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Peyronie’s disease is a relatively common condition,
of unknown aetiology, that can cause severe func-
tional and emotional difficulties. In the advanced
cases surgical treatment is often needed and the
excellent review by Kadioglu describes in detail the
indications and options available [1].

1. Indications and assessment for surgery

In my view the most important aspect in the
management of these patients is the initial
assessment and counselling before surgery. It is
imperative that the patient understands the prog-
nosis and possible complications so that real
expectations can be met with subsequent greater
patient satisfaction. Patients often say “I just want
my old penis back.” The response to this, and
perhaps to all patients, should be that the penis
will never be the same despite all our surgical
efforts. The severe emotional distress is, in part,
due to the deformity, but mainly due to the penile
shortening that occurs in all patients. It is
imperative therefore that the penile length is
measured preoperatively so that the patients
realise that the length loss postoperatively is
mainly due to the disease itself and not to the
surgery.

Not all patients need surgery in the long term,
particularly those with dorsal deformities of <45°
who may be able to manage. Younger patients, or
those with ventral or lateral curvatures where
penetration would be more difficult, tend to have
lesser degrees of curvature corrected.
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Surgery should be performed only when the
disease is stable to ensure good long-term results.
In general, disease duration for 1 yr and stable for a
minimum of 3 mo is a good guide [2].

The choice of procedure to correct the deformity
rests between a Nesbit-type operation or a grafting
technique and patients should be offered a choice. In
general, a Nesbit-type operation is a simple techni-
que that gives excellent results but will result in a
variable degree of penile shortening directly propor-
tional to the severity of the original deformity but
without impairment of erectile function [3]. A
grafting technique is a more complex procedure
but also gives excellent results with less penile
shortening although with a higher risk of post-
operative erectile dysfunction [1]. Clearly patients
with minor deformities or already on treatment for
erectile dysfunction would be better suited to a
Nesbit operation. Patients who have severe or
complex wasting deformities but otherwise normal
erectile function would be best suited to a grafting
technique.

It must be remembered that patients with
Peyronie’s disease are at a risk of developing erectile
dysfunction de novo because they commonly have
arterial disease elsewhere in their body and up to
67% will have arterial risk factors [4]. Clearly then,
one would expect erectile function to deteriorate
over time irrespective of surgery and this must be
considered when choosing the type of operation.
Patients with extensive disease, erectile dysfunction
risk factors, and, in particular, those with a distal
flaccidity may be better suited to a penile prosthesis
insertion to maintain length and function. Table 1

0302-2838/$ — see back matter © 2006 European Association of Urology. Published by Elsevier B.V. All rights reserved. doi:10.1016/j.eururo.2006.05.016


mailto:dralph@andrology.co.uk
http://dx.doi.org/10.1016/j.eururo.2006.05.016

EUROPEAN UROLOGY 50 (2006) 196-198 197

Table 1 - Suggested surgical options in Peyronie’s
disease

Erection Deformity Suggested operation
Normal <60° Nesbit
>60° Graft
Complex Graft with/without
plication
Impaired <60° Nesbit + medication

>60° Penile prosthesis
Complex Penile prosthesis

summarises the surgical options that I prefer. It is
similar to the internationally accepted algorithm [5]
except in my view any patient who has organic
erectile dysfunction or significant arterial risk
factors should not have a grafting procedure, which
is known to make any erectile dysfunction worse.

2. Management
2.1. The Nesbit operation

This operation was first performed for Peyronie’s
disease in 1977 and reported by Pryor 2 yr later [6].
The very fact that the operation and its modifica-
tions are still performed almost 30 yr later is a tribute
to its simplicity and excellent results. Penile
straightening should be achieved in 79-100% of
patients with satisfaction rates of 67-100% [1].

One of the reasons for failure is postoperative
erectile dysfunction and this is more likely in patients
with a poor quality erection preoperatively. This was
shown in two studies where satisfaction rates
increased from 74% to 90% [3] and 77% to 94% [7] in
selected patients who had normal erectile function.

Penile shortening is inevitable with a Nesbit
operation but only rarely is it significant enough
to prevent sexual intercourse. Shortening of the
penis of >2 cm was reported in 4.7% of 359 men in
one series [3] and >1.5 cm in 14% of men in another
series [8], but despite this, penetration is usually
possible. Severe shortening is more likely in patients
who have a very severe curvature or those that have
a significant complication of haematoma and
infection. In an attempt to minimise shortening,
patients are often given oral, injection, or vacuum
therapy immediately postoperatively to encourage
erections although no scientific data have proven its
benefit. Early recurrence of deformity after the
Nesbit procedure is due to the sutures cutting out,
whereas poor results stemming from the use of
absorbable sutures occurs after 3 mo. Recurrent
deformity due to progression of the disease is not

usually apparent for 9-15 mo [9]. Success rates with
plication procedures of 57-91% are lower than with a
standard Nesbit operation because of high rates of
recurrent deformity [1]. In my opinion this is
because the whole operation depends on the
strength of the suture and not on wound healing.
This was also found in the new 16-dot plication
technique where multiple small rows of parallel
sutures are placed with the penis erect. The
recurrent deformity in this series was 15% and
suture failure would be the expected cause [10].

2.2.  Grafting procedures

2.2.1. Plaque excision and dermal grafting

Plaque excision and grafting is considered to be an
obsolete operation. This has been confirmed in a
large series of 418 men treated by plaque excision and
a dermal graft. It was found that 17% of patients
required further surgery for curvature and that 20% of
patients had significant impairment of erection [11].

2.2.2. Plaque incision and grafting

With the knowledge that excision of plaques results
in an impaired erection, Lue devised the operation of
plaque incision only, with the insertion of a venous
patch to lengthen the diseased side and thereby
minimise any penile shortening [12].

The results have been encouraging with the penis
straightened in 75-96% of cases with few complica-
tions [1]. However, postoperative erectile dysfunc-
tion may occur in up to 15% of patients and penile
shortening may still occur, 40% in one series,
although to a lesser degree than with a Nesbit
operation [1]. However, at 5 yr the results decrease to
satisfaction rates of 60% and this is likely to be due to
worsening erectile dysfunction in patients who are
inherently at risk of this preoperatively [1]. It is my
view, therefore, that a grafting procedure, which can
cause erectile dysfunction, should only be offered to
patients with normal erections and no arterial risk
factors. I also feel that the erectile dysfunction is
dependent on the number of grafts used and so I
restrict the number usually to one, or occasionally
two in the younger man, and add plication sutures to
ensure complete straightness, albeit at the expense
of a little penile shortening.

The operation does involve more dissection than a
Nesbit operation and a second incision to harvest the
vein graft with consequently longer operative time
and greater patient morbidity. These factors can be
reduced by using commercially available allografts.
Early results using bovine pericardium or porcine
jejunal submucosa have been encouragingbutlonger
follow-up and larger numbers are needed [1].
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I do not think it is wise to compare grafting
procedures with the Nesbit operations because the
patient populations are often different. The grafting
operations are performed in patients with severe or
complex deformities who obviously have more
severe disease and with patients who are very
concerned with penile length. The results that have
been reported are therefore even more impressive in
these difficult-to-treat patients and [ feel that
grafting and Nesbit operations should be compli-
mentary to each other.

2.3. Penile prostheses

The review by Kadioglu on prostheses in Peyronie’s
disease shows that satisfaction rates of 79-100% can
be achieved [1]. If patients are counselled properly
then I feel the number of implantations should
increase in those who already have erectile dysfunc-
tion and vascular disease. The results of the Nesbit/
grafting operations would then be even more
impressive with the patients with erectile dysfunc-
tion being channelled to a prosthesis insertion. An
inflatable prosthesis should be used in all cases and
the penis is usually straightened by the cylinders
alone. My impression is that minor residual curva-
tures often straighten with time and use and I
reserve modelling for curvatures of >20°. The
modelling procedure is an excellent way to
straighten the penis and only rarely is a plaque
incision needed.

3. Conclusion

Peyronie’s disease is a common condition asso-
ciated with penile vascular disease. Patients should
be counselled so that they understand the pitfalls of
surgery to enable them to provide truly informed
consent. The Nesbit operation is the procedure of
choice for most patients, but plaque incision and
grafting will give good results in those with more
advanced disease. More patients should be offered a

penile prosthesis insertion to optimise results but
cost limitations will continue to prevent this from
happening.
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