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ABSTRACT
Objective Undescended testes (UDT) is the most common 
anomaly of the male genitourinary tract. The guidelines 
suggest that orchidopexy in congenitally UDT should be 
performed between 6 months and 18 months of age, while 
in acquired UDT, orchidopexy should be performed before 
puberty. Delay in treatment increases the risk of cancer 
and infertility. The main aim of this study was to determine 
whether we meet international standards in the treatment 
of UDT.
Methods The present study included all boys who 
underwent orchidopexy either due to congenital or 
acquired UDT in 2019 (from January 1 to December 31). 
For each group, laterality, location, associated anomalies, 
premature birth and in how many cases ultrasound was 
applied were determined. Additionally, for each group, the 
types of surgery, the number of necessary reoperations, 
and in how many cases atrophy occurred were 
determined. Finally, ages of referral, of clinical examination, 
and of orchidopexy were determined.
Results During this period, 198 patients with 263 UDT 
underwent orchidopexy. The median time of orchidopexy 
for the congenital group was 30 months, while that for the 
acquired group was 99 months. In the congenital group 
up to 18 months of age, orchidopexy was performed in 16 
(16%) boys, while in the acquired group up to 13 years of 
age, orchidopexy was performed in 95 (96.94%) boys.
Conclusion Given the well- known risks of late treatment 
of UDT, orchidopexy needs to be performed much earlier, 
especially in the congenital group.

INTRODUCTION
Undescended testes (UDT) is the most 
common congenital anomaly of the male 
genitourinary tract. In patients with UDT, 
testes can most often stop in the abdom-
inal cavity or in the inguinal canal on their 
way.1 Congenital UDT occurs predominantly 
unilaterally in preterm infants. Most testes 
that do not descend at birth will complete 
the descent within the first 3 months of life, 
while spontaneous descent after the sixth 
month is extremely rare.2 3 After a series of 
studies reporting the negative effects of such 
laid testes, the recommendation from some 
associations is that treatment should begin 

as early as 6 months and end no later than 
18 months.4–6 Acquired UDT occurred in a 
group of boys whose testes are palpable in the 
scrotum and can be observed during neonatal 
and infant life, but will ascend over time.7 8 
In this group of boys, it is important to note 
that orchidopexy before puberty can signifi-
cantly reduce the risk of testicular cancer.9 
Due to low success rates, there are fewer and 
fewer proponents of hormone therapy. Since 
hormonal treatment can improve fertility 
indices, it is recommended as an additional 
tool in addition to orchidopexy, especially in 
boys who have UDT on both sides.10 11 The 
most common technique with a high success 
rate is Dartos pouch technique. For non- 
palpable intra- abdominal testes, the simplest 
and most accurate way of locating is diagnostic 
laparoscopy, after which Fowler- Stephens 
orchiopexy is most often used for testicular 
locating,12 13 but there are other techniques 
currently available that have not been used in 
our hospital.14 15 The severity of the outcome 
of untreated UDT, especially infertility and 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ The guidelines suggest that orchidopexy in con-
genitally undescended testes (UDTs) should be per-
formed between 6 months and 18 months of age, 
while in acquired UDTs, orchidopexy should be per-
formed before puberty.

 ⇒ Delay in treatment increases the risk of cancer and 
infertility.

WHAT THIS STUDY ADDS
 ⇒ In the largest Croatian tertiary pediatric center for 
the treatment of UDTs, orchidopexy, in the congeni-
tal group, is not performed on time.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ In the largest Croatian tertiary pediatric center for 
the treatment of UDTs, orchidopexy should be per-
formed much earlier, especially in the congenital 
group.
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cancer, requires early referral of such boys for definitive 
treatment.

METHODS
Study population and selection
The present research was conducted at the Children’s 
Hospital Zagreb, the largest pediatric tertiary center for 
the treatment of children in Croatia. The total number of 
children aged 0–18 living in the area under the jurisdic-
tion of our hospital is 300 000. We retrospectively analyzed 
the data of patients undergoing orchidopexy in 2019 
(from January 1 to December 31, prepandemic year) 
by searching the hospital information system (IN2 BIS) 
of our institution. The information system was searched 
according to the following International Classification 
of Diseases, 10th Revision, codes: Q53.1 (undescended 
testicle, unilateral), Q53.2 (undescended testicle, bilat-
eral), and Q53.9 (undescended testicle, unspecified).
This study included all patients who underwent orchi-
dopexy due to congenital or acquired, unilateral or bilat-
eral UDT. Patients who underwent orchidopexy due to 
ectopic testis or had testicular agenesis were excluded 
from the study.

Study variables and outcomes
The primary outcome of this research was to determine 
the cumulative number of orchidopexy in 2019 and 
the distribution of orchidopexy performed on congen-
ital and acquired UDT. For each group, the number of 
right- sided, left- sided and bilateral UDT, and in how 
many cases ultrasound was initiated preoperatively was 
determined separately. Depending on the position of the 
testes, the number of abdominal and inguinal testes was 
determined. In addition, we analyzed how many patients 
had inguinal hernia or hydrocele and how many children 
were born at term or prematurely. Finally, we determined 
from whom the patients were referred to the pediatric 
surgeon and the relevant associated anomalies.

The secondary outcome was to determine the method 
of surgical treatment (Dartos pouch technique or lapa-
roscopic Stephen- Fowler procedure) and the number of 
necessary reoperations in relation to the initial position 
and side of the UDT.

The third and main outcome was to determine the age 
of the boys' referral at our institution, the age at which 
the boys were examined, and the age of the operative 
treatment, as well as the time between referral, clin-
ical examination, and the orchidopexy. Regarding the 
valid consensus,6 we determined how many patients in 
the congenital UDT group were operated on before 18 
months and how many patients in the acquired UDT 
group were operated on before 13 years of age, so until 
puberty.

Statistical analysis
Descriptive statistics were used to characterize the patient 
cohort. Categorical variables within and between the 

observed groups were expressed as frequency and were 
analyzed using χ2 test. Collected measurements were 
analyzed for normal distribution using the Shapiro- Wilk 
test. Continuous variables were expressed as mean with 
standard deviation (SD) and median (Mdn) with inter-
quartile range (IQR) and were analyzed using the Student 
t- test or the Mann- Whitney U test as appropriate. The 
obtained data were analyzed using the Microsoft Excel 
software program (XLSTAT) for Windows V.2020.5.1 
(Microsoft Corporation, Redmond, Washington, USA). 
The significance level of 0.05 was used.

RESULTS
During the 1- year period of 2019, a total of 204 children 
under the diagnosis of Q53 (undescended and ectopic 
testicle) were surgically treated at our institution. Six chil-
dren were excluded because they had testicular agenesis 
or ectopy. A total of 198 children were included in the 
study. A total of 12 pediatric surgeons participated in the 
treatment of children with UDT.

Out of 198 children, 100 (50.51%) had congenital 
UDT, while 98 (49.49%) had acquired UDT (table 1). 
There were 31 (31%) bilateral cases in boys with congen-
ital UDT, while in boys with acquired UDT, there were 34 
(34.69%). As a result, a total of 263 orchidopexies were 
performed. In both congenital (62.32%) and acquired 
(67.19%) cases, the right side was predominantly affected. 
In the inguinal canal, there were 123 (93.89%) congenital 
and 126 (95.45%) acquired UDTs. Of the eight abdom-
inal testes in the congenital group, four were within one 
side (two right and two left) of bilateral UDT, while of 
the six abdominal testes in the acquired group, two were 
within one side (one right and one left) of bilateral UDT. 
In the congenital group, 35.88% of patients with UDT 
had associated inguinal hernia or hydrocele, while in the 
acquired group, the prevalence was 21.21% (p=0.0084). 
In the congenital group, inguinal hernia or hydrocele 
was present bilaterally in seven boys (7%), while in the 
acquired group, it was present in only one boy (1.02%) 
(p=0.0326). Before the surgery, ultrasound was done in 
67% of boys in the group of congenital UDT, while in 
the group of acquired UDT, 60.2% of cases underwent 
ultrasound. In the group of congenital UDT, 16% of 
boys were born before 37 weeks, while in the group of 
acquired UDT, 4.08% were born before term (p=0.0054). 
In both groups, patients were most often referred to pedi-
atric surgeons by primary pediatricians (83% vs 40.82%), 
but parents themselves (23.47%) and school physicians 
(29.59%) played a significant role in the acquired group. 
In the congenital group, 19% of patients had associated 
anomalies, while in the acquired group, 11.22% had asso-
ciated anomalies (p=0.1271) (table 2).

Out of a total of 263 orchidopexies performed, 249 
(94.68%) were performed using the Dartos pouch tech-
nique (123 in congenital group and 126 in acquired 
group), while 14 (5.32%) were performed using the 
single- stage Fowler- Stephens procedure (eight in 
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congenital group and six in acquired group). Within the 
congenital group, seven reoperations were performed 
due to inadequate position of the testis within the 
scrotum (six inguinal testis with four of the left side 
and two of the right side) and one abdominal left testis, 
while in the acquired group, three reoperations were 
performed (one inguinal right testis and two abdom-
inal right testis). In total, 10 patients were reoperated 
and followed up for 2 years. During follow- up, all testes 
undergoing orchidopexy were palpated in the scrotum, 
but atrophy (>50% loss of volume after orchiopexy) was 
verified by ultrasound in nine (3.42%) testes (five in the 
congenital group and four in the acquired group).

The referral time to our institution, age at which the 
patient underwent clinical examination, and age at which 
the patient received surgery are summarized in table 1. 
The Mdn time from referral to clinical examination 
was 3.5 months in the congenital group and 6 months 
in acquired group (p=0.007). The Mdn time from clin-
ical examination to orchidopexy was 12.5 months in 

Table 1 Characteristic indicators in patients undergoing orchidopexy

Variables
Congenital UDTs
(100 patients, 131orchidopexies)

Acquired UDTs
(98 patients,
132 orchidopexies) P value

Side, n (%)

  Right 43 (43) 43 (43.88) 0.5573

  Left 26 (26) 21 (21.43)

Position, n (%)

  Inguinal 123 (93.89) 126 (95.45) 0.5728

  Abdominal 8 (6.11) 6 (4.55)

Inguinal hernia/hydrocele, n (%)

  Yes 47 (35.88) 28 (21.21) 0.0084

  No 84 (64.12) 104 (78.79)

Ultrasound performed, n (%)

  Yes 67 (67) 59 (60.2) 0.3203

  No 33 (33) 39 (39.8)

Birth, n (%)

  Preterm/early term 16 (16) 4 (4.08) 0.0054

  Full/late term 84 (84) 94 (95.92)

Referred by, n (%)

  Primary pediatrics 83 (83) 40 (40.82) <0.0001

  School age medicine 2 (2) 29 (29.59)

  The parents themselves 9 (9) 23 (23.47)

  By surgeon (incidental finding) 6 (6) 6 (6.12)

Referral time* (month) 14.00 (23.25) 74.50 (61.75) <0.0001

Age of clinical examination* (month) 17.50 (26.25) 80.50 (54.50) <0.0001

Age of surgery* (month) 30.00 (37.50) 99.00 (51.75) <0.0001

*Data are presented with median (IQR).
IQR, interquartile range; UDT, undescended testis.

Table 2 Associated anomalies in children with congenital 
and acquired undescended testes

Congenital group (n=19) Acquired group (n=11)

Dysmorphia (n=4)
Prenatal hydronephrosis (n=2)
Down syndrome (n=2)
Hip dysplasia
Morbus Hirschsprung
Microcephaly
Hypertrophic pyloric stenosis
Macrocrania
Arthrogryposis
18q deletion syndrome
Focal cortical dysplasia
Ventricular septal defect
Greig cephalopolysyndactyly 
syndrome
Congenital 
hypogammaglobulinemia

Autism (n=2)
Trigonocephalus
Schizencephaly
Atrial septal defect
Microcephaly
Urinary tract malformation
Focal cortical dysplasia
Congenital anemia
Dandy- Walker syndrome
Multiple cardiac anomalies
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the congenital group and 18.5 months in the acquired 
group (p=0.003) (figure 1). In the congenital group up 
to 18 months of age, orchidopexy was performed in 16 
(16%) boys, while in the acquired group up to 13 years 
of age, orchidopexy was performed in 95 (96.94%) boys 
(figure 2).

DISCUSSION
Our single- center retrospective study aimed, in addition 
to general characteristics, to determine whether chil-
dren with congenital and acquired UDT were surgically 
treated on time, as negative repercussions of untimely 
treatment were clearly identified.16 At the end of the 20th 
century, scientists made it clear that the optimal time for 
treatment of congenital UDT is within the first year of 
life and that there are no harmful effects or risks to the 
child.17 Although the first comprehensive research on 
this topic did not clearly distinguish the group of congen-
ital from acquired testes, the researchers expressed 
concern, since in less than 50% of boys orchidopexy was 
performed by the age of 2 years.18 Already in the same 

year, it was considered necessary to determine whether 
there was a tendency to reduce the age at which orchi-
dopexy was performed. For the Irish child population, 
the mean time of orchidopexy in one decade has been 
reduced by 3 years, while in the Danish population, for 
6 years, the reduction was half a year, which instilled 
optimism.19 20 In two decades, the Mdn of orchidopexy 
performed in the Chinese population was reduced by 7 
years, although only 2% of healthcare practitioners knew 
the recommended age for orchidopexy.21 Researchers in 
Germany have recognized that the theoretical knowledge 
of primary pediatricians and early referral is extremely 
important.22 Steckler et al reported in their study that only 
30% of pediatricians and 14% of family physicians recom-
mended orchidopexy between 6 months and 12 months 
of age.23 Gerber et al pointed out the suspicion that poor 
quality clinical examination by pediatricians may also be 
a factor that may influence the untimely diagnosis of this 
condition.24 The study by Cho et al showed that the inter-
vention by an interactive survey aimed at general practi-
tioners had positive effects on reducing referral time.25 

Figure 1 Median times (months) from birth to orchidopexy (born→referral→clinical examination→orchidopexy).

Figure 2 Number of patients by age (months) when orchidopexy was performed. The red line indicates the recommended age 
by which orchidopexy should be performed.
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We also believe that the time of referral to our institution 
must be significantly reduced, especially for the congen-
ital group. In addition to the pediatrician’s and general 
practitioner’s theoretical knowledge, several other 
factors have been identified that are significantly related 
to the time to surgery, such as the age of the diagnosing 
physician, the age of the surgeon performing the surgery, 
and the urbanization of the patient’s residence.26–28 The 
study from the neighboring country also states that the 
residence of patients is extremely important, given that 
28.13% of boys from urban areas underwent surgery by 
18 months of age, while from rural areas, this percentage 
was only 15.46. A total of 22.6% of boys compared with 
our 16% underwent surgery before 18 months of age.29 
Compared with our study, a New Zealand study showed 
that the Mdn waiting time from referral to clinical exam-
ination was only 1.84 months (vs 3.5 months), while the 
Mdn from clinical examination to orchidopexy was only 
2.95 months (vs 12.5 months).30 At a single- center in 
Saudi Arabia, the Mdn waiting time for elective orchi-
dopexy was 4.8 months, while in another center, the time 
was 8.1 months, but they had a slightly higher Mdn from 
referral to clinical examination (4.1 months).31 32 There is 
no doubt that we need to do orchidopexy for our patients 
faster than the day when the clinical examination was 
performed. It is interesting to note that even countries 
with a Mdn age for surgery of 1.05 and 1.49 years show 
a tendency towards a lower Mdn in the future.30 33 In a 
study by Chen et al, similar to our results, 32% of boys had 
an associated inguinal hernia, but in our study, we had 
more boys with bilaterally UDT (32.82% vs 11.3%).26 On 
the other hand, according to a study by Zhao et al, only 
14% of boys had an inguinal hernia or hydrocele, while 
15.2% had bilaterally UDT. Analogous to our results, only 
16.9% of boys underwent surgery by 18 months of age.28 
According to Marret et al, during the Mdn follow- up of 
5.5 years, ultrasound verified atrophy in 11% of cases, 
while during our 2- year follow- up, atrophy was recorded 
in 3.42% of cases.34 Although in our study the rate is not 
high, according to Elzeneini et al, the rate of testicular 
atrophy is much lower in two- stage Fowler- Stephens orchi-
opexy, which should guide us in the future.35 Although 
meta- analysis concluded that ultrasound cannot reli-
ably locate non- palpable testes and that ultrasound is 
unnecessary in preoperative evaluation of boys with UDT 
because it does not affect final surgical management, 
according to a study by Soto- Palou et al, 46.4% of boys 
underwent ultrasound preoperatively.36 37 In our study, as 
many as 63.6% of patients underwent ultrasound, which 
certainly extended the time to orchidopexy. Ultrasound 
was mostly requested by pediatric surgeons. This habit 
will certainly need to be reduced by adequate educa-
tion of all stakeholders involved in treatment. Compre-
hensive studies that clearly distinguish congenital from 
acquired UDT began to appear only a few years ago. In 
the study of Boehme et al, almost identical results were 
observed in the proportion of congenital and acquired 
UDT, which is confirmed by our study. The study also 

found that there were more children born prematurely 
in the congenital group than in the acquired group (51% 
vs 34%), which was confirmed by our results (16% vs 
4%). Regarding patients who had an associated inguinal 
hernia, a significantly higher number was recorded in the 
congenital group (50% vs 18%), which was confirmed by 
our study (36% vs 21%).38 It should be emphasized that 
the time interval, from diagnosis to orchidopexy, was 
only 3 months. Regarding the congenital UDT, a study 
by Zvizdic et al, analogous to our results, found that the 
right side is more often affected. An almost identical 
percentage of boys had an associated congenital inguinal 
hernia. Although we had a better Mdn referral time (14 
months vs 23 months), the Mdn time of orchidopexy was 
far worse (30 months vs 24 months).39

In the future, we must strive to surgically treat chil-
dren with congenital UDT much earlier, up to 18 months 
of age, in order to prevent long- term consequences of 
untimely treatment. Children with undescended testicles 
will have to get more priority appointments for surgery. 
Also, unnecessary referrals to ultrasound should be 
reduced, except in specific indications that require it. It 
will certainly be necessary to conduct extensive educa-
tion and public health intervention for pediatricians and 
family physicians in order to move the time of referral 
to an earlier age. We will examine the real reasons for 
the delay in referral with a questionnaire that we plan to 
conduct and analyze soon.

Acknowledgements We thank all the pediatric surgeons who participated in the 
treatment of children with undescended testes, as well as parents who entrusted 
the treatment of their children to surgeons of the Children's Hospital Zagreb.

Contributors MB: conceptualization, methodology, formal analysis and 
investigation, writing (original draft preparation) and guarantor; LZ: methodology, 
formal analysis and investigation, and writing (original draft preparation); IS: formal 
analysis and investigation, writing (original draft preparation), and supervision; 
AMM: methodology, formal analysis and investigation, and writing (original draft 
preparation); AKB: methodology, writing (review and editing), resources, and 
supervision; DJ: conceptualization, writing (review and editing), funding acquisition, 
resources, and supervision.

Funding The research was supported by the Scientific Center of Excellence for 
Reproductive and Regenerative Medicine, Republic of Croatia, and the European 
Union through the European Regional Development Fund, under the contract 
KK.01.1.1.01.0008, project 'Regenerative and Reproductive Medicine - Exploring 
New Platforms and Potentials'.

Competing interests None declared.

Patient consent for publication Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement The data that support the findings of this study are 
available from the corresponding author, upon reasonable request.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the 
use is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Marko Bašković http://orcid.org/0000-0003-4218-6184
Luca Zaninović http://orcid.org/0000-0002-1839-4234
Ivona Sansović http://orcid.org/0000-0002-9325-0847
Ana Katušić Bojanac http://orcid.org/0000-0002-9078-4966

 on M
ay 23, 2023 by guest. P

rotected by copyright.
http://w

jps.bm
j.com

/
W

orld Jnl P
ed S

urgery: first published as 10.1136/w
jps-2022-000461 on 31 O

ctober 2022. D
ow

nloaded from
 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0003-4218-6184
http://orcid.org/0000-0002-1839-4234
http://orcid.org/0000-0002-9325-0847
http://orcid.org/0000-0002-9078-4966
http://wjps.bmj.com/


6 Bašković M, et al. World Jnl Ped Surgery 2022;5:e000461. doi:10.1136/wjps-2022-000461

Open access

Davor Ježek http://orcid.org/0000-0002-1528-5462

REFERENCES
 1 Wood HM, Elder JS. Cryptorchidism and testicular cancer: 

separating fact from fiction. J Urol 2009;181:452–61.
 2 Berkowitz GS, Lapinski RH, Dolgin SE, et al. Prevalence and natural 

history of cryptorchidism. Pediatrics 1993;92:44–9.
 3 Wenzler DL, Bloom DA, Park JM. What is the rate of spontaneous 

testicular descent in infants with cryptorchidism? J Urol 
2004;171:849–51.

 4 Tasian GE, Hittelman AB, Kim GE, et al. Age at orchiopexy 
and testis palpability predict germ and Leydig cell loss: clinical 
predictors of adverse histological features of cryptorchidism. J Urol 
2009;182:704–9.

 5 Ritzén EM, Bergh A, Bjerknes R, et al. Nordic consensus on 
treatment of undescended testes. Acta Paediatr 2007;96:638–43.

 6 Radmayr C, Dogan HS, Hoebeke P, et al. Management of 
undescended testes: European Association of Urology/European 
Society for Paediatric Urology Guidelines [published correction 
appears in J Pediatr Urol 2017 Apr;13(2):239]. J Pediatr Urol. 
2016;12:335–43.

 7 Hack WWM, Goede J, van der Voort- Doedens LM, et al. Acquired 
undescended testis: putting the pieces together. Int J Androl 
2012;35:41–5.

 8 Rabinowitz R, Hulbert WC. Late presentation of cryptorchidism: the 
etiology of testicular re- ascent. J Urol 1997;157:1892–4.

 9 Walsh TJ, Dall'Era MA, Croughan MS, et al. Prepubertal orchiopexy 
for cryptorchidism may be associated with lower risk of testicular 
cancer. J Urol 2007;178:1440–6.

 10 Pyörälä S, Huttunen NP, Uhari M. A review and meta- analysis of 
hormonal treatment of cryptorchidism. J Clin Endocrinol Metab 
1995;80:2795–9.

 11 Hadziselimović F, Huff D, Duckett J, et al. Long- Term effect of 
luteinizing hormone- releasing hormone analogue (buserelin) on 
cryptorchid testes. J Urol 1987;138:1043–5.

 12 Docimo SG. The results of surgical therapy for cryptorchidism: a 
literature review and analysis. J Urol 1995;154:1148–52.

 13 Fowler R, Stephens FD. The role of testicular vascular anatomy 
in the salvage of high undescended testes. Aust N Z J Surg 
1959;29:92–106.

 14 Shehata SM. Laparoscopically assisted gradual controlled traction 
on the testicular vessels: a new concept in the management 
of abdominal testis. A preliminary report. Eur J Pediatr Surg 
2008;18:402–6.

 15 Aljunaibi A, Alsaid A, Hobeldin M, et al. Modified traction 
technique for intraabdominal testes with short vessels. Urology 
2022;165:351–5.

 16 Fawzy F, Hussein A, Eid MM, et al. Cryptorchidism and fertility. Clin 
Med Insights Reprod Health 2015;9:39–43.

 17 Canavese F, Cortese MG, Magro P, et al. Cryptorchidism: medical 
and surgical treatment in the 1st year of life. Pediatr Surg Int 
1998;14:2–5.

 18 Kokorowski PJ, Routh JC, Graham DA, et al. Variations in 
timing of surgery among boys who underwent orchidopexy for 
cryptorchidism. Pediatrics 2010;126:e576–82.

 19 Golabek T, Kiely E. Patterns of referral and treatment of 
undescended testis: a 12- year experience in a single centre. Ir J 
Med Sci 2010;179:511–4.

 20 Jensen MS, Olsen LH, Thulstrup AM, et al. Age at cryptorchidism 
diagnosis and orchiopexy in Denmark: a population based study of 
508,964 boys born from 1995 to 2009. J Urol 2011;186:1595–600.

 21 Wei Y, Wu S- de, Wang Y- C, et al. A 22- year retrospective study: 
educational update and new referral pattern of age at orchidopexy. 
BJU Int 2016;118:987–93.

 22 Hoefling K, Sperling P, Meyer T. [Time of operative treatment of 
maldescensus testis in childhood - wishes and reality]. Zentralbl Chir 
2014;139:627–31.

 23 Steckler RE, Zaontz MR, Skoog SJ, et al. Cryptorchidism, 
pediatricians, and family practitioners: patterns of practice and 
referral. J Pediatr 1995;127:948–51.

 24 Gerber JA, Balasubramanian A, Jorgez CJ, et al. Do pediatricians 
routinely perform genitourinary examinations during well- child 
visits? A review from a large tertiary pediatric hospital. J Pediatr Urol 
2019;15:374.e1–374.e5.

 25 Cho A, Ball M, Read K, et al. Educational survey of regional general 
practitioner’s management of paediatric patients with undescended 
testis. J Pediatr Urol 2016;12:151.e1–151.e7.

 26 Chen Y- F, Huang W- Y, Huang K- H, et al. Factors related to the time 
to cryptorchidism surgery--a nationwide, population- based study in 
Taiwan. J Formos Med Assoc 2014;113:915–20.

 27 Dibianco JM, Point D, Morley C, et al. The undescended testicles of 
West Virginia: a single center experience. W V Med J 2016;112:24–7.

 28 Zhao T- X, Liu B, Wei Y- X, et al. Clinical and socioeconomic factors 
associated with delayed orchidopexy in cryptorchid boys in China: a 
retrospective study of 2423 cases. Asian J Androl 2019;21:304–8.

 29 Dobanovackić D, Vucković N, Slavković A, et al. Variations in timing 
of elective orchidopexy. Med Pregl 2016;69:106–9.

 30 Bajaj M, Upadhyay V. Age at referral for undescended testes: has 
anything changed in a decade? N Z Med J 2017;130:45–9.

 31 Alsowayan OS, Basalelah JH, Alzahrani AM, et al. Age at 
presentation of undescended testicles: a single- center study in 
Saudi Arabia. Ann Saudi Med 2018;38:137–9.

 32 Alhazmi H, Junejo NN, Albeaiti M, et al. Timing of orchidopexy at a 
tertiary center in Saudi Arabia: reasons for late surgery. Ann Saudi 
Med 2018;38:284–7.

 33 Hidas G, Ben Chaim J, Udassin R, et al. Timing of orchidopexy for 
undescended testis in Israel: a quality of care study. Isr Med Assoc J 
2016;18:697–700.

 34 Marret JB, Ravasse P, Boullier M, et al. Surgery for no palpable 
testis before the age of one year: a risk for the testis? J Pediatr Urol 
2019;15:377.e1–377.e6.

 35 Elzeneini WM, Mostafa MS, Dahab MM, et al. How far can one- 
stage laparoscopic Fowler- Stephens orchiopexy be implemented in 
intra- abdominal testes with short spermatic vessels? J Pediatr Urol 
2020;16:197.e1–197.e7.

 36 Tasian GE, Copp HL. Diagnostic performance of ultrasound in 
nonpalpable cryptorchidism: a systematic review and meta- analysis. 
Pediatrics 2011;127:119–28.

 37 Soto- Palou FG, Escudero- Chu K, Piñeyro- Ruiz C, et al. Evaluation 
and management of the undescended testis in Puerto Rico: a single 
surgeon's 10 years of experience. P R Health Sci J 2019;38:269–71.

 38 Boehme P, Degener S, Wirth S, et al. Multicenter analysis of acquired 
undescended testis and its impact on the timing of orchidopexy. J 
Pediatr 2020;223:170–7.

 39 Zvizdic Z, Islamovic B, Milisic E, et al. Changing trends in the referral 
and timing of treatment for congenital cryptorchidism: a single- 
center experience from Bosnia and Herzegovina. J Pediatr Surg 
2020;55:1965–8.  on M

ay 23, 2023 by guest. P
rotected by copyright.

http://w
jps.bm

j.com
/

W
orld Jnl P

ed S
urgery: first published as 10.1136/w

jps-2022-000461 on 31 O
ctober 2022. D

ow
nloaded from

 

http://orcid.org/0000-0002-1528-5462
http://dx.doi.org/10.1016/j.juro.2008.10.074
http://dx.doi.org/10.1542/peds.92.1.44
http://dx.doi.org/10.1097/01.ju.0000106100.21225.d7
http://dx.doi.org/10.1016/j.juro.2009.04.032
http://dx.doi.org/10.1111/j.1651-2227.2006.00159.x
http://dx.doi.org/10.1016/j.jpurol.2016.07.014
http://dx.doi.org/10.1111/j.1365-2605.2011.01155.x
http://dx.doi.org/10.1016/S0022-5347(01)64895-X
http://dx.doi.org/10.1016/j.juro.2007.05.166
http://dx.doi.org/10.1210/jc.80.9.2795
http://dx.doi.org/10.1016/S0022-5347(17)43495-1
http://dx.doi.org/10.1016/S0022-5347(01)67015-0
http://dx.doi.org/10.1111/j.1445-2197.1959.tb03826.x
http://dx.doi.org/10.1055/s-2008-1039028
http://dx.doi.org/10.1016/j.urology.2022.03.003
http://dx.doi.org/10.4137/CMRH.S25056
http://dx.doi.org/10.4137/CMRH.S25056
http://dx.doi.org/10.1007/s003830050422
http://dx.doi.org/10.1542/peds.2010-0747
http://dx.doi.org/10.1007/s11845-010-0553-8
http://dx.doi.org/10.1007/s11845-010-0553-8
http://dx.doi.org/10.1016/j.juro.2011.03.070
http://dx.doi.org/10.1111/bju.13588
http://dx.doi.org/10.1055/s-0032-1315123
http://dx.doi.org/10.1016/S0022-3476(95)70034-X
http://dx.doi.org/10.1016/j.jpurol.2019.05.007
http://dx.doi.org/10.1016/j.jpurol.2015.11.010
http://dx.doi.org/10.1016/j.jfma.2013.06.001
http://www.ncbi.nlm.nih.gov/pubmed/27491098
http://dx.doi.org/10.4103/aja.aja_106_18
http://dx.doi.org/10.2298/MPNS1604106D
http://www.ncbi.nlm.nih.gov/pubmed/28617788
http://dx.doi.org/10.5144/0256-4947.2018.137
http://dx.doi.org/10.5144/0256-4947.2018.284
http://dx.doi.org/10.5144/0256-4947.2018.284
http://www.ncbi.nlm.nih.gov/pubmed/28466623
http://dx.doi.org/10.1016/j.jpurol.2019.03.019
http://dx.doi.org/10.1016/j.jpurol.2020.01.003
http://dx.doi.org/10.1542/peds.2010-1800
http://www.ncbi.nlm.nih.gov/pubmed/31935315
http://dx.doi.org/10.1016/j.jpeds.2020.04.037
http://dx.doi.org/10.1016/j.jpeds.2020.04.037
http://dx.doi.org/10.1016/j.jpedsurg.2019.08.013
http://wjps.bmj.com/

	Effect of allergic bronchopulmonary aspergillosis on FEV1 in children and adolescents with cystic fibrosis: a European Cystic Fibrosis Society Patient Registry analysis
	Patients and methods
	Patients included and definitions of variables
	Spirometry
	Primary outcome measures and explanatory variables
	Data analysis

	Results
	Participant characteristics
	Effect of ABPA on FEV1 percent predicted values adjusted for other explanatory variables


	Trends in the treatment of undescended testes: a pediatric tertiary care center experience from Croatia
	Abstract
	Introduction
	Methods
	Study population and selection
	Study variables and outcomes
	Statistical analysis

	Results
	Discussion
	References


