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A SIMPLE WAY TO MANAGE PROXIMAL CORPOREAL PERFORATIONS
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OZET

Yari-sert penis protezlerinin iktidarsizhikta
kullamhg rutin trolojik amelivatlar arasina gir-
migtir. Protezlerin emplantasyon teknikleri ¢ok iyi
bilinmektedir. Bu ameliyatlarin komplikasyonla-
rinin az olmasina ragmen, ameliyat esnasinda kar-
silastinlan problemlerin halli ig¢in yayinlanan
yontemler, az protez emplantasyonu yapanlar igin
komplike sayilabilirler. Kargilastgimiz bir vaka-
da kullandigimiz yontem, protezi PDS dikiglerle
corpus cavernosumun tunikasina iki dikigle tuttur-
mak olmustur. Bu basit véntem basarili bir sonug
vermistir,

SUMMARY

Anchoring the semirigid penile prosthesis to
the tunica with a couple of PDS sutures in a cases
of proximal tear of the corpus cavernosum has pro-
ved to be a simple and reliable solution for the ma-
nagement of similar cases. The literature is
reviewed and the subject discussed.

INTRODUCTION

Implantation of penile prostheses has beco-
me on of the routine operations in the manage-
ment of erectil impotence. Techniques for

placement of the prostheses are well documented, .

so are the ways to overcome the difficulties and
complications which may rise during or after pe-
nile prosthetic surgery (1-4).

We are reporting a case of proximal tear of
the corpus cavernosum during implantation of a
malleable penile prosthesis, successfully managed
with a simple procedure.

CASE

A 57 years old man was admitted for penile
prosthesis implant due to diabetic impotence. The
corpora cavernosa were approached through an
infrapubic incision (5,6). Both corpora were dila-
ted by inserting closed Metzenbaum scissors and
then pulling them outwards in a gentle speading
motion, never cutting the cavernous tissue. Mea-
surements of the corporal lengths showed that the
left side was 12 cm. and the right side 14 cm. A
12 em. long rod was inserted into the left side and
a 12 cm. rod + a 2 cm. rear up extender to the
right side. The left side rod well positioned under

‘the glans. Depsite the longer rod inserted to the

right side its tip was found to be about 1 cm. far
from the coronal sulcus. This rod was removed for
re-measurement of the corpus. The sizer entered
the proximal corpus without any resistance more
than 10 cm.s because of the tear of the crus. A
12 + 1 cm. long rod was inserted again with its dis-
tal part positioned propperly under the glans. This
rod wa fixed to the tunica albuginea with two su-
tures using 3-zero PDS, passing though the tuni-
ca and the silicone rubber (Fig 1). Then the tunical
defects were closed. Postoperative period was une-
ventful. No hematoma developed in the perineal
area and the patient was discharged the 5th pos-
toperative day. He was advised not to bend the
prosthesis or try intercourse for three months. The
follow-period was one year, visiting us every 3
months. During all his visits the rods were in pla-
ce and his sexual performance adequate.

DISCUSSION

Most candidates for penile prosthesis implants
have anatomically normal cavernous bodies which
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Fig 1: Thé‘a;ncﬁoﬁng PDS suliﬁres passing from the tunica
albuginea, taking deep bites from the rod.

have to be dilated prior implantation. Dilation of
the distal corpus cavernosus is an easily control-
lable procedure. However the proximal corpus
should be dilated carefully because it can be ea-
sily perforated either during dilation or insertion
of a longer than needed semirigid rod. Perforati-
on is suspected when the dilator fails to seat so-
lidlv against the ischium or when to proximal
measurement exceeds too much the one of the
controlateral side. It has been suggested to imp-
lant the prosthesis even when the perforation is re-
cognized during surgery, but the perforation is
small, hoping that it will heal during the 6 weeks
the patient is not allowed to use the prosthesis (7).

Direct surgical repair of the tear needs a se-
parate perineal incision after repositioning of the
patient and increases the risk of infection. This re-
pair is not advised becasue it may suffice only te-
mporarily and a new perforation and proximal
migration may reccur (8). Suture obliteration of
the proximal corporel lumen, distal to the perfo-
ration is also an alternative but this maneuver sig-
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nificantly shortens the prosthesis and may cause
loss of stability and impropper fitting of the prost-
hesis (7). Stapling or sewing of the prosthesis di-
rectly to the ischium or its perioste may hold it in
place but cause extreme pain or the suture may
tear of the prosthesis (8). In recognized perforati-
ons the implantation can be delaved for 6 weeks
until spontaneous healing of the tear occurs. Ho-
wever a dacron windsock can be sutured to the co-
rporotomy to contain the proximal end of the
prosthesis (7-9). This technique is also recommen-
ded by the manufacturers who consulted several
long time implanters instead of aborting or dela-
ving the implantation (7. 8, 10).

The solution we are presenting is 2 much
simple to perform than the windsock technique
which should be preserved in cases when using inf-
latable cylinders. The PDS (Ethicon Ltd.-
Scotland) is 2 monofilament synthetic absorbable
suture which retain its original tensile stregth much
longer than other absorbable braided sutures. Its
absorption is minimal until about the 90th posto-
perative day where the others are entirely absor-
bed during 60-90days. Until the PDS sutures start
to be absorbed they hold the prosthesis in place.
During this time the tear heals and sheath forms
around the prosthesis.

Unrecognised or late perforations due to the
development of weakness of the tunica albuginea
because of the pressure of the prosthesis, should
be repaired using the windsock technique. Howe-
ver in these cases, if the distal tip of the rods can
be manually manipulated 1o reach the mid-glans
position they can be held in place using a Babcock
forceps. Then through a small lateral skin incisi-
on of the penis the anchoring PDS sutures can be
passed from the tunica albuginea taking a deep bite
from the prosthesis using a round bodies needle
to prevent tear of the silicone rubber. The whole
procedure can be performed under local anesthe-
sia of the penis.

REFERENCES

1- Kramer, 8., Anderson, E.. Bredacl, }J.. Paulson. D.:
Complications of Small-Carrion penile prosthesis. Urology:
13: 49, 1979,

2- Ball, T.B.: }r. Surgical repair of penile **SST™ detormity.
Urology 15: 603, 1980.



TURK UROLQJI DERGISI. Cilt: 16, Sayi:2. 191-193, 1990

3- Kaufman, J.. Lindner, A.. Raz, S.: Complications ol pe-
nile prosthesis surgery {or impotence. ]. Urol, 128:1192,
1982,

4- Fishman. 1.J.: Complicated implantatiéns of inflatable pe-
nile prostheses. Urol. Clin. N. Amer. 14:217. 1987.

3- Kelami, A.: Infrapubic approach for Small-Carrion prosi-
hesis in erectile impotence. Urology 2:164. 1976.

G- Kelami. A.: Operauve procedures on male genitalia using

a new “‘infrapubic’’ approach. Eur. Urol. 4:468, 1978.

7- Fritzler, M., Flores-Sandoval, F.N., Light, J.K.: Dac-
ron “‘sock’” repair for proximal corporeal perforation. Uro-
logy 28:524. 1986.

#- Mulcahy, J.J.: A techmque of mamaimng penile prosthe-
sis position to prevent proximal migraton. . Urol 157:2494,
1987.

9- Mulcahy, J.].: Proximal cavernosal reconsirucuon using
a svathetic cup. ]. Urol. 133 (pan 2): 188 A 1985 (abstract)

10- American Medical Systems: Managing corporal perlo-
rations. Colleagues in Urologv. 3 (2): 5 & 8. 1988



