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Abstract. Despite the fact that cryptorchidism is a com- 
mon congenital anomaly, our understanding of this prob- 
lem is hampered by confusion and uncertainty regarding 
diagnosis and treatment. A major factor producing this 
confusion is the lack of a common terminology that de- 
scribes to the reader (or listener) exactly what the author 
means by a given term. Herein is proposed a classification 
system that, if adopted and utilized, could amoliorate this 
problem. 
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Cryptorchidism is a very common congenital anomaly 
and yet, despite its frequency, there is a great deal of con- 
fusion and uncertainty about many aspects of its etiology, 
natural history, and treatment. Any student of the litera- 
ture on cryptorchidism will quickly realize that terminol- 
ogy differs among authors and that a precise definition of 
the terms employed is often lacking. I strongly suspect 
that this lack of a uniform glossary explains many of the 
vagaries that are observed in the literature. If everyone 
were utilizing the same terminology, it seems most un- 
likely that there could be such marked disparity in the ob- 
served incidence of the lesion and in the results of expec- 
tant or hormonal treatment of so common a lesion. This 
might similarly explain permanent testicular ascent, a 
concept which I personally have great difficulty accept- 
ing. 

There have been other attempts at classification but 
none have proven entirely satisfactory for clinical pur- 
poses. [9] Whitaker has pointed out that a classification 
can be based on position at palpation, after manipulation, 
or at operation. [13] It seems to me that position after ma- 
nipulation is too dependent upon variables that could vary 
among examiners, examinees, and examination techniques 
to be useful for comparisons between institutions. With 
this exception, the following classification is very similar 
to Whitaker's. However, it was developed independently 
from his and was first presented before his report ap- 
peared. [7, 8, 13] 
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To organize an approach to classification of cryptorchid 
testes, certain assumptions are necessary. Some are based 
upon prior observations from the literature, some are con- 
sidered truisms, and some are personal prejudices. These 
assumptions are as follows: 

a. If no testis develops, there will be Mtillerian structures 
present ipsilaterally. [5] 

b. If the testis develops but the processus vaginalis does 
not form, the gubernaculum will not form and the tes- 
tis will be intra-abdominal. [1] 

c. The incidence of undescended testes at birth is 3-4% 
but roughly 75% of newborn undescended testes will 
descend spontaneously within the first few months of 
life. [ 12] 

d. It is assumed that testicular descent is complete by 
nine months of age because the incidence of cryptor- 
chidism between 9 and 12 months is roughly 0.8%; an 
identical incidence has been observed after puberty. 
[12] 

e. The cremasteric reflex at birth and for the first several 
months of life is said to be weak to absent; [12] hence 
any testis that is completely descended at the time of 
an examination during early infancy should be classi- 
fied as normally descended. A testis that is normally 
descended in infancy may at times be retractile but 
with this exception should never become undescend- 
ed. Nevertheless, there now are reports of "ascending 
testes". [2, 14] If assumption "e" is correct, the con- 
cept of testicular ascent seems untenable. 

f. Similarly, the cremasteric reflex should be abolished 
by general anesthesia [14] so that any testis that is not 
at the scrotal base when the patient is anesthetized is 
presumably not completely descended. 

g. If a testis descends after nine months of age, this pre- 
sumably is evidence of testicular retractility rather 
than evidence of late descent of an undescended testis 
(if assumption "d" is correct). 

h. Because testicular retractility is thought to be a normal 
variant, it should not impair eventual fertility. [11] 
Nevertheless, changes in histology and semen analy- 
ses have been reported in patients with presumed re- 
tractile testes. [10, 3, 4] 

i. Re-ascent of the testis within the first 9 months of age 
after initial descent without subsequent re-descent 
prior to puberty is evidence of initial misdiagnosis of 
testicular position. 
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j. Lastly, if the pituitary gland is normal, neither chor- 
ionic gonadotropin nor gonadotropin releasing hor- 
mone should result in descent unless the testis is re- 
tractile. 

guinal pouch could then, during infancy, be temporarily 
pulled down into the scrotum during examination, result- 
ing in initial misdiagnosis. 

To facilitate investigation and communication, I would 
like to propose the following nomenclature. This is a clin- 
ical classification and is based in part on the previous as- 
sumptions. Examinations are conducted in a warm room, 
with the patient supine, with his hips externally rotated 
and abducted, and with his knees flexed. The scrotum is 
first visually inspected before any attempt at palpation. If 
testes are thought to be visible in the scrotum, they are 
"trapped" in position by (for a right-handed examiner) 
placing the left thumb over the patient's right spermatic 
cord at the pubis and the left index finger over the left 
spermatic cord at the pubis. The testis is then palpat- 
ed with the examiner's right thumb, index and third fin- 
gers. 

I. Palpable 

A. Normal 

When the patient is supine (or standing), the testis should 
be both visible and palpable at the base of the scrotum. No 
manipulation should be necessary to put it there. The ipsi- 
lateral hemiscrotum is equally well developed compared 
to the contralateral side. The patient's history will confirm 
known descent at birth or within the first few months of 
life. 

B. Retractile testis 

When the patient is supine (or standing), the testis is not 
in its normal position at the scrotal base but can be located 
in the inguinal area and manually moved to the base of the 
scrotum where it will then remain for some minutes with- 
out traction or "trapping". The ipsilateral hemiscrotum is 
as equally well developed as the contralateral side. The 
history is usually helpful in establishing that the testis was 
previously thought to be descended. Retractile testes 
should descend in response to hormonal manipulation 
(HCG or GnRH). 

C. Ectopic testes 

These testes have somehow left the path of normal de- 
scent. They come to reside in the superficial inguinal 
pouch, the perineum, the femoral canal, the penopubic 
area, or may be transversely ectopic. The ipsilateral hem- 
iscrotum is usually smaller than the contralateral normal 
side. The history is usually helpful in that the testis had 
never been thought to be descended. However, a testis lo- 
cated in the superficial pouch may, at birth, seem to be lo- 
cated in the upper scrotum, presumably because Scarpa's 
fascia (which forms the boundary of the superficial 
pouch) is a bit lax at that age. With time, it will become 
clear that the testis is not really in the scrotum. If this as- 
sumption is correct, ascending testes may thus be ex- 
plained because some testes located in the superficial in- 

D. Undescended testes 

1. Non-endocrinopathic 

a. True undescended testes. These testes are located 
somewhere along the normal path of descent. The ipsilat- 
eral hemiscrotum is small. The patient's history usually is 
helpful except when there has been a hydrocele extending 
cauded to the testis and it is the hydrocele which has filled 
out the scrotum, leading the examiner to the false conclu- 
sion that because the scrotum was visibly developed and 
full, the testis was descended. The "gliding" testis could 
fit into either this category or Category IIA, depending on 
whether it was palpable on any given examination. On the 
left side, there may be an associated spleno-gonadal fu- 
sion. 

b. latrogenic undescended testes. These testes were previ- 
ously descended but, following a hernia repair or some 
other inguinal operation, have become trapped in scar 
cephalad to the scrotum. [6] 

2. Endocrinopathic 

These testes are located in the normal pathway of descent. 
The patients are usually under-virilized and have bilateral 
non-descent. There usually is a definable lesion to ac- 
count for the observed gonadotropin deficiency or poor 
testicular response to hormonal stimulation. 

II. Nonpalpable testes 

A. Canalicular ("gliding") 

In older children or obese boys, one may not be able to 
feel a testis that resides in the canal because of overlying 
tissue. Additionally, "gliding" testes (as defined above) 
may be intra-abdominal at the time of any given examina- 
tion and hence not be palpable (even though capable of 
entering the canal and thus palpable at other times). These 
patients have a patent processus vaginalis and a gubernac- 
ulum is present. 

B. Intra-abdominal testes 

1. Closed ring variant. If the processus vaginalis never 
develops, there will be no gubernaculum. The internal in- 
guinal ring is closed. The testis lies intra-abdominally, 
usually in the pelvis. 

2. Open ring variant. These testes may "glide" down into 
the canal, depending on the length of the processus vagin- 
alis. The internal ring is open and the gubernaculum 
passes through the ring. 
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C. Absent testes 

1. Agenesis. I f  the testis never  fo rmed  embryolog ica l ly ,  
there should be  ips i la teral  Mt~llerian structures present.  

2. Atrophic testes, a. Monorchia .  The vas deferens  and 
the spermat ic  vessels  end b l indly  on one side. 

b. Anorchia .  The vas  deferens  and vessels  end b l ind ly  
bilateral ly.  These  pat ients  should have an e levated serum 
FSH and serum L H  and low serum testosterone.  

Admit tedly ,  this scheme combines  observat ions  o f  phys i -  
cal examina t ion  with surgical  f indings  (when surgery is 
indicated) .  Schema  l imi ted  to only  opera t ive  or  phys ica l  
f indings to me  seem unworkable .  To avoid  further confu-  
sion and to p romote  bet ter  communica t ion ,  it  seems that 
we must  first agree to use a c o m m o n  terminology.  Only  
then wil l  we be bet ter  able to assess compara t ive  results  of  
expectant ,  medical ,  and surgical  therapy. 
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