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9– Epispadias  
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Epispadias are a rare congenital penile ab-

normality most commonly described as part 

of bladder exstrophy syndrome. The eversion 

complex is a rare spectrum of defects affect-

ing the genitourinary and gastrointestinal 

tracts, musculoskeletal system, pelvic floor 

muscles, and pelvis, and this complex typi-

cally presents with three urethral eversion, 

bladder eversion, and cloacal eversion. 

Isolated male extraspadias is a very rare ab-

normality characterized by a failure to tabu-

late the urethral plate on the dorsal side of 

the penis. In contrast to hypospadias, a child 

with epispadias has an open urethral plate on 

the back and is defective from the glands to 

the pubic position, epispadias is a fully or 

partially open urethra on the dorsal side of 

the penis, usually with a pronounced dorsal 

side Curvature and markedly shortened pe-

nile body. 

The incidence of isolated male epispadias is 

less than 1 per 100,000 live births. In less 

than 10% of epispadias cases, the normal 

urethra is replaced by a wide strip of mucosa 

covering the dorsal side of the penis and ex-

tending to the bladder, which may lead to in-

sufficiency of the sphincter mechanism. Uri-

nary incontinence is related to the degree of 

posterior displacement of the urethral open-

ing, so most boys with epispadias (70%) 

have complete epispadias with incontinence. 

Male epispadias has characteristic abnormal-

ities, including a short-stubby phallus with a 

dorsally located meatus, and upward-pointing 

phallus, and the goal of epispadias repair is 

the reconstruction of functionally and cosmet-

ically acceptable penis with a straight penis,  

glandular meatus, and acceptable conti-

nence, so the epispadias repair is one of the 

great technical challenges in pediatric recon-

structive urology that requires advanced sur-

gical skills for successful repair and satisfac-

tory outcome. 

Female epispadias is even rarer with an inci-

dence ranging from at least 1 in 160,000 to 1 

in 480,000 live births, girls with female epi-

spadias have a bifid clitoris, patulous urethral 

opening, anteriorly placed vaginal opening, 

and ill-formed or absent mons, pubic diasta-

sis is seen in female epispadias as well as 

male epispadias, varying degrees of urinary 

continence are reported in cases of female 

epispadias. 

9.1 Definition: 

While the cause of the bladder exstrophy-

epispadias-complex is not completely under-

stood, and there are no definitive risk factors 

or causative agents are known, some theo-

ries can almost explain the development of 

this anomaly either the complex as a whole 

or the isolated epis[adias itself, theoretically it 

is based on the known embryologic principles 

of cloacal membrane development and any 

disorder that may occur and disturb this de-

velopment early in pregnancy. 

As epispadias is rarely observed in two mem-

bers of the same family, and the heritability of 

cloacal exstrophy has not been established, 

because no offspring have been reported, so 

this suggests some role for environmental 

effect on the development of exstrophy-

epispadias, also there is a higher incidence is 

observed in infants of younger mothers, 

smoking mothers, and in-vitro fertilization 

pregnancies. 

9.2 Aetiology: 
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Although the exact cause of epispadias is still 

unclear, several theories have been put for-

ward for its occurrence either as a part of 

bladder exstrophy complex or isolated, one of 

these theories is the abnormalities of the clo-

acal membrane development that may be 

prone to early cloacal rupture, the cloacal 

membrane may overdevelop during the 

fourth gestational week, preventing mesen-

chymal migration between the ectoderm and 

endoderm, this malformation also inhibits 

normal development of the lower abdominal 

musculature and pelvic bones, epispadias 

happens if the rupture creates a division or 

nonunion at the distal end of the urinary tract. 

Another theory also proposes that, with in-

creasing understanding of the molecular and 

genetic etiology of the protrusion complex, 

p63, a member of the p53 tumor suppressor 

family, is highly expressed in multiple layers 

of epithelial cells, including the bladder and 

overlying skin, reducing Its expression is 

compared with controls for patients with blad-

der exstrophy syndrome. These results lead 

to the recent discovery that insertion and de-

letion polymorphisms of Np63 lead to de-

creased p63 expression, which may contrib-

ute to the eversion complex. 

Isolated epispadias can be explained by de-

fective migration of the paired primordia of 

the genital tubercle that fuse on the midline to 

form the genital tubercle at the fifth week of 

embryologic development as a result of inter-

actions between growth factors and transcrip-

tion factors. 

on top of the penis, and also the position of 

the meatus in epispadias cases is important 

because it predicts the degree to which the 

bladder can store urine (continence), as the 

closer, the meatus to the base of the penis 

the more likely the bladder will not hold urine 

(urine incontinence), so the classification of 

epispadias is based on the location of the 

meatus on the penis, it can be positioned on 

the glans (glanular epispadias), along the 

shaft of the penis (penile epispadias), or near 

the pubic bone (penopubic epispadias). 

Glanular epispadias:  

It is found on the head of the penis, and has 

a good bladder neck, in this type child can 

hold urine and toilet train normally, but also 

still need to be fixed with surgery. 

Penile epispadias:  

It is found along the shaft of the penis, and 

about 2 of 3 with penile epispadias leak urine 

with stress, so in these cases of leaking urine 

the bladder neck should be fixed with sur-

gery. 

Penopubic epispadias:  

it is found or near the pubic bone, in most 

cases, the bones of the pelvis don't come to-

gether in the front, and the bladder sphincter 

doesn't close since it's shaped more like a 

horseshoe than a ring, that is leading to leak-

ing out of urine, so the bladder neck must be 

fixed with surgery. 

Female epispadias has also pubic bones that 

are separated to different degrees which 

keep the clitoris from connecting in the mid-

dle, resulting in 2 halves of the clitoris, also 

the bladder neck is almost always affected 

that will lead to urine leaking with stress, and 

so in most cases, early surgical treatment to 

fix these problems should be done 

As mentioned before whereas the normal 

opening of the urethra (the “meatus”) is at the 

tip of the penis the meatus of epispadias is  

9.3 Classification: 
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Evaluation of epispadias begins with the di-

agnosis of the condition, followed by an as-

sessment of the severity of the case, the 

state of the penile tissue, the presence or ab-

sence of any concomitant penile malfor-

mations, and finally any associated abnormal 

or syndromic conditions. All of this data can 

help you plan a good management plan. 

Diagnosis of epispadias is as simple as spot 

check and should be made shortly after birth, 

but can be diagnosed prenatally, especially in 

the presence of bladder eversion, lower ab-

dominal wall mass, low hanging umbilical 

cord, genital abnormalities, and increased 

pelvic diameter on ultrasound. 

In addition, other prenatal sonographic find-

ings suggestive of cloacal exstrophy include 

omphalocele, limb abnormalities, mye-

lomeningocele, and trunk signs of intestinal 

prolapse. Increased use of fetal magnetic 

resonance imaging (MRI) may further im-

prove the accuracy of prenatal diagnosis, but 

this test is not required if there is a high de-

gree of suspicion based on US findings. 

Diagnosis of epispadias is so easy after birth 

either isolated or within the exstrophy com-

plex, in the exstrophy complex the diagnosis 

is usually apparent at birth and does not re-

quire additional investigations as the classic 

bladder exstrophy and cloacal exstrophy are 

obvious to all in the delivery room, but there 

are some variants of the exstrophy-

epispadias complex may be confused includ-

ing skin-covered bladder exstrophy, duplicate 

bladders, superior vesical fistula, and epi-

spadias with major bladder prolapse. 

9.4 Evaluation: 

Figure 320. Classic male bladder epispadias exstro-
phy complex. 

Figure 321. Isolated male glanular and penopubic epi-
spadias 
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The majority of the isolated male epispadias 

can be diagnosed by the pediatrician in im-

mediate post-natal care by the abnormal po-

sition of the meatus and dorsal incomplete 

prepuce, however, glanular epispadias and 

epispadias with intact prepuce are difficult to 

diagnose and require careful identification of 

the external genitalia, but in general, most 

exstrophy variants and epispadias are identi-

fiable at birth. 

Female epispadias also professes a diagnos-

tic challenge to the pediatric surgeon be-

cause of the rarity of the disease and are of-

ten noticed only on specific perineal examina-

tion when the potty training is delayed, unrec-

ognized female epispadias may present only 

in childhood as a case of urinary inconti-

nence, also the unrecognized split-symphysis 

variants of exstrophy may be identified in 

childhood only because of persistent inconti-

nence or a waddling gait. 

Physical Examination 

General examination 

classic bladder exstrophy or epispadias typi-

cally appear in full-term infants, while cloacal 

exstrophy cases appear in preterm, cases 

may have respiratory embarrassment and 

require mechanical ventilation. 

Local examination 

Abdominal examination 

In classic bladder exstrophy, the bladder is 

open on the lower abdomen, with mucosa 

fully exposed, the abdominal wall appears 

long because of a low-set umbilicus on the 

upper edge of the bladder plate and the recti 

diverge distally attaching to the widely sepa-

rated pubic bones, the indirect inguinal  

Figure 323. Female epispadias shows hemi pubis, 
hemi clitoris, hairless area, open urethra, and anterior 
vaginal displacement. 

Figure 322. Classic female bladder epispadias exstro-
phy complex. 
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hernias are frequent (>80% of males, >10% 

of females) because of wide inguinal rings 

and the lack of an oblique inguinal canal. 

Genital examination 

Male genitalia  

On examination of the male genitalia, you 

should find short and stubby phallus with dor-

sal meatus, dorsal chordee, and ventrally 

hooded prepuce, epispadias vary in severity 

according to the time of the pathognomic in-

sult during embryologic development and can 

be classified as glandular, penile, or pe-

nopubic epispadias, with the classic bladder 

exstrophy or penopubic epispadias, a total 

deficiency of the dorsal wall of the urethra is 

present, and the glans is often spatulated, 

remember all forms of epispadias are associ-

ated with chordee with a varying extent. 

Female genitalia  

In female epispadias, the clitoris is most often 

bifid with separated labia superiorly and flat-

tening of the mons pubis, the dorsal aspect of 

the urethra is open distally and maybe patu-

lous with the bladder neck that will allow visu-

alization of bladder or even prolapse of the 

bladder mucosa through the bladder neck, 

also anteriorly placed vaginal and anal orific-

es with a normal sphincter mechanism may 

be found. 

Imaging Studies 

Although the diagnosis of epispadias is clini-

cal and does not require any other additional 

investigations for diagnosis, more evaluation 

should always be performed like a plain radi-

ograph to document pubic diastasis, ab-

dominal ultrasonography to rule out associat-

ed congenital anomalies of the upper urinary 

tract and because of increased bladder  

Figure 324. Micturating cystourethrography (MCUG) 
(or Voiding cystourethrography (VCUG)) in male epi-
spadias shows  wide symphysis pubis, ill defined ure-
thra, and absent bladder neck sphincter 

Wide pubis symphysis  

Absent sphincter impres-
sion and absent prostate  

Ill-defined urethra  
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pressure after bladder closure can lead to hy-

dronephrosis and upper urinary tract deterio-

ration. 

Some surgeons perform other investigations 

including micturating cystourethrography 

(MCUG) (or Voiding cystourethrography 

(VCUG)) and nuclear scintigraphy scans as a 

routine in all cases to assess the presence of 

lateral ureteral ectopia that lead to 

vesicoureteric reflux ranges from 35% to 85% 

which should be fixed during repair, also to 

assess the baseline renal function in children 

with continent epispadias, as tabularizing the 

open urethral plate will further increase the 

outlet resistance and may lead to upper tract 

damage. 

9.5 Management: 

Management of cases of bladder epispadias 

exstrophy complex should be started immedi-

ately postnatally, as neonates with this anom-

aly need medical as well as surgical care, 

medical care begins with the placement of 

clean plastic wrap over the bladder plate 

avoiding moistened or impregnated gauze, 

which is irritating to the delicate bladder mu-

cosa, start intravenous fluid and antibiotic 

therapy after delivery. 

Surgical reconstruction of the exstrophy-

epispadias complex remains one of the great-

est challenges facing the pediatric urologist, 

determining the optimal surgical approach is 

critical for optimizing functional and cosmetic 

outcomes, as the main goals of therapy in-

clude the provision of urinary continence with 

preservation of renal function and reconstruc-

tion of functional and cosmetically acceptable 

genitalia, the details of surgical techniques 

are not interested to be discussed in this 

book. 

Surgical techniques for epispadias repair are 

based on multi-stage reconstructive proce-

dures used to correct hypospadias, the goals 

of surgical techniques are correction of dorsal 

curvature, urethroplasty, restoration of the 

normal aspect of the external genitalia, and 

reconstruction of the anterior wall of the blad-

der when necessary. 

Epispadias is treated with the same hypo-

spadias technique found in the same anatom-

ical position, except that the repair is re-

versed and the epispadias reconstructed on 

the dorsal surface, some techniques are de-

scribed, based on Cantwell's initial descrip-

tion of a technique in which the two corporeal 

bodies are mobilized and the urethra is 

placed in a hypospadiac position. 

Figure 325. Modern modified Cantwell-Ransley Re-
pair , the urethral plate is dissected from the corpora 
along almost its entire length, leaving the distalmost 1 
cm attached to the glans. Care must be taken to pre-
serve both the laterally placed urethral blood supply 
and the neurovascular bundles. 
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Cantwell described the first epispadias repair 

in 1895, but the results were poor, so several 

modifications have been described since then 

to improve results, such as Young's modifica-

tion which was widely used in the 20th centu-

ry, but was complicated by fistula rates of 

over 21% in the best centers and a penis with 

a vertical angle in 39% of patients. 

Ransley then updated the technique by de-

scribing the incision of the corpora and their 

dorsomedial anastomosis above the urethra, 

which improved the fistula rate and leading to 

the classical Cantwell-Ransley modern tech-

nique for epispadias management, but the 

problem of residual dorsal chordee and short 

penile length persisted when the urethral 

plate is short. 

Modern modified Cantwell-Ransley Repair 

develops the urethral meatus into an ortho-

topic position using reverse meatal advance-

ment and glanuloplasty technique, and the 

dorsal chordee is released by moving the 

urethral plate from the underlying corpora 

from the level of the glans to the prostatic 

urethra, the corporal bodies are anastomosis 

in the dorsal medial aspect above the ne-

ourethra, older patients may have a persis-

tent chordee, in which case a cavernostomy 

may be required. 

Cantwell–Ransley technique is the most pop-

ular and widely used approach to epispadias 

repair, Surer et al., Reporting on their 10 

years’ experience with the modified Cantwell

–Ransley epispadias repair in 93 males (79 

had classic bladder exstrophy and 14 had 

complete epispadias) had a 23% urethrocuta-

neous fistula rate in the immediate postoper-

ative period and 19% at 3 months,  

9.5.1 Cantwell-Ransley tech-

nique: 

Figure 326. Modern modified Cantwell-Ransley Re-
pair , (a) After tubularizing the urethra, transverse inci-
sions are made dorsally in the corpora at the point of 
maximum upward curvature, opening up a diamond-
shaped defect. (b) The corporal defects are closed, 
rolling the corporal bodies medially and moving the 
tubularized urethra into a ventral position.  

Ransley modification 

Ransley modification 
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furthermore, Baird et al. evaluated and updat-

ed the long term results of using this tech-

nique on 129 boys (97 had classic bladder 

exstrophy and 32 complete epispadias). Ure-

throcutaneous fistulae were noted in 16% 

and 33% after primary and repeat urethral 

repair, respectively. 

Complications following epispadias repair in-

clude the development of urethrocutaneous 

fistula, persistent chordee, difficulty with ure-

thral catheterization, and erectile dysfunction, 

fistula rates for the Cantwell–Ransley repair 

range from 5% to 20%, various plans have 

been suggested to reduce the fistula rate, in-

cluding the use of tunica vaginalis pedicled 

wrap primarily along with the repair, Pippi 

Salle et al. described a technical modification 

using a ventral penile skin flap, which facilitat-

ed dorsal skin closure, improved cosmesis, 

and eliminated chordee. 

The results are greatly influenced by the 

quality and quantity of penile skin and availa-

ble urethral plate, which tends to decrease 

with each subsequent attempt at repair, and 

intramuscular or topical testosterone can be 

used before surgery to improve the quality 

and quantity of penile skin and thus reduce 

the risk of developing a fistula or other com-

plications. 

Figure 327. The glansplasty is completed, creating a 
ventral urethral meatus. Skin closure can now be 
achieved.  

9.5.2 Mitchell's technique: 

Mitchell and Bagli have described a further 

modification of Cantwell-Ransley repair for 

complete dorsal chordee correction, penile 

shaft lengthening, repositioning of the urethra 

on the ventral aspect of the penis, and to pro-

duce conical glans, in which the urethral plate 

and each corporeal body along with its hemi-

glans are dissected completely free from 

each other, so it is called also complete  

Figure 328. Tunica vaginalis flap as an intermediate 
waterproofing layer can reduce fistula drawback in 
Cantwell-Ransley  technique. 
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Figure 329. Modern modified Cantwell-Ransley Repair in redo epispadias reconstruction. 
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Figure 330. Modern modified Cantwell-Ransley Repair in redo epispadias reconstruction, after several times of 
failure and severe dorsal curvature, the operation success and the result is satisfied. 
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penile disassembly technique. 

Mitchell complete penile disassembly tech-

nique is based on the anatomical fact that the 

vascular supply of the urethral plate with cor-

pus spongiosum is maintained by bulb-

ourethral arteries and the corpora and the 

hemiglans have adequate independent blood 

supply from the deep and dorsal arteries of 

the penis, then the urethra is tubularized and 

placed into an anatomical ventral position. 

Mitchell's complete penile disassembly tech-

nique presented an increase in penile shaft 

length with cosmetically acceptable conical 

glans shape, sufficient lengthening of penile 

shaft with the repair of chordee and rotational 

deformities is required to produce a down-

wardly angulated penis on standing and 

straight erection to permit proper sexual inter-

course. 

Despite the versatility of Mitchell's technique, 

it may lead to ischaemic changes to distal 

glans, loss of glans or corpora, because the 

urethral plate draws its blood from the spon-

giosum and so it may be ischemic, also the 

lateral dissection can result in neurovascular 

bundle injury and consequent erectile dys-

function, the urethral plate is always shorter 

than the corpora cavernosa that will place the 

neomeatus in a hypospadiac position that will 

require further surgical repair, and any trial to 

place the neomeatus at the tip of the glans 

will produce a bowstring impact and empha-

size the dorsal chordee. 

Few modifications of Mitchell's technique 

have been addressed to avoid drawbacks 

and improve the outcome, including leaving a 

small tissue bridge to avoid shortening of the 

urethral plate and better blood supply, anoth-

er modification described dissection of each 

corporal body from the glans cap and  

Figure 331. Mitchell’s technique. Diagram depicts axi-
al (top row) and frontal views. a Initial appearance of 
the epispadiac urethra. b The urethral plate is separat-
ed from the corporal bodies. The penis is disassem-
bled into the right corpora, left corpora and the ure-
thral plate. c The urethra is tubularized. d The penis is 
reassembled. If the urethra cannot be brought to the 
tip of the penis, it is placed in a hypospadiac position 
proximal to the glans . 
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neurovascular bundle to achieve complete 

mobility, also, the use of tunica vaginalis ped-

icled wrap as an intermediate layer and ven-

tral mobilization of skin flaps from the area of 

penoscrotal disassociation will not only pre-

vent the penopubic fistula but cooperate to 

increase the penopubic angle further. 

Figure 332. Modification of Mitchell's technique, Dis-
section of the glans penis off the corporal tips. (a) The 
plane between the spongy tissue of the glans penis 
and the tunica albuginea is shown. A blunt dissection 
of the glans penis off the corporal tips is carried out 
with scissors. It is paramount at this stage not to dam-
age the tunica albuginea or to leave any spongy tissue 
on the corpora cavernosa. During this manoeuvre 
special attention should be paid to prevent damage to 
the dorsal penile arteries that reach the glans laterally 
to the deep dorsal vein. (b) The complex glans–Buck's 
fascia and urethra are completely dissected off the 
corporal tips that are now completely denuded. 

Figure 333. Mitchell's technique, The penis has been 
completely disassembled. The Buck's fascia‐glans‐
urethra complex is completely detached from the tuni-
ca albuginea of the corpora cavernosa. Penile re‐
assembly. The glans cap is repositioned on the tip of 
the corpora cavernosa and is quilted in position with a 
4/0 polyglactin 910 suture. Then Buck's fascia and the 
urethra are re-positioned respectively on the dorsal 
and ventral aspect of the corpora cavernosa and the 
initial two paraurethral incisions of Buck's fascia are 
closed to prevent postoperative mobilisation and hae-
matoma formation. Penile skin is re-approximated 
along the subcoronal circumferential incision. 
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1. Most cases of epispadias are diagnosed 

at birth during physical examination of the 

newborn.  

2. Epispadias can affect females as well as 

males, but more common in males. 

3. The main goals of epispadias treatment in 

males are to: 

i. Make sure the penis works 

ii. Fix bends in the penis (dorsal bend 

and chordee) 

iii. Make the penis a good length 

iv. Make the penis look normal 

4. If the bladder and bladder neck are affect-

ed, surgery will be needed to make sure 

the child can control his urine.  

5. The bladder neck is closed when sperm 

moves from the testicles to the urethra 

during ejaculation, in some men with this 

birth defect, the bladder neck may not 

close completely during ejaculation, this 

allows the sperm to move backwards into 

the bladder (retrograde ejaculation)., and  

9.6 Tips and Tricks: 

this may cause a problem of poor sperm 

quality, so repair might also be needed to 

preserve fertility. 

6. Epispadias should be repaired as early as 

possible either in males or females. 

7. Neither Mitchell or Modified Cantwell-

Ransely can normalize the penis.  

8. Repair of bladder exstrophy is not for oc-

casional surgeon.  

9. More than one operation may be needed.  

10. Osteotomy has good advantages for epi-

spadias repair. 

11.  Dry interval is not true continence as it is 

called social continence. 

12. The Cantwell–Ransley repair is an excel-

lent, most popular and widely used ap-

proach to treat epispadias compared to 

other standard methods.  

13.  Mitchell technique is more ideal for epi-

spadias cases associated with bladder 

exstrophy and incontinent penopubic epi-

spadias  

14. The results of epispadias repair were as-

sessed by both physical and endoscopic 

examination.  

15. Following epispadias repair, patients re-

ceive yearly gravity cystograms to meas-

ure bladder capacity.  

16. Urodynamic study to check intrinsic 

sphincter insufficiency that usually com-

mon and need additional surgery to re-

store continence. 

17. Long-term follow-up care is necessary at 

least through puberty to exclude late fail-

ure due to hypertrophic urethral scarring 

or undetected chronic inflammation. 
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18. Adequate preoperative patient selection is 

mandatory.  

19. Complete exposure of the penile shaft is 

mandatory.  

20. Avoid dissecting in the Dartos fascia.  

21. Particular care should be paid during ure-

thral dissection, as the ventral tunica al-

buginea is thinner and it is therefore rela-

tively easier to lose the plain. 

22. Females with epispadias usually aren't at 

risk for infertility, since their internal or-

gans are normal. 

23. If diagnosed at birth, the 2 parts of the clit-

oris can be brought together and the ure-

thra can be placed in the normal position. 

If repaired early enough, lack of urinary 

control (incontinence) may not be a prob-

lem. 

24. If the problem isn't diagnosed early or ear-

ly repair isn't done, then incontinence can 

be surgically corrected when it's discov-

ered. If the vaginal opening is narrow in 

older girls or younger women, reconstruc-

tion can be done after puberty. 

25. Recent great interest is in developing en-

gineered tissues from autologous materi-

als, such as mature bladder cells, bone 

marrow, or adipocytes derived stem cells. 

26.  Regenerative medicine has the potential 

to preserve the normal function of the or-

gan it is replacing or augmenting.  

27. All these studies are still in the early stag-

es with regard to urologic tract malfor-

mations.  
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10–  

Penoscrotal transposi-

tion 
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The embryonic origins of the penis and scro-

tum are the genital tubercle and the labial 

folds respectively, and the penis and scrotum 

achieve their usual arrangement when under 

the influence of androgens, the genital tuber-

cle elongates to become the penis, while the 

migration of the labial folds brings the latter to 

the caudal and dorsal position to the penis, 

where it merges into the midline, the abnor-

mal location of the genital tubercle or the ab-

normal transition of the labio-scrotal folds 

may be the origin of the penoscrotal transpo-

sition. 

The external position of the male gonad rep-

resents one of the most dramatic differences 

between the sexes, and the presence of 

scrotum tissue around the penis is uncom-

mon, but it occurs along with a wide range of 

variants and is found in conjunction with oth-

er major urinary and reproductive abnormali-

ties, penoscrotal transposition was first re-

ported by Appleby in 1923, this anomaly is 

often associated with severe hypospadias, in 

which the penis is located entirely behind the 

scrotum in a completely transposed state, but 

in less severe forms, the penis may appear to 

originate from the center of the scrotum or to 

be enveloped in the scrotum. 

Therefore, penoscrotal transposition (PST) is 

a rare congenital external genital malfor-

mation in which the scrotum is above and in 

front of the penis, and it can be defined as 

either complete or incomplete according to 

the positional exchanges between the penis 

and scrotum and both forms of PST are gen-

erally associated with hypospadias. 

10.1 Definition: 

Lamm and Kaplan suggested that scrotal 

anomalies result from the early division and/ 

or abnormal migration of the labioscrotal 

swelling, Kain et al. proposed that abnormali-

ty in the gubernaculum could also result in 

defective migration of the labio-scrotal folds 

that may be unilateral or bilateral leads to 

anomalies like incomplete, complete transpo-

sition, and ectopic scrotum. 

Takayasu et al. proposed that a teratoid 

growth of the divided labioscrotal swelling is 

responsible for an accessory scrotum and the 

ectopic transposition of the scrotum, and Sule 

et al. hypothesized that the accessory labi-

oscrotal fold develops because of a perineal 

lipoma in the perineum which disrupts the 

continuity of the developing caudal labioscro-

tal swelling. 

Also, there is an intrinsically abnormal genital 

tubercle, in which the development of the cor-

poral bodies and the urethral groove and 

folds may be affected, which explains the fre-

quent occurrence of the other genital abnor-

malities. 

Frequently, this condition occurs in conjunc-

tion with perineal, scrotal, or penoscrotal hy-

pospadias, in the majority of patients with 

penoscrotal have a significant urinary tract 

abnormality such as renal agenesis and dys-

plasia, Parida et al had noted major renal 

anomalies in the form of agenesis, horseshoe 

kidney, ectopic and dysplastic kidney, ob-

structive uropathy and hydronephrosis. 

Approximately 13% of all children with 

penoscrotal transposition have a family histo-

ry, the condition may be an autosomal reces-

sive disease, so other systemic abnormalities 

are founded like mental retardation, anorectal  

10.2 Aetiology: 
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Glenn and Anderson classified PST into the 

bifid scrotum, incomplete  (partial) penoscro-

tal transpositions, complete penoscrotal 

transposition (prepenile scrotum), and ectop-

ic scrotum, however, this classification does 

not distinguish levels of the midline creeping 

of the scrotal tissues, and bifid and ectopic 

scrotum seems to be separate anomalous 

entities that are unrelated to PST. 

Fahmy described a new simple classification 

of penoscrotal transpositions in 2014, includ-

ing penoscrotal transposition and other 

anomalies, this classification including: 

A- Penoscrotal transportation:  

1- Major transposition:  

▪ Complete (Extreme)  

▪ Incomplete.  

2- Minor transposition:  

▪ Bilateral (Symmetrical)  

▪ Unilateral  

B- Central Scrotalisation of the median 

raphe.  

C- Wide penoscrotal distance or caudal 

penoscrotal transposition. 

10.3 Classification: 

malformations, central nervous system, skel-

etal and cardiological defects, also it may be 

observed in association with caudal regres-

sion syndrome, Simpson-Golabie-Behmel 

syndrome (an X-linked recessive overgrowth 

disorder), and Aarskog syndrome (an X-

linked inheritance syndrome caused by mu-

tations in the FGD1 gene on chromosome 

Xp11). 

Figure 334. Partial penoscrotal transposition. 

Figure 335. Complete penoscrotal transposition. 

Figure 336. Complete penoscrotal transposition with 
penoscrotal hypospadias. 
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Careful examination of the neonatal genitalia 

allows the pediatric surgeon to detect rare 

genitourinary abnormalities such as abnormal 

transposition of the scrotum, usually incom-

plete transposition is the most common form 

of this entity, the penis is located in the mid-

dle of the scrotum, but complete transposition 

is almost exclusively the scrotum Covers the 

penis that emerges from the perineum. 

Using the new classification, in complete PST 

the penis is completely caudal to the scrotum 

and there is no scrotal tissue distal to the pe-

nis, these cases are usually associated with 

scrotal hypospadias, incomplete PST - scro-

tal tissue completely surrounding the root of 

the penis. The penis, which may or may not 

have hypospadias in these cases, but may 

have a short anogenital distance, and in a 

few cases different grades of scrotal tissue 

peristaltic toward the penis unilaterally or bi-

laterally. 

Central scrotlisation is the condition where 

the median raphe is replaced completely by 

the redundant scrotal tissues, but the whole 

scrotum still acquires its normal position, 

whereas the caudal penoscrotal transposition 

where the child has a wide distance between 

the penis and scrotum with a loss of normal 

continuity and configuration between the pe-

nis and scrotum. PST should be differentiat-

ed from the conditions like DSD, penoscrotal 

hypospadias, micropenis, intrauterine penile 

amputation, and especially penile agenesis 

with a midline skin tag anterior to the anus, 

moreover, a complete physical examination 

must be performed to detect abnormalities of 

the cardiovascular, central and peripheral 

nervous system, digestive system, urinary 

tract, and genital system. 

10.4 Evaluation: 

Figure 339. Wide penoscrotal distance or caudal 
penoscrotal transposition. 

Figure 338. Central midline scrotalisation.  

Figure 337. Central Scrotalisation of the median ra-
phe, scrotal skin creeping on the midline only.  
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Also, the presence of ectopic scrotal tissue in 

cases of central penile scrotlisation and mi-

nor cases will rise an abnormal penile look 

and theoretically, it may interfere with an ap-

propriate sexual life later on, but this theme 

deserves a further investigation.  

10.5 Management: 

Surgical management is the gold standard of 

PST management, even in presence of a nor-

mal penis, which does not cause any sexual 

dysfunction later on, but still, surgical recon-

struction is required for psychological purpos-

es, the best time to perform this surgery is 

between 12-18 months, and the basic princi-

ple is simply the displacement of scrotal skin 

posteriorly and the penis anteriorly, but the 

reconstruction of the more complex cases of 

PST is technically challenging for pediatric 

surgeons as there is not any proper tech-

nique for the best correction and results of 

these cases. 

Penis size and the possibility of it developing 

at puberty into a sexually satisfying penis is 

of the utmost importance when planning sur-

gery, and many other characteristics and fea-

tures of the anomaly must be taken into ac-

count when deciding on surgery. 

The usual surgical repair involves rotating 

two flaps of the scrotum, tying them in the 

midline, and closing the vertical skin, in addi-

tion, there are surgical techniques such as 

rerouting the scrotum to the lower level with 

flaps of limited rotation, inguinal based groin 

flaps, and transposition of the penis superior-

ly in a planned two-stage approach. 

Various operative techniques of scrotoplasty 

have been advocated by many surgeons 

since the first description of this entity by Ap-

pleby in 1923 which was based on creating  

Figure 340. Hypospadisis correction (Inverted V 
shaped incision was marked on the base of both scro-
tal half, with both V joining in middle over the ventrum 
at the base of penis making it M shape).  
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scrotal-based rotational flaps, as mentioned 

before in all techniques the main goal of re-

pair is restoring the penis superiorly and scro-

tum to a subordinate position. 

Mcllvoy and Harris first performed surgery to 

move the penis into a more cranial position 

through a subcutaneous tunnel beneath the 

prepenile scrotum, then Forshall and Rick-

ham used a different technique where crani-

ally located scrotal flaps were elevated, rotat-

ed medially and caudally, and sutured be-

neath the penis, this technique was also used 

by Glenn and Anderson. 

In 1973 Glenn and Anderson published their 

technique for surgical correction of incom-

plete penoscrotal transposition, this tech-

nique was used with good results but showed 

few postoperative complications like gross 

edema that persisted for long periods (6-9 

months) and, after the resolution, left the pe-

nile skin dusky and darkly pigmented, ap-

pearing as the scrotal skin, this technique is 

still in use with further modifications. 

Kolligian et al. presented a radically divergent 

view of penoscrotal transposition and stated 

that only the penis and not the scrotum is 

malpositioned, so transferred the penis after 

straightening into a buttonhole designed in 

the skin of mons pubis, but the postoperative 

complications including urethral and testicular 

injury, urinary fistula, flap necrosis, and penile 

edema made it limited in use, also circular 

incision at the root of the penis partially com-

promises lymphatic drainage which may in-

terfere with the healing of the neourethra in 

combined hypospadias repair. 

Lately, various types of techniques have 

been in practice like M-plasty, W-plasty, V-Y-

based rotational flaps, and Singapore flap 

with acceptable results in various reported  

case series, in cases with deficient penile 

skin and tethering of penile skin pudendal-

based thigh flap technique, has been used 

with quite satisfying cosmetic and functional 

results. 

some authors have reported on incorporating 

urethroplasty and transposition in a single-

stage procedure particularly if the Koyanagi 

technique is used, but the serious postopera-

tive complications like urethral fistula, flap ne-

crosis, penile edema, and rarely a testicular 

injury make the use of multistaged repair is 

more acceptable for fewer complications and 

better results. 

Management of the severe complex cases of 

PST is very difficult and there is no technique 

identified to fix the problem, so planning of 

serial multistaged procedure for replacing the 

penis and scrotum into the normal anatomical 

positions, in the first procedure trying to ad-

vance the penis to the level of the scrotum 

without disconnecting the urethra from the 

corpora cavernosa, then in the next proce-

dure it is necessary to disconnect the urethra 

from the corpora cavernosa to achieve the 

penile position above the scrotum, then with 

one or more next procedures to achieve the 

most satisfactory penile position and excel-

lent cosmetic results. 
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Figure 341. Modified Glenn and Anderson to repair partial penoscrotal transposition with good cosmetic results.  
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1. Penoscrotal transposition is a type of the 

term ‘differences of sex develop-

ment’ (DSD) defines which is a wide 

spectrum of conditions in which the devel-

opment of chromosomal, gonadal or ana-

tomical sex is atypical. 

2. the precise diagnosis is difficult, and the 

clinical management is controversial but 

usually surgical. 

3. Gender assignment, the fate of the gon-

ads and timing of genital surgery remain 

controversial. 

4. Patients with DSDs can present in infancy 

with ambiguous genitalia or at older 

chronological ages with aberrant pubertal 

development. 

 

10.6 Tips and Tricks: 

 

 Summary of classification of differ-
ences/disorders of sex development tak-
en from the 2006 consensus statement6

 

46,XY DSD 

• Disorders of testicular development, in-
cluding partial and complete testicular dys-
genesis, testicular regression and ovotestic-
ular DSD 
 

• Disorders of androgen biosynthesis (eg 5
-alpha reductase deficiency) or action 
(CAIS, PAIS, luteinising hormone receptor 
defects) 
 

• AMH disorders (eg persistent Müllerian 
duct syndrome) 
Other disorders, including severe hypo-
spadias and cloacal exstrophy 

46,XX DSD 

• Disorders of ovarian development, in-
cluding ovarian dysgenesis as well as testic-
ular or ovotesticular DSD 
 

• Disorders of androgen excess of either 
fetal, fetoplacental or maternal origin 
Other disorders, including cloacal exstrophy, 
MURCS and vaginal atresia 

Sex chromosome DSD 
Disorders related to atypical arrangement of 
sex chromosomes, including: 
 

• missing sex chromosome (eg 45,X, as 
seen with Turner syndrome) 
 

• additional sex chromosome (eg 47,XXY, 
as seen with Klinefelter syndrome) 
 

• more than one type of sex chromosome 
arrangement (eg 45,X/46,XY or 
46,XX/46,XY) 
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11–  

Deviations in penile 

erectile angle 
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Bias in penile erection angle is an interesting 

new topic, in the past you could call it some 

kind of penile aberration with the congenital 

curved entity of the penis, but don't pay at-

tention to the technical practice details that 

deviated penile erection angle is neither non-

erect or hyper-erect. The condition, but a 

newly described subject, describes a devia-

tion from the straight, non-curved axis of the 

penis. 

Normally, the erection angle of the penis is 

measured by the ratio of the base of the pe-

nis to the vertical line of the body in the ana-

tomically erect position, usually when the pe-

nis is fully erect, it is at the height of the ab-

dominal wall at 45-90 degrees, the erection 

of the penis in young men. The angle is 30-

45 degrees, and the erection angle of the el-

derly is less than 90 degrees, so the im-

portance of the penis scrotum this should 

correspond to the erection angle of the penis 

from the horizontal degree of 180 degrees 

corresponds. 

Elevation of the penis during erection is ac-

complished through the penile supporting lig-

aments (see Penis Anatomy), as these are 

important structures that maintain the penis' 

stability during erection and prevent it from 

slipping out of the vagina during intercourse, 

while also providing an angled penis For 

erection, the penis is inserted comfortably. 

The deep part of the sling is an important 

structure for maintaining the position of the 

penis during intercourse. The base of the pe-

nis is located in front of the pubic bone and 

supports the movable part of the penis. When 

the penis is erect. 

11.1 Definition: 

Since the penis suspension device is respon-

sible for producing the optimal erection angle 

during intercourse as well as the stability of 

the erect penis, any deformity of the device 

will affect the erection angle, which is why it 

is believed that the penis suspension liga-

ment deforms the deviation of the penile 

erection angle . 

The structural deformity of the penile suspen-

sory ligament can lead to changes in the 

erection angle, significant instability, pain and 

rotational deformity, and occasionally a cer-

tain degree of erectile dysfunction, abnormal 

erection angle and erection instability, which 

not only cause difficulty in insertion, but also 

affect the erection of the penis. The cosmetic 

appearance is disgusting, resulting in sexual 

and psychological dysfunction. 

There are two main causes of penile ligament 

abnormalities, congenital and acquired, and 

they may affect the ligament primarily or sec-

ondary. Primary deformities may be congeni-

tal, such as congenital absence/laxity or se-

verely shortened ligaments, or acquired, such 

as direct trauma to the ligaments. 

On the other hand, secondary malformations 

stem from penile shaft malformations that 

subsequently affect the suspensory liga-

ments, such as congenital penile curvature 

(ventral or dorsal) or acquired penile curva-

ture, as in Peyronie's disease, all of which 

may be present Or the absence of compo-

nent erectile dysfunction. 

11.2 Aetiology: 
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The clinical evaluation should include a de-

tailed medical history with particular empha-

sis on a history of trauma and penile deformi-

ty, then physical examination included an as-

sessment of the flaccid stretched penile 

length (SPL), measured from the pubic penile 

skin junction to the meatus under a maximal 

extension of the penis, but ideally, erect pe-

nile length is a more accurate assessment of 

penile size, repeated intracavernosal injec-

tions pre- and intra-operatively which have 

been demonstrated to be an accurate reflec-

tion of erect penis size. 

The urethra should be examined to rule out 

congenital anomalies of hypospadias or epi-

spadias, then look for any abnormalities to 

the penile skin, including the webbed penis, 

buried penis, or trapped penis, after the initial 

consultation, patients with a possible diagno-

sis of deviations in penile angle are encour-

aged to seek psychiatric or psychosexual 

counseling and discouraged from surgery.  

For young patients or young couples who 

complain of difficulty in penetration during in-

tercourse, even if the flaccid penis is found to 

be of normal size and shape, questioning the 

stability of the erect penis, regular physical 

examinations of the genitals are not suffi-

cient, as well as examination of the penis and 

suspension tape Very useful for understand-

ing the underlying pathology. 

Therefore, before starting psychosexual as-

sessment of the problem, the shape and an-

gle of the erect penis should be assessed 

through self-portraits, and the patient is 

asked to bring photos of erect penises from 

different angles, especially both sides, to aid 

in the diagnosis. Difficulty in penetration. 

11.3 Evaluation: 

Figure 342. A ‘non-erecting erection’, the penile base 
axis is lower than normal and the penile shaft axis is in 
an almost perpendicular direction. Manual examina-
tion of the penile suspensory ligaments.  
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There are actually two types of penile erec-

tion angle deviations, the first is a wide pubic 

angle, also known as non-erect, where the 

penis reaches its full length and rigidity, but 

usually fails to rise at the normal erection an-

gle. The base of the penis in an erect penis is 

lower than normal with the tip of the glans 

pointing towards the ground. 

A non-orthogonal erection may be due to 

missing or severe weakness of the suspenso-

ry ligament, or severe curvature of the front of 

the penis at the level of the scrotum, or both. 

On physical examination in these cases, the 

fingers are easily inserted between the pubic 

bone and the penile body, and in these cases 

the penis slips out of the vagina by a few cen-

timeters during intercourse, requiring repeat-

ed manual stabilization, which can be painful 

and is not always possible. 

Hyper erection is the second type of penile 

erection angle deviation, in which the pubic 

angle is very narrow. This abnormality may 

be due to severe shortening of the suspenso-

ry ligament or severe dorsal curvature at the 

level of the pubic bone, or both, and may also 

be referred to as acute erection angle. 

Hyper-erective manifestations in which the 

erect penis is pulled sharply towards the ab-

domen during an erection, which makes pen-

etration very difficult, if not impossible, be-

cause in these cases the angle of the erec-

tion can be reduced to about 0 degrees and 

the glans contact or almost touching the ab-

dominal wall. 

It is possible to fracture the penis, so a male 

with a sharp erection angle should not try to 

become too acrobatic during intercourse, ad-

ditionally, deep upward compressions can put  Figure 343. A hypererection, the penile base axis is 
hyper than normal and the penopubic angle is very 
narrow. Also it can be presented in congenital anoma-
lies like penopubic epispadias.  
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uncomfortable pressure on the anterior vagi-

nal wall, causing pain and/or the urge to uri-

nate. 

Unquestionably, the deviation in penile erec-

tile angle is uncommon, and the diagnosis 

can be made by photographic at home, how-

ever, the degree of deviation measured with 

home photography will be underestimated 

compared to an intracavernous injection, and 

photographs after injection are more precise-

ly to determine the degree of deviation, and, 

for several reasons, it is advisable to assess 

sexual performance with a validated ques-

tionnaire such as the international index of 

erectile function (IIEF). 

The management of erectile angle deviations 

in the penis is usually surgical, but patients 

must be prepared before surgery by psycho-

sexual therapy for reassurance and in-

creased self-confidence, and finally not to 

fear surgical correction, which may be the 

golden solution for them. 

Repair of non-erecting erection: 

The surgical approach involved an initial on-

table artificial erection test with an intracaver-

nosal injection of 20 lg alprostadil and a sa-

line infusion to achieve maximum rigidity, no 

tourniquet or basal penile compression is 

then needed, so an accurate assessment of 

the penile suspensory ligament laxity can be 

made to confirm that the repair is necessary. 

Through a transverse infrapubic incision of 

about 4-5 cm, the space between the base of 

the penis and the area of the suspensory lig-

ament is easily reached through the subcuta-

neous fat, then in the absence or weakness 

of the suspensory ligaments of the penis, the  

11.4 Management: 

Figure 344. The infrapubic approach for repairing a 
‘non-erecting erection’. The dorsal penile base and the 
lower edge of the symphysis pubis can be approached 
from this incision. The corporopexy sutures passing 
through the tunica albuginea and the periosteum of 
the symphysis pubis substitute the missing or weak 
penile suspensory ligament. 

Infundibulum 

ligament 

Corporopexy 

Suspensory 

ligament 
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repair is direct and corporopexy to fix the cor-

pora to the pubic bone at the penopubic level 

restores the function of the missing or weak 

ligament.  

The goal of surgical treatment is to repair or 

strengthen the suspensory ligament of the 

penis, and great care must be taken to avoid 

injury to the neurovascular bundles, while the 

midline stitches may penetrate the deep dor-

sal vein, but when ligation, pressure blocks it 

to stop any bleeding and potentially improves 

the erection, repeated artificial erections to 

check the result and apply additional sutures 

if needed. 

Repair of hypererection (acute erection 

angle): 

According to Yachia the surgical approach is 

also through an infrapubic horizontal incision 

about 4-5 cm made along the lower edge of 

the symphysis and carried down through the 

suprapubic fat until the space between the 

penile base and the ligament area is reached, 

since the reason for hypererection is short-

ness of the ligament, its release increases 

the erectile angle, if a partial release is not 

sufficient, checked by artificial saline erection, 

a complete transection may be done, this 

however may result in instability of the erect 

penis, but according to Yachia this can be 

corrected by a modified corporopexy to in-

crease the angulation. 

By this approach an artificial erection is creat-

ed after the ligament is cut, while the penis in 

an erect state the corporoplasty sutures are 

applied, and keeping the penis in 60° to 90° 

erectile angle the 2/0 braided polyester su-

tures are tied, acute erection angle can also 

be treated by ventral corporoplasty according 

to Nesbit, so if one prefers to combine ventral 

corporoplasty with ligament release, either a  

Figure 345. Short suspensory ligament division. The 
entire flaccid penile shaft descends after division of 
the penile suspensory ligament. 

Figure 346. Short suspensory ligament division. Sili-
con buffer to prevent failure of the technique 
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second incision is made at the level of the 

penoscrotal junction or a formal penile skin 

degloving is done, also the single-incision 

perineal approach described by Lupu and Gil-

lespieduring dismembered urethroplasty may 

be a good alternative. 

With Lupu and Gillespieduring approach, first 

the ventral corporoplasty is done, the result-

ing angle of the erection is checked, and then  

the suspensory ligament release is done ac-

cordingly, however it is a good approach but 

it necessitates sufficient experience, postop-

eratively the patient is advised to wear boxer 

type underwear, not to keep the penis toward 

the abdomen, and not to wear tight trousers, 

also abstinence from any sexual activity is 

recommended for 6 weeks. 

Figure 347. The 15-question International Index of Erectile Function (IIEF) Questionnaire is a validated, multidi-
mensional, self-administered investigation that has been found useful in the clinical assessment of erectile dys-
function and treatment outcomes in clinical trials. A score of 0-5 is awarded to each of the 15 questions that ex-
amine the 4 main domains of male sexual function: erectile function, orgasmic function, sexual desire and inter-
course satisfaction  

Figure 347. The 15-question International Index of Erectile Function (IIEF) Questionnaire is a validated, multidi-
mensional, self-administered investigation that has been found useful in the clinical assessment of erectile dys-
function and treatment outcomes in clinical trials. A score of 0-5 is awarded to each of the 15 questions that ex-
amine the 4 main domains of male sexual function: erectile function, orgasmic function, sexual desire and inter-
course satisfaction  
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1. As the author Mokokoma Mokhonoana 

once wrote, “Even the world’s greatest 

actor cannot fake an erection.” 

2. Penises are born ready. It is common for 

babies to exit the womb with an erection. 

Even before the moment of birth, ultra-

sound scans sometimes show a fetus with 

a fully formed erection. 

3. According to a study from 1991, fetal 

erections occur most commonly during 

random eye movement (REM) sleep. And, 

they can happen a number of times each 

hour. No one is quite sure why, but it 

might just be our body’s way of testing 

things out and keeping them running cor-

rectly. 

4. A lot of men might take solace in this fact: 

our penises are longer than they look. In 

fact, around half of its entire length is 

housed inside of our bodies. 

5. So might be thinking, “Well, it’s no good to 

me up there,” but it needs to remain con-

nected to the rest of your anatomy, so it’s 

probably best that it stays put. 

11.5 Tips and Tricks: 

6. The mass of erectile tissue which com-

prises the so grandly named corpus cav-

ernosum and corpus spongiosum extends 

well into the pelvic region, forming a sort 

of boomerang shape. 

7. According to a study published in the jour-

nal BJU International, there is no correla-

tion between shoe size and penis length. 

8. Although an older study which was pub-

lished in 1993 did find that penile length 

was related to both height and foot length, 

it was a weak relationship, and the au-

thors concluded, “Height and foot size 

would not serve as practical estimators of 

penis length.” 

9. Also, the International Journal of Impo-

tence Research published an Iranian 

study looking at other correlations. They 

concluded that “penile dimensions are 

significantly correlated with age, height, 

and index finger length,” but not foot size. 

10. Most men have 3–5 erections every sin-

gle night, mostly during REM (rapid eye 

movement) sleep, as with the in utero 

boys. 

11. Morning wood isn’t as romantic or dra-

matic as it seems. 

12. Also called nocturnal penile tumescence, 

it’s still not clear why it happens. Howev-

er, one theory is that it might help to pre-

vent bed-wetting; an erection inhibits uri-

nation. 

13. A full bladder is known to stimulate nerves 

in a similar region to those involved in 

erections. But because females experi-

ence something similar to nocturnal clito-

ral tumescence, bed-wetting prevention is 

probably not the entire answer. 
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14. Another potential explanation is that REM 

sleep is linked with switching off cells that 

produce noradrenaline in the locus co-

eruleus, which is in the brainstem. These 

cells inhibit the tone of the penis. So, by 

reducing the inhibition, the penis becomes 

erect. 

15. Whatever the reason behind nocturnal 

erections, they can be useful as a diag-

nostic tool. If a man has difficulty achiev-

ing an erection when awake but becomes 

erect when he sleeps, it is an indication 

that there is a psychological issue, rather 

than a physical one. 

16. However, if he does not get erections dur-

ing sleep, the issue may be physical. 

17. So, we’ve established that we can get 

erections in the womb and during sleep, 

but this is perhaps even more surprising: 

the death erection. Also called angel lust 

or terminal erection, it happens in the mo-

ments after death. 

18. Most commonly, it occurs in men who 

have died from hanging; scientists believe 

that it may be due to pressure from the 

noose on the cerebellum. However, it has 

also been reported following death by a 

gunshot wound to the head, damage to 

major blood vessels, and poisoning. 

19. As I’m sure you are aware, there is no 

bone in your penis, which is fairly unusual 

for mammals. However, it is still possible 

to break your penis. It most commonly oc-

curs during vigorous sex, although it has 

been documented to happen to men who 

fell out of bed with an erection. 

20. Penile fracture, as it is known, is actually 

the rupture of the fibrous covering of the 

corpora cavernosa, which is the tissue 

that becomes erect when engorged with  

blood. 

21. The moment of fracture is accompanied 

by a popping or cracking sound, intense 

pain, swelling, and — unsurprisingly — 

flaccidity. 

22. Thankfully, it doesn’t happen very often 

and, if it is treated swiftly, full function can 

be restored. As a note of caution, if this 

happens to you, don’t let embarrassment 

get the better of you. Go and get it sorted 

as soon as possible. 

23. In a study that investigated 42 cases of 

penile fracture, the most “dangerous” po-

sition was defined as “woman on top.” 

24. Most men have very little control over ex-

actly when they ejaculate. This is partly 

because it does not involve the brain. The 

signal to ejaculate comes from the spinal 

ejaculation generator. This region in the 

spinal cord coordinates the necessary 

functions. 

25. Of course, the higher brain does have 

some input into these matters — thinking 

about something else is a well-known way 

to delay the event, for instance — but the 

nuts and bolts of the whole operation are 

dealt with in your spine. 

26. A man’s erection can point in virtually any 

direction. Straight ahead, left or right, up 

or down, there’s no right or wrong. 

27. There is no such thing as a unique angle. 

28. So, if you’ve ever been concerned that 

your penis is a bit skew-whiff, don’t worry 

you’re normal. While we’re on the topic of 

“normality,” very few penises are straight; 

they can curve in any direction. A curve of 

up to 30 degrees is still considered nor-

mal. 
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29. A study on 274 men demonstrated that 

there is no correlation between the length 

of a flaccid penis and its erect size. Some 

start small and end up large (a grower), 

while some are large when flaccid and 

only grow a little when erect (a show-er). 

30. Some are even small whatever state they 

are in, and some are large when flaccid 

and get much larger. It’s a mixed bag. 

31. This doesn’t hold much relevance outside 

of the locker room, but I guess it’s good to 

know anyway. 

32. Cornflakes don’t prevent masturbation re-

ally. However, Dr. John Harvey Kellogg — 

the breakfast cereal mastermind — hoped 

that they would. He invented these and 

other products because he thought that 

plain foods would lead Americans away 

from the “sin” of masturbation. 

33. Thankfully, nowadays, food manufactur-

ers spend less time trying to convince the 

youth to give up masturbation. And, just in 

case there was any doubt, it doesn’t make 

you go blind, either. 

34. According to Hjartarson, “Collecting pe-

nises is like collecting anything. You can 

never stop, you can never catch up, you 

can always get a new one, a better one.” 

35. Penile suspensory ligament repair is car-

ried out as a day-case procedure, either 

on its own or combined with other surgical 

techniques to simultaneously address 

more distal penile abnormalities. 

36. Penile suspensory ligament injury is an 

inconspicuous diagnosis that can present 

in a range of ways, possibly with a com-

ponent of ED. A thorough history and ex-

amination are often sufficient to make the 

diagnosis and, once identified, surgical  

repair is simple and reliable with reasonable 

cosmetic results and favourable functional 

outcomes. 

37. IIEF assessment is limited by the superfi-

cial assessment of psychosexual back-

ground and the very limited assessment 

of partner relationship, both important fac-

tors in the presentation of male sexual 

dysfunction. 

38. Analysis of the questionnaire should, 

therefore, be viewed as an adjunct to, ra-

ther than a substitute for, a detailed sexu-

al history and examination. The following 

guide-lines may be applied: 

 1. Patients with low IEEF scores (<14 out 

of 30) in Domain A (Erectile Function) 

may be considered for a trial course of 

therapy with Sildenafil unless contraindi-

cated. Specialist referral is indicated if this 

is unsuccessful. 

 2. Patients demonstrating primary orgas-

mic or ejaculatory dysfunction (Domain B) 

should be referred for specialist investiga-

tion. 

 3. Patients with reduced sexual desire 

(Domain C) require testing of blood levels 

of androgen and prolactin. 

 4. Psychosexual counselling should be 

considered if low scores are recorded in 

Domains D and E but there is only a mod-

erately lowered score (14 to 25) in Do-

main A. 
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