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A four-month-old healthy boy presents for a 
well-baby check-up. At the appointment, the 
parents mention that physical examination 
when he was a newborn showed bilateral 
undescended testes and ask what should be 
done now. 

What manoeuvres should be included 
in the physical examination?
Physical examination is the key diagnostic man
oeuvre in boys with undescended testes and should 
be performed at all wellbaby checkups for male 
babies, starting at birth.1 The physical examination 
requires a cooperative baby and a diligent exam
iner. The child is placed supine, in a froglegged 
position, and the examiner uses a gentle palpation 
technique with warm hands. A bimanual technique 
is used, with the nondominant hand gently milking 
or sweeping down the testis along the inguinal 
canal and preventing its upward movement during 
the examination, and the other hand palpating the 
scrotum and groin to identify the testis. 

The undescended testis is usually located along 
the path of normal testicular descent, which is in 
the inguinal canal or just above the scrotum. Alter
natively, the testis may be in an ectopic position in 
a superficial location near the groin, in the 
perineum below the scrotum, in the femoral tri
angle or at the base of the penis. However, if the 
testis is located in the abdomen or is absent, it will 
be impalpable during the physical examination. At 
the conclusion of the examination, the physician 
should classify the undescended testis as palpable 
or impalpable and, if palpable, should define its 
location as suprascrotal, inguinal or ectopic.1

The examiner should also determine the 
location of the urethral meatus, to identify or 
rule out concomitant hypospadias. Boys with 
both proximal hypospadias and an undescended 
testis should be evaluated for an underlying dis
order of sexual differentiation.1,2

Does the baby have retractile testes 
or undescended testes?

Physical examination is the only modality that 
allows the clinician to differentiate an undescended 
testis from a retractile testis. An undescended testis 
cannot be manipulated into the scrotum despite 
gentle traction or milking of the gonad during 
examination of a relaxed child. The hemiscrotum 
on the side of the undescended testis appears poorly 
developed and has fewer rugae (or folds) than a 
hemiscrotum with a descended testis.1

In contrast, a retractile testis can be brought 
down to the scrotum in a relaxed baby; after gen
tle traction (holding the testis down in the scro
tum for 10–20 seconds, to allow fatigue of the 
cremaster muscle), it usually stays in the scrotum 
for a short duration once released.1 This implies 
that when the cremasteric reflex is suppressed, 
the testis is capable of staying down in the scro
tum unaided, without manual traction. In most 
cases of retractile testis, the parents will report 
confirmatory observations, stating that when the 
child is relaxed (e.g., after a bath or while sleep
ing), they can visualize or feel a descended testis 
in the scrotum. 

Boys with an undescended testis should 
undergo orchidopexy by 18 months of age.1 Boys 
with a retractile testis can be safely followed 
without surgical intervention, as there is no evi
dence of testicular damage over time. 

In some cases, a retractile testis may undergo 
secondary ascent to become an undescended testis 
over time. Therefore, all boys with a retractile testis 
should undergo an annual physical examination to 
ensure that the testis remains retractile or that it has 
descended and has not secondarily become an 
undescended testis.1 The percentage of retractile 
testes that ascend and require orchidopexy is diffi
cult to reliably estimate; retrospective studies quote 
a 3% to 30% risk in the prepubertal age group.3,4

Are any investigations required?
The use of ultrasonography in boys with an unde
scended testis is not recommended, as clinical 
examination remains the key diagnostic tool.1,5,6 
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A video showing an examination of the undescended testes is avail
able in Appendix 1, at www.cmaj.ca/lookup/suppl/doi:10.1503/
cmaj.141015//DC1.
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If the testis is palpable on clinical examination, 
no further radiologic workup is required before 
surgical management.

For boys with an impalpable testis, ultra
sonography lacks sufficient sensitivity (45%) and 
specificity (78%) to rule out absence of the testis; 
therefore, these boys will still need to undergo 
diagnostic laparoscopic evaluation under general 
anesthesia.5 Currently, there is no radiologic test 
that can be used to reliably diagnose an absent 
testis or identify the location of an impalpable 
testis to preclude any form of surgical explora
tion. Laparoscopic evaluation of an impalpable 
undescended testis has almost 100% sensitivity 
and specificity in establishing the diagnosis, 
while allowing surgical treatment to proceed dur
ing the same course of anesthesia.1,7

Any male newborn with bilateral impalpable 
undescended testes should be investigated before 
discharge from hospital to rule out a disorder of 
sexual differentiation. Endocrinologic workup 
(to determine karyotype and levels of serum 
17hydroxyprogesterone, urinary 17ketoster
oids, testosterone, luteinizing hormone, follicle
stimulating hormone and müllerian inhibiting 
substance) should be performed to rule out con
genital adrenal hyperplasia or bilateral absent 
testes.1 Untreated congenital adrenal hyperplasia 
can lead to lifethreatening adrenal crisis in the 
first few weeks of life. Once this disorder has 
been ruled out, the differential diagnosis in a 
neonate with bilateral impalpable undescended 
testes includes a male baby with intraabdominal 
testes, anorchia or bilateral vanishing testes.

Does the baby require referral 
for surgical treatment?
If the baby has a retractile testis, no referral is 
required, unless the testis undergoes secondary 
ascent to become an undescended testis over 
time, as described above.

Surgical treatment for undescended testis 
should be performed between 12 and 18 months 
of age, to maximize fertility potential and to 
prevent loss of germ cells.1,8 A single randomized 
controlled trial comparing testicular growth after 
orchidopexy indicated that early surgery (at nine 
months) was followed by catchup testicular 
growth, which was not seen after late surgery (at 
three years).9

The risk of testicular cancer may be increased 
by delayed surgery, but there is no evidence of 
this difference when orchidopexy is performed 
in early childhood. However, there is clear evi
dence that the risk of cancer is lower for boys 
who undergo prepubertal orchidopexy than for 
those who undergo postpubertal orchidopexy.10 
Overall, the relative risk of testicular cancer in 

undescended testes ranges from 2.75 to 8, 
depending on the location of the testis and the 
age at orchidopexy.11

If the clinical examination suggests an 
undescended testis, and taking current surgical 
wait times into account, referral to a specialist after 
three months of age is reasonable. Referral before 
three months of age is not indicated because there 
is a chance of spontaneous descent up to this age.12

Case revisited
The physical examination showed bilateral palp
able undescended testes. The child was referred to 
a surgeon by 6 months of age, to allow orchido
pexy at 15 months of age.
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Decisions is a series that focuses on practical evi
dencebased approaches to common presentations 
in primary care. The articles address key deci
sions that a clinician may encounter during initial 
assessment. The information presented can usu
ally be covered in a typical primary care 
appointment. Articles should be no longer than 
650 words, may include one box, figure or table 
and should begin with a very brief description (75 
words or less) of the clinical situation. The deci
sions addressed should be presented in the form 
of questions. A box providing helpful resources 
for the patient or physician is encouraged.


