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Abstract:

Background: Penile fracture is a surgical emergency and most often it can be diagnosed clinically.
But delayed presentation due to the embarrassing nature of the injury makes surgical outcome
worse.

Objectives: This study was conducted to compare results of early and delayed surgical
interventions of patients presenting with penile fracture.

Methodology: A cross-sectional study was conducted at the department of Urology, in Dhaka
Medical College of hospital, Bangladesh from 30th July 2018 to 30th January 2020. Twenty-
Seven (27) patients with penile fracture were enrolled in this study. They were diagnosed on the
basis of history and clinical findings. They were divided into two groups; early presenter (15
patients) who came within 24 hours and delayed presenter (12 patients) who came after 24 hours.
Among the early presenters, 13 patients had unilateral corporeal injury and 2 patients had bilateral
corporeal injury. On the other hand, in delayed presenters, 11 patients had unilateral corporeal
injury and 1 patient had bilateral corporeal injury. Surgical repair was done in all patients.

Results: Patient age range was between 15 to 60 years. The commonest presenting complaints
were cracking sound 26 out of 27 (96.30%), penile swelling 24 out of 27 (88.88%), pain 22 out of
27(81.48%) and detumusence during sexual intercourse or an erection 17 out of 27(62.96%),
urethra bleeding 3 out 27(11.1%). Among different causes, vigorous intercourse where female on
top (62.9%) was the commonest followed by bending during erection (18.5%), masturbation (11.1%)

And rolling over bed (7.4%). Out of 15 patients in early group, patients presented with urethral
injury. The complications in delayed repair group were, plaque formation 3 out of 15 (20%);
penile shaft deformity 2(13.3%); erectile dysfunction 1(6.6%) and skin necrosis 2 (13.3%). But in
early repair group only one patient developed skin necrosis which was managed conservatively.

Conclusion: Fracture of the penis is a surgical emergency. Immediate surgical repair gives
excellent results even in the presence of urethral injury. Early diagnosis by history and clinical
examination and timely surgical intervention is essential for better outcome with minimal long-
term complications.
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Introduction:

Penile fracture is a relatively rare injury that is
defined as the disruption of the tunica albuginea
with rupture of the corpus cavernosum. Tunica
albuginea two layers-inner circular layer and
outer longitudinal layer. The outer layer
determines the strength and thickness of the
tunica, which varies in different locations along

the shaft and is thinnest ventrolaterally!. The
tensile strength of the tunica albuginea is
remarkable, resisting rupture until
intracavernous pressures increase to more than
1500 mm Hg?. Abnormal bending of erect penis
causes sharp rise of intracavernosal pressure
exceeding the tensile strength of the tunica
albuginea, and a transverse laceration of the
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proximal shaft usually results. Although penile
fracture has been reported most commonly with
sexual intercourse with the “doggy style”
position being the most common3. Other causes
of fracture are masturbation, sudden direct
trauma to the penis, rolling over or falling on to
the erect penis*.Penile fracture is diagnosed
mainly on the basis of clinical presentation.
Patients typically hear a cracking or snapping
sound, followed by rapid detumuscence, sharp
penile pain, and swelling with or without
ecchymosis of the penile shaft.>°

Early surgical exploration (within 24hours of
injury) and closure of the tunica is recommended
to avoid long-term complications®?. But
unfortunately due to the social and personal
reason, some men may delay seeking medical
help immediately. In our country, due to
ignorance, living in remote places and poor
transportation, patients reach in hospital in
late.

The aim of the study was to compare results of
early (within 24hours of injury) and delayed
(after 24 hours of injury) intervention of penile
fracture in terms of overall and specific
complications.

Materials and Methods:

This was a cross-sectional study which was
done in the department of Urology, Dhaka
Medical College of hospital, a tertiary care
hospital in Bangladesh from 30t July 2018 to
30th January, 2020. All the 27 patients
diagnosed to have penile fracture were enrolled
in the study group. The diagnosis was made
based on the clinical findings in the patients,
and no invasive diagnostic procedures were
carried out. Those who came within 24 hours
were considered as early presentation while
those who came after 24 hours were considered
as delayed presentation. The false penile
fracture like tearing of penile superficial dorsal
vein, deep dorsal vein and dorsal artery are
excluded from the study. A standard surgical
approach, that is, a sub coronal degloving
incision in the penile skin, a careful examination
of the tunica, corpora, and the urethra to record
the extent of the injury followed by evacuation
of the hematoma, careful hemostasis, and repair
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of the tear using 3/0 vicryl suture with
interrupted, inverted knots. Three patient of
early group having urethral injury were repaired
with end to end anastomosis using 4/0 vicryl.
The patients were discharged from the hospital
on second day onwards depending on the wound
status with the advice and medication to
suppress erection for one week and abstain from
sexual activity for 6-8 weeks. After discharge
from hospital, they were followed up as following
schedule after one month, at three months, six
months after one year. During follow up history
was taken regarding erectile activity, pain,
sexual performance, urethral stricture,
presence of nodule/plaque and angulation of
the penis. RGU & MCU was done who had
urethral injury to exclude urethral stricture.
Erectile activity was assessed by using
international index of erectile function
(IIEF-5).

Result:

During the study period, 27 patients having a
fracture of the penis were managed at our
hospital. Among them 15 were early and 12 were
delayed group. In early cases, 13 presented with
unilateral corporeal injury while had 2 patients’
bilateral corporeal injury. In delayed cases, 11
had unilateral corporeal injury while 1 patient
had bilateral corporeal injury. Mean age of the
patients was 35(Range 15 to 60 years). The
commonest presenting complaints were penile
swelling 24 out of 27 (88.88%), pain 22 out of
27(81.48%), cracking sound 26 out of 27
(96.30%), and detumescence during sexual
intercourse or an erection 17 out of 27(62.96%),
urethra bleeding 3 out 27(11.1%). Commonest
causes of penile fracture were vigorous
intercourse where female on top seventeen
(62.9%), bending during erection five (18.5%),
masturbation three (11.1%) and roll over in bed
two (7.4%). Out of 15 patients in early group, 3
(20%) patients presented with urethral injury.
The commonest complications in delayed repair
were plaque formation 3 out of 12 (25%), penile
curvature 2 (16.66%), erectile dysfunction
1(8.33%) and skin necrosis 2 (16.66%). whereas
early repair only one patient developed skin
necrosis which was managed conservatively.
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Table I
Age distribution
Age groups(years) No. of patients %
15-30 16 59.26
31-45 9 33.33
46-60 2 7.41
Table II
Presenting complaints
Presenting complaints Number %
of patients

Penile swelling 24 88.8
Pain 22 81.48
Creaking sound 26 96.30
Detumescence 17 62.96
Bleeding Per urethral 03 11.10
Presenting complaints

Penile swelling 24 88.8

Pain 22 81.48

Creaking sound 26 96.30

Detumescence 17 62.96

Bleeding per urethral 03 11.10

Table-III

Causes of fracture

Causes of fracture Number of %

patients
Vigorous intercourse when 17 62.9
female on top
bending during erection S 18.5
Masturbation 3 11.1
Roll over in bed 2 7.4
Table IV

Complications of early repaired group and
delayed repaired group

Complications Early Delayed

group (n=15) group (n=12)

Skin necrosis 1 (6.6%) 2(16.66%)
Plaque formation 0 3(25%)

Penile curvature 0 2(16.66%)
Erectile dysfunction 0 1(8.33%)

(Erectile dysfunction was scored according to
international index of erectile function (IIEF-5)

Mamun AMA et al

Fig.-1: The classical presentation of penis
fracture. The hematoma and the bending of penis
seen in penile fracture.

Fig.-2: Preoperative finding with urethral injury

Discussion

Though penile fracture is uncommon but has
devastating physical and psychological
consequences. The prompt diagnosis and skilled
surgical correction of the condition gives
excellent results®. in our study, we diagnosed
all cases on history and physical examination,
which is comparable to previous study. While
historically surgeons favored conservative
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management, the presented evidence make
worldwide practice to show that early surgical
repair achieves significantly better outcomes
compared to conservative management or
delayed surgery. Yapanoglu T et al. showed
complication rates of 40.7% for conservatively
treated patients and 8.2% for patients who were
treated surgically??.Main complications of
conservative treatment and delayed surgery are
plaque/nodule formation, penile curvature,
erectile dysfunction and skin necrosis. Kalash
and Young Jr. reported complications rate of
conservative treatment before and after 1971
werel0 percent and 53 percent, respectively,
including deformity of the penis, pulsatile
diverticulum, decrease in rigidity, and failure
of conservative treatment?® Because of the
excellent results, shorter hospitalization, less
morbidity, and early return to full sexual
activity, the authors recommended early
surgical treatment. Their review also revealed
that the incidence of associated urethral injury
before and after 1971 was 33 percent and 14
percent, respectively25.Urethral injury is to be
suspected if there is history or presence of blood
at the external urethral meatus, gross
hematuria, or inability to pass urine?®. In our
series urethral injury was 3 cases out of 27
(11.1%). Hinev in his review has recommended
immediate surgical treatment of all cases of
penile fracture; also emergency surgical repair
offers a chance for complete recovery, even in
the presence of urethral injury and is the best
method for providing a good functional
prognosis?’. It has been shown that urethral
injuries can be closed in a spatulated, water
tight fashion with subsequent urethral catheter
drainage for at least three weeks.

Long-term success of surgical treatment in
mainly influenced by timing of repair. Surgical
repair within eight hours of injury have
significantly better long-term result in
comparison to surgery after thirty six hours or
more hours after the injury?2

Trauma sustained during sexual intercourse is
reported as the main cause of penile injury in
United States of America; manipulating the
erect penis to achieve detumescence is reported
as a major cause in the Middle East3, whereas

213

Vol. 31, No. 2. October, 2022

rolling over an erect penis in bed and
masturbation are the commonest causes in
Japan®. In our study, vigorous sexual
intercourse (62.9%) was the commonest cause
followed by bending during erection (18.5%) and
rolling over an erect penis in bed (7.4%).
Karadeniz et al study revealed that the most
common presenting complaints were penile
detumescence during sexual activity and penile
swelling (100%), followed by crackling sound
(97.2%), pain (94.5%), and bleeding per urethra
(5.6%)21. In our study main presenting
complaints were creaking sound 26 out of 27
(96.30%), penile swelling 24 out of 27 (88.88%),
pain 22 out of 27(81.48%) and detumescence
during sexual intercourse or an erection 17 out
of 27(62.96%), urethra bleeding 3 out 27(11.1%)
which is comparable to above study.

Conclusion:

The early surgical intervention gives better
results than delayed repair in terms of
complications. Fracture of the penis is a surgical
emergency which can be best managed by
immediate surgical repair with excellent results
even in the presence of urethral injury. Early
diagnosis by history and clinical examination
and timely surgical intervention is essential for
better outcome with minimal long-term
complications.
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