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Abstract: We reviewed the literature in undescended Testicle from different clinical aspects. The main goal of this 
review was to discuss the surgical management of Undescended Testicle which is the conventional orchiopexy in 
newborns and children in general.We conducted a search several electronic databases including; PubMed, and 
Embase, to June, 2017.The surgical treatment of a non-palpable testis still stays debatable. Trouble setting in motion 
the testis and exploring and also problems such as testicular degeneration and necrosis are very important aspects to 
consider when picking the correct surgical management. Proof revealed that the success price of UDT medical 
management (orchiopexy) is was really high. If done before 1 year of age than if done after, issues from orchiopexy 
are not higher. 

——————————      —————————— 

 

 Introduction: 

 

Testicular descent is a complex embryological procedure that has progressed over the last 

200 million years in creatures, delivering the fetal intra-abdominal testis at first to a 

subcutaneous inguinal placement and afterward into a fully created scrotum [1]. 

Cryptorchidism or Undescended testis (UDT) is a usual congenital anomaly of infants that 

might resolve, continue or first show up in later youth [1], [2]. Undescended testis exists in 

regarding 1-4.5% of newborns with a higher incidence in preterms (30-45%) [1], [2]. In 
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newborns born with undescended testes, the testes might descend into the scrotum in 75% 

of full-term neonates as well as in 90% of early newborn boys in early stage, as well as the 

incidence lowers to 0.8-1.2% at 1 year of age [3], [4], [5]. 

Undescended testes should be differentiated from retractile, ectopic, and also vanishing 

testes, the most common site of an ectopic testis is a superficial inguinal bag. Retractile 

testis is often bilateral and most typical in boys in between 5 and 6 years’ old[4]. Patients 

with undescended testes need to be treated as a result of boosted threat of infertility, 

testicular cancer cells, torsion and/or accompanying inguinal hernia (> 90%), along with as 

a result of aesthetic issues [5], [6]. The suggested age for orchiopexy has been slowly 

lowered based upon information recommending that the initial indicators of spermatogenic 

injury take place in the undescended testis after the very first year of life [7]. However, all 

studies of grown-up guys with unilateral UDT show that the sperm matter is lower than 

normal, even if conventional orchiopexy during childhood years has been successful. On the 
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other hand, fertility in this group of patients, defined as ever having actually fathered a child 

[8], [9]. 

We reviewed the literature in undescended Testicle from different clinical aspects. The main 

goal of this review was to discuss the surgical management of Undescended Testicle which 

is the conventional orchiopexy in newborns and children in general. 

 

 

 Materials and methods: 

 

We conducted a search several electronic databases including; PubMed, and Embase, to 

June, 2017. Search strategies were performed according to our objective; therefore, we 

search for relevant studies that might be helpful in our review which was concerned with 

surgical management of undescended testicle (UDT) in children. We further searched the 

references included in each found article for more relevant studies. Restriction to English 

language published studies was applied in the search strategy. 
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 Discussion: 

 
o UDT treatment methods options: 

 
For many years, 2 mostly different approaches have actually been promoted; either hormone 

therapy with human chorionic gonadotropin (hCG) or gonadotropin-releasing hormonal agent, or 

primary surgical treatment. There are no randomized controlled studies comparing the two 

strategies, however many reports on the results of one or the various other. In the lack of strong 

proof, neighborhood customs have ended up being prevalent. Hence, in the USA, surgery has 

generally been favored as the approach of an option, while in lots of parts of Europe hormone 

treatment has been chosen as the very first therapy. In case the last is not successful in bringing 

the testis into the scrotum, the patient is described surgery. Specific records provide very variable 

success rates after hormonal treatment, from 8 to 60% anatomical success [10]. A lot of writers 

condemn the extensively differing outcomes on a differing level of incorporation of retractile 

testes in the study hall. Three meta-analyses of offered randomized regulated studies were 

located [11], [12], [13]. 

 

o Timing UDT surgical intervention:  

In the 1950s, orchiopexy was suggested in children aged 10 - 15 years [14], in the 1970s in 5 - 6-

year-old boys [15] Throughout the 1970s as well as very early 1980s the age of orchiopexy 

declined to 2 years of age [16]. Currently, orchiopexy is suggested in between 6 and also 12 - 18 

months [17], [18]. The major objective of this timing of orchiopexy is to prevent the problems of 

spermatogenic function and reduce the risk of TGCT in grown-up life. Several scientists have 
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reported the beneficial duty of very early orchiopexy in protecting against these issues, there is 

still a requirement for huge potential research studies offering a lot more medical evidence [ 16], 

[19], [20]. 

Life and professional method confirm all the recommendations, as well as countless researchers, 

reveal that the mean age of kids with UDT at the time of surgical treatment is well over this 

recommended age as well as has not lowered considerably during the last years [21]. However, 

the risk of poor sperm matter is probably independent of the age of surgical procedure, but it is 

associated with the variety of gonocytes as well as spermatogonia [19].The suggested age for 

orchidopexy has been consistently lowered in all significant medical recommendations. In 1975, 

the American Academy of Pediatrics (AAP) still advised surgical procedure at the age of four to 

six years for primary undescended testis [22] Yet in truth develop from the age of 6 months 

forward, it came to be clear that the histological modifications in testicular cells linked with this 

problem are not congenital [7], the AAP in its recommendations of 1996 preferred carrying out 

orchidopexy at around one year of age [23]. Comparable modifications in European suggestions 

were seen rather later: guideline advising orchidopexy prior to the second birthday, as well as the 

European Association of Urologists followed suit in 2001 [24]. In 2007, the Nordic Consensus 

referrals were updated to prefer orchidopexy between the ages of 6 and also 12 months [25]. 

The application of these suggestions has actually been evaluated in researches all over the world. 

The German information offered before the here and now report, which were originated from a 

retrospective single-center research study for the years 2002 to 2004, revealed surgical procedure 

being done after the second birthday celebration in more than 80% of patients [26]. 
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o UDT Surgical management method (orchiopexy) and outcomes: 

The first successful relocation of the testis (orchiopexy) in a 3-year-old boy with an ectopic testis 

was described in 1879 [27]. It ended up being a routine treatment in the 1950s as well as very 

early 1960s [14], [28]. Nowadays, the medical treatment for the palpable UDT is orchiopexy 

with production of a subdartos pouch [28]. Addiction is attained by the scarring of the everted 

tunica vaginalis to the surrounding tissues. The Bianchi single high scrotal incision is an optional 

technique for orchiopexy in young boys with UDT situated distal to the exterior inguinal ring 

[29]. The retroperitoneal dissection is nonetheless crucial for the success of any surgery [28], 

[29]. 

When the testis is non-palpable, diagnostic laparoscopy with an umbilical port is the treatment of 

choice. If the testicular vessels leave with the interior ring, an inguinal incision enables one to 

find the testis (orchiopexy) or its residues [30]. 

Roughly half of intra-abdominal testes lie near to the interior ring, and also the Fowler-Stephens 

(F-S) maneuver (additionally called the Fowler-Stephens operation) is recommended then as a 

regular procedure [31] It entails laparoscopic intraperitoneal ligature and also division of the 

testicular vessels, which leaves the testis dependent on the vasal, gubernacular and cremasteric 

arteries (proof degree IV) [31]. In the two-stage F-S procedure, a 6-month delay is recommended 

before inguinal orchiopexy to permit the collateral blood circulation to develop. The single-stage 

F-S procedure is rarely done as it leaves the security blood circulation no time to develop as well 

as places the testis at greater threat of atrophy [30], [31]. 
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Palpable testes following surgery ought to not be considered as practical testes. Hormone 

development as well as spermatogenesis must be typical to consider the testes as useful. The age 

of the patient throughout orchiopexy is likewise of wonderful importance for sperm quality [32]. 

Despite medical treatment by orchiopexy, the lasting result still remains debatable and also 

problematic. Impaired fertility (33% in unilateral instances and 66% in bilateral undescended 

testes) as well as a cancer threat 5-10 times greater than regular is observed in time [2]. 

Hadziselimovic et al. [33], reported infertility in 35% of the patients with undescended testes 

with typical bacterium cell number prior to surgical procedure regardless of very early 

orchiopexy performed under age 6 months. They recommended that this may be described by 

faulty transformation of germ cells as a result of lack of a mini-pubertal duration [33]. 

Throughout mini-puberty, progenitor spermatozoa are transformed right into Ad (dark) 

spermatogonial cells owing to the peak effect of LH and also testosterone, an effect which 

happens especially in the postnatal 2-3 months [33]. The infertility rate might increase as much 

as 90% in patients that have not undergone a mini-pubertal period [33]. 

The success of surgery is specified as presence of testes in the scrotum without testicular 

degeneration and/or any reappearance for ≥ 1 year. It has additionally been reported that surgical 

treatment is not completely secure; the difficulty rate varieties from 1.5% to 12%. Surgery may 

be made complex as well as may result in greater issue rates in cases when the scrotum is 

undeveloped and the testis is deformed, little, and also connected with brief vessels [35]. Ritzen 

et al. [35]. If medical treatment fails, advised hormonal therapy as the first-line treatment and 

also instant orchiopexy as the second-line treatment. Inning accordance with these writers, 

hormone therapy before orchiopexy increases the blood circulation in this area as well as 

promotes the medical intervention by loosening up the cremaster muscle mass [35]. 
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 Conclusion: 

The surgical treatment of a non-palpable testis still stays debatable. Trouble setting in motion the 

testis and exploring and also problems such as testicular degeneration and necrosis are very 

important aspects to consider when picking the correct surgical management. evidence revealed 

that the success price of UDT medical management (orchiopexy) is was really high. If done 

before 1 year of age than if done after, issues from orchiopexy are not higher. 
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