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Abstract

Purpose: To evaluate the role of Gonadotropin (HCG) Hormone in bilateral and unilateral
undescended testis in young and old age children, and its benefit for descent, with surgical out come
results after therapy.

Material and Method: A prospective study on 117 patients (147 testis) with cryptorchidism,
evaluated in AL-KUT general hospital from April 2005 to April 2009.Thirty of them with bilateral
undescended (60 testis), and 87 patients with unilateral undescended testis, 19 testis were impalpable
and 128 testis were palpable. Patients divided into two group according to their age, from one years to
five years 85 patients (110 testis) [25 bilateral (50 testis) and 60 unilateral], given 500 IU of HCG
weekly intramuscularly for five weeks, and second group 32 patients (37testis) [5 bilateral(10 testis)
and 27 unilateral] from five years to eight years, given1500 1U of HCG weekly intramuscularly for five
weeks. Then patients were evaluated clinically, for descent and palpability. All patient not response to
therapy and those with partial descent, orchiopexy done for them, and surgical out come results were
evaluated.

Results: Descent occur more in bilateral undescended testis (33.3%) than unilateral group (10.3%), and
more in younger age group (22.7%) than older age group (10.8%). We found that 5 testis (26.3%) were
palpable from 19 impalpable testis, all of them young age group, while 50 low canalicular palpable
testis become prescrotal (39%). We achieve success rate of 19.7% dropped after one year to (10%) due
to relapse in 15 testis. The surgical out come was objective as easily descent to scrotum with short time
of manipulation due to long spermatic cord with easily hernial sac isolation.

Conclusion: HCG treatment should be limited to those young children with bilateral low undescended
testes and as combination therapy with surgery to facilitate surgical descent, otherwise HCG treatment
in older age will delay the operative procedure.

Tpslally sanlly olis opald) Apaadll 3 (g 5isalisS gy o€l (i3anh )i Aanl

-

AadAl)
Cilally L 5SY) JULY 15 liall JULY) tie oaled dpadl) (mpall 3 by 5isdlisS i) Sl (gan aladind syl dul
ESTILEN PRREN P

St (I Yol e opals Bnad (e Gsilay ((Apad Aiphll VEV) Gane VIV o alall csSlla 8 Cual and
Lusale uad VYA g dnsale je duad) 95 dnlal dpad ae AV 5 (Aad T0) dasade Aol e pgie 8 ¢ Y0
O3 (e bang 00 v agilhae) 5 dgalal Gilsin 0 () 4is (e (V) Ao sanall ¢ jand) as (e sana (V) (sl aud
(Gt YV ) e TY adoies lsins A I Clsine @ (0 il Acganally aoulad © 53 Lo gud (g ilisS gy, <1
© 5l Lo o) (s 5i9alisS lign) oIl (hgap (paBang 100+ agillac] i cailal) (alal YV 5 (daad Vo) 4asihe © agia
shal o adiall ety 23l Guaiie 5l pal) - leubial gl daadll Js 5 (sl i pgfinlie o & aulud
Dl Anbal) ) a5 aed dnadll 3 ddlac

Adnan Muttr 708



Medical Journal of Babylon-Vol. 9- No. 3 -2012

YooY Gl aaad) -l alaal) Jdudal) Qi Adaa

Ge (% YY,Y ) Sl JUbY) & €15 (% )+, il ) dalal) e (% YY) Al b SS) G JaD 5
I L) J15l g IS agd ambpal) 8 i %) ¢ I s aey 3 % V4,V CalS il A (% Y,A ) LS
Aalall iy yal pe Caaliad) Gilll Jie g pa gsiall dall Jsha 4o phuall S

db.v\ d,_\@.u.\l :\.\Luﬂ calbasS CM} C}J)A‘ J}).\M plc pa )Uual\ el (:AA:\M:I u\ [N uﬁ})ﬂ}dbjﬂ Lﬂ.a}auuﬂ\ SE%3Y)
ceaball 23 el W sag sangl HUKH QLY L s 5isli s lig e Glld oo piuall Gu€ ) duadl)

Introduction

ryptorchidism represents the

most common disorder of

sexual differentiation.  The
testes lie dormant within the abdomen
until about the 23rd week of gestation,
transinguinal  migration  occurred
between 21 and 25 weeks after
conception [1,2]. Most undescended
testicles are present at birth. Up to one
third of premature male newborns are
born with an undescended testicle, and
3-5% of term male infants are affected
[3]. By three months of age, the
incidence is reduced to 0.8 percent,
between three months of age and
adulthood, the incidence does not
change [4,5]. Watchful waiting is not
an option because true undescended
testicles rarely descend spontaneously
after  three  months of age.
Undescended  testicles can  be
categorized on the basis of physical
and  operative  findings:  True
undescended testicles, which divided
into, high type including intra-
abdominal, and high canalicular testes
at the internal inguinal ring and low
type including low canalicular and
prescrotal testes, which exist along the
normal path of descent and have a
normally inserted gubernaculums.
Ectopic testicles, which have an
abnormal gubernacular insertion in the
femoral region or perineum, and
Retractile testicles, which are not
truly undescended [3].
Men who have had an undescended
testicle have lower sperm counts,
poorer quality sperm and lower fertility
rates than men whose testicles
descended normally[5,6]. The
likelihood of subfertility increases with
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bilateral involvement and increasing
age at the time of orchiopexy.
However, there seems to be an
advantage to early orchiopexy for
protection of fertility [7,8]. Through
testicular biopsy at the time of
orchiopexy, germ cell density has been
shown to decrease over time,
beginning as early as one year of age
[9,10]. For this reason, treatment of the
undescended testicle is recommended
as early as six months of age and
should be completed before age two
[5].

It has been well documented that men
with a history of undescended testicle
have a higher-than-expected incidence
of testicular germ cell cancers, the
incidence among men with an
undescended testicle is approximately
one in1,000 to one in 2,500 [5,11].
Although significantly higher than the
risk among the general population
(1:100,000), this level of risk does not
warrant radical therapy, such as
removal of all intra-abdominal testes.
About 20% of testicular tumors in men
with unilateral cryptorchidism occur
on the side with the normally
descended testicle [12].This finding
supports  the  argument  against
indiscriminate removal of undescended
testes. Cryptorchidism and testicular
cancer may also be manifestations of a
genetic testicular abnormality;
therefore, the development of cancer in
an undescended testis may not be
caused by testicular malposition.
Although there is no proof that
orchiopexy reduces the risk of
testicular cancer, it is performed to
ease detection through testicular self-
examination [5, 13].
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The incidence of testicular torsion is
thought to be higher in undescended
testes than in normal scrotal testes
[14]. Torsion of an undescended
testicle often occurs with the
development of a testicular tumor,
presumably caused by increased
weight and distortion of the normal
dimensions of the organ [15].

Most true cases of undescended
testicles are associated with a patent
processes vaginalis [3]. If an overt
hernia is present, expeditious hernia
repair with orchiopexy at the age of
presentation is undertaken. Otherwise,
the hernia should be repaired at the
time of orchiopexy. A man with an
untreated undescended testicle and an
occult inguinal hernia may present at
any time with symptoms and
complications typical of any inguinal
hernia.

Material and Method: A prospective
study on 117 patients (147 testis) with
cryptorchidism evaluated in AL-KUT
general hospital from April 2005 to
April 2009 , 30 of them with bilateral
undescended (60 testis), and 87
patients with unilateral undescended
testis, after physical examination and

Total Palpable

Figure 1 The Total No. and Type of UND.
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ultrasonography (U\S) for all of them,
magnetic resonance imaging (MRI) for
two with impalpable high abdominal
testes and exclude ectopic and
retractile testis. Then testis were
divided into impalpable 19 testis (high
abdominal 2 and high canalicular 17)
and palpable 128 testis (low
canalicular 86 testis and prescrotal 42
testis). Patients divided into two group
according to their age, from one years
to five years 85 patients (110 testis)(25
bilateral(50 testis) and 60 unilateral),
given 500 IU of HCG weekly
intramuscularly for five weeks, and
second group 32 patients (37testis)(5
bilateral(10 testis) and 27 unilateral),
from five years to eight years,
givenl500 I1U of HCG weekly
intramuscularly for five weeks , then
patients were evaluated clinically, for
descent and palpability. All patient not
response to therapy and those with
partial descent, inguinal orchiopexy
operation is done for the palpable
undescended testicle, the incision is
extended, and the peritoneum is
entered in a search for an intra-
abdominal  impalpable  testis and
surgical out come results were
evaluated. Figure-1.

¥ Total
¥ Bilateral

® Unilateral

’

Impalpable
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Results

Descent occur more in Dbilateral
undescended testis ( all of them
prescrotal) (33.3%) (20 from 60
testis)(9 young and 1 old) than
unilateral group (10.3%)(9 from 87)(7
young and 2 old) ( all of them
prescrotal), and more in younger age
group(22.7%)(9  bilateral and 7
unilateral) (25 testis from 110 testis)
than older age group (10.8%)(4 from37
testis)(1 bilateral and 2 unilateral). We
found that 5 testis (26.3%) were
palpable from 19 impalpable testis(5
high  canalicular ~ become  low
canalicular) 2 testis bilateral and 3
testis unilateral, all of them young age
group, while 50 low canalicular
palpable testis become prescrotal

80.00%
60.00%
40.00%
20.00%

0.00%

(39%),16 testis from bilateral young
age and 34 from unilateral
undescended testis, 7 of them old age
group. Some side effects of hCG was
occur during administration, these
includes, enlargement of the penis in
10 patients, pubic hair growth in 2
patient and aggressive behavior in 5
patients ,all of them from older age
group. The success rate was dropped
after one year to (10%) due to relapse
in 15 testes (10 bilateral and 5
unilateral 6 young and 3 old). The
surgical out come was objective as
easily descent to scrotum with short
time of manipulation due to long
spermatic cord with easily hernial sac
isolation. Figure (2, 3, and 4).

* Complet Response

* Partial Response

® No Response

Figure 2 Percentage of HCG therapy response according to the age.
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® Complet Descent

™ Partial Descent

® No response

Impalpaple

Figure 3 Percentage of hCG Therapy response According to Palpability..

]

Figure 4 Percentage of hCG therapy response according to laterality.

Bilateral

Discussion

Correction of cryptorchidism
can be possible for improving fertility,
self-examination of testicular mass
(cancer), correction of associated
hernia, prevention of testicular torsion,
avoidance of injury against pubic bone
and remove psychological effects of
empty scrotum.
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¥ Complet
* Partial
® Noresponse

Unilateral

Treatment for cryptorchidism
can be hormonal, surgical or a
combination of the two. The most
significant complication of orchiopexy
is testicular atrophy, dissection of the
testicular vessels and/or postoperative
swelling and inflammation can result
in ischemic injury and testicular
atrophy. A meta-analysis of the
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urologic literature suggested an 8%
failure rate of orchiopexy, even in the
distal undescended testis, and failure of
more than 25% of orchiopexies for
intra-abdominal testes [16]. Other
potential complications include ascent
of the testis (which would require a
second orchiopexy), infection and
bleeding.

Hormone therapy has been
used, because the process of testicular
descent is hormonally mediated,
endocrine factors play the major role in
testicular descent. Testosterone and
Dihydro-testosterone under the
influence of hypothalamic- pituitary
axis play this role [17]. Administration
of systemic testosterone is minimally
effective in achieving testicular
descent because the process depends
on a paracrine effect ,high local levels
of testosterone that cannot be achieved
systemically [18]. Exogenous Human
Chorionic Gonadotropin (HCG) since
1930 and Gonadotropin Realizing
Hormone (GnRH) since 1974 have
been used for promoting testicular
descent. The action of HCG is virtually
identical to that of pituitary LH. It
stimulates production of gonadal
steroid hormones by stimulating the
Leydig cells to produce androgens.
Hormone  response may  differ
according age and laterality [19,20].
Hormone  therapy also  makes
impalpable testis to become palpable
and orchiopexy easier thus improving
surgical outcome [21, 22].

Generally, the only hormone
labeled for the treatment of
cryptorchidism is HCG, which is
administered intramuscularly  [23].
There are many protocols for the use of
HCG. One such protocol is the
administration of 1,500 to 2,500 IU
two times per week for four weeks,
The World Health Organization
suggests treatment with 250 1U HCG
twice a week for five weeks for
children up to 12 months old, 500 U
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HCG twice a week for five weeks for
children 1 to 5 years of age and 1000
IU HCG twice a week for five weeks
in older children, and recommends a
total optimal dose of 10,000 I1U. Our
protocol was 500 IU weekly for 5
weeks in those less than 5 years and
1500 IU weekly for 5 weeks in those
more than 5 years. Whatever protocol
is used, the likelihood of success is
greatest in the most distal true
undescended  testicles. A high
undescended testis is unlikely to
descend completely, if it does it will
probably ascend after the hormone
stimulation is withdrawn [23]. Studies
suggest that gonadotropin-releasing
hormone (GnRH) which given
intranasaly is more effective than HCG
in achieving testicular  descent.
Unfortunately, the reported results of
hormonal therapy in the United States
and Europe vary widely, probably
because of the inclusion of variable
numbers of boys with retractile testes.
At any rate, GnRH is not currently
labeled for use in the treatment of
cryptorchidism [25].

There is a high controversy
between studies regard results of HCG
therapy in cryptorchidism between O-
50% [23]. Our data shows success rate
of 19.7% of complete descent, better
results in bilateral undescended
testes(33.3%) as compared to(10.3%)
in unilateral undescended testes. We
found that HCG was more effective in
young age group and caused complete
descent in (22.7%) compared to
(10.8%) in older age group, although
more than half of them ascent after one
year. Bierich showed 63% descent in
children less than 4-6 years and 33%
descent in children 6-7 years [20].
Ingersleve(1991)found 50% descent in
bilateral undescended testes and 35%
with unilateral by HCG therapy [26].
We observed that 26.3% impalpable
testes became palpable. Timothy(2001)
in his study found that 80% of
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impalpable testes became palpable
after HCG [22]. Best results were
shown when the testis are prescrotal ,
low canalicular and young age
children. Similar results were observed
by Roberto Lala(1997) and
Orkiszewskvi(1989) [27,28].
Bertelloni(2001) achieve success rate
of 19.3% and relapse 23.3% [29].
There is a high relapse rate 51% from
complete descent, and some side
effects of hCG, these include
enlargement of the penis, pubic hair
growth and aggressive behavior mostly
in older age children, and risk of
premature puberty.

We determined that in our
patients with cryptorchidism, which we
believe is a public health problem for
our country, due to late diagnosis, hCG
treatment should be limited to those
young children  with bilateral low
undescended  testes and as
combination therapy with surgery to
facilitate surgical descent to scrotum
with short time of manipulation, due to
elongation of spermatic cord with
easily hernial sac isolation especially
the high impalpable testes. HCG
treatment should be limited to those
young children  with bilateral low
undescended  testes and as
combination therapy with surgery to
facilitate surgical descent to the
scrotum  with  short  time  of
manipulation. Otherwise HCG
treatment in older age will delay the
operative procedure.

Conclusion

HCG treatment should be limited to
those young children with bilateral low
undescended testes and as combination
therapy with surgery to facilitate
surgical descent. Otherwise, HCG
treatment in older age will delay the
operative procedure.
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