
 

 

Case study  

DELAYED PRESENTATION OF ACCIDENTAL NON-SEX RELATED PENILE 

FRACTURE WITH URETHRAL INJURY: A CASE REPORT. 

 

Abstract 

Penile fracture is a rare and unusual pathology resulting from a tear of the tunica albuginea of an 

erect penis. It is typically associated with sexual intercourse, masturbation, and a fall on or 

rolling over an erect penis. A cracking or popping sound followed by acute pain, rapid 

detumescence, and swelling of the penile shaft are frequent presenting symptoms. Prompt 

surgical intervention with repair of the tunica albuginea tear is the treatment of choice with 

satisfactory cosmetic and functional results.   

We report the case of a 38-year-old man who presented to our urology outpatient clinic with a 

twenty-three-day history of penile trauma resulting from a forceful attempt to pull out his erect 

penis to urinate. Immediate penile exploration was performed following a diagnosis of penile 

fracture. He was found to have a tear of the tunica albuginea of the right corpora cavernosa with 

a urethral injury which was repaired successfully. This case of atypical aetiology and delayed 

presentation of penile fracture highlights the importance of maintaining a high index of suspicion 

in diagnosing this rare condition, even in the absence of a typical mechanism of injury, in order 

to ensure that such injury is not missed. 
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Introduction  

Penile fracture is a rare blunt trauma to the erect penis during sexual intercourse or masturbation 

resulting in the sudden rupture of the tunica albuginea of one or both corpora cavernosa. 1 When 

the erect penis bends unusually, the sudden rise in intracavernosal pressure exceeds the tensile 

strength of the tunica albuginea, and a transverse tear of the tunica albuginea results.1  

Penile fractures are classically recognized as a urological emergency requiring urgent 

management.2 The diagnosis is made through a thorough history and physical examination. 

Generally, patients often volunteer a history of an audible snap, immediate penile detumescence, 

and acute penile pain.3 In indeterminate cases, investigations such as penile ultrasonography, 

magnetic resonance imaging (MRI), and cavernosography have been useful in establishing the 

diagnosis and localizing the site of the tear.3,4  

 Prompt surgical exploration and repair of tunica albuginea tear is the current standard of care 

with a lower rate of complications compared to conservative management.3,5 Delayed repair of 

penile fracture may occur due to delayed presentation after initial injury, misdiagnosis, or in 

patients who initially select conservative management.4,6 

We report a case of penile fracture with an atypical aetiology, presenting to our facility after 

twenty-three days. He had penile exploration and repair of both tunica albuginea tear and 

urethral rupture with good outcomes. 

Case report 

A 38-year-old married man presented to our urology clinic on referral with complaints of penile 

swelling, absent erection, and intermittent bleeding per urethra following accidental penile 

injury. He had sustained penile injury twenty-three days before presentation when he attempted 



 

 

to hurriedly manipulate his erect penis out of his trousers to urinate. Immediately, he noticed a 

sudden sharp penile pain with rapid detumescence of the penis.  He was able to complete the 

micturition process though with much difficulty. About 4 hours later, he noticed penile swelling 

and penile deviation to the left side and urethral bleeding necessitating his presentation to a 

primary care physician. There he was admitted and given antibiotics for 10 days. The antibiotics 

were repeated for seven days when the bleeding per urethral persisted after the first course. He 

was referred to our facility due to persistence of symptoms. 

On physical examination, there was a right-sided ventrolateral mid penile shaft swelling with a 

left-sided deviation of the penis (Figure 1). There was a palpable defect at the fracture site. Both 

testes were normal with no swelling in the scrotum and pubis.  

 Figure 1: Swelling with left-sided deviation following the 

penile injury.  

Penile ultrasonography showed the presence of haematoma in the midshaft of the penis (3.5 x 2.8 

cm) with a transverse rupture of the tunica albuginea of the right cavernosal corpora (10 mm) 

and oedema of the subcutaneous tissue. He had penile exploration after giving informed consent. 

Under spinal anesthesia, a subcoronal circumscribing penile incision was made and the penis 

degloved. Massive hematoma which was limited by Buck fascia was seen (Figure 2).  



 

 

   Figure 2: Haematoma at the site of penile injury.  

A transverse tear in the lateral aspect of the tunica albuginea of the right corporal cylinder was 

noted following a thorough evacuation of the haematoma (Figure 3).  

  Figure 3: Defect after the evacuation of haematoma. 

A size 18 Foleys catheter was passed into the bladder revealing a concomitant transverse urethral 

tear of about 0.5cm (Figure 4). The tunica albuginea and the urethral tears were repaired with 3/0 

vicryl sutures  



 

 

   Figure 4: Urethral defect with an exposed urethral 

catheter. 

For leakage control, artificial erection was provided by saline injected into the right corpus 

cavernosum. The patient had an uneventful postoperative recovery. Urethral catheter was 

removed on postoperative day seven and the patient was discharged on oral antibiotic treatment. 

He was advised to abstain from sexual intercourse for at least 4 weeks.  

   Figure 5: Good aesthetic appearance six weeks after 

surgery.  

At six-week (Figure 5) and 6-month follow-up, the patient had no residual deformity, and no 

erectile dysfunction. He was also voiding freely.  



 

 

Discussion 

Penile fracture is a rare urological emergency resulting from the tear of the tunica albuginea of 

an erect penis. In erection, the tunica albuginea covering the corporal bodies is usually stretched 

out. This makes it easy to rupture when it is strained by any form of manipulation.1Although 

penile fracture is grossly underreported in sub-Saharan Africa due to the embarrassing nature of 

the pathology, its incidence has been on the increase.3  

Varied factors ranging from self-manipulation and vigorous sexual intercourse 3,4,7to rolling over 

an erect penis while asleep and assault-related injuries have been reported to be responsible for 

aetiology of penile fracture.3In this index case, the penile fracture occurred as a result of 

unintentional, non-masturbatory, non-sex related trauma. The patient inadvertently exerted 

excessive force while pulling out his erect penis to urinate. This unusual mechanism of penile 

fracture is extremely uncommon. The rarity of this mechanism of injury resulted in the 

misdiagnosis and delay in appropriate intervention or early referral by the first contact healthcare 

provider. A high index of suspicion, therefore, would facilitate prompt diagnosis and early 

treatment, maximizing the chance of a good long-term clinical outcome. 

Generally, the diagnosis of penile fracture is clinical. A typical history of a cracking or popping 

sound, acute penile pain, and immediate detumescence at the time of injury are often volunteered 

by the patients. Also, patients with penile fracture commonly develop progressive penile 

swelling and penile deviation often called ‘eggplant deformity.’ Symptoms of bleeding per 

urethra, haematuria, and acute retention of urine in patients with a penile fracture are suggestive 

of urethral injuries. The physical examination may show penile swelling, penile curvature, and a 

defect at the point of the tunica albuginea tear. The absence of typical symptoms and signs, as in 



 

 

this index case, can pose a real challenge. Therefore, a thorough history and physical 

examination are key in the diagnosis of penile fracture.  

An ultrasound scan may aid the history and examination findings, especially in patients with a 

suspected penile fracture with atypical history as in this case report. This may show haematoma 

and the defect in the tunica albuginea.8 Other imaging investigations like MRI and 

carvernosography may be useful in indeterminate cases. Retrograde urethrography and 

cystoscopy may be done in patients with suspected urethral injuries.3 However, these 

investigations are not readily available and may add to the delay in surgical intervention.  

Immediate surgical exploration is the recommended standard treatment of penile fracture.3,4 

However, delayed repair has also been associated with good outcomes.6 A subcoronal 

circumscribing incision has been advocated as it allows complete exposure of all corporal bodies 

along the entire shaft.9 Tunica albuginea tears should be repaired with absorbable sutures with 

buried knots. Urethral injuries, if present as in this reported case, should be repaired at the time. 

Surgical intervention, both immediate and delayed, is reported to be safe with the restoration of 

erectile function compared to controls and high patient and partner satisfaction levels.3,4,7 

Conclusion 

Penile fracture is a rare urological emergency. Though classical, the aetiology and modes of 

presentation of penile fracture could be atypical. The first contact physician must be aware of the 

less common mechanism of injury, the atypical modes of presentation, and exercise a high index 

of suspicion to avoid delay in diagnosis and inappropriate urological management which can 

increase complications of penile fracture. 
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