Urethrocutaneous fistula post-Al-Ghorab shunt

Joao Roberto Paladino Jr., MD; Marcelo Wroclawski, MD; Alexandre Den Julio, MD;
Gabriel Kushyama Teixeira, MD; Sidney Glina, MD, Antonio Carlos Lima Pompeo, MD

Depariment of Urology, ABC Medical School, Santo André, Brazil

Cite as: Can Urol Assoc J 2014;8(7-8):¢570-1. http://dx.doi.org/10.5489 /cuaj. 1774
Published online August 11, 2014.

Abstract

Priapism is a rare event that may be induced by clinical condi-
tions and medications. Ischemic priapism (IP) is a compartment
syndrome of the penis, and it constitutes a medical emergency
that may cause significant morbidity on the erectile function in
particular. We report a case of a 30-year-old male in his fourth
episode of priapism. The aspiration and washing of the corpora
cavernosa with saline solution were performed, followed by wash-
ing with adrenaline solution without resolution of the condition.
Treatment was followed by the performance of the Al-Ghorab shunt
procedure with dorsal incision of the glans. During follow-up, an
area of necrosis distal to the incision was detected, and after the
catheter removal on postoperative day 14, the patient developed a
glandular dorsal urethrocutaneous fistula and meatal stenosis. The
meatal stenosis was corrected by Johanson urethroplasty with a
neo-meatus at the coronal sulcus, along with resection and debride-
ment of the fistula tract and a three-layer closure.

Introduction

Priapism is a rare event that may be induced by clinical
conditions and medications. Ischemic priapism (IP) is a com-
partment syndrome of the penis, and it constitutes a medical
emergency that may cause significant morbidity, particularly
on the erectile function.

Aspiration and washing of the corpora cavernosa with
or without sympathomimetic drug administration and the
performance of cavernospongiosal shunts, in non-responsive
cases, are treatment options in the event of IP. Although
erectile dysfunction is a frequent consequence, in general
the surgical procedure does not present significant compli-
cations.

Case report

A 30-year-old male patient was admitted with painful a
penile erection lasting 20 hours. The erection was unre-
lated to sexual stimuli, perineal or genital trauma or the
administration of intracavernous drug injections. The patient
made use of valproic acid, clonazepam, haloperidol and
levomepromazine to treat his schizophrenia, and he had
already had 3 previous episodes of priapism, which resolved
by puncture-aspiration of the corpora cavernosa.

On the physical examination, the penis was erect with
full and painful tumescence of the corpora cavernosa and
flaccid glans. The blood gasometry in the corpora cav-
ernosa was consistent with an ischemic pattern (pH 7.2;
pCO2 86 mmHg; pO2 38 mmHg)." The aspiration and
washing of the corpora cavernosa with saline solution were
performed, followed by washing with adrenaline solution
(1:1000) without resolution of the condition.

Treatment was followed by the performance of the
Al-Ghorab shunt procedure,? with dorsal incision of the
glans and biopsy of the corpora cavernosa. There was an
inadvertent injury of the urethral glans, which was sutured
during the intraoperative period. The patient evolved to
proper penile detumescence and was discharged with an
indwelling urinary catheter on postoperative day 2.

The anatomopathological analysis of the biopsied mate-
rial showed a focal area of necrosis and the presence of
venous blood clots.

During the ambulatory follow-up, an area of necrosis
distal to the incision was detected, and after the catheter
removal on postoperative day 14, the patient developed a
dorsal glandar urethrocutaneous fistula and meatal stenosis.

To access the urethral orifice of the fistulae, a ventral
urethrotomy was performed. Since it was a distal defect, we
opted for a definitive Johanson urethroplasty procedure, with
a coronal neo-meatus, along with resection and debridement
of the fistula tract and a three-layer closure (Fig. 1).
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Fig. 1h.A: Dorsal aspect of the urethrocutaneous fistula associated with meatal
stenosis; B: Intraoperative retrograde urethrography with no evidence of fistula
in the corpus cavernosum; C: Final aspect of Johanson urethroplasty; D: Final
aspect of dorsal closure of the fistula.

Discussion

About 95% of priapism cases are ischemic. These cases are
a medical emergency which, if not properly and rapidly
diagnosed and treated, may cause ischemia, acidosis and
fibrosis of the corpora cavernosa with irreversible damage 4
to 6 hours after the event.” In long-lasting cases, there may
be necrosis in the corpora cavernosa.'

In only 40% of the cases the cause of IP can be identi-
fied. In this current report, the psychiatric drugs used by
the patient may have triggered the process. The therapeutic
option was based on the diagnosis of the type of priapism.>

Less than one third of IP cases respond to conservative
treatment or the simple aspiration and washing of the corpo-
ra cavernosa with saline solution.* However, the success rate
of washing the corpora cavernosa with sympathomimetic
agents may reach 80%.° The distal cavernospongiosal shunt
is the technique applied whenever the above-mentioned
methods fail. All the surgical approaches employed in the
early management of priapism aim to preserve the erectile
function, evaluating the risk of early and late complications.®

Surgical complications are unusual, and fistula occur-
rences after a cavernospongiosal shunt procedure are even
more uncommon. El-Bahnasawy and colleagues’” included
50 patients with a diagnosis of ischemic priapism in a study
and only 1 patient evolved to urethro-cutaneous fistula.
Other complications were infection (2 patients), bleeding
(2 patients), localized skin necrosis (1 patient), partial glanu-
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lar sloughing (1 patient) and tunica albuginea herniation (1
patient). Urethrocutaneous and urethro-caverno-cutaneous
fistula cases have also been reported.’® It is believed that the
fistula may occur due to an inadvertent urethral injury'® or
to ischemia of the adjacent tissues.? In this case, besides
the intraoperative urethral injury, the biopsy of the corpora
cavernosa showed an area of necrosis.

In the surgery, the incision had been made in third proxi-
mal glans, with easy access to the cavernous body, but it
could increase the risk of urethra fistula in a tissue that had
been exposed to a long period of ischemia.

In our patient, we opted for the Johanson surgery because he
had a previous postectomy and the biopsy result of cavernous
body had necrosis, which could represent a poor irrigation to
an island flap. Besides that, the Johanson surgery with meatus
in corona is very functional and after another procedure can
repair this hypospadia state.

Conclusion

Urethrocutaneous fistula after cavernospongiosal shunt pro-
cedure as a result of ischemic priapism is a rare event that
may occur due to ischemic etiology and/or a surgical trauma.
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