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The therapeutic arsenal of erectile dysfunction has in implant penile prostheses
an option of third row, behind the phosphodiesterase-5 inhibitors and intracavernosal
therapy. However, the satisfaction rate of treatment of erectile dysfunction with penile
prostheses achieves excellent results, between 75 and 100% (1).

The type of prosthesis to be implanted, inflatable or malleable, depends mainly
on the economic condition of the patient, because the high cost of inflatable implants
compared to malleable. Other factors may also influence the choice of the type of pros-
thesis, such as the capacity and ability of the patient to manipulate the scrotal pump, the
surgeon’s experience (2), specific clinical cases (3) and patient preference.

The choice of surgical access for penile implants depends on the surgeon’s choice
in most cases. To proceed with complex cases, the surgical team must have knowledge of
several accesses alternatives to perfom penile implants. The literature demonstrates that
most of the implants are performed by penoscrotal access (2, 4). A paper published by
Johns Hopkins Group with cases of concomitant penile prosthesis implant and artificial
urinary sphincter, reported the choice of penoscrotal access to the penile implant (5).

A very interesting study comparing penile prosthesis implant surgery before and
after Expert Training with Standardized Operative Technique for residents demonstrated
that after the training, penoscrotal access increased from 52.2% to 97.8% (2).

The American Urological Association Guideline of Erectile Dysfunction of the,
published in 2005 and revised in 2011 does not provide any guidance to the accesses
procedures for implantation penile prostheses (6).

The Guideline of Male Sexual Dysfunction of the European Urological Associa-
tion, updated in March 2015, devotes a paragraph to discuss the surgical access options
for implantation of inflatable penile prosthesis (7). The advantages of the penoscrotal
access reported in this paper are:

- The penoscrotal approach provides an excellent exposure.

- It affords proximal crural exposure if necessary.

- Avoids dorsal nerve injury.

- Permits direct visualization of pump placement.

The disadvantage highlighted for the penoscrotal approach is that the reservoir
is blindly placed into the retropubic space, which can be a problem in patients with a
history of major pelvic surgery (mainly radical cystectomy).
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Furthermore this document reinforces the idea that revision surgery is associated
with decreased outcomes and may be more challenging with the infrapubic approach.

The ISSM Consensus in Chapter 18 (8), dedicated to penile implants reports that
there is no clear advantage of one type of access or other, and the choice depends on the
surgeon’s preference and that the literature data showed that the incidence of infection
is similar between the penoscrotal and infrapubic access. The text reported also that pe-
noscrotal access is easier in severely obese patients.

Candela & Hellstrom presented retrospective study comparing satisfaction of the
patients submitted to implantation of 3 volume inflatable penile prosthesis with penos-
crotal and infrapubic access through a questionnaire sent to 86 patients. Analysis of the
42 questionnaires returned demonstrated no statistical differences in the replies of the
two groups in either the factual or perceptual data (9).

The Cleveland Clinic published in 2003, that the penoscrotal approach is prefe-
rably. The reasons are that the penoscrotal approach avoids possible injury to the dorsal
sensory nerves, provides easier and more complete corporeal exposure, and allows the
pump to be anchored in the scrotal pouch (10).

My personal preference for penoscrotal access to implant inflatable penile pros-
thesis relies on the available data reported above, and also by teaching facility in resi-
dency training program of the same approach of access to implant both malleable as
inflatable prostheses.
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