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Introduction 

The penis is more than ‘just a body part’. Historically and today, it has mythical qualities 
which means that abnormalities often cause problems more than just the obvious functional 
difficulties that physicians are aware of. Muscularity, determination, effectiveness, 
penetration, directness, strength – the phallus underlies them all. (1)

Because of this special character of the penis, Peyronie’s disease (PD) is probably a 
particularly difficult condition. PD is, medically spoken, not a life-threatening or malignant 
disease, but it may have serious negative psychological consequences. This might even be 
more so the case in the homosexual community, where the penis often is perceived as a 
classical phallus, the iconic symbol of masculine identity. 

In short, PD can be experienced as a functional problem, but can also lead to a wrecked 
personality and it is up to the urologist to respond in an appropriate way. The question is 
how. Literature, being the traditional support and assistant to a physician, offers no solution 
here. Besides pathophysiological knowledge and curative treatment options, there is a lack 
of information about how PD interferes with the quality of life in general, let alone with 
the quality of homosexual life. 

In order to make a start with filling this lack of information, we decided to interview one 
of the homosexual patients in an ongoing research project into the psychological effects of 
PD. The aim was to explore the consequences of PD for his sexual life and to formulate 
questions for future research.

Method

Seven years post-diagnosis, we had three in-depth interviews with a 52-year-old homosexual 
man suffering erectile dysfunction (ED) and a relatively mild curvature due to PD. The 
conclusions were compared with data from the very limited PubMed-based literature as 
well as the conceptions of homosexual men with regard to PD on social media. Approval 
was obtained from the local medical ethical committee (METc 2016.683).
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Results (Case-presentation) 

Medical history 
A 44-year-old homosexual man was referred to our outpatient clinic by his general 
practitioner because of a curvature of his penis combined with ED. For the latter, he used 
intracavernosal self-injections with the combination of papaverine and phentolamine. 
Eighteen months before referral, he had noticed a hard spot on the dorsal side of his penis 
without the formation of a curvature. However, three months before the first consultation, 
his penis had once bent during anal sex, causing a small hematoma. After six weeks, a dorsal 
curvature became visible without any pain. He had no family history of PD, but his mother 
underwent surgery on both hands because of contractures due to Dupuytren’s disease (DD). 
At the time of the first visit, the patient had been together with his male partner for 15 
years. They had unprotected sexual contact, both oral and penetrating (top and bottom). 
However, aside from this, the patient had unprotected active and passive oral sex and active 
protected penetrating (top and bottom) anal sex. 

His medical history showed an episode of rectal blood loss, caused by hemorrhoids and a 
ciprofloxacin-resistant N. gonorrhoeae-based urethritis, for which he and his partner had 
been intravenously treated with ceftriaxone. He smoked a pack of cigarettes and consumed 
two units of alcohol a day. His answers on the International Index of Erectile Function 
(IIEF) showed no erectile dysfunction (29/30), some orgasmic dysfunction (5/10) and no 
dysfunction in sexual desire (9/10), intercourse satisfaction (14/15) and overall satisfaction 
(9/10). 

Physical examination 
Physical examination at maximal extension revealed a three by two centimeter big ‘plaque’ 
on the dorsal side of a sixteen centimeter long, uncircumcised penis. Pictures of his erect 
penis showed a dorsal curve of 30o.  

Diagnosis 
As the curvature developed at a later age, his mother suffered from DD and the evident 
plaque at the dorsal side, the most probable diagnosis was PD and not nodules due to the 
intracavernous injections. New scar tissue formation was possibly ongoing due to the 
preceding traumatic bending of the penis and a suspected small rupture of the thick capsule 
around the cavernous bodies of the penis.  

Treatment regimen 
After thorough counseling, a conservative approach with regard of PD was accepted. The 
ED was already successfully treated by the intracavernous self-injections. 
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At the second consultation, six months after our diagnosis, the curvature had increased to 
45o and the penis had shortened. Besides the intracavernous injections, the patient had 
started using a vacuum pump, for pleasure and not as a necessity to develop an erection. 
A physical examination showed that the plaque had increased to five by two centimeters. 
The curvature did not seriously inhibit penetration. 

However, the patient had developed severe psychological problems and was, as he said, no 
longer ‘proud’ of his penis. The PD negatively influenced his body satisfaction and self-
esteem. He was suffering from a burnout, consumed too much alcohol and could not 
imagine that he would ever accept the deformation of his penis. 

One year later, the curvature had not worsened. By then, he had accepted the help of a 
sexologist. His obsession with his penis was psychologically linked with his perfectionism 
and addictive personality, and it was characterized as a form of body dysmorphia. Through 
counseling, he became more conscious of his negative feelings and gradually his self-esteem 
improved. His compulsiveness and obsessiveness concerning his penis decreased. The 
sexological treatment was finished successfully after 30 months. 

Patient evaluation
Through three in-depth interviews with the patient, we evaluated the entire treatment 
procedure. During the interviews, he expressed dissatisfaction concerning the questionnaires 
that had been used, especially because of their presumption of heterosexuality. For instance, 
he was displeased with terms used in the questionnaires such as ‘vaginal intercourse’, ‘vagina’ 
and ‘female’ or ‘read man, where woman is mentioned’ or ‘read anus, where vagina is 
mentioned’.

A more general complaint was the distant and ‘objective’ approach of sexuality. The way 
intercourse was described, as a structured process of optional foreplay, penetration and 
orgasm, was in his opinion too schematic. He pointed out an interesting distinction - or 
even paradox between - thinking of an orgasm as a process and/or result. Orgasm as a result 
is, in general, supposed to be a highly-valued positive outcome of sexual interaction. 
However, our patient replied that he was much less interested in an orgasm, as ‘it initiates 
the end of pleasure’. He cared more for the process of sexual interaction. PD restricted him 
in some sex positions, but his main complaint was that fun and uninhibitedness had gone.

According to him, homosexual men lead a more varied sex life than heterosexuals. His sex 
life had never been ‘average’. Together with his partner he often had visited sex parties. At 
these gatherings he had always gained a lot of attention because of his big penis.  Since the 
existence of PD, this became much less common and, when he received this attention, he 
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could no longer take it seriously. According to his experience, there were `thousands of 
homo- and bisexual men living similar lives’ to his. He stated that homosexual men suffering 
PD are much more prone to social isolation than their heterosexual counterparts. 

The fact that our patient had a penis above average in length could not console him. He 
experienced his deformity as ‘falling from a greater height’ in the gatherings he attended, 
causing the psychological effects to be more harming. In general, he thought that 
homosexual men may be more often dissatisfied with the looks of their penis than 
heterosexuals, possibly caused by the impact of comparison of the length and girth of other 
men’s penises.

Discussion 

This case report was driven by curiosity on two possible relevant gaps: the gap between the 
medical-objective burden of PD; and the gap between the burden of hetero- and homosexual 
men suffering from PD. 

In order to bridge both gaps, we decided to interview a homosexual patient who had 
participated in our more comprehensive research project on the impact of PD. We expected 
that, given the more important role of sexuality in general, and the penis as an iconic symbol 
of male sexuality in particular, the burden would be much bigger in homosexual men; a 
so-called interaction effect. We acknowledge the fact that the interviews conducted 7 years 
after diagnosis introduce a significant recall bias.

Although we only spoke to one patient, our expectations were confirmed. Our patient 
depicted a sexual context, being his part of the homosexual community, that indeed makes 
it understandable that in homosexual men the first gap, between medical (objective) and 
psychological (subjective) impact of PD will be wider than in most heterosexual men. Men 
who participate in sexual gatherings in, for example, saunas of locker rooms, where direct 
comparison of the ‘size and beauty’ of the penis may take place, are particularly at risk. 
Through this realization, we came up with a number of questions we would like to answer 
in future research: how do we measure the gap between medical simplicity and psychological 
invasiveness in PD? Are homosexual patients more susceptible to the psychological effects 
of PD than heterosexuals?

The answers to these questions will likely help formulate hypotheses that can be of help in 
the approach and treatment of PD patients in general, but particularly the homosexual 
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ones. The moment a homosexual man presents himself to a urologist with symptoms of 
PD, it is vital not only to map the physical state, but also the psychological context. How 
does PD affect this patient’s sex life and identity? Although this advice also holds for 
heterosexual men, not discussing this kind of psychosocial issues seems to be less of a 
problem for them.

A bigger penis leads to higher satisfaction and self-assessment, especially in homosexual 
men. (7, 10) A penis longer than sixteen centimeters is considered as ideal. (6) The fact that 
our patient had a penis above average in length could not console him. He experienced his 
deformity as ‘falling from a greater height’, causing the psychological effects to be more 
harmful. In general, homosexual men may be more often dissatisfied with their looks than 
heterosexuals, possibly caused by the easier comparison of length and girth of their penis 
with other men. His perfectionism added to the negative psychological effects, but cannot 
be described as a homosexual characteristic. Obsession with the penis, however, may be 
more common in homosexual subjects. Not all homosexual PD patients will have such 
extreme psychological reactions to their condition, although there may be an interaction 
effect of being homosexual and being more susceptible to the negative psychological 
consequences. His other psychiatric diagnosis (body dysmorphia) adds to the susceptibility. 
Most interesting is the observation that PD can cause or exacerbate negative self-esteem 
or body image issues.

In general, sexual function is determined with the International Index of Erectile Function 
(IIEF), degree and progression with the Peyronie’s Disease Questionnaire (PDQ) and 
psychological effects by validated questionnaires such as the Hospital Anxiety and 
Depression Scale (HADS). (3, 11) Unfortunately, there is limited consideration of sexual 
orientation and the PDQ excludes all sexual intercourse other than vaginal. In general, 
questionnaires use heterosexual terms such as ‘vaginal intercourse’, ‘vagina’ and ‘female’. 
Sometimes they are addressed by additions such as ‘read man, where woman is mentioned’ 
or ‘read anus, where vagina is mentioned’. This could irritate respondents and therefore 
lead to potentially unreliable scores. Although this side effect probably occurs more often 
in our patients, given the described ‘gap’, it might be more important to take notice in the 
case of homosexual PD patients. Therefore, it is important to know that the IIEF was 
validated in only a small group of homosexual men. (4) Further, unexplained by any 
physical substrate, ED as qualified by the IIEF is more prevalent in homosexuals. (2) This 
finding might point out the inability of the IIEF to qualify ED in homosexuals.

The patient’s dysfunction on IIEF domains was largely based on intercourse failing to 
happen. Other criticism of questionnaires focus on their ‘black and white’ approach of 
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matters. They try to objectify sensitive parameters, such as psychological and sexual 
functioning, too extensively. They merely focus on the technical aspects of ‘having 
intercourse’ and determine to what degree respondents are able to get an erection, penetrate 
and reach an orgasm. In this way, sexual functioning is based on these parameters, while 
affection and emotions are not part of that equation. As it signified the end of pleasure, our 
patient stated that he was comparatively less interested in orgasm. He lamented the loss of 
excitement and freedom associated with sex positions that were now restricted by PD.

Inadequate counselling may result in the patient feeling guilty for potentially having caused 
PD through certain sexual acts, such as rough intercourse. On the internet, one finds advice 
with regard to choosing sex positions in case of PD. If there is for instance a dorsal curve, 
the anus should be approached from behind in standing position. Another recommendation 
is to choose a position that prevents the partner from viewing the deformed penis. An 
assertion in online circles is that a search for new sex positions can revive the sexual 
relationship. Our patient also believed that homosexual men are more inventive considering 
coping behavior with regard to sexual problems in general. Several toys and body parts had 
been used as substitutes for the erect penis. These substitutes had helped him in coping PD. 
In PubMed, we found only one study on psychological problems amongst homosexual men 
(n=27) with PD. (5) There appeared to be serious psychological stress, negatively influencing 
intimacy. However, no significant differences were found compared with heterosexual men, 
caused by the lack of power with the small number of patients. 

Researchers recommend more attention for the psychological consequences of PD. (8, 9) 
If necessary, adequate referral for patient and his partner are of great importance. Patients 
will be advised to explore other ways of intimacy and, for some of them, peer contact can 
be helpful. In general, psychological stress in PD patients is high and seems not to decrease 
in time. In other words: for many of them, it is very difficult to learn to live with PD. 

In conclusion, our in-depth interviews suggest that homosexual men are more susceptible 
to psychological effects of PD than heterosexuals. More research is needed to substantiate 
this statement. In clinical practice, it is important to ask for the sexual orientation at the 
first presentation, noticing the specific effects for the patient’s sex life and to provide 
adequate referral if necessary. Objective measurements or a questionnaire specifically for 
homosexuals should be developed, and if questionnaires such as the PDQ are being used, 
it is always important to notice their shortcomings for homosexual patients. 
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