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CASE

A 7-day newborn, phenotypically male

GA: 38w 2d (term) / mother: uncontrolled ODM

Sibling : |

CC: routine visit of newborn

Findings:
» Empty scrotum (bilateral)
» Reddish patch on right abdominal wall (app. 7cm)

> A bulged lesion on posterior side of Lt ear

» Cystic lesion in Rt axillary space (app. |0cm)




EMBYOLOGY
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TERMINOLOGY

* Cryptorchidism: a hidden testis

» Absent testis: due to agenesis or secondary atrophic

» True undescended testes: stop short along their normal path
* Retractile testes

- Ascending testes

 Ectopic testes: diverted to an aberrant position




PATHOGENESIS

* Intra-abdominal phase: androgen-
independent

- Inguinal phase: mechanical,
hormonal and neurotransmitter
effects

Factors affecting transabdominal testicular descent
INSL3
LGRS
Estrogens
Factors affecting inguinoscrotal testicular descent
Androgens
Androgen receptor genes
Gonadotropins
GFN
CGRP
Other factors affecting testicular descent
HoxAl10
AMH
AMH receptor gene

INSL3, insulin-like hormone 3; LGRS, leucine-rich repeat-containing G
protein-coupled receptor 8 (also known as GREAT or RSFB2); AMH,
anti-Miillerian hormone; GFN, genitor femoral nerve; Cgrp, calcitonin
gene related peptide.




EPIDEMIOLOGY
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ASSOCIATED CONDITIONS

- Abdominal wall defects
* Neural tube defects
 Cerebral palsy

« Differences of sex development (DSD)

» Genetic Disorders




CLINICAL FEATURES

Possible locations of undescended and ectopic testes

» Empty and hypoplastic or poorly rugated scrotum

- Bilateral : App. 10 percent of cases

€
Undescended o Ectopic
testes testes

O *

|.  Suprascrotal

6‘-.
[ » J:\
Il. Intracanalicular 4 B

Undescended testes may be located in the abdomen (1), inguinal canal (2), and

I I I o I ntra'a bd 0 m i n a I (20 percent) suprascrotal (prepubic) regions (3). Ectopic testes may be located in the superficial

inguinal pouch (3) (similar to a suprascrotal undescended testis), suprapubic (penile)
region (4), femoral region (5), perineal region (6), and contralateral hemiscrotum (7).

« Most Common Location:




EVALUATION

 History:
> Testes location in the neonatal period
» Previous inguinal surgery

» Endocrine abnormalities during pregnancy

» Family history of genetic disorders




EVALUATION (Cont.)

 General Examination

« Genitalia Examination

» Two-hands Examination

» Maneuvers




EVALUATION (Cont.)

 Imaging: Lack the sensitivity and the specificity to alter need for exploratory
surgery

> Ultrasonography: for nonpalpable testes:

Sensitivity: 45 percent

Specificity: 78 percent

 Gold-standard test: Exploratory Surgery




DIAGNOSTIC APPROACH

Our approach to the initial evaluation of and referral for cryptorchidism in children

Phenotypically male child with a
testis that is not in the scrotum

Are the testes palpable?™*
I

Both testes palpable

Where is the testis that is
not in the scrotum located?

T
Inguinal or
suprascrotal area

v

1
Aberrant position
(eg. suprapubic region,
femoral canal, perineum)

A4

I
One testis not palpable

v

1
Neither testis palpable

4

associated hypospadias?

| Is there |

Yes

|

1
No

|

Is the child a newborn infant
(ie, first days of life)?

1
No

|

Diagnostic possibilities include: 1
= True undescended testis&
= Retractile testis©
= Ectopic testis in the
superficial inguinal pouch §

Diagnostic possibilities include:
= Ectopic testis§

Refer for urologic evaluation;

surgical repositioning is ideally

performed between 4 and 12

months of age

Diagnostic possibilities include:
= Mixed gonadal dysgenesis ¥
= True undescended testis&
= Absent testis
= Ectopic testis§

Prompt referral for

Itidisciplinary fuation *

Diagnostic possibilities include:
= True undescended testis&
= Absent testis
= Ectopic testis§
Refer for surgical exploration,
ideally between 4 and 12
months of age

Diagnostic possibilities include:

= Severely virilized female
with CAH (most likely due
to 21-hydroxylase deficiency)

= DSD (eg, abnormal testicular
activity, disorder of the androgen
receptor, ovotesticular DSD) ¥

= True undescended testes

= Absent testes

Prompt referal for
multidisciplinary evaluation®

Diagnostic possibilities include:

= Absent testes

= True undescended testesd

= Simple virilizing

(nonsalt wasting) CAH

Refer for urologic evaluation
and/or surgical exploration,
ideally between 4 and 12
months of age

I 1
<4 months of age

v

Does the
testis spontaneously
descend into scrotum
by 4 months of age?

Yes No

¥ ¥

Refer for urologic evaluation,
ideally between 4 and 12
months of age

Cryptorchidism
resolved

=4 months of age




DIAGNOSTIC APPROACH (CONT)

Phenotypically male child with a
testis that is not in the scrotum

Are the testes palpable?*

|

[ | |
Both testes palpable One testis not palpable Neither testis palpable

v v v




DIAGNOSTIC APPROACH (CONT)

|
Both testes palpable

v

Where is the testis that is
not in the scrotum located?

I
I 1

Inguinal or Aberrant position
suprascrotal area (eg, suprapubic region,
l femoral canal, perineum)

Diagnostic possibilities include: 1 | | Diagnostic possibilities include:
= True undescended testis& = Ectopic testis 8

* Retractile testis® Refer for urologic evaluation;
® Ectopic testis in the surgical repositioning is ideally
superficial inguinal pouch§ performed between 4 and 12

months of age

[ ]
<4 months of age 24 months of age

v

Does the
testis spontaneously
descend into scrotum
by 4 months of age?

——

Yes No

v v v

Refer for urologic evaluation,
ideally between 4 and 12
months of age

Cryptorchidism
resolved




DIAGNOSTIC APPROACH (CONT)

One testis not palpable

Is there
associated hypospadias?

Yes

l

No

l

Diagnostic possibilities include:

= Mixed gonadal dysgenesis ¥
= True undescended testis&
= Absent testis

= Ectopic testis 8

Prompt referral for
multidisciplinary evaluation ¥

Diagnostic possibilities include:
® True undescended testis&
= Absent testis
= Ectopic testis8

Refer for surgical exploration,
ideally between 4 and 12
months of age




DIAGNOSTIC APPROACH (CONT)

Neither testis palpable

Is the child a newborn infant
(ie, first days of life)?

Yes

l

No

l

Diagnostic possibilities include:
» Severely virilized female
with CAH (most likely due
to 21-hydroxylase deficiency)

= DSD (eg, abnormal testicular
activity, disorder of the androgen
receptor, ovotesticular DSD) ¥

= True undescended testes
= Absent testes

Prompt referal for
multidisciplinary evaluation ¥

Diagnostic possibilities include:
= Absent testes
= True undescended testesd
= Simple virilizing
(nonsalt wasting) CAH

Refer for urologic evaluation
and/or surgical exploration,
ideally between 4 and 12
months of age




CASE (Cont.)
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Primordial Prevention

Primary Prevention

Secondary Prevention

Tertiary Prevention




Primordial Prevention
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Primary Prevention
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Secondary Prevention
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Tertiary Prevention
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Quaternary Prevention
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THANK YOU FOR YOUR ATTENTION !
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