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A B S T R A C T   

Partial thrombosis of the corpus cavernosum is an extremely rare and likely underdiagnosed urologic condition. 
We discuss a case of a 25-year-old male who presented with severe perineal pain and was diagnosed with 
idiopathic proximal partial thrombosis of the corpus cavernosum via ultrasound and MRI. The patient experi-
enced symptom resolution with evidence of disease regression on follow up MRI after treatment with direct oral 
anticoagulation. Further studies are needed to fully delineate the pathophysiology of this condition to facilitate 
development of standardized diagnostic and treatment algorithms.   

1. Introduction 

Partial thrombosis of the corpus cavernosum is a rare underreported 
condition; as of 2015, only 56 cases have been reported since 1976.1,2 

Mean age at presentation is 31 years (range 18–59 years). The proximal 
third of the corpus cavernosum drains into the cavernous and internal 
pudendal veins. Due to presence of the fibrous septum, these veins are 
unable to drain past this mechanical barrier into the dorsal veins during 
perineal compression and the resulting venous stasis predisposes to 
thrombus formation exclusively in the proximal segment.2 

Hallmark symptoms include perineal pain (72%), painful erections 
(72%), and perineal swelling (56%).2 Most cases are unilateral (75%). 
Risk factors correspond to Virchow’s triad; (1) damage to vessel walls 
can result from mechanical trauma such as intensive sexual activity; (2) 
venous stasis can result from prolonged immobility such as extended air 

travel time; and (3) hypercoagulability can result from malignancy or 
underlying hematologic conditions.3 

Diagnostic imaging findings include absence of vascular flow on 
Doppler ultrasound and T2 hypointense signal on MRI in the throm-
bosed segment.3,4 Differential diagnoses include: (1) hematoma, which 
is associated with trauma or anticoagulation, (2) penile fracture, which 
is associated with a typical “eggplant deformity” in the setting of sexual 
activity and a hypoechoic tear in the tunica albuginea on Doppler ul-
trasound, (3) abscess, which is associated with penile cellulitis and fluid 
collection on ultrasound, and (4) Peyronie’s disease, which is associated 
with pain in the acute phase, palpable plaques, and penile angulation. 

The current mainstay treatment is conservative, with regimens 
consisting of analgesics and anticoagulation.2,3 Surgery is reserved for 
patients with refractory or recurrent symptoms. Surgical intervention 
was first described in 1976 via takedown of the aforementioned fibrous 
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septum that mechanically separates the proximal and distal corpus 
cavernosum.1 Other described surgical approaches include corpo-
rotomy, cavernosum-spongiosum shunt, and intracavernosal injection of 
phenylephrine.5 

2. Case presentation 

We discuss a 25-year-old Caucasian male diagnosed with idiopathic 
segmental proximal corpus cavernosal thrombosis. His past medical 
history is notable for Tetralogy of Fallot status post repair in 1997, 
pulmonary valve replacement in 2012, strabismus, scoliosis, and hy-
pertension. The patient does not have a history of prior venous throm-
boembolic events or chronic anticoagulation use. 

He initially presented to an outside hospital emergency department 
with 4 days of left perineal and testicular pain and swelling without 
associated trauma. Physical examination and laboratory studies were 
unremarkable. Neither a scrotal ultrasound nor a CT abdomen and pelvis 
demonstrated any acute findings to explain his symptomatology. 

He presented 3 days later with progressive penile pain and perineal 
pain. Physical examination was notable for an exquisitely tender phallus 
with increasing severity proximally and towards the left side. The left 
perineal region was tender with radiation to the left testicle. No other 
palpable deformities were noted. Laboratory studies did not demon-
strate leukocytosis, anemia, acute kidney injury, coagulopathy urinary 
infection, or microscopic hematuria. 

A CT abdomen and pelvis demonstrated asymmetric enlargement of 
the left corpora cavernosa; no discrete penile mass or fluid collection 
was noted. Hematology was consulted and recommended penile 
Doppler ultrasound. This demonstrated a hypoechoic area in the prox-
imal left corpus cavernosum with absent flow consistent with throm-
bosis (Fig. 1a). Arterial flow was preserved distally in the left corpus 
cavernosum (Fig. 1b). An MRI pelvis was also obtained which demon-
strated a hypointense T2 signal along an 11.5cm segment of the 

proximal to midportion of the left corpora cavernosum with restricted 
diffusion and without internal enhancement, concerning for infarction. 
(Fig. 2a). 

Immediate surgical exploration was deferred given the lack of 
trauma in the patient’s clinical history or disruption of tunica albuginea 
on imaging. Consequently, Hematology recommended an anti-
coagulation regimen of oral apixaban 10mg twice daily for 7 days fol-
lowed by 5mg twice daily for 3 months. He was referred to the 
Hemophilia Center and underlying thrombophilia workup was negative 
for AT3 deficiency, Factor V Leiden mutation, and prothrombin gene 
mutation. 

Follow up MRI pelvis at 4 months demonstrated a 2.1cm area of T2 
hypointensity in the left corpus cavernosum decreased from prior, 
consistent with fibrosis versus residual thrombosis (Fig. 2b). He was 
recommended for continuation of anticoagulation for 3 months with 
repeat MRI. Subsequent follow up MRI pelvis at 8 months redemons-
trated this 2.1cm area of T2 hypointensity, however with loss of pe-
ripheral enhancement consistent with scar formation (Fig. 2c). His 
anticoagulation was discontinued by Hematology after this imaging 
study was reviewed. 

3. Discussion 

Herein we present a case of a 25-year-old man who presented with 
idiopathic penile venous thrombosis. He presented with progressively 
worsening unilateral penile and perineal pain and swelling. The patient 
was evaluated with CT and MRI; diagnosis was confirmed with ultra-
sound with Doppler. The imaging modality utilized for follow up studies 
to assess for resolution of his condition was MRI. The patient was 
evaluated by Hematology and successfully treated with a direct oral 
anticoagulant; resolution was seen on repeat imaging after a regimen of 
apixaban for 8 months. Whereas case reports have identified patients 
with the aforementioned risk factors, our patient developed his 

Fig. 1. (a) Hypoechoic area corresponding to the abnormality seen in the left corpus cavernosum with no internal vascularity and absent flow on the spectral Doppler 
images. (b) Arterial flow is demonstrated in the distal portion of the left corpus cavernosum. 

Fig. 2. (a) Initial MRI at presentation with 11.5cm segment from the base to the midportion of left corpora cavernosum with restricted diffusion. b) Repeat MRI at 4- 
month interval with 2.1cm area of T2 hypointensity in the left corpus cavernosum at the midportion of the penis decreased from prior. c) Repeat MRI at 8-month 
interval with stable 2.1cm area of T2 hypointensity with loss of peripheral enhancement consistent with scar formation. 
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condition in an idiopathic manner. 
Treatment is generally conservative and focuses on supportive 

measures, though no standardized treatment algorithms exist. Anti-
coagulation regimens that have been utilized include aspirin, low mo-
lecular weight heparin, and direct oral anticoagulation. The duration of 
systemic anticoagulation rarely exceeds 6 months, however; long-term 
outcomes remain unknown. Our patient was treated with apixaban for 
a total of 8 months. His MRI did not demonstrate disruption of the tunica 
albuginea, thus immediate surgical exploration was not warranted. 

4. Conclusion 

Partial thrombosis of the corpus cavernosum is a rare urologic con-
dition most frequently occurring in young men. Cardinal symptoms 
include perineal pain and swelling. Diagnostic imaging findings include 
absence of vascular flow on Doppler ultrasound, and T2 hypointense 
signal on MRI in the thrombosed portion of the corpus cavernosum. 
Management is conservative with administration of analgesics and 

anticoagulation, with surgical interventions reserved for recurrent or 
refractory cases. The current literature is largely comprised of case re-
ports and further studies are needed to fully delineate the pathophysi-
ology of this condition to facilitate development of standardized 
treatment algorithms. 
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