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ABSTRACT

A 14 year old boy suffering from marked penoscrotal lymphedema is
reported. Reduction scrotoplasty was done and the neoscrotum was made by
combining the anterior suprapubic and posterior scrotal U-shaped flaps. A split-
thickness skin graft from the thigh was placed over the denuded penis. No
complication was encountered and the cosmetic result was satisfactory.
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INTRODUCTION

Penoscrotal lymphedemamay be idiopathic or secondary
to inflammation, surgical incision, neoplasm, radiation,
hypoproteinemiaand othermedicalconditions. Lymphedema
of the penis and scrotum is uncommon in countries where
filariasisis notendemic. Inpenoscrotallymphedemablockage
of the lymphatics is confined to the penis and scrotum and is
notseen in adjacent areas of the abdomen, buttocks or legs.
Marked elephantiasis of the scrotum is a characteristic
finding in bancroftian filariasis, in which the presence of
filarial parasites in the lymphatics elicits an inflammatory
response.

Lymphedema of the penis and scrotum has significant
functional, cosmetic, psychological and possibly malignant
consequences for affected patients. The accepted form of
treatment is surgery, since conservative medical treatment is
of little value.

We report a case of primary penoscrotal lymphedema
with excision of all involved lymphedematous tissue of the
penis and scrotum and use of posterior scrotal flaps and
superiorly-basedflap of the pubic areafortesticularcoverage
and split-thickness skin graftto thepenis. The low morbidity
and successful outcome observed in this case and those
reported by others* indicate that the procedure described
herein can be suitable for patients with genital lymphedema.

Case report

A 14 year old boy was admitted with marked scrotal and
penile enlargement for 6 months. He complained of
penoscrotal swelling accompanied by itching, and walking
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Figs. 1,2. The anterior and posterior appearance of a 14 year old
boy with scrotal edema.
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discomfort. On physical examination he had marked
lymphedema of his penis and scrotum, and the glans penis
was found to be buried in the lymphedematous penile tissue.
The scrotal mass measured 30x32x34 cm (Figs. 1,2).
Necessaryrelevant laboratory investigations were in the
range of normal limits. Abdominal and scrotal sonography
was done, and testicles were normal in size and shape. He
had no history of trave!ling to endemic areas for filariasis.

Technique

A modified Erdem-Yourmuk procedure for
reconstrucon of the penis and scrotum was applied as
follows. With the patient in a modified lithotomy posision
with the thighs abducted, the abdomen and thighs were
prepared completely as potential skin graft donor sites.
Afterplacing anindwelling urethral catheter, we excised the
lymphedematous mass with aU-shaped incision, Two lateral
incisions were carried out through apparently healthy skin
on either side of the median raphe encircling the root of the
scrotum to meet at the perineum 6 cm in front of the anterior
margin of the anus. A curved suprapubic incision was made
2 cm above the penile base. The penile skin was totally
excised down to Buck’s fascia and the denuded penis was
passed through the button hole made on the middle part of
the anterior flap prepared from the skin of the suprapubic
region (Fig. 3). The neo-scrotum was made by anterior and
posterior flaps and the penis was covered by split-thickness
skin graft from the thigh. A vacuum drain was putin pouches
prepared for the testicles. The specimen consisted of a mass
ofedematous tissuemeasuring20x30x10cmwhichdisclosed
thickened, rough skin and weighed about 2.40 kg.

Pathology report was scrotal subcutaneous and soft
tissue lymphatic dilatation and lymphedema.

The dressing on the grafted area of the penis was
removed on the fourth day and the urinary catheter was
removed on the seventh postoperative day. The functional
and cosmetic results of the operation were successful.

DISCUSSION

Lymphedema of the external genitalia and extremities
has been a subject of great interest since ancient fimes. An
Indian surgeon, Shusruta, was the first to perform excisional
surgery in genitallymphedemaat around 600 BC.! Different
surgical techniques have been described with different
outcomes.* % 10-12

Chronic lymphedema of the scrotum and penis is
encountered quite frequently in India and in the #opics.
Most often, the diseaseis due to filarial infestation, although
a few cases may be due to certain other causes (primary,
trauma, irradiation). In filariasis there are major differences
in the clinical presentations, most commonly seen in W.
bancrofti versus Brugian infection. In the bancroftian type,
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Figs. 3,4. Intra-operative view.

Both testicles and spermatic cords are secured during excision of
lymphedematoustissues, and buttonholeforthepenis with posterior
U-shaped flaps are shown.
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the acute episodes most commonly affect the male genitalia
with marked scrotal lymphedema. In Brugian filariasis,
lymphedema of the extremities is more common thanin the
bancroftian type. In Iran, filariasis has not been reported to
date and the pathology report of the presented case was not
consistent with filarial infestation.

Delpech?® in 1828 excised subcutaneous #issues of the
scrotum and penis and created skin flaps to cover the penis.
Early poor resuits were due to inadequate removal of
subcutaneous tissues.

In 1993, Muller and Jordan proposed covering the
denuded shaft with a split-thickness skin graft and the
testicles by means of a posterior scrotal flap after excision
of the lymphedematous tissues.” A few authors placed the
testicles in subcutaneous pouches created bilaterally at the
medial thigh, but these pouches also failed to preserve
thermoregulation.?®

Jones and Khan found that pedicle flaps from the thigh
for neoscrotum reconstruction led to disturbed
spermatogenesis due to higher temperatures, and they
advocated using the remaining posterior scrotal tissue for
covering the exposed testicles.®

Neilubrowicz and associatescreated lymphatico-venous
shunts to return lymph to the venous circulation.!!* In
patients with secondary lymphedema, they reported
considerable improvement. In patients with primary
lymphedema however, only 50% showed even modest
improvement.’

Bringing healthy lymphatics to the diseased area is
another surgical approach,” but Kinmonth, Danese and
others found that omental grafts into the scrotum havebeen
unsuccessfulin draining genital lymphedema.” We conclude
that excisional therapy is the treatment of choice. If enough
subcutaneous tissue is removed and because "The best
medium for the integrity of spermatogenesis is the normal
scrotal location™, we made a neoscrotum by a modified
Erdem-Yourmuk approach (anterior flap incision located
2 cm above the base of the penis). By this procedure, the
relocation of the penis toits original location helpsregainits
normal erectile function and does notinterfere with testicular
function, while providing more suitable skin coverage for
reconstruction of the neo-scrotum.
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