
 

 

 University of Groningen

Anomalies of the penis and scrotum in adults
Nugteren, Helena Madelinde

IMPORTANT NOTE: You are advised to consult the publisher's version (publisher's PDF) if you wish to cite from
it. Please check the document version below.

Document Version
Publisher's PDF, also known as Version of record

Publication date:
2016

Link to publication in University of Groningen/UMCG research database

Citation for published version (APA):
Nugteren, H. M. (2016). Anomalies of the penis and scrotum in adults: A multidisciplinary approach. [Thesis
fully internal (DIV), University of Groningen]. Rijksuniversiteit Groningen.

Copyright
Other than for strictly personal use, it is not permitted to download or to forward/distribute the text or part of it without the consent of the
author(s) and/or copyright holder(s), unless the work is under an open content license (like Creative Commons).

The publication may also be distributed here under the terms of Article 25fa of the Dutch Copyright Act, indicated by the “Taverne” license.
More information can be found on the University of Groningen website: https://www.rug.nl/library/open-access/self-archiving-pure/taverne-
amendment.

Take-down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove access to the work immediately
and investigate your claim.

Downloaded from the University of Groningen/UMCG research database (Pure): http://www.rug.nl/research/portal. For technical reasons the
number of authors shown on this cover page is limited to 10 maximum.

Download date: 24-05-2023

https://research.rug.nl/en/publications/eb70730c-2711-404e-b48b-25b1f7a67a21


Penile enlargement: 

from medication to surgery

Helena M. Nugteren1, Mike T. Balkema2, 
Astrid L. Pascal2, Willibrord C. M. Weijmar Schultz2, 

Rien J. M. Nijman1, Mels F. van Driel1

1. University of Groningen,  
University Medical Center Groningen,  

Department of Urology,  Groningen, the Netherlands
2. University of Groningen,  

University Medical Center Groningen, 
Department of Obstetrics and Gynecology, Groningen, 

the Netherlands

Journal of Sex & Marital Therapy 2010;36:118-23 

3



40 

Chapter 3

INTRODUCTION

The penis is central to cultural concepts of masculinity; its length, shape, appearance, and 

performance are held to be indicators of masculinity.1 Equating penis size to masculinity 

makes under endowed men worry about the size of their penis. They are vulnerable in 

their search for a cure, which will often lead them to explore penis-enhancing possibilities 

on the Internet and elsewhere. Penis-lengthening pills, stretch apparatus, vacuum pumps, 

silicone injections, and lengthening and thickening operations are widely available in 

this unregulated world of self-medication. Advertisements overtly imply that there is a 

direct relationship between penis size and masculinity and suggest that women´s sexual 

satisfaction greatly depends on penis size. 

In this commentary, we describe these penis-enhancing possibilities, a sequel on our 

case series about how to deal with the complaint of a small penis.

NON-SURGICAL PENIS-ENHANCING METHODS

The Internet has a large market for penile/lengthening pills. The theory behind many of 

them is that the herbal blend will increase blood flow to the erect penis and therefore 

enhancing its size. The manufactures promise an increase in length of 2-10 cm. Many 

men believe and hope that this theory is true and are willing to pay a significant amount 

of money on such pills. There is, however, no evidence that this medication influences 

penis-size. 

Penis-stretch apparatus and vacuum pumps are also popular choices for men 

wanting to enhance their penis size, sometimes in combination with aforementioned 

medication. Many types of penis-stretch apparatus are available nowadays. The Danish 

JES-Extender by DanaMedic Aps and the Spanish Andro-penis by Andromedical are 

best known. However, there is only poorly documented evidence to support the use of 

penile extenders or vacuum pumps.2 It is, therefore, considered good advice to patients 

to neither purchase nor use such a device. However, should the patient undergo penis-

lengthening surgery, the device may play a post-operative role.3 This matter still remains 

unclear and may warrant research.

Liquid injectable silicone (LIS) can be used for penile augmentation. To broaden the 

penis, the silicone is injected into the subdermal plane. However, the use of this product 

is highly controversial because of the possible complications. Short-term reactions 

include pain, ecchymosis, pigment change or, if the silicone is injected in the vascular 

system, embolism or pneumonitis. Direct injection in the corpora cavernosa could result 

in embolic events, priapism, or impotence. Long-term reactions include migration of 

silicone and silicone granulomas.4 Yacobi, Tsivian, Grinberg and Kessler (2007) reported 

their experience with 324 patients who received LIS to broaden the penis. They reported 

an increase in penile girth of 27% and only mild complications as bruising.5 A major 

drawback of this study is the short period before follow-up; most complications of LIS 

have a latency period of years after treatment.
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SURGICAL PENIS-ENHANCING METHODS

When is it reasonable to consider surgery? Most urologists will draw the line at 7.5 

cm in maximal extended condition, others will do so at 9 cm.6,7 It is undoubtable that  

psychosexual findings are most significant in reaching this decision. For example, if a 

man has the idée fixe that women are particularly convinced that ‘size matters’ and hence 

will not proceed in a relationship unless the nuptial equipment is adequate, then extensive 

counseling is most appropriate. The psychologist-sexologist needs to explore how the 

patient experiences himself, and the part his penis plays in this role. Previous sexual 

relationships will be minutely explored. Men with psychiatric disorder who have a pattern 

of expectation which is difficult to adjust in their minds are the worst possible candidates 

for operational intervention. There is no standard questionnaire yet that could be used 

to filter men who may be eligible for operation. However, an attempt to this purpose has 

been made by Spyropoulos et al. (2005).8 

The urologist is responsible for detailed explanation of risks and complications of any 

operation and for putting this to paper. In addition, we believe that using random pictures 

of previous operations and their complications is of considerable importance in informing 

the patient. 

The most widely used technique for optical lengthening is cutting the ligaments, in 

combination with removal of suprapubic fat tissue and by creating increased length in the 

penis shaft by performing a (double) Z-plasty or a VY-plasty. The fundiform ligaments are 

in fact a continuation of Scarpa’s fascia. The suspensory ligament lies posterior to the 

fundiform ligaments. It is chunkier and is triangular. It splits in two around the base of the 

penis (figure 1).9 After cutting the ligaments, one can use fat tissue or a small silicone 

Figure 1. Ligaments of the penis
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testis prosthesis to fill the cavity between the pubic bone and the cavernous bodies. 

In this way, the penis is kept as distal as possible, but it also ensures there can be no 

retracting scarring between corpora and pubic bone. Furthermore, it is recommended to 

attach the corpora to the lower rim of the pubic bone using two stitches. The next step is 

to remove fatty tissue from the pubic area. Excision of fat tissue by scalpel is preferred 

over liposuction, because the aforementioned method allows the septa to be included 

until it has become smoothened out. Last, the Z or VY-plasty is closed, leaving a vacuum-

drain, if necessary.6,10,11

A visual illusion of length gain of 2cm, in flaccid state, is considered an adequate result. 

However, men with body dysmorphic disorder (BDD) often have unrealistic expectations 

regarding the outcome of this surgical procedure.12 

Complications in (double) Z-plasty and VY-plasty are scar-hypertrophy, an unstable, 

low hanging penis, reduced sensitivity in the shaft or in the glans, or – in the worst case 

– a shortening of the penis because of the forming of scar-tissue. Another complication 

is scrotalization, which occurs when scrotal skin with hair follicles changes position and 

becomes part of the shaft of the penis.10,13 This complication, as well as necrotic wounds, 

seem to occur more often when performing the VY-plasty, making (double) Z-plasty the 

preferred technique.

One of the methods to broaden the penis is by injecting autologous fat tissue in 

between the superficial and deep fascia. This has the result of not only making the penis a 

little broader, but because of the increased weight, often also a bit longer.14 Complication 

for this technique are the irregular shaft due to post necrotic fat lumps, reabsorption, 

edema of the corona, wound infection, and problems with intromission caused by excess 

fat deposits on the shaft.13,15 Another possibility is transplanting deepithelialised skin with 

matching subcutaneous fat. These transplants are harvested from the groin area or from 

the buttock region and are inserted just above Buck’s fascia. The next phase is to tuck 

both dartos fascia and the presenting skin over the transplanted area. This operation 

technique avoids necrosis and re-absorption, allowing symmetry.10 

In the Netherlands it is, as a result of the aforementioned problems, considered good 

practice not to perform thickening operations.

New techniques are constantly being developed and refined. Perovic and Djorddjevic 

(2000) used an extraordinary operation technique on experimental basis, whereby 

the penis is not only optionally lengthened, but is actually lengthened.11 The entire 

penis becomes disassembled. The technique starts with the dissection of the corpus 

spongiosum (the spongious body around the urethra) on the ventral side as well as the 

neurovascular bundle at the dorsal side. Following this, the glans and the cavernous 

bodies are separated, leaving a small space between the glance and the ends of the 

corpora cavernosa.  A small piece of rib cartilage is inserted inside this cavity. However, 

the achieved result largely depends on the flexibility of the neurovascular bundle. After this 

extension, the urethra, the spongious body and the nerve-bundle are reattached. A risk of 
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absorption remains, which is why Perovic et al. experimented with silicon extensions.16 The 

disadvantage of using the latter is the enhanced risk of infection. This operation technique 

can be combined with the cleaving of the fundiform and suspensory ligaments. To avoid 

a curvature, it is important to optimize the stretching of the neurovascular bundle. Using 

penile stretch-apparatus during the first post-operative month can avoid this complication. 

According to Perovic et al., the aforementioned technique offered 13 men (out of 19) an 

enhanced penis-length by 2-3 cm. The remaining men achieved an additional 3-4 cm in 

length. The follow-up, after 3.3 years, indicated that not a single patient had suffered from 

erosion, inflammation, or infection in the operated area. Furthermore, the urethra and 

neurovascular bundle showed no signs of damage as a result of the operation technique. 

Last, none of the patients reported erectile dysfunction. It is unfortunate that the article 

does not indicate the reported level of satisfaction from a postoperative perspective.11

CONCLUSIONS

There is a large market for penis-enhancing products. Penis lengthening pills, stretch 

apparatus, vacuum pumps, silicone injections, and lengthening and thickening operations 

are widely available. Research has shown that surgery is the only proven treatment, in 

which the division of the penile suspensory ligament is a simple and commonly used 

technique. 

Before any operation is performed, the urologist and the psychologist-sexologist need 

to find out whether the patient is a suitable candidate for surgery. The urologist is also 

responsible for detailed explanation of risks and complications of any operation, preferably 

using random pictures of previous operations and the patients’ complications. 
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