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Abstract: Phalloplasty represents the latest step in female-to-male transitioning and still remains a great

Introduction

Gender-affirming surgery presents the latest development
in genital transition for individuals with gender dysphoria.
The World Professional Association for Transgender
Health (WPATH) proposed guidelines for the treatment
of transgender people. The most recent Version 8 of
WPATH standards of care offers more flexible options
for this treatment and defines all criteria for male-to-
female and female-to-male transgenders (1,2). According
to these standards, individuals are required to provide two
letters of recommendation from board certified mental
health providers, who should confirm gender identity and
recommend further hormonal therapy according to the real-
life test and “adjusting the body to the mind”. Preoperative
consultation with transgender surgeons with a description
of desired outcomes and possible complications should be
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challenge for transgender surgeons. Since we have two options in this transitioning—metoidioplasty and
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done to prevent postoperative disappointment.

Surgical transition in trans men includes bilateral
mastectomy, removal of internal genital organs (uterus,
ovaries, and fallopian tubes), vaginectomy, and phalloplasty.
There are two options for the creation of male genitalia: total
phalloplasty and metoidioplasty. Total phalloplasty presents
one of the most demanding tasks in genital reconstructive
surgery, as it requires the creation of a neophallus from
extragenital tissue large enough to enable insertion of a
penile prosthesis, penetration during sexual intercourse, and
voiding in the standing position (3,4). Different techniques
have been described for both neophallic and neourethra
reconstruction. The most common reconstruction is radial
free forearm flap (RFFF) phalloplasty with simultaneous
urethral reconstruction with the “tube within a tube”
technique (3,4). The musculocutaneous latissimus
dorsi (MLD) flap is an alternative option for neophallic
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the neophallus is not enough for full penetrative sexual fistulas, and problems with testicle implants (displacement,
intercourse, additional phalloplasty is always possible. rejection). According to literature data, urethral fistula

Surgical complications can be divided into minor and and stricture are reported in 7-15% and 2-3% of cases,
major categories. Minor complications are usually managed respectively. Revision surgery includes excision of fistula
conservatively and include postoperative hematomas, with appropriate covering or stricture repair either by direct
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ent phallic dCSTETIS®I the United States, the
most frequently used donor sites are the fore-
arm and the anterolateral thigh (ALT) [18].
These donor sites can be used to construct the
shaft and urethra as one complete unit using
the tube-within-tube design or can be used
separately to construct the neourethra inde-
pendently of the shaft, which is referred to as
“composite phalloplasty™; an example of com-
posite phalloplasty is the use of an ulnar fore-
arm flap for urethral construction and an ALT
flap for shaft construction (Fig. 3).

Patients may decide that they want to for-
go the urethral component and just receive
a shaft. In this case, either the native geni-
tal anatomy can remain unaltered or a scro-
toplasty can be performed and the vaginal
canal and urethra remain in their native po-
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Fig. 4—Late-20-year-

old trans-masculine

patient after first-stage
phalloplasty presented with
perineal pain and fullness
approximately 120 days after
undergoing vaginectomy
with urethroplasty

and perineoraphy for
masculinization of perineum.
Axial contrast-enhanced
CTimage of pelvis shows
thick-walled, fluid-density
collection {arrows) between
bladder and rectum with
surrounding fat stranding,
representing pathologically
proven mucocele. Abscess
could have similar
appearance in appropriate
clinical setting.
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Comparison of Two Urethroplasties in Metoidioplasty 1435

. and the othe , using
buccal mucosa graft and labial skin flap (group II),
in 158 patients. Median operative time was 226
minutes (range 189-296 minutes) in the first
and 233 minutes (range 176-288 minutes) in

Figure 4 (A) Appearance at the end of surgery. Penile skin
is reconstructed using remaining genital flaps. Two testicu-
lar prostheses are inserted in the newly created scrotum.
(B) Three weeks after surgery, normal voiding while stand-
ing is achieved.
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reconstruction that can meet the aesthetic and functional
requirements of a transgender patient, with a hidden scar in
the donor area (5).

Metoidioplasty is considered to be a very good variant
of phalloplasty for female-to-male transgenders who
desire an aesthetically acceptable neophallus, voiding while
standing, and preservation of erogenous sensation (6). The
main advantage of metoidioplasty is that it is a one-stage
procedure which provides voiding while standing. Since
the technique was first introduced by Durfee and Rowland,
several definitive modificadons have been made to the use
of a hormonally enlarged clitoris for penile substitution in
transmen, i of better outcon L he innovau

report
by t
Genil

implants, and reconstruction of the neophallic skin (9
Based on recent literature, three different techniques are
described: simple, ring, and Belgrade metoidioplasty.

| Simple metoidioplasty |

Simple metoidioplasty is performed on a good-sized clitoris,
which is enlarged by preoperative use of testosterone. The
procedure includes a subcoronal skin incision followed by
degloving and transection of clitoral suspensory ligaments.
The urethral plate is dissected ventrally and divided with
additional correcting of the chordee. The remaining clitoral
skin with the labia minora and majora is used for a clitoral
body covering, giving a bulky appearance of the clitoris.
The bottom of the levator muscle is also dissected and
sutured in special fashion for better support of the enlarged
clitoris. With this technique, the native urethral opening
remains in place for possible urethral lengthening in the
future. This may create possible problems with skin closure
at the new scrotum part and present issues of maintenance
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of the normal urine outflow. A urinary catheter is used for
urine drainage and to prevent leakage over the surrounding
reconstructed skin. The complication rate occurs in less
than 5% of cases and mainly consists of malunion or
malrotation of the closing skin. Another consideration
is related to vaginal removal or preservation (10).
One of the main disadvantages is voiding while sitting,
and an additional stage with urethral lengthening should
be performed for complete patient satisfaction. Despite
its limitations, this technique provides a complication-free
gender-confirmation surgery with acceptable cost and fast
and safe recovery (11).

rate, i )
cessary to achieve
sy

a d in d ordee and division o
the suspensory ligaments. All of the additional procedures
are included with the aim to lengthen and straighten the
clitoris. Another difference is the extension of the urethral
plate. With the ring technique, a special dorsal urethral
ring flap is harvested from introital vaginal mucosa distally
from the hymen. The ring flap is attached to the underlying
clitoral bodies allowing its tubularizadon without pressure.
The defect from the donor flap area is closed by 5-0 running
resorbable suture. Compared to single metoidioplasty,
one of the main improvements is the creation of a ventral
urethral plate that is closed with the long vaginal flap for
final urethral lengthening (14). The clitoral body is covered
with the remaining labial skin creating a small neophallus.
Complications include urethral fistula (10-26%) and
stricture (3—5%). Despite the fact that ring metoidioplasty
is a one-stage procedure, the complication rate is high and
demands further revisions. In almost 30% of individuals,
urethral complications are a problem with voiding
while standing being the main postoperative issue. Also,
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Fig. 6—Anchor sites for erectile devices.

ses. the reservoir is placed in the prevesical
space or a subrectus pouch, identical to reg
voir placement in cisgender men. They
component is placed within the neos
typically on the side opposite of the
pedicle. A testicular implant may Bg
within the contralateral hemiscrotum

Preoperative Workup
Allen Test and Angiography for Radial Fore
Free Flap Phalloplasty -

Before free flap transfer, the surgeon must
be confident that there is adequate blood sup-
ply to the flap and that the donor site deficit is
tolerable. In the case of the RFFF, if the ra-
dial artery is present and there is no history
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A, !mranperatma phmograph of early-30- \rear old trans-masculine patient shnws erectile dawce with vascular graft “sock,” which is used to assistin placing fiber wire

se of CI angiography (CTA) for mi-
crosurgical planning is well documented for
autologous breast reconstruction using vari-
ous donor sites [27, 28|. At Oregon Health
and Science University, preoperative CTA is
the standard before ALT flap phalloplasty but

length.

of

by increasing the pedicle length. Intraopera-
tive measurements of pedicle length, as seen
in Figure 7B, correlate well to measurements
of pedicle length on preoperative imaging.
Preoperative CTA also reveals common ana-
tomic variations such as perforators originat-

Fig. 7—Preoperative and intraoparative measurements of pedicle

A, Coronal maximum-intensity-projection CT angiography

{CTA) image of 38-year-old trans-masculine patientwho
underwent preoperative CTA for planning anterolateral thigh flap
phalloplasty. CTA is used to evaluate level of takeoff of lateral
femoral circumflex arteries (LFCAs); in this patient, left LFCA
{eurved arrow) arises cephalad compared with right LFCA (short
arrow), making left side more likely to reach recipient site without
need for free tissue transfer, Dashed line depicts cephalad
location of left LFCA compared with right LFCA. Descending
branch (long straight arrows) of LFCA gives rise to donor site.

B, Intraoperative photograph of early-30-year-old trans-
masculine patient shows fully dissected descending branch of
LFCA (arrow). Pedicle length on preoperative imaging {not shown)
correlated well with intraoperative findings.
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Ministerio transexual (2020)
Serie de afiches publicitarios
Intervencién de acuarela sobre impresion

Transsexual ministry (2020)
Series of advertising posters
Watercolor intervention on printing
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