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Abstract

Introduction: A failed hypopadias repair is a difficult case to treat considering the poor quality of surrounding tissues arising
from disruption of normal vasculature associated with the underlying disorder as well as scaring from previous repairs. In this
case report we describe our experience with the management of late presentation of failed hypospadias repair in a 12 year old
boy. Case report: Our patient is a twelve year old ‘small for age’ who presented to our center with failed mid-penile hypospadias
repair. He first presented at the age of eight to another hospital where he was evaluated and a diagnosis of mid-penile hypospadias
with significant chordee was made. He had the first repair at the age of eight but the repair failed two weeks after surgery. Two
years later he had a second repair in same facility which also failed after approximately two weeks. They consequently presented
to our center two years later at the age of twelve. Following appropriate evaluation and counseling, he had the 3" repair during
which we ensured a preoperative sterile urine culture, created a urinary diversion via suprapubic cystostomy, the use of a
monofilament (monocryl) suture, complete release of chordee after excision of scar tissues, a second intervening layer over the
repair, the use of an improvised stent instead of a urethral catheter and appropriate anchorage of the stent to the suprapubic skin
using a nylon suture. Patient did well post-operatively and was discharged home 14 days after the repair. Subsequent outpatient
visits were uneventful and he was discharged after three months to see us only when necessary. Conclusion: This case report
suggests recurrent ventral chordee and wound dehiscence as the possible risk factors for re-operation, while detailing complete
release of chordee and appropriate tubularization urethroplasty technique as tips for success.
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1. Introduction

Hypospadias is seen in about one in 250-300 live births. It
is the most common congenital penile abnormality. [1] The
recommended age for hypospadias surgery is between 6 and
12 months, though the general consensus is to ensure com-
plete repair before the age of psychological awareness.
Healing at this age is said to occur more promptly with
minimal scarring. [2]

Increasing age does not indicate a greater risk for urethro-
plasty or complications after hypospadias surgery. The mul-
tiplicity of repairs predisposes the patient to more failed re-
pairs because the tissues are not healthy coupled with dis-
torted blood supply. Furthermore, it is reported that urethro-
plasty complications doubled in those undergoing a second-
ary hypospadias urethroplasty compared with those under-
going a primary repair with the risk increasing to 40% with
three or more re-operations. [3]

Hypospadias complications in older children and adults
are a challenging reconstructive problem. The outcomes are
not assured and patients often require multiple surgeries to
achieve a satisfactory outcome. There are a varied recon-
structive options for management of the various complica-
tions that patients have after failed hypospadias repair. [4]

Most studies on complications after hypospadias surgery have
described only the short term complications restricted to the
childhood period. [1-4] Approximately 30% of patients who
undergo an initially successful repair in childhood later develop
complications in adulthood, suggesting that the results of repair
may not be as durable as estimated by studies with short-term
follow-up. Some complications that may require repair include
meatal stenosis, urethrocutaneous fistulae, urethral stricture,
persistent hypospadias, diverticula, and chordee. [5]

Generally for any surgery some complications are inevita-
ble. Certain factors that increase the chance of developing
complications includes poor surgical technique, postopera-
tive infection, wound dehiscence, urine extravasation, hema-
toma, ischemia, and necrosis of the flap or graft used, lead-
ing to poor healing of the reconstructed tissue. [6]

2. Case Report

He is a twelve year old ‘small for age’ boy who presented to
our center with failed mid-penile hypospadias repair. He was
born with abnormal opening of the urethra at the mid-part of
ventral surface of the penis with significant chordee. There is
no other obvious congenital anomaly. He first presented at the
age of eight to another hospital where he was evaluated and a
diagnosis of mid-penile hypospadias with significant chordee
was made. Both testes were intra-scrotal with well-formed
scrotal sac.

He had the first repair at the age of eight but the repair
failed two weeks after surgery. Two years later he had a sec-
ond repair in same facility which also failed after approxi-
mately two weeks.

Patient’s caregivers became worried because the boy is now
psychologically aware and bothered because of the abnor-
mality. They consequently presented to our center two years
later at the age of twelve for counseling on the way forward.
We evaluated the patient and counseled both the patient and
caregiver on the prognosis of subsequent repair as the ‘first
repair’ is always the best chance to get it right. We arrived at
an informed decision to proceed with the third repair and
observe precautionary measures including:

1. The placement of diversion supra-pubic cystostomy by

seldinger technique before repair of the hypospadias.

2. Appropriate suturing technique with an intervening

layer.

3. Use of monocryl 4/0 sutures.

4. Use of stent rather than urethral catheter.

5. Anchoring/transfixing of stent to the glandular stay su-

ture.

6. Improvised tegaderm dressing.

7. Prophylactic intravenous meropenem immediately after

surgery.

The patient was worked up for surgery. Serum electrolyte,
urea and creatinine (EUCr), complete blood count (CBC),
urinalysis, urine MCS, clotting profile, viral screening, uro-
logic scan, 2D echo were all within normal limit. The
pre-operative picture of the failed hypospadias repair is as
shown in Figures 1 and 2.

Figure 1. Showing pre-operative picture before the third repair.

Figure 2. Showing pre-operative picture of the failed hypospadias
repair.
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Our intra-operative protocol was strictly observed includ-

ing:

1. Patient had general anesthesia with cuff endotracheal
tube intubation (CETT).

2. He was prepped with povidone iodine thrice and draped
to expose the surgical field.

3. Diversion safety suprapubic cystostomy via seldinger
technique was inserted and connected to a urine bag on
continuous drainage. We ensured that the urine was
sterile via microscopy culture and sensitivity before
surgery.

4. A stay suture was placed on the dorsum of glans penis
to aid retraction.

5. The tissue planes was elevated with adrenaline diluted
to 1:100000 using spinal needle.

6. The penis was degloved though with difficulty due to
scar from previous repair. All scar tissues were com-
pletely excised.

7. Following degloving of the penis, we noted a signifi-
cant 40 degree chordee and performed Nesbit plication
at three point on the dorsal summit of the chordee. The
first plication was placed at the 12 O’clock position
while the other two were placed at the 11 O’clock and 1
O’clock position respectively.

8. We confirmed the orthoplasty with an artificial erection
test using normal saline.

9. The urethral plate was adequate so we proceeded with
tubulization urethroplasty described by Thiersh Duplay,
with good suturing technique using monocryl 4/0 su-
tures over a urethral stent.

10. With much difficulty though, we were able to raise a
second layer over the first layer before proceeding to
glanuloplasty and approximating the penis skin to the
anatomic position.

11. We anchored the stent using the glanular stay suture by
passing the suture through the stent and tying same to
prevent mobility of the stent which may distort the
fresh repair. We also anchored same stay suture to the
supra-pubic region thus protecting the fresh repair from
direct pressure contact/impact with the stent. We
cleaned the wound before applying the improvised te-
gaderm dressing over a sufra-tulle gauze.

Post-operatively, we commenced intravenous meropenem

500mg 8hourly for 5 days because we are mindful to avoid
any form of sepsis or wound infection, intravenous metroni-
dazole and intravenous fluid for 48 hours before commencing
graded oral fluids. Twenty four hours later we allowed the
patient take only minimal liquid/semi solid diet like pap, fruit
juice, tea and bread for another 72 hours before progression to
normal diet. We ensured above graded diet to minimize bowel
movement which may predispose the wound to infection and
subsequent breakdown. Patient was also placed on syrup
oxybutinin to prevent bladder spasm which may encourage
peri-catheter/stent urine leak predisposing the wound to in-
fection, adequate analgesia, zinc, vitamin C and supplements.

Pre-operative pack cell volume was 30 and post-operatively
we transfused one unit of whole blood slowly over 4-6 hours
to encourage wound healing.

We inspected the wound on post-operative day 4 and noted
significant progress with no sign of imminent wound break-
down or discharge as shown in Figure 3 below.

Figure 3. Also showing the diversion suprapubic cystostomy.

We dressed the wound again with improvised tegaderm
after cleaning with normal saline and applying sufra-tulle. We
then commenced the patient on semi-solid/liquid diet and
extended the intravenous antibiotics by 48 hours when we
intend to inspect the wound again. Post-operative outcome of
the repair were satisfactory with good progress as shown in
Figures 4, 5, 6, 7 and 8. We commenced open dressing on
post-operative day 7 using povidone iodine ointment thrice
daily and after each bowel movement. And he was discharged
on post-operative day 14 on oral medications to continue
follow up at our outpatient department.

Figure 4. Post-operative day 7. We also commenced open dressing
with povidone iodine onitment.


http://www.sciencepg.com/journal/ijcu

International Journal of Clinical Urology

http://www.sciencepg.com/journal/ijcu

Figure 5. Post-operative day 9 with diversion seldinger SPC still in
situ.

Figure 6. Post-operative day 12. The urethral stent still transfixed
with the glandular stay suture.

| S—

Figure 7. Post-operative day 14. He was discharged today to con-
tinue open dressing at home.

Figure 8. Post-operative day 14. Lateral view still showing the
diversion SPC.

Our decision to keep the patient for 14 days was necessary
to avoid retrogression of the progress achieved by enforcing
bed rest. We were mindful that he is likely to engage in ac-
tivity with his younger siblings or friends that may lead to
inadvertent contact with the wound hence endangering the
wound to trauma, infection and subsequent breakdown.

His outpatient visit was uneventful. We removed the ure-
thral stent after 4 weeks and spigoted the suprapubic cys-
tostomy to observe the urine flow for another 7 days. See
Figure 9 below. Subsequent visit was uneventful and he was
discharged after three months to see us only when necessary.

Figure 9. Stent remove with good outcome.

Figure 10. Good urine stream achieved following removal of ure-
thral stent.

3. Discussion

Contemporary hypospadias surgery involves achievement
of normal anatomy and aesthetically satisfactory penile ap-
pearance as well as functional results. [7] Several techniques
have been described for primary hypospadias repair and the
treatment of those with previously failed or unsatisfactory
hypospadias repair. [8] However, studies looking at the
long-term effects of hypospadias repair in childhood using
modern techniques are scarce.

In this case report, our patient was 12 years. He was al-
most at puberty and apparently already experienced some
psychological side effects of the previous failed repairs.
Some studies have shown that the advanced age may lead to
psychological problems in addition to those of erection and
the risk of infection, especially in patients older than 15
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years of age. [9]

There are also long-term issues with micturition, ejacula-
tion, and erectile function that have been published. [10]
However in terms of re-operations, one study showed that age
was not associated with numerous re-operations. [11] Thus,
there was no extra disadvantage in delayed recurrent ventral
chordee correction after puberty.

Initial meatal position has been traditionally factored when
dealing with complications. However, contrary to prior belief,
the position was not significantly associated with numerous
re-operations for complications in our data. [12]

Our index case, had a mid-penile hypospadias with ade-
quate urethral plate width and we repaired it using the urethral
plate tubularization technique described by Thiersch-Duplay.
This suggest that when dealing with complications, greater
attention should be paid to the primary surgical techniques
and not necessarily the initial meatal position.

In our patient, he had a lot of scar tissues over the penis due to
the previous surgeries. We had to carefully and painstakingly
excise all the scar tissues. As in most reported cases, a patient
with failed hypospadias repair presenting in adulthood will have
a more densely scarred penis, with less vascular and less pliable
tissues to work with. [12] Therefore, repeated attempts at surgi-
cal repair in those complicated cases are less likely to succeed.
This is evident in a study by Hensle et al. [13] where in an adult
group of patients who underwent hypospadias repair, complica-
tions were noted in 37.5% of patients who had no previous hy-
pospadias surgery, 41.67% of patients who had undergone one or
more procedures in childhood but in whom local tissue was
relatively intact and 63.6% of patients who underwent multiple
unsuccessful hypospadias repairs with various degrees of penile
deformity and loss of local tissue. Our patient had extensive
scarring and we were mindful of poor healing with greater risk of
infection hence we used monocryl sutures instead of vicryl and
commence intravenous meropenem post operatively. Studies
concluded that although the number of surgeries for the correc-
tion of primary hypospadias may represent a risk factor for sur-
gical failure, it was stricture length, not the number of previous
operations needed for primary hypospadias repair that was sig-
nificantly associated with a higher risk of failure [14]. Our pa-
tient had adequate urethral plate and that made it easy for our
team to achieve good tubularization with good technique.

Severe recurrent ventral curvature conferred the highest
risk of numerous re-operations followed by urethral stricture,
then wound dehiscence [15]. In our index case, patient had
recurrent ventral chordee, and wound dehiscence as the pos-
sibly identified risk factors for failure. There was no urethral
stricture identified.

In most studies recurrent ventral chordee was under reported
and often recurred after puberty. [15] One of the study showed
that severe recurrent ventral chordee usually occurs in older
children (median age of 9.1 years vs overall median age of 2.2
years) [15]. However our patient was 12 years old, which is still
at his early pubertal stage. Thus long-term follow-up will be
essential to identify the possibility of progressive recurrent ven-
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tral chordee and we hope he will not be lost to follow up.

Talking about the optimal algorithm for re-operations, there is
still no consensus. Our patient had release of ventral chordee
after complete excision of the scar tissues, tubularization ure-
throplasty, glanuloplasty, meatoplasty and skin cover. Nozohoor
proposed an algorithm for failed hypospadias in adults that de-
tailed the treatment for urethral stricture but did not include ure-
thral tissue transection for severe recurrent ventral chordee cor-
rection. [16] We did not transect the urethral plate but rather
performed a Nesbit plication at three points in the summit. An-
other author detailed recurrent ventral chordee correction as
priority and the subsequent technique for urethroplasty depended
on the health of urethral plate and local skin tissue [16]. We
totally agree because it is functionally and aesthetically arguable
in favor of the author.

4. Conclusion

We have presented the operative technique of a short-term
outcome for a re-do failed hypospadias repair. This case report
suggested recurrent ventral chordee and wound dehiscence as
the possible risk factors for re-operation, while detailing
complete release of chordee and appropriate tubularization
urethroplasty technique as tips for success.
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