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Abstract

Background: The current recommended age of orchidopexy in Undescended Testis (UDT) is 6 - 18 months. The main goal of this 
timing is to allow time for complete descent, to prevent the impairment of spermatogenesis, and to decrease the risk of malignancy 
in later life. 

Objective: To study the timing of surgery and post-operative follow-up in children managed for UDT. 

Patients and method: We performed a retrospective review of UDT managed between Jan 2013 and Dec 2022, at the University of 
Nigeria Teaching Hospital (UNTH), Enugu, Nigeria. Data extracted from ward, operating theater and medical records department 
were entered into specifically designed pro-forma. The data were collated and analyzed by univariate analysis.

Results: A total of 102 UDT patients were managed during the 10-year period, but only the clinical records of 90 patients with 
115 UDT were accessible for review. This comprised 65 (72.2%) unilateral and 25 (27.8%) bilateral cases. Mean age at operation 
was 6.6 years. Mean length of post-operative follow up was 5.2 months. Short term outcome was satisfactory in all patients. There 
was no long-term follow-up for infertility and malignancy. 

Conclusion: Majority of UDT in this study presented late and thus operated on late. Patients presenting late, should be enlisted 
into a strict and well-defined protocol of long-term follow-up. We advocate for awareness campaign to reduce the delay in 
presentation.
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Introduction

Undescended Testis (UDT) is the commonest congenital 
abnormality of the genito-urinary tract in boys [1-3]. The incidence 
varies with gestational age at birth, affecting 2-5% of full term and 
30% of preterm neonates. Descent of testis continues after birth, 
but it is now known that beyond 6 months of age spontaneous 
descent of the testis rarely occurs [1,3,4]. UDT may be situated 
along its normal route of descent or in an ectopic position.

It may be unilateral or bilateral, clinically palpable or non-palpable, 
and prone to complications such as trauma, torsion, infertility, 
and malignancy. The diagnostic tools used to detect UDT include 

physical examination, radiological technique, hormonal assay, and 
laparoscopic procedure [2,3,5,6]. Different imaging techniques 
have been evaluated for the assessment of UDT, but above all 
ultra-sonography with a high-resolution transducer (>7.5MHz) 
offers the greatest accuracy in the assessment of 100% of palpable 
and about 85% of non-palpable UDT [3,6]. When the testis is non 
palpable, diagnostic laparoscopy through an umbilical port is the 
procedure of choice [6,7]. Surgery is the treatment of choice, and 
orchidopexy is successful in up to 95% of UDT with a low rate of 
complications, about 1% [3]. The optimal time for orchidopexy 
has remained a subject of debate for decades. Current consensus 
and guidelines from the scientific community recommend that 
orchidopexy should be performed as early as 6 - 18 months of age, 
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or at 1st presentation if diagnosed later [3,8]. The main goal of this 
timing of treatment is to prevent the impairment of spermatogenesis 
leading to infertility, and to decrease the risk of malignancy in later 
life. These two factors are outcomes in the management of UDT 
that require long term follow up.

Study Objective

We studied the two determinant factors - timing of surgery and 
post operative follow up, in the management of UDT, to determine 
their pattern. 

Patients and Method

This is a 10-year retrospective review of children managed for 
UDT between Jan 2013 and Dec 2022, at UNTH Enugu, South 
East Nigeria. Data extracted from wards, operating theater and 
medical records department of the hospital were entered into pro-
forma designed for the study. Demographic data collected included, 
age at presentation, whether unilateral or bilateral, palpable or 
non-palpable, associated anomalies, method of diagnosis, age at 
operation, type of operation, complications, outcome and length 
of post-op follow up. The data were analyzed using Statistical 
Package for Social Sciences (SPSS) version 25.

Results

A total of 102 children were managed for UDT during the 10-
year study period, but only the clinical records of 90 children with 
115 UDT were accessible for review in this study, comprising 
65(72.2%) unilateral and 25(27.8%) bilateral cases. 75(65.2%) out 
of the 115 UDT were palpable and 40(34.8%) non palpable (Figure 
1). Age at first presentation ranged from 4 months to 16 years, with 
a mean age of 6.4 years, 9(10%) of the patients presented before 1 
year of age, 12 (13.3%) at age 1-2years, 15(16.7%) at age 2-5years, 
and 54 (60%) above 5 years of age (Table 1). Localization of the 
testis was clinical in 42 (46.7%) cases, by ultrasonography in 47 
(52.2%). 1(1.1%) patient had impalpable testis localized by MRI 
(Table 2). 108 (93.9%) orchidopexies were performed, while 7 
patients (6.1%) had unilateral orchidectomy for atrophic testes. 
No patient had surgery before age 1 year, 16 (17.8%) had at 1-2 
years, 20(22.2%) at 2-5 years, and 54 (60%) above 5 years (Table 
3). Short term outcome was satisfactory in all patients with no 
significant complications. Mean length of post-operative follow-
up is 5.2 months. There was no long-term follow-up of patients for 
infertility and malignancy.

Figure 1: Study population.

Age No of patients Percentage 

<1yr 9 10

1yr - 2 yrs 12 13.3

>2yrs - 5yrs 15 16.7

>5yrs 54 60

Total 90 100

Table 1: Age at Presentation.

Method No of patients Percentage 

Clinical assessment 42 46.7

Ultrasonography 47 52.2

MRI 1 1.1

Laparoscopy 0 0

Total 90 100

Table 2: Localization of the testis.
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Age No of patients Percentage 

<1yr 0 0

1yr - 2 yrs 16 17.8

>2yrs - 5yrs 20 22.2

>5yrs 54 60

Total 90 100

Table 3: Age at Operation.

Discussion

This study revealed that 88% patients had orchidopexy by age 
2years, and 60% by 5 years. This, with its potential consequences 
is beyond the current recommended age of 6 - 18 months [3,8]. 
The testis, for the function of spermatogenesis leaves its original 
intra-abdominal location for an extra-corporeal abode, in search of 
a lower ambient temperature (2-4o C lower than core temp), which 
the scrotum provides by virtue of its unique thermoregulatory 
anatomical features [3,9]. The fetal/neonatal germ cells of the 
testis (the gonocytes), subsequently undergo transformation into 
spermatogonia, the precursor cells for spermatogenesis at puberty. 
In the meantime, and very importantly, there is clearance of any 
remaining unused, undifferentiated fetal germ cells by apoptosis, 
so that by 2 years of age there are none left in the testis. The 
inhibition of this fetal germ cell transformation in UDT leads to 
a deficient pool of stem cells for post pubertal spermatogenesis, 
and infertility. In addition, persisting undifferentiated germ cells 
may become malignant after puberty [3,10]. Approximately 10% 
of infertile men have a history of cryptorchidism. Also, about 
10% of all cases of Testicular Germ Cell Tumours (TGCT) - 
seminomas &embryonal carcinomas - develop in men with history 
of cryptorchidism, with the peak age incidence of 20 - 30 years 
[3,11]. Unfortunately, the mean post operative patient follow-up 
in this study was 5.2 months, after which the patients were lost 
to follow up. This is not much different from the findings in other 
studies within the sub-region [12-14]. There is no definite protocol 
for post-op follow up in UDT within the sub-region, despite the 
fact that majority of the patients are operated upon at very late age 
[15,16]. 

Conclusion

The management of UDT in our environment does not include any 
definite protocols for long term follow up of patients for infertility 
and neoplasm. There is need to raise awareness of the importance 
of early presentation and timely treatment of UDT. Patients with 
UDT presenting late, should be enlisted into a strict and well-
defined protocol of long term follow up for infertility and testicular 
neoplasm.
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