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Análisis de las derivaciones por fimosis a atención especializada. ¿Qué sucede 
después?

Introducción: las derivaciones por fimosis a Cirugía Pediátrica son relativamente frecuentes. Suponen 
un importante número de pacientes que requieren una valoración hospitalaria. Dado que en la fimosis 
fisiológica asintomática la tendencia actual es un manejo conservador, nos planteamos analizar las 
características de estas derivaciones y el resultado final de la valoración quirúrgica. 
Métodos: se seleccionó una muestra aleatoria de derivaciones a la consulta de Cirugía Pediátrica por 
fimosis entre los años 2019 y 2022. Se analizaron características del paciente, motivo de la derivación 
y el resultado posterior de la visita. 
Resultados: se incluyeron 392 derivaciones. La edad media fue de 5,8 años. El 40,6% eran niños menores 
de 4 años. Un 79% de los casos no tenían sintomatología en relación con la fimosis. Un total de 24 
pacientes (6,2%) se diagnosticaron de balanitis xerótica obliterante. Solo en un 25% de casos se indicó 
cirugía en una primera visita. La posibilidad de alta o seguimiento sin tratamiento activo fue 
significativamente mayor en menores de 6 años. 
Conclusiones: la mayoría de los niños remitidos a Cirugía Pediátrica en el periodo analizado tenían 
fimosis fisiológica sin síntomas y solo en una cuarta parte de los pacientes valorados se indicó cirugía 
en la primera consulta. Para optimizar recursos y seguir las recomendaciones vigentes se podría 
plantear potenciar la información a familias y profesionales sobre cuidados del prepucio sano y manejo 
conservador de la fimosis y reservar derivaciones para casos sintomáticos o que no se resuelvan antes 
de la edad prepuberal. 

Introduction: referrals for pediatric surgery consultation due to phimosis are relatively common. They generate 
a significant volume of patients that need to be seen at the hospital. As the current approach to the management 
of physiological asymptomatic phimosis is conservative, we set out to analyze the characteristics of these 
referrals and their outcomes.
Methods: we reviewed a random sample of referrals to pediatric surgery consultation for phimosis between 
2019 and 2022. We analyzed patient characteristics, the reasons for referral and the outcomes of the 
consultation.
Results: the sample included a total of 392 referrals. The mean patient age was 5.8 years. Of this total, 40.6% 
were 4 years old or younger at the time of referral. Seventy-nine percent of de cases were asymptomatic. Twenty-
four patients (6.2%) received a diagnosis of lichen sclerosus (balanitis xerotica obliterans). Surgery was the 
approach selected in the initial visit in only 25% of the cases. Discharge or follow-up without active treatment 
were significantly more likely in children aged less than 6 years.
Conclusions: most children referred to pediatric surgery during the study period had asymptomatic physiological 
phimosis, and surgery was the selected approach in the initial consultation in only a quarter of them. In order to 
optimize resources and in adherence to current guidelines, we propose improving the education of families and 
health care professionals, ensuring adequate healthy foreskin care and conservative management of phimosis 
and limiting referrals for symptomatic cases or those that do not respond to conservative treatment.
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INTRODUCTION 

Phimosis is one of the most frequent reasons for 
referral to pediatric surgery. The latest European 
urology guidelines emphasize that physiological 
phimosis can resolve spontaneously during child-
hood, so intervention with either topical corticos-
teroids or surgery is reserved for children with 
pathological or symptomatic phimosis.1-3 

Studies in neighboring countries show rates of cir-
cumcision that exceed the estimated prevalence 
of phimosis for age.4,5 While discomfort or compli-
cations of the foreskin in adulthood are not desir-
able, there is a broad range of options for the man-
agement of physiological phimosis that does not 
resolve spontaneously before puberty.

Topical treatment with corticosteroid cream, which 
can be initiated at the primary care level, has a high 
efficacy rate.6 There are several equally effective 
regimens that can be used for first-line treatment 
of phimosis; ideally when the child is cooperative in 
the application of the cream.7 Even in cases of par-
tial response, the reduction in the degree of phimo-
sis allows for a less aggressive surgical approach, 
such as preputioplasty, rather than circumcision, if 
the parents agree. Thus, referrals to specialized care 
are essential in selected cases, although surgery is 
not always indicated: evaluation by a specialist 
may be necessary to inform and reassure the par-
ents or to guide decision-making in complex cases 
or patients with suspected associated anomalies. 
Furthermore, in patients with pathological or 
symptomatic phimosis or with suspected balanitis 
xerotica obliterans, surgery should be considered 
from the outset.8 In such cases, early clinical diag-
nosis is essential. The appearance of the scarred 
foreskin differs distinctly from that of the healthy 
foreskin mucosa in physiological phimosis. The skin 
is thickened, whitish and may be cracked, and the 
mucosa does not protrude from the opening when 
attempting to retract the foreskin. It is important to 
begin treatment with topical corticosteroids and 
assess for glandular involvement and meatal ste-
nosis, which may be associated with greater sever-
ity, in addition to a surgical evaluation.8 

On the other hand, the clinical evaluation of chil-
dren with phimosis in specialized care requires an 
in-person appointment at the referral hospital, 
which has some disadvantages, such as missed 
work and school, the cost associated with the use 
of the resource and eliciting concern in parents 
who visit the surgeon when young children with 
asymptomatic physiological phimosis probably do 
not require intervention.9

A study conducted in the United Kingdom in 2022 
identified the restriction of referrals for phimosis 
surgery to cases of symptomatic or pathological 
phimosis or to older children in whom topical 
treatment has failed as a potential opportunity for 
improvement.9

The objective of our study was to analyze data on 
referrals to pediatric surgery for phimosis and pre-
putial symptoms in our region to identify referral 
indications and subsequent outcomes, as well as 
to propose areas of improvement in the care path-
way for these patients. 

MATERIAL AND METHODS

Cross-sectional descriptive study. We analyzed a 
simple random sample of referrals from primary 
care to the department of pediatric surgery in our 
center due to phimosis in children aged 0 to 14 
years between 2019 and 2022. 

All codes and code extensions for phimosis in chil-
dren aged 0 to 14 years referred from primary care 
to pediatric surgery were eligible for inclusion. The 
exclusion criteria were: concurrent referral for a 
different condition, referral for isolated frenulum 
breve, presence of congenital urogenital anoma-
lies and referral for religious reasons.

We collected data on the following variables: de-
mographic characteristics (age and history); phi-
mosis-related variables (grade of phimosis accord-
ing to Meuli classification, previous treatment, 
symptoms) and outcomes of the pediatric surgery 
consultation (treatment received, subsequent pa-
tient outcomes). Table 1 presents the Meuli classi-
fication. 
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The data were stored using the Research Electron-
ic Data Capture (REDCap) tool.10,11 This web-based 
system enables the collection of research data, 
providing an interface as well as tools for data 
management and control. 

We calculated the sample size required to esti-
mate the proportion of surgical indication in re-
ferred patients, with an expected proportion of 
20% of the total referrals in the past five years, for 
a precision of 3% and a confidence level of 95%. 
Assuming losses of 5%, we obtained a minimum 
sample size of 389 cases to review. 

We grouped patients by age with the following ra-
tionale:

 � Children aged less than 3 years, in which surgery 
is not indicated except in case of urgent neces-
sity. 

 � Children aged 3 to 6 years among whom, based 
on the current evidence, the foreskin should be 
retractable in 90% of cases, but physiological 
phimosis may still resolve spontaneously.12,13

We combined these two groups for the analysis, as 
surgery is rarely indicated in either age interval.

 � Children aged 7 to 10 years, in whom resolution 
of physiological phimosis is less likely and who 
have not started to undergo pubertal changes.

 � Children aged 11 to 14 years who may have 
started puberty. 

The statistical analysis was performed with the 
Stata/SE 13.0 software. We expressed quantitative 
variables as mean and standard deviation. Qualita-
tive variables were expressed as absolute frequen-
cies and percentages with the corresponding  

confidence intervals. We conducted a bivariate 
analysis to compare the proportions of the out-
comes of interest in different age groups using the 
χ2 test or the Fisher exact test, as applicable. We 
considered p-values of less than 0.05 statistically 
significant.

This study did not receive any external funding 
from any public or private organization. 

The study was approved by the Research Ethics 
Committee of our hospital (reference no. P/24-002).

RESULTS

Between 2019 and 2022, we received a total of 
2486 referrals at our center, of which 803 (32.3%) 
met the inclusion criteria. The final sample includ-
ed in the analysis consisted of 392 referrals. 

The mean (SD) age at the time of referral was 5.81 
(± 3.12) years. Of this total, 72 patients were 
younger than 3 years (18.3%). When it came to the 
distribution of the sample based on the age groups 
established for the analysis, 68.1% were 0 to 6 
years old, 20.2% were 7 to 10 years old and 11.7% 
were 11 to 14 years old. Figure 1 presents the dis-
tribution by age group. 

With regard to symptoms, 79.3% were asympto-
matic. There was a higher percentage of sympto-
matic phimosis in the group aged 11 to 14 years 
(30.4% vs. 19.5% in the group aged 0-6 years and 
19% in the group aged 7-10 years). These differ-
ences were not statistically significant (p = 0.22) 
(Figure 2). The most common clinical presentation 
in the overall sample was recurrent balanitis, fol-
lowed by discomfort during erection. By age group, 
balanitis was the most common complaint in the 
0-6 years group, accounting for 11% of cases in this 
age range. In the 7-10 years group, balanitis and 
erection discomfort were equally frequent (each 
occurring in 9% of patients), and in the 11-14 years 
group, the most common presentation was erec-
tion discomfort (25% of cases).

The most common grade of phimosis (Meuli scor-
ing system) was grade 4 (completely closed fore-
skin with no retractability). The most prevalent 

Table 1. Meuli phimosis scoring system
Grade Description
Grade  0 Fully retractable prepuce without stenotic 

ring. No phimosis
Grade  1 Fully retractable prepuce with stenotic ring 

in the shaft
Grade  2 Partial retractability with partial exposure of 

the glans, stenotic ring
Grade  3 Partial retractability with exposure of the 

meatus only,
Grade  4 No retractability
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grade of phimosis in children aged 0 to 6 years was 
grade 4 (43.8%), while in children aged 11 to 14 
years it was grade 1 (39.1%), a difference that was 
statistically significant (p <0.01) (Figure 3). 

Regarding prior treatment with topical corticoster-
oids, only 35.7% had received it before being re-
ferred to pediatric surgery, with no significant dif-
ferences between age groups (p = 0.34).

Figure 4 presents the approach to the manage-
ment of phimosis after the pediatric surgery evalu-
ation. Overall, surgery was the selected approach 

to management after the initial visit in only 25% of 
the evaluated children. Topical treatment was pre-
scribed in 43.9% of children, while active treat-
ment was not pursued in 30.9% (121 children), 
with the evaluation resulting in patient discharge 
or the scheduling of a future appointment for 
long-term follow-up. The probability of surgical in-
tervention was higher in the older age groups  
(p < 0.01). The effectiveness of topical treatment 
was 65.3%.

Balanitis xerotica obliterans was diagnosed in 24 
patients (6.5%), with a significantly higher inci-
dence in the group aged 6 to 10 years (p = 0.01). In 
every case, the clinical suspicion was confirmed in 
the histological analysis of the specimen. 

In children who underwent surgical intervention 
following failure of topical treatment, the mean 
(SD) age at the time of the procedure was 8.04  
(± 2.9) years, and the mean (SD) time elapsed from 
the initial visit to the intervention was 8.97 (± 7.3) 
months (median, 7 months; IQR, 5-10).

A total of 134 cases were managed with surgery, 
with preputioplasty performed in 14.2% of cases 
and circumcision were in 85.8%. 

Figure 1. Age distribution of patients referred for 
phimosis
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DISCUSSION

Thanks to health care quality studies, we can as-
sess whether scientific evidence is being applied in 
everyday practice.14 Our team set out to evaluate 
the care provided to children diagnosed with phi-
mosis, as in recent years there has been a trend 
toward increasingly conservative management, as 
reflected in the international guidelines in the 
field.2,3

The management of phimosis has been evaluated 
in different care settings, including primary care 
and specialty care.15,16 Lastly, this study analyzed 
the link between these two settings to evaluate 
the entire care delivery process. 

The most salient finding in our study was that sur-
gery was the initially chosen approach in only 25% 
of referrals. Furthermore, in 30% of cases, patients 
were either discharged or scheduled for long-term 
follow-up without any active treatment or care 

Figure 3. Grade of phimosis by age group 
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Figure 4. Approach to treatment after the initial pediatric surgery visit
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recommendations. These results were consistent 
with those previously published in the United 
Kingdom, where efforts are underway to provide 
information to families and health care profes-
sionals on the care of the healthy foreskin.9 This 
requires establishment of management protocols 
and coordinated training of primary and hospital-
based care providers.

Given that referrals place a significant burden in 
the health care system and entail an additional 
visit for parents—with the travel and possible wor-
ry or anxiety that it involves—we think it is impor-
tant to reserve referral for patients with sympto-
matic phimosis or patients above a certain age 
who are still unable to retract the foreskin.

This is not to say that children should be left to 
reach puberty with phimosis that will cause them 
discomfort, as there is a window of opportunity to 
identify those cases where phimosis will resolve 
spontaneously and to operate on those where it 
will not, before pubertal changes begin.4

When we analyzed the data by age group, we saw 
that younger children, under 6 years of age, are 
more likely to be asymptomatic, even if they have 
severe phimosis; therefore, the percentage of sur-
gical management in this age group was lower. 
Between the ages of 7 and 10, surgery is already 
contemplated, but topical treatment is usually at-
tempted first, which does not excessively delay 
surgery if it is ultimately necessary, as the data 
shows. 

It is worth noting that only one third of patients 
had received topical treatment before being re-
ferred for surgical consultation. In a past survey 
conducted in our region, most participating pedia-
tricians reported that they attempted topical 
treatment before referring patients.15 We believe 
that topical treatment, when the child cooperates 
and participates in penis care or has symptoms, 
can be carried out safely and satisfactorily at the 
primary care level, with a success rate of up to 
80%.6 In our case series, the success rate of topical 
treatment was 65%, and we believe that this low 

figure may be due to the fact that cases that re-
sponded to it at the primary care level did not 
reach the surgery clinic, whereas topical treatment 
is less likely to be successful in patients that are 
referred. Notwithstanding, attempting topical 
treatment again seems like an adequate option, 
provided that the child’s symptoms allow it. Even if 
it has been attempted before, there can be cases in 
which additional attempts achieve a response: 
children can be more cooperative when they are 
older (a boy aged 6 years is likely to engage more 
than one aged 3 years). We can also support fami-
lies in its implementation and ultimately avoid 
surgery or lessen the severity of phimosis, so that 
conservative surgery, such as preputioplasty, can 
be offered instead of complete circumcision. 

We must underscore the importance of early di-
agnosis and treatment of balanitis xerotica oblit-
erans. The incidence in our sample was of 6%, in 
line with global data, where it reaches 10% in 
some case series. In these cases, we consider that 
the patient can be referred to pediatric surgery 
for evaluation at the time of initiation of topical 
treatment.

In light of our findings, we plan to implement 
measures in our area to improve the information 
provided to parents and the knowledge of profes-
sionals, enabling us to support families in the care 
of the healthy foreskin, using the measures imple-
mented in the United Kingdom as reference. We 
also consider that fluid communication between 
primary and specialty care is important in order to 
coordinate efforts in the implementation of cur-
rent recommendations and improve overall quality 
of care.
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