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Abstract Background: Penile amputation is a rare injury that almost always occurs in the adult population. While most

cases are self-inflicted in nature, we have previously reported on an epidemic of penile amputation perpetrated by

the wives of philandering men in Thailand. The authors present the experience of microsurgical penile replantation

in our hospital.

Method: A single-institution retrospective review identified nine patients who had presented after penile

amputation from January 2001 to January 2008. The medical charts were reviewed for demographic data, intraoperative

findings, and procedures performed. Postoperative outcomes were evaluated by physical examination as well as

patients’ reports on voiding, erectile function, and sexual intercourse.

Result: We performed microsurgical penile replantation in eight patients. The central arteries of penis were

anastomosed in four patients. The follow-up period ranged from 17-64 months. Erectile function had returned in all

of the patients. The 2-point discrimination had returned to nearly normal values in all of the patients.

Conclusion: Penile amputation is extremely rare nowadays. This study shows the procedure and outcome of

the microvascular penile replantation. Currently we consider that microsurgical replantation is the procedure of

choice for penile replantation with good functional and esthetic outcome.
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INTRODUCTION
Penile amputation is a rare injury that almost
always occurs in the adult population'?. While most
cases are self-inflicted in nature, we have previously
reported on an epidemic of penile amputation
perpetrated by the wives of philandering men in
Thailand®*.

In 1929, Ehrich first reported successful penile
re-attachmentbyapproximating the lacerated corporal
bodies and the overlying tunica’. Even though
occasionally successful, this technique was usually
associated with loss of the overlying skin, glans,
sensation, erection, and voiding function. It seems
that the reattached portions of the penile shaft was
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able to survive in a “nonflap” fashion in that plasmatic
imbibition,vascularinosculation and capillaryin growth
are all accelerated. The reattached part behaved
“more like a graft than flap physiology™.

In 1977, Cohen and Tamai separately reported
the first two cases of successful replantation of an
amputated penis using microsurgical techniques’. The
outcome was highly satisfactory. While skin necrosis
was also observed, the extent of de-vascularized tissue
was farless than those non-microsurgical replantations
of the past™. Due to the rarity of penile amputations,
however, the limited number of reports does not
adequately provide management options. Evaluation
of the relative effectiveness, safety, and functional
outcomes is crucial for surgeons performing replan-
tation of amputated penis. In this paper, the authors
present the experience of microsurgical penile
replantation at their hospital.

MATERIAL AND METHODS

Asingle-institution retrospective review identified
nine patients who had presented after penile
amputation from January 2001 to January 2008. One
patient was excluded from analysis because the
amputated portion had not been preserved. The
medical charts of the remaining eight patients were
reviewed for demographic data, intraoperative findings,
and procedures performed. Postoperative outcomes
were evaluated by physical examination as well as
patients’ reports on voiding, erectile function, and
sexual intercourse.

Surgical Technique

The amputated portion of penis was carefully
cleaned with cold normal saline and kept in a sealed
plastic bag and immersed in an iced container.
Depending on the need for proximal diversion, a
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suprapubic cystostomy was created before the
replantation. After limited debridement, the urethra
was anastomosed over a Foley Catheter (#16), and the
ventral portion of tunica albuginea was reapproxi-
mated. Central arteries were identified and reanasto-
mosed if possible. After repairing dorsal half of corpora
carvernosa, the dorsal neurovascular structures were
repaired in the order of deep dorsal arteries, deep
dorsal veins, and superficial dorsal veins.

Then dorsal nerve ends were coapted by the
epineurium. The Dartos fascia and skin were loosely
approximated to complete the reattachment. Patients
were admitted to inpatient wards and observed under
the routine microsurgical patient protocol. Foley
catheters were removed after 2 weeks (2-4 weeks).
Cystostomy tubes were removed upon confirmation of
urethral patency.

RESULTS

The 8 patients had a mean age of 35.2 years
(range 26-54) (Tablel). None of the patients had any
underlying medical history such as diabetes mellitus or
hypertension. Seven patientswere smokers. The injury
mechanism was sharp laceration in all patients. Seven
amputations were complete; two amputations were
partial. Three cases (37.5%) were self-mutilation, while
five cases (63.5%) were spousal assault. Ischemic times
range from 4.5 to 17 hours. Central arteries were
anastomosed in four patients. Urethrogram was
performed in one patient to confirm urethral patency
before the diversion cystostomywas closed. Two patients
developed urethrocutaneous fistula, both of which
were closed with simple surgical repair. Five patients
had minor wound complication. One patient had
partial penile skin necrosis, which was surgically
debrided and covered with split-thickness skin graft.

Erectile function had returned in all of the

Table 1 Demographic and Preoperative Status of the patients

Patients 1 2 3 4 5 6 7 8
Age (yrs) 31 26 32 54 26 28 32 53
IschemicTime (hr) 4.5 7 7 9 5 10 7.5 17
PreoperativeStatus - - Anemia - - - Anemia -
Central artery repair Yes No Yes No No No Yes Yes
Suprapubic Cystostomy No No No Yes Yes No No No
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Table 2 Outcome and Complication

Patients 1 2 3 4 5 6 7 8

Erection Yes Yes Yes Yes Yes Yes Yes Yes
2-pointsdiscrimination (mm) 8 10 12 7 N 10 N 10
Urethral Stricture Yes - - No Yes No No No
Urethral fistula No No No No Yes Yes No No
Wound complication Yes No No Yes Yes Yes Yes Yes

patients. The earliest return of erectile was on
postoperative day (POD) 12 in a patient with central
artery anastomosis. The latest return of function was
on POD 21. Two patients developed delayed urethral
stricture and received mechanical dilatation. Follow-
up period ranged from 17-64 months. At the last
follow-up visit, 2-point discrimination had returned to
nearly normal values in all of the patients, with a final
discrimination resolution between 7-10 mm (normal
5-8 mm). (Table 2).

DiscussioN

Penile amputation is an extremely rare
presentation even to plastic surgeons in larger tertiary
care practices. To date, only a small number of cases
has been reported, most of which were managed by
simple reapproximation of the amputated portion as
acomposite graft, byrepairing the corporaand urethra,
or with additional repair of the dorsal vein'*. Non-
microsurgical replantations have been associated with
complications such as fistula formation, skin necrosis,
urethral stricture, insensate penis, and erectile
dysfunction. In a separate case series of 18 amputation
cases from Thailand, 14 replantations had been
performed without the use of operative microscope.
Among these 14 patients, skin loss was reported in 12
and eventual graft loss in 6 patients®. Since the first
report by Cohen in 1977, microsurgical penile
replantation have been published with improved
postsurgical outcomes. However, these were limited
by the small number of patients in each study'*'*.

In this study, we have detailed the surgical
management as well as postsurgical outcomes in eight
patients. We found that microsurgical replantation
was associated with return of erectile function in all of
the patients. The return of erectile function differed
across the patients, with the earliest recovery at POD
12. Only one patient had postoperative partial penile

skin necrosis. Two-point discrimination was excellent
in most cases. While all of the patients should be able
to have sexual intercourse, we were not able to confirm
whether the patients were sexually active.

At our institution, we consider microsurgical
replantation to be the standard of care for penile
amputation. Functional and aesthetic outcomes are
superior to those previously reported for non-
microsurgical replantations. We suggest that central
artery anastomosis mightbe helpfulin the early return
of erectile function. So the benefits and long-term
outcomes of central artery revascularization remain to
be investigated.
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