Figure 1. Cross-section Anatomy of the Penis
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managed recently by selective embolization.8 All patients should
be referred to a urologist for follow-up within 24 hours.
Balanitis. Balanitis is defined as inflammation of the glans
penis, and posthitis is inflammation of the foreskin. Balanoposthitis is inflammation of both the glans penis and surrounding foreskin. Balanitis is a common problem and is the
chief complaint in 11% of visits by adults and 3% of children to
urology clinics. The most frequent complication from balanitis is
phimosis or the inability to retract the foreskin. Balanitis is
caused primarily by poor hygiene, but like recurrent vaginal
yeast infections, repeated episodes can be a presenting symptom
of diabetes. Patients present complaining of penile discharge,
itching, and at times, difficulty urinating or impotence. Diagnosis
is made by visual inspection of the penis, which will reveal erythema, edema and tenderness of the glans, small ulcerations,
malodorous discharge, and difficulty visualizing the meatus.
Patients with longstanding balanitis may present complaining of
phimosis. Treatment consists of local cleaning by retracting the
foreskin daily and washing with mild soap and warm water. Topical antifungal agents (i.e., clotrimazole or nystatin) also are indicated. If bacterial superinfection is suspected, a culture of the
discharge may be obtained in severe or resistant cases, and oral
broad-spectrum antibiotics (cephalosporin) prescribed. Serum
glucose should be checked to screen for undiagnosed diabetes.
When balanitis leads to phimosis, it is important to refer the
patient to a urologist, as some patients with balanitis/phimosis
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also will have an undiagnosed penile cancer “hiding” underneath
the foreskin.
Phimosis. Phimosis is defined as the inability to retract the
foreskin to visualize the glans; if any of the glans can be seen,
the patient does not have phimosis. Phimosis can be divided into
congenital and acquired types. Congenital phimosis is a normal,
physiologic finding in children. Males are born with the foreskin
tightly adhered to the glans at birth. This condition can persist
into later childhood (11-13 years). No treatment is indicated
other than parental education, as misguided attempts to retract
the foreskin can lead to a preventable case of paraphimosis.
Acquired phimosis is seen in adults and is a pathologic condition. It usually develops from chronic or repeated episodes of
balanitis or balanoposthitis resulting in adhesions of the foreskin
to the glans. Symptoms patients may present with include
decreased or absent urinary stream, hematuria, dysuria, urinary
retention, or penile pain. As long as the patient is not experiencing symptoms from the phimosis, no treatment other than urologic referral and education is indicated. For symptomatic patients,
caution is urged, because forcing the glans through a tight
preputial opening may cause paraphimosis, which is a more serious condition than phimosis. (See following section.) Treatment
includes placing a urinary catheter (if possible) for patients with
urinary retention. If unable to place the catheter, a suprapubic
catheter will be needed. After appropriate anesthesia (careful,
direct injection of lidocaine without epinephrine into the fore-
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