
Introduction

The penile fracture develops in the corpus cavernosum and/or spongiosum as a result of a blunt 
trauma or bending that erect penis is subjected to. It is characterized by the accumulation of blood 
in the corpus cavernosum under the Buck’s fascia after the rupture of the tunica albuginea surround-
ing the corpus cavernosum that provides erection. If the Buck’s fascia is also torn, hematoma may 
spread to the scrotum and perineum through the Colles fascia, and a characteristic butterfly-like ap-
pearance may emerge (1). Deep and superficial venous rupture rarely accompanies penile fracture. 
Penile fracture, which occurs most often during sexual intercourse, may also be due to sudden posi-
tion changes during masturbation or nocturnal erection (2). Apart from these, falling from the bed 
during nocturnal erection, striking of an object to the erect penis, and trying to put on pants while 
the penis is erected are among the other causes reported by the patients (3, 4). An increased pressure 
in the corpus cavernosum resulting from sudden twisting or squeezing of the penis causes a rupture 
in tunica albuginea. While rupture is usually seen in single corpus cavernosum, as the severity of 
trauma increases, ruptures may occur in both corpus cavernosum and/or spongiosum and may af-
fect the urethra (5-7). In 10%-33% of cases, partial or complete corpus spongiosum rupture may be 
accompanied by urethral trauma, and macroscopic hematuria, voiding difficulties, extravasation of 
urine, and urethral stricture are seen in these patients in later periods (7-10). The positive predictive 
value of microscopic hematuria is as low as 50% for urethral injury (11).

Typical presentation of the penile fractures is the fracture sound heard by the patients, sudden onset 
of severe pain, rapid detumescence, swelling on the fracture side due to hematoma, and deviation 
toward the side of the fracture line due to ecchymosis (12, 13). An anamnesis and physical examination 
may be sufficient for diagnosis, but if definite diagnosis cannot be made, ultrasonography, magnetic 
resonance imaging, or cavernosography may also be performed (4, 14, 15). Retrograde urethrography 
should also be performed in cases with suspected urethral trauma. In physical examination, swelling 
and ecchymatic appearance in the penis are typical because the blood in the corpus cavernosum 
drains under the Buck’s fascia as a result of the rupture of tunica albuginea. Currently, although the 
treatment of penile fractures is surgical repair of tunica albuginea, which should be applied in the early 
period, there is conservative treatment options described in the literature as well (16, 17).

Diagnosis and Treatment of Penile Fracture: Analysis of 
Clinical Characteristics of 45 Cases

Introduction: We investigated the clinical characteristics of patients who underwent penile fracture surgery.

Methods: Between December 2005 and February 2015, a total of 45 patients underwent surgery for repair of penile fracture at our institution. 
The age and body mass index (BMI) of these patients were recorded along with their medical history and physical examination findings. Mo-
reover, the duration of the operation was noted, and the preoperative International Index of Erectile Function-Erectile Function (IIEF-EF) scores 
were compared with postoperative scores.

Results: Average age of patients was 41.25±11.78 (20-65) years, and average BMI was 26.36±3.17 (23.67-29.72) kg/m2. Of the patients, 18 (40%), 
16 (35.5%), 5 (11.1%), 3 (6.7%), and 3 (6.7%) cases had the fracture during sexual intercourse, during sleep, with sudden penile maneuvers, during 
masturbation, and with trauma, respectively. Mean operation time was 38.32±19.74 (20-90) min, and mean hospital stay was 1.28±0.61 (1-3) 
days. Most of the cases (26/45) were performed under spinal anesthesia. There was only one patient with urethral injury. Mean preoperative IIEF-
EF score was 26.12±3.21 (19-30), and mean IIEF-EF score at postoperative 3rd month was 23.37±3.87 (10-27). We found significant differences 
between preoperative and postoperative scores (p=0.011). Postoperative penile curvature was observed in 2 (4.4%) cases, and painful erection 
was seen in 2 (4.4%) cases.

Conclusion: Penile fracture requires urgent intervention in the urological practice. The majority of the cases occur during sexual intercourse. 
Although the management of penile fracture is not complicated, postoperative erectile problems are not rare. 
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Our aim in this study is to retrospectively present the data of the 
patients who were evaluated for penile fracture and underwent 
surgical repair in our clinic.

Methods

Between December 2005 and February 2015, the data of 45 pa-
tients who underwent surgery due to the diagnosis of penile frac-
ture in our clinics were evaluated retrospectively. The approval for 
the retrospective study was received from the ethics committee of 
our hospital. After the patients were admitted to the emergency 
services, their anamneses were taken, and their physical examina-
tions were performed in detail in the urology clinic. Fracture eti-
ologies were questioned. The spread and location of hematoma, 
the tunical rupture location and its size if detected, the side of the 
penile deviation, whether there was urethrorrhagia, and whether 
there was a problem with urination were examined in the physical 
examination.

All of the patients were diagnosed through anamnesis and physi-
cal examination without any necessity for additional imaging 
method. Retrograde urethrography was performed in only 1 pa-
tient due to urethrorrhagia, and an urethral laceration was seen. 
Surgical exploration was performed after routine preoperative ex-
aminations in patients and after they filled out International Index 
of Erectile Function Questionnaire-Erectile Function (IIEF-EF). All 
information related to the surgical procedure to be performed was 
given to the patients before the operation. The written informed 
consent forms of the patients were taken from the patients them-
selves. Preoperative prophylaxis was performed in the patients 
with broad-spectrum parenteral antibiotics. In all the cases, the 
penis was degloved toward the radix with a subcoronal circumci-
sion incision. The subcutaneous tissue and fascias were passed. 
The hematoma was debrided, and the rupture area in the tunica 
albuginea was detected. No deep dorsal venous rupture was seen 
in any of the patients. The length of the defect and the corpus it 
was located in were recorded. A primary closure was performed 
separately in the tears of tunica albuginea with 3/0 polyglactin 
sutures. The defect area was found during the operation in the 
patient in whom the urethral trauma had been detected before 
the operation. End-to-end anastomosis was performed with 5/0 
polyglactin suture over a Foley catheter. A pressure dressing was 
applied with coban bandage. A Foley urethral catheter was placed 
during the operation in all patients and was removed the day after 
operation. The catheter of the patient with urethral trauma was 
removed for 21 days. The operation and hospitalization durations 
of the patients were recorded. The patients who were discharged 
were advised not to have a sexual intercourse for 6 weeks and not 
to masturbate. The patients were followed up for 3 months post-
operatively. The anamneses of the patients who came for control 
in the 3 month were taken, and they underwent physical exami-
nations and were asked to fill out the IIEF to check the quality 
of the erections. It was questioned whether there was a deviation 
preventing coitus. In addition, it was checked whether there were 
deformation and fibrous plaque at the repair site.

Statistical Analysis
In this study, the data were presented as mean±standard devia-
tion, median and interquartile range. Version 11 of the STATA 
statistical program (Stata Corp LP, College Station, TX) was used 
to evaluate the data. The Shapiro-Wilk test was used to evaluate 

whether the data were normally distributed. A paired t-test was 
used to compare the preoperative and postoperative IIEF-EF scores 
with normal distribution. p<0.05 was considered statistically sig-
nificant.

Results

The mean age of the patients who were admitted to the emergen-
cy service with the complaints of penile pain, ecchymosis, swell-
ing, and urethral complaints was 41.25±11.78 (20-65) years, and 
the mean body mass index was 26.36±3.17 (21.48-35.15) kg/m2 
(Table 1). It was found that the penile fracture occurred in 18 (40%) 
patients during sexual intercourse, in 16 (35.5%) while sleeping, in 
5 (11.1%) with a sudden penile maneuver, in 3 (6.7%) during mas-
turbation, and in 3 (6.7%) patients due to trauma (Table 2).

In addition to penile hematoma, ecchymosis, and swelling in phys-
ical examinations, butterfly-shaped hematoma reaching the pubis 
and perineum, which indicates the laceration of Buck’s fascia, was 
observed in 3 patients, and blood in external meatus was observed 
in 1 patient. In 40 patients, there was deviation due to hematoma 
size. Mean preoperative IIEF-EF scores of the patients were found 
as 26.12±3.21 (19-30).

After the initial evaluation, penile fracture repair was performed 
with spinal anesthesia in 26 of the patients and with general an-
esthesia in the rest of them. The size of the defect in the tunica 
albuginea was measured as 1.82±0.58 cm during the operation. 
Of the defects, 33 were in the right corpus cavernosum, 11 in the 
left corpus cavernosum and 1 in the patient with urethral trauma 
(Table 1). Primary closure was separately performed in the ure-
thral defect with 5/0 polyglactin suture over the Foley catheter. No 

Table 1. Clinical data of the patients

Age (years) 41.25±11.78 (20-65)

BMI (kg/m2) 26.36±3.17 (21.48-35.15)

Localization 

 Right corpus cavernosum 33

 Left corpus cavernosum 11

 Bilateral corpus cavernosum 1

Defect length (cm) 1.82±0.58 (1-2)

Preoperative IIEF-EF 26.12±3.21 (19-30)

Postoperative IIEF-EF 23.37±3.87 (10-27)

Duration of operation (minutes) 38.32±19.74 (20-90)

Average hospitalization (days) 1.28±0.61 (1-3)

BMI: body mass index; IIEF: international index of erectile function; EF: erectile 
function

Table 2. Etiology of penile fracture

Etiology Number of Patients Percentage

During sexual intercourse 18 40

During sleep 16 35.5

Sudden penile maneuvers  5 11.1

During masturbation 3 6.7

Trauma 3 6.7
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drains were placed in any of the patients. No complications were 
observed in any of the patients during the operation and in the 
early postoperative period. The mean duration of operation was 
38.32±19.74, and the median was found to be 30-35 (20-90) min-
utes. The patients were discharged after an average of 1.28±0.61 
(1-3) days of hospitalization.

The patients were called for control in the 3rd postoperative 
month, and their erectile functions were evaluated with IIEF-EF. 
In the anamnesis that the patients explained in control examina-
tions, 2 patients had painful erection and 2 patients had devia-
tion, although not preventing sexual intercourse. In 1 patient, the 
suture was palpated in the area where the tear was repaired. The 
mean IIEF-EF score of the patients was found to be 23.37±3.87 
(10-27), which was statistically significantly lower than the preop-
erative score (p=0.011). The patient with urethral trauma did not 
have any complaints related to urination in the control, and when 
the urine flow was measured, the average flow rate was measured 
as 21 mL/sec.

Discussion

Penile fracture is an uncommon urological emergency presented 
with typical anamnesis and physical examination findings that are 
mostly due to blunt trauma of the erect penis. The actual inci-
dence in the literature is reported as 1/175,000 (4). Cases are most-
ly reported from the Mediterranean and Far East countries. The 
tunica albuginea with an average thickness of 2 mm in a flaccid 
penis gets as thin as 0.25-0.5 mm during erection (18). The elastic-
ity of this thin tunica albuginea decreases as well as its resistance 
to any trauma (18). The tunica albuginea, which can have a ten-
sile strength up to 1500 mm Hg intracavarnosal pressure, exceeds 
this limit with the abnormal bending of the penis, and transverse 
laceration occurs (19). In penile fractures, a tunical tear is usually 
unilateral in the distal third part of the penis, has a transverse 
course, and does not exceed half the diameter of the corpus cav-
ernosum (20).

Penile fractures most often occur at a rate of 33%-60% as a result 
of trauma caused by position change during sexual intercourse (9, 
21). In addition, manipulations during masturbation, sudden move-
ments during sleep, and falling from the bed can cause penile frac-
ture during a nocturnal erection (3). In studies reported from the 
Middle East, penile fractures were reported in 64%-78% of cases as a 
result of bending the penis manually in order to provide detumes-
cence (16, 22-24). However, due to the fact that patients do not give 
their true anamnesis because of their embarrassment, the known 
etiologic reasons may not be reflecting the truth. We found that 
penile fractures occurred in 40% of our patients during sexual in-
tercourse, in 35.5% during sleep, in 11.1% due to sudden penile ma-
neuvers, in 6.7% during masturbation, and in 6.7% during trauma.

The age range for penile fracture ranges between 12 and 82 years 
in the studies presented in the literature. The age range in our 
patient group was found as 20-65 years in compliance with the 
literature. Its typical presentation is sudden detumescence, severe 
pain, ecchymosis, and swelling with fracture sound, and penis de-
viated in the opposite direction of the fracture. McEleny et al. (25) 
described this as an aubergine deformity or symptom. The hema-
toma is usually limited to the penis because there is no rupture in 
the Buck’s fascia during fracture. However, when the Buck’s fascia 

is torn, hematoma that can spread toward the symphysis pubis 
and perineum forms a typical “butterfly” appearance. In our series, 
there was hematoma spreading toward the pubis and perineum 
in 3 patients. If it is suspected that only anamnesis and physical 
examination are not sufficient, ultrasound, color Doppler ultraso-
nography, magnetic resonance imaging, or cavernosography can 
also be used. Due to the anaphylactic reaction risk due to the ra-
diopaque material used and the fibrosis caused by the extravasa-
tion of opaque material, the use of cavernosography should be 
reconsidered (4). In addition, the closure of the corporal defect 
with a clot may also cause cavernosography to give false-negative 
results (7). In atypical cases or in the cases where the rupture in 
tunica albuginea is suspected, ultrasonography or magnetic reso-
nance imaging may be used. The presence of hematoma, the tuni-
cal integrity, and continuity of Buck’s fascia can be examined with 
ultrasonography. We did not need any imaging modalities during 
the diagnosis of the patients treated in our clinic. The patients 
were diagnosed with anamnesis and physical examination find-
ings. Urethral injury also accompanies 10% to 33% of the cases 
(7, 8). While the rates of urethral injury reported from the West-
ern countries are 20%, the rates reported from the Mediterranean, 
Middle East, and Asian countries are as low as 3% (22). The cases 
with urethral injuries are those that have been exposed to a very 
high-energy trauma (3). In these patients, urinary extravasation is 
seen in the retrograde urethrography used for imaging performed 
due to the complaint of urethrorrhage or failure to urinate. In our 
series, urethral injury was found only in 1 patient (2.2%). Extrava-
sation was found in the retrograde urethrography performed be-
cause urethrorrhage was seen in our patient.

The treatment of penile fractures is an emergency surgical re-
pair although it continues to be controversial. The hematoma is 
evacuated, hemorrhage is taken under control, and the defect 
in the tunica albuginea is repaired surgically. In conservative 
treatment, erection suppression treatments are applied using 
a pressure dressing with elastic bandage, the Folay catheter 
placement, cold compress, and antibiotic, fibrinolytic, and an-
tiinflammatory drugs. Undesired results such as penile devia-
tion, painful penile erections, and arteriovenous fistula forma-
tion may occur at a rate of 10% in conservative treatment (7, 
26). In a study comparing conservative treatment with surgi-
cal treatment, while success was achieved in 92% of the pa-
tients in whom surgical treatment was applied, this rate was 
found as 59% in the conservative treatment group (13). Patients 
treated with early surgical procedures have lower morbidity, 
better functional outcomes, and shorter hospitalizations (27, 
28). Apart from that, complications such as penile curvature, fi-
brotic plaque formation, and pain during erection are less com-
mon, and the erectile function is preserved. Although the IIEF-
EF scores of our patients after surgery were significantly lower 
than the preoperative scores, the average score of 23.37±3.87 
indicated that the erectile function was maintained. However, 
the penile fracture may have late complications such as penile 
curvature, painful erection, pain during sexual intercourse, 
erectile dysfunction, urethrocavernosal and cutaneous fistula, 
and urethral stricture in patients with urethral injury (8).

Different incisions can be used in the repair of tunica albuginea 
defects that occur in penile fractures. In cases where the defect is 
located exactly, penile degloving with direct, dorsal longitudinal, 
penoscrotal, lateral, or subcoronal circumcision incisions is an al-
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ternative. Both the corpus cavernosa and corpus spongiosum can 
be explored with subcoronal circumcision incision, and because 
the suturation is performed through the circumcision line, it does 
not cause any unfavorable situation in terms of cosmetics after 
the operation (27). A disadvantage of the subcoronal circumcision 
incision is the difficulty in approaching the proximal part when 
there is excessive hematoma and edema (29). In the cases with 
massive penile edema, inguinal scrotal incision is recommended 
(30). We preferred this method of incision because we thought that 
it provided a better exploration in all our cases.

Conclusion

Penile fracture is an uncommon urological urgency that can be 
easily diagnosed through anamnesis and physical examination. 
Additional imaging modalities may be needed in suspected 
cases and in cases such as urethrorrhagia, suggesting urethral 
trauma. Surgical exploration and primary repair that are ap-
plied in the early period of the treatment give very successful 
results. 
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