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Scientific Research presented in the First Virtual Sexology
and Hispanoamerican Sexual Education Congress (February -2001)

Dr. Eduardo A. Gomez de Diego, 1998, Andrology Services,
Andromedical Clinic, Madrid (Spain)

1. INTRODUCTION:

When the human tissues are submitted to a force of traction, they react by increasing
in size.

The principle of traction is applied in modern medicine, for the generation of new
tissue to cover burn wounds or areas of hair loss ( placing a tissular expander
underneath the normal skin ) or for the lenghthening of bones.

In other cultures this principle is applied to lenghthen different parts of the body
like the Giraffe Women of the Paduang tribe in Birmania ; or the lenghthening of
the lips in certain African tribes of Africa that use wood to create traction; and in
India where they hang stones on the penis of men as a form of penitence with the
resulting enlargement of the organ.

Based on this principle of external traction the Andro-Penis® was designed . It is
able to exhert a gradual traction force of 600 to 1500 grams.

The device consists of a plastic ring, where the penis is introduced and from where
2 dynamic metalic rods that originate the traction. In the superior part there is a
plastic support where a silicone band holds the glans in place.

Based on our clinical experience the traction device yields the following resutls:
     • An increase in the lenght of the penis in erection and flaccidity.
     • An increase in the perimeter of the penis in erection and flaccidity.

This results will be analyzed statistically to be verified and quantified see next.

2. MATERIALS AND METHODS

Number of patients: 37 patients, ages between 22 and 60 years of age. These men proceed
from different cities in Spain.

Selection of patients: patients included were healthy men with normal erection capabilities
and without penile surgeries. Patients with penile or other diseases where excluded from
the studies.

Traction device: The Andro-Penis®, German penile traction device.

Traction Force: 600 gr during 1st month, 900 gr during 2nd month, 1100 gr durante 3th
and 4th mes, and 1200 gr during 5th y 6th month.

Usage period: 10 hours a day, during every day of the month for a period of 3-6 months.

3. RESULTS

3.1.- Increase in lenght in erection:
The increase in the length of the penis in erection, is relative to the length of time in which
the device is worn. Such growth is lineal as is observed in the chart. This translates in: the
longer the time of use, the more lenght is obtained. The lineal correlation coefficient
between time of use and increase in length in erection is of 0.760 ( p=0.000 ).
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The average increase in the length of the penis in erection by month is of 0.4726 cm. The
standard deviation is of 0.1329 cm. The confidential interval of 95% is of [0.4283 ; 0.5169]
which indicates a minimal gain in the population of 0.4283 cm/month.

Regression line is:

DL erec = - 0.327 + 0.562 x t

This calculation will allow us to estimate
the increase in length of the penis in
erection, based on the months of use of
the device. There is a 57.7% variance in
the increment in longitude, which is ex-
plained by the variance in the duration of
treatment ( R2= 0.577 ). The other 42.3%
is due to other differences innate to each
individual and not relative to the duration
of the treatment.

3.2.- Increment in length in the flaccid state
The increment in length in the flaccid state is relative to the time of usage of the device.
Such an increment is linear as shown in the graph. The longer the device is used, the greater
the increase in length. The coefficient of the linear correlation between the time of usage
and the increment in longitude in the flaccid state is of 0.725 ( p=0.000 ).

The average monthly increment in longitude of the penis in the flaccid state is 0.4834 cm
and the typical deviation is 0.1983 cm. The confidence interval of 95% is of [0.4173 ; 0.5495]
and indicates a minimum increase in the population of 0.4173 cm/month.
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Regression line is:
DL flac = - 1.300 + 0.840 x t
This calculation allows us to estimate the
increment in longitude in the flaccid state
based on the months in which the device
is used. There is a 52.5% variance in the
increment in longitud which is explained
by the variance of the duration of treat-
ment ( R2= 0.525 ). The other 47.5% is due
to other differences innates to the indivi-
dual and not relative to the duration of
the treatment.

3.3.- Variability:
 The variability in the increment in longitude in erection is different from that of flaccidity,
being the difference in variance significant ( p= 0.003 ) which indicates a greater dispersion
of the increases in length during flacidity than in erection.

3.4.- The increment in longitude does not depend on the age:
A very interesting result was that the increment in longitude does not depend on the age
of the patient, since the coefficient of the linear correlation is not significant ( r=0.008,
p=0.961). In other words, the age of the patient does not effect the increment in longitude.

3.7.- Longitude increase in erection state depending on use:
Dividing the population studied in four sub groups depending on the usage time of the
Andro-Penis®.we obtain the following results.

Three months usage:
The median longitude increment in erection state was 1.4118, obtaining a median growth
of 10.5580% over the initial longitude.The confidence interval of 95% of the studied
population was ( 1.1522; 1.6713) which shows a median minimal growth of 1.1522 cm in
three months.

Four months usage:
The median longitude increment in erection state was 1.8462, obtaining a median growth
of 14.1113% over the initial longitude. The confidence interval of 95% of the studied
population was (1.5809; 2.1114) which shows a median minimal growth of 1.5809 cm in
four months.
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Five months usage:
The median longitude increment in erection state was 2.2750, obtaining a median growth
of 16.6303% over the initial longitude. The confidence interval of 95% of the population
studied was (1.7656; 2.7844) which shows a median minimal growth of 1.7656 cm in four
months.

Six months usage:
The median longitude increment in erection state was 3.3333, obtaining a median growth
of 27.5% over the initial longitude. The confidential interval of 95% of the population
studied was (2.8162; 3.8504) which shows a median minimal growth of 2.8162 cm in six
months.

The samples corresponding to five and six months are very small which makes
small intervals and less reliable.

 

3.8.- Distribution:
Although the variables considered in the population are not normal, the median samples,
have normal distribution since the amount of the sample is greater than 20.

3.9.- Abbreviations:

Inc-Long-Erec Longitude increment in erection state
DL erec Change in Longitude increment in erection state
I.L.ERT Longitude increment in erection as a function of the time variable
I.L.FLAC Longitude increment in flaccid state
DL flac Change in Longitude increment in flaccid state
I.L.FLT Longitude increment in flaccid state in function of time
Inc-Long-Erec Longitude increment in erection state
% I Long-Erec Longitude increment percentage in erection state.

4. CONCLUSIONS

The use of the German traction device ( Andro-Penis® ) will increase the length of the penis,
both in the erectile and flaccid state.

The increase in length, both in and flaccidity, is directly proportional to the time of use.

The increse in length both in erection and flaccidity, does not depend on the natural size
of the patient.

The average growth in length of the penis in cm/month in 95% of the patients was between
0.4283 and 0.5163 in erection, and between 0.4173 and 0.5495 in flaccidity.

The increments of change in length of the penis in erection are more uniform than those
in flaccidity which tend to be more disparate .

The increment of change in the length of the penis in erection is not relative to the age of
the patient.

The use of the penile traction device will increase the perimeter of the penis, both in
erection and flaccidity.

The average growth in perimeter in cm/month in 95% of the patients was between 0.6111
and 1.0200 in erection, and between 0.6386 and 1.0425 in flaccidity. Treatment was 3-6
months duration.

Penile enlargement without surgery with the Andro-Penis®
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Penile enlargement without surgery with the Andro-Penis®

Name Age Start L-Erec1 L-Flac1 P-Erec1 P-Flac1 Month L-Erec2 L-Flac2 P-Erec2 P-Flac2

LAA 60 15.1.98 12.0 8.0 12.0 10.0 3.0 13.5 9.0 13.5 10.5

EAG 37 30.1.98 14.5 8.0 12.0 8.5 4.0 16.5 9.5 13.0 10.5

VA 27 26.11.97 16.3 10.4 13.9 10.1 3.0 17.8 12.5 14.5 11.5

EAA 46 15.3.98 14.5 10.5 12.0 10.0 6.0 17.6 15.7 13.2 11.2

JBV 25 27.3.98 15.0 8.0 13.0 9.0 3.0 16.6 9.5 13.3 10.5

ABB 39 29.6.98 14.0 11.0 13.0 11.0 3.0 15.5 12.5 14.0 12.0

CBG 37 19.1.98 12.5 6.0 12.0 9.0 4.0 14.0 8.8 12.5 9.4

JBL 25 7.5.98 13.7 9.0 11.5 10.0 4.0 16.3 11.5 13.5 12.0

JCB 27 19.11.97 13.0 8.0 14.5 12.0 6.0 16.4 11.1 14.2 12.2

JJCA 33 1.6.98 10.5 4.9 11.0 9.5 3.0 12.0 5.5 11.5 9.5

JCA 32 4.2.98 14.0 10.0 10.0 9.0 4.0 15.9 12.0 12.2 10.5

ODV 25 4.3.98 16.5 9.5 13.0 9.7 3.0 18.0 11.0 13.3 10.0

PDS 22 10.6.98 14.4 8.3 11.0 7.8 3.0 15.8 9.0 11.6 8.3

AGM 41 26.11.98 13.0 9.0 11.0 10.0 4.0 15.0 9.5 11.0 10.0

MGF 32 29.9.97 12.5 5.5 12.5 10.0 4.0 14.5 8.0 13.0 10.0

AHM 44 5.3.98 11.5 8.0 13.0 12.0 3.0 13.0 9.5 14.0 12.0

AAMP 37 12.3.98 12.7 7.0 10.5 7.5 3.0 14.0 9.0 11.0 9.0

JLMO 34 30.1.98 14.8 11.0 11.0 9.3 4.0 15.8 11.0 12.7 9.3

JAMV 41 28.7.97 17.0 10.0 14.0 12.5 5.0 19.6 12.3 15.0 13.5

FOR 30 9.11.97 12.5 7.0 10.0 9.0 5.0 14.5 11.0 11.0 10.5

ROM 28 12.11.97 16.0 8.5 13.0 9.0 5.0 18.0 12.5 13.5 10.5

Name Age Start L-Erec1 L-Flac1 P-Erec1 P-Flac1 Month L-Erec2 L-Flac2 P-Erec2 P-Flac2

JPC 33 16.1.98 13.7 7.2 12.3 10.1 3.0 16.7 8.7 13.1 10.9

JAPG 29 4.11.97 10.0 8.0 12.0 10.0 6.0 13.5 11.5 13.0 11.0

FPR 30 20.3.98 10.5 7.0 12.0 10.0 3.0 11.3 7.3 12.7 10.0

JPF 42 23.3.98 13.0 7.0 13.0 10.0 3.0 14.5 8.5 13.0 10.5

AJRF 26 28.11.97 14.0 9.0 13.0 9.0 4.0 16.0 10.7 13.0 10.0

ARR 58 7.10.97 11.0 7.0 11.0 9.0 3.0 12.0 8.0 12.0 10.0

RRG 25 25.11.97 14.5 11.0 11.0 10.0 3.0 15.0 12.4 11.7 10.8

CSM 35 24.2.98 15.0 9.0 11.0 9.0 3.0 16.5 11.0 12.0 10.0

ASE 35 20.3.98 12.5 7.5 11.5 9.0 4.0 14.5 9.5 12.5 10.5

ASPA 42 7.11.97 14.0 7.5 12.0 9.0 4.0 16.0 9.5 13.0 10.5

SSF 27 15.8.97 14.5 7.0 14.5 8.0 3.0 15.9 8.0 15.0 8.7

ISB 22 23.9.97 11.5 7.5 11.0 9.5 4.0 13.5 10.2 11.3 10.3

FT 53 19.11.97 14.5 10.0 13.0 10.0 3.0 16.0 11.5 13.5 10.5

EVC 24 29.12.97 11.0 7.0 11.5 9.0 5.0 13.5 9.0 12.5 10.5

PV 33 8.10.97 12.0 8.5 15.5 13.0 4.0 13.0 9.5 16.0 13.0

JSVS 32 24.1.98 12.0 6.0 10.5 9.0 4.0 14.0 8.5 12.5 9.5

L-Erec1 = Length in Erection initial L-Flac1 = Length in Flaccidity inicial

P-Erec1 = Perimeter in Erection initia P-Flac1 = Perimeter in Flaccidity inicial

L-Erec2 = Length in Erection final L-Flac2 = Length in Flaccidity final

P-Erec2 = Perimeter in Erection final P-Flac2 = Perimeter in Flaccidity final

5. ANEX

Patient results (Using the Andro-Penis®):



Abstract of oral communication at Congress of the European Society for Sexual
and Impotence Research ESSIR Congress, in Hamburg, published in International Journal
For Impotance Research. Hamburg, 1 – 4 December 2002

Colpi G.M., Martini P., Scroppo F.I., Mancini M., Castiglioni F.
Andrology Service, San Paolo Hospital University of Milan, Milan, Italy

“Micropenis” is used to define a penis less than 2.5 SD long compared to the mean
length for age and sexual development stage, provided that this organ does not
show any other anatomic anomalies. By “small penis” we mean a penis having a
size objectively within the standard limits but which is not considered satisfactory
by the subject (“Locker-room syndrome”). This disorder is included in dysmorpho-
phobia and is the main reason why some men undergo penile elongation techniques.
Measuring performed with stretched penis shows a close correlation with the real
length during erection. The mean length of the flaccid penis in Caucasian post-
puberal male is 8.8 cms; when stretched it is 12.4 cms (+ 2.7 cms); during erection
12.9 cms. Therefore we talk about a micropenis when its size is < 6 cms. Medical
treatment is limited to hypogonadic males by increasing serum androgenic values.
Several techniques of penis elongation exist, which are based on external stretching
of the penis or classic surgery. Surgical techniques include the subtotal dissection
of the penile suspensory ligament and prepubic liposuction. Liposculpture is the
insertion of autologuous adipose tissue into the penile subcutaneous in order to
increase the organ circumference.

Among physiotherapeutic techniques, our group is making use of the Andro-Penis‚
to treat both small penis and penis curvature due to Peyronie’s disease. For “small
penis” our data show a mean increase of the stretched penis length of 1.8 cms after
4 months with a daily average use of 6 _ hours; a higher increase ranging between
2.4 and 3.1 cms was achieved after longer periods of time (between 7 _ and 9 hours).
We applied the same device in case of Peyronie’s disease and we obtained a mean
decrease in the penis curvature of about 40% (from 34.1° + 4.9° to 20.0° + 12.2°)
after three months of treatment. Patient counselling is at all events essential to
have a full picture of the problem, since a morbid attention to the size of his own
penis might be the symptom of a more complex psychiatric disorder where surgery
is powerless or may sometimes even give rise to additional problems.

“Micropenis” and “Small penis”: diagnosis and treatment



Abstract of oral communication at Congress of the European Society for Sexual
and Impotence Research ESSIR Congress, in Hamburg, published in International Journal
For Impotance Research. Hamburg, 1 – 4 December 2002

Colpi G.M., Martini P., Scroppo F.I., Mancini M., Castiglioni F.
Andrology Service, San Paolo Hospital University of Milan, Milan, Italy

OBJECTIVES:
The main surgical ask for penis elongation is of men having a penis size within
the standard limits but not considered satisfactory by the subject (“small penis”).
The aim of this study was to verify the efficacy of the penis-stretching physiotherapy
for penis elongation.

DESIGN AND METHODS:
Nine healthy men suffering from “small penis” were enrolled (range age: 26-43 years).
The initial stretched penis length was 12.0 cm (range 8.1-15.4). The “Andro-Penis‚” device
was prescribed for at least 6 hours per day, for at least 4 months.

RESULTS:
In all subjects the elongation of penis was proportional to the device time of use. After
4 months the stretched penis augmentation was +1.8 cm (range +0.5-+3.1 cm). The
daily average use was 6_ hours (range 3-9 hours). No side effects occurred.
Conclusions: Our data show the efficacy of the penis-stretching physiotherapy in the

“small penis” treatment.

Efficacy of the daily penis-stretching technique to elongate the “Small penis”



Scientific work presented at the 2nd annual Conference on Aesthetic Medicine,
Milan (Italy) Nov2000

TOPIC: Penile enlargement Phalloplasty and post operative treatment using the Andro-Penis.

R. Vaccari, MD, M. Musillo, MD , F. Pezzoni, MD
Andrology Medical and Surgical Center, Milan (Italy)

Surgical Procedures

1. PUBIC LIPOSUCTION;
Local anesthetic infiltration, pubic liposuction, and fat processing to prevent it’s reab-
sorption after peneal lipofilling.

2. RELEASE OF THE PUBO-PENILE LIGAMENT;
The ligament is manually detached from the lateral fibers. Complete cut of ligament
after careful hemostasis.

3. WOUND CLOSSURE;
This is carried out in layers with puboplasty techniques V-Y which allows the pubic skin
to advance towards the base of the penis.

4. PENILE LIPOFILLING (body fat injection);

5. POST OPERATIVE GUIDELINES;
The Andro-Penis may be used 15 days after operation for a period of 2 months. Being
just as important as the surgical stage, with the aim of avoiding serious complications
such as penile fibrosis. The Andro-Penis in time provides a gradual enlargement of penis.

Post surgical treatment



Scientific studies published in the International Journal of Impotence Research
(volume 13, sup. 4, Oct-2001) and presented at the 4th annual European Society for Sexual
and Impotence Research Conference (Rome, Oct. 2001)

Scroppo FI., Mancini M., Maggi M.*, Colpi GM.
Andrology Service, Ospedale San Paolo Polo Universitario, Milano (Italy)
* Andrology Unit, Dip. Fisiopat. Clin., Università di Firenze, Firenze (Italy)

INTRODUCTION & OBJECTIVES:
Peyronie’s fibrotic lesions frequently affect the dorsal tunica albuginea and the
septum of the penis. Subsequently they can lead to plaque development, penile
deformity and pain during erection. Duplex sonographic scanning may allow an
objective evaluation of the fibrosis, assessing the thickening of the tunica albuginea
and penile plaques. The aim of this study is to investigate the efficacy of mechanical
penile stretching (PS) to reduce plaque thickness and penile deformity during erection.

MATERIALS & METHODS:
Eight patients (age 58.5±5.3 yrs.) affected by Peyronie’s disease, apparently unmodi-
fied at least for the latest 3 months and causing penile curvature during erection
(PEC), were trained to use a mechanical penis stretcher. None of them complained
about erectile dysfunction according to IIEF test, and penile pain.
After intracavernous injection of PgE1 5-15 mg to obtain full erection (assessed by
both Digital Inflection Rigidometry and palpation), cross scanning of tunica albuginea
by duplex sonography, photographs of the erect penis according to Kelami’s projec-
tions, and penile diameters and length measurements were performed before and
after daily home PS application (at least four hours / day) for 3 to 6 months.
Individual follow-up examinations were scheduled after 3 and 6 months. At the
present time, all patients have concluded the 3-month follow-up, and two of them
the 6-month one.

RESULTS:
The tunica highest thickness resulted 1.8±0.6 mm before and 1.6±0.3 mm after PS
(n.s.).
The septum latero-lateral maximum thickness was 2.2±0.7 mm before and 1.8±0.8
mm after PS (n.s.). Penile length, dorsally measured from penopubic angle to meatus,
was 100.5±27.3 mm before and 104.6±22.2 mm after PS (n.s.). Photographs showed
that PEC decreased from 34.1±4.9° before to 20.0±12.2° after PS (p<0.05). The
treatment was well tolerated (no severe complication and no drop out occurred).

CONCLUSIONS:
These results suggest a promising use of PS in selected Peyronie’s patients affected
by penile curvature without erectile dysfunction.

Can an External Penis Stretcher Reduce Peyronie’s Penile Curvature?

CORRECTION OF CURVATURE CAUSED BY PEYRONIES
DISEASE BY USING THE ANDRO-PENIS®

0º 10º 20º 30º 40º

Start 34º

Third month 20º



Text of lecture at SIAM Congress in Catania in publication in Rivista di Sessuologia Clinica
‘V Congresso Nazionale SIAM (Società Italiana di Andrologia Medica)’, Catania, 29
Maggio - 1° Giugno 2002

Colpi G.M., Martini P., Scroppo F.I., Mancini M., Contalbi G., Castiglioni F.
Servizio di Andrologia, Ospedale San Paolo Polo Universitario, Milano

ABSTRACT: “Micropenis” is used to define a penis less than 2.5 SD long compared
to the mean length for age and sexual development stage, provided that this organ
does not show any other anatomic anomalies. By “small penis” we mean a penis
having a size objectively within the standard limits but which is not considered
satisfactory by the subject (“Locker-room syndrome”). This disorder is included in
dysmorphophobia and is the main reason why some men undergo penile elongation
techniques. Measuring performed with stretched penis shows a close correlation
with the real length during erection. The mean length of the flaccid penis in Caucasian
post-puberal male is 8.8 cm; when stretched it is 12.4 cm (+ 2.7 cm); during erection
12.9 cm, but there is a wide range in different studies. Therefore we talk about a
micropenis when its length is < 6 cm. Medical treatment is limited to hypogonadic
males by increasing serum androgenic values. Several techniques of penis elongation
exist, which are based on external stretching of the penis or classic surgery. Surgical
techniques include the subtotal dissection of the penile suspensory ligament and
the prepubic liposuction. Liposculpture is the insertion of autologuous adipose
tissue into the penile subcutaneous in order to increase the organ circumference.
Among physiotherapeutic techniques, our group is making use of an external penis-
stretcher to treat both small penis and penis curvature due to Peyronie’s disease.
Patient counselling is at all events essential to have a full picture of the problem,
since a morbid attention to the size of his own penis might be the symptom of a
more complex psychiatric disorder where surgery is powerless or may sometimes
even give rise to additional problems.

Il “Micropene” ed il “Pene piccolo”: diagnosi e terapia



Presentato al XX Congresso della Società Italiana di Andrologia, Capri (Italia) 25-28 Ottobre
2003 e presentato al Congresso ESSIR, Istanbul (Turquia) 16-19 Novembre 2003

Diego Pozza, Claudio Barteri, , Antonio Aversa, Carlotta Pozza, Francesco Barrese.
Studio di Andrologia e di Chirurgia Andrologica, Nuova Villa Claudia, Roma

INTRODUZIONE ED OBIETTIVI
Il tentativo di trovare il materiale ideale per la sostituzione della tonaca albuginea
nella malattia di De La Peyronie non sembra ancora perfettamente definito. Materiali
autologhi ed eterologhi mostrano spesso una tendenza ad andare incontro a fenomeni
di ispessimento e cicatrizzazione che possono annullare l’effetto correttivo della
procedura chirurgica. Sono stati proposti molti metodi di riabilitazione vascolare
per evitare tale evento. Nella nostra esperienza abbiamo voluto utilizzare l’impiego
di un estensore del pene, Andro-Penis, al fine di ridurre la retrazione secondaria.

MATERIALI E METODI
Cinque pazienti (52-72 aa) con adeguata erezione, sia spontaneamente che con
l’utilizzo di Sildenafil o PGE1, ma affetti da incurvamento dell’asta in senso dorsale,
superiore a 45°, tale da costituire concreto ostacolo alla penetrazione, sono stati
sottoposti ad intervento di escissione della placca fibrosa dorsale e copertura dello
spazio albugineo con parete di vena safena autologa.
A partire dalla 7 giornata p.o., i paz. hanno iniziato una terapia “riabilitativa” vascolare
con Sildenafil 25 mg, la sera,  a giorni alterni per 20 giorni, e, dal 10 giorno hanno
iniziato ad applicare il Andro-Penis, per un tempo medio di 2 ore la mattina, 2 ore
il pomeriggio e 2 ore la sera.
Abbiamo confrontato i risultati con quelli di 5 paz., con analoghe caratteristiche,
sottoposti ad analogo intervento, con la medesima terapia riabilitativa con Sildenafil
ma che non avevano applicato l’estensore dell’asta.

RISULTATI
I 5 paz. operati, trattati con Sildenafil e applicazione dell’estensore hanno mostrato
a distanza di almeno tre mesi dall’intervento chirurgico il mantenimento del raddri-
zzamento dell’asta ed adeguata attività penetrativa. sia spontaneamente che utili-
zzando Sildenafil o PGE1.
Nei 5 pazienti di controllo abbiamo dovuto osservare, in due casi,  progressivo  re-
incurvamento dell’asta tale da non consentire la penetrazione ed, in un caso, una
retrazione del patch venoso tale da determinare re-incurvamento, compatibile con
la penetrazione, con rilevanti problemi di accettazione estetica e psicologica ed
insoddisfazione del paziente.

CONCLUSIONI
L’escissione chirurgica delle placche fibrose della albuginea dei corpi cavernosi con
sostituzione venosa autologa,  rappresenta una procedura ormai sufficientemente
codificata.

L’impiego accessorio di inibitori della FosfoEsosoIsomerasi quali accentuatori della
microcircolazione endocavernosa e l’uso di estensori meccanici dell’asta che possono,
abbastanza facilmente, impedire la coartazione del patch cavernoso, sembrano
garantire risultati chirurgici migliori.

Utilizzo postoperatorio del Andro-Penis, dopo escissione di placca e sostituzione
con patch venoso autologo, negli incurvamenti dell’asta da malattia di La Peyronie.
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BACKGROUND: Peyronie’s fibrotic lesions frequently affect the dorsal tunica albuginea
and the septum of the penis leading to penile deformity and pain during erection.
The aim of this study is to investigate the efficacy of mechanical penile stretching
(PS) to reduce penile deformity during erection.

Materials and methods: Ten patients (age 57.0±6.7 yrs.) affected by Peyronie’s disease,
apparently unmodified at least for the latest 3 months and causing penile curvature
during erection (PEC), were trained to use a mechanical penis stretcher. None of
them complained about erectile dysfunction according to IIEF test, and penile pain.
After intracavernous injection of PgE1 5-15 mg to obtain full erection (assessed by
both Digital Inflection Rigidometry and palpation), cross scanning of tunica albuginea
 by duplex sonography, photographs of the erect penis according to Kelami’s projec-
tions, and penile diameters and length  measurements were performed before and
after daily home PS  application (at least four hours / day) for 3 to 6 months.

Results: Penile length, dorsally measured from penopubic angle to meatus, was
104.0±34.5 before PS; 108.5±25.2 mm after 3 months (p=n.s.) and 103.6±33.2 mm
after 6 months (p=n.s.). Photographs showed that PEC decreased from 31.2±2.5°
before PS to 20.0±11.5° after 3 months (p<0.01) and to 15.0±12.9° after 6 months
(p<0.01). The treatment was well tolerated (no severe complication and no drop out
occurred).

Conclusion: These results suggest a promising use of PS in selected Peyronie’s
patients affected by penile curvature without erectile dysfunction or calcific plaques.

Can an External Penis Stretcher Reduce Peyronie’s Penile Curvature ?
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Síndrome de Koro
Se define como el complejo de pene pequeño. Sin ser una patología psiquiátrica, provoca
trastornos psicológicos que afectan la personalidad y el comportamiento social

Síndrome del vestuario masculino
El problema se centra en la estética del pene en flacidez. Dos terceras partes de los
hombres lo aceptan. Un porcentaje, aún sin tener problemas con las relaciones sexuales
, prefiere no mostrarlo.

Este cuadro se ve empeorado por: El ángulo o manera de mirarse el propio pene.
Comentarios malintencionados o bromas de amigos, incluidos de la propia pareja. Y la
proliferación de la pornografia

Alargamiento del pene: técnica combinada
El tamaño medio del pene, desde el pubis hasta el glande, flácido y sometido a tracción,
varía entre 10 y 14 cm. La mayoría  tiene un pene de tamaño normal y función eréctil
normal.

NO es una técnica más de cirugia plástica. Hemos de preguntarnos:  si podemos realizarlo
con éxito, que técnicas son las mejores, si afectará a la calidad de las relaciones sexuales,
y que efectos secundarios podemos provocar.

Ética de los resultados: No conseguimos un éxito total y tampoco se cumplen las
expectativas del paciente

Procedimientos no invasivos:
Campana de vacío (totalmente ineficaz)
Andro-Penis: mecanismo de tracción continuada y que permite un alargamiento real.

Procedimiento quirúrgico
Primera cirugia Dr. Long 1984

Hay varias técnicas, pero todas incluyen:
• Sección del ligamento suspensorio
• Liberación de los ligamentos fundiformes
• Liposucción suprapúbica (algunos casos)

Técnica quirúrgica
• Incisión balanoprepucial
•Denudación del pene hasta la base
•Sección y ligadura de la vena dorsal superficial del pene
•Sección del ligamento suspensorio
•Sección de los ligamentos fundiformes

Se aconseja la tracción del pene de forma mantenida por el ayudante: Facilita la sección
de los ligamentos, Constata la materialización del alargamiento, Permite realizar con
precisión la fijación lateral de la albugínea a la fascia terminal de los rectos, impidiendo
la retracción del pene.

La hemostasia rigurosa es obligatoria. Un vendaje compresivo durante 10 días es
aconsejable. Aplicación a les 3 - 4 semanas de la cirugía del Andro-Penis durante un
periodo no inferior a los 2 meses.

Cuidados postquirúrgicos
Antinflamatorios durante 10 días. Varibiotic cada 8 horas durante 5 días. Mantener el
vendaje compresivo durante 10 días. Aplicación de frío local las horas siguientes a la
cirugía.

Complicaciones más importantes:
Hematoma, Retracción del pene, Edema, Pérdida de sensibilidad, Alteraciones de la
erección (psicogenas).

NUESTRA EXPERIENCIA:

25 pacientes con técnica única o combinada. Media de longitud conseguida  5 cm.
Sin complicaciones. Elevado grado de satisfacción del paciente.

Elongacion de pene: técnica combinada ventral y dorsal



When a patient decides to obtain infromation about penile enlargement, many psychological
aspects have to be taken into consideration: reasons for their request, motivating factors,
and expectations are of extreme importance for the management of each case.

Fernando Molina-Campuzano, clinic psicologist, Madrid - Spain

PSYCHOLOGICAL ASPECTS
In each treatment, psycological factors play an important role during the consultation,
treatment development and evaluation, and post treatment evaluation.

THE PHYSICIAN :
The expectations of the patient seeking information on penile enlargement should
be determined. The patient is expecting to find a doctor who can explain the process
in full detail in a professional and confidential fashion.

THE PATIENT :
By listening to the patient carefully, the physician can appreciate his goals and
expectations. One should not generalize with different patients, since there are
different reasons and personality traits involved in the patient's objectives for using
the Andro-Penis. One would want to carefully evaluate those personality traits which
involve insecurity, role improvement, and relationship improvement.
As long as we identify the patients objectives and remind him of his goals, the
physician will help mantain the patient's interest, achieving more effective compliance
during the treatment period.

PATIENT CLASSIFICATION ACCORDING TO MOTIVATING FACTORS:
• TYPE I :
Spoken Objectives: Dimension.
Latent objectives: To obtain better security in sexual relationships, to achieve
increased desirablility, to avoid rejection and solitude, to be part of the winners
circle, and to improve pleasure given to their sexual partner.

A prototype patient is a 40 years old individual that for the first time in his life
presents with erectile dysfunction, one who perceives decreased length of his penis
or with diminished virility. In this case, by explaining that tissue growth and neo-
vascularization caused by the treatment improves not only the quality of erections

but also the length of the penis and a sense of virility, the patient's objective(s) will
be achieved.

Important emotional changes which effect the patient are readily observable.
Sometimes, however, there may be a change in the partner's attitude, which may
present a entirely new set of issues for the patient. Attempts to help the patient
identify these can be helpful, especially if rejection is an issue.This patient is likely
to avoid intimacy , and has an absence of emotional or sexual relationships. They
may constantly seek superficial interactions, in some degree, to compensate for
personal frustrations which may have originated in their youth (L. Festiger 1975)

We need to transmit confidence to the patient, with the reassurance that his penis
will grow and that the quality of his erection will also improve. When they perceive
a penis of a larger dimension, the patient's self esteem should also improve. The
patient will think of himself as a better lover and feel more proud of his sexual
attributes. As a response to the phalic falacy, he will likely see an increased sexual
desire in his partner, which can enhance foreplay and improve positive expectations
from intercourse.

All this information will be received by the patient in the way of Feed Back . Increased
confidence and self esteem will make his sexual approach calm and relaxed, thus
automatically helping to activate the parasympatic nervous system - a key factor in
erection.

These achievements by the patient, over time, will improve his confidence in the
emotional and sexual aspects of his relationships As a consequence, he will see impro-
vement in other aspects of his life such as social skills, goal achievement, work, etc.

• TYPE II :
Primary Objective: Obtain a penis of normal or average dimensions.
Secondary Objective: Eliminate insecurity complexes, solitude and rejection.

We are talking about a patient with a smaller than average penis, or a small penis
that creates an inferiority complex for the patient. Some of these individuals avoid
situations in which their nudity will be exposed (dressing rooms, beaches, sexual

Psicologist Study about the pacient type of Penis Enlargement



encounters,etc.) They present obsessive thoughts about their nudity that are focused
on the size of their penis. Such individuals, during their consultation, express their
feelings of being observed and perhaps made fun of due to the small size of their
penis.

This individual want to make sure that the growth will be both in erection ( to satisfy
their own needs as well as those of their partners) and in flaccidity (since they feel
observed and criticized by others).

At the begining, these patients are reluctant to expect results from the treatment.
Due to their high personal motivation and after being provided with the proper
scientific information, they usually decide to begin the treatment. They have the
highest treatment compliance index and tend to use the device for more than 10
hours a day.
Even though they are very enthusiastic with the treatment, if they do not see results
on a short term (1-2 months), they question the treatments efficacy. In such instances,
it is recommended to instruct the patient that the first month is an adaptation
period and to continue the treatment 11 hrs a day for the first month and a half to
accelerate growth.

It is very important to support and to educate the patient during the first months
of treatment to alleviate pessimistic feelings. They need to know that in this period
there is an increase in penile girth and an improvement in erections. This should be
proof that the treatment is working as expected.

During treatment, these individuals require a parental-like guidance and a continued
support from the physician.

At the complition of the treatment, patients usually express feelings of satisfaction
and an improvement in their quality of life, not just on their sexual one.

• TYPE III:
Primary Objective : Obtain a penis of large dimensions

Secondary objective: They usually posses narcissistic traits with the goals being to
elicit sexual desire from their partners and admiration by others. They believe that
with a larger penis, they will belong to an elite group, that of the winners.

Some of the patients, have difficulty in establishing significant personal relationships
and base their communication on sexual assets, those that make them feel comfor-
table and more secure.

We are discussing a very heterogenous group, so will we analyze the different
attitudes and motivations of the members in 4 categories.

A.- Male in a stable relationship: those who want to obtain a larger penis to improve
on his relationship and to introduce new forms of play that will gratify both individuals.
They seek a change in their routine. They tend to have financial means to seek
treatment.

B.- Male without a stable relationship : those who have multiple sexual partners.
They find gratification in such relationships. They are very proud of his physique, of
their appearance, and of their large penis .( "Teoría Psicoanalítica de las neurosis",
Fenichel, O - 1987) .

C.- Sportsman: those who invest a lot of time and money in their physique and traits
and who are narcissistic. They frequent places where they can exhibit themselves
(Nudist beaches, swimming pools, dressing rooms, etc....) since they feel very comfor-
table and know how to elicit admiration by others. These patients are very hedonistic;
if they feel discomfort during the treatment, they will usually stop.

D.- Homosexual or Gay: these men often place a lot of importance on their penis
size. There is generally less of a need to be convinced about the efficacy of the
treatment, but when these patients obtain 1 or 2 cm of growth , they often abandon
the program prematurely. Compliance is encouraged.

Psicologist Study about the pacient type of Penis Enlargement



Medical history
    • Pre-existing Vascular Disease
    • Dermatological conditions: locally (injuries)
    • Psycological and Sexual profile

Measurements: A measuring tape will be used for this purpose. Rigid metal or wood
rulers are not adviced.The patient should do his own measurements (specially in
erection). The following measurements are needed:
    • Length of the penis in flacidity
    • Perimeter of the penis in flacidity
    • Length of the penis in erection
    • Perimeter of penis in erection

Preparing the Extensor: Once the patient has obtained all 4 measurements , the
doctor will set the device in the proper starting phase based on the length of the
penis in erection.

Assembling the device: The doctor will instruct the patient on how to assemble the
Andro-Penis and will make sure that he can assemble it on his own.

Commitment to use Device as instructed: It is important that the patient signs this
document to certify that he was properly adviced on the use of the device and to
commit to use the product as shown in the usage instructions.

Frequency of medical supervision:
    • During the 1st month: weekly rechecks
    • During the 2nd month: Biweekly rechecks
    • During the 3rd month: Biweekly rechecks
    • After the 4th month: Monthly rechecks

Measurements to be performed on a monthly basis

Objetive of rechecks:
    • Asses that the patient is using the device properly.
    • Monitor patients results after the first month of treatment.
    • Offer support and advise to patient.

Medical Protocol Medical Supervisión
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