
105African Urology 2026;06(1) The page number in the footer is not for bibliographic referencing

African Urology 2026;6:105-108
https://doi.org/10.36303/AUJ.0258

Open Access article distributed under the terms of the Creative Commons 
Attribution-Non-Commercial Works 4.0 South Africa License (CC BY NC)
https://creativecommons.org/licenses/by-nc/4.0/

AFRICAN UROLOGY
ISSN 2710-2750      EISSN 2710-2750 

© 2026  The Author(s)

CASE REPORT

Introduction

According to the 2004 International Consultation on Sexual Medicine 
(ICSM), ED is defined as the persistent or recurrent inability of a 
man to achieve or maintain an erection sufficient for satisfactory 
sexual activity.1 ED management has evolved significantly with 
the introduction of phosphodiesterase type 5 inhibitors and 
intracavernosal injections. However, these treatments are not 
always effective. Overall improvements in management have 
renewed interest in other approaches, particularly penile implants.2

The European Association of Urology (EAU) guidelines position 
penile prosthesis implantation as a third-line option for ED 
when medical treatments are ineffective, unsatisfactory, or 
contraindicated.3 Until recently, ED patients were managed 
exclusively with first- and second-line therapies in Benin. This 
study aims to report the first surgical management of ED in Benin, 
including preoperative evaluation, surgical technique, postoperative 
management, and follow-up outcomes.

Case presentation

The 58-year-old patient has been hypertensive since 2009, with a 
history of bilateral hydrocelectomy, pulmonary embolism (treated 
with Préviscan in 2021), chronic venous insufficiency of the lower 
limbs, and haemorrhoidal disease. The patient presented with 
severe ED lasting approximately two years without an ejaculatory 
disorder. Despite prior urological follow-up and medical treatment, 
no improvement was noted. His International Index of Erectile 
Function (IIEF) score was 8, indicating severe ED.

A physical examination revealed good general condition, genitalia 

without abnormalities, and bilateral pitting oedema of the lower 

limbs. Haemoglobin was 8.6 g/dl (mild anaemia), corrected 

preoperatively with a transfusion. Preoperative cystoscopy showed 

a healthy urethral wall, moderately obstructive prostatic lobes, and 

a normal bladder.

The hormonal profile, including testosterone and other parameters, 

was within normal limits. A malleable penile prosthesis (ZSI 100D9, 

Zephyr Surgical Implants) was implanted using the penoscrotal 

approach under general anaesthesia (Figure 1).
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Figure 1: The malleable prosthesis
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Postoperative course

On day 1, the penile oedema was treated with 14% bicarbonate 
dressings and a suspensory bandage (Figure 2). Phlyctaenae 
formation on the penis and scrotum was treated with Baneocin 
ointment. The scrotal oedema was reduced on day 4; however, 
distal swelling persisted with a fibrous ring at the base of the penis. 
After confirming the absence of infection, corticosteroid therapy 
was initiated on day 10. Glycaemic control was strictly maintained, 
leading to notable improvement by day 11 (Figure 3).

After three weeks, the wound had minor suppuration after stitch 
removal, which resolved with local care. Figure 4 shows the healing 
progression one month postoperatively. At six weeks, the wound 
was completely healed. By five months, the patient had not yet used 
the prosthesis due to personal reasons. First intercourse at five and 
a half months resulted in total satisfaction. The patient reported 
ongoing, intermittent mild penile pain.

Discussion

The implantation of a malleable penile prosthesis marks a milestone 
in ED management in Benin. This technique is well recognised for 
its efficacy, simplicity, and durability, particularly in patients with 
failed medical therapy.4 Our patient’s comorbidities (hypertension, 
history of pulmonary embolism, chronic venous insufficiency) 
were carefully assessed and managed according to international 
standards before surgery. A complete aetiological workup, including 
hormonal evaluation, ruled out neurogenic or endocrine causes, 
confirming vasculogenic ED. Surgical indication was confirmed 
after documented failure of medical therapy and a very low IIEF 
score.

The choice of a malleable prosthesis was driven by its lower cost, 
ease of implantation, and absence of mechanical components that 
could fail, all critical considerations in resource-limited settings.5 
Postoperative complications were minor and managed successfully. 
No deep infection, extrusion, or dehiscence occurred, consistent 
with the literature on semi-rigid implants in well-supervised 
environments.6

Psychological aspects are fundamental, as the patient only activated 
the prosthesis after several months. A multidisciplinary approach, 
including psychological support, is essential.4 This case illustrates 
the feasibility and safety of malleable penile prosthesis implantation 
in a resource-limited setting, providing a foundation for specialised 
urologist training and patient education.

Conclusion

Penile prosthesis surgery for ED is now a reality in Benin. Despite 
minor complications, the first intervention achieved clinical and 
personal satisfaction. The future of this technique depends on 
strengthening local capabilities, proper patient selection, and 
comprehensive care, including psychological support. Establishing 
a national registry would be valuable for documenting cases and 
optimising practices.
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Figure 2: Day 1 postoperatively

Figure 3: Day 11 postoperatively

Figure 4: One month postoperatively
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