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(Abstract

nosa of the penis.

It is a rare condition constituting a urological emergency; it mainly affects young men. In a Maghreb country, taboos surround-
ing sexuality can lead to a delay in seeking medical advice, compromising optimal care.

We report a series of cases of 35 patients who presented with a fracture of the corpora cavernosa.

The aim of this work was to analyze the epidemiological, diagnostic and therapeutic aspects of fractures of the corpora caver-
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Introduction

This is a pathology rare, often observed in young adults, caused
by forced manipulation of the erect penis, is accompanied by
an audible cracking sound quickly followed by detumescence
of penis. A few minutes later, a hematoma, often large, will
gradually develop, giving the penis an eggplant-like appear-
ance [1,2].

Due to the patient's discomfort, the exact circumstances sur-
rounding a rupture of the corpora cavernosa are sometimes
difficult to ascertain. In Western countries, the most frequent
cause (30 to 50% of cases) is vigorous vaginal or anal inter-
course. The erect penis then strikes the partner's pubic symphy-
sis as it slips out of the vagina ("coital mishap"). In the Middle
East, manipulations of the penis to stop morning erections and
masturbation are the most common causes [2,3].

Objective: The aim of this work was to analyze the epidemio-
logical, diagnostic and therapeutic aspects of fractures of the
corpora cavernosa of the penis.

Materials and Methods

This was a single-center, descriptive retrospective study with
an analytical focus on patients treated for cavernous body frac-
tures in the urology department at Ibn Rochd University Hos-
pital in Casablanca over a 5-year period, from March 2021 to
March 2026.

1. Inclusion criteria:
. All patients admitted with a clinical and/or intraop-

erative diagnosis of fracture of the corpus cavernosum.

. Patients aged > 18 years.
. Usable medical records (complete or sufficiently doc-
umented).

2. Exclusion criteria:

. Penile trauma without rupture of the corpus caverno-
sum.

. Suspicion not confirmed surgically.

. Incomplete or unusable medical records.

3. Data collection method:
The data was collected from:

. Hospitalization records.
. Medical records.

. Operative reports.

. Imaging reports.

. Follow-up consultations.

A standardized data collection form was used to collect the fol-
lowing data:
3.1 Epidemiological data:

. Age

. Marital status

. Medical and surgical history

3.2 Clinical data:

. Consultation period

. Circumstances of the trauma (sexual intercourse, de-
liberate manipulation, direct trauma)

. Symptoms: audible cracking sound, pain, sudden de-
tumescence
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. Clinical examination: hematoma, penile deformity
(“aubergine”), deviation, urethrorrhagia
3.3 Paraclinical data:

. Penile ultrasound (if performed)
. MRI (if performed)
. Retrograde urethrography in case of suspected ure-

thral lesion (if performed).
3.4 Therapeutic data:

. Time between admission and intervention

. Surgical approach

. Location and size of the rupture

. Associated involvement (urethra)

. Repair technique used

. Length of hospital stay

3.5 Evolving data:

. Early complications (infection, hematoma, fistula)

. Late complications (erectile dysfunction, penile cur-
vature, fibrous plaques)

. Functional outcome (quality of erections, resumption
of intercourse)

4. Statistical analysis:

. The statistical analysis was performed using the soft-
wareSPSS and Excel.

. The variables were expressed as counts and percent-
ages.

. Summary tables or graphs were created to visualize

the results.

5. Ethical considerations:

. The study adhered to current ethical principles, in-
cluding the confidentiality of collected data and the anonymity
of participants, and all patients contacted by telephone were
informed of the objective of the study and gave their verbal
consent to participate.

6. Methodological limitations of the study:

This study has several limitations; its retrospective nature, uni-
centricity, and small sample size limit the representativeness
of the results.

Results

. 35 patients consulted for a fracture of the corpora
cavernosa at the urological emergency department during this
period, in which two patients refused surgical intervention.

. The average age of the patients was 30 years, with an
age range of 20 to 38 years.
. Two of our patients were hypertensive under amlo-

dipine (06%), one patient had already undergone an appendec-
tomy (3%), the rest of the patients had no particular pathologi-
cal history.
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Figure 1: The age of the patients in our case series.

. 25 patients 1n our case series were single (71%).

. The most frequent reason for consultation was forced
maneuvering on the erect penis in 23 patients (66%), coital
faux pas in 12 patients (34%).
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Figure 2: The mechanism of fracture of the corpora caver-

nosa.
. The majority of patients had consulted within a period
of less than 24 hours (86%).
. An audible cracking sound, followed by detumes-

cence, then hematoma, penile deformity (aubergine) and de-
viation to the contralateral side of the fracture was present in
34 patients (97%).

. The fracture was on the right side in 57% of cases.
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Figure 3: Eggplant-shaped penile deformity and deviation to
the contralateral side of the fracture.

. In a patient, following diagnostic uncertainty, a penile

MRI was performed, revealing a fracture at the root of the pe-

nis.

. A case of urethrorrhagia was found with rupture of the
urethra.
. The treatment was surgical in 33 patients (94%), two

patients had refused to be operated on.

Figure 4: Fracture at the level of the lateral part of the right
corpus cavernosum and suture of this fracture with inter-
rupted reverse stitches.

. Coronal incision was predominant (94%) compared
to elective incision (6%).

. Inverted separated stitches were the most used sutur-
ing technique (97%).

. The urethra was repaired with simple stitches.

. The post-operative course was simple with no impact

on sexuality, in particular no deviation of the penis or erectile
dysfunction.
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Figure 5: Surgical approach.

Discussion

Rupture of the corpora cavernosa is observed almost exclu-
sively in an erect penis and is caused by a forced curvature of
the penis's axis resulting in intracavernous overpressure [4].

The microarchitecture of the penis is made up of transverse
collagen fibers and longitudinally aligned elastic fibers. The
collagen fibers prevent excessive expansion of the penis dur-
ing erection and allow for a return to its original shape. Rest-
ing position during detumescence. The tunica albuginea the
corpora cavernosa measure 2 mm in thickness when the penis
is at rest, but thins to 0.25 mm during of the erection where
it becomes more vulnerable to sudden mechanical stresses.
The tunica albuginea ruptures above of 1500 mmHg pressure.
Urethral rupture is the main associated injury to look for. It is
commonly observed in cases of bilateral fracture of the corpora
cavernosa and/or provoked fracture. Through intercourse due
to the greater violence of the trauma [5,6].

Rupture of the tunica albuginea of the corpora cavernosa of
the penis must be surgically repaired as soon as the diagnosis
is made. Antibiotic prophylaxis with second-generation cepha-
losporins is most often administered at the time of induction,
but this varies among surgical teams. Placement of a urinary
catheter facilitates identification of the urethra during the pro-
cedure [7].

For the first route This is the purpose of preoperative radiologi-
cal examinations (ultrasound, MRI or cavernography), which
aim to locate the fracture of the corpora cavernosa of the penis
as precisely as possible, thus allowing an elective approach to
the lesion. Several approaches are possible. Coronal incision
at the level of the balanopreputial sulcus with degloving The
complete penis has the advantage of allowing a wide access to
the corpora cavernosa and the corpus spongiosum but exposes
you to complications such as infection, edema and skin necro-
sis, the frequency of which varies from 14 to 25% [8]. For Al-
bany, a proponent of the elective approach, the coronal incision
is unnecessary and traumatic because in the vast majority of
cases the tear in the tunica albuginea is located at the proximal
part of the penis. Furthermore, according to the same author,
this incision risks damaging subcutaneous nerve branches,
which could subsequently lead to sensory disturbances in the
penis. It is important to inform the patient before the procedure
that, in the case of a coronal incision, a circumcision will often
be performed [8].

According to Fergagny, if there is an associated urethral rup-
ture, the foreskin should be preserved as it can be used later for
a possible urethroplasty. A lateral and longitudinal incision op-
posite one of the corpora cavernosa allows for selective access
to the fracture site without risk of skin damage. For us, this is

the standard incision, to be performed whenever possible, par-
ticularly when imaging studies have clearly identified the loca-
tion of the fracture. The penis is then degloved. This approach
is also possible. Finally, the high penoscrotal incision, which is
more aesthetically pleasing, can be used for proximal fractures.
It has several advantages: it avoids undressing, which is dan-
gerous and too extensive for a lesion that is most often at the
base, it allows you to approach the lateral faces, even the dorsal
surface of the corpora cavernosa [9].

Late sequelae include curvature during erection resulting from
plaques secondary to the injury to the corpus cavernosum,
erectile dysfunction following fibrosis of the erectile tissue and
nerve and/or vascular damage; and finally, difficulty urinating
due to urethral stricture, which may result from a urethral in-
jury. Furthermore, the psychological impact of the trauma and
its impact on sexual desire and erectile function have been
very little studied. Erectile dysfunction may be of psychologi-
cal origin and not only organic. Indeed, it has been reported
that a penile fracture could affect self-esteem and a patient's
self-image, leading to anxiety or depression during short-term
follow-up [10,11].

This psychological impact can have repercussions for the part-
ner. Memories trauma and the fear of experiencing another
one can be encounters can lead to performance anxiety and
decreased desire, even resulting in avoidance sexual.Few stud-
ies in the literature have focused on investigating predictive
factors for the occurrence of erectile dysfunction after Penile
fracture surgery. Age has been implicated as a risk factor for
the development of erectile dysfunction after this surgery;
however, the results are controversial. According to Bozzini et
al., this criterion did not have a significant impact on the devel-
opment of postoperative erectile dysfunction after multivariate
analysis [12,13].

It has been demonstrated in some studies that the time elapsed
between trauma and surgery for a fracture of the corpora cav-
ernosa significantly affects postoperative anatomical and func-
tional outcomes in the medium and long term; in particular,
the occurrence of erectile dysfunction, painful erections, and
penile curvature. Through a large study, Bozzini et al. Studies
have shown that a repair delay exceeding 8.23 hours is a pre-
dictive factor for the occurrence of erectile dysfunction. Simi-
larly, Naouar et al. showed that patients operated on beyond
the first 24 hours had a higher risk of complications such as
penile curvature and painful penetration (p =0.001 and 0.0001,
respectively). Other studies have not demonstrated an impact
of the time elapsed since surgery on the occurrence of erectile
dysfunction [14-18].

Conclusion

The management of ruptures of the corpora cavernosa of the
penis has evolved considerably over the last 20 years, primar-
ily thanks to advances in imaging techniques. Indeed, magnetic
resonance imaging (MRI) has played a key role.

Nuclear medicine, and to a lesser extent ultrasound (though
more difficult to interpret in cases of large hematomas or pain),
allows for precise localization of the fracture site. Any asso-
ciated urethral rupture can also be identified. This improved
identification of the type and location of the lesions prior to
surgery allows the patient to benefit from a less invasive and
preferential approach for suturing the tunica albuginea of the
urethra cavernous.
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