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MANAGEMENT OF PENILE FRACTURE
Rooh-ul-Muqim1, Qutb-e-Alam Jan2 & Muhammad Zarin3

ABSTRACT:
Objective: To document the clinical presentations, diagnostic methods and therapeutic approach
for the patients presenting with penile fracture and out comes of the treatment.
Design: Prospective observational study
Place and duration of study: Surgical ‘C’ and ‘B’ Ward of Khyber Teaching Hospital Peshawar,
Pakistan, from January 2001 to December 2004.
Subjects and  Methods: 17 patients presenting with fracture of the penis during this period were
included in the study after approval from the Hospital Ethics’ Committee. Age, marital status,
activity leading to the injury, symptoms and signs, management and outcome were recorded on
a proforma designed for the purpose.
Results: The common age group was 30-50 years with 13 (76.47%) patients in this group, 14
were married and 3 were students. Eleven (64.70%) cases of fractures occurred during sexual
intercourse and 6 cases due to non-coital causes including masturbation and manipulation.
Fifteen patients recalled a popping sound, immediate detumescence and deviation were present
in all, penile swelling and hematoma in 15 while the tunical defect was easily felt in 2 patients.
Diagnosis was made clinically and was confirmed on surgical exploration. Repair of tunical
defect was done with vicryle 2/0. No urethral injury was encountered. Out come was excellent
and all patients regained complete penile function at 3 months follow up. Mild penile curvature
was seen in 5 patients but it did not interfere with erection or sexual activity.
Conclusions:  Penile fracture is an entity with typical clinical signs and no further investigations
is usually needed. Management is surgical and immediate to avoid complications related to
erectile dysfunction.
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INTRODUCTION

Penile fracture is a relatively uncommon con-
dition1-2 and is a rare urological emergency.3

The true incidence is unknown. It has been
reported as 1 of 175,000 hospital admissions,3

and in a review of 183 publications, 1331 cases
were reported between January 1935 and July
2001, mostly from Mediterranean region.4

Fracture of the penis is defined as the rup-
ture of the tunica albuginea of corpora
cavernosa, as a result of blunt trauma to the
erect penis commonly during sexual inter-
course or masturbation.1,5 In the erect state
the tunica thins from 2mm to 0.25mm and is
more suspectible to traumatic tearing. Ure-
thral injury with penile fracture is uncom-
mon.6 The common causes are trauma to erect
penis during coitus, masturbation and uncon-
scious nocturnal penile manipulations or roll-
ing over in bed.7,8 Suggestive clinical features
are a popping or cracking sound with signifi-
cant pain and immediate detumescence,
swelling and bruising with a lateral deformity
and hematoma are evident on examination.9
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Urethral bleeding indicates an associated ure-
thral injury.6

Diagnosis is clinical and a “rolling sign”, with
the palpation of localized clot over the tunical
tear site is pathognomic.7,10 In doubtful cases
cavernosograply, penile ultrasonography and
even MRI have been used.7,11

Treatment remains controversial but imme-
diate surgical exploration and repair is
widely accepted as therapy of choice in pe-
nile fracture and is superior to non-opera-
tional treatment.1,8,12

Recent observations of an apparent increase
in the frequency of cases of penile fracture
prompted us to study the clinical presentation,
diagnosis and surgical approach together with
inra-operative findings and post-operative
complications in patients with penile fracture
in our setup.

PATIENTS AND METHODS

This prospective study was carried out in
the surgical C and Surgical B Units of Khyber
Teaching Hospital Peshawar. The study was
approved by the Hospital Ethics’ Committee.
Between January 2001 and December 2004,
all patients with penile fracture were included
and an informed consent was obtained. Other
penile injuries were excluded. Patient char-
acteristics and details of clinical picture were
recorded on a proforma by taking a detailed
history including age, marital status, the ac-
tivity leading to the injury, progress of symp-
toms until arriving in the hospital. Findings
on physical examination like hematoma, de-
formity, swelling and discolouration were
noted. The diagnosis was clinical and investi-
gation like cavernosography was not needed.
Baseline investigations like hemoglobin, ran-
dom blood sugar, urinalysis and E.C.G were
done in all patients as a requirement for gen-
eral anesthesia.

A standard operative technique was adopted
in all patients. The patients were catheterized.
Artificial erection attained by injecting normal
saline. A circumferential sub coronal incision
was made followed by degloving the penis to
its base. The hematoma was evacuated and the

tunical tear identified. The tear was repaired
with 2/0 vicryl taking interrupted stitches with
inverted knots. The skin was closed with 2/0
catgut sutures. Drain was not kept. Pressure
dressing was applied. Antibiotics were given
to all patients pre-operatively and continued
for 5 days post operative. Inj Cefuroxime So-
dium was routinely used. Finally the length of
hospital stay, post operative complications,
progress of patients and follow up were also
recorded.

RESULTS

During this period 17 cases with penile frac-
ture were admitted and treated in our unit. All
patients were admitted as emergency. The age
of the patients ranged between 18 to 65 years
with majority of patients in the 4th decade i.e.
76.47%. Ten patients belonged to the rural and
tribal areas, 7 to urban areas and of these three

TABLE-I:  Patient Characteristics (n = 17)

        Patient No. of           Percentage
Characteristics              Patients

AGE: < 20 - 30 years   3 17.64
       31 - 50 years  13 76.47
       > 50 years   1                   5.89

MARITAL STATUS
       Married  14 82.35
        Single   3 17.65

AREA
Rural  10 58.83
Urban   3 17.65
Scattered   4 23.52

were university students. Among these 17 pa-
tients, 14 (82.35%) were married as shown in
Table-I.

Table-II shows the causes and clinical features.
Penile fracture was due to the sexual maneu-
vers in 11 (64.70%) cases. Other causes included
masturbation and manipulation (i.e. manual
and forcible deflection of erect penis commonly
during sleep). 15 (88.23%) patients recalled a
crackling sound while some localized pain was
reported by 12 (70.58%) patients. Immediate
detumescence was noted by all while a swell-
ing and hematoma was seen in 15 (88.23%) and
discolouration alone was present in 2 patients.
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Lateral curvature of the penis was present in
all. None of the patient had voiding problem
or signs of urethral injury.

The average time between injury to presen-
tation was 9 hours (range 6 to 12 hours). All
the cases were diagnosed clinically and spe-
cialized investigations like cavernosography or
urethrography were not done in any patient.
The surgery was performed in 6-8 hours of
arrival.

Operative findings are depicted in Table-III.
Tunical tear of the right corpus was common
and found in 14 (82.35%) while tear on left
side in 3 (17.65%) cases. In majority 13
(76.47%) the frature was proximal shaft. The

average was 3 to 4 months. In the early post-
operative period most of the patients had pain-
ful erection but at one month follow-up only 2
patients had painful erection, 5 had mild pe-
nile curvature and 7 had some fibrosis at the
suture line. At 3 months no erectile dysfunc-
tion or pain on erection was reported by the
13 patients who reported for follow-up. The
patients with penile curvature had no difficulty
with intercourse and did not seek treatment.

DISCUSSION

Penile fracture though not a frequent event
may have devastating anatomical, functional,
psychological and social consequences. In our
study majority of the patients were of 30-40
years of age and this is in accordance with the
age range reported in literature,7,9 however in
a series of 34 penile fractures reported by Mydlo
JH, the mean age was 27 years.13 The common-
est causative incident is sexual intercourse, as
the penis slips out of vagina and is thrust
against the perineum or symphysis pubis.3

Eleven (64.7%) cases in our series also occurred
during intercourse. Kochakarn W et al, re-
ported 83% cases of penile fractures during
intercourse and coital trauma to erect penis
was the most common cause of fracture in
other studies also.1,5,9,13,14 Others reported ma-
nipulation of erect penis to achieve detumes-
cence as the common mechanism for penile
fracture.7,15 In a study by Ekwere & Al Rashid
73.7% cases were due to non coital causes and
more unmarried people.16 Masturbation and
manipulation during sleep were responsible for
6 cases in our series while 14 (82.35%) were
married and only 3 were unmarried univer-
sity students.

Penile fracture is an entity that generally has
its diagnosis confirmed by its clinical presen-
tation of sudden penile pain, detumescence,
penile swelling hematoma and deviation ac-
companied often by a snapping or crackling
sound.4,9 All our cases had most of these diag-
nostic features and in 2 patients tunical defect
was easily felt.

The typical history and examination findings
exempts performing complementary tests. Pre-

TABLE-II:   Causes and clinical features

Causes No.of            Percentage
               Patients

Coital    11 64.70
Masturbation     3 17.65
Manipulation     3 17.65
(during sleep)
CLILICAL FEATURES
Crackling sound    15 88.23
Localized pain    12 70.58
Detumescence    17 100
Swelling / Heamatoma    15 88.23
Discolouration alone     2 11.76
Deformity / curvature    17 100
Palpable tunical defect     2 11.76

TABLE-III:   Operative FIindings (n = 17)

Findings               No.of             Percentage
           Patients

TUNICAL TEAR
Right corpus 17 82.35
Left corpus  3 17.65
Bilateral  0   0.00

SITE
Proximal 13 76.47
Mid Shaft  3 17.65
Distal  1  5.88

Urethral Injury Nil  0.00

tear in the tunica was unilateral and trans-
verse in all cases while no urethral damage
was noted.

The early post-operative course was unre-
markable in all except wound infection in 1
(5.88%) despite prophylactic antibiotics. The
catheter was removed after 48 hours and pa-
tients were discharged from the hospital 2-3
days after the operation. Follow-up on the
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operative cavernosography has been used by
some authors to demonstrate the site of injury
and to plan surgical approach3,7,11,17 and it
showed extravasations in 19 out of 21 cases in
one study while the 2 patients with normal
radiological findings had  dorsal vein rupture.17

A significant incidence of false-negative find-
ings exists and risks of tissue reaction to con-
trast material and increased corporal fibrosis
also exists. Most authors now report using
cavernosography in cases of doubt.11,17-18 All
cases were diagnosed clinically and
cavernosography was not needed in other stud-
ies.3,5,9 Ultrasonography can clearly visualize
the penile fractures19 but we have no experi-
ence with it.

Retrograde urethrography is indicated in pe-
nile fracture with suspected urethral rupture
as evident by perurethral bleeding.6 None of
our patients had urethral injury and also uri-
nalysis revealed no microscopic hematuria.

All our cases were diagnosed clinically and
diagnosis was confirmed upon exploration.
Urethral injury is not common and has been
reported as 10-20% and Mydlo JH reported
14.7% urethral injury.13 Urethral injury is more
likely with bilateral disruption of corpus
cavernosum.20

Immediate surgical intervention is the treat-
ment of choice in penile fracture due to high
risk of complications with conservative man-
agement.12,14,20,21 All our patients were man-
aged by early surgical intervention. The surgi-
cal approach is by sub coronal circumferential

or dorsal incisions.3,9 We performed the sub
coronal incision and degloved the penis to get
sufficient area for reparation of tunica albug-
inea and any associated condition. It is the com-
monest type of operation used.9,13,16,22 In fact
in a large series of 172 cases of penile fractures
reported by Zargooshi J et al, circumferential
incision was used with excellent long term
outcome.15

We preferred to expose the corpora
cavernosa and repair any gap in the tunica
albuginea which may be wider or irregular
than suggested by physical examination.

All our patients were circumcised and it was
more cosmetic to perform this incision. Surgi-
cal exploration revealed involvement of the
right corpus in 14 (82.35%) and the fracture
involving the proximal shaft in 13 cases. In
one series of 11 patients, 8 of the cavernosal
ruptures were on the right side and only 3 on
the left.3,23 In another small series of 7 patients
by Gontero et al a complete pattern of differ-
ent intraoperative findings including a com-
pletely transected urethra, a fracture at the
base and rupture of the deep dorsal vein were
encountered.24

We inserted a urethral catheter pre-opera-
tively as it helped in intraoperative dissection
without harming the urethra and also
fascilitated application of a pressure dressing,
and preventing wound contamination as well.
The insertion of pre-operative urethral cath-
eter is however is controversial.7 The catheter
was removed after 48 hours and hospitaliza-

Fig-I:  Lateral curature and hematoma after fracture Fig-II: Degloving procedure after sub coronal incision
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tion period was 2-3 days.
Complications: No immediate post-operative
complication occurred except wound infection
in one which healed by secondary intention
resulting in mild fibrosis and curvature. Most
patients had painful erection post operatively
which subsided within a few weeks with no
long term ill effects and only two patient had
some erectile dysfunction which had improved
at 4 month follow-up. In a series of 36 cases of
immediate surgical repair follow-up at 1 year
with detailed medical and sexual history, pe-
nile colour doppler USG, 6 had erectile dys-
function of vascular origin due to arterial and
cavernous insufficiency.20 Penile curvature
was observed in 5 of our patients but they had
no erectile or coital problem so they did not
seek treatment for it.

Post-operative suppression of spontaneous
erections with diazepam or oestrogens is ad-
vocated by some authors while others believe
that painful stimuli are sufficient control to
prevent spontaneous erection and sedating ef-
fects of medication may be avoided.7,23 We did
not use it in our patients while anxiolytics were
given in a few to relieve anxiety.

CONCLUSIONS

Fracture of the penis is easily diagnosed by a
proper history and physical examination. If
there is doubt diagnosis can be confirmed by
cavernosography.

Immediate primary surgical correction of pe-
nile fractures is successful in preserving nor-
mal erection with out significant complications.
This treatment is associated with short hospi-
tal stay and rapid return of sexual function.
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