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ABSTRACT

Introduction: The objective of thiswork isto describe a conservative surgical technique as
an alternative to classic penile amputations, aiming the local control of the disease, in addition to

trying to preserve the patient’s sexual function.

Surgical technique: After acircular incision of the skin around the penis, the subfascial plane

isdeveloped until the base of the organ. The dorsal neurovascular bundle and the urethra areisol ated
in their distal extremities. The neurovascular bundle is sectioned distally. A retrocoronal dissection
plane is developed between the glans and the corpora cavernosa. When this stage is complete, the
glansis fixed only to the urethra, which is distally sectioned as well. The neurovascular bundle is
fixed to the dorsal albuginea. Following the spatulation of the urethra, a neomeatus is created using
the overlay skin of the penis. Between January 2001 and July 2002, we employed thistechniquein 6
patientswho had epidermoid carcinomaof the penis, which werelimited to the glans, superficial, well
or moderately differentiated and measuring up to 3 cm.

Comments: Several conservative surgical methods for treatment of carcinoma of the penis
aim the organ’s preservation, in an attempt of improving the quality of life of patients, however the
indexes of local recurrence and failure in disease control are significant. The described technique
showed to be safe and effective for disease control, in addition to preserving sexual function in all
patients who were treated, representing, thus, a quite appealing conservative surgical alternative in

selected cases.
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INTRODUCTION

The epidermoid carcinoma of the penisisa
rare neoplasiain devel oped countries, however in un-
derdevel oped countriesitsfrequency reacheshigh lev-
els. In the state of Parg, Brazil, its incidence reaches
significant indexes, being the second most frequent
urogenital tumor in our institution. Surgical treatment
isthe safest method for management and aimsto re-
sect the primary lesion with safe margins. Penile am-
putations are still the “ gold standard” in the disease’s
surgical treatment; nevertheless repercussions in the
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psychic and social sphere of patients are devastating
(1. Theintroduction of conservative surgical meth-
ods, which aim to completely excise the primary tu-
mor, respecting proper surgical margins and, at the
same time, preserving the organ’s shape and func-
tion, tried to reduce such consequences (2). Thiswork
describesasurgical aternativeto partial amputation:
glandectomy with preservation of the corpora
cavernosa, which can be indicated in small, non-in-
filtrating penile tumors that are limited to the glans
(Figure-1).
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Figure 1 — Epidermoidcarcinoma limited to the glans penis,
with approximately 2 cmin length.

SURGICAL TECHNIQUE

Patients undergo an enema in the night pre-
vious to surgery and receive broad-spectrum antibi-
otic (intravenous cefazolin, 1 g) after the anesthetic
induction, which is maintained until the second post-
operative day, when it is replaced by an ora antibi-
otic.

Under spina anesthetic block, the patient is
placed in horizontal dorsal decubitus. The procedure
beginswith acircular incision of the skin, around the
penis, deepening until the Buck’sfascia. At thispoint,

Figure 2 — Dissection of dorsal neurovascular bundle and ure-
thra.

Figure 3 — After sectioning the neurovascular bundle and dis-
secting a subcoronal plane, the glans remains fixed only to the
urethra.

the subfascial planeisdevel oped until the base of the
penis, unwrapping the organ. Next, the isolation and
repair of the dorsal neurovascular bundle and the ure-
thra are performed, in their distal extremities (Fig-
ure-2). Theneurovascular bundleisdistally sectioned
asin the classic partial amputation. A retro-coronal
dissection plane is developed under the neurovascu-
lar bundle, between the glans and the extremities of
the corpora cavernosa, with complete preservation of
the latter. Upon completing this surgical time, the
glans, completely dissected, isfixed only to the ure-
thra, which is also distally sectioned (Figure-3).

A careful inspection of the lesion bed is per-
formed relative to the extremities of the corpora
cavernosa, where biopsies are made for freezing his-
tological analysis. Following the fixation of the neu-
rovascular bundle to the albugineain the dorsal sur-
face of the penis, with separate stitches, aneomeatus
isthen created with the spatulate distal urethra, using
the overlay skin of the penis, previously dissected
(Figure-4). A 16F Foley catheter is maintained in-
sidethe urethrafor urinary drainage during 72 hours.

COMMENTS
The surgical treatment for cancer of the pe-

nis, concerning the primary lesion, has been based,
for many years, intotal or partial penile amputations,
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Figure 4 — Creation of the neomeatus using the overlay skin of
the penis.

which preconize margins between 15 and 30 mmfrom
the lesion (2). Since the vast mgjority of penile tu-
mors originate in the glans, coronal sulcus or fore-
skin, partial amputations are frequently employed.
Such margins optimize the possibility of eradicating
microscopic foci beyond the macroscopic limits of
the tumor, but significantly reduce the penile length
(D). The limitations to sexual intercourse and mas-
turbation are obvious in cases of total amputations.
However, in patients submitted to partial amputations,
despite the reduction in the penile length, vaginal
penetration is frequently possible, aswell as orgasm
and gjaculation (2).

A few works in literature assess the conse-
guences of these procedures in psychological, social
and sexual spheres of treated patients. Jensen (1), in
a prospective analysis of 119 patients submitted to
partial amputation, observed that 90% of patientswith
residual penile stump larger than 6 cm maintained a
good sexual function, which occurred in 45% of those
with astump between 4 and 6 cm and, in only 25% of
those who presented stumps between 2 and 4 cm.

Ananaysisof theliterature demonstratesthat
the local recurrence indexesin classic partial ampu-
tations range from 0 to 20%, showing a quite satis-
factory control of the primary lesion with this method.
However, the 5-year survival depends mainly on the
occurrence of metastases in regiona lymph nodes,
which in turn, is dependant on other prognostic fac-
tors, and therefore, thereisthe possibility of regional
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recurrence without local relapse of the disease (3).
Such behavior isexplained by the pattern of lymphatic
dissemination, which occurs by embolization. For this
reason, it is possible to use more conservative proce-
duresfor surgical control of the primary lesionin se-
lected cases (2).

The definition of conservative surgery com-
prises every procedure that aims the complete exci-
sion of the primary tumor, respecting proper surgical
marginsand, at the sametime, preserving the organ’s
shape and function (2,4). Among these, stand out lo-
cal excision, circumcision, micrographic surgery, la-
ser surgery and other recent conservative surgical
trends (5).

The concernwith quality of life hasled many
authors to propose technical modifications for clas-
sicamputations. Thereductionin classic limits seems
to be a new emerging concept. Agrawal et al., dem-
onstrate that 10 mm margins are enough for grade |
or Il tumors, however in undifferentiated tumors, 15
mm margins offer higher safety (4).

Local excision of the primary lesion, in can-
cer of thepenis, presentslocal recurrenceindexesthat
reach 100% (2,4). Circumcision for treatment of le-
sionslocated in the foreskin demonstrates recurrence
in up to 50% of cases (2). In a study conducted by
Bissada (2), micrographic surgery demonstrated |o-
cal recidivation in 8% of the patients and a 5-year
survival of 68%, among these, 6 patients with undif-
ferentiated tumors who evolved to death due to un-
controlled metastases (2). The use of laser initsvari-
ous modalities shows a local recurrence that ranges
between 4 and 33% and, survival at the end of fol-
low-up between 94 and 100%. It isworth to point out
that the follow-up in these studiesis short, and addi-
tionally the local recurrence indexeswith the method
in undifferentiated lesions reaches 100%, according
to some series (4).

Pizzocaro et a., compared the results from
75 patientswith TINO lesions conservatively treated,
using radiotherapy, circumcision or ablative laser
surgery associated with systemic chemotherapy with
26 patients submitted to classic amputations. In the
group treated with conservative methods 15 presented
local recurrence, however, with salvage surgery, only
one patient died from the disease. Thefailureindexes
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regarding the control of lymph node disease, with or
without local recurrence, were similar inthe 2 groups
(5).

Daviset d., described theuse of glandectomy,
with preservation of the corpora cavernosa, in a pa-
tient who had an undifferentiated epidermoid carci-
noma, located in the glans, who remained free of re-
currence during 22 months of follow-up. This patient
maintained a good capacity for sexual intercourse,
according to the authors (3). Motivated by this re-
port, we used the technique in 6 patients with histo-
logical diagnosis of epidermoid carcinoma of the pe-
nis, well or moderately differentiated, superficial,
localized in the glans and with alesion measuring up
to 3 cm in length. Highly satisfactory results were
obtained from the cosmetic, functional and oncologic
point-of-view. All patients presented negative surgi-
ca marginsin pathologic analysis and maintained a
quite satisfactory sexual function. There was no |lo-
cal recurrence, despite the quite limited follow-up,
which ranged from 6 to 18 months. Surgical compli-
cations were not observed.

Thehighly satisfactory initia resultsconcern-
ing safety, efficacy and conservation of penilelength,
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make the glandectomy with cavernous preservation a
surgical alternative for patients with pre-malignant
lesions, extensive“insitu” carcinoma, verrucous car-
cinomaand well differentiated, superficial T1tumors
that are limited to the glans and measure up to 3 cm.
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