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Management of penile fracture
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A 40-year old male presented to the emergency department (ED) with penile swelling, bruising, and pain. He
reported that while he was having vaginal intercourse with his female partner in the “missionary position,” his
penis buckled. He reported slowly losing tumescence and that he felt minimal discomfort initially. He denied
hearing the classical “snap,” which can be associated with a penile fracture. He noticed the rapid develop-
ment of bruising and swelling of his penile shaft. He did not attempt any further sexual activity that night. The
following day, despite the bruising and swelling, he was able to achieve an erection adequate for intercourse
but there was too much pain to continue. At this point, he presented to the ED, approximately 36 hours after
the original injury. He denied any hematuria or blood per urethra.

On physical exam, the patient had extensive bruising along the shaft of the penis, including the skin superior
to the suspensory ligament, as well as scrotal edema and ecchymosis (Fig. 1). There was no palpable granuloma
or defect along the penile shaft. Since he presented late, with a somewhat atypical presentation, magnetic reson-
ance imaging (MRI) was performed to evaluate for possible penile fracture (Fig. 2).

Fig. 2.1.5T magnetic resonance imaging of the penis showing a 5
mm defect on the left side of the tunica albuginea with overlying
hematoma.
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Fig. 1. Visual inspection of patient on presentation in the
emergency department.

and most commonly occur in the rear entry (“doggy style”)
Introduction position.'? lt. can occur during any ppsition, most com-
.................................................................................. .| monly associated when the erect penis comes out of the
vagina and does not go back in properly, buckling as the
The most common form of penile trauma is penile fracture, | pelvis moves forward. Alternative causes include masturba-
which results in rupture of the cavernosal tunica albuginea. | tion, rolling over in bed, and “tagandaan,” a Middle Eastern
Up to 77% of cases occur during consensual intercourse | practice involving the forcible bending of the penis to cause
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detumescence. In some Middle Eastern trials, tagandaan was
responsible for the majority of penile fractures.?

Clinical presentation

partner hear a sudden “snapping” or “popping” noise fol-
lowed by pain and rapid detumescence. Swelling of the shaft
develops quickly, with spreading ecchymosis occurring in
most patients.* Bruising can extend to the scrotum and lower
abdomen if Buck’s fascia is violated. A urethral injury occurs
in 21% of patients and must be considered when evaluat-
ing patients with penile fracture, especially those presenting
with hematuria, blood per urethra, or retention.>®

Diagnosis

clinical basis.”® In equivocal cases, imaging adjuncts can aid
in diagnosis and localization of the defect. Ultrasonography
(US) may help visualize the location of the tunical rupture but
may not be reliable to help rule out the diagnosis. One series
noted a sensitivity of US of only 50%, while another found
that US failed to detect a tunical rupture in 22% of cases.®’

Magnetic resonance imaging (MRI) plays an important
role in confirming the diagnosis, and supporting evidence
for MRI has increased in recent years. One mapping trial of
25 patients showed a detection rate of US and a 1.5T MRI
at 88% and 100%, respectively.’® Two other trials, with 15
and 30 patients, respectively, reported 100% sensitivity of
1.5T MRI to detect penile fracture.'"'?

Management

Recent evidence for timing of operative repair reinforces
the importance of immediate and early surgical repair. If a
clinical presentation strongly suggests penile fracture, sur-
gical exploration should occur as soon as possible. Delaying
surgical exploration should only be considered if the diag-
nosis is questionable and imaging can be arranged quickly.
The British Association of Urologic Surgeons recommends
repair within 24 hours." One trial showed that early surgery
(<24 hours) resulted in a complication rate of 7.6% com-
pared to 68.7% with later surgery (24 hours to four days)."
Additionally, a multicentre trial with 137 patients showed
worse erectile function if the time from emergency room
admission to surgical intervention was greater than 8.23
hours." Finally, a systematic review of 12 trials favoured
immediate. (<24 hours) repair over delayed (>24 hours)
repair, but only for improving curvature.®

The initial approach to surgery includes a circumcising,
degloving penile incision or a longitudinal incision over the
expected area of the defect. At our centre, we prefer a cir-

Penile fracture

cumferential incision if the patient has had a circumcision.
Often, flexible cystoscopy can take place at the beginning
of the case if necessary, and the subsequent choice of inci-
sion can be made if urethral repair is necessary. The most
common location for tunical disruption in penile fracture is
ventrolateral, where the tunica is thinnest.'”” When a ureth-
ral injury is present, the most common type of lesion is a
bilateral corporal injury.® Closure of the defect in the tunica
albuginea should be performed with absorbable suture, such
as polyglactin 910 (Vicryl®).?

Early operative repair is a key principle of management,
as conservative management or delayed surgery can lead
to missed urethral injury and stricture or fistula, penile
abscess, curvature, persistent hematoma, and impotence.
Postoperative complications are reported in 4-12%, with
a 1-5% rate of erectile dysfunction.'”"" Patients undergo-
ing conservative management are at higher risk for com-
plications, with rates upwards of 80% in some trials.202!
Postoperative care suggestions include avoiding sexual inter-
course for six weeks;"**? sexual activity can be resumed
when pain, swelling, and bruising has revolved.

The American Urological Association (AUA) and
European Association of Urology (EAU) guidelines

The AUA guidelines highlight that penile swelling and ecchy-
mosis are the most common symptoms of penile fracture,
with rapid detumescence and a snapping or popping sound
experienced by most. Prompt surgical exploration and repair
in patients with signs or symptoms of penile fracture is rec-
ommended. Equivocal cases can be investigated by MRI or
US. At the time of repair, the AUA guidelines state that the
urethra must be evaluated if there is concomitant hema-
turia, blood at the meatus, or urinary retention. Retrograde
urethrogram (RUG) or cystoscopy are acceptable options. To
repair the corporal defect, a circumcising or midline inci-
sion may be used, and absorbable suture should be used to
close the tunica. Finally, it is recommended to initiate some
form of counselling if impairment in sexual or reproductive
function is anticipated as a result of the injury.?®

The EAU guidelines differ slightly from the AUA on several
topics. The EAU recommends performing a urinalysis on any
patient with genital trauma, and any amount of micro- or
macrohematuria should prompt a RUG. It acknowledges that
in the case of penile fracture, a cystoscopy at the time of repair
is more often employed by most urologists. In addition to MRI
and US, cavernosography can be considered in patients with
a suspected penile fracture when the clinical presentation
is equivocal. The EAU guidelines also highlight that simple
penile hematomas, which are not usually associated with
abrupt detumescence, are usually easily distinguishable and
can be treated with non-steroidal anti-inflammatory drugs and
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In the case presented above, the patient’s MRI
showed an obvious tunical rupture of approxi-
mately 5 mm in diameter on the proximal, lat-
eral position (5 o’clock) of the left corporal
body. Cystoscopy showed a normal urethra. The
patient was not circumcised and a vertical inci-
sion was made over the expected area of rup-
ture. Hematoma was evacuated and the tunical
defect was identified and closed with a 3-0 poly-
glactin suture in a running fashion. Dartos fascia
was closed with polyglactin suture and skin was
closed with 3-0 chromic suture.

The patient was kept overnight and discharged
the following day. His pain was much improved.
He unfortunately returned nine days postopera-
tively with a penile abscess that required drainage
and antibiotics. He was seen in follow up at two
months and was reporting healthy, painless erec-
tions with no signs of curvature.

ice. Following repair, the EAU reports a rate of impotence of
only 1.3%, with conservative management highly discour-
aged, as impotence rates can be as high as 62%.2*
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