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> the scrotum eventually sot
cryptorchidism is <0.5%.

cases have bilateral cryptorchidism.
6 of @ with bilateral cryptorchidism are infer

* 10% risk of testicular malignancy; highest risk in tl
intra-abdominal testes.

* Low testosterone and raised gonadotrophins in
cryptorchidism.

* Normal testosterone i.e. normal male characters.
* Descend of testis depends on MIS & Testosterone i.e.




Klinefelter’s syndrome (XXY) is the most common congenita
occur with an incidence of 2:1,000 live births.

¥ Acquired hypogonadism is even more common, affecting 1:200 (
¥v'Complete e.g. Castration
v Partial e.g. Cryptorchidism







hic hypogonadism (IHH).

a (DAX-1 gene mutation).

eight loss, stress, systemic illness.
genic: anabolic steroids, opiates.
ciated conditions:
‘Haemochromatosis.
v CAH, especially G?P.
¥ Pituitary disease: Tumours, e.g pituitary adenoma, craniopharyngioma, germino
sarcoidosis, haemochromatosis, Head trauma.

* Syndromic:

v Prader—Willi syndrome.

v Laurence—Moon-Bied| syndrome.

v" CHARGE syndrome.

v X-linke adrenal hypoplasia congenita.







al mfantlllsm Often, olfactory dysfunct
oresent.



/ bilateral but may be unilateral




ntal passage of maternal esm
of boys develop transient gynae

hic—about 25%of all cases.

possible mechanisms: oestrogen-containing, and

lockers, inhibiting androgen production):

v Oestrogens, antiandrogens, testosterone.
v'Spironolactone, ACE inhibitors, calcium antagonists, digoxin. (we:
v’ Alkylating agents. '
v'Alcohol, marijuana, heroin, methadone.
v Cimetidine.

v'Ketoconazole, metronidazole, antituberculous agents, tricyclic
dopamine antagonists, opiates, benzodiazepines.

v Antiretroviral drugs.
v'Imatinib (chronic myeloid leukaemia).




- or androgen-producing  testicular or adrenal tun

n chorionic gonadotrophin-producing tumours, usually t
sionally ectopic, e.g. lung.

matase-producing testicular or hepatic tumours.

ocrine:

‘Thyrotoxicosis.

v’ Cushing’s syndrome.

v" Acromegaly.

v" Androgen insensitivity syndromes.

* Systemic illness:
v’ Liver cirrhosis.
v" Chronic renal failure.
v" HIV infection.
¥v" Malnutrition.




0 the phase of develop
lin ‘ complete funct

— 15t menstrual cycle
‘Th —> Development of breast
2 Pubarche — Development of pubic hair

Adrenarche — ++ adrenal androgens (Cortisol

Gonadarche —> activation of reproductive glands &
pituitary hormones FSH and LH




ormal order of changes: adrenarche - gonac
(age of onset 811 years) — growth spurt (age of
years) - pubarche (mean age of onset 12 years)—>
onset 10—16 years ; mean age: 13 years)

v'Male normal age of onset: 9—14 years

v'"Normal order of changes: adrenarche = gonadar
9-14 years) - pubarche (mean age of onset 13.5
spurt (mean age of onset 13.5 years) - androgenic
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_ontrol of onset of pi

age of inhibition which p revents
2ase of GnRH in children

During childhood the hypothalamus doe
-~ signifi

cant amounts of GnRH. One of the re

~ this is that, during childhood, the slightest se
- any sex steroid hormones exerts a strong inhi
effect on hypothalamic secretion of GnRH.

» The time of puberty, the secretion of hypothal
GnRH breaks through the childhood inhibitior
adult sexual life begins.



