vas deferens (1.6%)
and the last one was absent of vas deferens (0.8%).

Cryptorchidism can be associated with various anatomical
anomalies, but epididymal anomalies and patency of the
vaginal process are among the most frequent [13,14].

Epididymal anomalies are associated with cryptorchidism
with highly variable incidence reported in the literature:
from 36 to 79% [15]. The occurrence of inguinal hernias
associated with cryptorchidism is due to the persistence
of the vaginal process [16]. The vaginal process is a
conduit that extends from the peritoneum to the scrotum
and is covered by a coelomic epithelium. This conduit is
usually obliterated after the end of the testicular migration
[16]. In cases where the vaginal process does not close,
the child may develop inguinal hernia or communicating
hydrocele.

Our study revealed that the mean hospital stay was 2.1 £
0.8 days and range 1-3 days. These findings are similar to
that reported by Torricelli et al [17].

In the present study the site of testes were distributed
as follows: not seen 64 (42.1%), inguinal 26 (17.1%),
abdominal low 17 (11.2%), peeping 15(9.8%), abdominal
high 14(9.2%), deep inguinal ring 13(8.6%) and ectopic
3(2.0%).

Shuaibu et al [10] reported that of the 54 nonpalpable
testes evaluated, 34 (63%) testicles were intrabdominal,
12(22.2%) were located at the inguinal canal, 5 (9.3%)
were at the internal ring or just proximal to it, 3 (5.5%)
were vanishing.

Jeong et al [18] reported in their study that the location
of cryptorchid testis identified during the operation was
inguinal in 14 (82.4%), prepubic in 2 (11.7%), and intra-
abdominal in 1 (5.9%), respectively.

In our present study we found the distribution of
intraoperative size of testis as follows: 88 (57.9%) normal,
44 (28.9%) small, 13 (8.6%) atrophy, 5 (3.3%) vanished
and 2 (1.3%) torsion.

In our current study the operative options which were
applied for the study patients were distributed as follows:
One stage laparoscopic orchiopexy (35.5%), open
orchiopexy (32.9%), first stage Fowler Stephen Procedure
(18.4%), orchiectomy (8.6%), nothing done - vanished
testis (3.9%) and second stage of Fowler Stephen
Orchiopexy (0.7%).

Laparoscopy has proved to be the best available
procedure for diagnosis and management of impalpable
undescended testes [19,20,21].

Sangrasi et al [22] performed the following treatment
options on their patients with impalpable testes. Of 30
intraabdominal testes, single-stage laparoscopic-assisted
orchiopexy was successfully performed in 16 (40%)
testes, while laparoscopic orchiectomy was performed
in 14 (35%) testes. Testes were atrophic and were easily
retrieved through a 10-mm port. Six testes where vas
and vessels entered the internal ring were diagnosed as
intracanalicular testis. They were explored by inguinal
incision, inguinal orchiopexy was done in 2 (5%) testes,
and inguinal orchiectomy was performed in the remaining
4% of testes.
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In the present study the follow up results after one month
of the surgical procedure were distributed as follows:
(52.7%) of testes were alive, in their positions and normal.
First Stage Fowler Stephen procedure were found in
(18.4%), alive + small in their positions (23.0%) and
atrophy (5.9%).

Corvin et al [23] described their experience with
laparoscopic management of adult cryptorchidism in 8
cases.

In just one patient, a morphologically intact abdominal
testicle was found and a first-stage Fowler-Stephens
orchiopexy was performed. In all others cases, atrophic or
vanishing testicles were found and resected.

Vijjan et al [24] reported better results in their experience
with 14 adults with a mean age of 21 years. A total of 19
undescended testes were evaluated and 94.7% of the
testes were intra-abdominal. Seven patients with unilateral
undescended testes underwent laparoscopic orchiectomy,
and laparoscopic-assisted orchiopexy was carried out in
the remaining two patients. Five patients with bilateral
undescended testes underwent laparoscopic orchiectomy
on one side and laparoscopic-assisted orchiopexy on the
other.

Testicular preservation rate was 36.8%. The authors also
concluded that laparoscopy is a safe and effective modality
in the localization and management of adult undescended
testes.

Conclusion

The best result of treatment of cryptorchidism is preferably
in the childhood age. Therefore, careful physical
examination of the baby at birth, regular follow-up of the
infant and advice for early corrective surgery in cases
of persistent undescended testis will go a long way in
reducing the morbidity due to cryptorchidism. Delay in
providing care for cryptorchid patients can be costly and
dangerous; it is necessary to increase awareness and to
health educate people on this problem.
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