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Abstract. Idiopathic clitoromegaly is a relatively rare disease. A case of isolated idiopath-
ic clitoromegaly is presented. It concerns a 31-year-old woman, in whom the clitoris has
showed a tendency for progressive enlargement in the last 3-4 years. The patient had no
gynecological and systemic diseases and disorders. Karyotype and hormone levels were
normal. No cystic changes in the ovaries and other changes in the abdominal organs were
detected during ultrasound. Computerized axial tomographic (CAT) scan of the adrenal
glands was performed and showed normal appearance. Method of selection in such cases
is operative treatment — clitoroplasty with storage of neurovascular bundle of the clitoris.
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INTRODUCTION

litoromegaly is a common anomaly, but ac-
quired isolated clitoral elongation is rare [1]
and its causes can be: hormonal, non-hor-

monal, pseudoclitoromegaly, idiopathic clitoromegaly
[2, 3].

The degree of clitoromegaly is most often deter-
mined according to the classification of Von Prader
A., 1975 [2], which, depending on the intensity of
hyperandrogenism, differs in several forms: clitoral
hypertrophy with reduced vaginal passage; with a
narrowed vaginal entrance; marked clitoral hyper-
trophy, male external genitalia with hypospadias and
hypertrophied penis-like clitoris and labia majora like
scrotum. Endocrinopathies, virilizing tumors, and an-
drogen use are the most common hormonal causes
of clitoromegaly [4].

A case of a patient with isolated idiopathic clitoro-
megaly treated surgically is presented.

CASE DESCRIPTION

A 31-year-old female, O-gravida, complained that
in the last 3-4 years, the clitoris has shown a ten-
dency for progressive growth. The patient associ-
ated the onset of complaints with the beginning of
regular sexual intercourse, which became the cause
of negative psycho-emotional feelings and physical
sensations (a feeling of worry at the thought of the
presence of this problem), physical (discomfort with
certain movements) and sexual (discomfort and awk-
wardness during sexual intercourse) discomfort. The
woman denied the use of drugs, psychotropic and
hormonal medications. No family history was report-
ed — there are no other cases of clitoral enlargement
in the family. Appearances of menarche when she
was at the age of 15, the menstrual cycle was regular
— every 30-32 days, lasts 3-4 days, settled suddenly.
From the objective research — the patient was with
normal female phenotype. From the gynecological
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examination - in a calm state, the clitoris was 20 mm
long (according to the patient’'s data, it increases to
30 mm during sexual excitement) (Figure 1). Vaginal
entrance — was with normal anatomy structure. The
external opening of the urethra was located 1.5 cm
above the entrance to the vagina. The woman has
normal secondary female genitalia with female pubic
hair. There was no evidence of obesity — height 172
cm, weight 65 kg.

From the analysis of hormonal tests such as: estra-
diol, progesterone, FSH, LH, DHEA-S, testosterone,
Prolactin, ACTH, cortisol, TSH — were in normal ref-
erent value, and tumor marker CEA were in normal
referent value also. The values in Table 1 showed the
hormonal status of the patient.

Table 1. hormonal status of the patient

FSH (follicular phase) 4.18 mlU/ml
LH (follicular phase) 5,03 miU/ml
Estradiol (follicular phase) 314,6 pmol/l
Progesteron (luteal phase) 25 nmol/l
DHEA-S 9,7 nmol/l
Prolactin 312,3 mU/ml
ACTH 26,3 pg/ml
Cortisol 218 nmol/l
TSH 2,6 mul/l
testosterone 2,46 nmol/l

Ultrasound of the small pelvis and abdominal organs
showed that there was no data for polycystic chang-
es in the ovaries, no tumor formations were visual-
ized in the pelvis.

From the obtained results, no connection could be
made between clitoromegaly and the results from the

paraclinical and instrumental examinations. The pa-
tient underwent clitoroplasty with preservation of the
neurovascular bundle (Figure 2 and Figure 3).

OPERATIVE TECHNIQUE

Under general anesthesia, a semilunar incision was
made over the dorsal surface of the clitoris. The dor-
sal surface was prepared to the pubic fascia without
cutting the suspensory ligaments. 5 superficial liga-
tures were applied (the neurovascular bundle was
preserved) on the pubic fascia — at 10, 11, 12, 1 and
2 o’clock. They were tied so that there is no sharp
angle when tightening them, which makes erection
difficult. Excess skin was cut away. With single re-
sorbable sutures, the normal anatomy was restored
— the skin was sewn to the foreskin. The patient was
followed for a period of 6 months. The postoperative
period went smoothly, without early and late compli-
cations (Figure 4).

At the follow-up examination 6 months after the
intervention, the patient said that the sensitivity
of the clitoral area was normal. The woman was
satisfied with the aesthetic and functional result
(Figure 5).

DISCUSSION

Clitoroplasty is the method of choice in the treatment
of clitoromegaly [4,5]. It aims to improve the psycho-
emotional state of the woman. At the same time, it is
necessary to preserve sexual function and sensitivity
with a mandatory cosmetic effect.

For the first time, Young performed a similar plastic
correction on a child with congenital adrenal hy-
perplasia in 1937 [6]. Depending on the intensity of

Fig. 1, 2. Clitoris, labia minora, urethral entrance and vaginal entrance before surgical correction (left); Dissection of the

foreskin from the dorsal surface of the clitoris (right)
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of the adrenal glands
in utero due to lack of
cortisol due to 21-hy-
droxylase enzyme
deficiency associated
with  hyperandrogen-
ism. Severe cases oc-
cur in 1 in 10-14,000
newborns. Mild cases
without classic symp-
toms are much more
common, 1:1000.

Hormone-producing
ovarian tumors that

Fig. 3, 4. Reconstructed anatomy and shaped foreskin (left); Clitoroplasty completed (right)

hyperandrogenism, Prader distinguishes 5 stages
in girls:

1. Clitoral hypertrophy, normal vaginal entrance.

2. Clitoral hypertrophy, narrowed vaginal entrance
due to partial fusion of the labia minora.

3. Emphasized clitoral hypertrophy, persistent uro-
genital sinus is observed.

4. The hypertrophied clitoris resembles a penis and
the labia majora imitates the scrotum, the vagina
opens into the urethra and at the base of the clitoris.

5. Male external genitalia, possibly with hypospadias,
without testes in the scrotum.

Endocrinopathies, virilizing tumors, and androgen
use are the most common hormonal causes of clito-
romegaly.

The most common cause of clitoromegaly is congeni-
tal hyperplasia of the adrenal cortex [3].  Adrenal
hyperplasia due to 21-hydroxylase deficiency is a
rare, congenital disorder presenting with hyperplasia

can cause clitoromeg-
aly are androblasto-
mas. They originate
from the Sertoli-Leydig
cells of the hilus of the
ovary. They produce
androgens that lead
to menstrual disorders
— amenorrhea and to
virilization of women
- enlargement of the
clitoris and increased
hair growth. Very rare-
ly, an androblastoma
is hormonally inactive
or secretes estrogens.

Fig. 5. Status at 6 months after surgery

Non-tumor causes of
clitoromegaly can be
neurofibromatosis and epidermoid cysts of the clitoris.

Neurofibromatosis (benign) or the so-called von
Recklinghausen’s disease has two separate, geneti-
cally and clinically different forms — type 1 and type
2. The disease is characterized by a wide variability
of the clinical picture — from mild asymptomatic forms
to very severe manifestations of the clinical picture
and a high risk of life-threatening malignant diseases
of the patient. Type 1 is more common (1:3,000 —
1:4,000). It is inherited in an autosomal dominant
manner. Women suffering from this disease develop
benign and malignant tumors of the central and pe-
ripheral nervous system. In girls, it can rarely lead to
enlargement of the clitoris and labia [4]. Epidermoid
cysts of the clitoris are one of the rare non-hormonal
causes of clitoromegaly. In such cases, a mobile,
soft, non-fluctuating mass protrudes from the clitoral
region. There is often evidence of trauma in this area
in the woman'’s history [5].

Clitoroplasty is the method of choice in the treat-
ment of clitoromegaly. It aims to improve the psycho-
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emotional state of the woman. At the same time, it is
necessary to preserve sexual function and sensitivity
with a mandatory cosmetic effect.

For the first time, Young performed a similar plastic
correction on a child with congenital adrenal hyper-
plasia in 1937 [6]. Later J.G. Hampson and J. Money
suggest in similar cases to amputate the clitoris [7].
Various operative methods have been described,
but the cases of operative correction in sexually
mature women in which the dorsal and ventricular
vascular-nerve bundles are preserved are few [8].
Clitoroplasty with preservation of neurovascular
pedicles, which was performed in the described
case, is an optimal volume of surgery in women with
clitoromegaly of first degree. In this case, correc-
tion of the labia minora and plastic surgery of the
introitus vagina is not necessary. Some authors also
suggest resection of the corpora cavernosa of the
clitoris [6]. In this case, correction of the labia mi-
nora and plastic surgery of the introitus vagina is
not necessary.
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