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ABSTRACT

Introduction. More than half of intraoperative complications occur during dilatation of the corpora cavernosa, a
critical step in the placement of any type of penile prosthesis, which can be especially difﬁcult in a patient with
corporal ﬁbrosis. A late manifestation of cylinder placement can be impending erosion with lateral extrusion or
medial deviation (into the urethra) of the distal tips. There are many different approaches to try and ﬁx these surgical
issues.
Aim. The review article evaluates the many different surgical techniques prosthetic surgeons use in the management
of intraoperative complications and lateral extrusion.
Methods. A review of the literature was preformed with published results being evaluated to try to help guide the
management of intraoperative complications and impending distal erosion. There is a special focus on dilation of the
corpora cavernosa.
Main Outcomes Measures. The article reviews and evaluates the outcomes of the landmark papers in the management of intraoperative complications and impending distal erosion.
Results. Intraoperative complications of penile implant placement can be distressing for the prosthetic surgeon, but
with proper recognition, most of these complications can be navigated with excellent postoperative results.
Conclusions. This review article summarizes many of the techniques, outcomes, and new developments in the
complicated ﬁeld of penile prosthetic surgery to help guide the implanting surgeon. Henry GD and Laborde E. A
review of surgical techniques for impending distal erosion and intraoperative penile implant complications:
Part 2 of a three-part review series on penile prosthetic surgery. J Sex Med 2012;9:927–936.
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Introduction

A

literature review of more than the past 70
years revealed an extensive search for a reliable surgical therapy to correct impotence. In
1936, Bogoras’ study (as cited in Gee [1])
described the ﬁrst attempt to reestablish an acceptable penile erection by implantation [1]. Bogoras
inserted a section of rib cartilage into a newly
reconstructed penis to provide rigidity. Loefﬂer
and Sayegh reported the use of acrylic implants
beginning in 1950 [2]. As early as 1967, Pearman
proposed a unitary rigid rod of silastic for implan© 2012 International Society for Sexual Medicine

tation [3]. The original inﬂatable penile prosthesis
(IPP) was introduced in 1973 by Scott et al. [4].
Although early experiences had a high rate of
mechanical breakdown, multiple design changes in
the device and surgical technique have since
greatly improved the IPP. Very high patient satisfaction and mechanical reliability rates with IPPs
have been reported internationally [5–14].
Mechanical reliability is so outstanding that many
experts suggest that more penile prosthesis revisions are required for nonmechanical than
mechanical reasons [15]. Therefore, much consideration has been taken in an effort to reduce these
J Sex Med 2012;9:927–936

928
nonmechanical problems, e.g., the salvage rescue,
use of nonsynthetic material for repairs, and the
revision washout, all appear to reduce infection
rates [16–21].
Today, in the United States, the most frequently
implanted penile prostheses are the multicomponent inﬂatable type, and this article will concentrate
on IPPs. However, surgeons who implant rods can
still beneﬁt from the section on the dilatation of the
corpora cavernosa, because more than half of the
iatrogenic complications (including those with
three-piece IPP implantation) occur during this
critical step. During the early 1990s, approximately
80% of three-piece IPPs were placed via the infrapubic approach, but by 2003, more implants were
placed via the penoscrotal, than the infrapubic
approach. Today, it is believed that 85% the IPPs
are placed penoscrotally. Fortunately, most complications that the prosthetic urologist encounters can
be corrected. This review article discusses intraoperative complications of penile prosthesis implantation and their management.
Before the Surgery

Once the patient and the physician choose to
proceed with penile prosthesis implantation and
the patient has been medically cleared for surgery,
many steps can be taken to avoid problems. Antibiotic soap showers, preoperative antibiotics, 10 to
15-minute skin preps after shaving, and step-bystep implantation of the primary IPP have been
described [22,23]. (The third paper in this series
on penile prostheses will be on a step-by-step
penoscrotal approach to placement of the primary
IPP.) It is critical to ensure the patient has no
source of infection. In addition, he should be
evaluated for Peyronie’s disease, corporal ﬁbrosis,
and/or retropubic space scarring. If the patient
presents for revision/replacement of his penile
prosthesis, the surgeon should determine whether
or not the integrity of the tunica albuginea is intact
and look for aneurysm or impending erosion.
Moreover, it has been shown that revision washout
reduces infection rates in cases of clinically uninfected IPPs, and the prosthetic surgeon may want
to have the operating room staff prepare the antibiotic solutions prior to surgery [17,24]. While the
traditional salvage rescue protocol as described by
Mulcahy uses multiple solutions and changing of
gowns, gloves, drapes, and instruments, the revision washout is typically done with three to four
asepto syringes of one solution irrigated into each
implant space and does not involve changing the
J Sex Med 2012;9:927–936
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Table 1

Salvage protocol

Irrigation of corpora, reservoir pocket, and pump pocket done in a
stepwise fashion with the following solutions in sequence:
1. 80 mg/L kanamycin and 50,000 units/L bacitracin in normal
saline (NS)
2. 1/2 strength hydrogen peroxide
3. 1/2 strength providone-iodine solution
4. Pressure irrigation with 5 L NS containing 1 g vancomycin and
80 mg gentamicin
5. 1/2 strength providone-iodine solution
6. 1/2 strength hydrogen peroxide
7. 80 mg/L kanamycin and 50,000 units/L bacitracin in NS
As shown in: Mulcahy JJ, Brant MD, Ludlow JK. Management of infected
penile implants. Tech Urol 1995;1:115–9

gowns, drapes, or instruments [17,24] (Table 1).
Appropriate preoperative assessment and planning
can lead to fewer intraoperative surprises.
A special note for preoperative evaluation of the
very complicated prosthetic patient: the authors
advocate getting a magnetic resonance imaging
(MRI) on revision/replacement patients who have
undergone multiple penile prosthetic surgeries by
other surgeons. The MRI can help in identifying
prosthetic components placed by other surgeons
or abscesses [25].
Implantation of the Cylinders or Rods into the
Corpora Cavernosa

As stated, this step in the implantation process is
the one most fraught with peril, causing the majority of the iatrogenic complications. If corporal
ﬁbrosis is expected, a wide, transverse, penoscrotal
incision is the best approach for proximal exposure
of the tunica albuginea [26,27]. There is no superlative published article on the surgical management of corporal ﬁbrosis, mainly because of
insufﬁcient numbers of patients and/or inadequate
follow-up. Thus, many of the papers on corporal
ﬁbrosis are anecdotal and opinion-based [26–38].
With the reduction in infection rates associated
with antibiotic-coated IPPs, there may never be a
signiﬁcant article on corporal ﬁbrosis because the
bulk of severe corporal ﬁbrosis cases result from
implant infection. A recent advancement in surgical technique, the rear tip sling for proximal perforation (see Figure 1) will help prosthetic
urologists for years to come. With careful, deliberate dilation of the corpora cavernosa, most complications can be avoided.
Multiple instruments are available for dilation
of the corpora cavernosa. For standard corporal
dilatation, the Brooks dilator (Coloplast Corp,
Minneapolis, MN, USA), with its bullet head and
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Figure 1 Rear tip sling in position for placement with the 0
Prolene stitch placed outside-in, then though the proximal
part of the rear tip extender, then inside-out though the
corporotomy.

bayonet conﬁguration appears to be the easiest and
safest of the dilators. However, these dilators do
not work well for the woody consistency of the
severely ﬁbrotic corpora cavernosa. There is no
consensus on the best technique for handling
severe corporal ﬁbrosis cases. Implantation with a
downsized IPP is recommended as it obviates the
need for additional cavernous reconstruction
[26,35]. For many of these patients with corporal
ﬁbrosis and a downsized IPP, a year of maximally
inﬂating the IPP on a regular basis has a stretching
effect on the penis. These patients can then
undergo additional surgery for “upsizing” to standard size cylinders and usually require several
more centimeters of length [39]. Knoll, the most
published author on corporal ﬁbrosis, advocates
that patients with extensive corporal ﬁbrosis
should be forewarned of dramatically increased
risk factors associated with implantation into a
scarred penis and that surgery may not be successful [33]. This same author has even used advancement ﬂaps and lower abdominal tissue debulking
in those patients with insufﬁcient penile length for
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satisfactory sexual intercourse [31]. Shaeer has
described using a resectoscope to remove the corporal ﬁbrosis scar under direct vision during
penoscopy, while other authors have used penoscopy for retrieval of rear tip extenders [40–42].
Typically, if the ﬁbrosis is secondary to prior
implant removal for infection, the proximal
corpora are in worse condition, whereas if the
ﬁbrosis is due to priapism, the distal corpora are
more ﬁbrotic. Experience has shown that the
Rosello dilator (American Medical Systems
[AMS], Minneapolis, MN, USA) channels out a
space better for proximal ﬁbrosis, whereas the
Mooreville cavernotome (Uramix, Lansdowne,
PA, USA), working in an oscillating fashion, allows
for easier cavity development for distal ﬁbrosis
[27]. With today’s downsized IPPs, only 9–10 mm
of dilation is needed. Usually, there is a soft area
inside the corpora cavernosa to start a small diameter instrument, however, if there is none, more
drastic measures need to be taken. An inverted T
incision is done, for improved exposure, to open
up the distal corpora and to allow for easier ergonomics in trying to channel out the ﬁbrosis. By
making an inverted T incision at the corporotomy,
the surgeon is opening up the tunica albuginea in
the direction of the distal ﬁbrosis so that difﬁcult
dilation can be done under direct vision. Some
authors advocate multiple incisions with minimal
scar tissue excision [28–30,32]. Montegue and
Angermeier have even performed corporal excavation for men with severe corporal ﬁbrosis undergoing IPP implantation [43]. Although not well
described in the literature, other experts have
handled corporal ﬁbrosis by making a longitudinal
incision along the scarred corporal body. The
prosthesis can then be placed within the corpora
and a pericardium allograft is placed on top of the
IPP and used to close the corporal defect [44].
While dilating the corpora cavernosa, perforation occasionally happens. If distal corporal perforation is identiﬁed, e.g., a distally placed dilator
comes out the meatus or while irrigating the distal
corpora, the ﬂuid shoots out of the meatus, the
safest course of action is to abort the case. No good
techniques have been published on how to handle
distal perforation into the meatus. However, the
rear tip sling is a wonderful solution for proximal
perforation (Figure 1). Traditional correction for
proximal perforation involved the use of synthetic
graft material to form a “windsox,” but use of
synthetic grafts in repairs of the tunica albuginea
resulted in infection rates as high as 30% [37,45].
This increased infection rate is thought to be due
J Sex Med 2012;9:927–936
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to the ability for bacteria to grow in the protected
environment between two synthetic surfaces: the
graft and the penile implant [17]. The rear tip sling
can avoid this problem, and this repair works well
even if the rear tip extender can be seen outside the
tunica albuginea at the level of the crus, but any
deformity must be minimized for patient comfort
and satisfaction. The suture sling should be placed
at the most distal (open-end) of the rear tip
extender to avoid instability of the associated cylinder. At 6 months postoperatively, the body will
have encased the rear tip extender in ﬁbrous scar
tissue. The patient is instructed not to resume
sexual intercourse for at least 6 weeks following
surgery. Additionally, if only a small perforation is
made inadvertently, tightly closing the corporotomy around the input tube of the IPP can prevent
migration of the cylinder.
Mulcahy has shown that the tough ﬁbrosis
capsule that develops around the penile implant
can be used for distal corporoplasty (discussed in
detail later in the paper) in cases of lateral tunica
albuginea weaknesses [46]. Organic tissue
grafts—such as pericardium—have been shown to
be a good substitute for synthetic material in grafting of the tunica albuginea [44,47]. Use of natural
tissue repairs and organic grafts has proven to be a
superior solution for tunica albuginea defects as
they avoid the increased risk of infection associated with the use of synthetic grafts and penile
implants [45]. The IPPs of choice for patients with
tunica albuginea defects are the 700 controlled
expansion (CX) or Titan (Coloplast Corp) and the
Titan NB (Coloplast Corp) or the 700 CXR
(AMS), if dilation of the corpora to 12–13 mm is
not possible, because the design of these devices
(the dacron-lycra layer of the 700 CX and CXR
devices and the polyurethane of the Titan and
Titan NB) limits the chance of an aneurysm formation. If an aneurysm is encountered during
revision/replacement surgery, a “belt and suspenders” repair can be attempted. The surgical issue
can be that the aneurismal “bubbled out” tunica
albuginea may be very thin and any of the
“bubbled out” thin tissue should be dissected back
to stronger thicker tunical tissue. Next, a layer of
simple interrupted 2-0 absorbable sutures is placed
transversely across the entire length of the defect
to close it completely. The ﬁrst layer of simple
interrupted sutures is then followed by a second
layer of horizontal mattress sutures (similar to how
many prosthetic surgeons “pre-place” sutures
prior to making the corporotomy on primary
implantation cases) placed in the tunica albuginea
J Sex Med 2012;9:927–936
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Figure 2 Distal crossover confirmed with Hegar dilators
showing a left to right crossover situation.

lateral to the ﬁrst layer, which when tied down,
envelopes over the top of the ﬁrst layer to help
strengthen the closure. Care must to taken to avoid
injury to the cylinders. If the repair appears to be
inadequate to the prosthetic surgeon, or alternatively, an organic tissue graft can be added to
strengthen the repair of the aneurysm tissue defect.
During implantation of the cylinders, crossover
may be detected. Both cylinders should be
removed and the corpora cavernosa redilated both
proximally and distally with a size 11 or 12 Hegar
dilator (Millenium Surgical Corp., Narberth, PA,
USA) in the opposite corpora. If the active dilator
hits the opposite stationary Hegar, a crossover
situation needs to be rectiﬁed (Figure 2). Typically,
a dilator tracks over the midline into the contralateral corpora cavernosa, with the angle of the dilators indicating the side that crosses over. Place the
Hegar dilator on the side contralateral to the one
that crosses over, whether proximal or distal, and
carefully rechannel the crossover side, staying
lateral and using the stationary Hegar as a point of
reference (Figure 3). Implant the cylinder in the
crossover side with the stationary Hegar in place.

Intraoperative Penile Prosthesis Complications

Figure 3 Using the Hegar dilator as a reference guide, the
dilator is placed into the newly dilated tract that is not in a
crossover position (stays lateral).

If the worrisome cylinder side goes in correctly,
then proceed with removing the stationary Hegar
and implant the second cylinder.
Placement of the Reservoir

Most intraoperative complications of the reservoir
occur during “blind” placement from the penoscrotal approach. However, even under direct
vision from the infrapubic approach or a counter
incision, the retropubic space (space of Retzius)
can be scarred down, not allowing for safe reservoir placement. If the surgeon encounters such a
patient—such as one that has had a radical
cystoprostatectomy—a reservoir can be placed in
an ectopic location between the anterior abdominal musculature and transversalis fascia and cephalad to the external inguinal ring [48]. Alternately,
a counter incision in the epigastrium for peritoneal
cavity placement has been described [49].
Whether or not to choose ectopic reservoir
placement can be decided at the time of surgery. In
those difﬁcult patients with a scarred retropubic
space, the Lock-Out Valve (Coloplast Corp) reservoir can be placed through the scrotal incision in
an ectopic location beneath the abdominal musculature but superior to transversalis fascia. A space is
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created by forcing one’s ﬁnger through the
inguinal ring between the anterior abdominal
musculature and the transversalis fascia cephalad
to the external inguinal ring. The reservoir is
placed into this created space and ﬁlled with
normal saline. The lockout valve is positioned
facing toward the spine. In the past, placement of
IPPs with no lockout valve feature in this location
could have resulted in bothersome autoinﬂation
caused by a tight reservoir cavity and limiting reservoir expansion. The lockout valve for the AMS
device is in the MS pump mechanism; moreover,
there is now a ﬂat reservoir called Conceal (AMS)
for the very fact of it having a low proﬁle for
ectopic placement. Ectopic reservoir placement
avoids a second incision, with shorter operative
time, and less postoperative pain. In addition, the
patient receives a three-piece prosthesis with
optimal ﬂaccidity and rigidity rather than a compromised two-piece prosthesis, such as has been
used in patients with a known scarred retropubic
space. In the future, ectopic reservoir placement
will become more and more prominent. Now with
the new ﬂat reservoir with low proﬁle, the patient
is much less likely to feel the reservoir.
If while performing blind reservoir placement,
blood starts to well up from deep in the pelvis, a
cephalad hockey stick incision needs to be performed to regain control of the iliac vessels from
above, as the surgeon most likely struck a vessel
with the scissors when popping through the transversalis fascia. Typically, this occurs when the scissors are passed in a lateral position. A vascular
surgery consult may be warranted. If the bleeding
vessel is the external iliac vein, a small permanent
monoﬁlament stitch has been advocated for repair
of this injury. Now, if bowel contents are encountered instead of blood, the IPP placement should
be aborted and a general surgery consult obtained
immediately, as some of the worst postoperative
IPP complications ever seen are enteric-cutaneous
ﬁstulas. Rarely, a 100 cc reservoir that is placed
through the inguinal canal can cause iliac vessel
compression with lower extremity edema and
thrombosis [50,51].
Bladder injury is another possibility that must
be managed with care. The two most common
scenarios include passage of the scissors through
the transversalis fascia and, during reservoir overﬁlling, “hydrocapsulotomy” for autoinﬂation revision surgery [48]. Bladder injury is identiﬁed with
gross blood in the urine (the bladder should be
emptied prior to either of the previous scenarios).
The injury can be conﬁrmed by ﬂexible cystoscopy
J Sex Med 2012;9:927–936
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or by irrigating through the Foley and having ﬂuid
enter the wound, but these steps are not technically necessary. In the case of bladder perforation
secondary to scissor penetration, simply remove
the newly placed reservoir and implant it on the
contralateral side, with catheter drainage for 7–10
days. For bladder rupture associated with
hydrocapsulotomy—where the tissue capsule
around the contracted reservoir is burst open with
forceful overﬁlling of the reservoir—an open
repair of the bladder through a suprapubic incision
is advocated by some experts. The bladder must be
repaired in two layers with an absorbable suture
and suprapubic tube placement considered. The
reservoir needs to be moved to the contralateral
side such that the reservoir does not come in
contact with the repair site. In either scenario, a
cystogram prior to catheter removal ensures that
the injury has healed. The Lock-Out Valve on the
Titan IPP has been shown to prevent autoinﬂation, decreasing the need for hydrocapsulotomy,
whereas the Momentary Squeeze pump on the
AMS 700 series IPP is designed to prevent autoinﬂation [48,52].
Dissecting out a reservoir during IPP revision/
replacement surgery can be difﬁcult secondary to
exposure and scarring. Some authors advocate not
leaving behind a retained reservoir [53,54].
However, if there is no gross sign of infection,
leaving the reservoir behind during revision
surgery has been shown to be safe [55]. If removing the reservoir becomes difﬁcult, trace the
tubing as far back as possible, pump all the ﬂuid
out of the reservoir, and then cut the tube as high
up as possible. The tubing should retract back out
of sight. Simply implant the new reservoir on the
contralateral side.
The Tubing and the Pump

Intraoperative complications of the tubing and the
pump are infrequent but can be worrisome. If any
component of the IPP is penetrated by a sharp
object (e.g., a stitch), it has to be replaced with a
new component. A Babcock clamp (Millenium
Surgical Corp.) can be used to hold the tubing and
pump down, away from the area of suture closing
[48]. Another problem arises when the cylinder
tubing on a preconnected IPP is too short and the
pump is almost against the urethra; this is due to
too much tubing running inside the tunica albuginea. The cylinders can be removed and a shorter
cylinder length with more rear tips inserted. Alternatively, place rubber shods on the cylinder tubing
J Sex Med 2012;9:927–936
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and cut the tubing near the pump, then, open a
separate pump and make the new connections at
the desired tubing length.
During revision/replacement surgery, the
tubing can be difﬁcult to dissect out, especially the
gortex boots of the 700 series (AMS) IPP. A special
note for removing these gortex boots on an infrapubically placed IPP is to avoid the penile dorsal
nerve complex at essentially all costs. If a penoscrotal approach is used to remove an infrapubically
placed IPP, adequate exposure is key to avoid
injury to the dorsal nerve. If adequate exposure
cannot be obtained, removing the cylinders
through an infrapubic approach should be done.
Additionally, cautery near the dorsal nerve should
be avoided to prevent inadvertent injury. Injuring
the dorsal nerve with electrocautery can be difﬁcult to adequately repair, possibly resulting in
distal penile numbness.
Similarly, from a penoscrotal approach, when
tracing out the tubing to the cylinders, there can
be an injury to the urethra at the level of the
penile-scrotal junction. This injury can also occur
during primary implantation of the cylinders.
Always use an indwelling urethral Foley during
penoscrotal penile prosthesis placement/repair to
aid in identiﬁcation of the corpus spongiosum. For
injuries to the urethra at this level, the prosthetic
surgeon can primarily close the defect in two
layers. Close the mucosa with 4-0 braided absorbable stitch on an RB1 needle with simple interrupted sutures. Close the outer layer of the urethra
with 3-0 braided absorbable stitch on a tapered
needle. The integrity of the repair can be checked
by injecting normal saline down the meatus along
side the catheter in the fashion of a pericatheter
retrograde urethrogram (RUG). Moreover, the
catheter should be manipulated to make sure that
it was not caught by a stitch. Once the urethra
repair is deemed adequate, the IPP procedure can
be completed. The catheter should be left in for
7–10 days with a negative pericatheter RUG
obtained prior to catheter removal.
Postoperative Development of Lateral Extrusion/
Impending Erosion

There are experts in the ﬁeld of prosthetic urology
who believe many cases of lateral extrusion and/or
impending erosion occurring after primary IPP
placement can be due to “micropreforations”
created during dilation of the distal corpora cavernosa with a small (size 6–8) Hegar dilator or due to
infection. Either way, copious irrigation is advo-
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Figure 4 Exposure of the “shiny” medial wall of the implant
space capsule with proximal retraction of the cylinder
through the lateral transverse penile incision that is several
centimeters proximal of the point of lateral extrusion.

cated during this repair procedure. First of all, the
surgeon must decide whether or not to replace the
whole device—most experts would use the same
device if it is less than 2 years old, and conversely,
most would use a whole new device if the original
IPP is more than 5 years old. Currently, there is no
sentinel paper in the literature that deﬁnes these
postoperative times well. If using the same device,
only a distal penile incision can be used, whereas, if
replacing the whole device, both a distal and the
usual penoscrotal incision are needed for standard
removal of the old IPPs and placement of the new
IPP.
Distal corporoplasty for lateral extrusion of
penile prosthesis cylinders can be done using the
patient’s own “natural” tissue in the form of the
tough ﬁbrous capsule that develops around the
IPP [45]. Make a lateral transverse incision several
centimeters proximal to tip of the cylinder that is
extruding and dissect down through the tunica
albuginea. Do not injure the IPP cylinder if you
plan on using the same implant. Injury to the polyurethane of the Coloplast Titan can be avoided by
using a cautery setting of less than 35 W. Pull the
cylinder tip out through the incision and retract it
proximally, exposing the medial surface of the cylinder space (Figure 4). Make a sharp transverse
incision in the capsule of the medial wall of the
cylinder space; dorsal of the urethra (Foley catheter placement can assist with knowledge of the
position of the urethra) and long enough for the
cylinder used. Carefully develop this medial wall
incision distally, through the spongy erectile
tissue, just medial to the capsule wall, to proper
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glans positioning using blunt dilators, protecting
the urethra as best possible. Next, sew the medial
wall capsule to the lateral capsule wall on the distal
side, effectively closing the “old” distal implant
space and creating a double layer of “natural”
capsule tissue to protect the distal cylinder tip
from future lateral extrusion. Now, the cylinder is
loaded in the Furlow inserter, and the Furlow is
ﬁred out the glans through the newly dilated tract
just medial to the double layer of now closed
capsule tissue (Figure 5). The tunica albuginea is
carefully closed, avoiding the IPP cylinder. If the
surgeon wishes to use a patch graft in addition to
the natural tissue repair, the graft is prepared and
placed at this time (Figure 6). Pericardium and
dermis allograft, porcine small intestinal submucosal xenograft, and autologous rectus fascia have

Figure 5 Furlow inserter placed into proper position, just
medial to the closed double layer of capsule tissue. In this
case, the whole implant was being replaced with the cylinder tip down at the penoscrotal incision.

Figure 6 Patch graphing of the tunica albuginea using
dermis allograft for lateral extrusion.

J Sex Med 2012;9:927–936
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been used successfully in the past for tunical deﬁciencies, but the author has used fascia lata without
complications [44,47,56–60].
Similarly, for impending medial erosion of the
distal tip of the cylinder—typically into the fossa
naviccularis—a natural tissue repair and/or grafting is done with the “new” channel dilated just
lateral to the lateral capsule wall. Most of the
time, repair of impending medial erosion is actually easier than for lateral extrusion because the
urethra is now less of a worry and the lateral
capsule wall is closer with less depth decision
making for the surgeon. With no real data to
support this decision making, the author places
the allograft between the two capsule layers in
impending medial erosion because of the ease of
placement and wanting to make sure the graft
covers the weak spot in the urethral wall. It may
be better to place the graft on the outside of the
capsule layer because the body probably incorporates it better. To date, however, there are no
good data on these techniques in the published
literature.

Henry and Laborde
Conclusions

The search for a reliable surgical therapy for
impotence has produced penile implants that yield
the highest patient satisfaction and mechanical
reliability rates of any medically implanted device.
With recent enhancements in the IPP design, the
implantation process is getting more and more
consideration for improvements. Dilation of the
corpora has been historically noted as the step
wherein the majority of intraoperative complications occur. Fortunately, when the prosthetic
urologist encounters an intraoperative complication, the vast majority of them can be readily
corrected.
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Category 1
Hypermobile Glans

Occasionally, a patient may present with a supersonic transporter deformity because of a hypermobile glans. This complication can also be seen
when inappropriately sized cylinders were placed.
If the complication is due to inappropriate sized
cylinders, replacement of the cylinders will correct
the problem. However, if the problem arises from
a hypermobile glans, replacing the cylinders will
not ﬁx the problem. In these patients, glans ﬁxation should be performed.
Mulhall and Kim describe a technique for glans
ﬁxation [61]. This can be done by making a dorsal
subcoronal incision just proximally to the coronal
sulcus. The glans penis can then be dissected free
from the distal ends of the corporal bodies. Buck’s
fascia is elevated, and care must be taken to avoid
damage to the neurovascular bundles. Loupe magniﬁcation can aid in this. The glans is then repositioned more proximally on the corporal bodies
and ﬁxed with nonabsorbable suture such as a 2-0
nylon. After ﬁxing the glans, two sutures are
placed on both sides of the midline in a horizontal
mattress fashion. These are placed through the
tunica albuginea on the corporal body and through
the fascial layer on the undersurface of the glans.
Buck’s fascia and any subcutaneous tissue can then
be closed over the suture line.
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