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Chapter 9

In this thesis the findings and results of clinical studies, case reports, and literature 
reviews on diagnosis and treatment of the abnormalities of penile and scrotal anatomy 
have been reported. We tried to give an answer to the questions of “what is normal?” and 
“when to operate?” 

The first aim of the introduction, chapter 1, was to provide general information about the 
short penis, the acute erection angle, Peyronie’s disease, and genital lymph edema. The 
four anomalies are put into a urological and sexological perspective. The second aim was 
to describe the two main research questions: 1) Is surgery a good, preferably the best, 
treatment option in case of penile or scrotal deformity? 2) Is there a common pathway to 
Peyronie’s and Dupuytren’s disease? 

The erect penis has been, in many cultures and throughout the millennia, the ultimate 
symbol of masculine qualities. Because of this symbolism, men are likely to feel insecure 
or embarrassed if their penis is less than average size. A large body of research indicates 
that 45% of interviewed males would prefer a larger penis. When there is a fear-fuelled 
subjective perception that a penis is considerably smaller than average, it is called “small 
penis syndrome.” 

Chapter 2 described our experience in the management of men with complaint of a 
small penis. In eighteen years we collected 60 men with this complaint. For 44 of the men, 
counseling was sufficient. Sixteen of the 60 men underwent penis-enhancing surgery; 
only nine of them were satisfied with the result. In addition, we found that six of the 
operated men had a penis length of 7.5 cm or more in extension. It appeared that only two 
of these men were pleased with the operation’s results. We concluded in this chapter that 
those men, who had already achieved a penis-length of 7.5 cm in erection, experienced 
only limited benefit from penis-enhancing surgery. This particular patient category should 
therefore be dissuaded from surgery. Men with small penis syndrome do, without fail, 
benefit from several counseling sessions with a psychologist-sexologist. Depression and 
personality disorders are legitimate reasons for not proceeding with surgical treatment.

Besides lengthening and thickening operations, penis-lengthening pills, stretch apparatus, 
vacuum pumps, and silicone injections are also available for men who worry about their 
penis size. Surgery, however, is thus far the only proven scientific method for penile 
enlargement. 

In chapter 3 we considered patient selection, outcome evaluation, and techniques 
applied for penile enlargement. The most widely used technique for lengthening is cutting 
the fundiform and suspensory ligaments of the penis, in combination with removal of 
suprapubic fat tissue. Obviously, this technique only provides an optical lengthening; a 
visual length gain of 2 cm, in flaccid state, is considered an adequate result. 

One of the methods for broadening the penis is by injecting autologous fat tissue in 
between the superficial and deep fascia. Because of the increased weight, it can also 
make the penis a bit longer. Another possibility is transplanting deepithelialized skin with 
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matching subcutaneous fat. However, both techniques have a high complication rate, and 
in the Netherlands it is considered good practice not to perform thickening operations.

An experimental and extraordinary operation technique has been developed by a 
famous Serbian urologist, whereby the entire penis is disassembled. The technique starts 
with the dissection of the corpus spongiosum and the neurovascular bundle. Following 
this, the glans and the cavernous bodies are separated, leaving a small space between 
the glans and the ends of the corpora cavernosa. A small piece of rib cartilage is inserted 
inside this cavity. This operation technique can be combined with the cleaving of the 
ligaments. According to this urologist, this technique offers an enhanced penis length of 
2-3 cm. 

During erection, the penis increases in volume, rigidity, and angle. Textbooks of urology 
and sexology provide only very limited information about erection angle dysfunction. In 
some men, this angle is too tight against their belly, causing problems with intercourse. 
This may be caused by severe shortness of the penile suspensory ligaments (PSL), 
severe dorsal curvature at the penopubic level, or a combination of both. The surgical 
treatment options are: partial release of the suspensory ligaments, a ventral corporoplasty 
according to Nesbit, or, if necessary, a combination of both. 

In chapter 4 two cases were reported of this so-called “acute erection angle,” and 
the pertinent literature was discussed. In the first patient a corporoplasty, according to 
Nesbit, was sufficient to lower the erection angle. In the other patient the ligament was 
released and, to prevent re-attaching, the pubic bone and the cavernous bodies were 
separated by interposing some suprapubic fat and two folded collagen fleeces. At nine-
month follow-up, both patients were satisfied with the surgical outcome. We concluded 
this chapter with the statement that, if counseling has failed to provide relief, simple and 
safe surgical techniques can yield adequate results.

Chapter 5 was a short intermezzo in which the symbolic meaning of the penis and 
the etymology of the phallus were described. We also provided a short outline of the 
characteristics of the penis in animals.

Genital lymph edema is a debilitating disease of the male genitals. It is caused by 
stasis of lymph in subcutaneous tissues. It may cause problems with hygiene, urinary 
incontinence, inability to have sexual intercourse, and even immobility. The most effective 
treatment is surgical excision of the affected tissue, followed by wound closure using 
split-thickness skin grafts, or skin flaps from the perineum and the most posterior part of 
the scrotum. 

In chapter 6 we described the surgical treatment of six patients with genital lymph 
edema and the results. In all the men, a satisfactory cosmetic and functional result was 
established. In our opinion, this specific method of surgical treatment for male genital 

edema should be the therapy of choice. 
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In chapter 7 another form of penile deformity was described. Peyronie’s disease (PD) 

is a localized, connective tissue disorder characterized by the formation of fibrous tissue 

plaques within the tunica albuginea of the penis, causing a curvature, and a subsequent 

degree of erectile dysfunction and penile pain. According to the literature there is an 

association between PD and Dupuytren’s disease (DD). DD is a fibro-proliferative condition 

of the palmar fascias in the hand, typically resulting in progressive contracture of one or 

more fingers. In this chapter we investigated the coexistence of DD in a consecutive 

series of patients with PD. We found that, in 22% of 415 investigated PD patients, there 

was a coexisting DD. Other studies concerning coexisting DD in patients presenting 

with PD show ranges varying from 0.01 to 58.8%. This wide variation may have several 

reasons. First, the gene expression profiles of DD and PD may differ throughout the 

world. Second, patients with discrete nodules in their hands may not be diagnosed as DD. 

The third explanation for the wide spread may be the examination of different age groups, 

because the risk of acquiring PD as well as DD increases with advancing age. 

Given the increased recognition of PD, as well as the emerging treatments currently 

being developed for DD, the association between these two disorders should grow in 

importance.

With all anatomic penile and scrotal disorders, it is important for the urologist to provide 

objective and reassuring information about anatomical and physiological facts. If there is 

an indication for an operation, the urologist should discus all available options together 

with the patient, culminating in clarity on whether an operative intervention can or cannot 

bring relief for the problem experienced. 

If there are complaints of sexual inadequacy, sexological counseling is mandatory 

before any operative intervention.




