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Penile fracture at the Crus of the Penis: An uncommon site of fracture reported in literature 
 

 Saddaf Hina1, Chitranjan Shukla2 

 

ABSTRACT 
 

Penile fracture is an uncommon acute surgical emergency, most commonly sustained during sexual intercourse, self-manipulation and 
at times, may be accidental. This 39-year-old male, who presented to the emergency department with swelling and bruising of the 
scrotum and penis. Clinical examination shows a diffuse abdominal and perineal ecchymosis. Imaging confirmed a crural penile 
fracture. Operative fixation was performed appropriately and satisfactory erectile function was reported at the follow-up. To our 
knowledge, this is among the few documented cases of a penile fracture involving the crus of the penis and its management.  
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INTRODUCTION  
 
Penile fracture (PF) is defined as tunica albuginea disruption 
along with corporeal tear as a result of blunt trauma over erect 
penis1. Penile fracture is an uncommon urological emergency, 
and an under reported condition in literature2,3. Historically, 
the first documented case of PF was reported by an Arab 
physician Abu al-Qasim from Cordoba more than 1000 years 
ago. From modern medical literature, the Malis and Zur has 
reported the first case of PF in 19244. So far, more than 1600 
cases of penile fracture involving tunica albuginea has been 
reported in the medical literature to date1. literature search 
show that only few case reports on fracture crus of penis were 
reported5,6.  
Geographically, the PF incidence higher in Middle east and 
Northern Africa as compared to America and Europe7. The PF 
is considered a rare event in Western countries which occur 
usually during sexual intercourse but in the Middle East, this is 
more common due to the “Taghaadan” maneuver3,8.   
The most common site of Penile fracture (PF) is penile shaft and 
so fracture occurring at the level of the crus of the cavernosa is 

very rare event. Fracture typically occurs mechanically when the 
penis hits the perineum or pubic bone during sexual act or 
intercourse9. The patient history and typical clinical examination 
findings usually reveal the diagnosis. In majority of the cases the 
additional imaging methods are usually not required and are 
unnecessary except, when other causes of such injuries or 
unusual mechanism of such injuries occur in patients, especially 
who present with penile swelling, ecchymosis, and rapid 
detumescence after blunt penile trauma.  The US scan or 
imaging is necessary to identify any other associated pathology, 
presence of intra-corporeal fibrosis and assess the exact location 
of fracture9,10 . The Magnetic Resonance Imaging (MRI) is 
considered as having much better soft tissue imaging quality and 
is more helpful in doubt full cases or where diagnosis is not clear, 
because it give better assessment of tunical tears non-invasively 
before surgery9,11. An inappropriate or late surgical repair can 
cause serious complications such as penile curvature and 
erectile dysfunction2,3,12. In literature review, mostly the penile 
shaft fractures are reported but only few case reports on 
fracture crus of penis were reported5,6. So, to best of our 
knowledge, this is a rarely reported case of penile fracture 
involving crus without urethral involvement. This case report will 
highlight the significance of early diagnosis among those 
patients who has reported with an unusual clinical presentation 
and importance of early surgical intervention to achieve better 
outcome. 

CASE REPORT 
 

A 39-year-old male, presented to the emergency department 
with swelling and bruising in scrotum, penis and lower abdomen 
for 03 days which he noticed as a sudden onset of painful 
bruising and swelling. The patient denied any history of trauma 
and sexual intercourse. He was able to void well and admitted 
achieving early morning erection normally since the onset of the 
bruising. Physical examination revealed a swollen, ecchymotic, 
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and deviated uncircumcised penis without blood at the meatus 
along with significant butterfly pattern of bruising, which is 
usually typical of a perineal injury such as that associated with a 
urethral disruption from a pelvic trauma (Figure-1). Bruising was 
more marked in the perineum and extending to suprapubic 
region towards the inguinal region. 
 

 
Figure-1; Demonstrating the distribution of echymosis in this 
patient. The pattern is typical of the “butterfly pattern” 
associated with pelvic trauma and urethral disruption. 
 
Due to the very unusual distribution of the bruising and history, 
an MRI penis/pelvis was performed. This revealed a defect in 
tunica at the base of the right corpora cavernosa, with evidence 
of hematoma extending from here into the right hemiscrotum  
(Figure-2 and 3). 
 

 
Figure-2: Defect at the base of the right corpora cavernosa 
(arrowhead) and hematoma extending into right hemiscotum. 
 
 
 
 
 

Figure-3: Defect at the base of the right corpora cavernosa 
(arrowhead). 

 
Figure- 4: Intra-operative demonstration of the site of injury 
at the base of the right crus with the forceps showing the 
tunica disruption. 
 

Figure-5: Demonstrating the closure of the tunica disruption. 
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A decision was made to surgically repair this injury with an 
unknown/undisclosed mechanism. 
Intraoperatively, after urethral catheterization, a midline 
perineal incision was made down to bulbar urethra. After 
evacuation of a large size hematoma on right side, a significant 
defect was noticed on the right crus of penis just as it terminates 
at the crural separation (Figure 4 and 5). The urethra was 
mobilized and was found to be intact. The defect was repaired 
with 3-0 Poly-dioxanone suture in a continuous fashion. The 
midline incision was closed and the patient discharged the 
following day with the advice to avoid intercourse for six weeks. 
The patient shows satisfactory painless erections without any 
defect in penile curvature and had an International Index of 
Erectile Function (IIEF) score12 of 25 after 3-month follow-up 
visit. 

DISCUSSION 
 

Penile fracture (PF) is an emergency caused by blunt trauma to 
the erect penis that necessitates acute surgical intervention in 
order to mitigate the risks of intra-cavernosal fibrosis and its 
consequences of erectile dysfunction and curvature2,13.  
Anatomically, tunica albuginea overlying corpora cavernosa is 
2 mm thick in flaccid position and decreased in thickness up to 
0.25 mm to 0.5 mm during erection. This is among the 
toughest fascia found in body which can endure rupture 
pressures of up to 1500 mmHg. Due to reduced thickness of 
fascia during erection, this becomes vulnerable to sudden raise 
in intra-cavernosal pressure6,14.  
The commonest mechanism of PF includes erect penis acute 
bending while thrusting against the partner’s perineum in 
intercourse or during masturbation and rarely due to snapping 
and kneading of the erected penis to achieve detumesence5,6. 
Literature review shows that statically 46% PF occur during 
sexual intercourse, followed by forced flexion (21%), and 
masturbation (18%). Whereas rarely in 8 – 9.5% of cases the 
rolling over in the bed is the cause  of PF is also reported15,16. 
It has been reported that the PF are more likely to occur during 
stressful condition like extramarital affairs and sexual 
interaction at unusual location i.e., outside bed room, 
somewhere out door7.  
Anatomically, up to 60% of the PF occurred over proximal parts 
and right sided corpus cavernosum fracture is more common 
(59.5%) than left-side fracture (29%) and in 11.5% cases the 
fracture involve both sides13,17.   
The diagnosis of PF is primarily clinical. The patient often 
complaints of a “popping” sound during act or injury, followed 
by pain, rapid detumescence, penile bruising and swelling. The 
late presentation is mostly common due to fear of 
embarrassment, which results in delayed functional and 
cosmetic recovery18,19 . The PF mainly involves the rupture of 
tunica albuginea. This tear in the tunica albuginea enclosing 
the corpora cavernosa leads to the formation of hematoma 
and a classical deformity called 'aubergine' 
deformity. Concomitant urethral injury is rare, with reported 
frequencies in the 9% to 20% range7. Blood at the urethral 
meatus, urinary retention, or blood in urine are distinctive 
features of urethral injury7,13. 

In literature, majority of the cases of PF, reported involving the 
penile shaft. Only a few reports of penile fracture occurring 
over the crus of the corpora cavernosum has been reported so 
far in the literature. The mechanism of this injury remains 
unclear except direct trauma in one case5. In others the patient 
categorically denying any such mechanism of injury commonly 
responsible for PF5,6.  
In most instances, the history and physical exam are suggestive 
and are sufficient to diagnose the penile fracture. Imaging may 
only be required in selected cases, particularly among those 
patients who had atypical clinical presentation or presented 
with severe local swelling and pain which limits or prohibits a 
detailed clinical examination of the penis19. Almost all imaging 
modalities like Ultrasound scan, MRI scan, Cavernoso-graphy 
and retrograde urethrography were found helpful in diagnosis 
confirmation, assessment of the anatomical site of injury, 
evaluation of the extent of damage and in exclusion of urethral 
injury associate with PF7,20,21. Other than this, these 
investigations may be time consuming and not cost effective. 
Therefore, these investigations are not definitive in diagnosis 
and should not replace clinical assessment and leads to delay in 
surgical exploration. The MRI and Ultrasonography are usually 
used not only in the evaluation of the extent and site of penile 
trauma but also helpful in deciding which surgical approach is 
most appropriate in the patient20,21. 
In treatment of PF, the conservative management was usually 
considered in past as the standard for PF which comprises of 
cold compress application, antibiotics, anti-inflammatory 
drugs and anti-androgens5,19. But there was high incidence of 
complications (up to 50%), like infected hematoma, palpable 
nodule, abnormal penile curvature and erectile dysfunctions 
were reported among the patients. In addition to these 
complications, the prolonged recovery time and hospital stay 
has also reported22. The literature review has proved that the 
surgical repair is the treatment of choice in patients with penile 
fracture due to fewer complications reported on long term 
follow up. Muentener et al23 has observed that the 92% of their 
patients treated surgically shows good outcomes as compared 
to only 59% who were treated conservatively. Regarding 
timing of surgery, the El-Assmy et al24 has reported no 
considerable difference in recovery time after surgery based 
on early or delayed hospital reporting or treatment of the 
patients with PF. Whereas, in a meta-analysis of 58 studies on 
PF, which comprises of a total of 3,213 patients, it is has been 
observed that the early surgery is preferable with significantly 
less complication but there were no statistically significant 
differences in erectile dysfunction rates15.  Similarly, the Amer 
et al25, in their metanalysis has observed that overall fewer 
complications (p < 0.00001) in early surgery as compared to 
delayed surgery.   
The Principles of surgical treatment should be to optimize the 
surgical exposure, haematoma evacuation, Identification of 
injury site, correction of the defect  and repair of any urethral 
injury. The most common incision used during surgical 
approach is the subcoronal circumferential degloving 
incision.  Other techniques include direct longitudinal incision 
over tunical defect, ventral penoscrotal incision and midline 
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incision. A pen-oscrotal incision is usually an adequate 
approach in nearly two-thirds of penile fractures which are 
located proximally2,9. The perineal approach tailored to this 
patient’s injury obviates need for surgical degloving, 
circumcision and difficulties with access to the defect of the 
penis that would have been encountered if imaging had not 
been performed and if the traditional surgical approach would 
have been utilized10,17.  Recently, Shaeer et al26 has observed 
that intra-operative methylene blue injection in the corpora is 
helpful to reveal the site of tunical injury and thereby in 
minimizing the unnecessary tissue dissection and less 
operative time and in simplifying the repair. 
An International Index of Erectile Function (IIEF) score12 is used 
as follow up tool to access postoperative erectile function at 3 
months and urethrogram is needed only if there is associated 
urethral injury.  
Our case highlights the importance of clinical suspicion based on 
atypical history and clinical findings, the role of imaging to 
diagnose the defect and allowing planning for an unusual 
surgical approach necessary for early diagnosis and surgical 
repair. 

CONCLUSION 
 
Penile fracture is a common urological emergency. The ideal 
management remains largely surgical intervention. Pre-
operative imaging should not cause delay in the surgical repair. 
However, in atypical presentation imaging does help in diagnosis 
and surgical planning of optimal approach. In order to avoid 
serious complications immediate operative intervention is 
recommended. 
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