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ABSTRACT

Introduction. Extracorporeal shock wave therapy (ESWT) for treatment of Peyronie’s disease (PD) is controversial.
Aim. To study the efﬁcacy of ESWT by a placebo-controlled, randomized trial.
Methods. Patients with PD (n = 102) were randomly assigned (n = 51) to each group (ESWT or placebo). All
patients were given 6 weekly treatments. Patients in the ESWT-group received 2,000 shock waves per session, using
the Piezoson 100 lithotripter (Richard Wolf, Knittlingen, Germany). Patients in the placebo-group were treated
with interposition of a plastic membrane, which prevented any transmission of shock waves.
Main Outcome Measures. Primary end point was decrease of pain between baseline and after 4 weeks follow-up.
Secondary end points were changes in deviation, plaque size, and sexual function. Pain was assessed by a visual analog
scale. Deviation was measured by a goniometer after artiﬁcial erection using Alprostadil (Viridal®, Schwarz Pharma,
Monheim, Germany). Plaque size was measured with a ruler and sexual function assessed by a scale regarding the
ability to perform sexual intercourse.
Results. Overall, only 45 patients experienced pain at baseline. In the subgroup analysis of these patients, pain
decreased in 17/20 (85.0%) patients in the ESWT group and 12/25 (48.0%) patients in the placebo group (P = 0.013,
relative risk [RR] = 0.29, 95% conﬁdence interval: 0.09–0.87). Penile deviation was not reduced by ESWT (P = 0.66)
but worsened in 20/50 (40%) and 12/49 (24.5%) patients of the ESWT and placebo-group, respectively (P = 0.133).
Plaque size reduction was not different between the two groups (P = 0.33). Additional, plaque size increased in ﬁve
patients (10.9%) of the ESWT group only. An improvement in sexual function could not be veriﬁed (P = 0.126,
RR = 0.46).
Conclusions. Despite some potential beneﬁt of ESWT in regard to pain reduction, it should be emphasized that pain
usually resolves spontaneously with time. Given this and the fact that deviation may worsen with ESWT, this
treatment cannot be recommended. Hatzichristodoulou G, Meisner C, Gschwend JE, Stenzl A, and Lahme S.
Extracorporeal shock wave therapy in Peyronie’s disease: Results of a placebo-controlled, prospective,
randomized, single-blind study. J Sex Med 2013;10:2815–2821.
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Introduction

P

eyronie’s disease (PD) affects the penile
tunica albuginea, leading to palpable plaques.
Main symptoms of PD are penile deviation, pain,
and occasionally erectile dysfunction (ED). Deviation may lead to inability for sexual intercourse
[1–4].
Because of lack of pathophysiological knowledge, there is no causal therapy for PD [5,6].
Several nonsurgical treatment options have been
investigated in the last decade, but no one therapy
can relieve all symptoms associated with PD
[1,3,7–13]. Surgery is the gold-standard to correct
deviation [3,8,14–18].
Since Bellorofonte et al. described extracorporeal shock wave therapy (ESWT) for PD, it has
been widely used [19]. Positive results have been
reported regarding pain reduction, whereas reduction of deviation has been infrequently observed
[20–24]. However, most studies were not randomized, and the protocols were not standardized. To
date, only two studies have been published with a
placebo-controlled trial showing minimal, if any,
beneﬁt of ESWT in regard to penile deviation
[25,26].
We performed a placebo-controlled, prospective study to assess the efﬁcacy of ESWT in PD
using a standardized protocol.

Patients and Methods

From July 2002 to May 2004, patients with PD
were included in this placebo-controlled, prospective, randomized, single-blind study at the Department of Urology, University of Tübingen,
Germany. Inclusion criteria comprised previous
unsuccessful oral medical therapy, patient age ≥18
years, and plaques and/or pain at erection and/or
deviation. The last three criteria could be present
individually or in combination. Inclusion criteria
were also disease duration ≥12 months and additionally unchanged symptoms (deviation, pain,
and plaques) for ≥3 months. Oral medical therapy
was deﬁned unsuccessful when there was no
improvement in pain or deviation. Exclusion criteria were prior penile surgery and ED not
responding to phoshodiesterase-type-5 inhibitors
or intracavernous injections.
The study was approved by the ethics committee of the University of Tübingen (protocol
number 50/2002). Patients were informed in detail
about the study, and written informed consent was
obtained. Patients were randomly assigned to the
ESWT or placebo group by a computer-generated
J Sex Med 2013;10:2815–2821
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sequence. Only the attending doctor was informed
of the afﬁliation of patients within the groups
(GH).
Plaque localization and size, pain, deviation,
and sexual function were assessed at baseline and
follow-up examination. Plaque localization was
performed by palpation and sonography using a
7.5-MHz linear transducer. Plaque size, determined as product of length and width in mm2, was
measured with a ruler. Patients with >2 plaques or
with one big scar that showed irregularities within
it, making measurement not feasible, were not
measured and excluded from the analysis regarding plaque size. Penile pain was assessed by a visual
analog scale (VAS) ranging from 0 (no pain) to
10 (strong pain). Deviation angles were measured
by a goniometer after artiﬁcial erection using
Alprostadil (Viridal®, Schwarz Pharma, Monheim,
Germany). Sexual function was assessed by a
self-made scale regarding the ability to perform
sexual intercourse (“impossible,” “hindered,” and
“possible without restrictions”).
ESWT was performed with the Piezoson
100 lithotripter (Richard Wolf, Knittlingen,
Germany). The frames for the penis and transducer were ﬁxed by special holding devices provided by the manufacturer (Figure 1). The placebo
group was treated with interposition of a plastic
membrane in the transducer, which prevented any
transmission of shock waves (Figure 2). Otherwise,
the setting, including the generator noise, was
equal in both groups. No one patient had undergone ESWT before the study; therefore, no
patient was aware of how this treatment felt
like. Moreover, as the patients were treated

Figure 1 Setting during extracorporeal shock wave
therapy. Fixation of frames for penis and transducer by
special holding devices
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ESWT in comparison with placebo for pain
reduction. The Wilcoxon test was applied for
analysis of changes in deviation and plaque size.
The level of signiﬁcance was 5% (P value < 0.05).
Assuming that nearly 100% of patients in the study
group have pain, and that 35% of patients in the
placebo group will experience pain reduction, a
sample size of 49 per group was determined for a
Fisher’s exact test, with a power of 80% and a
two-sided signiﬁcance level of 5%, to show an
improvement in the proportion of patients with
pain reduction in the ESWT group of 30–65%.
Analyses were performed with SAS 9.1.3 (SAS
Institute, Cary, NC, USA).
Results

Figure 2 Transducer for placebo group. Interposition of
plastic membrane, thus preventing any transmission of
shock waves

independently from each other, a comparison
between patients was not possible. All patients
were treated six times at weekly intervals, comprising 2,000 shock waves per session with constant
energy ﬂow density of 0.29 mJ/mm2 and emission
frequency of 3 Hz. This treatment schedule was
designed considering previous studies, as there was
no standardized treatment protocol available for
ESWT in PD [19,24]. The shock wave generator
implemented in our study can also be used for
treatment of orthopaedic diseases such as pseudarthrosis and tendinopathy, or even for the treatment of salivary stones.
Statistical analysis is based on the intention-totreat population and includes all randomized
patients. As pain reduction was observed more
often than reduction of penile deviation in previous studies, we deﬁned pain reduction as the
primary end point of our study. This was deﬁned
as negative difference in VAS between baseline and
follow-up. Secondary end points were changes in
deviation, plaque size, and sexual function. Statistical analysis for primary end point and sexual
function were performed using Fisher’s exact test.
Relative risk (RR), including 95% conﬁdence
interval, was estimated to describe effect sizes of

From July 2002 to May 2004, n = 102 patients
were included in this study. Fifty-one patients
were randomized into each group (ESWT or
placebo). All patients were treated six times at
weekly intervals and completed the protocol.
Follow-up occurred after median of 4 weeks
(range 4–26 weeks). All patients had prior medical
therapy (ESWT group: 32 patients [62.7%] potassium paraaminobenzoate [Potaba®, 12 g daily], 19
patients [37.3%] vitamin E [600 mg daily]; placebo
group: 30 patients [58.9%] Potaba, 21 patients
[41.1%] vitamin E). There was no signiﬁcant difference in patient age and time of follow-up
between the groups. A detailed overview of
patients’ characteristics and results is given in
Tables 1 and 2.

Penile Pain
Overall, only 45 patients experienced pain at baseline. In the subgroup analysis of these patients,
pain decreased in 17/20 patients (85.0%) in the
ESWT group and 12/25 patients (48.0%) in the
Table 1

Patients’ baseline characteristics
ESWT group

Patients (n)
Mean patient age with
range (years)
Median follow-up with
range (weeks)
Penile pain
Penile deviation
Penile plaques
Measurable penile
plaques before
therapy

51
53.8 (25–72)
5 (4–26)
20/51
50/51
51/51
46/51

(39.2%)
(98.0%)
(100%)
(90.2%)

Placebo group

P value

51
55.2 (30–72)

0.527

4 (4–9)

0.06

25/51
49/51
51/51
49/51

(49.0%)
(96.1%)
(100%)
(96.1%)

0.425
>0.99
0.44

ESWT = extracorporeal shock wave therapy; n = number of patients
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Study results

Penile pain after therapy
Reduced
Unchanged
Increased
Mean VAS pain score with range in patients with pain at baseline
Before therapy
After therapy
Deviation angle after therapy
Reduced
Unchanged
Increased
Mean deviation angle (degrees)
Before therapy
After therapy
Plaque size after therapy
Reduced
Unchanged
Increased
Sexual intercourse possible
Before therapy
After therapy
Improvement of SI after therapy in patients incapable of SI before therapy
Deterioration of SI after therapy in patients capable of SI before therapy

ESWT group

Placebo group

P value

17/20 (85.0%)
3/20 (15.0%)
0/20 (0%)

12/25 (48.0%)
12/25 (48.0%)
1/25 (4.0%)

0.013

4 (1–7)
1.5 (1–7)
16/50 (32.0%)
14/50 (28.0%)
20/50 (40.0%)
44
35

4 (1–8)
3 (1–8)
12/49 (24.5%)
25/49 (51.0%)
12/49 (24.5%)

0.66
0.133

43
38

18/46 (39.1%)
23/46 (50.0%)
5/46 (10.9%)

9/49 (18.4%)
40/49 (81.6%)
0/49 (0%)

0.98

38/51
45/51
8/13
1/38

38/51
38/51
5/13
5/38

0.126
0.43
0.20

(74.5%)
(88.2%)
(61.5%)
(6.2%)

(74.5%)
(74.5%)
(38.5%)
(13.2%)

0.33

ESWT = extracorporeal shock wave therapy; SI = sexual intercourse; VAS = visual analog scale

placebo group (P = 0.013, RR = 0.29, 95% conﬁdence interval 0.09–0.87). Pain worsened in 1/25
patients (4.0%) of the placebo group only.

Penile Deviation
Overall, penile deviation was present in 99 patients
(97.1%). Deviation increased in 20/50 (40.0%)
and 12/49 (24.5%) patients of the ESWT and
placebo group, respectively (P = 0.13). Deviation
was reduced in 16/50 patients (32.0%) of the
ESWT group and 12/49 patients (24.5%) of the
placebo group (P = 0.66).

tions.” For statistical analysis, characteristics
“hindered” and “possible without restrictions”
were combined. Before therapy, 38/51 (74.5%)
patients in each group were able to fulﬁll coitus.
After therapy, 45 patients in the ESWT group and
38 patients in the placebo group had successful
intercourse (RR = 0.46, 95% conﬁdence interval
0.19–1.12, P = 0.126). Regarding only patients
unable for intercourse before treatment, there was
an improvement in 8/13 (61.5%) and 5/13 patients
(38.5%) of the ESWT and placebo group, respectively (P = 0.43).

Plaque Size
All patients showed plaques. Multiple plaques (>2
plaques) were found in ﬁve and two patients of the
ESWT and placebo group, respectively. Exact
measurement of plaque size in those patients was
not feasible; therefore, they were not included in
this analysis. Plaque size decreased in 18 patients
(39.1%) and 9 patients (18.4%) of the ESWT and
placebo group, respectively (P = 0.33). Increase of
plaque size was found in ﬁve patients (10.9%) of
the ESWT group only (P = 0.98).

Complications
All patients tolerated the therapy well without
anaesthesia. Overall, 612 treatment sessions were
performed (306 in each group). Local petechial
bleeding was observed in 247/306 sessions (80.7%)
and small ecchymosis in 15/306 sessions (4.9%) of
the ESWT group but resolved spontaneously in all
cases. We did not observe urethral bleeding as
reported in literature [20–22]. No side effects
occurred in the placebo group.

Sexual Function
Sexual function was assessed by a three-step scale
regarding the ability to perform satisfying sexual
intercourse, including the characteristics “impossible,” “hindered,” and “possible without restric-

Discussion
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ESWT for PD has been used widely in the past.
However, most studies investigating ESWT were
conducted without standardized protocols, with
different outcome measures and without placebo
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controls [20–24], thus making interpretation and
recommendations difﬁcult. We performed a
placebo-controlled study to assess the efﬁcacy of
ESWT in PD using a standardized protocol.

Penile Pain
Penile pain was not an absolute inclusion criterion
in our study; consequently, only 45 patients had
pain before treatment. A signiﬁcant reduction of
pain in the ESWT group compared with the
placebo group was only seen in the subgroup of
patients with pain at baseline. Comparing our
results with the two previous published placebocontrolled studies, only Palmieri et al. found a signiﬁcant pain reduction [25]. In contrast, Chitale
et al. failed to report a signiﬁcant pain reduction in
the ESWT group compared to the placebo group
[26].
Pain seems to resolve faster with ESWT than
during the natural disease course [22,23,25].
However, in this context, the question arises
whether pain should be treated because most
patients will experience spontaneous improvement
with time. According to the natural history of PD,
89% of patients will be pain-free after a mean of 18
months without any treatment. Pain usually occurs
only during the acute phase, which lasts approximately 12–18 months [2]. This fact is also displayed in our study where only 45/102 (44.1%)
patients experienced pain before treatment compared with penile deviation that was present in
nearly all patients (99/102 [97.1%] patients).
Despite the signiﬁcant pain reduction in the
ESWT group in our study, it should be mentioned
that 48% of patients in the placebo group also
experienced pain reduction, which is most likely
attributed to the spontaneous improvement during
the disease course. The potential beneﬁt of ESWT
in regard to pain reduction overstates the value of
this treatment, as it does require at least six treatment sessions and consequently six visits to the
treatment facility, which are associated with costs
to the patient and health-care system. Pain can be
treated more effectively with anti-inﬂammatory
medications, pain medications, or intralesional
injections [9–11,27]. However, patients whose
pain is signiﬁcantly effecting their lives (i.e.,
requiring frequent pain medications or preventing
intercourse) would be reasonable candidates for
ESWT based on this therapy as long as they are
counseled that the treatment is for pain only (especially if they have failed a few months of antiinﬂammatory medications). In conclusion, pain
reduction should not be the primary treatment

2819

goal of ESWT as pain is not the predominant
symptom of patients with PD and because pain
resolves spontaneously in nearly all patients with
time.

Penile Deviation
In our study, no beneﬁt with respect to penile
deviation could be shown. Decreases in deviation
in literature vary between 21% and 74%, but if we
examine the actual change in deviation, it is in the
4–7° range [22,23,25]. Hauck et al. found a signiﬁcant reduction in the subgroup of patients with
deviation of 31–60° before ESWT [22]. Mean
deviation decreased from 45.7° to 38.5° in this
group, thus questioning its clinical beneﬁt. Like
this, Palmieri et al. noted a signiﬁcant reduction in
deviation between the ESWT and placebo group
(31° vs. 27°, respectively) [25]. However, again,
this difference is only 4° and therefore not clinically meaningful. It should be emphasized that in
our study deviation worsened in 40% of patients in
the ESWT group. This alone should be an indication to not suggest ESWT as possible treatment
option for PD.
Surgery will remain gold-standard for correction of deviation [1]. In any case, PD is inhomogeneous with variable disease courses and
constellation of symptoms; therefore, therapeutic
regimens should be devised for each patient individually [1,2,9].
Plaque Size
According to the meta-analysis by Hauck et al.,
decrease in plaque size varies from 0% to 68%
after ESWT [23]. Like in our study, in most of
these studies, decrease in plaque size was not signiﬁcant [23,28]. In this regard, it should be noted
that accurate measurement of plaque size is virtually impossible with any imaging or mechanical
modality. Moreover, results regarding plaques are
difﬁcult to interpret because plaque size reduction
is not really a treatment goal, as penile deviation is
the most bothersome symptom [1,29]. However,
increasing plaques may have negative impact on
erectile tissue leading to ED. Additional, it seems
that plaque size may correlate with the extent of
deviation.
Palmieri et al. assumed that ESWT may have a
protective effect on disease progression by stabilizing deviation and plaques [25]. They observed
that deviation and plaque size increased in the
placebo group only. However, results in literature
regarding this aspect are controversial [22,23].
J Sex Med 2013;10:2815–2821
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Hauck et al. reported that deviation worsened in
10% of patients after ESWT [22]. In our study,
deviation increased in 40% in the ESWT group
compared with 24.5% in the placebo group.
Moreover, plaque size increased in ﬁve patients
(10.9%) of the ESWT group only. In fact, those
patients also showed an increased deviation after
ESWT, showing that increase in plaque size correlates with worsening of deviation. Overall, our
ﬁndings do not support the hypothesis of Palmieri.

Sexual Function
Unfortunately, we did not use the International
Index of Erectile Function (IIEF) questionnaire
because when we designed the study in 2002, it
was not as commonly used as it is today. Moreover,
there was no validated questionnaire for PD available [1,9]. Therefore, we applied a self-made questionnaire like in previous studies [22,24]. Like in
our study, most of the studies in literature did not
show a positive effect of ESWT in regard to sexual
function [22–24,28]. Even when the IIEF questionnaire was applied there was no beneﬁt after
ESWT [28]. This again shows that ESWT has
minimal, if any, beneﬁt for patients with PD.
Limitations
Limitations of our study include the nonvalidated
questionnaire for assessment of sexual function,
previous medical therapy that may have inﬂuence
on the outcome of ESWT and the single-blind
study design, which may lead to bias. Follow-up
period in the ESWT group was longer, assuming
spontaneous pain reduction. However, time of
follow-up was not signiﬁcant between the two
groups. Data from standardized long-term
follow-up are needed to conﬁrm the results of our
study. Another limitation is the treatment schedule, as this was designed considering previous
studies because of lack of standardized treatment
protocols. In this regard, worsening of penile
deviation in the ESWT group might be due to an
intense energy ﬂow density resulting in tissue
damage.
The present study is the third placebocontrolled study investigating ESWT as potential
treatment modality for PD [25,26]. All three
studies have not shown a marked beneﬁt in terms
of reduction of penile deviation, which is the most
important symptom of the disease and should be
the primary treatment goal. Pain reduction was
reported in two studies, but given the fact that pain
resolves spontaneously with time, the use of
ESWT is not justiﬁed. Moreover, as shown in our
J Sex Med 2013;10:2815–2821
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study, penile deviation can worsen in a considerable amount of patients with ESWT. Overall, this
treatment cannot be recommended for patients
with PD.
Recently, low-intensity ESWT has been investigated for treatment of ED [30]. This is a newly
developed treatment modality for patients suffering from ED, which is currently under investigation. However, further studies are needed to assess
the possible role of ESWT for this indication.
Conclusions

Any treatment modality for PD should primarily
focus on reduction of penile deviation as this is the
most important and bothersome symptom in
affected patients and can lead to inability for sexual
intercourse. ESWT is not indicated for correction
of deviation. Despite some potential beneﬁt of
ESWT in regard to pain reduction, it should be
emphasized that pain usually resolves spontaneously with time. Given this and the fact that penile
deviation may worsen with ESWT, this treatment
cannot be recommended for patients with PD.
Corresponding
Author:
Georgios
Hatzichristodoulou, MD, Technische Universität München,
Klinikum rechts der Isar, Department of Urology,
Ismaninger Str. 22, 81675 Munich, Germany. Tel: +4989-4140-2522; Fax: +49-89-4140-4843; E-mail:
georgios.hatzichristodoulou@lrz.tum.de
Conﬂict of Interest: None.
Statement of Authorship

Category 1
(a) Conception and Design
Georgios Hatzichristodoulou; Sven Lahme
(b) Acquisition of Data
Georgios Hatzichristodoulou
(c) Analysis and Interpretation of Data
Georgios Hatzichristodoulou; Christoph Meisner;
Jürgen E. Gschwend; Arnulf Stenzl; Sven Lahme

Category 2
(a) Drafting the Article
Georgios Hatzichristodoulou
(b) Revising It for Intellectual Content
Georgios Hatzichristodoulou; Christoph Meisner;
Jürgen E. Gschwend; Arnulf Stenzl; Sven Lahme

Category 3
(a) Final Approval of the Completed Article
Georgios Hatzichristodoulou; Christoph Meisner;
Jürgen E. Gschwend; Arnulf Stenzl; Sven Lahme

Extracorporeal Shock Wave Therapy for Peyronie’s Disease
References
1 Ralph D, Gonzalez-Cadavid N, Mirone V, Perovic S, Sohn M,
Usta M, Levine L. The management of Peyronie’s disease:
Evidence-based 2010 guidelines. J Sex Med 2010;7:2359–74.
2 Mulhall JP, Schiff J, Guhring P. An analysis of the natural
history of Peyronie’s Disease. J Urol 2006;175:2115–8.
3 Levine LA, Burnett AL. Standard operating procedures for
Peyronie’s disease. J Sex Med 2013;10:230–44.
4 Montorsi F, Adaikan G, Becher E, Giuliano F, Khoury S, Lue
TF, Sharlip I, Althof SE, Andersson KE, Brock G, Broderick
G, Burnett A, Buvat J, Dean J, Donatucci C, Eardley I,
Fugl-Meyer KS, Goldstein I, Hackett G, Hatzichristou D,
Hellstrom W, Incrocci L, Jackson G, Kadioglu A, Levine L,
Lewis RW, Maggi M, McCabe M, McMahon CG, Montague
D, Montorsi P, Mulhall J, Pfaus J, Porst H, Ralph D, Rosen R,
Rowland D, Sadeghi-Nejad H, Shabsigh R, Stief C, Vardi Y,
Wallen K, Wasserman M. Summary of the recommendations
on sexual dysfunctions in men. J Sex Med 2010;7:3572–
88.
5 Dolmans GH, Werker PM, de Jong IJ, Nijman RJ, Wijmenga
C, Ophoff RA. WNT2 locus is involved in genetic susceptibility of Peyronie’s disease. J Sex Med 2012;9:1430–4.
6 Loreto C, Barbagli G, Djinovic R, Vespasiani G, Carnazza
ML, Miano R, Musumeci G, Sansalone S. Tumor necrosis
factor-related apoptosis-inducing ligand (TRAIL) and its
death receptor (DR5) in Peyronie’s disease. A biomolecular
study of apoptosis activation. J Sex Med 2011;8:109–15.
7 Kumar R, Nehra A. Surgical and minimally invasive tratments
for Peyronie’s disease. Curr Opin Urol 2009;19:589–94.
8 Gur S, Limin M, Hellstrom WJG. Current status and
new developments in Peyronie’s disease: Medical, minimally
invasive and surgical treatment options. Expert Opin
Pharmacother 2011;12:931–44.
9 Larsen SM, Levine LA. Peyronie’s disease: Review of nonsurgical treatment options. Urol Clin North Am 2011;38:195–
205.
10 Gelbard M, Lipshultz LI, Tursi J, Smith T, Kaufman G,
Levine LA. Phase 2b study of the clinical efﬁcacy and safety of
collagenase clostridium histolyticum in patients with Peyronie
disease. J Urol 2012;187:2268–74.
11 Levine L, Costabile RA. Is intralesional verapamil effective
therapy for Peyronie’s disease? J Urol 2012;188:704–6.
12 Chung E, De Young L, Solomon M, Brock GB. Peyronie’s
disease and mechanotransduction: An in vitro analysis of the
cellular changes to Peyronie’s disease in a cell-culture strain
system. J Sex Med 2013;10:1259–67.
13 Abern MR, Larsen S, Levine LA. Combination of penile traction, intralesional Verapamil, and oral therapies for Peyronie’s
disease. J Sex Med 2012;9:288–95.
14 Kadioglu A, Akman T, Sanli O, Gurkan L, Cakan M, Celtik
M. Surgical treatment of Peyronie’s disease: A critical analysis.
Eur Urol 2006;50:235–48.
15 Imbeault A, Bernard G, Ouellet G, Bouhout S, Carrier S,
Bolduc S. Surgical option for the correction of Peyronie’s
disease: An autologous tissue-engineered endothelialized graft.
J Sex Med 2011;8:3227–35.
16 Loreto C, Orlandi A, Ferlosio A, Djinovic R, Basic D,
Bettocchi C, Rutigliano M, Barbagli G, Vespasiani G,
Caltabiano R, Musumeci G, Sansalone S. Cryopreserved

17

18

19

20

21

22

23

24

25

26

27
28

29

30

2821

penile tunica albuginea for allotransplantation: A morphological and ultrastructural investigation. J Sex Med 2012;9:
2378–88.
Rybak J, Papagiannopoulos D, Levine L. A retrospective comparative study of traction therapy vs. no traction following
tunica albuginea plication or partial excision and grafting for
Peyronie’s disease: Measured lenghts and patient perceptions.
J Sex Med 2012;9:2396–403.
Ferretti L, Giuliani M, Bessede T, Qiu X, Zhang H, Alsaid B,
Durrbach A, Giuliano F, Benoit G, Droupy S. Tissue engineering for penile surgery: Comparative study of noncellular
and cell-seeded synthetic grafts for tunica albuginea replacement. J Sex Med 2012;9:625–31.
Bellorofonte C, Ruoppolo M, Tura M, Zaatar P, Tombolini P,
Menchini Fabris GF. Possibility of piezoelectric lithotripter
use in the treatment of serious cavernous ﬁbrosis. Arch Ital
Urol Nefrol Androl 1989;61:417–22.
Michel MS, Ptaschnyk T, Musial A, Braun P, Lenz ST, Alken
P, Köhrmann KU. Objective and subjective changes in
patients with Peyronie’s disease after management with
shockwave therapy. J Endourol 2003;17:41–4.
Strebel RT, Suter S, Sautter T, Hauri D. Extracorporeal
shockwave therapy for Peyronie’s disease does not correct
penile deformity. Int J Impot Res 2004;16:448–51.
Hauck EW, Hauptmann A, Bschleipfer T, Schmelz HU,
Altinkilic BM, Weidner W. Questionable efﬁcacy of extracorporeal shock wave therapy for Peyronie’s disease: Results of a
prospective approach. J Urol 2004;171:296–9.
Hauck EW, Mueller UO, Bschleipfer T, Schmelz HU,
Diemer T, Weidner W. Extracorporeal shock wave therapy for
Peyronie’s disease: Exploratory meta-analysis of clinical trials.
J Urol 2004;171:740–5.
Hauck EW, Altinkilic BM, Ludwig M, Lüdecke G,
Schroeder-Printzen I, Arens C, Weidner W. Extracorporal
shock wave therapy in the treatment of Peyronie’s disease.
First results of a case-controlled approach. Eur Urol
2000;38:663–70.
Palmieri A, Imbimbo C, Longo N, Fusco F, Verze P,
Mangiapia F, Creta M, Mirone V. A ﬁrst prospective, randomized, double-blind, placebo-controlled clinical trial evaluating
extracorporeal shock wave therapy for the treatment of
Peyronie’s disease. Eur Urol 2009;56:363–70.
Chitale S, Morsey M, Swift L, Sethia K. Limited shock wave
therapy vs sham treatment in men with Peyronie’s disease:
Results of a prospective randomized controlled double-blind
trial. BJU Int 2010;106:1352–6.
Schaeffer AJ, Burnett AL. Nonsurgical interventions for
Peyronie’s diease: 2011 update. J Androl 2012;33:3–14.
Poulakis V, Skriapas K, de Vries R, Dillenburg W, Ferakis N,
Witzsch U, Melekos M, Becht E. Extracorporeal shockwave
therapy for Peyronie’s disease: An alternative treatment? Asian
J Androl 2006;8:361–6.
Al-Shaiji T, Brock GB. Peyronie’s disease: Evolving surgical
management and the role of phosphodiesterase 5 inhibitors.
ScientiﬁcWorldJournal 2009;9:822–45.
Vardi Y, Appel B, Kilchevsky A, Gruenwald I. Does low intensity extracorporeal shock wave therapy have a physiological
effect on erectile function? Short-term results of a randomized,
double-blind, sham controlled study. J Urol 2012;187:1769–
75.

J Sex Med 2013;10:2815–2821

