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Traumatic Dislocation of the Testis:  
A Rare Case Report and Review  

of Literature
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ABSTRACT
Traumatic dislocation of the testis is a rare clinical presentation 
that occurs most commonly as a result of a blunt scrotal injury. 
An early diagnosis and subsequent surgical management is of 
utmost importance for normal spermatogenesis and to prevent 

the risk of orchidectomy. We are reporting here, a unilateral 
dislocation of the testis into the crural position in a patient, which 
was caused by blunt trauma following a fall from height, which 
was managed by open surgical reduction and orchidopexy. This 
case has been reported for its rarity.

InTRoduCTIon
Testicular dislocation is a rare complication of testicular trauma 
and it is defined as the displacement of one or both normally 
located testes out of the scrotum [1]. It occurs as a result of direct 
external pressure to the perineum, which dislocates the testis 
to the surrounding soft tissue (typically the groin) [2]. Traumatic 
dislocation is the result of accidents which are involved while high-
speed vehicles are driven, especially motor cycles. The associated 
injuries may preclude the early detection and the reduction of the 
dislocated testis. The dislocation may be unilateral or bilateral. The 
possible sites are superficial inguinal (most common), truly abdominal, 
pubic, canalicular, penile, acetabular, crural and perineal [3].

It is immensely important to prevent any delay in diagnosis and 
the subsequent management, as this can lead to the loss of the 
spermatogenic function of the testis and an increased risk of 
orchidectomy [2]. Closed reduction is the initial treatment of choice. 
Open surgical reduction is recommended for possible testicular 
torsion or rupture.

CASe RepoRT
A 30-years old male patient presented to the emergency depart-
ment of the Fr Muller Hospital following a fall from height. The patient 
sustained an injury over the back and the scrotum. He complained 
of pain over the lower back and swelling and pain over the left 
upper thigh. On examination, the patient was found to be fully 
conscious and oriented, his Glasgow coma scale was 15/15 and 
he was haemo-dynamically stable. Tenderness was present over 
his upper lumbar spine, he had no neurological deficit and his B/L 
straight leg raising test was less than 60 degrees. On inspection, 
his scrotum was found to be normal, except for some ecchymoses 
over the left side. His penis was normal and an oval shaped 
swelling was present over the upper medial aspect of the left thigh, 
which measured about 5x6 cm, with ecchymoses. On palpation, 
his left testicle was found to be absent in the left hemiscrotum 
and a tender swelling was present over the left upper medial 
aspect of the thigh. The patient gave a history of normal scrotal 
left testis before the fall. USG of his scrotum confirmed dislocation 
of the left testis in the medial aspect of the left upper thigh, with 
normal testicular blood flow, with minimal scrotal haematoma and 

Case Report

haematoma surrounding the testis, with possible testicular rupture. 
An X-ray of his spine showed compression fracture of the lumbar 
1 and 2 vertebrae, for which a spinal brace was put. The patient 
underwent exploration under general anaesthesia. His left testis 
was found to be in the crural region and he had a normal testis with 
minimal scrotal haematoma and cord haematoma. Haemostasis 
was done and the testis was reduced back to the left side of the 
scrotum. It was fixed to the dartos muscle with absorbable sutures 
(orchidopexy). The patient recovered well and he was discharged 
on the third postoperative day. His scrotal skin sutures were 
removed on the seventh postoperative day.

dISCuSSIon
Claubry, in 1818, described the first case of bilateral traumatic 
dislocation of the testes, which occurred in a 20-year old soldier 
who was run over by a wagon wheel [4]. In our patient, the 
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[Table/Fig-1]: Photograph showing dislocated left testis into the upper 
medial aspects of left thigh

ID: JCDR/2012/3765:1960



www.jcdr.net Praveen Kumar K. et al., Traumatic Dislocation of the Testis

Journal of Clinical and Diagnostic Research. 2012 May (Suppl-1), Vol-6(3):460-461 461461

 

Key Words: Traumatic, Dislocation, Testis, Orchidopexy
testicular dislocation occurred due to blunt trauma following a fall 
from height. The dislocation may be superficial (the testis is forced 
into the superficial inguinal pouch) or internal (the testis is forced 
through the external ring into the inguinal canal or even into the 
abdominal cavity). Superficial inguinal pouch is the commonest 
reported location for a dislocated testis and it occurs in 40-50% 
of the cases [2]. The possible sites with a relative frequency are: 
superficial inguinal-50%, truly abdominal-6%, pubic-18%, penile-8%, 
canalicular-8%, acetabular-8%, perineal-4% and crural-2% [3]. In 
our patient, the testicular dislocation occurred in the rare crural 
position. Most of the dislocations occur immediately after the 
trauma, although some may develop days or even weeks later. 
The dislocation of the testis is commonly unilateral, but it can be 
bilateral too, as it has been seen in about 30% of the cases [3, 5]. 
The factors that lead to the dislocation of the testis are identified as 
a spasm of the cremasteric muscle, a wide external inguinal ring, 
presence of indirect inguinal hernia, and an atrophic testis [5]. 

Ultrasonography is the first method of choice while evaluating a 
patient with testicular trauma [5]. The scrotal sac is well devel-
oped in the traumatic dislocation of the testis as compared to 
cryptorchidism, where it is underdeveloped (Broakman’s sign) [6].  
Also, the dislocated testis is typically normal in size, unlike the atrophy 
which is expected in a cryptorchid testis. Colour Doppler imaging 
can help in assessing the viability of the testis. Scrotal haematoma 
and haematocele are some of the commonly associated injuries 
which are present along with the dislocation of the testis [5]. In our 
patient, USG of the scrotum showed dislocation of the left testis 
into the upper medial aspect of the left thigh, with normal testicular 
blood flow, with minimal scrotal haematoma and haematoma 
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[Table/Fig-2]: Operative photograph showing doslocated left testis with 
cord hematoma

surrounding the testis, with possible testicular rupture. Closed 
manual reduction is the initial treatment of choice. Open surgical 
reduction is recommended for testicular torsion and rupture. We 
did exploration haemostasis, open reduction and orchidopexy 
because of the haematoma which surrounded the testis with a 
suspected capsular tear.

Kochakarm et al. reviewed 36 patients with traumatic testicular 
dislocation from 1975 to 1997. Closed reduction under general ana-
esthesia was successful in 14 cases, open reduction after a failed 
closed reduction was successful in 10 cases, open exploration and 
a repaired testis with reposition was successful in 11 cases and 
orchiectomy was successful in 1 case. The overall results after the 
treatment showed the testes to be of normal size and position. The 
success of the closed reduction was attributed to the fact that the 
patient was seen early, before significant oedema developed [7].  
The prolonged extrascrotal location of these testicles, all resulted 
in some degree of infertility due to a prolonged exposure to an ele- 
vated temperature. Delays in the reduction can result in irreversible 
testicular changes. The authors have recommended that if the 
testis can be imaged adequately to ensure its tunical integrity 
and appropriate blood flow, then closed reduction is the initial 
treatment of choice. The closed reduction may be aided by seda-
tion to enhance the cooperation of the patient, as well as by 
muscle relaxation to facilitate the procedure. If the attempt fails, 
then another attempt should be made under general anaesthesia, 
and should it again fail, surgical reduction should be performed 
immediately. An immediate surgical intervention should also be 
performed when sonography reveals rupture or torsion of the testis 
or when a concomitant injury to the testis exists.
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