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Abstract: Crossed testicular ectopia is a rare anomaly of testicular descent, in which both testis lie on the same 

side .it is usually associated with other genitourinary anomalies. We report a case of crossed testicular ectopia 

in an 8yr old boy who presented left inguinal hernia. Diagnosis was made on USG and MRI which was 

surgically confirmed. 
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I. Introduction: 
The various anomalies of testicular descent are broadly classified into undescended testis and ectopic 

testis. Under ectopic testis, the least common is that of crossed type. When present it has other associations. We 

discuss a case of crossed testicular ectopia in an 8yr old boy with left congenital indirect inguinal hernia and 

review literature and the management.  

 

II. Case Report: 
An 8yr old third order male child was brought to the OPD with complaints of swelling in the left 

inguinal region .The parents notices the presence of a single testis in the scrotum when the child was 2 yrs old, 

however did not seek medical help for the same. The child was born by normal vaginal delivery at term with no 

birth related illness. On clinical examination the child was found to have disproportionate short stature with 

empty right scrotum and left inguinal hernia. The swelling increased in size during crying and coughing. 

External genitalia were of male type with normal appearing urethral meatus. Past medical and surgical history 

was negative. 

 USG findings; Left testis measured 11x10x3mm and was visualized in left hemiscrotum. Left testis 

appeared normal in size, echotexture and Color flow. No evidence of any focal lesions in left testis. Epididymis 

appeared normal on left side. Right scrotal sac was empty. Left indirect inguinal hernia noted with omentum as 

herniating content at deep inguinal ring measuring 8.5mm.No evidence of fluid collection in both scrotal sacs. A 

well defined hypoechoic mass similar in echogenecity to left testis was visualized in the pelvis located 

anterolaterally to the urinary bladder on left side raising suspicion of ectopic right testis. (Fig 1&2 ) 
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FIGURE 1: USG scrotum showing left testis in the left hemiscrotum and color uptake on doppler. 

 

                                                  
FIGURE 2: Image showing hypoechoic mass in the pelvis near urinary bladder. 

 

 MRI ABDOMEN  findings:Left inguinal canal was dilated with patent processus vaginalis -non obstructive, non 

strangulation inguinal hernia with omentum as herniating content. Left testis appears normal measuring 

1.5x1.0cm. Right testis not visualised in right scrotal sac. T1 intermediate intense/T2 , PDW, SPAIR hyper 

intense oval soft tissue with attached linear cord like structure noted measuring 1.4x0.8cm in antero lateral 

aspect of bladder on left side-likely right testis. 0.6cm defect noted in left inguinal region with omentum as 

herniating content. A diagnosis of crossed ectopic testis was made (Fig 3 ,4, 5 ).  

 

 
FIGURE 3:  Axial T2 and PDW SPAIR images showing the right testis located antero-lateral to the urinary 

bladder on left side (red circle in PDW image and white arrow in T2 weighted image showing the testis). 
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4a                                                            4b                                                4c 

FIGURE4: Coronal T2 weighted images: white arrows in the 4a ,4b and 4c images showing right ectopic testis, 

patent processus vaginalis on left side and left testis in left hemiscrotum respectively. 

                                        

 
FIGURE 5: Saggital sections in T2 weighted SPAIR and fast echo sequences showing similarly intense right 

and left testis located on the same side-confirming crossed ectopic testis. 

 

On surgery, both testes were found on left side, the normal looking right testis in left side of pelvis 

adjacent to bladder and left testis in the left hemiscrotum, both connected by a fibrous band. The fibrous band 

was released and bilateral orchidopexy was done .The right testis was placed and fixed in right hemiscrotum and 

left in left hemiscrotum. Hence the radiological diagnosis was confirmed laparoscopically (Fig 6, 7 )  

 

 
 

IMAGE 6:The image on the left showing the left deep inguinal ring(white arrow),the ectopic right testis(black 

circle) and fibrotic connection extending from the right testis  into the left inguinal canal up to left testis(red 

arrow).The image on the right showing the left deep inguinal ring (white arrow) and fibrotic band (black 

arrow)passing through it .  
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IMAGE 7: Intra op image showing both the testis(the curved arrow showing the normal left testis and the 

straight arrow the ectopic right testis) after the fibrous band was released and the right image showing right 

testis  post orchidopexy. 

 

Post op ultrasound showed right testis in right hemiscrotum, showing normal colour uptake on Doppler.  

 

III. DISCUSSION: 
ECTOPIC TESTIS: Based on incidence, the most common to least common sites of ectopic testis are 

Superficial inguinal pouch, perineum/anterior to root of penis, femoral triangle/upper thigh and contra lateral 

scrotum.  

 

CROSSED TESTICULAR ECTOPIA:  

Rare form of urogenital anomaly in which both testis are migrated and descend through a single inguinal canal , 

one or both testis may be ectopic in abdomen ,inguinal region or descend to hemiscrotum with empty contra 

lateral hemiscrotum.  It is deviation of testicular descent resulting in unilateral location of both testes.  Also 

called testicular pseudo duplication, unilateral double testis and transverse aberrant testicular maldescent.  

Though the occurrence of crossed testicular ectopia  is very rare, when present it is usually associated with other 

anomalies .Based on these associations ,GAUDER ET AL classified crossed testicular ectopia  into 3 major 

types 
1
: TYPE I: most common, only associated with inguinal hernia (40-50%) TYPE II: associated with 

persistent /rudimentary mullerian canal remnants (30%)TYPE III: associated with genitourinary anomalies other 

than persistent Mullerian duct like hypospadias, seminal vesicle cyst, horse shoe kidney, bilateral renal 

dysgenesis, pyelonephritis urethral junction obstruction, pseudo hermaphroditism, etc (20%)  

ETIOLOGY: exact etiology is undefined, but has been speculated to result from abnormal inguinoscrotal 

descent of ectopic testis.Other postulated theories include: Kimura 
2
 stated that true CTE occurs only if there are 

two distinct deferent ducts, and a common duct suggests the development of the testis from one genital ridge, 

Anomalous origin of both testis from same genital ridge
3
 ,early adherence and fusion of developing wolffian 

ducts
4  

,Origin of both vas defers from one side , Frey and Rajfer 
5
 noted that defective ipsilateral gubernacular 

development might predispose to crossed testicular ectopia. 

Direct relationship is proven to exist between testicular ectopia and development of gubernaculum. 
6 

 

EPIDEMIOLOGY:  

1st case of crossed testicular ectopia was reported by Sir Lenhossek in the year 1886 
7
 

Since then less than 150 cases have been reported in published studies.  

TREATMENT /MANAGEMENT GUIDELINES: 
6 

Primary goal is to preserve fertility and prevent malignancy. Treatment is based on associated congenital 

anamolies. Treatment of choice:if adequate length of spermatic cord is present,trans-septal orchidopexy /extra 

peritoneal transposition orchidopexy is advised .               

Orchidectomy  should be reserved for cases where ectopic testis cannot be mobilised to a palpable position 

given the risk of malignancy.In case of mullerian defects ,remnants preservation is recommended as to preserve 

blood supply to vas defers and testis and as remnants have shown to lack malignant potential.Karyotyping may 

be required in case of associated congenital anomalies .in case of true CTE,the karyotype is always 46XY. If 

fusion of vas defers is present,trans-septal orchidopexy is recommended.  
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FOLLOW UP:requires long term follow up as testis is retained and hence carries risk of development of 

malignancy and for future fertility problems. Testicular cancer risk increases by 6 fold in cryptorchid cases 

whose operation is delayed until after 10-11 years. Overall incidence of malignant transformation  is 18%
8
.there 

have been reports of embryonal carcinoma
9
,Seminoma,yolk sac tumour 

10
and Teratoma 

8 

 

IV. Conclusion: 
Though transverse testicular ectopia  is rare anomaly ,it should be considered a differential diagnosis in 

patients with absent testis /infertility and detailed imaging should be employed. Pre op localisation of 

impalpable testis ,analysis of vas and seminal vesicle helps vastly in decision making as in which surgical 

technique is to be employed .  

Pre op localisation can be done using USG,MRI,Laparoscopy,venography and arteriography in case of very 

small testis. 
11

MRI has 82.4% and MRV has 100% sensitivity in diagnosis. 
11 
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