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ABSTRACT: Fracture penis is a rare urological emergency. It commonly occurs during sexual 

intercourse. Unilateral injury of corpus cavernosa is common. We present a case of bilateral rupture 

of corpora cavernosa with complete rupture of urethra. It is very rare form of injury. Early surgery 

gives good result. 
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INTRODUCTION: Fracture penis an uncommon urological emergency.[1] It is caused by trauma to 

erect penis. Sexual intercourse is commonest cause, but other forms of injury are also possible. 

Unilateral rupture of corpus cavernosum is common. Bilateral injury may also occur. We present a 

case of bilateral rupture of corpus cavernosa with complete rupture of urethra. 

 

CASE HISTORY: A 40 year old man came to emergency with penile swelling, pain and retention of 

urine. Initially he gave history of trauma while rolling over in bed 12 hours ago. But on specifically 

enquiring, he revealed that it actually occurred during intercourse. He gave the history of popping 

sound followed by rapid detumescence, pain and swelling of penis. He was unable to void after that. 

On examination hematoma was found to spread up to root of penis. Rolling sign was felt bilaterally. 

Abdominal examination was unremarkable except full bladder was palpable. Patient was otherwise 

healthy. So he was taken to operating room.  

A subcoronal circumferential incision was given. Penis was degloved. Tear was found in the 

tunica albuginea of the proximal part of penis. Both the corpora cavernosa was ruptured. Urethra was 

also found to be ruptured (Fig 1). Cavernosa was repaired in interrupted fashion with 3/0 vicryl. 

Urethra was repaired over no. 18 foley’s catheter with 4/0 vicryl in interrupted fashion. Post-

operative recovery was uneventful. He was discharged after 7 days. Foley’s catheter was removed 

after 14 days. Patient was able to have painless erection, and normal voiding. 

 

DISCUSSION: Fracture penis typically occurs with vigorous sexual intercourse. But it can happen 

with any type of blunt trauma to tumescent shaft of penis. It includes masturbation, falling out of bed 

with erect penis, forceful correction of chordee, disentangling an erect penis from garment etc.[2] 

Even it’s a type of self-inflicted injury in Middle East countries.[2] 

 The patient’s age among the reported cases ranged from 12 to 82 years. Most cases occur in 

the 4th decade of life. 

Tunica albuginea is one of the strongest fascia of the human body.[3] But it thins out during 

erection. In flaccid state it is up to 2.4 mm thick; during erection it becomes as thin as.25 mm to.5 

mm. So during erection penis becomes vulnerable to trauma. An intacorporal pressure of 1500 mm 

hg or more can tear tunica albuginea.[2,3,4] 
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Unilateral injury is common, bilateral injury occurs in 2% to 10% cases.[4,1] Urethral injury is 

rarer occurring in 9% to 20% cases.[4] 

Penile fracture is usually diagnosed by history and clinical examination. Classic features 

include an audible popping sound, rapid detumescence, pain, penile swelling. When buck’s fascia 

remains intact the hematoma results in classical eggplant deformity. The defect at the fracture site is 

often palpable and has been described as the “rolling sign”.[2] This represents a firm, mobile, tender 

mass, where the penile skin can be rolled over the blood clot. Other investigation like 

cavernosography and ultrasonography are done when history and clinical examination are not 

classical. MRI may be useful but not cost effective.[1] The most common differential diagnosis of penile 

fracture is tear of dorsal artery and vein. When detected injured dorsal vein is ligated.[2] 

Early surgery has excellent outcome. Subcoronal circumferential incision is the best described 

surgical approach. Other approach include penoscrotal, inguinoscrotal, suprapubic incision.[2,4]  

Conservative management is also described. It includes splinting, cold compression, anti-

inflammatory analgesic.[2] However long term outcome of conservative management is not 

satisfactory. Significant complications like painful erection, erectile dysfunction arteriovenous fistula 

formation do occur.[2] So quick diagnosis and early surgical intervention is the key to success in 

fracture penis. Due to personal embarrassment there can be delay in presentation. 24 to 48 hrs delay 

does not affect post-operative outcome, but further delay may be directly related to late post-

operative complication. 
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