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INTRODUCTION - 
Undescended testes known as cryptorchidism is dened as failure of 
the testes to descend from its intra-abdominal location into the 
scrotum. The term cryptorchidism is derived from the greek 
word`kryptos' meaning `hidden' and `orchis 'meaning `testicle(7). 
Testicular descent occurs in two phases, namely trans-abdominal and 

th thtrans-inguinal. The trans-abdominal phase occurs between 7  and 15  
week of pregnancy. Trans-inguinal phase, which follows trans-

thabdominal phase, is completed at 35  week of pregnancy. UDT is a 
common childhood condition in which a boy is born without having 
one or both testes in scrotum (6). It is a frequent clinical nding in boys, 
with a prevalence of about 2-4%. Genetic, hormonal and anatomical 
factors are believed to be involved in the etiology of undescended 
testes. Due to increased risk of infertility, testicular cancer, torsion 
and/or accompanying inguinal hernia as well as cosmetic concern all 
the cases need treatment(1). Undescended testes often resolve 
spontaneously as a consequence of the effect of leuteinizing harmone 
and FSH peak which occurs during the mini-puberty period. There are 
two approaches for undescended testes: hormonal and surgical. 
Surgery can be done by open as well as laproscopic approach. Use of 
hormonal therapy is still controversial. Surgical intervention includes 
orchiopexy and even orchidectomy in few cases (11). Despite the 
relatively high frequency of UDT a unifom classication suitable for 
clinical setting is not available. Many of the classication could only 
be used after surgery and are not suitable to be used for examination. 
Kaplan's classication is still regarded to be valid. This study was 
designed to nd the common location of UDT in Jammu region and 
also the commonest mode of treatment used.

MATERIAL METHODS:  
In the present study 100 cases diagnosed with UDT were studied in the 
department of surgery, GMC Jammu. The classication by Kaplan and 
Hack was used in order to determine the anatomical localization of 
testes. On manual examination of scrotum, if testes could not be 
palpated, patients were diagnosed as UDT. Exact localization was 
determined at palpation, aided by colour Doppler ultrasonography. 
Retractile testes were excluded from this series.

Following parameters were studied:
1) Age at diagnosis
2) Uni/bilateral
3) Side- right/left
4) Location of UDT classied as:
           

Figure 1

Type 1-high scrotal
Type 2- at external inguinal ring
Type3- Intracanaliculer (between the external and internal inguinal 
rings)

Type4- intraabdominal
5) Associated anomalies
6) Treatment : 
a) Hormonal
b) surgical

RESULTS: 
Age of UDT diagnosis varied between 15-20 days to 6 months in 60% 
cases. 2-3 years in 30% cases and 18 years in 10% cases. 98% of UDT 
cases were unilateral and only 2% cases were found to be bilateral. 
Among the unilateral cases, 68% cases of UDT were noted on right 
side and 30 % cases were noted on left side. Using the described 
classication, location of UDT is as follows:-

Type1-High scrotal in 20% cases
Type 2-At supercial inguinal ring in 15% cases
Type 3-Intracanalicular in 63% cases
Type 4-Intra-abdominal in 2% cases

Associated anomaly noted was ipsilateral hernia in 5% cases and 
contra-lateral hernia in 3% cases, down syndrome was reported in 2 
cases. No other associated anomaly was detected in the present study. 
There are two treatment approaches for undescended testes: hormonal 
and surgical. In the present study hormonal approach was not 
recommended considering the poor immediate results and possible 
long term adverse effects on spermatogenesis. Only 2 cases showed 
spontaneous descent by 4 months of age. All other cases in the present 
study were surgically treated. Orchiopexy was performed in 94% cases 
and even orchidectomy was performed in 4% cases.The cases in which 
orchidectomy was performed were those presenting at a later age 
where testes was atrophied and couldnot be brought down. Surgical 
treatment was simple and outcome better, as expected, when the 
testicles were located in a low position and operated at an early age. 
Preferable age for orchiopexy is between 6 -12 months of age. 

6 years old child with undescended right testis and left sided congenital 
hernia 

DISCUSSION-
Because of various complications associated with undescended testis, 
almost all cases require treatment. Despite a high prevalence of UDT, a 
uniform classication is not available and most of the classications 
could only be used after surgery and are not suitable to be used for 
examination. In the present study Kaplan's and Hack classication is 
followed, which is most accepted. In the present study out of 100 cases 
studied majority of cases were diagnosed by 6 months of age. 98% and 
2% cases were unilateral and bilateral respectively. While in a study 
done by Virtanen et al, 76% cases were unilateral and 24% cases were 
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ABSTRACT
Genetic, hormonal and anatomical factors are believed to be involved in the etiology of undescended testis. Due to increased risk of infertility, 
testicular cancer, torsion and cosmetic concerns, all the patients require treatment. The purpose of this study is to nd the anatomical localization of 
testis and the treatment modalities used. Age at diagnosis, uni/bilaterality, side -right/left in unilateral cases, anatomical localization, associated 
anomalies, treatment modalities used were noted. Majority of cases with undescended testis (UDT) were diagnosed within 6 months of age and 
most common location was intracanalicular. 98% of cases were unilateral, right side being more common than left side. Associated anomalies were 
noted in around 10% of cases. Commonest modality of treatment was surgical intervention.
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bilateral which is not in accordance to the present study. In the present 
study majority of cases were located in inguinal canal that is, 
intracanaliculer which is in accordance to the study done by Brouwere 
et al., 2010 and Kurkcuogleu A et al., 2017. In a study done by 
Shrivastava S et al, prevalence of UDT was more on right side (104 out 
of 212) and in inguinal region, which is in accordance to the present 
study.In a study done by Agrawal et al, anomalies found associated 
with UDT were inguinal hernia, hypospadias, Down syndrome, 
microcephaly, ventricular septal defect, atrial septal defect in 28.6% 
cases. While in the present study associated anomaly found was 
inguinal hernia, ipsilateral in 4% cases and contralateral in 3% cases.

CONCLUSION- 
In view of the long term consequences of UDT on testicular function 
and the risk of testicular cancer, every case requires treatment. Despite 
the relatively high frequency of UDT, a uniform classication suitable 
for clinical setting is not available. Many of the classication could 
only be used after surgery. However, a dened and easily interpreted 
classication is essential for clinicians. Kaplan's classication is still 
regarded to be valid. The knowledge of descent of testes is needed 
because arrest of descent may be at any place. So surgeon require 
anatomy of descent of testes for surgery. The most common location of 
testis is on right side and in inguinal canal and it should be meticulously 
examined. We consider that knowing anatomical localization of testis 
before operation would guide the physician on planning surgery. Thus 
this study would be helpful for surgical intervention.
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