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CASE REPORT

Successful surgical correction of an extreme form of
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Abstract Reported here is the successful multi-staged repair of a rare case of complete penoscrotal transposition with ectopic penis. The need to evaluate for associated anomalies is
discussed.
ª 2010 Journal of Pediatric Urology Company. Published by Elsevier Ltd. All rights reserved.

Introduction
Complete penoscrotal transposition is a rare anomaly of the
external genitalia whereby the scrotum is located cephal to
the penis. This may be part of a wide spectrum of abnormalities; associated genitourinary tract and other organ system
malformations are frequently present. We report the multistaged repair of a case of complete penoscrotal transposition.

Case report
A neonate delivered at 35 weeks of gestation was noted to
have a severe form of complete penoscrotal transposition

* Corresponding author. Current address: Department of Paediatric Surgery, Addenbrookes Hospital-NHS Trust, Hills Road, Cambridge, CB2 00Q, United Kingdom. Tel.: þ44 7946409023; fax: þ44
1223596367.
E-mail address: khaledfathi@hotmail.com (K. Fathi).

with ectopic penis. After a vesicostomy on day 2 at the
referral hospital, the infant was transferred to our
department.
Physical examination showed a slightly ventrally located
scrotum containing both testicles. A 2-cm hypoplastic
phallus with hypospadias and chordee was ectopically
placed in the perineum just cephal to the normally placed
anus. Postnatal abdominal ultrasound scan revealed left
crossed renal ectopy. Cystogram did not show vesicoureteral reflux. There was no associated cardiac anomaly and
the karyotype was 46 XY. The patient underwent multistaged surgeries for correction of his ectopic penis.
Stage 1. Primary mobilization of the phallus at 8 months of
age: Following penile denudation, only one corpus
cavernosum was noted; a chordectomy was performed and the penis moved caudal to the scrotum
(Fig. 1aed).
Stage 2. Anteposition of the penis at the age of 1 year: The
penis was further mobilized and pulled through
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a button-hole to be placed cephal to the scrotum
(Fig. 1eeh).
3. Urethral replacement with buccal mucosa at 18
months of age.
4. Partial urethroplasty at the age of 2 years.
5. Further ThirscheDuplay urethroplasty at the age
of 4 years (Fig. 1iel).
6. Closure of vesicostomy at the age of 6 years.

A postoperative urethral stricture was managed by
dilatation. At 7 years old, the patient has complete urinary
continence and normal erection. Uroflowmetry showed
a satisfactory single urine stream.

Discussion
There are two forms of penoscrotal transposition. In the
incomplete form, which is more common, the penis lies
mid-scrotum. In the complete form, the scrotum is
located cephal to the penis, which emerges from the
perineum [1].
The etiology of penoscrotal transposition is unknown.
Several factors, such as a defect of the androgen receptor
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and chromosomal abnormalities, can lead to penoscrotal
transposition. Patients with penoscrotal transposition often
present with associated genital anomalies, including
hypospadias and chordee. The rate of renal defects in
these patients is as high as 100% of reported cases. Pinke
et al. [2] in a series of 53 patients with penoscrotal
transposition reported an incidence of 32% of other organ
system anomalies, including cardiac anomalies, imperforate anus, and anomalies of the musculoskeletal and
central nervous system. Renal ultrasound scan reveals
associated renal defects. Most non-renal anomalies are
clinically apparent. An increased awareness combined with
thorough physical examination will identify these associated anomalies [2,3].
Correction of isolated penoscrotal transposition is
usually performed as a single-stage procedure [4,5].
However, the severe form of complete penoscrotal transposition requires a multi-stage procedure. In our case, the
ectopic penis with hypospadias and chordee was located in
the perineum just cephal to the normally located anus. It
required multi-stage procedures to step-by-step mobilize
and advance the penis to its normal anatomical position.
Postoperative urethral stricture was managed initially by

Figure 1 (aed) Primary mobilization of the penis. (eeh) Anteposition of the penis. (iel) Buccal mucosal free graft and
urethroplasty.
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dilatation under general anesthesia followed by home self
dilatation.
Successful surgical correction of ectopic penis requires
a multi-stage procedure. We were unable to find a report of
surgical correction of a similarly severe form of ectopic
penis in the literature. Following surgical repair, our
patient had a straight penis, normal erection, and urinary
continence with a satisfactory uroflow rate.
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[5] Perović S, Vukadinović V. Penoscrotal transposition with hypospadias: 1-stage repair. J Urol 1992;148:1510e3.

