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12–  

Penile Augmentation 
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As said at the beginning of the book, the size 

of the penis is a sign of masculinity and 

strength, the penis itself is the embodiment of 

"I am a man", but almost every man envy 

someone else's penis, usually men don't 

want a bigger one, however. The penis, for 

increased sexual satisfaction, feels superior 

to others, and while most men care about 

their penis length, about 90% of women pre-

fer a wide penis to a long one. 

It is known that the average length of an 

erect penis is between 13 and 15 cm, and the 

circumference when flaccid is between 9 cm, 

but the perception of a large penis is often 

associated with increased confidence, and 

many people with average penises have pe-

nises and believe them A man's penis is ac-

tually quite small, and a man often underesti-

mates the size of his penis, especially when 

looking at his penis, compared to those 

whose other organs appear to be smaller. 

The history of penis enlargement certainly 

sheds light on why men have tried many dif-

ferent methods over the years to try to en-

large their penis, some considered safe while 

others extreme and even dangerous, and 

some dubious practices involving men manu-

ally putting weights through the body. The 

way they attach to the limbs and scrotum 

stretches their penis. 

As penis identity and men tend to seek their 

own identity in the penis, the emphasis that 

bigger is better, the centrality of the penis, 

and the idea that the penis is the center of 

identity are all deeply rooted myths that are 

likely to persist, so despite penis enlargement 

The use of cosmetic surgery is still highly 

controversial and there is a lack of standard-

ized procedures, but indications for penis en-

12.1 Definition: 

Although there is no standard technique for 

measuring penis size, researchers seem to 

agree that penis length should be measured 

at the back of the penis, starting at the pubic 

junction to the tip of the glans, this measure-

ment is for a flaccid, straight state, and, in ad-

dition, penis circumference should be Meas-

ured in all three states of the mid-shaft of the 

penis. 

All men always ask about the average penis 

length to confirm or prove their concept by 

comparing the penis to a standard size. So 

many scientific research papers try to answer 

this question, but there is no standard meas-

ure of any paper. In the Middle East Awwad 

et al. The published paper mentions that the 

flaccid penis is 9.3 cm in length, the stretched 

length is 13.5 cm, and the penis circumfer-

ence is 8.9 cm. 

Anyway as a conclusion Dillon et al. summa-

rized the data from all papers and formed 

some determinations about penile length and 

circumference, that the average penis length 

is 8.91 cm in the flaccid state, while the maxi-

mum extended flaccid length is 12.61 cm, 

and the average length of an erect penis is 

14.52 cm, also the average circumference of 

a flaccid penis is 9.09 cm and that of the 

erect penis is 12.49 cm. 

These data have some deviations as a nor-

mal range within the normal measurement, 

the standard deviations (S.D.) are less than 2 

(<2) concerning the penile length and less 

than 1 (<1) concerning the penile circumfer-

ence, so as mentioned before in micropenis 

true micropenis is >2.5 S.D. below the mean  

12.2 Penile size: 

largement remain. 
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length, and so the patients who have a flac-

cid penile length of <5 cm, stretched penile 

length of <7 cm, or midshaft penile circumfer-

ence of <8 cm are patients with small or short 

or slim penises and should have penile aug-

mentation.  

Since perception of penis size is a subjective 

matter and it does not necessarily correspond 

to the true size of the organ, men with hypo-

plastic penis may report satisfactory sex, 

while others who are considered normal may 

need enlargement to show acceptable sex. 

Changes in penis size, these are called 

"penis phobias" or "penis dysmorphisms." 

This could be an aesthetic issue where pa-

tients with normal penises are not satisfied 

with their size when flaccid, or a functional 

issue where patients with normal penises are 

not satisfied with their size during erection, so 

there is concern that penis size may repre-

sent an underlying social anxiety or other 

clinical problem , such as erectile dysfunc-

tion. 

There are many reasons why a man seeks to 

enlarge the penis, and these may be Physi-

cal reasons such as congenital or acquired 

abnormalities in the penis that affect the qual-

ity of sexual life and/or the ability to fertility, 

and other psychological reasons, where the 

size of the penis raises negative feelings 

such as anxiety or low self-esteem. 

Physical Reasons: 

• Microphallus:  

12.3 Indications: 

In some cases, a man's penis may be truly 

"smaller" due to a genetic or hormonal disor-

der causing micropenis, which is defined as 

stretching the penis to a length of less than 3 

inches, the penis of this size may interfere 

with a man's ability to direct the urine stream, 

and it may also make sexual intercourse diffi-

cult and reduce the amount of semen that 

reaches the top of the vagina. 

• Peyronie's disease:  

Peyronie's disease is a condition in which the 

penis suddenly develops an abnormal curva-

ture, and the fibrosis at the site of the curva-

ture can cause the penis to shorten, along 

with erectile dysfunction. 

• Prostate cancer surgery:  

A radical prostatectomy in which the entire 

prostate is removed along with the surround-

ing tissue is known to reduce penis size as 

fibrosis causes internal shrinkage of the penis 

and a loss in the length of up to 16%. 

• Congenital anomalies:  

The concealed penis either buried or webbed 

or trapped is a common reason of appeared 

short penis but many concealed penises are 

normal in size and will eventually overlook 

the condition if corrected early, also congeni-

tal anomalies such as epispadias, hypospadi-

as and DSD are usually associated with a 

small penis. 

• Excessive penile skin loss: 

Excessive penile skin loss is a physical rea-

son that creates a small penis, this condition 

may be occurred from penile trauma, penile 

skin cancer, and also from aggressive or re-

peated penile surgery even in aggressive cir-

cumcision, in this condition the penis is 

trapped in its short skin. 



 

practical tricks in penile anomalies                                                                                                                  Dr. Attia El-Bagoury 

There are two different types of human penis, 

the first is called "Grower", which expands 

and elongates during an erection, and the 

second, called "Shower", which usually ap-

pears large but not large during erection A 

lot, about 80% of men who "grow" and 20% 

"shower", it should be noted that men with 

flaccid erections can have surprisingly large 

erections if there is no significant increase in 

the size of the flaccid penis, instead, the pe-

nis will be very large. During a big erection. 

Penis size discomfort hinders sexual satisfac-

tion, leading to the search for surgical and 

non-surgical penis modification solutions. It 

usually occurs during puberty and then gains 

weight compared to men, leading to fear of 

not satisfying another partner, often they tend 

to focus their poor body image on the penis. 

So counseling is a very important issue as it 

can create a real variation to the patient by 

strengthening self-confidence and improving 

distorted beliefs about body image, so a full 

medical, psychosexual, and psychiatric histo-

ry should be taken to differentiate between 

physical and psychological caused condition,  

12.4 Counselling and Sellection: 

Psychological Reasons: 

The occurrence rate of the physical short pe-

nis is relatively low, while others with average 

penises complaint of micropenis that ob-

served more frequently in patients with a psy-

chological disorder called dysmorphophobia 

or penile dysmorphic disorder (PDD), where 

this disorder interferes with their quality of 

life, the penile augmentation becomes neces-

sary as a part of the psychological treatment.  

Figure 348. Lawrence-Moon-Biedl syndrome – obesi-
ty, mental retardation, pigmented retinopathy 
(blindness), polydactyly. 

Figure 349. A micropenis can be treated in infants and 
children with three monthly intramuscular (IM) injec-
tions of testosterone.  
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also patient's complaint should be determined 

whether about the flaccid or erect penile 

length and whether the penile girth is a signif-

icant complaint or not. 

Physical examination should include careful 

examination of the penis to detect or rule out 

penile deformities, as well as careful meas-

urement of flaccid length, stretched length, 

and flaccid circumference, if possible, meas-

urement of erection length, especially erec-

tion circumference is essential, a quick meas-

urement is recommended There is enough 

privacy to reduce the influence of outside 

temperature. 

Because there is no standardized surgical 

procedure for penis enlargement, there is no 

psychiatric evaluation, and any patient seek-

ing to enlarge a normal penis should not un-

dergo surgery and should be encouraged to 

seek psychiatric or sexual counseling and 

Surgery is not recommended, however, a 

proactive approach and forward thinking are 

necessary as surgery can satisfy the desire 

of men who wish to have a larger penis. 

Because of the varying success rates of pro-

cedures, surgeons should be very careful 

about performing surgical practices because 

those who are not satisfied with the results 

can turn violent at times, so surgeons should 

explain in details the native effects suggested 

and ask the man if his partner would agree to 

the penile augmentation procedures. 

So it is safe to select the patient carefully and 

understand him all benefits and drawbacks of 

the procedure, also the understanding and 

agreement of his partner before surgery will 

cooperate to increase the success rates. 

Figure 350. pain or difficulty urinating (dysuria) or in-
flammation of the foreskin (balanitis).  

Figure 351. trouble directing their urinary stream be-
cause of difficulty holding the penis. 
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12.5 Penile augmentation 

procedures: 

Men's concern about penis size has spawned 

a multi-million dollar global industry in clinical-

ly unproven male sexual enhancement prod-

ucts, also there is no surgical procedure prov-

en as the ideal safe one for penile enhance-

ment, so you should begin first with asking 

the patient to change his lifestyle as a part of 

psychosexual therapy, there are several in-

structions to make him feel more confident 

about his body such as: 

Lose weight:  

If the patient is overweight, those extra 

weights act as beer belly hanging over the 

penis and make it appear smaller, so losing 

weight reduces pelvic fat and allows more of 

the penis to be seen. 

Trim the pubic hair:  

A big mound of pubic hair can make the pe-

nis look smaller than it is. 

Get fit: 

A muscular physique to get into shape will 

not only make the patient feel more attractive, 

but it could also make him feel more confi-

dent about the size of his penis and improve 

his sexual life. 

Penile augmentation procedures are those 

used for increasing penile length and/or pe-

nile circumference, these procedures may be 

reconstructive as in physical causes and may 

be cosmetic procedures as in psychological 

concepts, so we will discuss those proce-

dures that increase penile circumference, and 

penile length, but the reconstructive plastics 

procedures were discussed in previous chap-

ters. 

12.5.1 Penile circumfer-

ence enhancement: 

Although the Sexual Medicine Society of 

North America has drafted a position state-

ment on penile lengthening and girth en-

hancement surgery, still penile lengthening 

and girth enhancement surgery can only be 

regarded as experimental surgery, and the 

Society is aware of complications and ad-

verse outcomes that should be exposed to 

patients considering such surgery. 

Penile circumference enhancement, widen-

ing, and broadening are different terms to de-

scribe procedures that increase the diameter 

of the penis, the issue of penile girth en-

hancement is even more controversial than 

penile lengthening, as there is no recom-

mended indication for this procedure and no 

guidelines due to lack of any aesthetic or oth-

er indication for this technique except the pa-

tient’s desire as mentioned by Wessels et al. 

12.5.1.1 Penile circumference 

enhancement injections: 

Penis injections to enlarge the circumference 

of the penis have been around since the ear-

ly twentieth century, various materials such 

as paraffin, mineral oil, metallic mercury, and 

petroleum jelly (Vaseline) have been tried by 

medical or nonmedical personnel to be inject-

ed in the subcutaneous layer of the penis to 

gain penile enlargement and augmentation, 

often these materials can cause severe dis-

astrous complications such as Fournier gan-

grene, erectile dysfunction, and abscess for-

mation . 

Although liquid silicone is widely used as safe 

to enhance penis circumference, and a large 

number (327 men) series of experience with  
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penile girth enhancement using liquid silicone 

injection between the penile skin and the cor-

pus cavernosum on the dorsal and lateral 

side of the penile shaft was reported with in-

creasing the mean diameter of penile circum-

ference from 9.5 cm to 12.1 cm during 20 

months follow up, injecting liquid silicone into 

the penis is highly controversial and not rec-

ommended due to developing many compli-

cations including pain, bruising, and pigment 

change, also pneumonia or embolism are 

more catastrophic if silicone is injected direct-

ly into the blood vessels, moreover, injecting 

liquid silicone into the penis increases the 

possibility of damaging blood vessels and 

nerves, causing loss of sensation and erectile 

dysfunction. 

More recently, the need to implement less 

invasive and less risky methods of penis en-

largement has inspired research into materi-

als that can be implanted under the skin to 

obtain aesthetic results without compromising 

penile function, and three safe injections 

have been used for Increase penis girth, and 

each method has its own advantages and 

disadvantages, one of the early work on im-

proving penis girth by Austoni et al. These 

materials are reported to be autologous fat, 

hyaluronic acid, and polymethyl methacrylate 

(PMMA) microspheres. . 

12.5.1.1.1 Autologous fat 

injection or fat transfer: 

Autologous fat injection is a promising mini-

mally invasive procedure that transfers puri-

fied fat from the patient's body by liposuction 

to the penile shaft, while a lot of the injected 

fat is usually reabsorbed, a type of stem cell 

that is found in the fat tissue after the purifi-

cation helps stimulate blood flow and normal  

Figure 352. Canula set of liposuction. 

Figure 353. Canula set of fatinjection 
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fat growth, also injecting too much fat can 

cause uneven absorption, resulting in an ab-

normal curvature or abnormal shape of the 

penis. 

Autologous fat injection, unlike dermal fillers, 

also has the advantage that it is patient-

derived so there is no chance for allergic re-

actions or rejection, and it develops a more 

natural visual and tactile effect, also this pro-

cedure is called lipopenostructure by penile 

surgeons and consists of 3 distinct stages: 

1- Fat Harvesting: 

Adipose tissue is harvested from the su-

prapubic area or the abdomen and/or hips/

thighs, using a very thin, blunt-tip cannula, 

this procedure, besides obtaining the neces-

sary fat, enables the reduction of the supra-

pubic adipose panniculus (frequent fat accu-

mulation zone in men) rendering the insertion 

point of the penis deeper this way determin-

ing a lengthening of the visible part of the pe-

nis. 

2- Fat Treatment or purification of the fat: 

The harvested fat is a natural component of 

the body that has been used in medicine, for 

almost a century, to treat soft tissue defects, 

but one of the fundamental determining fac-

tors for the rapid decrease of the penile cir-

cumference after injection is the rapidly reab-

sorbed tumescent solution by the body, an-

other major determining factor is the pres-

ence of free fats released by the adipocytes 

damaged during the harvesting process, 

such fats also contribute towards the for-

mation of so-called “oil cysts”, which can 

cause fat nodules and in the final analysis 

compromise the symmetry of the implant. 

Based on the foregoing, the final results are 

well known that fat loss is largely conditional  

Figure 354. Bag of liposuction. 

Figure 355. Canula set of fatinjection. 
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in this way, that is, the long-term survival of 

the transplanted fat, with which the final re-

sults are closely related, is conditional 

through many variables, among which is the 

ability to remove unwanted contaminants 

such as free fats, residual tumescent solu-

tion, red blood cells (red blood cells) and 

white blood cells (leukocytes), so the fats 

must be poured first, and then purified to rid 

the fat cells of the contaminants to obtain a 

high percentage of purification of fats. 

The filtered fat was scooped into 10ml syring-

es, then capped with a sampling syringe with-

out a plunger and centrifuged at 3000rpm for 

3 minutes to separate the harvested fat into 

three layers, the top layer consisting of oil 

should be poured out The reddish layer at the 

bottom, consisting of blood, water, lidocaine, 

and fibrous tissue, opened the syringe cap 

and wiped dry, and finally the middle layer, 

consisting mainly of fat and rim stem cells for 

injection. 

3- Fat Grafting or fat injection: 

The fat is injected through a small incision on 

the penis in uniform implantation into the 

space between the skin and the corpus cav-

ernosum into the superficial, middle, and 

deep layers of the Colles’ fascia with avoid-

ance of the urethral area (5–7 o’clock), this 

step is where extensive doctor expertise and 

experience makes all the difference to have a 

natural-looking penis (relative to the glans), 

with an evenly distributed girth, the quantity 

of fat to be implanted depends on the basic 

anatomical condition, the desire of the pa-

tient, and the final analysis on the quantity of 

fat available. 

So the fat should be injected through a very  

Figure 356fat for centrifugation. 

Figure 357. fat after centrifugation to oil fat serum. 
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thin injector (1mm) to filter out the larger fat 

cells that are responsible for the so-called 

granulomas (fat lumps), which are aestheti-

cally unpleasant, and also make an artificial 

erection during the injection to ensure that 

the fat is distributed evenly in both the erect 

and flaccid state of the penis, also to avoid 

fat accumulation at one site, five to seven dif-

ferent routes for fat injection are secured at 

each puncture site, and fat injection is per-

formed in the same manner for each route, in 

this step you should begin from the distal por-

tion and proceed to the penile root, after the 

injection you can get an increase of around 

30% in penis girth, and any remaining fat af-

ter completion of the injections was trans-

ferred to a 10-mL syringe and aseptically 

stored in a freezer after labeling with patient 

information.  

12.5.1.1.2 Hyaluronic injec-

tions: 

Hyaluronic acid injections contain a naturally 

occurring sticky compound called hyaluronic 

acid (HA) or hyaluronan. According to 2013 

ASAPS statistics, HA-based fillers are the 

most commonly used soft tissue fillers in the 

United States because humoral or cell-

mediated immune responses are extremely 

rare, no allergy testing is required, and HA 

does not need to be refrigerated for up to 2 

years. The molecule is relatively stable, and 

in addition, HA functions to moisturize the 

skin due to its extremely hydrophilic nature, 

and in addition, HA functions to moisturize 

the skin because of its extremely hydrophilic 

nature. 

HA-based products like Restylane, Captique, 

and Juvederm are non-animal in origin, 

these fillers have shown long-lasting efficacy 

of up to 18 months, hyaluronic acid seems to 

be an ideal filling substance for soft-tissue  

Figure 358. fat ready for injection. 

Figure 359. After fatinjection and correction of con-
cealed penis. 
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augmentation because it is biocompatible, 

non-antigenic, nonpyrogenic, noninflammato-

ry, non-toxic, easy to use, stable after injec-

tion, non-migratory, long-lasting but absorba-

ble, natural-looking and not too expensive, 

Kwak et al concluded that penile girth en-

hancement is a very effective and safe tech-

nique for penile augmentation, but still, there 

is no evidence-based clinical guideline for 

dermal fillers for penile augmentation yet, to 

avoid urethral injury, the ventral side is not 

enhanced directly, finally the penis is dressed 

with Cuban like that in fat injection. 

12.5.1.1.3 Polymethylmethacry-

late (PMMA) microspheres: 

Polymethylmethacrylate (PMMA) microbeads 

are a newer product made from tiny acrylic 

beads (Lipen-10®) that are known not to 

cause allergic reactions. Lipen-10® filler is a 

blend of 75% cross-linked dextran and 15% 

PMMA Approved by the Korean Food and 

Drug Administration in 2010, Artefill is one of 

the best known names in PMMA technology 

and has also been approved by the FDA for 

use in Facial rejuvenation. 

While PMMA injections last longer than hya-

luronic acid, with some results lasting up to 

seven years, they have a higher complication 

rate. Initially, the complications were related 

to vascular damage, but at a later stage they 

were the result of capsular contractures in-

volving PMMA particles, which resulted in 

local tissue sclerosis and clinical nodule for-

mation in the implanted area, culminating in 

compression of the filler Ending the material, 

allowing for long-term follow-up care is espe-

cially important for permanent filling materi-

als, as fatal side effects can occur, such as 

with silicone. 

Figure 360. Roller for homogenization. 

Figure 361. Injection techniques. (A) The fan tech-
nique; (B) Kim et al. one-third technique; (C) the three 
circles technique; (D) the two circular levels technique. 
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Glans augmentation using fillers is a recent 

non-surgical method invented by Dr. D. G. 

Moon in 2004, currently, using injectable hy-

aluronic acid filler is not recommended in the 

ISSM (international society for sexual medi-

cine) guideline due to possible sensory loss, 

the injection of hyaluronic acid usually occurs 

into the intradermic region of the glans using 

a thin needle under local anesthetic. 

Glans augmentation has a double pur-

pose: 

1- Aesthetic enlargement of the glans: 

The increase in glans volume is usually 

needed in patients seeking penile augmenta-

tion to be compatible with the new volume of 

the shaft, glans augmentation can not ex-

ceed 20% due to the nature of its modified 

skin so the patient is usually not satisfied. 

2- Treatment of premature ejaculation: 

The presence of hyaluronic acid creates a 

natural barrier between the external region 

and the internal nerve endings, reducing the 

sensitivity of the glans, so intercourse times 

can be significantly increased theoretically, 

but in fact by follow-up of patients still effec-

tive for the hypersensitivity of the glans penis 

in premature ejaculation patients. 

In our practice, we tried glans augmentation 

with purified fat injection, the injection has 

occurred only in the coronal ridge and the 

results are satisfied till now, but long-term 

follow up is needed for more information, fi-

nally for efficacy of glans augmentation in 

premature ejaculation, the selection of ap-

propriate patients is critical. 

12.5.1.1.4 Glans augmentation: 

Figure 362. Injection needle was indwelled subcutane-
ously at proximal one-third from tip of glans to coronal 
sulcus; thereafter hyaluronic acid gel was injected by 
the Fan technique. 

Figure 363. At 1 y after injection, changes of glandular 
diameter was measured by tapeline to identify net in-
crease of maximal glandular circumference after aug-
mentation of glans penis using injectable hyaluronic 
acid gel: (a) preaugmentation and (b) 1 y after aug-
mentation. 
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There are no FDA-approved surgical treat-

ments for penis circumference enlargement, 

but that has not stopped men and cosmetic 

surgeons from trying them, in general, wrap-

ping tissues around the penis can increase 

its circumference, also cavernosal augmen-

tation increases the penile circumference. 

12.5.1.2 Penile circumference 

enhancement surgery: 

12.5.1.2.1 Dermal fat grafting 

(DFG): 

In dermal fat grafting (DFG), a piece of skin 

and a layer of fat is removed from the pa-

tient's own body (usually the lower back, ab-

domen, or buttocks). Some surgeons consid-

er dermal fat grafting to be superior to autol-

ogous fat injection because autologous fat 

injection preserves less than 50% of the fat, 

whereas dermal fat grafting has been used 

successfully in plastic surgery where the ex-

tracted tissue is attached to the skin after re-

moving the skin from the penis. For the graft 

site, the size of the dermal fat graft was 

based on measuring the complete distance 

of the penis from the pubic junction to the 

distal coronal, keeping this urethra normally 

uncovered. 

The grafting procedure showed prominent 

enlargement of the penis compared to the 

injection technique, and the penile circumfer-

ence is increased between 1 and 2 inches, 

however, the procedure is rather lengthy 

(several hours), and the complications can 

be severe such as persistent postoperative 

penile edema, induration, venous conges-

tion, erosion, fibrosis, infection, penile short-

ening, and skin loss might happen, if not per-

formed following protocols and by experi-

enced surgeons, and so Penile weights are  

Figure 364. The H-incision is made through the plaque 
(upper left diagram) after dissection and lateral reflec-
tion of the neurovascular bundles. Stretching of the 
penis will reveal the area of defect and the amount of 
coverage needed (upper right diagram). The saphe-
nous vein is harvested, detubularized, cut, and re-
formed into a graft with vascular clips on the adventi-
tial surface (bottom diagram). The endothelial surface 
should face into the corpora. 

. 
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used after approximately 1 month, postoper-

atively, to prevent shrinkage and graft con-

traction. 

12.5.1.2.2 Cavernosal augmenta-

tion with saphenous vein grafts: 

Austoni et al. describe corpus cavernosum 

augmentation by bilateral venous graft im-

plantation of saphenous vein grafts. de-

scribed, the procedure is performed by longi-

tudinal incision of the tunica albuginea along 

the lateral side of each cavernous body from 

the pubis to the glans, followed by placement 

of a saphenous vein graft. 

There was no statistically significant increase 

in flaccid penile circumference with this pro-

cedure, but there was a statistically signifi-

cant increase in erectile circumference, alt-

hough there was a significant increase in pe-

nis diameter during erection, which doubled 

(from 2.85 cm to 4.21 cm). centimeter). The 

technique should be considered experi-

mental as it is an extremely invasive and in-

vasive procedure for the treatment of psy-

chological problems in nature. 

12.5.1.2.3 Allografts penile 

circumference augmentation: 

A more novel technique used in penile girth 

enhancement has been the use of allografts, 

various allografts have been used in penile 

augmentation such as AlloDerm®, Mega-

Derm®, and SureDerm®, AlloDerm® grafting 

has been sporadically reported for penile 

girth procedures, AlloDerm is an acellular 

dermal matrix derived from donated human 

skin which is available in sheets, although 

most of the data for AlloDerm are anecdotal, 

recently, they have been widely used in pe-

nile girth enhancement with a more  

Figure 365. Tissue preparation. ( a ) MegaDerm® is 
soaked in normal saline with antibiotics. ( b ) The 
blood washed side. ( c ) The blood-remained side 
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consistent cosmetic result for penile sym-

metry and durability compared with that of 

dermal fat grafting.  

AlloDerm is commonly used to repair dam-

aged parts in hernias, abdominal wall recon-

struction, breast reconstruction, and cranio-

facial plastic surgery. Although it is not spe-

cifically used for penis enlargement, it is of-

ten required and used to increase penis 

girth. Some penile surgeons use AlloDerm 

sheet . Timber from 1 to 6 leaves, resulting in 

a larger girth of the penis shaft. 

The AlloDerm sheet is placed after hydration 

with minimal scarring on the Buck's fascia, 

which is an advantage of this technique, oth-

er advantages are no scarring at the donor 

site, high graft survival and low complication 

rates, but coverage The thin and sensitive 

viability of the penis skin may be damaged in 

the process. 

12.5.1.2.4 Penile subcutaneous 

silicone implant: 

Silicone implantation is a surgical treatment 

in which a silicone implant such as a silicone 

ring or silicone rod is inserted under the skin 

of the penis to increase penis girth. Silicone 

implantation is a relatively simple silicone im-

plant placement procedure, inflammation 

Fewer complications, etc. If the patient or 

partner complains of discomfort with the im-

plant, simply remove the implant. 

Silicone implants are offered in different siz-

es and shapes to accommodate different pe-

nis belts to increase partner satisfaction by 

stimulating the sexual arousal zone, in addi-

tion, silicone implants have therapeutic  Figure 365. Subcutaneous soft silicone implant (SSSI), 
dorsal view (a), proximal to distal view (b). 
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Penuma  Features: 

1. Significant, permanent cosmetic en-

hancements to the penis 

2. Natural Looking 

3. Reversible 

4. No interference with penile function 

5. No blockage of, or interference with, the 

urethra (e.g., for future cystoscopy) 

6. Implant is contoured by the surgeon to 

your individual size 

7. Short, outpatient procedure (i.e., 45-60 

minutes) 

8. No incisions or scar formation on the pe-

nis 

9. Strong track record of effectiveness and 

patient and partner satisfaction 

10. Low adverse event rate on par with sili-

cone implants for other anatomical re-

gions (e.g., calf, buttock, chin) 

Complications: 

1. Implant erosion 

2. Implant infection  

3. Seroma 

4. Hematoma 

5. Pain 

6. Penile nerve injury 

7. Urethral Injury 

8. Implant breakage 

9. Temporary loss of skin sensation 

10. Penile skin ulcer 

11. Scar formation 

Ideal candidate for Penuma: 

1. Circumcised penis (the patient must have 

been circumcised at least 2 months be-

fore the procedure). 

2. No prior subcutaneous/sub-dermal penile 

insertion procedures 

3. No active infection in the body. 

4. No clinically persistent or recurrent can-

cer. 

5. No exhibition of psychological instability 

that may affect outcome, which can be 

screened using validated dysmorphia sur-

veys 

6. Sufficient tissue to adequately cover the 

implant. 

7. No systemic disorders that could lead to 

poor wound healing or soft tissue deterio-

ration over the implant. 

8. Willingness by the patient to comply with 

all postoperative instructions. 

9. Non-smoker within 30 days of the elective 

procedure. 

10. Not currently on anticoagulants 
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benefits for premature ejaculation, silicone 

implants may cause some irritation, however, 

no further treatment is needed because the 

feeling of irritation is modified as the implant 

site is located correctly under the skin of the 

penis, finally, the recent development of soft 

silicone implants improves patient satisfac-

tion after surgery. 

Penuma: 

Penuma is a subcutaneous soft silicone im-

plant that was developed and patented in the 

United States in 2002 and approved by the 

U.S. Food and Drug Administration in 2004 

for the cosmetic correction of soft tissue de-

formities. Penuma consists of ¾ soft silicone 

tubing approximately 4 cm in diameter, modi-

fied to fit body shape, increased in thickness 

from 2 mm distal to 1.5-2.5 cm proximal, and 

available in three different sizes to accom-

modate various baseline penis measure-

ments (L = 14cm (42g), XL = 16cm (50g), 

XXL = 18cm (60g). 

This type of surgery involves inserting a 

crescent-shaped medical-grade silicone 

(penuma) under the skin of the penis to 

make the penis longer and wider. A pocket is 

incised directly between the Buck and Dartos 

fascia, and the penis is everted, carefully ex-

tending the pocket distally, disrupting the 

glans as much as possible. 

Penuma is covered with a 1-cm-wide polyes-

ter mesh at its distal end then fixed with 

nonabsorbable braided sutures to the distal 

aspect of the corpora cavernosa beneath the 

glans, lastly, the proximal end of Penuma is 

trimmed according to the proper length and  Figure 366. FDA approved of Penuma. 
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then rounded before placed adjacent to the 

pubic bone and symphysis without fixation to 

avoid friction and consequent serum for-

mation. 

Although the propaganda of Penuma is the 

only FDA-approved procedure for penile 

augmentation, really it is only approved as a 

subcutaneous soft silicone implant for cos-

metic correction of soft tissue deformities, 

and at this current time, no insurance carrier 

is providing coverage for the Penuma penile 

implant. 

Patient selection: 

The patient selection process for Penuma 

surgery, from the initial evaluation to the final 

decision by both the clinic and the patient, 

can take weeks or even months. Through 

experience we can say that you should 

choose your patient carefully, and not im-

plant a stranger, and as Wilson says, "just 

because He wants one does not mean he 

gets one. " 

1. Previous penile enhancement surgery 

often results in excess scar formation, 

poor skin quality, delayed and prolonged 

recovery, and increased risk of infection 

and skin perforation. 

2. All patients must refrain from smoking 

months before and after surgery,  as it is 

associated with higher risk of poor wound 

healing, surgical site infection, and exces-

sive scar formation. 

3. Alcohol abuse can increase the risk of 

perioperative complications and may im-

pair the patient’s postoperative behav-

iour. 

Figure 367. Double mesh new Penuma. 
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Many men mention embarrassment or self-

consciousness while in the locker room or 

when they are with their partner and feel that 

a longer penis would improve their self-

esteem and self-confidence, but actually, 

there are two adverse points, firstly there is 

no actual penile lengthening procedure for a 

nonphysical cause, secondly, women prefer 

penile circumference augmentation rather 

than penile lengthening. 

In men with an abundant suprapubic fat pad, 

the penis usually looks shorter than it is, su-

prapubic lipectomy or liposuction primarily is 

performed on overweight men for whom 

weight loss has not improved the appear-

ance of a buried penis, the procedure in-

volves removing a trapezoid-shaped piece of 

skin and fat from above the penis or the ex-

cess adipose tissue is removed through a 

very thin cannula, the result of the procedure 

is the flattening of the suprapubic area, 

which in turn results in a visual increment of 

the penile length-even though the penis is 

not directly involved in the procedure.  

12.5.2 Penile lengthening: 

12.5.2.1 Penile lengthening 

with Ligament Release and V–Y 

Advancement Flap : 

V-Y plasty is a surgical technique in which 

the suspensory ligament that anchors the pe-

nis to the pelvic bone is severed, releasing 

the shaft and allowing it to extend forward, 

the procedure is so named because it in-

volves a triangular incision, the edges of 

which are pulled together and sutured in a 

"Y" shape, also V-Y plasty can be replaced 

by Z-plasty technique to lengthening the skin, 

while effective in elongating the flaccid penis, 

it also makes the penis less stable when 

erect. 

Reattachment of the suspensory ligaments 

and penile shortening need to be avoided, 

after incising the ligament, the surrounding 

soft tissues and fat tissues, polytetrafluoro-

ethylene, Gore-Tex, and other artificial mate-

rials can be used to fill the gap between the 

penile base and the pubis, Li et al. suggest 

suturing a small testicular prosthesis to the 

base of the pubis, often, penile weights are 

hung from the corporal ridge to prevent reat-

tachment of the suspensory ligament and 

should be worn intermittently throughout the 

day for 12 weeks.  

12.5.2.2 Suprapubic lipectomy 

or liposuction: 

Sliding elongation is sometimes used in men 

who have experienced a shortening of the 

penis due to Peyronie's disease, the proce-

dure is a very aggressive technique to be 

used for lengthening a penis for a psycholog-

ical reason 

12.5.2.3 Sliding elongation: 

Penile disassembly is a more invasive form 

of sliding elongation surgery in which the de-

gloved shaft is completely severed just below 

the head of the penis, also the procedure is a 

very aggressive technique to be used for 

lengthening a penis for a psychological rea-

son. 

 

12.5.2.4 Penile disassembly: 



 

practical tricks in penile anomalies                                                                                                                  Dr. Attia El-Bagoury 

1. Many men believe that their penises are 

too small, and it often causes anxiety and 

lack of self-confidence.  

2. According to the Journal of Sexual Medi-

cine, a study of more than 15,000 men 

from around the world found that: 

• The average flaccid penis is 3.61 inches 

(9.16 cm) in length 

• The average flaccid penis is 3.66 inches 

(9.31 cm) in diameter 

• The average erect penis is 5.16 in (13.12 

cm) in length 

• The average erect penis is 4.59 in (11.66 

cm) in diameter 

3. Micropenis in adult is that the erect penis 

is less than 3 inches (7.5 cm). 

4. Penile dysmorphophobia disorder (PDD) 

is a condition in which men who have nor-

mal or much larger penises are consist-

ently feel that their penises are too small 

5. Small penis anxiety (SPA) is a condition in 

which a man feels that his partner will think  

12.6 Tips and Tricks: 

his penis is too small 

6. There are numerous pills, lotions, herbs, 

vitamins, vacuum pumps, traction devic-

es, stretching weights, and other male en-

hancement products designed and mass-

marketed to increase the length of the pe-

nis, however, there is very limited scien-

tific evidence that supports using any of 

them, further, some can irreversibly harm 

the tissues of the penis and cause pain or 

disfigurement.  

7. The Mayo Clinic reports that there is no 

reliable way to increase the length or girth 

of the penis.  

8. Remember that your partner may not be 

nearly as concerned about it as you are.  

9. Honest communication about sexual pref-

erences and desires often sparks re-

newed libido and increased satisfaction in 

both partners without the need for surgi-

cally lengthening the penis. 

10. The American Society for Aesthetic Plas-

tic Surgery (ASAPS) reports the main 

benefits of penis enlargement are in-

creased: 

• Penis length and width 

• Self-esteem and self-confidence 

• Sense of sexual potency and overall mas-

culinity 

11. All candidates for penis enlargement sur-

gery should be in good health and have a 

positive attitude about having it per-

formed.  

12. It is also important to maintain a realistic 

expectation about the possible results.  

13. Some surgeries do not go as planned and  
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final results after healing cannot be guaran-

teed.  

14. Irreversible penile disfigurement is possi-

ble. 

15. Expect redness, swelling, and some pain 

for 2-3 weeks after the surgery 

16. Sexual activity including masturbation is 

not recommended for six weeks after sur-

gery 

17. Recovery times vary significantly between 

patients. Heavy lifting or physical work is 

not recommended for 4 weeks.  

18. Most patients can return to non-strenuous 

work within a few days. 

19. There is no guaranteed method for safely, 

effectively, and predictably enlarging your 

penis, however, there are some tech-

niques and surgical procedures that have 

limited scientific evidence to support their 

use. 

20. The American Urological Association 

(AUA) notes: 

• The injection of fat cells into the penis is 

not shown to be safe or effective. Some 

people offer this to increase width. 

• Surgery to cut the suspensory ligament of 

the penis in adults is not shown to be safe 

or effective. Some people offer this to in-

crease length. 

21. Penuma is a crescent-shaped piece of 

medical-grade silicone inserted under your 

penis skin to make your penis longer and 

wider.  

22. Penuma  is provided in three sizes: large, 

extra-large, and extra-extra-large. 

23. Penile injection of PRP promotes penile 

enlargement and can improve overall sex-

ual performance in men by promoting re-

generation of nerves and blood vessels, 

thus increasing the amount of blood flow 

to the penis. 

24. There is promising scientific data that 

shows the potential ability of PRP in pro-

moting bigger and more effective erec-

tions. 

25. The practice of injecting platelet rich plas-

ma (PRP) is also currently considered an 

experimental treatment modality for erec-

tile dysfunction according to 2018 Erectile 

Dysfunction guideline by American Uro-

logical Association. 

26. Benefits of PRP Injection 

• Improving the quality of erections, making 

them stronger, longer lasting, firmer, and 

more satisfying 

• Enhancement of penile sensation 

• May also contribute to a shortened time 

that it takes to get erect again after sex 

• A low risk treatment which is virtually 

painless and minimally invasive 

• No known extra major risk to men with 

complicated health conditions 

• Improved confidence 

• Enhanced sexual satisfaction 

27. Patients are advised to apply a cool com-

press to the area 3-4 times a day for 48 – 

72 hours post PRP therapy. 

28. Avoiding sexual activity, swimming, hot 

tubs, biking, or any other activities that 

may cause discomfort for 24-48 hours  
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post PRP therapy.  

29. Professor Wylie says "Liposuction can re-

sult in a 2cm gain in length in the short-

term, but the fat will return to the pubic ar-

ea if the patient puts on weight again". 

30. Fat will be distributed around the shaft of 

the penis, between 30-65mL, although 

amount may be more or less depending on 

the patient. 

31.  
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13–  

challenges and future 
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Long-term problems are the heaviest burden 
on the patient, because they appear in adult-
hood, not childhood, and therefore have a 
great impact on him physically and psycho-
logically, leading to serious sexual problems, 
which can lead to old age, education Problem 
families and society as a whole, which re-
quires thorough search and investigation to 
find a solution. It is possible to solve or even 
alleviate these problems, thereby guarantee-
ing the survival of family cohesion and the 
stability of society 

13.1 Hypospadias 

Hypospadias is the most common congenital 
anomaly of the urogenital tract in males, with 
an incidence of 1 in every 200–300 male live 
births. It is usually corrected within the first 
two years of life. 
 
The proportion of Long-Term Complica-
tion 
 
the proportion of long-term complications is 
about 50%, UCF was the most common com-
plication followed by meatal stenosis and re-
lapse of chordee. In general age below 2 
years have about 25% and age more than 2 
years has about 40% of long-term complica-
tions. This is most likely due to the feasibility 
of postoperative management and low-
er  psychological impacts with the better 
healing process in children below 2 years. 
 
Risk Factors and Long-Term Complica-
tions 
 
Long-term follow-up questionnaire findings 
the significant elapsed time since last follow-
up. Contributing factors to the difficulty with 
follow-up that are included length of time to 
follow-up, the huge catchment area served, 
the geographical remoteness of most of the 
communities served and the inherent mobile 

nature of the youth in this province.  
 
1- Standardized photographs 
 
Although urothelial rate represents an objec-
tive assessment of outcome, appearance and 
urinary function are largely subjectively deter-
mined by the surgeon. Standardized postop-
erative photographs were assessed by a 
blind panel of men and women using a 4-
point scale to assess the appearance of the 
glans, meatus, shaft of the penis, and overall 
cosmetic appearance. The Hypospadias Ob-
jective Penile Evaluation (HOPE) score was 
derived in Buch's study from the position and 
shape of the urinary  passages, the shape of 
the glans, the skin of the penis, and torsion or 
persistent ventral curvature of the penis. 
 
2- Uroflowometry 
 
Uroflowometry is another objective tool, po-
tentially useful to assess urinary function. 
Uroflowometry has also been used recently 
to compare techniques.  
 
We believe that the best judge of the long-
term success of hypospadias repair is the pa-
tient, who can best assess functional out-
come and satisfaction. It has been shown 
that surgeons and patients have often con-
flicting impressions of outcomes. Despite the 
high initial complication rate, questionnaire 
participants performed very well in the long 
term. Respondents' most common com-
plaints about surgical outcomes were mainly 
some degree of persistent notochord, most of 
which were mild (<45°). Other respondents 
indicated a moderate degree of chordee (45-
90°). 
 
Overall, most respondents were satisfied with 
the results of hypospadias surgery. Respond-
ents who received the abbreviated question-
naire were not asked about their overall satis-
faction; however, they were asked about their 
satisfaction in specific areas such as urina-
tion, sexual function, and cosmetics. 
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Finally, an inherent difficulty in interpreting 
long-term hypospadias studies is the applica-
bility of the results to contemporary surgery. 
Nonetheless, long-term studies, especially 
those based on patient response, are critical 
to highlight issues that hinder or fail to meet 
key outcome issues in adulthood in patients 
with hypospadias. 
 
Psychosexual complicatons 
 
Genital perception is largely unaffected, es-
pecially in patients with distal hypospadias 
who underwent surgery in childhood. Adverse 
effects on sex life have been noted, but re-
sults have been conflicting. Sexual dysfunc-
tion appears to be due to small penis size. 
Problems with sexual intercourse, both physi-
cal and emotional, have been reported. Phys-
ical causes include a soft glans, poor ejacula-
tion, tight skin, and pain. Emotional causes 
include short stature, poor appearance, and 
anxiety from physical causes (Bracka 1989). 
Curiously, the frequency of intercourse did 
not appear to be related to the success of the 
repair, although it may be related to the se-
verity of the original hypospadias. 
 
Long-term sexual activity status and influ-
encing factors  
 
An important measure, psychosexual status, 
is used to assess long-term postoperative 
outcomes in patients with hypospadias. Com-
pared with normal adults, patients with hypo-
spadias show significantly psychological dys-
function. Her main ailments were depression 
and anxiety. These conditions occurred to a 
significantly higher degree than normal con-
trols. The quality of sexual satisfaction may 
vary when complications are present in men 
with urethral dysfunction, as there is a corre-
lation between more complications, dissatis-
faction with surgical outcomes, and dissatis-
faction with sexual behavior ( Aho et al. 
1997). 

The more severe the hypospadias and the 
more operations, the more serious the pa-
tient's psychosexual disorder. His depression 
and anxiety mainly manifested in dissatisfac-
tion with his external genitalia. When the 
components of male sexual function are ana-
lyzed in more detail, the differences from the 
normal state emerge. Chordee and other 
erectile deformities are observed. psychosex-
ual development ends after puberty, so the 
psychological and sexual functioning of pa-
tients undergoing hypospadias surgery can-
not be assessed until after puberty. To date, 
several questionnaires have been developed 
and used to assess the outcome of hypo-
spadias repair. However, standardized ques-
tionnaires for assessing psychosexual func-
tioning are still lacking. 
 
Her complaints included reduced length, visi-
ble surgical scars and an abnormally shaped 
glans. These patients are afraid of being ridi-
culed by their friends because of the appear-
ance of their genitalia. This leads to inhibi-
tions and low self-esteem in finding a sexual 
partner. In addition, pedicled flap urethroplas-
ty and free graft urethroplasty had less effect 
on psychosexual dysfunction. Any procedure 
that reconstructs a near-normal opening of 
the external urethra, completely corrects pe-
nile curvature, produces an acceptable penis 
appearance, and has few complications is 
beneficial.  
 
Patients with hypospadias suppress their 
sexual psychology. Therefore, it is very im-
portant to provide appropriate counseling for 
patients with hypospadias. Sexual activity 
and sexual function in hypospadias were nor-
mal. No significant differences were observed 
between patients with different types of hypo-
spadias or different number of surgeries and 
surgical interventions. This finding suggests 
that hypospadias and surgical trauma did not 
alter the patients' overall sexual function. 
Dyspareunia is rare, even in patients with 
small penises. 
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Sexual function tests showed a marked delay 
in penile development. In adulthood, the 
mean penile length and girth, both erect and 
flaccid, were significantly shorter in patients 
with hypospadias than in normal controls. We 
believe that the age at which surgery is com-
pleted may be an important factor affecting 
penile development to a lesser extent. Sexual 
function tests showed a marked delay in pe-
nile development. In adulthood, the mean pe-
nile length and girth, both erect and flaccid, 
were significantly shorter in patients with hy-
pospadias than in normal controls. We be-
lieve that the age at which surgery is com-
pleted may be an important factor affecting 
penile development to some extent. The 
more severe the hypospadias, the more im-
paired the development of the penis. This 
may be due to undescended testes, de-
creased androgen levels, greater surgical 
trauma, incomplete correction of penile cur-
vature, and complications. There are several 
procedures that do not determine penis de-
velopment. 
 
There are significant differences between pa-
tients with proximal hypospadias and those 
with distal hypospadias in erectile function. 
These patients with proximal hypospadias 
complained of more downward curvature dur-
ing penile erection and erection pain. These 
disorders are caused by incomplete correc-
tion of penile curvature or excessive scarring. 
In addition, ejaculation difficulties were more 
common in patients with proximal hypospadi-
as than those with distal hypospadias. These 
difficulties manifest as delayed ejection, drib-
bling, or ejaculation. These problems may be 
due to postoperative urethral strictures, diver-
ticula, insufficient support of cancellous tissue 
in the reconstructed urethra, or an increased 
incidence of prostate and seminal vesicle 
dysplasia. In these patients, ventral curvature 
is always present, and its correction by fold-
ing techniques often affects the already com-
promised penis size. They also emphasized 
Patients with hypospadias are concerned that 
the absence of foreskin will expose abnor-
mality because circumcision is not common 

in their culture. Therefore, although methods 
should be individualized for each patient, it is 
also important to analyze and monitor each 
component of psychosexual function to 
achieve the best overall outcome. Patients 
are socialized and integrated into the com-
munity, resulting in independence and social 
awareness. 
 
Ejaculation after hypospadias repair 
 
Ejaculation disorders are found in almost all 
series. There is no convincing evidence of 
impaired fertility. The surgical procedures on 
which these studies were based have largely 
been replaced by more anatomically modern 
techniques. Furthermore, these operations 
are performed at an earlier age. When per-
forming hypospadias reconstruction in early 
childhood, it is important to consider possible 
long-term sexual and reproductive effects 
and to choose the option with the least im-
pact on sexual and reproductive function. 
 
Fertility 
 
There is little literature on male fertility with 
hypospadias. Aho et al. Men with childhood 
hypospadias were found to be less likely to 
live with a partner and have fewer children. 
Bracka evaluated semen analysis of 169 men 
who underwent pediatric surgery for hypo-
spadias. Of the 32 who gave birth, only one 
had a sperm count < 20 million/mL. However, 
40 (29%) of the 137 men with undocumented 
fertility had sperm counts < 20 million/mL. 
 
Long-term follow-up to update surgical tech-
niques is awaited. Assessing the psychosex-
ual, erectile, ejaculation, and reproductive 
function of specific techniques and varying 
degrees of hypospadias will provide a better 
understanding of the outcomes of different 
procedures. Using a validated objective scor-
ing system helps to compare the results of 
different techniques. 
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Sexual function is usually not affected in patients 
who have undergone hypospadias surgery. How-
ever, there were significant differences in some 
aspects of sexual behavior between patients with 
hypospadias and controls. Follow-up and appro-
priate counseling of patients undergoing hypo-
spadias surgery in adulthood are necessary. 
 
 
Repaired hypospadias erection problems can be 
attributed to surgically correctable and non-
correctable causes. More common correctable 
causes include persistent tenosynovitis, torsion of 
the penis, fistula formation, acquired vaginal stric-
ture, and poor cosmetic outcome. 
 

Future 
 
In recent years, tissue-engineered ECM has 
achieved significant clinical progress in the 
field of urology. Cell-free ECMs can be used 
to repair small urethral defects, and cell-filled 
ECMs can augment or replace defective tis-
sue segments in the ureter and bladder. Cur-
rently, composite scaffolds made of cell-
seeded ECM and synthetic degradable bio-
materials are being explored as regenerative 
scaffolds to replace solid organs such as 
bladder and kidney. 
 
 
Furthermore, differences in long-term clinical 
outcomes associated with implanting tissue 
engineered constructs into the human urinary 
tract suggest that researchers do not yet fully 
understand the complexities of the relation-
ship between cell lines, ECM scaffolds, and 
the host physiological environment. Clini-
cians. These relationships must be fully eluci-
dated and defined before urological tissue 
engineering moves from the laboratory bench 
to the bedside of mainstream urological re-
construction. 
 
 

Figure 368. Preparation of unseeded tubularised ECM 
for repair of short urethral defect. During the prepara-
tion process decellularisation of porcine tissue is per-
formed by physical, chemical and enzymatic trea 
ments. After the ECM is decellularised it is sterilized by 
exposure to radiation and/or ethylene oxide and iplant-
ed in vivo to repair short urinary tract defects.  
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Application to other surgeries  
 
The same procedures we describe for im-
proving hypospadias surgery may also apply 
to other procedures. First, surgeons need to 
know their own surgical outcomes, which are 
best determined using prospective data col-
lection so they can track technical changes 
and ongoing improvements. 
 
Ultimately, relying on the surgery with the 
best outcome should replace continuing to 
use the surgery that the surgeon may have 
learned years ago from a mentor who he or 
she is doing "comfortably" with poorer out-
comes. One surgeon recently said, "Who are 
you dancing with" to explain why he insisted 
on surgery despite evidence that others have 
had better outcomes. Perhaps more patient-
derived outcome data tabulating outcomes 
that are important to those undergoing sur-
gery will help change that attitude. 

Figure 369. Construction of cell-seeded ECM. In the 
cell-seeded approach, donor cells are harvested and 
expanded in vitro in large quantities. Exposing a mes-
enchymal stem cell line to a physiological urinary tract 
environment allows stem cells to differentiate into 
urothelial and/or smooth muscle cell lines. Differentiat-
ed cells are then cultured onto a decellualrised ECM 
and expanded again for a period of weeks. The differ-
entiated cell-seed ECM can then be implanted in vivo 
to repair larger urinary tract defects. 

Figure 370. Cell-seeded ECMs over time. Viability/cytotoxicity flfluorescence assays with three-dimensional con-
focal microscopy illustrating viable and proliferating urothelial (UCs) and smooth muscle (SMCs) cell lines on 
urinary bladder matrix (UBM) after 6, 10, and 14 days of dynamic culture (A, B, and C, respectively).12 The cell-
seeded scaffolds are stained with calcein and ethidiumhomodimer-1 (Ethd-1; Molecular Probes, Eugene, OR, 
USA). Calcein is actively converted to calcein-AM in viable cells, which appear green under a flfluorescence mi-
croscope. Ethd-1 accumulates in dead cells and on the ECM scaffold, which appears red.12 
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13.2 Epispadias 

Often, these complications arise after initial 

failure of closure and can be classified as 

complete dehiscence, bladder prolapse, and 

outlet obstruction. Historically, EEC has been 

a devastating birth defect, but recent advanc-

es in bladder augmentation, pelvic osteoto-

my, and fixation have resulted in significant 

improvements in urinary incontinence and 

renal function. Nonetheless, both psychologi-

cal support and sexual counseling should be 

offered earlier to avoid long-term personality 

damage. 

Historically, EEC has been a devastating 

birth defect, but recent advances in bladder 

augmentation, pelvic osteotomy, and fixation 

have resulted in significant improvements in 

urinary incontinence and renal function. 

Nonetheless, both psychological support and 

sexual counseling should be offered earlier to 

avoid long-term personality damage. 

Patients with outlet obstruction after initial 

closure are at risk for hydronephrosis, severe 

reflux, pyelonephritis, and renal scarring. Be-

cause all patients with valgus have varying 

degrees of reflux, all should receive chemo-

prophylaxis. Prophylaxis should continue until 

ureteral reimplantation and bladder neck re-

construction are performed, the reflux is 

cured, and ultrasound confirms adequate 

bladder emptying. 

The development of hydronephrosis after 

bladder neck repair may be due to ineffective 

bladder emptying, the inability of the small, 

inelastic bladder to handle increased urine 

output over time, or ureteral obstruction sec-

ondary to reimplantation. This can happen at 

any time after the repair, so regular inspec-

tions are very important. 

However, the child is born smaller the overall 

volume of the template is small and bladder 

neck reconstruction is unlikely. Although 

bladder prolapse and dehiscence have been 

recognized as major complications of primary 

BE repair, obstruction of the posterior ure-

thral outlet following bladder occlusion can 

damage the bladder and upper urinary tract 

and significantly reduce the success rate of 

modern staging reconstruction techniques. 

These complications are more problematic 

than upper urinary tract changes after blad-

der neck surgery. 

Few published studies have addressed the 

long-term outcomes of primary male urogeni-

tal reconstruction and their sexual function in 

adulthood. The majority of this patient cohort 

required surgery to improve their self-control 

and received more than one self-control 

treatment. There are limited data in the litera-

ture on incontinence outcomes, with small 

cohorts and rates ranging from 40% to 100% 

at 10 years of follow-up. Despite corrective 

surgery, almost all patients are concerned 

about the appearance of their genitals. Other 

studies have shown similar results in terms of 

patient satisfaction and sexual function. A 

limitation of this work is that the information 

was collected retrospectively from electronic 

health records and no validated outcome 

tools were used. 

Most men and women with EEC have ade-

quate sexual function. Almost three-quarters 

of male patients are able to ejaculate with 

varying degrees of force. Urinary diversion in 

some series appears to lead to better ejacu-

lation outcomes and thus improved fertility. 
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Recent series have shown similarly good re-

sults with full reconstruction. It has been re-

ported that male patients with valgus have 

more psychosexual disorders than females. 

Most female patients have normal fertility, but 

in contrast, most male patients are signifi-

cantly less fertile. 

Compared with population-based controls, 

men and women with EEC had relatively bet-

ter long-term outcomes on tests of erection 

and general sexual function. This information 

should reassure parents of children with 

EEC. These people were likely to start having 

sex later than the general population and 

have fewer children than healthy controls. 

However, her sexual function seems to be 

generally good. 

Figure 371. CT scan of the kidney, ureter and bladder showing a small calculus projecting over the lower pole 
calyx of the left kidney 
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13.3 DSD 

Although DSD males had an undeveloped 

penis and testis and had hypergonadotropic 

hypogonadism or normogonadism, most had 

male sexual potential and male sex identity 

as long as testicular tissues were preserved. 

DSD patients and their parents are inter-

viewed individually for psychosocial and fami-

ly adjustments after surgery once every 6 

months. DSD patients are guided to correctly 

look upon the diseases, told some skills to 

deal with social and family relationships, 

asked to change their unreasonable mind, 

emotion, and response, and guided to adapt 

to the society. For patients with evident psy-

chological disorders, psychologists were in-

vited for interviewing. However, there were 

still some psychological problems in these 

patients due to some social factors. During 

the follow-up period, the treatment outcome, 

degrees of satisfaction with surgery, social 

relationship, future expectation, and others 

were evaluated. 

Psychosexual outcomes were assessed by 

questionnaires and compared with a control 

group of males of the same age. All men re-

port erections and can experience orgasms. 

Men with ejaculation disorders have been re-

ported. Compared to controls, men with sex-

ual development disorders were less satisfied 

with the appearance of their penis and scro-

tum, but less satisfied with their overall body 

image. These patients reported decreased 

libido and decreased sexual activity.  

CONCLUSIONS: This group of men with sex-

ual development disorders had poorer out-

comes in terms of penis length, ejaculation, 

external genital satisfaction, and frequency of 

sexual activity. Other aspects, such as gen-

eral body image and psychosexual function-

ing, did not differ from the control group. 

Good anatomical and functional outcomes 

are better achieved with two-stage repair and 

topical application of testosterone. 

Psychological assessment to identify the con-

cerns of parents of newborns with ambiguous 

genitalia and provide support for the resulting 

insecurities. Decisions regarding medical in-

terventions and parenting gender use a col-

laborative model incorporating the wishes of 

family members. Ongoing psychological care 

for children and adolescents with genital ab-

normalities and their parents is provided by a 

psychologist with more experience in treating 

people with DSD. This emphasis on open 

communication, involving family members 

and/or patients in the decision-making pro-

cess, and maintaining strict confidentiality are 

core principles of best management, as de-

scribed in the DSD Patient Management 

Consensus Statement. 
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10.4 Other anomalies 

Finally, other abnormalities should 

be performed in childhood for a 

successful outcome, as the molding 

in adulthood makes the outcome 

very difficult, and there are residual 

abnormalities that can cause psy-

chological distress to the patient af-

ter surgery 

Data from our long-term outcome 

survey suggest that surgical correc-

tion of other abnormalities can treat 

a range of conditions. According to 

the patient's parents, the procedure 

is almost always successful in 

young children and rare in teens. 

However, despite limited success in 

older patients, most parents consid-

er the surgery to be an aggressive 

procedure and would recommend it 

to friends with similar conditions. 

In fact, most couples will never go 

through it, but if you do, remember 

to stay calm. Don't panic and don't 

try to disengage from your partner. 

They could hurt both of you and it 

just makes things work. Most cou-

ples will break up after a few sec-

onds, at worst a few minutes. As 

embarrassing as it may be, stop and 

wait. They will be out soon. 
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