Figures 2 A-B. Dorsal Slit Procedure as Treatment for Phimosis
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Figure 2A. Technique for anesthetizing the foreskin before performing dorsal slit procedure as treatment for phimosis.

Figure 2B. Placement of hemostats for dorsal slit procedure as
treatment for phimosis.

Figures used with permission from: Roberts JR, Hedges JR, eds. Clinical Procedures in Emergency Medicine, 3rd ed. Philadelphia: W.B.
Saunders Co.; 1998: 948.

skin), hemostats may be used to dilate the foreskin opening. If
unsuccessful, a dorsal slit may be required. In brief, after local
anesthesia, a straight hemostat is used to crush the foreskin along
the dorsal aspect. (See Figure 2A.) Pressure is maintained for
several minutes. Great care must be taken not to inadvertently
injure the meatus or glans with the hemostat during this maneuver. After removal of the hemostat, the foreskin is incised along
the hemostat line using straight scissors up to the level of the
coronal sulcus. (See Figure 2B.) The edges of the incision should
be closed with 4-O simple interrupted chromic suture. Circumcision will be required at follow-up and should be arranged with
the consultant. Each ED physician may have different levels of
comfort and experience with this procedure and may choose to
defer it to the consultant. This is appropriate only if the procedure can be performed in a timely fashion, i.e., the same day. ED
physicians need to be aware of how to perform this procedure in
case no urologic consultant is available.
Paraphimosis. Paraphimosis is the inability to reduce the
retracted foreskin over the glans to its natural position. This is a
true urological emergency as it produces edema, venous congestion, and ultimately, arterial compromise with gangrene of the
glans. Several common causes of paraphimosis include: 1) not
replacing the foreskin in its natural position after urinary catheter
placement; 2) forcing retraction of the foreskin in children with a
naturally narrow preputial opening; 3) scarring of the foreskin
from repeated episodes of balanitis or balanoposthitis leading to
a contracted band of foreskin; and 4) more recently, skin piercing
complications.9 Treatment involves several methods to return the
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foreskin to its natural position. Before attempting these techniques, one must remember to examine for an occult constriction, such as a hair tourniquet.
The treatment options discussed in the literature can be divided into non-invasive and invasive techniques. The non-invasive
technique involves attempting to reduce edema (and size) of the
glans to allow the foreskin passage back over the glans. After
penile block with lidocaine, the glans can be firmly squeezed,
wrapped with kerlex or small elastic wrap for five minutes, or ice
can be applied to reduce swelling. One can either place thumbs
on the glans and use index and middle fingers to apply traction to
the foreskin, or grasp the dorsal band with forceps (at 3 o’clock
and 9 o’clock positions), applying constant traction on the foreskin while a second operator applies constant counter pressure to
the glans penis. (See Figure 3.) In a series of nine patients (six
children, three adults), one group was able to reduce 100% with
durations of 6-36 hours.10
More invasive techniques include the puncture technique, 11
which consists of making multiple punctures of the glans with an
18-gauge needle to allow edema fluid to escape the foreskin.
This is followed by application of pressure to the glans while
simultaneously pulling the foreskin back to its normal position as
described above. The final and most invasive technique involves
incision of the phimotic ring, the tight band of tissue preventing
the foreskin from returning to its natural position. (See Figure 3.)
This procedure normally is performed by the urologic consultant,
but may be done by the ED physician when consultants are not
available. Lidocaine without epinephrine is infiltrated on both
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