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Abstract 
We retrospectively reviewed 36 patients who were treated in our institutes with traumatic 

testicular dislocation from 1975 to 1997. The mean patient age was 25 years old (18-38). Average 
time to present at the emergency room was 1 hour (0.5-6). Bilateral dislocation was found in 
thirty cases and unilateral dislocation was found in six cases. The sites of dislocation included: 
34 cases (64 testes) at superficial inguinal area, one case (one testis) at acetabular area, and one 
case (one testis) at the perineal area. Closed reduction under general anesthesia was successful in 
14 cases, open reduction after failed closed reduction in 10 cases, open exploration and repaired 
testis with reposition in II cases and orchiectomy only in one case. The overall results after 
treatment showed the normal size and position of the testis. 
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Traumatic testicular dislocation is an un­
common event, defined as nonscrotal presentation of 
one or both normally descended testis after trauma. 
Claubry reported the first case of traumatic testicu­
lar dislocation in 18180,2) and since then only a 
few cases have been reported in the literature. We 
surprisingly found a high incidence of this entity 
among motorcycle riders in Bangkok, therefore, our 
clinical experience with traumatic testicular dislo­
cation was reviewed. 

PATIENTS AND METHOD 
From 1975 to 1997, thirty six patients with 

traumatic testicular dislocation were diagnosed and 
treated at our hospitals. All of them were motorcy­
cle riders and sustained testicular dislocation after 
collision. The mean patient age was 25 years old 
(range 18-38 years). An average time to present at 
the emergency room was I hour (range 0.5-6 hours). 
The diagnosis was made readily at the time of 
presentation without delay. Bilateral testicular dis-
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Table 1. Sites of testicular dislocation. 

Superficial inguinal area 
Perineal area 
Acetabular area 

Table 2. Associated injuries. 

Fractured femur 
Fractured fore arm 
Hip dislocation/disarticulation 
Pelvic fracture 
Bulbar urethral injury 

34 cases (64 testis) 
I case ( I testis) 
I case (I testis) 

8 
3 
2 

Table 3. The treatment of 36 cases. 

Closed reduction 
Open reduction and orchiopexy 

(after failure of closed reduction) 
Open exploration and repaired testes 
Orchiectomy 

14 

10 
II 

location was found in thirty and unilateral disloca­
tion in six patients. The sites of dislocation are 
shown in Table 1 and the associated injuries are 
shown in Table 2. 

RESULTS 
All of the 35 patients were motorcycle 

riders gave a history of the injury by gliding, hitting 
the scrotum and perineum on the gasoline tank 
during the collision. One patient was run over by a 
following truck after his fall, resulting in hip dis­
articulation and dislocation of the testis into the 
acetabulum. They confirmed that their testes were 
normally descended before the accidents. Most of 
the patients complained about pain at the scrotum 
and at the dislocated site. Two patients with pelvic 
fracture and dislocated hip joint suffered over­
wheming pain at the fractured and dislocated area. 

The emptied scrotum was noted on exami­
nation (Fig. 1). The dislocated testis could be pal­
pated at the superficial inguinal or perineal area in 
all cases except one who had dislocated testis at the 
acetabulum replacing the disarticulated hip. In the 
case of testicular dislocation associated with testi­
cular rupture, the hematoma around the dislocated 
testis was obvious. 

The treatment of dislocated testes in all 
cases consisted of closed reduction under general 
anesthesia. Open reduction and orchiopexy were 
done in cases of failed closed reduction . Open 
exploration and repair of the testis was performed 
if ruptured testis was suspected. Orchiectomy was 
performed in only one case who had dislocated 
testis at acetabulum due to severe associated injury. 
(Table 3.) 

It was noteworthy that the closed reduc­
tion gained the highest successful rate when per­
formed early or Jess than two hours after injury, 
especially in the absence of significant tissue 
edema. 

Follow-up in the 20 available cases one 
month after the accident showed satisfactory results. 
Eight cases who had undergone open reduction and 
12 cases of closed reduction of the testes showed 
the testes in the normal position and size in the 
scrotal sacs. 

DISCUSSION 
Trauma to the testis is an uncommon occur­

rence and testicular dislocation is rare( I ). Alexander 
Cass reviewed testicular injuries after blunt trauma 
and found testicular rupture in 48-50 per cent but no 
testicular dislocation(3,4). Since the first reported 
case of testicular dislocation by Claubry in 1818(2) 
only a few cases have been reported in the litera­
ture. Previously the majority of cases were caused 
by being run over by a wagon wheeJ(5-8), but now­
adays the etiology has changed to motorcycle 
accidents(9, l 0) . After the forces are applied to the 

Fig. 1. Shows emptied well developed scrotum in 
bilateral testicular dislocation. 
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Fig. 2. Bilateral testicular dislocation with some Fig. 3. Unilateral testicular dislocation: Well 
degree of scrotal sac swelling. 

scrotum and the perineum, the Gubernaculum is 
torn together with the fascia covering the spermatic 
cord, and the testis can be displaced to other sites 
depending on the vector of the force applied. 
Because of the button hole defect of the fascia 
covering the spermatic cord, the displaced testis 
could not be repositioned spontaneously(9,10). The 
possibility of the displaced testis to the new sites 
are: superficial inguinal area (50%), inguinal canal 
(8%), femoral canal (<1%), abdominal (6%), aceta­
bular (4%), pubic (18%), penile (8%), crural (2%) 
and perineal ( 4% )01). 

In our series, all cases of dislocated testis 
were caused by motorcycle accidents. The mecha­
nism of injuries is the direct force applied to the 
scrotum and perineum by the gasoline tank. Because 
of the convex shape of the tank the vector of the 
force was superolaterally, therefore, most of our 
patients had dislocated testis at the superficial in­
guinal area (94% ). 

The important points of diagnosis are the 
suspected mechanism of injuries that the force was 
applied directly to the scrotum and perineum, pain­
ful scrotum and pain at the area of the dislocated 
testis and associated with nausea and vomitting. On 
physical examination, the emptied well developed 
scrotum was found (Fig. 1 ). The differential diag­
nosis from cryptorchidism can be readily made 
because in cryptorchidism the scrotum is not well 
developed (Broakman's sign)(2) . The dislocated 
testis can be palpated if the dislocated site is in 
the superficial area. However, some reports re-

developed scrotal sac is noted. 

vealed abdominal dislocation which is difficult to 
detectOl). 

Closed reduction of dislocated testi s is re­
commended as the primary measure and a high suc­
cess rate will be expected if it is performed early 
before the occurrence of tissue swelling( 12, 13 ). 
After failure of closed reduction, open reduction and 
fixation is recommended02-14) . If diagnos is is 
delayed it can wait until 3 days post injury . When 
tissue swelling has subsided, closed reduction is 
easier02-l4). If a long delay in diagnosis of peri­
testicular fibrosis occurs, surgical exploration, lysis 
of adhesion and re-positioning of the testis can be 
done( 12-14). In the case of ruptured testi s asso­
ciated with dislocation, hematoma around the dis­
located testis is obvious05). Our cases of suspected 
ruptured testis underwent early exploration and 
showed very low morbidity . 

The results of testicular viability after re­
duction are good. Although many reported cases 
revealed atrophic change of seminiferous tubule 
after delayed diagnosis and management, normal 
spermatogenesis was obtained in early reduction of 
bilateral testicular dislocation(9,10). In our series 
of 20 cases, good results after treatment were eva­
luated by normal position and volume of the testes 
one month after the injury. 

SUMMARY 
Traumatic testicular dislocation is an un­

common injury but we found a high incidence after 
a motorcycle accident. Diagnosis were made by 
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palpating the ectopic testes and the emptied well 

developed scrotum. It can be managed by closed 

reduction if diagnosed early and open reduction in 

delayed cases. Good results can be obtained after 

appropriate treatment, normal testis and normal 

spermatogenesis have been reported. 
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