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Complete Urethral Rupture Related with Penile Fracture Occurring
during Sexual Intercourse: A Case Report and Review of the
Literature

Cinsel iliski Nedeniyle Olusmus Penil Fraktir ile fliskili Tam Uretral Ripttir: Olgu Sunumu ve
Literattr Taramas!
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Complete disruption of the urethra due to penile fracture is a very rare occurrence. Herein, we report a case of a 39-year-old man who presented
with penile fracture and complete disruption of the urethra as a result of sexual intercourse and present a review of the literature on penile fracture.
Surgical exploration at presentation was performed and primary repair was done. In follow-up, the patient reported moderate erectile dysfunction
which over time responded to phosphodiesterase-5 inhibitor drugs. Early surgical repair and evaluation for concomitant urethral injury in case of
penile fracture is highlighted in this report.
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0 Z
Penil fraktiir nedeniyle tretranin tam kopmasi nadiren goriliir. Burada, cinsel iliski sonucu tiretra tam kopma ile beraber penil fraktiir ile bagvuran
39 yasindaki bir erkek olguyu literatiir esliginde sunuyoruz. Ilk basvuruda hastaya cerrahi eksplorasyon yapildi ve primer onarim uygulandi. Takipte,
hasta fosfodiesteraz-5 inhibitor ilaclarina cevap veren modarete erektil disfonksiyon bildirdi. Bu olguda, penil fraktiir durumunda eslik eden Uretral

hasarin degerlendirilmesi ve erken cerrahi onarim vurgulanmistir.
Anahtar Kelimeler: Penil fraktiir, Tam Uretra yirtilmasi, Erektil disfonksiyon

Introduction Case Report

A 39-year-old Turkish man presented to the emergency
department 3 hour after blunt trauma to the penis as a result
of sexual intercourse. The patient reported a cracking sound
and severe penile pain followed by immediate detumescence
after striking his erect penis against his partner's perineum.
He could not void at presentation though he did not describe
blood at the urethral meatus. Physical examination revealed
swelling and subcutaneous hematoma throughout the penis

Penile fracture is characterized by tear in the tunica albuginea
of any degree resulting from the abrupt bending of the erect
penis (1). It may be accompanied by urethral trauma, which can
be partial or complete, in up to 38% of cases (1). Penile fracture
can cause some physiological and psychological consequences
when therapeutic management is inadequate. On the other
hand, with right diagnosis and sufficient surgical management

outcomes remain excellent and complications are minimal.
Our objective was to present a patient with penile fracture
associated with complete urethral rupture due to sexual trauma
in light of the literature.

and the scrotum. He also had a dorsal-right deviation of
the penis. The typical “rolling sign" was present in the right
side of the penile shaft. There were painless scrotal swelling
and palpable testicles on scrotal examination. Abdominal
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examinations showed swelling of the lower abdomen due
to inability to void. Urethral catheterization could not be
made despite gently insertion. Hematoma in the ventral
penile shaft with a rupture of the tunica albuginea of the
left cavernosal body and subcutaneous edema was revealed
by penile ultrasound. Finding of blood at the urethral meatus
suggested a urethral injury which was also demonstrated by
urethrography (Figure 1). We informed the patient about the
potential complications and took his written consent then
he underwent immediate emergency surgery. Under spinal
anesthesia, when degloving of the penile skin and evacuation
of hematoma was done, partial disruption of both cavernosal
bodies and complete urethral disruption were identified (Figure
2). Cavernosal defects were repaired by 3-0 polydioxanone
(PDS) suture and a tension-free end-to-end anastomosis of
the urethra was performed with 5-0 PDS sutures over an 18
Ch urethral catheter (Figure 2). As prophylaxis, ceftriaxone
1 g was given until discharge. On the second day following
surgical intervention, the patient was discharged with urethral
catheter. Foley catheter was not withdrawn for 1 week. Four
months later, the patient reported normal voiding function
and moderate erectile dysfunction; on physical examination,
a little scar tissue was palpable on the dorsal side of the
penis shaft. Six months later, the patient was evaluated with
uroflowmetry and validated questionnaires. The maximum
flow rate was 22 ml/s and international prostate symptoms
score was 3, quality of life score was 0, and international index
of erectile function-5 score was 10. A phosphodiesterase-5
(PDE-5) inhibitor was started on demand. In the 8" month of
follow-up, penile magnetic resonance imaging was performed
showing a normal penile integrity and a thickening of skin-
subcutaneous tissue in the ventral and dorsal sections (Figure
3). It was observed that erectile dysfunction was responsive to
PDE-5 inhibitors.

Figure 2. (a) Complete urethral disruption (b) Partial bilateral cavernosal
body injury (c) Repaired cavernosal bodies and tensionfree end-to-end
Figure 1. Urethral injury demonstrated by urethrography anastomosis of the urethra
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Figure 3. Magnetic resonance imaging of the penis eight months later

Discussion

Penile fracture is an uncommon situation because of well-
preserved location of the penis and high degree of genital
mobility (2). However, during erection, the penis gets rigid
and the tunica albuginea gets thinner, predisposing to penile
fracture (2). Generally, the laceration is unilateral though
bilateral rupture accounts for 2% to 10% of cases (3). Penile
fracture with urethral injury is a rare situation. Urethral injury
should be considered in patients with bilateral corporeal rupture
(4). Among the causes of penile fracture, sexual intercourse is at
the forefront. Due to this condition which is a cause of high-
energy trauma, urethral injury is relatively more common which
is generally partial in nature (5). A complete disruption of the
urethra is a much less common condition (5). In a series of 312
cases published by Lynch et al. (8), there was also urethral injury
in 10 patients. This is the 24" case of penile fracture with total
urethral disruption described in the English literature. There are
many studies comparing surgical approach with conservative
approach. Shorter duration of hospital stays and improved
physiological and functional outcomes, including reduced
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erectile dysfunction, are associated with immediate operative
intervention (6).

In their study including 155 patients with penile fracture,
Ibrahiem et al. (9), reported that normal erectile function
was observed in 77% of patients who were treated surgically.
Venoocclusive  dysfunction, arterial insufficiency, and
continuous venous leakage are shown to be the causes of
erectile dysfunction after penile fracture (7). Thus, some
patients perform sexual acts with extreme fear of recurrence
of trauma which may interrupt spontaneity and normality
of the act (7). In our case, despite immediate surgical
intervention, the patient had moderate erectile dysfunction
which responded to PDE-5 inhibitors by time. However,
since response to medication was obtained in our patient
and there was no need for additional intervention, we did
not need further investigation with penile color Doppler
ultrasonography.

In about half of the partial anterior urethral disruptions,
urethral luminal recanalization will occur (8). Optic urethrotomy
or urethral dilatation can treat short strictures. Anastomotic
urethroplasty is required in complicated strictures shorter than
1 cmin length. However, strictures longer than 1 ¢cm in diameter
should be repaired by flap urethroplasty in order to prevent
chordee formation. Urethroplasty should be performed at 3*
to 6" months in almost all complete disruptions of the anterior
urethra in which urethral injury associated with penile fracture
is an exception.

A subcoronal or circumferential incision is the best described
surgical approach, thus the surgeon can explore all the
corporeal bodies and repair if injured (9). Therefore, in our case,
we did circumferential incision and repaired all the corporeal
defects at the same time. In cases of complete urethral injury,
urethral catheter was maintained until 2-3 weeks after the
surgical operation (10,5). In our case, the urethral catheter was
withdrawn on the 7™ postoperative day and no voiding problem
developed. Nevertheless, further case studies are needed
for more information. In conclusion, this case supports the
available data that early surgical intervention reduces the risk
of complications.
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