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Abstract
Introduction: Common conditions such as lichen sclerosis [1] and 

Peyronie’s disease result in impairment of sexual function. This can be 
contributed to by lack of penile skin (lichen sclerosis) or involvement of 
the tunica albuginea (Peyronie’s disease) [2]. New grafting techniques 
maintain penile length and function. 

Materials and methods: Over a three year period 11 cases 
undergoing penile reconstruction were reviewed, with a 36 month 
follow-up period. We examine underlying pathology, cosmesis 
outcomes including graft take and patient satisfaction, sexual function 
and complications.

Results: Out of the 11 patients, 4 cases required grafting, 3 were 
full thickness skin grafts (shaft defect) with one split skin graft (glans 
defect). 100% of patients were cosmetically satisfied both grafted, 
and none grafted. 100% of grafts had good take, none were rejected. 
25% of grafted patients and 28% of none grafted patients had erectile 
dysfunction (IIEF < 20) [3]. There was minimal loss of penile length. 100% 
were satisfied with the outcome of the procedure. Complications 
included meatal stenosis in 50% of grafted patients. This is either due 
to surgery or pre-existing disease. One patient required an additional 
procedure of scrotal debulking. There were no contractures. 

Discussion and conclusion: For cases of benign pathology, 
penile grafting does result in patient satisfaction with good overall 
cosmesis and erectile function. Good outcomes depend on having 
an experienced specialist surgeon and team who are able to handle 
complications when they arise.

excised. Grafting of porcine collagen (Surgisis by Cook) was applied 
to the tunica albuginea as described by Lue [5]. Stretched penile 
length was used to measure graft application. Split thickness skin 
grafts were applied to glans/coronal defects. Full thickness skin grafts 
were used for shaft defects (Please see Figures). The amount of skin 
used was calculated according to the stretched penile length. Patient 
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Introduction
There have been a number of articles recently on skin grafting for 

malignant penile disease. However, there have been none addressing 
benign penile grafting. Common conditions such as lichen sclerosis 
[1] and Peyronie’s disease result in impairment of sexual function. 
This can be contributed to by lack of penile skin (lichen sclerosis) or 
involvement of the tunica albuginea (Peyronie’s disease) [2]. There 
is also the risk of squamous cell carcinoma related to lichen sclerosis 
[4]. Surgical intervention for benign penile lesions may sometimes 
require radical excision and grafting. New grafting techniques 
maintain penile length and function. We present results of our three 
year series focusing on outcomes in patients undergoing penile 
grafting for benign causes. 

Methods
We (retrospectively reviewed records of 11 patients who 

presented to Plymouth hospitals during the years 2010-2013. All 
were operated on by a single surgeon (RP). The cases requiring penile 
reconstruction were reviewed. Patients were followed up for an 
average of 12 months (range 2-36 months). The surgical technique 
used involved a circumcision if not performed previously, before de-
gloving the penile skin to the base of the penis. The affected area was 
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Figure 1: Balanitis xerotica obliterans.

Figure 2: Circumferential skin insicion and degloving to base of penis.
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outcomes were examined including underlying pathology, comesis 
outcomes (including graft take and patient satisfaction), sexual 
function and complications. Subjective parameters were used for 
patient satisfaction with cosmesis. There was no loss in penile length. 
Sexual function was measured via IIEF scores. In those patients 
where skin grafting had been used standard protocol for genital skin 
graft management was used. (24 hrs bed rest was followed by slow 
mobilisation with review and change of dressings at 7-10 days and 
penile stretching). All patients receive Cialis (tadalafil) 5 mg OD 
which may increase penile blood flow and reduce post operative 
erectile dysfunction [6]. Patients who were not grafted were also 
included to give a comparison to grafted patients for outcomes. 

Results
There were 11 cases reviewed. 4 cases required Lue procedure and 

grafting. The average age was 58 (range 48-69 years). One involved 
lichen sclerosis, the other 3 involved Peyronies disease. All patients 
had reasonable erectile function (IIEF > 20) and reasonable good skin 
conditions pre-operatively. 100% were cosmetically satisfied. 100% of 
grafts had good take, no re-grafting was required. There was minimal 
loss of penile length. Only one case had a loss of 0.5 cm. There was 

no contractures post operatively. 100% of patients were satisfied with 
the outcome of the procedure. Post-operative complications included 
25% of grafted patients and 28% of none grafted patients had erectile 
dysfunction (IIEF < 20) [3]. These were successfully treated on Cialis/ 
Viagra. Meatal stenosis occurred in 50% of grafted patients. This is 
either due to surgery or pre-existing diseases. One patient required 
further scrotal debulking. There were no contractures. 

Discussion 	
For cases of benign pathology, penile grafting does result in patient 

satisfaction with good overall cosmesis and erectile function. Despite 
the progression towards radical surgery, good outcomes depend on 
having an experienced specialist surgeon and team who are able to 
handle complications when they arise. It should be remembered the 
foreskin never grows back and therefore with rare exceptions a redo 
circumcision should never be performed.

When dealing with a buried penis, surgical technique that can 
be employed include supra pubic fat pad excision, abdominoplasty, 
apronectomy, split/full thickness skin graft, division of the suspensory 
ligament, scrotoplasty and excision of foreskin [7]. However, the 
success rate of these is debatable. 

Conclusion
For cases of benign pathology, penile grafting may result in patient 

satisfaction with good overall cosmesis and erectile function. Whilst 
this is a small series, the overall impression is that good outcomes 
depend on having an experienced specialist surgeon and team who 
are able to handle complications when they arise. 
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Figure 3: Excision of affected area.

Figure 4: End result post graft application.

http://www.worldcat.org/title/hpv-em-carcinoma-verrucoso-sobre-liquen-escleroso-do-penis/oclc/69963761
http://www.worldcat.org/title/hpv-em-carcinoma-verrucoso-sobre-liquen-escleroso-do-penis/oclc/69963761
http://www.worldcat.org/title/hpv-em-carcinoma-verrucoso-sobre-liquen-escleroso-do-penis/oclc/69963761
http://www.ncbi.nlm.nih.gov/pubmed/25197653
http://www.ncbi.nlm.nih.gov/pubmed/25197653
http://www.ncbi.nlm.nih.gov/pubmed/25197653
http://www.ncbi.nlm.nih.gov/pubmed/9187685
http://www.ncbi.nlm.nih.gov/pubmed/9187685
http://www.ncbi.nlm.nih.gov/pubmed/9187685
http://www.ncbi.nlm.nih.gov/pubmed/9817320
http://www.ncbi.nlm.nih.gov/pubmed/9817320
http://www.ncbi.nlm.nih.gov/pubmed/19337438
http://www.ncbi.nlm.nih.gov/pubmed/19337438
http://www.jurology.com/article/S0022-5347(15)00495-4/abstract
http://www.jurology.com/article/S0022-5347(15)00495-4/abstract
http://www.jurology.com/article/S0022-5347(15)00495-4/abstract

	Title
	Abstract
	Introduction
	Methods
	Results
	Discussion  
	Conclusion
	References
	Figure 1
	Figure 2
	Figure 3
	Figure 4

