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CASE REPORT

ABSTRACT

Introduction: Penile fracture is rarely encountered by the 
emergency surgeon. It is defined as the rupture of the tunica 
albuginea of the corpus cavernosum due to a blunt trauma 
on an erect penis. Usually one corporal body undergoes a 
transverse tunical rupture but involvement of both corpora 
cavernosa, corpus spongiosum and urethra have also been 
reported. 
Case report: The authors report a case of penile fracture in a 
38 years old male patient which was managed by an emergency 
surgeon. The diagnosis was reached on the basis of clinical 
presentation. We also highlight the etiology, the process of 
diagnosis, the surgical repair and prognosis of penile fracture. 
Conclusion: Early repair has the best prognosis. As a urologist 
may not be available at all emergency centers, an emergency 
surgeon should be well versed with it. 
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INTRODUCTION
Penile fracture is a rare emergency. Earliest surgical repair 
provides the best prognosis. Expertise of an urologist may 
not be available in the emergency room at all centres. Hence, 
an emergency surgeon should be abreast with the clinical 
features, diagnosis, management and prognosis of patients 
with penile fracture. The penile fractures that have been 
reported in the literature are usually on one side. Tear of 
tunica albuginea of bilateral corpora cavernosa is a very rare 
case. We present a case of penile fracture with tear in corpora 
spongiosum, urethra and both corpora cavernosa. 

CASE HISTORY
A 38 years old man presented in the emergency department 
with the chief complaint of pain in the penis since six hours. 
The pain started after accidental trauma during coitus with 
a woman on top. There was history of a snap feeling at the 
time of the accident followed immediately by detumescent 
of the erect penis.
On examination the penis was swollen, tender and there was 
blood present at the meatus. The penis was shaped like an 
eggplant (figure 1 and figure 2). On careful palpation of the 
penis a rolled up thing was observed. A diagnosis of penile 
fracture was made. Routine blood investigations were done. 
Ultrasonography of the penis was performed but, it was not 
able to diagnose the lesion in the corpora cavernosa.
The patients underwent emergency surgical exploration of 
the penis under spinal anaesthesia. Just before exploration 
a single attempt at catheterization was done at the operation 

table. The catheter helps the surgeon in identifying the 
urethra. A sub coronal incision was given. The corpora 
cavernosa was explored. The lacerations were noted on 
tunica albuginea of both sides of the corpora cavernosa 
along with tear in corpus spongiosum and the urethra (figure 
3). Hematoma was thoroughly washed with saline. The 
urethral injury was repaired with 3/0 polyglactin 910. Tunica 
albuginea of both corpora cavernosa were repaired with 3/0 
prolene. Haemostasis was achieved. 
Post operatively the patient recovered uneventfully. In the 
follow up at 1 year no recurrence occurred.

DISCUSSION
Penile fracture is rarely encountered by the emergency 
surgeon. It is defined as the rupture of the tunica albuginea 
of the corpus cavernosum due to a blunt trauma on an erect 
penis. Trauma must have occurred in the erect state and not 
in the flaccid state of the penis for the lesion to be included 
in the definition.1 Usually one corporal body undergoes a 
transverse tunical rupture but involvement of both corpora 
cavernosa, corpus spongiosum and urethra have also been 
reported.2,3

The most common mode of injury reported is injury at the 
time of coitus with woman on top. Other modes of injuries 
that have been reported are fall on erect penis, manipulation 
during masturbation, normal sexual intercourse etc.4 
Penile fracture is diagnosed on the basis of typical history and 
physical findings. The clinical features of penile fracture are 
very consistent.5,6 The patient reports hearing a snap sound 
at the time of trauma.7 It is followed by pain in the penile 
region. The erect penis undergoes instant detumescence. 
Gradually, the swelling appears around the penile region 
giving the penis a classical eggplant shape.8,9 If urethral 

1Resident, Department of General Surgery, Rochester Regional 
Health Center, Rochester, New York, 2Senior Resident, Department 
of Orthopaedics, H.B.T. Medical College and Dr. R.N. Cooper 
Municipal General Hospital, Mumbai, 3Senior Resident, 
Department of General Surgery, Narayan Medical College, 
Sasaram, Bihar, 4Consultant, Department of General Surgery, EMC 
Hospital, Amritsar, India

Corresponding author: Vivek Dubey, Room no. 305, RMO 
Quarters, Dr. R.N. Cooper Hospital, N.S. Road, 1,Vile Parle (W), 
Mumbai - 400056, India

How to cite this article: Syed Tausif Ahmed, Vivek Dubey, Kumar 
Pankaj, Azhar Alam. Penile fracture with rupture of bilateral corpora 
cavernosa and its management by emergency surgeon. International 
Journal of Contemporary Medical Research 2019;6(2):B15-B17.

DOI: http://dx.doi.org/10.21276/ijcmr.2019.6.2.39



Ahmed, et al. 	 Penile Fracture with Rupture of Bilateral Corpora Cavernosa and its Management by Emergency Surgeon
Se

ct
io

n:
 S

ur
ge

ry

International Journal of Contemporary Medical Research  
Volume 6 | Issue 2 | February 2019   | ICV: 77.83 |	 ISSN (Online): 2393-915X; (Print): 2454-7379

B16

complication associated with conservative management (29-
53%), it has gradually been replaced with immediate surgical 
repair. The main complications associated with conservative 
management are penile abscess, missed urethral injury, 
permanent penile curvature, nodule formation at the site of 
rupture, erectile dysfunction, painful erection, painful coitus, 
corporourethral fistula, arteriovenous fistula, and fibrotic 
plaque formation.13

Early surgical primary repair eliminates most of these 
complications. Apart from decreasing the duration of 
hospital stay, it has a high success rate (92%) compared to 
conservative management (59%).14

In surgical repair,the site of injury may be approached by 
two methods- either by giving an incision directly at the site 
of injury or by giving a sub coronal incision. Sub coronal 
incision is favoured by most surgeons. After the incision, the 
penile skin is degloved and the corpora cavernosa explored. 
Any hematoma is washed away. Any urethral injury is noted. 
The urethral injury is repaired with polyglactin 910. The 
tunica is repaired with either 3-0 prolene or polyglactin 910. 
Haemostasis is achieved and the skin closed.
Post operative recovery is usually uneventful. Sexual 
intercourse and masturbation may cause hematoma 
formation at the suture line. Any hematoma leads to weak 
scar.15 Hence sexual intercourse and masturbation should be 
avoided for 6-8 weeks.16 The main complications include 
wrong curvature and nodularity at the site of injury.17

CONCLUSION
Penile fracture with rupture of bilateral corpora cavernosa, 
corpus spongiosum and urethra is a very rare case. Penile 
fracture is diagnosed on the basis of typical history and 
physical findings.
Current management of penile fracture is immediate surgical 
repair. In surgical repair the site of injury may be approached 
by two methods- either by giving an incision directly at 
the site of injury or by giving a sub coronal incision. Sub 
coronal incision is favoured by most surgeons. In the post 
operative period sexual intercourse and masturbation should 
be avoided for 6-8 weeks.
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Figure-1: Preoperative view of penis (ventral surface)

Figure-2: Preoperative view of penis (Dorsal surface)

Figure-3: During operation

injury is present then the patient may present with blood at 
the meatus, hematuria and difficulty in voiding.8,10

The diagnosis of penile fracture is mainly clinical with 
investigations play very little role. There have been reports 
of use of ultrasound. It suffers from the disadvantage that 
the lesion on tunica albuginea may be easily missed as it 
is covered with hematoma.11 Magnetic resonance imaging 
though costly may be needed in atypical presentations. It 
allows accurate diagnosis as it can differentiate high intensity 
of corpora cavernosa sinusoids from low intensity of tunica 
albuginea.12

Current management of penile fracture is immediate surgical 
repair. Historically, conservative management was used in its 
management. These consisted of cold compresses, pressure 
dressings, penile splinting, anti-inflammatory medications, 
fibrinolytics, and suprapubic urinary diversion with delayed 
repair of urethral injuries. But because of a very high rate of 
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