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The literature on undescended testis (UDT) mainly con-
centrates on the increased risks of infertility and devel-
opment of germ cell tumours.1 Contemporary articles 

on pediatric testicular problems often poorly address this 
issue and sometimes neglect it. Not unexpectedly, there 
is not enough awareness among physicians or parents on 
this urological emergency; unfortunately in most cases, the 
diagnosis is deferred.

Undescended testis also appears to be at higher risk for 
torsion compared to the normally descended testis; this issue 
is relatively poorly addressed. Gharbi and colleagues present 
an important review of this poorly appreciated topic,2 espe-
cially if the risk of torsion is 10 times higher for UDT.3 The 
risk of torsion in an UDT clearly needs to be made more 
evident to pediatric urologists and pediatricians, as approxi-
mately 2% of all males have UDT. The poor testis salvage 
rate in this series (40%) and in others (10%)4-5 reflects the 
late diagnosis resulting from lack of awareness of the risk 
of torsion in an UDT. This observation becomes even more 
relevant if the UDT is present in a severely handicapped 
child or in a child with intellectual disabilities, like Down’s 
syndrome, where UDT can occur in up to 50% of children.6

Clinical symptoms mainly include the appearance of 
inguinal swelling and erythema described as a tender, firm 
mass palpated in the groin region. Abdominal pain can be 
present if the UDT is intra-abdominal. It is usually accom-
panied by inconsolable crying in infants, poor nutritional 
intake and occasional vomiting in older children and an 
empty ipsilateral hemiscrotum. The use of a Doppler ultra-
sound for the detection of torsion of an inguinal testis has 
been well-documented, but might be technically more chal-
lenging. The management of torsed testis is by immediate 
surgical exploration, regardless of the location of the testis. 
Following detorsion, the question is to mobilize the testis 
and perform scrotal orchidopexy or postpone this definitive 
surgical treatment. Another somewhat controversial point 
is whether prophylactic fixation of the contralateral testis 

is indicated. It is noteworthy that patients with a history 
of cryptorchidism who have undergone orchidopexy rarely 
present with acute scrotum due to torsion.7 It seems that 
evertion of the tunica vaginalis during orchidopexy for UDT, 
as well as division of the cremasteric fibers, is essential to 
decrease the risk of future torsion. On the other hand, others 
believe that orchidopexy of the contralateral testis represents 
an unnecessary intervention that could modify the anatomy 
and perhaps increase the risk of torsion.8 It is also important 
to note that because many reports mention the presence of 
a testicular tumour found at surgery, a high index of suspi-
cion in patients 10 years and older necessitates the dosage 
of usual testicular tumour makers. 

With the modern tendency for earlier orchidopexy, we 
suspect that these figures cited from historical series have 
not been updated and probably represent an overestima-
tion of the current incidence. This fact might be balanced 
by the current increased incidence of prematurity, a known 
risk factor for UDT. But in a recent report, Kokorowski and 
colleagues reported that in the last few years, only 50% 
of patients with UDTs operated on in the United States 
underwent surgery before the age of 2 years.9 Therefore, 
the prevention of testicular torsion in UDT must begin with 
an earlier diagnosis of the UDT and referral, and the wait-
ing list for the orchidopexy should also be reasonable for 
the urologist. 

Finally, we all need to start reminding our referring pedia-
tricians and ourselves that the parents of any child seen with 
an UDT need to be informed that the development of any 
tenderness associated with the UDT means an emergent 
consultation to an emergency room for evaluation; hope-
fully earlier care results in more salvage of UDTs that twist. 
When we increase the awareness of this entity among urolo-
gists and pediatricians, we should be able to improve testis 
salvage.
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