
INFLATABLE PENILE PROSTHESIS:

ASSESSEMENT OF PSYCHOSEXUAL EFFECTS ON ORGANIC 

AND PSYCHOGENIC RECIPIENTS AND THEIR SEXUAL PARTNERS

by

Kevan Eric  Schlamowitz

A Thesis Submitted to the Faculty

DEPARTMENT OF PSYCHOLOGY

In P a r t ia l  F u lf i l lm e n t  o f the Requi 
For the Degree o f

MASTER OF ARTS

In the Graduate College

. THE UNIVERSITY OF ARIZONA

of the

rements

1 9  8 1



STATEMENT BY AUTHOR

This thesis has been submitted in p a r t ia l  fu l f i l lm e n t  of re­
quirements fo r  an advanced degree at The Un ivers ity  o f  Arizona and is 
deposited in the Un ivers ity  Library to be made ava ilab le  to borrowers 
under rules of the L ibrary.

B r ie f  quotations from th is  thesis are allowable without special 
permission, provided that accurate acknowledgment o f source is made. 
Requests fo r  permission fo r  extended quotation from or reproduction of  
th is  manuscript in whole or in part may be granted by the head o f the 
major department or the Dean of the Graduate College when in his judg­
ment the proposed use of the m ateria l is in the in terests  o f scholar­
ship. In a l l  other instances, however, permission must be obtained 
from the author.

SIGNED:

APPROVAL BY THESIS DIRECTOR 

This thesis has been approved on the date shown below:

-  SV
DATE

Professor of Psychology
BEUTLER, PH.D



This manuscript is dedicated to a i l  those ind iv iduals  who con­
tr ibu ted  to i ts  completion. I wish to extend my g ra t itu d e  to Dr. 
Beutler and the other members of my thesis committee, whose guidance 
and cooperation enabled me to a t ta in  the high q u a l i ty  o f  work repre­
sented in the fo llow ing pages. I also wish to thank my close fr ien d s ,  
who contributed th e i r  patience and support during the w r i t in g  of th is  
work. F in a l ly ,  I w o u ld ,l ik e  to thank my parents, Elaine and Samuel, 
without whose unconditional love and support th is  thesis  would not 
have been possible.



ACKNOWLEDGMENTS

The author wishes to acknowledge Dr. F. B. S c o tt , Dr. I . 
Karacan, and the research group a t Baylor College o f Medicine in 
Houston, Texas fo r  perm itt ing  the use of th e ir  data and providing the 
names and addresses of p o ten tia l  subjects fo r  the purposes of th is  
study. Further acknowledgments are extended to the Department o f  
Biomedical Communications, with special thanks to John Gaines, Com­
puter Systems and B io s ta t is t ic s ,  U n ivers ity  o f  Arizona Health Sciences 
Center, Tucson, Arizona.



TABLE OF CONTENTS

Page

LIST OF TABLES     vi i

ABSTRACT    vi i i

CHAPTER

. 1 INTRODUCTION . .  ...............................    1

2 REVIEW OF THE LITERATURE  ................................... . ' . . . .  6

Background...........................  . . .   ...................................................... 6
Psychoanalytic Theories . . .  ....................................   6
Behaviorally  Oriented Therapies ......................  9
Systematic Desens i t  i z a t  ion .  .................................................  . 10
B io fe e d h a c k . .................. .... .......................................................................  14
Surgical Treatment o f  Impotence ....................................  . . .  17

A. Sem i-rig id  prosthesis .  ..........................   17
B. In f la ta b le  prosthesis ..........................................................  20

Comparison o f  the Sem i-rig id  Device with the
In f la ta b le  Prosthesis . . . .  ..................................................  22

Complications.  ............................................   . 24
Partner Perception ....................  ,   . . . . . . . .  26
The Need fo r  Accurate D i f fe r e n t ia t io n  between

Psychological and Organic E tio log ies  . . .  ......................  28

3 METHOD  ......................        30

Subjects  .....................................................   30
P r e t e s t s ............................................     33
Post t e s t s .............................................................................................. 34

Procedure  ..........................    36

4 RESULTS  ......................  . ,      39

A. Val ida.ttonal A s s e s s m e n t ........................... ...........................  39
B. D i f fe r e n t ia l  Evaluation of Diagnostic Groups . . . .  47
C. Evaluation of Change Following Surgery .  ......................  48

Patient S a tis fac t io n   ..................  49
D. Partner Assessment and P a tien t-P artn er  Agreement , . 61

Partner S a tis fac t io n  . . .  ..........................    61
Pat ien t-P artn e r  Correspondence.................................................  64

v



vi

TABLE OF CONTENTS--C o n t in u e d

Page

5 DISCUSSION ..................  , 6?

APPENDIX A: COPIES OF MALE AND PARTNER QUESTION­
NAIRES ; . .  .............................................................. . 76

LIST OF REFERENCES  .......................... . 88



L I S T  OF TABLES

/ '
Table Page

1. Means and Standard Deviations of Dependent and ,
Demographic V a r i a b l e s ................................ ...  ........................... .... 4 i

2. AN OVA and j t - te s t  Data fo r  FIRO-B and MMPI . . . . . . . .  43

3. Questionnaire Responses................................. .......................... .... 50

v i  i



ABSTRACT

Seventeen rec ip ien ts  o f an in f la ta b le  pen ile  prosthesis who had 

been o rg an ica lly  or pychogenically impotent, and twelve of th e i r  sex­

ual partners were evaluated several months a f te r  surgical im plantation.  

The males were evaluated fo r  changes in general psychological ad jus t­

ment using the MMPI and the FIRO-B, which, measure general psychopathol­

ogy and interpersonal needs resp ec tive ly . They also completed one o f  

two instruments (Male and Partner Questionnaires) that were developed 

s p e c i f ic a l ly  fo r  th is  study. Partners of rec ip ien ts  were assessed 

separately using the FIRO-B and Partner Questionnaire. Findings 

included increased leve ls  o f s a t is fa c t io n  w ith  various aspects of the 

subjects' interpersonal re la t io n s h ip s . A hypothesis th a t  psychogenic 

rec ip ien ts  would demonstrate higher levels  o f psychological d i f f i c u l t i e s  

than organic rec ip ien ts  subsequent to implantation was not supported. 

Increases in frequency of sexual intercourse and duration o f  sexual play  

were discovered. Various complications requiring surgical correction  

were also described. The Mf and Si scales o f the MMPI were e s s e n t ia l ly  

unique in d is tingu ish ing  the diagnostic groups and seem to have poten­

t i a l  as d iscrim inating  measures fo r  organic and psychogenic impotence. 

Use of an in f la ta b le  pen ile  prosthesis appears to be equally  e f fe c t iv e  

and r e l ia b le  fo r  the treatment o f  organic and in tra c ta b le ,  psychogenic 

impotence, provided that proper pre-surg ica l screening procedures have 

been observed.



CHAPTER 1

INTRODUCTION

During the past ten yea rs , a growing l i b e r a l i t y  and openness 

concerning human sex u a lity  has helped to foment research and therapy 

in the area of human sex u a lity  and sexual dysfunction. Concomitant 

with these changes has been an increased in te re s t  in the achievement 

of sexual f u l f i l lm e n t  and the correc tion  o f  sexual inadequacies. One 

of the most prevalent impediments to sexual s a t is fa c t io n  fo r  both sexes 

is male impotence.

As fa r  back as man can remember, impotence has existed and 

"cures" fo r  i t  have been leg io n . Until  f a i r l y  rece n tly ,  both organi­

c a l ly  and psychogenically impotent men fo r  whom t ra d it io n a l  psychotherapy 

was in e f fe c t iv e  had r e la t iv e ly  few options a v a ila b le  to them. In recent 

years however, new approaches to the treatment o f e r e c t i le  dysfunction  

have been advanced. Psychological in terventions have included behavior­

al ly oriented  treatments such as those pioneered by Masters and Johnson 

(1964), along with a number of procedures often loosely based on th e ir  

now landmark work ( e . g . ,  Kaplan, 1974). A d d it io n a l ly ,  new psychothera­

peutic approaches have incorporated biofeedback (Laws and Rubin, 1969; 

Rosen, I 973 ) ,  systematic desens it iza t io n  (Friedman, 1968; Salzman, 1969) 

and " in  vivo" d esens itiza tio n  (Wolpe, 1958; Dengrove, 1971) to ass is t  

in the treatment of psychogenically impotent men.

1



Technological advances in medicine and prosthetic  surgery have 

also provided impotent men with a l te rn a t iv e s  when the foregoing psycho­

therapeutic  approaches have proven unsuccessful. Males w ith  an organic  

or in tra c ta b le  psychogenic impotence may be s u rg ic a l ly  implanted with  

a v a r ie ty  o f prostheses, ranging from the sem i-r ig id  s i l i a s t i c  rods of  

the Small-Carrion (1975) v a r ie ty ,  to the somewhat more complex i n f l a t a ­

ble pen ile  prosthesis ( I . P .P .)  developed by Scott, Bradley and Timm 

(1973)• Though several types o f prostheses are a v a i la b le ,  most reported  

research has been conducted on these two types and subsequently, th is  

paper shall r e s t r ic t  i ts  focus td these two v a r ie t ie s .

The use of a prosthesis in the treatment o f  e r e c t i le  dysfunction  

should lo g ic a l ly  depend, a t  least in p a r t , on the e t io lo g y  o f  the d is ­

order. C e rta in ly ,  a c le a r ly  established organic basis fo r  the impotence 

in the absence of psychopathology would provide a sound basis for sur­

g ical in te rven tio n . However, an issue ex is ts  regarding the j u s t i f i a b i l ­

i ty  o f u t i l i z i n g  a surgical procedure to r e c t i f y  a psychogenic condition .  

I n i t i a l l y ,  sex therapy or psychotherapy would seem to be the treatment 

of choice in such cases. I f  such an approach f a i l s  to y ie ld  the 

desired resu lts  however, surgical procedures may be considered. Again, 

the absence o f  psychopathology would seem to be a p re req u is ite  for such 

a decision. Unfortunate ly , cautious evaluation e i th e r  o f e t io lo g ie s  or  

underlying psychological contributors  has not always occurred,

The surgical correction  o f  impotence through the use of pen ile  

prostheses has been overwhelmingly successful from a technical viewpoint 

That is ,  few serious surgical complications and mechanical f a i lu r e s ,  

along with an increased capacity fo r  penetration  has been reported in



almost a l l  cases. Psychological success however, is less certa in  and 

more d i f f i c u l t  to assess. Stewart and Gerson (1976) and Beutler , Scott 

and Karacan (1976) have reported adverse e f fe c ts  presumably resu lt ing  

from premature implantation of the in f la ta b le  prosthesis. Receipt of  

the devices has sometimes been followed by separation, divorce and even 

psychotic decompensation. Considering the anecdotal nature of these 

rep o rts , i t  is u n l ik e ly  that d i f f i c u l t i e s  are exclusive to those 

ind iv iduals  w ith  psychogenic impotence. However, the like lih o o d  o f  

th e ir  occurrence is considered to be greater among those w ith  psycho­

genic impotence than among those w ith  organic impotence. The case 

reports o f  Stewart and Gerson, and Beutler et a 1 . ,  serve to emphasize 

the need, fo r  thorough psychological screening of implant candidates and 

the e lim ina tion  of those ind iv iduals  w ith  a f fe c t iv e  or thought disorders  

which would place them a t  r is k  fo r  post-surgical decompensation.

Although the reports found in a few case studies do not es tab lish  a 

causal re la t io n s h ip ,  the correspondence among reported cases and 

seriousness o f  possible e f fe c ts  are s u f f ic ie n t  to induce caution among 

providers and po ten tia l  prosthesis rec ip ien ts  a l ik e .  Nonetheless, not 

a l l  providers of pen ile  prostheses adhere to s tr ing en t exclusion c r i t e r i a  

which incorporate measures of psychological adjustment (Binkhorst- 

Kramarsky, 1978). Implantation of such, devices may occur in males with, 

borderline psychological adjustment, and serious consequences may 

re s u lt .

While both the e f fe c ts  of pen ile  prostheses on the rec ip ien ts  

and the psychological success of the procedure are somewhat uncerta in ,  

the e f fe c ts  on the re c ip ie n ts '  sexual partners are even less c e r ta in .
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Few studies have investigated partner perception and reaction in r e la ­

t ion to pen ile  implants. Binkhorst-Kramarsky (1978) examined the 

perceptions and s a t is fa c t io n  leve ls  o f 31 female partners of Small- 

Carrion pen ile  prosthesis rec ip ien ts .  She noted various concerns o f  

these women, pointed out the need fo r  the assessment o f the cu ltu ra l  

background and the sexual v e r s a t i l i t y  o f the couple, and observed the 

need fo r  the mutual acceptance o f the a lte re d  s ta te .  Beutler (1979) 

found lower rates of d is s a t is fa c t io n  among partners o f  prosthesis  

rec ip ien ts  than Binkhorst-Kramarsky and less concern w ith  "thinness11 

and " fe e l"  in the in f la ta b le  device. Beutler also emphasizes the need 

to involve the sex partner in the decision process, preparation and 

post-operative  care o f  the implant re c ip ie n t .  Both of these studies  

serve to underscore the need for care fu l assessment o f not only partner  

perception o f  and reaction to the pen ile  prosthesis, regardless of the 

type of implant, but the extent o f couple in te ra c t io n ,  un ity  and discord.

Acknowledging the importance o f  the foregoing issues, the pur­

pose o f  th is  sfudy was twofold. One major aim was to conduct an evalua­

tion  o f  the e f fe c t  o f the in f la ta b le  pen ile  prosthesis on those males 

w ith  organic and psychogenic impotence. This evaluation was designed 

to emphasize the sexual and psychological adjustment to the implant 

several months post-surgery and to focus on any d i f f e r e n t ia l  reactions  

between those w ith  organic and psychogenic impotence.

The other major aim of this: study was to gather some information  

on the e f fe c ts  o f the surgery on the re c ip ie n ts '  sexual partners . To 

th is  end, both partner s a t is fa c t io n  and sexual adjustment was examined 

in deta i 1,



I t  was hypothesized that psychogen lea I l y  impotent rec ip ien ts  

would experience a g reater degree of psychological and/or sexual , d i f ­

f i c u l t i e s  fo llow ing implantation than would o rg an ica lly  impotent 

re c ip ie n ts . This hypothesis was based on B e u t le r1s (1978) postulation  

that "whereas a surgical procedure can restore the sexual functioning  

of e i th e r  an organogenic or psychogenically impotent man, one might 

expect d i f f e r e n t ia l  psychological reactions to sexual res to ra tion "

(p. 21 ) .

I t  was also hypothesized that with, renewed e r e c t i le  c a p a b i l i t ie s  

would come increased levels  of couple s a t is fa c t io n ;  increased frequency 

of sexual intercourse and renewed fee l in g s  of confidence fo r  males o f  

both diagnostic groups.

I f ,  on the other hand, a pen ile  prosthesis does not d i f fe r e n ­

t i a l l y  a f fe c t  o rg an ica lly  and psychogenica1ly impotent men, then we 

might be more confident in the c l in ic a l  decision to t re a t  In tra c ta b le  

psychogenic as well as organic impotence w ith  p rosthetic  surgery. Until  

we can o f fe r  such psychogenic c l ie n ts  an e f fe c t iv e  psychotherapeutic  

treatm ent, we can do no less than insure that the medical treatments  

now a v a ila b le  are as safe , e f fe c t iv e  and r e l ia b le  fo r  them as for th e i r  

o rg an ica lly  impotent counterparts.



CHAPTER 2

REVIEW OF THE LITERATURE 

Background

Man's concern with impotence has Been noted throughout h is to ry ,  

and attempts at i ts  treatment and correction  have been recorded: by 

cultures throughout the world. In te re s t in g ly ,  in the area o f  treatment 

the m ajority  o f l i t e r a t u r e  is anecdotal, studies involving no more than 

a few cases is not uncommon, and em pirical research data are scarce.

Unless a c le a r -c u t  organic condition can be estab lished , the 

m ajority  o f estimates based predominantly on c l in ic a l  judgment suggest 

that close to 30% o f impotence is psychogenic. Recent research  

(Karacan, Sal is and W illiam s, 1978) suggests that a g rea ter  proportion  

o f  impotence may in fa c t  be o f  an organic nature than was previously  

thought.

Due to the widespread notion tha t  the m ajority  o f  impotence was 

psychogenic in o r ig in , treatments tended to be some sort o f psycho­

therapy d irected a t  one or both sexual partners . In reviewing the 

effectiveness of such psychotherapeutic treatm ent, we shall begin with, 

psychoanalysis and psychoanaly tica lly  oriented psychotherapy.

Psychoanalytic Theories

According to Freud [19531, unconscious intrapsychic c o n f l ic ts  

stemming from unresolved oedipal problems are often the root o f  psychi­

c a l ly  based impotence. More s p e c i f ic a l ly ,  during the oedipal period o f



psychosexual development, the young boy desires and wishes to possess
>•

his mother and k i l l  his fa th e r ,  who is the hated r iv a l  fo r  his mother's  

a f fe c t io n s .  G u ilt  and fear  regarding these forbidden wishes give r ise  

to anxiety regarding the fa th e r 's  imagined r e t a l ia t io n .  According to 

the theory, these in fa n t i le  sexual wishes are warded o f f  successfully  

and relegated to the unconscious. Unsuccessful reso lu tion  o f  the 

oedipal c o n f l ic t  resu lts  in the re-emergence of these in fa n t i le  sexual 

wishes and th e i r  accompanying fee lings  o f  g u i l t  and an x ie ty ,  whenever 

sexual excitement is engendered. The resu lt  o f course, is Impotence. 

Psychoanalytic theory points out that these unconscious c o n f l ic ts  must 

be ameliorated by a n a ly t ic  means before potency can be restored.

Kaplan (197*0 notes " th a t  Issue may be taken w ith the psycho­

a n a ly t ic  concept that impotence serves as a defense against the emergence 

of anx iety which resu lts  from the reawakening of oedipal fantas ies  and 

fee l in g s"  (p. 260). She proposes an a l te rn a t iv e  hypothesis in which, 

impotence is not a defense to ward o f f  an x ie ty , but is ra ther a psycho­

logical resu lt  o f anx ie ty , regardless o f  the an x ie ty 's  source. " I t  is 

when the p a t ie n t 's  psychic defenses f a i l  to prevent the emergence o f  

anxiety that e re c t i le .d y s fu n c tio n  occurs." She also questions the 

v a l id i t y  o f psychoanalytic theory regarding Impotence due to the 

r e la t iv e  e f f ic a c y  o f more d i r e c t ,  b r ie f  treatment approaches which do 

not attempt to resolve deep-seated psychic c o n f l ic ts .  I f  psychoanalytic  

theory was correct In i ts  form ulations, such short term treatments should 

not be as e f fe c t iv e  as the more lengthy a n a ly t ic  methods in producing 

a remission of symptoms.
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Cooper (1979) does not believe  that c lass ica l ana lys is  should 

be undertaken fo r  the correction  of impotence. Among his reasons are  

th a t:  (1) i t  is p ro h ib i t iv e  in terms o f  time and money; (2) previous

research indicates that the maximum therapeutic  e f fe c ts  were a tta ined  

w ith in  three to s ix  months of i n i t i a l  treatm ent, w ith l i t t l e  or no 

add it iona l improvement; (3) the requirements o f a n a ly t ic  treatment 

preclude the a c t iv e  p a r t ic ip a t io n  of the female partner, which has been 

shown to be o f c r i t i c a l  value in t re a t in g  impotence (Masters and Johnson, 

1970).

In his review o f  the l i t e r a t u r e ,  Cooper de lineates  several 

authors1 predictions regarding cu re -ra tes  o f  impotence. Freud fe e ls  

confident w ith  respect to recovery in the psych ica lly  im p o te n t. . ."w ith  

perhaps the exception o f cases involving a ty p ic a l ly  masochistic a t t i ­

tude perhaps embedded since infancy" (p. 325). Cooper a t t r ib u te s  a 

f ig u re  o f  76% to Rees fo r  the c u re -ra te  fo r  impotence and c ite s  Gutheil 

as ind icating  that the outlook, fo r  treatment o f impotence is on the 

whole good, w ith the extent o f  improvement being re la ted  to the p a t ie n t 's  

sex d r ive .  Gutheil also maintains, tha t  increased age and an impotence 

of long duration are bad prognostic ind ica to rs . F in a l ly ,  Cooper in te r ­

prets E l l is  as be liev ing  that the prognosis is worsened i f  the impotence 

is associated, with, masochism, fe tish ism , transvestism, and homosexuality, 

because these are thought to have a predominantly co n stitu tio n a l basis.  

With respect to the psychoanalytic v iew point, statements unsupported by 

empirical data regarding the e f f ic a c y  of a n a ly t ic  treatment are common, 

but are fa r  from conclusive.
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Behavioral1y Oriented Therapies

Masters and Johnson's (1964) behavioral ly o riented  treatment 

was an o p t im is t ic  departure from the a n a ly t ic  approaches to the t r e a t ­

ment o f  impotence. Through a follow-up o f  cases over f iv e  years, they 

reported las ting  r e l i e f  fo r  50% of those males who were impotent since 

adolescence and 80% fo r  those who became impotent la te r  in l i f e .  Some 

speculation on the possible reasons fo r  th e i r  success has to include 

the near optimum conditions under which the therapy is app lied . Both 

partners must devote two f u l l  weeks to the intensive sessions, begin­

ning w ith  ind iv idual sessions fo r  each partner w ith a male or female 

co -th e ra p is t ,  progressing to tandem sessions w ith both partners and 

co -th e rap is ts .

Another possible reason fo r  th e i r  success is Masters and 

Johnson's insistence that the couple recognize the problem as mutual 

and have a sincere desire  to improve th e i r  marriage. in other words, 

only those couples expressing genuine motivation and a w illingness to 

work hard to improve th e i r  s i tu a t io n  are accepted fo r  therapy.

Masters and Johnson also employ carefu l pretreatment screening designed 

to e lim ina te  those couples with, coexis ting  psych ia tr ic  problems, and 

accept patien ts  only from bonafide professional sources.

I t  is worth noting that one o f  th e i r  requirements fo r  acceptance 

is a previously unsuccessful therapeutic  a ttem pt, o f  a t  leas t  s ix  months 

duration . Not uncommonly, th is  previously attempted treatment was; 

psychotherapy of one form or another. I t  would seem obvious that  

Masters and Johnson's s tr ing en t pretreatment requirements play a c ruc ia l
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ro le In th e i r  admirable success r a t e . Other symptom-focused couples 

approaches are often based more or less on the Masters and Johnson 

approach (.Lobitz and LoPlccolo, 1972).

Many sex therap is ts  common 1y employ an amalgam o f  treatment 

procedures,• often loosely based on the approach o f Masters and Johnson. 

Kaplan's (197*0 approach rests on the basic premise that anxiety  

occurring a t  the time of intercourse resu lts  in impotence; and the 

o b jec t ive  o f  therapy among other th in g s , is to prevent the anx ie ty 's  

occurrence. To th is  end, "the i n i t i a l  treatment s trategy is to mani­

pulate the sexual system so as to enhance the s tim u lating  fac tors  and 

diminish those which engender anxiety in the p a t ie n t .11 Not unlike the 

approach of Masters and Johnson, Kaplan's treatment genera lly  begins 

w ith a period of e ro t ic  teasing coupled w ith e jacu la to ry  abstinence and 

an emphasis on non-demand, non-intercourse sexual behaviors. When 

e r e c t i le  c a p a b i l i t ie s  are res to red ,- th e  couple is  allowed to gradually  

resume co itus , but only through a ser ies  o f  guided stages, to insure 

that old demand patterns are not reproduced. During the treatm ent, the 

therap is t  (one in Kaplan's program as opposed to two in Masters and 

Johnson's) remains a le r t  to the appearance o f s p e c if ic  factors, which 

serve to impede the p a t ie n t 's  e r e c t i le  response. These factors then 

become the primary focus of the psychotherapeutic treatm ent.

Systematic Desensitization

Due to the notion that psychogenic impotence Is due large ly  to 

anx ie ty , several authors (Friedman, 1968; G a rf ie ld ,  McBrearty and 

D ichter, 1969; Lazarus, 1965; Salzman, 1969;.and Wolpe and Lazarus, 19661
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have argued that systematic desens it iza t io n  was the therapy of choice. 

This was questioned by Cooper (.1968) however.

A study by Kockott, Dittmar and Nusselt (1975) compares the 

e ff ic a c y  of systematic desens it iza t io n  in the treatment o f impotence 

both w ith "routine  therapy" (therapy usually provided by general 

p ra c t i t io n e rs ,  u ro lo g is ts ,  and the l ik e ;  e . g . ,  medication or placebo 

and general adv ice );  and no therapy a t  a l l .  Patients in the behavior 

therapy group received T4 sessions of systematic desenstt iza t io n ; those 

in the routine therapy group received a to ta l  of four sessions with  

p s y ch ia tr is ts  a t  in te rv a ls  of three to f iv e  weeks, who t r ie d  to d u p li ­

cate the routine treatment used in p r iv a te  p ractice ; the patien ts  on 

the w aiting  l i s t  (no treatment group) had to wait 16 weeks on the 

average.

The authors found that when systematic des en s it iza t io n  was used 

alone, only a l im ited  therapeutic  e f fe c t  was e l ic i t e d ,  "A fte r  therapy, 

patien ts  in the behavior therapy group were able to imagine having 

intercourse wi th a woman they had ju s t  met w ith  less aversion and 

anxiety than the p a t ien ts  in the two control groups. No other s i g n i f i ­

cant changes were found."

I t  became clear, to the authors tha t  other factors  in add ition  

to the anxiety were helping to maintain the dysfunction. Such things  

as social anx ie ty , u n re a l is t ic  sexual standards, very l im ited  range o f  

sexual behaviors and an a t t i tu d e  that "sex is d i r ty "  in te rfe re d  with  

the treatment.
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The authors subsequently treated  12 patients  that had shown no 

improvement w ith a m odification  o f  Masters and Johnson's techniques in 

combination w ith sex education. Of the 12 patients  trea ted  in th is  

manner, e ight were cured or improved, three showed no change and one 

patien t  relapsed a f t e r  completion o f  therapy. The authors conclude 

that the resu lts  o f th is  method are superior to the resu lts  o f  system­

a t ic  d esen s it iza t io n  alone, and th e i r  data would seem to lend support 

to Cooper's o r ig in a l  skepticism regarding systematic d es en s it iza t io n .

Although the study by Kockott et a l . (1975) serves to in te r fe re  

with any unmitigated optimism regarding systematic d esens itiza tio n  and 

the treatment o f  impotence, a study by Lazarus (1961) found i t  to be 

an e f fe c t iv e  treatm ent. Using f iv e  subjects, Lazarus administered group 

desens itiza tio n  to two subjects, and in te rp re t iv e  group therapy to the  

remaining three subjects. Both the desens i t i z a t io n  and in te rp re t iv e  

groups were conducted three times a week, fo r  approximately 20 sessions. 

Based on s e l f - re p o r ts ,  both o f  the men in the d esen s it iza t io n  group but 

none of the men in the in te rp re t iv e  group were rated as recovered.

Lazarus concludes that the outcome o f  th is  study serves as evidence fo r  

the value and e f f ic a c y  of systematic d es en s it iza t io n .

Reynolds (1977) has speculated about the possible causes for  

the c o n f l ic t in g  resu lts  o f Lazarus and Kockott et al . Among his c r i t i ­

cisms was the fa c t  that the subjects in the study by Kockott et a l . 

received fewer desens it iza t io n  sessions, than did those treated  by 

Lazarus. This d iffe ren c e  might have reduced the e ffec tiveness  of the 

former treatm ent. Reynolds also agrees w ith  Shusterman (19731 who 

points out that high therapeutic  pressures involved in the group
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experience may have in teracted w ith the s p e c if ic  desens it iza t io n  pro­

cedures to produce Lazarus' high success ra te .  I t  is also worthy to 

note the small sample s ize  in the study conducted by Lazarus. Reynolds 

concludes that the discrepancies in the outcome resu lts  cannot be 

unambiguously resolved, however.

Wolpe ( I 958) and Dengrove (1971) have reported success with the 

use of in vivo desens it iza t io n  treatment o f  e r e c t i le  dysfunction. In 

vivo d esens itiza tio n  d i f f e r s  from systematic d esens itiza tio n  in that  

the progressive presentation o f  the anxiety  provoking s itu a tio n s  occurs 

in the c l ie n t 's  natural environment ra ther than in his imagination.

This type o f  progressive presentation does not. d r a s t ic a l ly  d i f f e r  from 

some o f  the therapeutic  techniques advocated by Masters and Johnson 

(1970) and Kaplan (1974). Lobitz and LoPiccolo (1972) have even sug­

gested that many o f the techniques o f Masters and Johnson are best 

understood using an in vivo desens it iza t io n  model. However, there are  

formal d ifferences between the Masters and Johnson approach and the in 

vivo d esens itiza tio n  treatment model o f  Wolpe and Dengrove, including  

the 14-day intensive format, the dual-sex therapy teams and the couple-  

therapy sessions adopted by the former approach.

Research on treatment outcomes o f  in v ivo  d esens itiza tio n  has 

been lim ited  to s ing le -treatm ent eva luations without control group 

comparisons. Wolpe ( l 958) has reported on the treatment o f seven men 

w ith  in vivo des en s it iza t io n  that u t i l i z e d  assertive  and sexual 

responses as anxiety in h ib ito rs .  Six o f the men were reported as 

"apparently cured" w ith  the remaining indiv idual rated as "much 

improved." However, at least one o f  these men was a c tu a l ly  treated
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for premature e ja c u la t io n  and not e r e c t i le  dysfunction. Dengrove (1971) 

has described three successful cases in which in vivo desens itiza tio n  

was combined w ith  chemotherapy designed to enhance re la x a t io n .  Again, 

the lack of control group comparisons hampers accurate evaluation of the  

e f f ic a c y  o f  in vivo d e s e n s it iza t io n .

Biofeedback

With the advent o f the successful t ra in in g  o f subjects through 

biofeedback in the control of various bodily functions previously con­

sidered to be involuntary such as peripheral surface temperature, 

blood pressure, and brain-wave production, examination o f  i t s  po ten tia l  

fo r  the treatment o f e r e c t i le  dysfunction was imminent. Several studies  

have shown that nonpatient males evidence some control over th e ir  

e r e c t i le  responses (Laws and Rubin, 196-9; Rosen, 1973; Rosen, Shapiro 

and Schwartz, 1975). Using various pen ile  transducers to measure changes 

in pen ile  tumescence in the laboratory , college-age volunteers have been 

able to suppress erections in the presence of e ro t ic  s t im u l i ,  or to 

enhance erections by ins tru c tion  alone (.Laws and Rubin, j 969.1«

Rosen (1973). has demonstrated that when subjects are provided 

with visual biofeedback concerning the degree of th e i r  erec tions , th e i r  

control o f  tumescence improves over that demonstrated sans biofeedback., 

Rosen e t  a l . (1975) a d d it io n a l ly  demonstrated that contingent biofeed­

back is c r i t i c a l , since males provided with visual feedback and mone­

tary  rewards fo r  increases in erections demonstrate g reater f a c i l i t a t i o n  

of erections than do subjects given rewards and non-contingent feedback.



15

Evidence that biofeedback, can f a c i l i t a t e  voluntary control of  

erections in nonpatient subjects would suggest the po ten tia l  u t i l i t y  of  

biofeedback in the treatment o f  e r e c t i le  dysfunction. Unfortunately ,  

research in th is  matter has been lim ited  to only one comparison-group 

study (Csi 1 lag , 1976) and a few s ingle  case - experiments (e .g . , Barlow, 

Agras, Abel, Blanchard and Young, 1975; Herman and Prewett, 1974; Quinn, 

Harbison and M c A llis te r ,  1970). The m a jo r ity  o f these studies have 

dea lt  w ith attempts to increase heterosexual arousal in homosexual sub­

je c ts  rather than to t re a t  e r e c t i le  dysfunction per se, thus fu r th e r  

re s t r ic t in g  g en era liza t io n  o f  th e i r  f ind ings .

Herman and Prewett (1974) have provided some evidence for the 

e f f ic a c y  of contingent biofeedback in the treatment o f  e r e c t i le  dys­

function in a 51 year-o ld  male who had never achieved or maintained an 

erection  in e i th e r  hetero- or homosexual encounters. The authors 

found s ig n if ic a n t  increases in the c l ie n t 's  e r e c t i le  response during 

16 sessions u t i l i z i n g  contingent feedback. E re c t i le  response decreased 

when non-contingent feedback was sub stitu ted , and increased once again 

with the reinstatement o f contingent feedback. These changes in pen ile  

response were p a ra l le le d  by changes in his a b i l i t y  to masturbate to 

orgasm, changes in masturbatory fantasy, and reported changes in homo- 

and heterosexual arousal outside o f the laboratory. The progress was 

s h o rt - l iv e d  due to emotional d i f f i c u l t i e s  encountered by the c l ie n t ,  

however, who subsequently withdrew from p a r t ic ip a t in g  in the sexual 

behavior required by the treatment. Nonetheless, th is  setback did not 

change the authors 1 optimism regarding the use of contingent biofeedback, 

in the treatment o f  e r e c t i le  dysfunction.
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A case study by Quinn e t a l . (1970) and three s ing le -sub ject  

experiments conducted by Barlow et al . (.1975) have not demonstrated 

las t in g  changes in heterosexual arousal d i r e c t ly  a t t r ib u ta b le  to 

biofeedback. I t  should be noted that in these cases, the subjects  

were not su ffe r ing  from e r e c t i le  dysfunction but were seeking treatment 

fo r  th e i r  arousal to homosexual ra ther than heterosexual s itu a t io n s .

Successful treatment o f  e r e c t i le  dysfunction has been reported 

in a comparison-group study by C s ll la g  (.1976) . Csil lag 's  treatment 

group consisted of s ix  subjects who had experienced e r e c t i le  dysfunction  

las ting  from six  months to ten years. Five of these subjects were 

exc lus ive ly  heterosexual, and the remaining subject was b isexu a l.

C s il la g 's  comparison group consisted o f  s ix  volunteers w ith  no h is tory  

of sexual dysfunction. A ll subjects underwent two sessions a day fo r  

a to ta l  o f sixteen sessions, during which time they were Instructed to  

fan tas ize  and to attempt to a t ta in  erec tions under various combinations 

of visual and aud itory  feedback coupled w ith v isua l e ro t ic  s t im u li ,

C s il lag  found that volunteer subjects demonstrated greater  

i n i t i a l  changes in pen ile  d iam eter, but the amount o f  d a i ly  increments 

dropped considerably as treatment progressed. Conversely, the subjects  

with e r e c t i le  dysfunction demonstrated minimal i n i t i a l  diameter changes, 

but th e i r  d a i ly  changes in pen ile  tumescence increased as the experi­

ment progressed. Three o f  the f iv e  heterosexual subjects in the t r e a t ­

ment group achieved s u f f ic ie n t  improvement in th e ir  e re c t i le ,  functioning  

to  complete sexual intercourse. The bisexual treatment subject reported  

s ig n if ic a n t  improvement in his e r e c t i le  functioning in homosexual s i tu a ­

tions  but had not engaged in a heterosexual s itu a t io n  during the
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fo llow-up period. A f i f t h  subject reported improvement which was s t i l l  

vulnerable to minor stresses, and the la s t  subject reported no improve­

ment. C s i l la g 's  results  seem to provide evidence that biofeedback can 

be successfully  u t i l i z e d  in the treatment o f e r e c t i le  dysfunction.

Surgical Treatment o f Impotence 

In add it ion  to the myriad forms o f  psychotherapy and behavior 

therapy c ited  e a r l ie r  in th is  paper is surgical in tervention  in the 

treatment o f e r e c t i le  dysfunction. There e x is t  many types o f  surgical 

treatments, but examination of them a l l  is beyond the scope o f th is  

paper. P r im a r i ly ,  th is  manuscript shall deal with pen ile  prostheses, 

and shall fu r th e r  r e s t r ic t  i ts  focus a t th is  point to two types: the

sem i-r ig id  si 1ia s t ic  rods o f  the Sma11-Carrion  v a r ie ty  and the more 

recently  developed in f la ta b le  pen ile  prosthesis o ffe red  by Scott-  

Brad ley . This decision is based on the fa c t  that most reported  

research has been conducted on these two v a r ie t ie s  of prostheses.

A. Sem i-rig id  prosthesis

Several studies involving the Small-Carrion prosthesis have 

cited  success in terms both of a b i l i t y  to achieve intercourse and 

p atien t s a t is fa c t io n  (Bias, Levere tt,  Parry and Hal v e rs tad t,  1975;

Evins, 1978; Mel man, 1976; Nellans, N a f t e l , S te in , Tansey, Perley,

and Ravera, 1976; Small, 1976, 1978a, 1978b; Small, Carrion and Gordon,

1975).

Small (1978a) has described his prosthesis which consists o f  

two sem i-r ig id  si 1ia s t ic  rods which are inserted into the previously  

d ila te d  corpora cavernosa. He claims that a normal s ta te  o f erection



can be achieved by th is  b i l a t e r a l  intracorporal  implantation, which 

gives adequate length and width to the penis.  He maintains that  

although the prosthesis is f i rm ,  i t  is also f l e x i b l e  enough to be con­

cealed inconspicuously under various types of  undershorts,  in e i th e r  

the "normal11 posit ion or against the abdominal w a l l .  He does not see 

the permanence of  erection as a de tr im ent , and reports -that he has 

received no postoperative complaints about th is  phenomenon. He c i tes  

various other authors who have reported exce l lent  results  with the use 

of  the Small-Carrion device as fu r th e r  evidence fo r  his claims.

In one report ,  Small (1978b) c i te s  data on 160 cases and sub­

mits a review of  the l i t e r a t u r e .  He describes various methods which 

he believes are useful in determining those pat ients  who w i l l  benef i t  

from the use of  his prothesis and the s ize  of  the prosthesis needed.

He also provides some suggestions on how to handle problems or compli­

cations that may occur during or a f t e r  the operation, and the a n t i b io t i c  

program that  is recommended.

Mel man (1976) has described the treatment o f  1,3 pat ients  who 

were successfully implanted w ith  Small-Carrion devices. He advocates 

insert ion through a penile  incis ion as opposed, to per ineal incision  

in most cases because o f  the surgical control and decreased chance of  

in fect ion afforded by the former.

Nellans et  al , (1976) report on t h e i r  experience with. 23 

pat ients  implanted with  the Small-Carrion penile  prosthesis.  They 

describe the surgical technique involved and some postoperative resu l ts .  

The major complication encountered was in fec t ion .  However, a l l  of  the-ir
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pat ients  were able to accomplish intercourse without s ig n i f ic a n t  d i f f i ­

culty.,  They c i t e  proper pa t ien t  select ion and the a t t i t u d e  o f  the 

sexual partner  as major factors in the u l t imate  success or f a i l u r e  of  

the procedure.

Bias et a 1. (1975) discuss t h e i r  surgical experience with 31 

s i l i a s t i c  prostheses In 28 pa t ien ts ,  with success in a l l  but two cases. 

Surgical technique, postoperative complications, indicat ions for  the 

procedure, and the resul ts  are discussed. The authors suggest that  

consideration be given to using an implantable penile  prosthesis in 

organ ica l ly  or psychogenically impotent pat ients who are unresponsive 

to Other forms of  therapy.

Small (1976) and Small, Carrion and Gordon (1975) c i t e  fu r the r  

resul ts  from implants in 75 and 31 pat ients respect ive ly .  In both 

studies exce l lent  resul ts  are reported and few /complications are c i ted  

( i . e . ,  temporary ur inary r e te n t io n , t ra n s u re th ra l ly  extruded prostheses 

which did not necessi tate the removal o f  the remaining prosthesis,  and 

super f ic ia l  wound i n fe c t io n s ) .

Kramer, Anderson, Bredael and Paul son (1979) have examined the  

complications involved with  7 6 .pat ients who received Small-Carrion  

devices, and found 20 pat ients with postoperative complications. Seven 

of these 20 lost one or both prostheses e i th e r  by spontaneous extrusion  

or surgical removal. Other complications l is te d  were: superf ic ia l

wound in fe c t ion -  5 pat ients;  unrethral erosion-  3 pa t ients ;  inappropriate  

s i z e , . f lex ion  deformity- 3 p a t i e n t s ; prolonged pain- 2 pa t ients ;  post­

operative hypoglycemia- 2 pat ients;  acute urinary re ten t io n -  2 p a t i e n t s ; 

ate lec tas is  and feve r -  2 p a t ie n ts ; and deep wound in fe c t io n -  1 p a t ien t .
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The authors discuss management s t ra teg ies  fo r  each of  the l i s t e d  compli­

cat ions, and generally  support the use o f  the Small-Carrion pen ile  

prosthesis when indicated in the treatment o f  e r e c t i l e  dysfunction.

Kelami (1977) maintains that  impotence is best treated surg i ­

c a l ly  with the Small-Carrion device through an infrapubic approach, 

and recommends that  psychoanalysis or other forms of  therapy always 

accompany the surgical approach.

B. In f l a t a b le  prosthesis

Several authors have discussed the u t i l i z a t i o n  of  the in f l a t a b le  

penile  prosthesis in the treatment of  impotence.(Brown, 1978; Fallon,  

Milleman and Culp, 1978; Fur low, 1976, 1978a, 1978b, 1978c, 1979;

Kothar i , Timm, Frohrib and Bradley, 1972; Montague, Hewitt  and Stewart , 

1979; Renshaw, 1979; Scott,  Bradley and Timm, 1973; Scott ,  Byrd, Karacan, 

Olsson, Beutler and A t t i a ,  1979)*

Scott et  a l . (1979) have reported on f iv e  years o f  c l in ic a l  

experience with the i n f l a t a b le  prosthesis among 245 men, 235 of  which, 

were organ ica l ly  impotent and 10 o f  whom were psychogenically impotent.

Of these, 234 were able to use the dev ice . to  th e i r  s a t is fa c t io n  and no 

fa i lu re s  occurred in the 152 cases treated in 1976 and 1977• The 

authors a t t r i b u t e  t h e i r  success in part  to the careful  se lect ion of  

pat ients by a team consisting o f :  a u ro log is t ,  a sleep researcher, a

psychologist,  and a p sy ch ia t r is t ;  each o f  whom evalute  the pat ient  

independently. The authors a d d i t io n a l ly  suggest that  impotence may be 

more common than generally  believed and that  organ ica l ly  based impotence 

may account fo r  a greater  proportion o f  the cases than formerly thought.
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and claims that  funct ional  success w ith  the implantation of in f l a t a b le  

prostheses can be ant ic ipated  in 90 to 95% of  the pa t ien ts .  He 

del ineates both pretreatment screening procedures and surgical technique 

as well as postoperative complications, which he divides into pathologic  

and mechanical categories.  The former category includes in fect ion  o f  

the prosthesis,  scrotal  hemotoma and scrotal  erosion; whi le  the l a t t e r  

includes such things as kinking o f  the tubing,  f a i l u r e  to in f l a t e  

properly,  loss of  f l u i d ,  and inadequate f l u i d  volume. Furlow maintains 

that  such complications occur w ith  r e l a t i v e l y  low frequency and observes 

that  there have been no reported operat ive  or postoperative deaths 

associated with the implantation of  more than 6,000 devices. Hence, 

Furlow believes implantation o f  the i n f l a t a b le  penile  prosthesis to be 

a highly acceptable method of  t re a t in g  organic impotence.

In another paper, Furlow (.1978a). has described the use o f  a 

device which s i g n i f i c a n t l y  s im p l i f ie s  the insert ion of  the in f l a t a b le  

prosthesis into the corpus cavernqsum. The use o f  the device assures 

accurate posit ion ing w ith in  the corpora, with  a minimum o f  device mani­

pulat ion and t issue trauma and which minimizes postoperative complica­

t ions.

In an e a r l i e r  study, Furlow (1978b) had ci ted h is  experiences, 

wi.th 63 o rgan ica l ly  impotent men implanted with the i n f l a t a b l e  prosthesis  

Again, overa l l  funct ional  success was between 90. and 95%. His exper i ­

ence indicates that  as many as 25% of  implant pat ients  may require a 

second surgical procedure to correct a mechanical problem (which has 

presumably been reduced as the device has undergone fu r th e r  development)
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He reports that among his sample of  p a t ien ts ,  partner acceptance of
\

the device has been e xc e l len t .  These results  confirmed those obtained 

by the same author e a r l i e r  (. Fur low , 1976).

Fur low has also discussed the use of  the i n f l a t a b le  prosthesis  

in males with Peyronie's disease (.1978c) . He recommends the in f l a t a b le  

prothesis to pat ients with a mild degree of  Peyronie's disease because 

of  the degree of  control over the amount of  in f l a t io n  i t  provides. He 

maintains, however, that  o v e r - i n f 1 at  ion in such cases results  in 

exaggerated curvature o f  the penis.

Malloy and Voneschenbach (1977) have reported results  of 39 men 

with e r e c t i l e  impotence implanted with, the I ,P .P .  The pat ients  were 

followed from s ix  months to two years. T h i r t y - f i v e  pat ients  (90%) 

expressed s a t is fa c t io n  with, the appearance, and performance of the 

prosthesis.  Major complications developed in 23% of the pat ients ,  

requir ing 12 addit ional  operat ions.  The authors stress the need for  

fu r the r  long term study of  the i n f l a t a b le  prosthesis before i t  can be 

t ru ly  compared to other surgical prostheses.

Comparison of the Semi-rigid Device 
with the In f la ta b le  Prosthesis

Smith, Lange and Fraley U 979) have published a comparison of  : 

the Small-Carrion and Scott-Bradley devices in a study involving 45 

subjects.  . Of these, 28 received the Small-Carrion device and 17 re? 

ceived the i n f l a t a b le  prosthesis of  Scott-Bradley.  Almost a l l  pat ients  

were s a t is f ie d  with the results regardless of  the type o f  prosthesis.

All  but two of the pat ients in the study f e l t  more v i r i l e  and reported 

greater  s e l f  esteem a f t e r  the operation.  However, two pat ients  were
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markedly depressed and attempted suicide a f t e r  the procedure. One o f  

these had severe diabetes and is now using the Small-Carrion device,  

but the other pa t ien t  implanted with the i n f l a t a b le  prosthesis w i l l  

not i n f l a t e  i t  despite  intensive psychotherapy.

The authors observe that i t  takes an average o f  30 minutes 

more to in s e r t ' th e  Scott-Bradley device than i t  does to insert  the 

Small-Carrion device. They maintain that  the Small-Carrion device 

also presents considerably fewer mechanical problems than the Scott-  

Bradley device. In t h e i r  study, moreover, 15 pat ients  (54%) with  

the Sma11-Carr ion device were not completely impotent p r io r  to the 

operation and continued to have a super imposed erec t ion ,  which became 

th icker  and f irmer  during sexual Intercourse.  By c o n t r a s t , the Scott-  

Bradley prosthesis implanted in 10 non-completely impotent men, produced 

no s ig n i f ic a n t  enhancement of  the size or thickness o f  the pen is when 

erec t .  The authors claim that  these f ind ings are s u f f ic i e n t  to recommend 

the choice of  the Small-Carrion device fo r  those pat ients  who are not 

completely impotent.

Fourteen percent o f  the authors'  sample complained of  embarrass­

ment with the Small-Carrion device, most o f  whom were younger men 

involved in a t h l e t i c  a c t i v i t i e s .

Hence, the authors conclude that since the s i m i l a r i t i e s  between 

the two devices fa r  outnumber the d i f ferences,  the pat ien t  should be 

advised o f  the merits of  both devices and allowed to select  his 

preference. The authors do suggest, however, that younger pat ients  who 

p a r t ic ip a te  in a t h l e t i c  a c t i v i t i e s  might best be advised to obtain the 

Scott-Bradley device. Likewise, they recommend that the Scott-Bradley
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deyice be used in pat ients who are l i k e ly  to undergo repeated cysto­

scopies, such as pat ients with a renal t ransplant .  On the other hand, 

those with Peyronie's disease and paraplegics in wheelchairs who have 

condom-catheter drainage are advised to obtain the Small-Carrion device.

Compli cations

As. may be seen from the previous study, while a higher percent­

age of men regain potency with surgery than through psychotherapy, 

implantation of  penile  prostheses are not without r is k .  No such nega­

t iv e  e f fe c ts  are a t t r ib u te d  to sex therapy. In addit ion to mechanical 

and physical complications, there may be psychological trauma involved 

in the operation.  .

Stewart and Gerson (1976) have noted a case in which a paraple­

gic was l e f t  by his w ife  w ith in  72 hours of  his return home with an 

i n f l a t a b le  pen i le  prosthesis.. Even though both pat ient  and wife  under­

went psych ia tr ic  evaluation p r io r  to surgery, the impact o f  a penile  

prosthesis proved devastating to th is  marriage. In the post-operat ive  

in terv iew, i t  was discovered that the w ife  f e l t  that the prosthesis 

diminished her psychosexual importance to her husband. She f e l t  less 

involved and less important to her husband than she had before the 

prosthesis.

This case according to the authors, should serve as a warning 

to physicians and pat ients who are considering th is  procedure within  

the context o f  a s tab le  p o s t - in ju ry  mar ita l  re la t ionsh ip .  The authors 

point out that  among some couples, the quest for  a prosthesis may 

s ign i fy  over- ident  i f i c a t  ion with "a cu l tu ra l  value system which places
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than an ins ight fu l  pursuit  of  a r e a l i s t i c  improvement in the communica­

t ion w ith in  t h e i r  marr iage.11 Extensive empirical invest igat ion into 

the issue o f  marita l  discord and d issa t is fa c t io n  subsequent to the 

surgical correction o f  impotence is lacking.

Beutler ,  Scott and Kara can (.1976) also report on several psycho­

logical  complications that were encountered fol lowing the implantations  

of  i n f l a t a b le  prostheses. One pat ient  underwent a technical ly ,  success­

ful implantat ion,  yet subsequently refused to learn how to correc t ly  

operate the device, despite superior In te l le c tu a l  a b i l i t i e s .  This 

observation suggests that some pat ients  may have substant ia l  psycho­

logical  needs fo r  maintaining t h e i r  impotence. Although his overa ll  

condit ion made him a candidate for  implantat ion,  the resul ts  presented 

underscore the need fo r  psychotherapeutic fol low-up during the recovery 

and adjustment per iod .

Another rec ip ient  who presented borderl ine psychological ad ju s t ­

ment p r io r  to surgery, experienced a fu l l -b low n psychotic reaction,  

complete with  somatic-sexual delusions, exh ib i t ion  o f  his new-found 

e r e c t i l e  capacity in. the hospital  g i f t  shop, and the expression of many 

inappropriate h o s t i le  and sexual advances, toward the nursing and surg i ­

cal s t a f f .  This incident c le a r ly  suggests that persons with  borderl ine  

personal ity  adjustment may be inappropriate candidates fo r  implantation  

unt i l  t h e i r  psychological co n f l ic ts  are resolved.

A certa in  degree o f  inexperience on the part of the authors 

accounted fo r  the errors in judgment c i ted  above, but the cases serve 

to emphasize the need fo r  careful psychological evaluation o f  the
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candidates for  surgery and post-surgical fol low-up fo r  rec ip ien ts ,  as 

well  as the possible psychological complications which can ensue.

Partner Perception

There is a paucity o f  l i t e r a t u r e  concerning the reactions of  

wives or sexual partners of men receiving penile  prostheses. A study 

by Binkhorst- Kramarsky (.1978). examines the perceptions of  31 female 

partners of  penile  prosthesis rec ip ien ts .  Preoperative interviews 

revealed concerns such as: feared vaginal in jury  (47%); par tner 's

fear  of  i n f i d e l i t y  (55%); concern over operative r is k  (54%); concern 

over continued d e s i r a b i l i t y  (45%); concern about t h e i r  a b i l i t y  to " tu rn ­

on" t h e i r  male partners and subsequent feared loss of  s e l f  image (35%). 

Less than h a l f  (42%) of  the women reported that  the couple was t o t a l l y  

s a t is f ie d  with the results  o f  the opera t ion , in f a c t ,  four women who 

were sexual ly ac t ive  with t h e i r  partners: postoperativeTy, were unaware 

that implant surgery had been performed un t i l  B in kho r s t - Krama r sky1s 

study.

Among the postoperative problems reported by the women were: 

i n i t i a l  dyspareunfa (17%); refusal to touch penis (23%).; par tner 's  

hypersexuality (.17%); feared harming o f  the penis (26%); continued 

dyspareunfa (.10%); penis too s h o r t / f l e x i b l e  (25%).

Binkhorst-Kramarsky points out the need fo r  assessing the c u l ­

tura l  background and the sexual v e r s a t i l i t y  of  the couple,  in addit ion  

to the need for  the mutual acceptance o f  the a l te red  s ta te .  The. impact 

of  restored sexual i ty  may require renewed sexual explorat ion and the
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development of new techniques which w i l l  help prevent postoperative  

sexual dysfunction.

In a paper by Beutler (.1979), data col lected from 78 pat ient  

cohorts v ia  quest ionnaire  mailings revealed that only about four percent  

were unhappy and had regrets about the surgery, which is comparable 

to a s ix  percent f igu re  reported by Binkhorst-Kramarsky. Beutler found 

a smaller number of  pat ients  who were unaware o f  the surgery before the 

study than Bi nkhorst-Kramarsky; and SO.% o f  B eut le r 's  subjects reported 

happiness and s a t is fa c t io n .  Few of  the wives in his study complained 

about post-surgical reduction in pen is s i z e ,  contrary to the larger  

percentage o f  wives who expressed d issa t is fa c t io n  regarding th is  in 

Bi nkhorst-Kramarsky1s study.

Psychological concerns expressed by subjects in th is  study 

included the knowledge that  the erection was a r t i f i c i a l , s e l f -  

consciousness, and reluctance. None of  the partners in Beu t le r 's  study 

expressed depression as a re s u l t ,  and his  questionnaire f a i l e d  to assess 

the woman's sexual funct ioning.

Five wives in B e u t le r 1 s: study were personally interviewed, and 

only one of these f i v e  expressed concern about her husband's f i d e l i t y .  

This l a t t e r  wpman was also unaware of  the surgery u n t i l  months a f t e r ­

ward. Two others knew of  t h e i r  husbands' exp lo i ts  and made no attempt  

to in te r fe r e ;  one o f  these women even shared her husband with over 20 

other women who were reported!y sexually  d is s a t is f ie d  before that  

encounter.



The Need for  Accurate D i f f e r e n t ia t io n  
between Psychologica1 .and Organic Et io logies

Progress in the study of nocturnal penile  tumescence (MPT) by 

Karacan, Sal is and Wil liams (.1978) has aided in the successful d i f f e r e n ­

t i a l  diagnosis of types o f  impotence. Beut ler ,  Ware and Karacan (1978) 

have advocated painstaking measures such as NPT monitoring over a period  

of  three consecutive nights, and a comprehensive psychological assess­

ment be undertaken before a pa t ien t  is c la s s i f ie d  e i th e r  as o rgan ica l ly  

or psychogeni.ca 11 y impotent. They also advocate and in s is t  upon a 

careful screening of  each implant candidate conducted by a c l in ic a l  

team p r io r  to the acceptance o f  the candidate for  surgery.

In the study by Fur low (1979),  pat ien t -pa r tner  acceptance of

the prosthesis was reported to be exc e l len t .  However, i t  must be pointed

out that  in his study, Furlow re l ied  on the p a t ie n t 's  h is to ry ,  MMPI 

p r o f i l e ,  psychologic consultat ion and discussion with the pat ient  and 

his spouse ( i f  marr ied) ,  or in some instances with his. f iancee in order

to d is t ingu ish  the organ ica l ly  from psychogenically impotent. These

methods alone may be unre l iab le  in the absence o f  NPT monitoring in the 

determination o f  organic Impotence. Furlow did not s p e c i f i c a l ly  attempt  

to compare psychogenically and organ ica l ly  impotent males, but he did 

del ineate  22 o f  the 175 pat ients as being psychogenically impotent; 

while 140 pat ients were distinguished as organ ica l ly  impotent.

I t  is of  paramount importance to ascerta in  as f u l l y  as possible  

the e r e c t i l e  c a p a b i l i t i e s  o f  any implant candidate.  The most impotent 

male (by h istory)  may surpr is ing ly  demonstrate considerable nocturnal  

tumescence, of  which nei ther  he nor his partner  is aware. Fai lure  to



detect such c a p a b i l i t i e s  may lead to an incorrect  diagnostic  conclusion 

of  organic impotence. Such diagnostic  errors  may undermine any attempt  

to accurately  compare the. e f fec ts  of  a penile  implant in those males 

who are organ ica l ly  impotent with  those who are psychogenically impo­

ten t .



CHAPTER 3

METHOD

Subjects.

The men used in th is  study were selected from a  population that  

had v o lu n ta r i ly  sought and received implantation o f  the in f l a t a b le  

penile  prosthesis at  St. Lukes Hospital  and Bay1or College of  Medicine 

in Houston, Texas:. Al l  o f  these men had undergone psychological and 

physical evaluations to determine both the pathogenesis o f  t h e i r  impo­

tence and t h e i r  s u i t a b i l i t y  for  imp Tan ta t  i on x p r to r to the surgery.  

Impotence was d e f in ed . fo r  th is  study, as f a i l u r e  to i n i t i a t e  s u f f ic ie n t  

erection for  sexual penetrat ion on at  least  50% of  sexual encounters 

over at  least a one year period. In point of  fact  most of  our subjects  

had been impotent for  several years p r io r  to th e i r  being accepted fo r  

correc t ive  surgery.

Part o f  the evaluation included three consecutive nights of  

nocturnal pen i le  tumescence (NPTl monitoring conducted in the Baylor 

Sleep Disorders Center.  Karacan et  a l , (1978) have described in 

de ta i l  the use o f  NPT monitoring in the d i f f e r e n t i a l  diagnosis of  

organic and psychogenic impotence and have supplied v a l N a t i o n a l  data 

on t h e i r  c r i t e r i a .  Following t h e i r  descr ip t ion ,  MPT monitoring included 

assessment of  penile  circumference change, which was monitored by two 

m ercury - f i l led  s t ra in  guages placed at  the t ip  and base of  the penis 

respect ive ly .  According to Karacan e t  a l .  0  978),  NPT in normal men is.

30
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character ized by greater  circumference change at  the penis base than 

at  the t ip  during a f u l l  e r e c t io n . Unusually small changes a t  e i th e r  

location indicates e i th e r  anatomical abnormalit ies or disease pro­

cesses ( e .g . ,P e y r o n ie 's  disease) that  contr ibute to impotence. The 

f i r s t  night o f  monitoring allowed the pat ien t  to become accustomed 

to the new surroundings (the sleep lab) ;  the second night provided the 

basic data of  NPT patterns;  and the th i rd  night was u t i l i z e d  to perform 

a series of  special  evaluations wherein the pat ient  was awakened at  

least once during a maximal NPT episode fo r  a t u r g id i t y  challenge.

On that  n ight ,  a f t e r  the pat ient  had been f u l l y  awakened, the examiner 

photographed the p a t ie n t 's  erect penis , and asked the pat ien t  to e s t i ­

mate the degree of  his erection on a scale from 0-100%, The examiner 

also made an independent estimate o f  the p a t ie n t 's  erect ion  with  

reference to the appearance of  a f u l l y  erect  penis.  The. p a t ie n t 's  penis 

was then tested for  i ts  buckling pressure, measured in mm of  Hg. This  

was done to assess the presence of s u f f ic ie n t  t u r g id i t y  that  success in 

vaginal penetration could be an t ic ip a te d .  Karacan et a l . (19771 have 

defined patterns that  character ize  normal NPT through t h e i r  experience 

with  more than 200.0 healthy men and boys, This al lows the comparison 

of  a p a t ie n t 's  degree o f  circumference changes, duration and number 

o f  nocturnal erections,  and turgid i t y  w i th  normative NPT c r i t e r i a .

By combining resu l ts  from the foregoing procedures w i th  a 

thorough physical and urological examination, 22 men w i th  a diagnosis 

of  organic impotence secondary to Peyronie's disease were selected for  

th is  study. Peyronie's disease is a h y a i in iza t ion  o f  the e la s t ic
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connective t issue of  the truntca albuginea o f  the. corpus cavernosum 

with in  the penis.  This condition results  in the formation of  

in e la s t ic  plaques, towards which the pen is tends to curve upon erect ion .  

Erection is often painful in th is  condit ion, and surgery to remove the 

plaques commonly results  in loss of  e r e c t i l e  capacity .  Al l  of  the 

current subjects complained of  impotence, f a i l e d  to demonstrate normal 

levels  o f  NPT while  being monitored, and had the presence of  penile  

plaques previously confirmed by urological  examination p r io r  to 

implantation.

The other h a l f  o f  our sample. (.N = 22) were diagnosed, pr io r  to 

implantat ion,  as psychogenteally impotent by s im i la r  procedures, having 

evidenced no organic basis fo r  e r e c t i l e  dysfunction on medical and 

urological  exam, and having demonstrated NPT levels that  f e l l  with in  

normal l im i ts .  Al l  NPT leve ls  were determined in the same way as 

indicated e a r l i e r .  In three nights of  study a t  the Baylor College o f  

Medicine Sleep Disorders Center,

For our organic [Peyronie 's)  group, the pre-surgical  c r i t e r i a  

for  inclusion were: (.1) c l in ic a l  diagnosis o f  Peyronie's disease based

on urological study and the presence o f  penile  plaque; (2) i n a b i l i t y  to 

achieve erection su i tab le  to f a c i l i t a t e  sexual intercourse 5Q% of  the 

time; (3) demonstration o f  abnormally diminished NPT, We ruled out 

those w i th  other organic symptoms resul t ing  in e r e c t i l e  dysfunction 

such as diabetes with peripheral neuropathy, lower motor neuron lesions,  

spinal in ju r ie s ,  peripheral vascular disease, and pa t ien ts  who have 

had in t  rappel v ie  operations.  We also excluded those w i th  a d iagnosab.1 e
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af fect ive ,  or thought disorder which would make the pat ien t  at  r isk  for  

post-surgical psychological decompensation. Al l  pat ients were indepen­

dently evaluated.by a uro log is t  and a p sych ia t r is t  in order to establ ish

compliance with these l a t t e r  c r i t e r i a .

The pre-surg i cal inclusion c r i t e r i a  fo r  psychogen l e a l l y  impotent 

subjects consisted o f :  (.1) no evidence of  organic symptomology which,

would cause e r e c t i l e  dysfunction was discovered through, urologic and 

neurologic examination ( e . g . , peripheral neuropathy associated with  

diabetes, peripheral vasculgr disease, spinal in ju r ie s  or lower motor 

neuron les ions) ;  (2). evidence o f  normal NPT; (.3) an unsuccessful, pre­

vious attempt to restore e r e c t i l e  capaci ty ( i . e . ,  sex. therapy, psycho­

therapy; (4) c l in ic a l  and empirical evidence of  a nonpsychotic 

psychological disturbance judged b l in d ly  by a p sy ch ia t r is t  and a 

psychologist to be s u f f ic i e n t  to account fo r  the impotence, and a judg­

ment by both of  these l a t t e r  c l in ic ia n s  that  th is  condit ion was i n t r a c t ­

able to sex therapy. As with, the organic group, we excluded those with, 

an a f f e c t i v e  or  thought disorder that  might make the pat ien t  at r i s k  

for  post-surgical psychological decompensation. Al l  were judged to be 

in t rac tab le  to conventional psychological in tervent ion and to possess 

stable defenses and social  support systems.

Pretests

All  of  the men in our sample (_N = 44) had taken, as part of  

th e i r  presurglcal psychological evaluation a number of  paper-and-penci1 

tes ts ,  including the MMPI (Dahlstrom and Welsh, 1960) and in some cases, 

a test  of interpersonal needs, the FIRO-B (Schutz, 1958)•.
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The MMPI is a s e l f - r e p o r t ,  T-F questionnaire consisting of  566 

statements dealing with  observable behavior, fee l ing s ,  general social  

a t t i tudes  and pathological symptoms. I t  is a general tes t  of  psycho­

pathology, and provides insight  into the subject 's  s ty les of  personal ity  

defenses, nature o f  mental performance, degree of  body preoccupation and 

cha ra c te r is t ics  of  a f f e c t .  Both the v a l i d i t y  and r e l i a b i l i t y  of  the 

MMPI have been previously demonstrated (Dahlstrom and Welsh, 1960) and 

i ts  c l in ic a l  u t i l i t y  is widely recognized.

The FIRO-B consists o f  54 s e l f - r e p o r t  items to which a subject  

responds along a six point scale o f  agreement, When completed by both 

partners in a re la t ions h ip ,  th is  te s t  al lows for  the assessment of  

interpersonal behaviors (e .g .  , desi re to control others, desire  to be 

contro l led;  desire to express a f f e c t io n ,  degree of  a f fe c t io n  desired;  

desire to include others,  and desire  fo r  inclusion] and may suggest 

areas of  incom pat ib i l i ty ,  Schutz (J958). has substantiated the v a l i d i t y  

and r e l i a b i l i t y  of  th is  Instrument.

Posttests

For the purposes of  our study, the MMPI and F1R0-B. were used in 

the fol low-up assessment. This decision was made on the basis of :

(.1) t h e i r  inclusion in the pretest  assessment; (2) t h e i r  p a r t ic u la r  

relevance to the hypotheses set fo r th  in th is  study (measurement of  

general psychopathology and interpersonal dimensions); and (3) th e i r  

potent ia l  u t i l i t y  in evaluat ing,  impotent men as suggested by Beutler  

et  a l ,  (1975, 1978).
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Two addit ional  instruments were created s p e c i f i c a l ly  for  and 

u t i l i z e d  in the current study. The Male Questionnaire consisted of  32 

items covering topics such as: complications with the prosthesis;

comparison of  the implant assisted erections Both to pre-morbi'd and 

normal erections;  s a t is fa c t io n  w i th  various aspects of  the prosthet ic  

device; frequency of  intercourse and o th e r  types of  sexual behaviors;  

f i d e l i t y  to current sexual partner ;  adequacy o f .p re -s u rg ic a l  prepara­

t ion ;  e f fe c t  on re la t ionsh ip  with sexual partner; and degree of  

mutual ity  in the decision to obtain the prosthes is , We also included 

a place fo r  subjects to report thei r general impress ions and suggestions.  

The major ity  o f  questions required a response along a f i v e  point seman­

t i c  d i f f e r e n t i a l  type o f  sca le,  with  the addit ional  responses, r,not 

appl icable"  or "other" ,  provided where appropria te .

The Partner Questionnaire consisted of  26 items, many'of which 

were s im i la r  to those included in the Male Questionnaire.  Items unique 

to the Partner Questionnaire Included topics such as: changes in f e e l ­

ings about the rec ip ien t ;  changes in the duration o f  sexual play;  

e f fe c t  o f  the device on the par tner 's  fee l ings o f  sexual importance and 

d e s i r a b i l i t y ;  and the prosthesis'  e f fe c t  on orgasmic a b i l i t y .  Responses 

to the Partner Questionnaire were also to be: made in terms of  a ser ies  

of  f i v e  point semantic d i f f e r e n t i a l  type scales. Questions that were 

recapitu lated in both questionnaires were worded as id e n t ic a l l y  as 

possible to f a c i l i t a t e  the comparison of p a t ien t -pa r tne r  reactions to 

the prosthes is .
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The questions included in these instruments were based predom­

inant ly  on t h e i r  f a c e - v a l id i t y .  Most were selected in order to be 

s im i la r  to those used in invest igat ions by Binkhorst-Kramarsky (1978) 

and Beutler (1979) in the hope that we might obtain comparable resu l ts .  

Appendix A contains copies of  the Male and Partner Questionnaires.

Procedure

We f i r s t  contacted Dr. F. B. S c o t t , the implanting surgeon, for  

the names o f  prosthesis rec ip ients  who had been e i th e r  psychogeriical ly 

impotent, or had impotence a t t r i b u t a b l e  to Peyronie's disease. Upon 

receipt  of  an i n i t i a l  l i s t  of  potent ia l  subjects (N = 54 ) ,  Dr. Scott  

sent a l e t t e r  to each of  these men in which he introduced the pro jec t ,  

id e n t i f ie d  the author as part  of  h is  research group and asked for  th e i r  

cooperation. This contact was fol lowed by a phone ca l l  from this  

author in which a b r i e f  descript ion of  the study was presented to each 

pat ient  and permission was requested to send mater ia ls  fo r  both the 

male and his sexual partner .  Upon an a f f i r m a t iv e  response (_N = bk \ , 

envelopes containing a Male and Partner Packet, as well  as a consent 

form were sent by registered mai l .  Ten men from th is  i n i t i a l  group 

declined to p a r t ic ip a te  in the study.

The Male Packet consisted of  a Male Questionnaire,  an MMPI book­

le t  and answer sheet , a FIRO-B quest ionnaire ,  and the consent form.

The Partner Packet consisted of  a FIRO-B questionnaire and a Partner  

Questionnaire,  Successful de l ivery  o f  the mater ia ls  occurred in only 

32 cases. The remaining envelopes: were returned unopened or undel i v e r -  

able.  Only 11 of  these 32 men.(34.4%% returned completed packets w ith in
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a period of  two months. Due to th is  low response ra te ,  as many of  the 

"noncompleters" were contacted by phone as possible.  They were asked 

i f  they had received the packets, and i f  they intended to complete the 

forms. This contact was made with  a concern for  avoiding coercion of  

any kind, yet i t  was also made with an attempt to convey the importance

of the pa t ien ts '  cooperation and p a r t ic ip a t io n  to th is  study. F i fteen

of  the 21 "noncompleters" were contacted in th is  manner. The remaining 

men could not be reached. This contact proved. to be unproductive,

however. Due to th is  low i n i t i a l  response ra te ,  an addit ional  l i s t  of

21 pat ients who had been implanted w ith in  the las t  two years was 

obtained from Dr. S c o t t . They were contacted in the same manner as 

described previously.  Only 12 o f  these men agreed to p a r t ic ip a te  in 

the study. This group responded with, less delay than the f i r s t ,  and 

six  (.50%) pat ients completed and returned t h e i r  packets.  All  of  these 

p at ien ts '  partners returned completed da ta , whi le  only s ix  partners, 

of  the 11 completers (5^.5%) in the f i r s t  group returned completed 

packets.

The to ta l  number of males who: (.1) agreed to p a r t ic ip a te  in

our study; (2) received mater ia ls ;  and (.3) for  whom pretest  data existed  

equalled 44 (32 from the f i r s t  group and 12 from the second group) .

Only 17 of  our to ta l  sample of  44 males (38.6%) returned t h e i r  completed 

MMP1, FIRO-B, and Male Questionnaire forms. Assuming that  each male 

had a sexual partner to whom he could de l ive r  the partner  mater ia ls ,  a 

potent ia l  sample size of  44 was ava i la b le  fo r  the partners as w e l l .

Only 12 of  the partners (27.3%) responded by separately returning t h e i r



c o m p l e te d  FIRO-B and P a r t n e r  Q u e s t i o n n a i r e  f o r m s „ T h u s , t h e  t o t a l  

r e sp o n se  r a t e s  f o r  t h e  p a r t n e r s  and p a t i e n t s  f e l l  s h o r t  o f  t h e  50% 

resp o n se  r a t e  f o r  w h ic h  we had i n i t i a l l y  h o p e d .

Due t o  t i m e  c o n s t r a i n t s ,  i t  was d e c i d e d  t h a t  t h e  s tu d y  would he 

based on t h e  l i m i t e d  sample  s i z e  t h a t  was a v a i l a b l e .  T h i s  was done  

w i t h  t h e  knowledge  t h a t  such a r e s t r i c t e d  sam ple  s i z e  w ou ld  s e v e r e l y  

l i m i t  o u r  a n a l y s e s  o f  t h e  d a t a  and v a l i d  g e n e r a l i z a t i o n s ,  A sm al l  

number o f  s u b j e c t s  n o t  o n l y  l i m i t s  t h e  l a t i t u d e  o f  s t a t i s t i c a l  m a n i p u l a ­

t i o n s  one may e m p lo y ,  b u t  r e s t r i c t s  t h e  g e n e r a l i z a t i o n s  t h a t  may be 

drawn f r o m  t h e  d a t a .  The power o f  t h e  s t a t i s t i c a l  t e s t s  employed t o  

d i s c o v e r  s i g n i f i c a n t  d i f f e r e n c e s  be tween  gro ups  i s  d i m i n i s h e d  w i t h  

s m a l l  s a m p le s ,  and o u r  i n t e r p r e t a t i o n s  o f  t h e  r e s u l t s  w e r e  f o r m u l a t e d  

w i t h  t h i s  in  m i n d .



CHAPTER 4

RESULTS

Analysis o f  the data was conducted in four steps. The f i r s t  

step consisted of  a v a l N a t i o n a l  check designed to compare those males 

fo r  whom pre- and posttest  data existed (completers) with, those men 

fo r  whom only pretest  data was a v a i la b le  (noncompleters). The second 

step represented a d i f f e r e n t i a l  eva luation o f  organic and psychogenic 

pat ien ts .  These f i r s t  two steps were based on pretest  data alone.

The th i rd  step evaluated changes fol lowing surgery, and the fourth  

step examined the e f fe c ts  on sexual par tners.  These l a t t e r  two steps 

uti  l ized ei ther posttest  data alone, or a comparison o f  pre-  and post-  

test  data.

A, Va l ida t iona l  Assessment 

Due to the l im ited  number of  pa t ien ts  who responded to our 

fol low-up appeals,  the i n i t i a l  task was to discover i f  those men who 

completed the study d i f fe re d  s i g n i f i c a n t l y  from those who did not 

complete the study. We reasoned that i f  there were no s ig n i f ic a n t  or 

meaningful d i f fe rences ,  we.could col lapse the data and then analyze i t  

in order to determine i f  i n i t i a l  d i f ferences may have distinguished  

between organic and psychogenic groups. As was noted e a r l i e r ,  a l l  hut 

one of  the noncompleters had pretest  MMPI data but only 15 of  them had 

completed the FIRO-B, Therefore, i n i t i a l  comparison of the completers 

and noncompleters was based predominantly on MMPI and demographic data,

39
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Means and standard deviat ions o f  the 13 MMPI scales: for  non­

completers (those with pretest  data only] and completers (those with  

both pre- and posttest  da ta ) ,  a l l  del ineated by diagnostic group, are  

presented in Table 1. A two-way Analysis o f  Variance (ANOVA) was calcu­

lated for  each scale o f  the MMPI which compared completers and non­

completers by diagnostic group. With only one except ion, no s ig n i f ic a n t  

differences were discovered (Table 2 ) .  The Ma scale was elevated to a 

s i g n i f i c a n t ly  greater  extent {F(.l ,39) = 5.206; p < .03} among the 

psychogenic noncompleters than among e i th e r  group of  completers. Only 

eleven percent o f  the variance was explained by the in te rac t ion  e f fec ts  

of  diagnostic group by completers/noncompleters for  th is  v a r iab le .

A V - test  which compared the ages, of  completers and noncompleters 

yielded non -s ign i f ican t  d i fferences Qt = 1.856, df = 35; p < . 10)„, as 

did a t_-test which compared years of  education between the groups 

C_t = . 90 , df = 40; p > .3 5 ) .  A d d i t io n a l ly ,  there was not a s ig n i f ic a n t  

d i f ference between the groups in length o f  t ime since implantation  

(j  ̂ = .60,  df  = 42; p > ,50'), As can be seen in Tables 1 and 2, com­

p le te rs  did not d i f f e r  s i g n i f i c a n t ly  from noncompleters in terms of the 

personal ity  var iables measured by the MMPI (with the exception of  the 

Ma scale) or in terms o f  the demographic data,  regardless of  diagnostic  

category.

An analysis of  FIR0-B, data (Table. 2) was conducted using a 

s im i la r  2x2 Analysis of Variance for  each o f  the six FtRO-B scales. No

s ig n i f ic a n t  di fferences were discovered. The wanted control (V/ ) 

var iab le  came closest to y ie ld ing  s ign i f icance ,  with the noncompleters 

demonstrating a higher mean value for  th is  va r iab le  than completers,



T a b le  1. Means and S ta n d a rd  D e v ia t io n s  o f  Dependent and D em ograph ic  V a r i a b l e s .

COMPLETERS NON-COMPLETERS
Psychogenic Organic Psychogenic Organic

Variable  I .D. (N = 7) (N = 10) (N = 13) (N = 12)
X S.D. X S.D, X S.D. X S.D.

Age 58.33 2.80 56.60 9.50 47.73 11.04 56.50 5.99

Education 14.29 2.25 14.00 1.94 15.36 2.55 14.58 2.33

Length of  
Follow-up 39.43 18.85 28.90 17.27 37.33 23.73 37.17 20.73

Pretest L 47.57 5.56 48.11 7.06 49.47 8.83 52.17 6.77
MMPI F 53.71 3.90 50.67 5.92 58.13 13.13 53.58 5.73

K 57.86 8.80 57.67 9.29 57.80 9.00 60.25 6.97
Hs 50.86 9.03 55.22 6.08 57.60 10.40 59.75 10.47
D 62.86 9.74 54.00 6.28 58.47 13.57 61.42 10.91

Hy 59.71 8.73 62.11 6.11 61.80 8.37 63.33 8.74
Pd 58.00 11.14 - 60.22 10.17 61.64 5.00 62.00 13.51
Mf 68.71 9.27 57.22 8.51 66.53 9.47 62.08 11.09
Pa 55.29 9.45 58.22 9.01 58.67 11.82 52.00 9.64
Pt 59.14 13.31 51.89 7.99 59.00 12.21 55.00 9.33
Sc 58.71 10.31 55.44 9.49 65.13 14.73 57.75 11.49
Ma 48.86 9.15 52.89 11.24 57.47 7.67 48.75 7.84
Si 54.86 9.67 44.89 10.41 52.07 12.35 48.92 6.08

FIRO-B el. 4.33 1.15 4.60 1.52 3.14 2.19 4.50 2.07
(Pre) wL 2.33 4.04 2.00 3.94 .86 1.21 3.50 3.78

eC 3.33 2.89 1 .20 2.17 3.57 2.94 1.75 2.76
wC 1 .00 0.00 1 .80 1.48 3.29 1 .80 3.00 2.62
eA 2.33 0.58 3.40 0.89 2.43 1.62 5.00 3.07
vfr. 4.00 1.73 5.40 2.19 4.71 2.36 5.88 2.03



Table 1— Continued

COMPLETERS NON-COMPLETERS
Psychogenic Organic Psychogenic Organic

Variable 1 .D. (N = 7) (N = 10) (N = 13) (N = 12)
X S.D. X s.b. X S.D. X S.D.

Posttest L 49.14 5.87 49.90 6.82
MMPI F 57.86 7.47 52.40 5.66

K 60.00 11.10 61.10 9.86
Hs 55.71 8.79 57.10 8.02
D 64.00 9.96 54.10 11.35

Hy 58.14 9.00 61.60 6.86
Pd 58.00 10.84 58.30 7.42
Mf 64.14 12.03 57.80 8.54
Pa 55.14 7.81 53.60 6.81
Pt 57.86 10.03 55.20 5.60

- Sc 61.00 8.09 59.20 . 6.90
Ma 51.71 10.79 58.00 10.34

Res idual
Si 55.29 8.01 49.70 10.47

Gain X -  0.23 0.55 0.17 0.79

F1R0-B e l 1.71 1.67 3.40 2.97
(Post) w * 1.14 2.42 3.10 3.42

ec 1.57 1.18 3.70 3.26
3.71 2.12 2.00 1.55

eA 2.29 0.70 3.00 1.55
wA 3.29 1.39 5.30 1.55

-Er
M



T a b l e  2 .  ANOVA and t - t e s t  Data f o r  FIRO-B and MMPI.

tv-test DATA

VARIABLE I.D . ANOVA DATA (Pooled Variance Estimate)
Sum of Squares df F P t df p ( tw o - ta i l )

FIRO-B
e - (A ) * 3.291 0.884 0.36 -0 .22

CO

(B )** 2.079 0.558 0.46

AxB 1.484 0.399 0.54

erro r(re s  idua l) 70.724 19

w 1 -  (a ) 6.657 0.622 0.44 0.11 6 .91
(B) 0.001 1 0.00 0.99

AxB 11.056 1.032 0.32

e r ro r (re s id u a l ) 203.524 .'19
eC -(a ) 19.521 2.636 0.12 1.57 5 .18

(B) 0.775 1 0.105 0.75

AxB 0.121 0.016 0.90

e r ro r (re s id u a l) 140.681 19

w^-(A) 0.330 0.082 0.78 -0 .32 5 .76
(B) 15.165 1 3.780 0.10

AxB 1.471 0.367 0.60

erro r(re s  idua l) 76.229 19

eA-(A) 16.520 1 3.668 0.10 -0 .33 5 .75
(B) 3.587 1 0.796 0.40 -

AxB 2.826 1 0.627 0.44

erro r(re s  i dual) 85.581 19



T a b l e  2 .  ANOVA and t - t e s t  Data f o r  FIRO-B and MMPI— C o n t in u e d

VARIABLE I.D . ANOVA DATA 

Sum of Squares df F P

_t-test DATA 
(Pooled Variance Estimate)

t  df p ( tw o - ta i l )

FIR0" B wA-(A) 8.184 1 1.777 0.20 0.70 5 .51
(B) 1.765 1 0’.383 0.54

AxB 0.071 1 0.016 0.90

e rro r(re s  idua l) 87.504 19

MMPI l - (A ) 25.981 1 0.465 0.50 0.34 14 .74
(B) 87.660 1 1.568 0.22

AxB 11.553 1 0.207 0.65
e rro r(re s  i dua1) 2180.003 39

F -(A ) 142.892 1 1.771 0.19 -0 .64 14 .53
(B) 133.210 1 1.651 0.21

AxB 5.587 1 0.069 0.79
e r ro r ( re s id u a l ) 3146.079 39

K -(A ) 12.638 1 0.175 0.68 0.98 13 .34
(B) 15.797 1 0.218 0.64

AxB 17.259 1 0.238 0.63

e rro r (re s id u a l) 2823.507 39
Hs-(A) 105.073 1 1.169 0.29 -0 .64 14 .53

(B) 314.448 1 3.498 0.07
AxB 12.146 1 0.135 0.72

e r ro r (re s id u a l) 3506.263 39



T a b le  2 .  ANOVA and j ^ - t e s t  Data f o r  FIRO-B and MNP I - - C o i i t  ihued

t - t e s t  DATA

VARIABLE I.D . ANOVA DATA (Pooled Variance Estimate)

Sum o f Squares df F . P t df p ( tw o - ta i l )

MMPI D -(A ) 86.379 1 0.706 0.41 -0 .2 0 14 .84
(B) 22.670 1 0.185 0.67

AxB 345.098 1 2.819 0.10

e r ro r ( re s id u a l ) 4773.507 39

Hy-(A) 35.358 1 0.522 0.47 0.71 13 .49
(B) 28.893 1 0.427 0.52

AxB 2.408 1 0.036 0.85

e rro r (re s id u a l) 2573.913 38

Pd-(A) 16.278 1 0.158 0.69 -0 .30 14 .77
(B) 71.889 1 0.70 0.41

AxB 8.511 1 O.O83 0.78

erro r(res id u aJ ) 3904.770 38

Mf-(A) 653.016 1 6.76 0 . 01* * * 1 .41 14 .18
(B) 23.140 1 0.240 0.63

AxB 108.092 1 1.119 0.30
erro r(re s  id u a l) 3670.829 38

Pa-(A) 49.369 1 0.464 0.50 -0 .79 13 .44
(B) 10.579 1 0.099 0.75
AxB 262.850 1 2.471 0.12

e rro r(re s  id u a l) 4042.413 38



T a b le  2 .  ANOVA and t - t e s t  Data f o r  FIRO-B and M M P I - -C o n t in u e d

t - t e s t  DATA

VARIABLE I .D . ANOVA DATA (Pooled Variance Estimate)

Sum of Squares df F P t df p ( tw o - ta i l )

MMPI P t-(A ) 350.449 1 2.952 0.10 1.16 13 .27
(B) 33.179 1 0.280 0.60

AxB 15.781 1 0.133 0.72

e r ro r (re s id u a l) 4510.603 38

Sc-(A) 280.938 1 1.874 0.18 0.65 14 .53
■ (B) 188.427 1 1.257 0.27

AxB 41.887 1 0.279 0.60

e rro r(re s  id u a l) 5847.634 39
Ha-(A) 54.332 1 0.703 0.41 0.39 13 .70

(B) 49.476 1 0.640 ,0.43

AxB 402.314 1 5.206 0 . 03* * *

e r ro r (re s id u a l) 3013.729 39
S i-(A ) 425.995 1 4.185 0 .0 5 ““" 0.76 14 .46

(B) 3.790 1 0.037 0.85

AxB 115.080 1 1.131 0.30

e rro r (re s id u a l) 3969.596 39
*(A)=Diagnostic Group 

* * ( B)=Complet ion 
* * *  p < .05

-t-
CTn
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regardless o f  d iagnostic category {F(.l , 19] = 3,78; p < ,1 0 } .  Nearly 

17% o f the variance was explained by the main e f fe c ts  o f completers . 

versus noncompleters fo r  th is  v a r ia b le ,  F1R0-B data is presented in 

Table 1.

I t  should be noted that the f ind ing  o f  s ign ificance  with  

respect to the Ma v a r ia b le  may be due to alpha slippage. That is ,  

the scales o f  the MMPI were subjected to numerous, repeated analyses, 

and the p ro b a b il i ty  o f a s ig n if ic a n t  f ind ing  occurring by chance was 

increased as a resu lt  o f  these repeated measures, Therefore, since 

th is  was the only v a r ia b le  that s ig n i f ic a n t ly  d istinguished the two 

groups, we considered i t  to be j u s t i f i a b l e  to collapse the data and 

proceed with the next stage of our ana lys is ,

B, P i f fe fe n t la  1 Eva!uation  
o f  Diagnostic Groups

Examination of Table 2 reveals r e la t iv e ly  few d iffe rences  

between the psychological c h a ra c te r is t ic s  of o rg an ica lly  and psycho- 

genical ly impotent p a t ie n ts .  Differences: were assessed by means of  

the aforementioned 2x2 ANOVA, Only the Mf and Si scales distinguished  

the groups, Almost 15% of the between group variance was accounted 

for by the elevated Mf scale among psychogenic patien ts  {F ( l  ,38) =

6.76; p < ,01 } ,  The psychogenic p a t ien ts  also had higher social 

in trovers ion scores, but only 9.5% of the variance was accounted fo r  by 

th is  v a r iab le  {F(.l ,39) = 4.19; p < .0 5 } ,



C. Evaluation of Change Following Surgery

A series o f V -tests  computed fo r  each of the MMPI scales, which 

compared the diagnostic groups in terms o f  pre- and posttest results  

fa i le d  to support a hypothesis o f  increased psychological disturbance  

among the completers (N = 16] subsequent to im plantation. A s im ila r  

series of J^-tests were computed fo r  the FIRO-B scales. While th is  

data was a v a ila b le  fo r  only 7 completers, the results  fu r th e r  confirmed 

the s t a b i l i t y  o f post-surg ical psychological adjustment among our 

patients  (see Table 2 ) .

The scale by scale comparisons: re ferred  to in the preceeding 

sec tio n , along with a comparison of the diagnostic groups among the 

completers by mean residual gain scores ( ja b le  1 ) . averaged across the 

c l in ic a l  scales of the MMPI fa i le d  to produce support ( t_ = 1,186, 

df = 14; p < .30) fo r  the hypothesis that psychogenic rec ip ien ts  are  

more l ik e ly  than th e i r  organic counterparts to psychologically  decompen-, 

sate subsequent to surgery, in th is  ana lys is , residual gain scores 

were computed by the fo llow ing formula: {Zpre_.MMp| " r ( -Zpost-MMP I ^ '

The "Z" scores were converted from mean MMPI "T" -scores. The residual 

gain score can range from approximately +3.00 to -3 .0 0 ,  and is an 

ind ica tor  o f  ove ra ll  change in an In d iv id u a l 's  MMPI p r o f i l e .  The 

residual gain scores based upon MMPI scales yielded a Pearson c o rre la ­

tion  of .693 (p < .002] between the diagnostic, groups, fu r th e r  con­

firm ing the s t a b i l i t y  o f  psychological fea tu res  in both diagnostic groups 

from pre- to p o s t te s t .



ks
Patient S a tis fac t io n

Due to the l im ited  number of subjects who completed the Male 

Questionnaires, eva luation of these data was accomplished through 

d escr ip t ive  s t a t is t i c a l  methods and visual inspection. I t  was 

surp r is in g ly  common fo r  men in both, groups to have undergone add it iona l  

surgery since the o r ig in a l  im plantation. Nearly 53% o f  the men (.4 

organic, 6 psychogenic) completing the Male Questionnaire indicated that  

they had undergone such add itiona l surgery. The most frequently  c ited  

reason fo r  the add it iona l surgery was fo r  repa ir  o f f lu id  loss in 5 

psychogenic and 3 organic pa tien ts  (47.1%). Other d i f f i c u l t i e s  noted 

were: f a i lu r e  to in f la t e  properly in 2 psychogenic and 3 organic

patients  (29.4%); bulging upon in f la t io n  in 3 psychogenic and 2 organic  

patients  (29.4%); f a i lu r e  to d e f la te  properly in 3 psychogenic and 3 

organic patien ts  (35.3%); and occasional discomfort upon in f la t io n  in 

one psychogenic and. 4 organic patients: (29.4%). I t  should be noted 

that these response a l te rn a t iv e s  did not represent mutually exclusive  

categories , so the percentages may r e f le c t  some overlap.

Regarding the s im i la r i t y  o f  the in f la te d  prosthesis to th e ir  

pre-impotency e re c t io n s , 8 organic and 2 psychogenic p a t ien ts  (5 8 . 8%) 

rated i t  as " s l ig h t ly  d is s im ila r"  or "exactly  the same" (see Table 3 ) .  

Only one male (psychogenic) {5.9%} said the prosthesis had an a r t i f i c i a l

1. Please note that the percentages: reported throughout th is  
Chapter were based on the number of ind iv iduals  who responded to the 
various questions. These numbers f luc tua ted  from question to question,  
as may be seen in Table 3.



T a b le  3. Q u e s t i o n n a i r e  Responses.

1
Question Response^

Partner
(N=I2)

n %

Patient
(N-17)

n %

S im ila r ity  of in f la te d Very d iss im ila r 1 5.9
erection to "normal11 Somewhat d iss im ila r 2 11,8
erection S Iig h t ly  d is s im ila r 6 50 7 41.2

Exactly the same 6 50 7 41.2
Total

n/Ques 12 17

Extent of m utuality Full p a r t ic ip a t io n 7 58.3 9 60
in decision to obtain Partic ipated  somewhat 1 8.3
prosthes i s Informed but no p a r t ic ip a t io n 2 16.7 1 6.7

Not informed but had in tu it io n
about intentions 1 6.7

Not informed, no idea o f
intentions 2 13.3

Not applicable 2 16.7 2 13.3
Total

n/Ques 12 15

Rated success of device Completely successful 8 66.7 6 35.3
Moderately successful/few

problems 2 16.7 7 41.2
Basically  successful/moderate

number of problems 2 16.7 3 17.6
T o ta l ly  unsuccessful 1 5.9

Total
n/Ques 12 17



T a b le  3.  Q u e s t i o n n a i r e  R e s p o n s e s - - C o n t i n u e d

Question^ Response^

Partner 
(N=l2)

n %

Patient
(N=17)

n %

Concern fo r  rec ip ien ts ' Not applicable 2 16.7
f i d e l i t y  now vs. pre­ Much more now 1 8.3
surgery Somewhat more now 1 8.3

About same 8 66.7 8 66.7
Somewhat less now 1 8.3
Much less now 1 8.3 2 16.7

Total
n/Ques 12 12

Effect o f prosthesis No change in sa t is fa c t io n 2 18.2 2 12.5
on re lationsh ip Increased sa t is fa c t io n

moderately 1 9.1 3 28.8
increased s a t is fa c t io n  grea t ly 7 63.6 11 68.8
Decreased s a t is fa c t io n  grea t ly 1 9.1

Total
n/Ques 11 16

Change in frequency of Not app licab le 2 16.7
sexual intercourse since Less frequent now 2 16.7
implantation No change 4 33.3

More frequent now 3 25.0 6 50.0
Very much more frequent now 3 25.0 4 33.3

Total
n/Ques 12 12



T a b l e  3.  Q u e s t i o n n a i r e  Responses— C o n t in u e d

1Question
1

Response

Partner
(N=12)

n %

Pat ient  
(N=17)

n %

Change in frequency of Not applicable 3 33.3 5 29.4
a lte rn a te  sexual Much less frequent now 1 11.1 1 5.9
behavior Somewhat less frequent now 2 22.2 5 29.4

No change 3 17.6
Much more frequent now 2 22.2 2 11.8
Other 1 11.1 1 5.9

Total
n/Ques 9 17

Given same pre-surgical Yes 12 100 16 100
conditions, would you No
have implant surgery Total
again? n/Ques 12 16

How helpful and accurate
was the information you
received before the surgery
in describing:

A. Physical e ffec ts  of 3 -  Adequate 1 10 3 17.6
the implant 4 -  Good 5 50 4 23.5

5 -  Very good 4 40 10 58.8
Total

n/Ques 10 17

B. Appearance of the 2 -  Poor 1 5.9
implant 3 -  Adequate 2 20 4 23.5

4 -  Good 1 10 4 23.5
5 - Very Good 7 70 8 47.1

Total
n/Ques 10 17



T a b l e  3.  Q u e s t i o n n a i r e  Responses— C o n t i n u e d -

Question^
1

Response

Partner
(N=12)

n %

Patient
(N=17)

n %

C. Feel of the implant 2 -  Poor 1 10 1 5.9
3 -  Adequate 1 10 5 29.4
4 -  Good 2 20 5 29.4
5 -  Very Good 6 60 6 35.3

Total
n/Ques 10 17

D. Effect of the implant 2 -  Poor 1 10
on your sexual and 3 -  Adequate 1 10 3 18.8
personal l i f e 4 -  Good 3 30 4 25

5 -  Very good 5 50 9 56.3
Total

n/Ques 10 16

E. Actual aspects of the 3 -  Adequate 1 10 4 23.5
operation i t s e l f  and 4 -  Good 4 40 4 25.5
the inherent risks 5 -  Very good 5 50 9 52.9

Total
n/Ques 10 17

S im ila r i ty  of prosthetic Very d iss im ila r 1 5.9
erections to pre-morbid Moderately d iss im ila r 1 5.9
erections Somewhat d iss im ila r 5 29.4

S I ig h tly  d iss im i1ar 5 29.4
Exactly the same 5 29.4

Total
n/Ques 17

in
10



T a b le  3.  Q u e s t i o n n a i r e  Responses— C o n t in u e d

Question^ Response^

Partner
(N=12)

n %

Patient  
(N=17) 

n %

Satisfaction  with 3 -  Somewhat d is s a t is f ie d , 1 5.9
firmness of in f la te d 4 -  Mostly s a t is f ie d 4 23.5
prosthes is 5 -  T o ta l ly  s a t is f ie d 12 70.6

Total
n/Ques 17

Satis faction  with length 2 -  Mostly d is s a t is f ie d 3 17.6
of in fla ted  prosthesis 3 -  Somewhat d is s a t is f ie d I 5.9

4 - Mostly s a t is f ie d 5 29.4
5 - T o ta l ly  s a t is f ie d 8 47.1

Total
n/Ques 17

Satisfaction  with circum­ 3 -  Somewhat d is s a t is f ie d * 1 5.9
ference o f  in f la te d 4 -  Mostly s a t is f ie d * 4 23.5
prosthes is 5 -  T o ta l ly  s a t is f ie d 12 70.6

Total
■" n/Ques 17

Imagined s a t is fa c t io n  o f . 3 - Somewhat d is s a t is f ie d JL 1 6.7
sexual partner with 4 -  Mostly s a t is f ie d 2 13.3
appearance of in f la te d 5 -  T o ta l ly  s a t is f ie d 12 80.0
prosthesis Total

n/Ques 15

Imagined s a t is fa c t io n  of 4 - Mostly s a t is f ie d V? 4 26.7
sexual partner with 5 -  T o ta l ly  s a t is f ie d * 11 73.3
prosthesis during in te r ­ Total
course h/Ques 15



T a b l e  3.  Q u e s t i o n n a i r e  Responses— C on t In ue d

Question^ 1Response

Partner 
(N=12) 

n %

Patient
(N=17) 

n %

Sexual sa t is fa c t io n  p rio r Not applicable 2 16.7 e
to prosthesis T o ta l ly  d is s a t is f ie d 4 33.3 e

Mostly d is s a t is f ie d 2 16.7 @
Somewhat s a t is f ie d 1 8.3 @
Mostly s a t is f ie d 3 25.0 @

Total
n/Ques 12

Sexual sa t is fa c t io n  with Mostly s a t is f ie d 4 33.3 @
use of prothesis T o ta l ly  s a t is f ie d 8 66.7 @

Total
n/Ques 12

Know partner p r io r Yes 10 83.3 @
to implantation? No 2 16.7 @

Total
n/Ques 12

Comparison of current Much more sa t is fy in g  now 8 80.0 §
sexual interactions with Somewhat more sa tis fy ing  now 1 10.0 @
pre-implant interactions No change 1 10.0 @

Total
n/Ques 10

Implant's e f fe c t  on a b i l i t y Greatly increased a b i l i t y 3 30.0 @
to achieve orgasm through Increased a b i l i t y 3 30.0 @
intercourse D idn 't a f fe c t  a b i l i t y 4 40.0 . e

Total
n/Ques 10



T a b l e  3- Q u e s t i o n n a i r e  R e s p o n s e s - - C o n t in u e d

1
Question

1
Response

Partner
(N=12)

n %

Patient
(N=17)

n %

Change in feelings about Not applicable 2 16.7 ©
prosthesis recipient. No change 5 41.7
since implantation Somewhat more pos it ive  about

him now 2 16.7
• Much more pos it ive  about him now 3 25.0 ■@

Total
n/Ques 12

Change in duration of Not applicable 2 16.7 @
sexual play since implanta­ No change 2 16.7 @
tion Somewhat longer now 3 25.0 @

Much longer now 5 41.7 @
Total

n/Ques 12

Change in type of sexual Not applicable 2 16.7 e
a c t iv i t y  engaged in due Less sex play currently  includes
to implant intercourse 1 .8.3 e

No change 3 25.0 @ .

More sex play currently  includes
intercourse 4 33.3 @

Much more sex play currently
includes intercourse 2 16.7 @

Total
n/Ques 12

For actual questions and response a lte rn a t iv e s ,  consult questionnaires in Appendix A. 
*Asked of male only.
©Asked of partner only.
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" fe e l"  to i t ,  while  four males in the organic group (23.5%) expressed

some d is s a t is fa c t io n  w ith  the shape and feel of the "head" of the
/

implanted penis. As can be seen, in terms of physical s im i la r i t y  

between pre-morbid and p rosthetic  e rec tions , many more of the organic  

patients  (.8) registered p o s it iv e  responses than did the psychogenic 

patients  (2 ) .

Mean s a t is fa c t io n  scores were computed fo r  a number of aspects' 

of the in f la te d  prosthesis. Means and standard deviations are  based 

on a 5 point ra t ing  scale w ith  the lower value representing the most 

negative response (e .g . , 1 = to ta l  d is s a t is fa c 1 1on- - - 5  = to ta l  s a t is fa c ­

t io n ) .  The mean s a t is fa c t io n  score fo r :  (.1) firmness was 4 .8  (s .d . = 

.66 ) ;  (2) length, M = 4,1 (s .d , = 1 .14 );  and (3) circumference, M = 4 ,6  

(s .d . = .6 1 ) .  As can be seen, the patients: were mostly- to t o t a l ly  

s a t is f ie d  w ith  these physical c h a ra c te r is t ic s  of the prosthesis.

Regarding the implant's; e f fe c t  on the re c ip ie n ts '  general mood, 

an overwhelming number (.9 organic; 4 psychogenic) o f p a t ien ts  (76,5%) 

reported th e ir  mood to be "much b e tte r"  since receiving the implant.

This same large percentage was registered when the men were asked how 

t h e i r  sexual a b i l i t y  had changed, w ith  7 organic and 6 psychogenic 

patients  ind icating  they were "much b e tte r"  now than before im plantation.  

The d iffe ren ce  between organic and psychogenic p a t ien ts  was much greater  

fo r  the question regarding mood changes (9 vs. 4 resp e c tive ly )  than i t  

was fo r  the question concerning sexual a b i l i t y .  In add it ion  to th is  

information, three add itiona l unso lic ited  responses: (J psychogenic;

2 organic) indicated th a t  the prosthesis had helped improve th e ir
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m arita l or interpersonal r e la t io n s h ip s . . Another theme that emerged in 

reviewing the unstructured comments on the Male Questionnaire suggested 

an improvement in the p a t ie n ts '  a t t i tu d e s  and confidence as a resu lt  

o f im plantation. Three o f  the psychogenic and 7 o f  the organic males 

(58 . 8%) reported that the device had restored to them a fe e l in g  of 

"wholeness". The largest d iffe ren c e  between organic males and psycho­

genic1 males in th is  section was in regard to the question dealing with, 

interpersonal sexual re la t io n s h ip s . More than twice as many organic  

males as psychogenic males (.8 to 3) reported g re a t ly  increased s a t is fa c ­

t io n .

S u rp ris in g ly , although 12 of the 16 males (75%) (6 organic; 6 

psychogenic} who answered a question regarding the frequency of sexual 

intercourse subsequent to implantation reported a change, the remaining 

four ind iv iduals  (25%), a l l  o f  whom were in the organic group, reported 

no change. An absence of postoperative opportunities, was the apparent 

reason fo r  these l a t t e r  four subjects ' lack of change in th is  area. 

Several o f  these Ind iv iduals  were e i th e r  widowed, separated or divorced, 

and had yet to f ind  a l te rn a te  sexual partners, R e fe rr in g .to  Table. 3, 

one can see that 10 o f  the 12 (83.3%) p a t ien ts  (5 organic; 5 psycho­

genic} who answered th is  question and 6 of the partners (50%) 12 organic, 

4 psychogenic} reported a p o s it iv e  change in th e ir  frequency of sexual 

intercourse a f te r  the Im plantation.

When asked about other types o f  sexual a c t i v i t i e s  in which, they 

curren tly  engage, the two most common responses were oral and manual 

masturbation. Again, one can see in Table 3 the various response rates
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to a quest Ton regarding the frequencies of these behaviors (’whichever 

ones that had been s p e c if ie d ) .

Another area of in te re s t  in th is  research was the degree of  

m utuality  involved in the decision to obtain the I .P .P .  As can be seen 

in Table 3, 5 organic and 4 psychogenic (.60%) males and 4 organic and 

3 psychogenic partners (58.3%) reported that i t  had been a "mutual 

decision, w ith  the f u l l  p a r t ic ip a t io n  o f  the p a r tn e r ."  In f a c t ,  almost 

three fourths o f  the p a t ien ts  e i th e r  t o ld . t h e i r  partners o u tr ig h t ,  or 

were sure that th e i r  partners had some in tu i t io n  concerning th e ir  

in tentions to obtain the prosthesis p r io r  to the im plantation.

S im ila r ly ,  more than three fourths o f  the partners were e i th e r  informed 

or had some in tu i t io n  about the mens' in ten tions .

A popular concern regarding the implantation may involve the 

frequency o f  ex tram arita l  or e x tra - re la t io n s h ip  contacts (Blnkhorst-  

Kramarsky, 1978). Partners of po ten tia l  rec ip ients  may be concerned 

that w ith restored potency w i l l  come sexual, i f  not emotional 

i n f i d e l i t y  on the part o f th e i r  male partners . The resu lts  in the 

current study are somewhat ambiguous:, w ith  respect to th is  i ssue. Only 

six  males (2 organic; 4 psychogenic) responded to a question that con­

cerned th e i r  frequency o f e x t ra m a r i ta l / re la t io n s h ip  sexual contact, Two 

men (both organic) {33.3%} had outside sexual contact that was more 

frequent now than before the implant. Two psychogenic males (.33,3%! 

reported no change. in th e i r  frequency of such contact, and two males 

(both psychogenic) {33,3%} engaged less frequently  now in outsidq sexual 

contact than before the implant. Consulting Table 3 , i t  can be seen 

that 8 p a tien ts  (5 organic; 3 psychogenic) and 8 partners {4 organic;
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4 psychogenic) worry "about the same now as before the implant" with  

respect to partner concern fo r  p a t ien t  f i d e l i t y  (66.7% fo r  both). Only 

one o f  the organic pa tien ts  (8.3%) and one o f  the psychogenic partners  

(16.6%) said that the partner worries more now. Three patients  (.2 

psychogenic; 1 organic) {25%} and one o f . th e  organic partners (16,6%) 

said tha t  the partner worries less now than before the implant. The 

partners o f the three former males, were among those women who worry 

"about the same now as before the implant" despite what th e i r  male 

partners said.

In response to a question regarding the number o f  times they 

had engaged in ex tram arita l  or e x tra - re la t io n s h ip  sexual contact (.num­

ber o f  contacts reported) since the implant, 3 organic and 3 psychogenic 

(.50%) patien ts  indicated none; one psychogenic p a t ien t  (8.3%) reported 

one such: contact; and 5 patients  (4 organic; 1 psychogenic) {41,7%} 

reported 10 or more such contacts. I t  should be noted that only 12 o f  

17 men (.7 organic; 5 psychogenic) {70.6%} responded to th is  question, 

and o f  the f iv e  men who had ten or more contacts, two were separated 

from th e i r  wives (though not le g a l ly  divorced) and one was l iv in g  with, 

a te rm in a lly  i l l  spouse. I t  is also in te res tin g  to note that of these 

f iv e  men, four belonged to the organic group while only one was a 

psychogenic p a t ie n t .

One very reassuring resu lt  o f th is  study was that 10.0% o f the  

men and partners: who responded said they would have the implant surgery 

again, given the same pre-surg ical conditions and inform ation. An 

in te res ting  d iffe ren ce  between the psychogenic and organic patients  was 

found in the unstructured comments section o f  the Male Questionnaire



regarding recommendations to o th e rs , Six o f the organic patients.

(33.3%) made strong recommendations to obtain the device. None of the 

psychogenic males indicated such spontaneous endorsements o f  the 

prosthes i s .

F in a l ly ,  one in te res tin g  comment made by two patients  (1 organic;  

1 psychogenic) was that the prosthesis enabled them to f a c i l i t a t e  th e i r  

partners ' orgasm or s a t is fa c t io n  even a f te r  they (the men) had achieved 

orgasm (a possibly unforseen ben efit  of the in f la ta b le  pen ile  prosthe­

s is ) .

D. Partner Assessment, and P a t?erit- 
’Partner Agreement

Partner S a t is fa c t io n

Data from the Partner Questionnaires were assessed in the same 

fashion as data from, the Male Questionnaires, by v isual and d escrip tive  

means. The partners were asked to compare pre-im plantation  vs, post- 

implantation s a t is fa c t io n  levels (see Table 3 ) .  The mean pre-  

implantation s a t is fa c t io n  ra ting  was 1,9 (s .d . = 1 .5 1 ) .  Six partners  

(50%) (4 organic; 2 psychogenic} were not s a t is f ie d ;  4 partners (.1 

organic; 3 psychogenic) (33.3%) were s a t is f ie d  to some degree; and the 

remaining 2 partners (both, organic), indicated that the question was: not 

app licab le  to them. Regarding th e i r  s a t is fa c t io n  a f t e r  the Im plantation,  

the mean s a t is fa c t io n  ra ting  rose to 4 .7  (,s, d . = .49) w ith  a l l  partners  

having indicated s a t is fa c t io n  with, the device.

Five organic and f iv e  psychogenic partners (83.3% o f the women who 

responded) were sexually a c t ive  w ith th e i r  respective partners  p r io r  to
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the implant surgery. Six o f  these 10 women (60%) said that the implant 

e ith e r  "increased" or "g re a t ly  increased" th e ir  a b i l i t y  to achieve 

orgasm through intercourse. The remaining 4 women (2 organic; 2 psycho­

genic) reported that the implant did not a f fe c t  th e i r  a b i l i t y  to achieve  

orgasm through intercourse.

As might be expected, 8 o f  the 10 partners (3 organic; 5 psycho­

genic) who answered a question regarding current sexual in teractions  

reported greater  s a t is fa c t io n  now.than before the implant. The remain­

ing two partners (both organic) e i th e r  said that th e i r  sexual in te ra c ­

tions were curren tly  "somewhat more s a t is fy in g "  or "about as s a t is fy in g "  

now as they were p r io r  to implantation (see Table 3 ) .

Increased s a t is fa c t io n  among partners was re f le c te d  in the 

responses o f  5 partners (.3 psychogenic; 2 organic) {41.7%} to the 

unstructured comments, section of the Partner Questionnaire. These women 

said that the prosthesis served to bring them closer to th e ir  male 

counterparts both em otionally and sexually .

One might postulate  that with, renewed e r e c t i le  c a p a b i l i t ie s  

would come a p o s it iv e  s h i f t  in the females' views or fee ling s  about 

th e ir  male partners. When asked about th is ,  2 organic and 3 psychogenic 

partners (41.7%) said they were more p o s it iv e  about him now; 3 organic  

and 2 psychogenic partners (41,7%) reported no change in th e i r  fee ling s  

toward th e i r  male partners; and the remaining two partners (.both organic)  

{16.7%} did not know th e i r  male counterparts p r io r  to the implant (see 

Table 3 ) .  I t  seems that in our sample, rece ip t o f the prosthesis seldom 

results, in negative fee ling s  toward the rec ip ien t among the sexual p a r t ­

ners.
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Of a more s p e c if ic  nature were some o f the changes in duration  

and types o f sexual play which seemed to accompany rece ip t o f the I .P .P .  

Eight partners (3 organic; 5 psychogenic) {66.7%} reported that the 

duration of th e i r  sexual play was longer now than before the implant.

Two o f  the organic partners (16.7%) reported that the duration o f  th e ir  

sexual play was "about the same now as before"; the two remaining 

partners (both organic) did not know th e ir  male partners p r io r  to the 

implant.

In regard to the types o f  sexual a c t i v i t y  engaged in by those 

women who knew th e i r  male counterparts p r io r  to implantation (N = 10), 

one psychogenic partner paradoxically  reported that "less o f th e ir  sex 

play included intercourse now"; 3 partners (.2 organic; 1 psychogenic) 

said that the amount o f  intercourse had not changed since the implant. 

Six partners (3 organic; 3 psychogenic) said that "more" or "much more" 

of th e ir  sex play cu rre n t ly  included intercourse (see Table 3 ) .

When asked how the "mechanical" nature of the prosthesis had 

affected  th e i r  fee lings o f  d e s i r a b i l i t y  as sexual partners , 9 o f the 

women (5 organic; 4 psychogenic) or 75% said that i t  was not a ffec ted ;  

one organic partner (8.3%) reported that the prosthesis " s l ig h t ly  in ­

creased her fee ling s  of d e s i r a b i l i t y " ;  w h ile  2 partners (.1 organic;

1 psychogenic) {16,7%} said the device "g re a t ly "  increased th e ir  

fee lings of d e s i r a b i l i t y .

To fu r th e r  investiga te  the issue concerning the partners ' f e e l ­

ings of sexual importance in the presence o f  an " a r t i f i c i a l "  e r e c t i le  

c a p a b i l i ty ,  the women were asked to ra te  (J = to ta l  agreement; 5 = 

to ta l  disagreement) th e i r  agreement w ith the fo llow ing statement:
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"I am no longer essentia l or important in arousing sexual excitement 

in my partner because his erections are ' a r t i f i c i a l  1 and can be achieved 

whether I turn him on or not". The mean response was 4 .4  (s .d . = 1 .0 ) .  

Four partners (2 organic; 2 psychogenic) {33.3%} agreed to some extent  

and the remaining eight (5 organic; 3 psychogenic) {66,7%} indicated  

no agreement. I t  appears that the a r t i f i c i a l i t y  o f  the implant did 

not resu lt  in a decrease in the sexual partners ' fee ling s  o f  sexual 

importance and d e s i r a b i l i t y .

A common theme among the partners o f  both organic and psycho­

genic males that was found in the comments section o f  the Partner 

Questionnaire was the recommendation to others to obtain the I .P.P.,

Ha lf o f the partners (.3 organic; 3 psychogenic) made such a recommenda­

t io n .

Another theme e l ic i t e d  was concern fo r  the safety  and r e l i a b i l i t y  

of the device. Seven o f  the partners (4 organic; 3 psychogenic) {58.3%} 

reported concerns of th is  type. i t  seemed that such. Issues were not 

c le a r ly  resolved p re -s u rg ic a l ly  and have continued to be sal lent fo r  many 

of the females in our study,

P a tien t-P artn er  Correspondence

As shown in Table 3, there was a considerable degree of concoi— 

dance between the p a t ie n t  and partner responses.to the questions that  

were recap itu la ted  in both the Male and Partner Questionnaires. For 

instance, in terms o f  the physical s im i la r i t y  between the prosthetic  

erection  and a normal e rec tio n , a great m ajo r ity  o f pa tien ts  (82,4%) 

and a l l  o f  the partners responded that the in f la te d  device was e i th e r



" s l ig h t ly  d is s im ila r"  to or "exactly  the same" as a normal erec tion .  

In te re s t in g ly ,  the patien ts  were more c r i t i c a l  o f  the device than the 

partners. For instance, 5 o f the psychogenic and 4 o f the organic  

patients  (52 . 9%) said th e i r  prosthetic, erections were shorter than 

th e ir  premorbid erec tions .

In terms o f  the rated success of the device, the men again 

seemed less enthus ias tic  than did the partners . Two th irds  (.5 organic; 

4 psychogenic) o f the partners but only s l ig h t ly  more than one th ird  o f  

th e .p a t ien ts  (2 organic; 4 psychogenic) rated the device as "completely  

successful" (see Table 3 ) .

One o f our o r ig in a l  in te res ts  was: to determine the e ffe c ts  o f  

implantation on the re c ip ie n ts '  interpersonal sexual (or m a r ita l )  r e la ­

tionsh ips. As can be seen in Table 3, 8 organic and 3 psychogenic 

patients  (68.8%) and 2 organic and 5 psychogenic partners (63.6%) in ­

dicated that the prosthesis had served to "increase s a t is fa c t io n  

g re a t ly " .  Only one in d iv id u a l , the partner o f an organic male, said 

the device had resulted in decreased s a t is fa c t io n .

With respect to ra t ing  the adequacy of the pre-surg ica l in fo r ­

mation (.5 = highest possible response) regarding the physical e ffe c ts  

of the implant, a mean score of 4 ,4  Cs.d, = .76) was. reported fo r  the  

p a tien ts ,  and a mean o f 4.3 Cs.d. = .68) was recorded fo r  the partners.  

In terms o f  the pre-surg ical information concerning the appearance o f  

the implant, the pa t ien t  mean was 4.1 Cs.d. = 1 , 0 ) . and the partner  

mean was 4 ,5  Cs.d. = .85) while  fo r  the fee l o f the im plant, the 

patien t  mean equalled 3 .9  Cs.d. = ,97)- and the partner mean was: 4 .3



(s .d . = 1 .06 ) .  in terms o f the p re-surg ica l information tha t  dea lt  

with the e f fe c t  o f  the implant on sexual and personal l i f e ,  the 

p atien t  mean equalled 4 .4  [s .d .  = .81} and the partner mean was 4.2  

(s .d . = 1 .0 3 ) .  F in a l ly ,  the pre-surg ica l information regarding the 

actual aspects o f  the operation and i ts  inherent risks received a mean 

score of 4.3 (s .d .  = .85) from the patien ts  while  the partners ' mean 

ra ting  was 4.4  (s .d . = .70) fo r  th is  item. I t  appears that pre-  

surgical preparation ranged between being "good" and "very good" fo r  

th is  study. Consult Table 3 fo r  responses to th is  question.



CHAPTER 5

DISCUSSION

Overall we found few, i f  any, s t r ik in g  d ifferences between our 

organic and psychogenic rec ip ien ts .  There seems to be no change in 

the psychological w e ll-be ing  o f  our subjects several months post­

im plantation. One must remember that the men in th is  study were care­

f u l l y  screened, and no subjects who demonstrated d ia g n o s tic a l ly  

s ig n if ic a n t  psychopathology p r io r  to surgery were implanted. In l ig h t  

of th is ,  the absence of notable, post-surg ical psychological complica­

t ions  is not e n t i r e ly  su rp ris ing . Less p red ic tab le  but nonetheless 

reassuring, are the s im i la r ly  p o s it iv e  reactions to the implant 

obtained from both the organic and psychogenic rec ip ien ts .  Based on our 

f ind ings , i t  seems tha t  implantation is equally successful fo r  males 

with organic and psychogenic impotence in terms of re c ip ie n t  perception  

and reac tion .

With respect to the comparison o f  the psychogenic and organic  

re c ip ie n ts , i t  may be noted that both, the Mf and Si scales o f the MMPI 

are elevated to a g reater degree among the former group. The e levation  

of these two p a r t ic u la r  scales has been noted previously in connection 

wi th psychogen.i.cal ly impotent p e n i le  prosthesis rec ip ien ts  (Beutler  

et a l . ,  1975; B eu tle r ,  personal communication, 1981), The Mf scale  

tends to r e f le c t  concerns with, masculine-feminine roles as well as 

as th e t ic  in te re s ts .  I t  appears that men who are psychogenically

67
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impotent experience on the average, more concern with, sex roles and 

more pronounced a s th e t ic  s e n s i t iv i t ie s  than th e i r  o rg an ica lly  impotent 

counterparts. The bearing that th is  f ind ing  has on e r e c t i le  dysfunction  

and adjustm ent.to a pen ile  prosthesis remains unclear, however. The 

possible s ign ificance  o f  the e levation  of the Mf scale on the MMPI fo r  

psychogenica11y impotent males has been previously described by Beutler  

et a l . (.1975) <

A d d it io n a l ly ,  psychogenic patien ts  appear to be more s o c ia l ly  

in troverted  on the average than o rg an ica lly  impotent men. Findings 

of B e u t le r .e t  a l .  (1980) ind icate  that psychogenically impotent men 

tend to have r e la t iv e ly  low sexual drive  and diminished sexual knowledge. 

These c h a ra c te r is t ic s  may be linked to a tendency on the part of  

psychogen le a l ly  impotent males to e x h ib it  g reater soc ial-sexual avoidr  

ance than th e i r  organic counterparts. Sexual drive  may very well be 

a motivating fa c to r  in the more general desire for social in te ra c t io n ,  

and i t s  diminution along with, a lack o f sexual knowledge could con­

ceivably in h ib i t  an indiv idual in social s i tu a t io n s ,  causing the 

psychogenically impotent male to fee l uncomfortable around people with  

greater sexual drives and knowledge. Such a s itu a t io n  could c e r ta in ly  

encourage social in trovers ion on the part o f  psychogenically jmpotent 

men who demonstrate the c h a ra c te r is t ic s  delineated above. In any case, 

the Mf and Si. scales o f the MMPI appear to have some po ten tia l  as d is ­

crim inating measures fo r  organic versus psychogenic impotence. Aside 

from these scales, the only other MMPI scale that d iscrim inated psycho­

genic from organic p a t ien ts  was the Ma scale, and th is  was only pre- 

s u rg ic a l ly .  As was noted, the. Ma scale on the MMPI was elevated among
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psychogenic noncompleters as compared w ith completers o f  e i th e r  d iag- . 

nostic category. Since the Ma scale tends to represent impulsive or 

ac ting -out tendencies, one might postu late  that a number- o f the psycho­

genic men who i n i t i a l l y  agreed to complete the study decided more or 

less impulsively not to f in is h  the task. The pre-surg ical e levation  

of th is  scale among the psychogenic noncompleters in our study would be 

compatible w ith  the f ind ing  of Beutler e t  a 1. (1980) that psychogenically  

impotent males are more prone to a c t ive  ways of coping w ith stress than 

are controls  or o rg an ica lly  impotent men. I t  should be re-emphasized 

that the appearance of the Ma scale as a d i f f e r e n t ia t in g  ind icator was 

probably an a r t i f a c t  o f alpha slippage, due to the repeated analyses 

of the MMPI data. The fa c t  that the organic noncompleters had lower 

mean Ma values than did th e i r  organic completer counterparts would 

serve to fu r th e r  attenuate  any conclusions about the re la t io n sh ip  

between e leva t io n  of the Ma scale and tendency to complete th is  study.

For the most p a r t ,  there  are more s im i la r i t ie s  than d ifferences among

the subjects in terms of personality  var iab les  as measured by the MMPI.

increased levels  o f  couple s a t is fa c t io n  were found in our study,

w ith  respondents ind icating  that th e i r  re la tionsh ips  had been improved 

as a re s u lt  o f  the p rosthes is .

The hypothesis that implantation would lead to increased f r e ­

quency o f  sexual intercourse also received support, although not as 

unanimously as we had expected.

I t  also seems that rece ip t o f  the prosthesis does lead to  

renewed fee lings of confidence and "wholeness1' in the male rec ip ien ts .
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A number o f  complications which necessitated add it ion a l surgery 

on the prosthesis were noted by the rec ip ien ts  in our study. Accord­

ing to Fur low (1978), 27% o f the rec ip ien ts  o f  the in f la ta b le  prosthesis  

require add it iona l surgery, with, cy linder kinking and ballooning being 

among the most common problems (20% fo r  each). F luid loss of any kind 

occurred in 20% o f  the cases reported by Furlow. Scott e t  a l . (1979) 

indicates that 42% o f the rec ip ien ts  implanted in 1973 required addi­

t iona l surgery. Of the 152 prostheses implanted in 1976 and 1977> only  

27 (.17-8%) ' have fa i le d  mechanically. As can be seen from these data, 

our sample had a higher, incidence o f  add it iona l surgeries than that  

reported by e i th e r  Fur low (.1978) or Scott e t  al.. (1979), Because our 

subjects were included in the Scott e t  a l ,  s t a t is t i c s ,  th is  f ind ing  

may indicate  that o f the many types o f  subjects studied, those implanted 

because o f  Peyronie's, disease or psychogenic impotence account fo r  the 

largest percentage o f  postoperative d i f f i c u l t i e s .  Further research is 

needed to investiga te  th is  p o s s ib i l i t y .

In regard to the issue o f  the rec ip ien ts '  post-surg ical f i d e l i t y ,  

i t  does not appear that rece ip t o f  the prosthesis alone is responsible 

fo r  sexual I n f i d e l i t y ,  nor is i t  responsible fo r  any changes in the 

frequency o f  such a c t i v i t i e s .  One must consider each indiv idual and his  

unique circumstances separately  in regard to th is  issue, as the reasons 

fo r  sexual i n f i d e l i t y  may be unrelated to rece ip t o f the prosthesis  

( e . g . , marriage to a te rm in a lly  i l l  spouse),

Additional find ings point to the fac t  that the men in our study 

were somewhat more c r i t i c a l  o f the prosthesis than th e i r  p artners . One 

might postulate that the pre-surg ical expectations of the males seeking



71

implantation are u n r e a l is t ic ,  and that possib ly, some o f  the same 

dynamics th a t  caused our psychogenic males to experience e r e c t i le  

dysfunction i n i t i a l l y  are s t i l l  operating post-im plantation  to make 

them c r i t i c a l  o f  th e i r  sexual performance. Performance an x ie ty , the 

most commonly c ited  reason fo r  psychogenic impotence, is o ften based 

upon such u n re a l is t ic  expectations as postulated here. i f  a male 

believes that his partner wants more of him sexually than he is able  

to provide, that she is d is s a t is f ie d  w ith  his performance, he may 

become impotent. This type of projected d is s a t is fa c t io n  which is 

antic ipa ted  by the male may have occurred in our sample o f  males and 

may characterize  prosthesis rec ip ien ts  more g en era lly .  They may be lieve  

that th e i r  partners are expecting more than they fee l capable of  

d e l iv e r in g ,  even with, the prosthesis. They may even pro ject any 

negative, mechanistic views of themselves to th e ir  partners . Our f in d ­

ings suggest that contrary to the males themselves, the females on the 

whole, are extremely s a t is f ie d  with, the in f la ta b le  prosthesis.

The general Impression from the evaluation o f  pa.t ien t-partner  

s a t is fa c t io n  is that the implanting of the in f la ta b le  prosthesis results  

in increased s a t is fa c t io n  in various aspects of a re la t io n s h ip ,  includ­

ing increased orgasmic c a p a b i l i ty  among partners, increased frequency 

of intercourse, and increased p o s it iv e  fee ling s  among partners towards 

p atien ts .

As we noted in the re s u lts ,  there was a great deal o f  m utuality  

involved in the decision to obtain the implant. This fa c to r  would 

ostensib ly  be 1 inked with, the large percentages of men and partners
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reporting increased s a t is fa c t io n  and s a t is fa c to ry  resu lts  from the 

prosthesis. I t ' s  log ica l to assume that m utuality  in the decision  

making process leads to increased levels  o f  s a t is fa c t io n  with the 

prosthesis, as i t  in e v ita b ly  a f fe c ts  both members o f  the re la t io n s h ip .  

Our findings: support the importance o f  p a t ie n t -p a rtn e r  m utuality  in 

the decision to obtain the prosthesis. This in te rp re ta t io n  is con­

s is ten t  w ith that o ffe red  by Beutler (1979) and Binkhorst-Kramarsky . 

(1978).

For those ind iv iduals  who may be concerned tha t  the "mechanical" 

nature o f  a pen ile  prosthesis w i l l  adversely a f fe c t  th e i r  sexual r e la ­

t ion s , our data may be heartening. Based on our re s u lts ,  i t  does not 

appear that partners o f in f la ta b le  pen ile  prosthesis rec ip ien ts  exp er i­

ence negative reactions resu lt in g  from the "mechanical" or " a r t i f i c i a l "  

nature o f  the device.

Perhaps the greates t c r i t ic is m  o f th is  study w i l l  be with  

respect to the small sample s ize involved. Fa ilu re  to discover d is t in c t  

d ifferences between organic and psychogenic rec ip ien ts  in th is  study 

may be due to the actual absence o f  such d ifferences or i t  may be the 

resu lt  o f  our te s ts '  in s e n s it iv i ty  to minor d ifferences between these 

small groups. Although th is  is a v a l id  c r i t ic is m ,  i t  must be remembered 

that th is  study deals w ith a l im ited  population to begin w ith , and the 

curren tly  a v a ila b le  research in th is  area is sparse. Thus, the need 

fo r  a study which, employs pre -posttes t comparisons as th is  research 

does, would j u s t i f y  the analyses presented here, small sample s ize  

notwithstanding.



73

Fa ilu re  to obtain any dram atica lly  negative partner responses 

might have been linked with, the methodology employed in contacting  

partn e rs . Since the p a tien ts  had control over who would receive the 

partner packets, overly  favorable responses might have been registered  

by the partners. We took the precaution o f  including separate s e l f -  

addressed, stamped envelopes fo r  partners as well as patien ts  to use 

in returning completed questionnaire forms. Partner packets were en­

closed separately  w ith in  the m ailing envelopes and instructions were 

provided specifying that partners were to f i l l  out and. return  th e ir  

questionnaires sep a ra te ly . We knew of no other means by which to 

contact the sexual partners (.legal spouses and sexual partners are not 

always id e n t ic a l ) ,  and we f e l t  that fa r  too l i t t l e  research has been 

conducted that examines the partners ' reactions and adjustments to 

penile, implants, fo r  our study to exclude these in d iv id u a ls .  In view 

of. these precautions, our resu lts  probably represent the a t t i tu d e s  o f  

those partners who responded w ith  reasonable accuracy. The responding 

p artn e rs ’ genera lly  favorable reactions are l ik e ly  a t t r ib u ta b le  to 

fac to rs  other than p a t ie n t  se lec t io n .

Conceivably, some of our resu lts  might be questioned due to the 

use o f two instruments in our study that have not been assessed for  

th e i r  v a l id i t y  and r e l i a b i l i t y  (Male and Partner Questionnaire), As we 

noted e a r l i e r ,  the contents of these instruments were based to a large  

degree on th e i r  face v a l i d i t y .  I t  seems essentia l to ascerta in  as 

f u l l y  as possib le  the personal and sexual, aftermath, o f  implantation  

w ith  a pen ile  prosthesis. To accomplish th is ,  one must ask. questions 

o f an intim ate nature; questions which deal with issues s p e c if ic  to
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recency o f the in f la ta b le  pen ile  prosthesis, the lack o f  previously  

va lida ted  instruments w ith  which to study rec ip ien ts  is understandable. 

Nonetheless, since implantation o f  th is  and other pen ile  prostheses 

is occurring w ith increasing frequency, information regarding the 

psycho-sexual adjustments o f  rec ip ien ts  is imperative. The need fo r  

the information gathered in th is  study f a r  outweighs the potentia l  

d i f f i c u l t i e s  engendered by the u t i l i z a t i o n  o f  new questionnaires.  

Furthermore, these po ten tia l  d i f f i c u l t i e s  ( lack o f  v a l i d i t y ,  r e l i a b i l - :  

i ty ;  spurious, resu lts )  are reduced by the common-sense approach 

u t i l i z e d  in our creation  o f  these instruments. Nonetheless, instrumen­

ta t io n  is sorely  needed in th is  area, esp ec ia lly  o f  a v a r ie ty  which can 

gather data which is  less: susceptible to d is to r t io n  and bias than 

d ire c t ,  face va lidated  questions.

Another c r i t ic is m  might address our use o f a voluntary popula­

t io n . Many studies, including those reporting favorable resu lts ,  

commonly use volunteer subjects. Conceivably, the use o f volunteers  

could re s u lt  in an abundance o f  favorable responses. As can be seen in 

our re s u lts ,  not a l l  o f our sub jec ts1 responses were favorab le . Although 

negative responses occur w ith  r e la t iv e ly  low frequency in th is  study, 

th e ir  presence serves: as reassurance that the voluntary nature o f  our 

population does not in v a lid a te  our f ind ings . Throughout this, paper, 

the lim itations: imposed by our unique population have been noted and 

respected. We fee l tha t  a cautious: approach to the in te rp re ta t io n s  o f  

our resu lts  has been observed. Furthermore, any objection  to the use 

of volunteers fo r  the current study seems academic, as we are unaware
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of any e th ica l a lte rnatives , that could f a c i l i t a t e  research o f  th is  

nature.

F in a l ly ,  the question raised in the beginning of th is  paper 

may now be addressed. Based on our re s u lts ,  implantation o f  an 

in f la ta b le  pen ile  prosthesis seems to be an e f fe c t iv e  and r e l ia b le  

treatment o f organic and in tra c ta b le  psychogenic impotence, provided 

that the rec ip ien ts  are c a re fu l ly  selected and free  from major psycho­

logical disturbances p r io r  to the im plantation. The acceptance o f ,  

reaction  and adjustment, to the in f la ta b le  prosthesis is extremely 

favorable fo r  both, the male rec ip ien ts  and sexual partners who 

responded to th is  in ves t ig a t io n . The treatments u t i l i z e d  in the past 

to correct e r e c t i le  dysfunction have been reviewed, and the in f la ta b le  

prosthesis represents, the most te c h n ic a l ly  sophisticated approach 

curren tly  a v a i la b le .  The psycho-sexual e f fe c ts  o f  the implantation o f  

t h is  device on both re c ip ie n ts  and sexual partners have been presented, 

and the p o s it iv e  re s u lts  discovered have served to enhance our c o n fi ­

dence in the. e f f ic a c y  o f  the i . P . P . , when i t  is implanted in properly  

screened p a tien ts .  U n ti l  an e f fe c t iv e  psychotherapeutic in tervention  

is a v a ila b le  to the re f ra c to ry ,  psychogenica11y impotent p a t ie n t ,  

implantation provides a v ia b le  treatment fo r  an app ro pria te ly  selected  

in d iv id u a l .
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Ha 1 e Q uest i orina I re

1. Please check, any o f  the fo llow ing health re la ted  problems that you 
have experienced as: a re s u lt  o f the im p lan t, and i f  appropriate ,  
please include any that are not l is te d .
(C irc le  as many as necessary.)'
1- recurrent in fec tio n  ( e .g . .  U r e t h r i t is ,  P r o s ta t i t is )
2- physical discomfort, always 
3~ physical discom fort, only upon in f la t io n
4- physical discomfort, sometimes upon in f la t io n
5- none
6- o ther , pi ease spec i f y :

2. What types of mechanical d i f f i c u l t i e  
(c i r c le  as many as necessary)
1- f a i lu r e  to in f la t e  properly
2- loss o f  f lu id
3- bulging upon in f la t io n  
h -  f a i lu e  to d e f la te  properly  
5~ none 
6- o ther:

3. Have you required add it ion a l surgery 
mechanical f a i lu r e s  of the device or  
from implantation?
1 -  Yes 
2- No

I f  yes, please r e la te  the d e ta i ls  regarding, the surgery ( i . e .  nature  
of surgery; how long a f t e r  i n i t i a l  implantation was the surgery 
undertaken; how many surgical procedures, e t c . ) ,

4. How c lose ly  does the in f la te d  prosthesis resemble your erections
before you became impotent? (c i r c le  one)
1- very d is s im ila r
2- moderately d is s im ila r  
3“ somewhat d1ss im ila r
4- s l ig h t ly  d is s im ila r
5- exactly  the same

I f  your answer above was any o f  the choices other than "exactly  the
same," could you describe the d ifferences you have experienced 
( e . g .  prosthesis larger or smaller in length, s ize  around, e t c .)?

; have you had w ith  the device?

since the implantation due to  
phys1ca1 comp 1ica t  ions a r is in g
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5. How s im ila r  is the " in f la te d  erec tion"  to the appearance o f  a 
"normal erection"? (c i r c le  one)
1- very d is s im ila r
2- moderately d is s im ila r  
3~ somewhat d is s im ila r
4- s l ig h t ly  d is s im ila r
5-  exactly  the same

The next few questions deal w ith  s a t is fa c t io n .  Please ind icate  your 
level o f  s a t is fa c t io n  in questions s ix  through ten by responding with  
the appropriate  number:

1- t o t a l l y  d is s a t is f ie d
2- mostly d is s a t is f ie d  
3_ somewhat s a t is f ie d  
4- mostly s a t is f ie d
5~ t o t a l l y  s a t is f ie d

6. How s a t is f ie d  are you with the firmness o f  the prosthesis when 
in fla ted?

7. How s a t is f ie d  are you with, the length o f  the prosthesis when 
in fla ted?

8. How s a t is f ie d  are you with, the s ize around (circumference) o f the 
prosthesis when in fla ted?

9. How s a t is f ie d  do you .th ink  your sexual partner is w ith the appear­
ance o f your in f la te d  erection? ,

10. How s a t is f ie d  do you th ink  your sexual partner is w ith  your in f la te d
prosthesis during intercourse?

11. How did receiving the implant a f fe c t  your mood in. genera l? I t  l e f t  
my mood: ( c i r c le  one)'
1- much worse
2- somewhat worse 
3“ unchanged
4- somewhat b e tte r
5~ much b e tte r  '

12. How has your sexual a b i l i t y  changed since your implant? Is i t :
1- much worse
2- somewhat worse 
3“ unchanged
4- somewhat b e tte r
5- much b e tte r
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13. How often  have you been able. to. achieve an. e rec tion  (properly  
i n f la t e  the prosthesis) since receiving the device:
1- always
2- many times
3 -  several times
4- once or twice
5- never

14. How often have you been re luc tan t or feared to use the prosthesis?  
( c i r c le  one)
1- always
2- many times
3- several times
4- once or twice  
5~ never

Why have you been re luc tan t or a f ra id  to use the prosthesis?  
(c i r c le  as many as necessary)
1- mechanical f a i lu r e
2- pain
3- embarrassment
4 -  other

15. Under what circumstances have you been a fra id  to use the device?

16. I f  the implant has ever f a i le d  to in f la t e  or d e f la te  properly ,  
were you embarrassed?
1 Yes 
2- No

I f  so,., how embarrassed? (.c irc le  one)
1- m ild ly
2 - somewhat
3 - moderately
4 - much
5~ very much.

17. How did receiving the implant a f fe c t  your marriage or interpersonal 
sexue 1 re 1 a t  i:onsh i p (.s) ? (c i r c le  one)
1- decreased s a t is fa c t io n  g re a t ly
2- decreased s a t is fa c t io n  moderately
3- no change in s a t is fa c t io n
4- increased s a t is fa c t io n  moderately
5- increased s a t is fa c t io n  g re a t ly

18. Has there been any s p e c if ic  change in your frequency of sexual 
intercourse since receiving the implant? (c i r c le  one)
1 -  Yes 
2^ No
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i f  yes, please ind icate  the nature o f the change by c i r c l in g  one 
o f  the fo llow ing choices:
1- very much, less frequent now
2- less frequent now
3“ about the same now as before
4- more frequent now
5- very much more frequent now

19. What other types o f  sexual re la t io n s  (e .g . o ra l ;  manual s t im u la tion ;  
indiv idual or mutual masturbation] do you curren tly  engage in?.

2.0. How does the frequency o f  the behaviors you described in #19 compare 
with t h e i r  frequency before the implantation? Type of a c t iv i t y :  
(c i r c le  one)
0- not app licab le
1- much less frequent now than before
2- less frequent now than before 
3~ about the same now as before  
4- more frequent now than before
5“ much more frequent now than before
6- o th er , please specify:

21, Since your implant, how many disagreements about sexual matters 
(e .g . lack of agreement on frequency; d u ra t io n ; d iv e rs i ty  of  
sexual re la t io n s )  have you had w ith  your sexual partner? ( c i r c le  
one)
1- many more now
2- somewhat more now
3- about the same now as before
4- somewhat fewer now 
5~ many fewer now

22, Please ind icate the number of times you engage in e x tra -m a r ita l  or
e x tra - re la t io n s h ip  sexual contacts. Be sure to ind ica te  the num­
ber o f  times, not the number o f  people with, whom you've engaged in 
such contacts; fo r  example: i f  you had sexual contact with one
woman/man three times, you would ind icate  "3 times"; i f  you had 
such contact w ith  two people, twice each, you would indicate
"4 t im es , '1 Number o f  times:

23, How has the frequency o f  your ex tram arita l  or e x tra -re la t io n s h ip  
sexual contact changed since your surgery? (c i r c le  one)
1- much more frequently  now
2 -  somewhat more frequently  now
3 -  about the same now as. before
4- somewhat less frequently  now
5 -  much less fre q u en tly  now
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2k.  How much has receiv ing your implant caused, your partner to worry 
about your f i d e l i t y  as compared w ith  before rece iv ing  the implant? 
( .c irc le  one)
1- much more now
2- somewhat more now
3- about the same now as Before
4- somewhat less now 
5_ much less now

25. Do you have any s p e c if ic  suggestions fo r  fu tu re  prospective implant 
candidates?

26. What suggestions would you make to improve the Implant i ts e l f?

27. Use the fo llow ing scale in answering this , question:
1- very poor 2- poor 3- adequate 4 - good 5~ very good

Put a number by each o f  the fo llow ing statements to ind icate  how 
helpful and accurate you found the information you received before  
the surgery to be in describing:
(a) physical e f fe c ts  o f  the implant
(b) appearance o f  the implant
(c) fee l o f  the implant
(d) e f fe c t  o f the implant on your sexual and personal l i f e
(e) actual aspects o f the operation i t s e l f  and the inherent risks

28. I f  you couldj would you have the implant surgery again, given the
same pre -surg ica l conditions and information?
1- Yes
2- No

I f  no, why not?

29. How successful would you ra te  the device as being? (.c irc le  one)
1- completely successful
2- moderately successful w ith a few problems
3“ bas ica lly  successful, w ith  a moderate number o f  problems
4- somewhat unsuccessful with, too many problems, but not a to ta l

f a i lu r e  
5~ t o t a l l y  unsuccessful

30. Would you contribute  any other comments, thoughts or suggestions 
which you might have concerning the device, i t s  e f fe c t  on you 
and your p a r tn e r (s i , that were not previously s o l ic ite d ?
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31. To what extent did your partner p a r t ic ip a te  in the decision to have 
the implant surgery performed? (c i r c le  one)
1- f u l l  p a r t ic ip a t io n —mutual decision
2- informed and p ar t ic ip a te d  somewhat

. 3“ informed but d id n 't  p a r t ic ip a te  in the decision  
k-  not form ally  informed, but she/he had some in tu i t io n  about 

my in ten t i ons 
5“ not informed and had no idea o f  my in tentions
6- not ap p licab le , partner did not know me p r io r  to implantation

32. Would you con tr ibute  any comments in general that you have which 
you fee l might be helpful to us in th is  research?
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P a r tn e r  Q u e s t io r i r ia i r e

1. To what extent did you p a r t ic ip a te  in the decision to have the 
implant surgery performed? (.c irc le  one)
1- f u l l  p a r t ic ip a t io n — mutual decision
2- informed and p art ic ip a ted  somewhat
3_ informed but d id n 't  p a r t ic ip a te  in the decision  
4- not form ally  informed, but had some in tu i t io n  about his 

in tentions
5“ not informed and had no idea o f  his intentions
6- not ap p licab le— d id n ' t  know him p r io r  to implantation

2. How sexually s a t is f ie d  were you before your partner received the 
prosthesis? ( c i r c le  one)
0- not app licab le
1- t o t a l l y  d is s a t is f ie d
2- mostly d is s a t is f ie d  
3“ somewhat s a t is f ie d
4- mostly s a t is f ie d
5~ t o t a l ly  s a t is f ie d

3 . How sexually s a t is f ie d  are you now that your partner has the 
prosthesis? (c i r c le  one)
1- t o t a l l y  d is s a t is f ie d
2- mostly d is s a t is f ie d  
3_ somewhat s a t is f ie d
4- mostly s a t is f ie d
5- t o t a l l y  s a t is f ie d

I f  you are d is s a t is f ie d ,  would you describe why and in what way:

4. How s im ila r  is the appearance of the in f la te d  prosthesis to the 
appearance of a normal erection? (c i r c le  one)

' 1- very d i ss i mi l ar
2- moderately d is s im ila r
3-  somewhat d is s im ila r
4- s l ig h t ly  d is s im ila r  
5“ exactly  the same

5. When the prosthesis is in f la te d ,  how s im ila r  is the " fe e l"  to a 
normally erect pen is? (c i r c le  one)
1- the same
2- s l ig h t ly  d is s im ila r  
3“ somewhat d is s im ila r  
4~ moderately d is s im ila r
5- very d is s im ila r
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When f la c c id ,  how s im ila r  is: the (lfe e l"  o f the prosthesis to a 
normally f la c c id  pen is? ( c i r c le  one]
1- the same
2 -  s l i g h t l y  d i s s i m i l a r
3-  somewhat d is s im ila r
4- moderately d is s im ila r  
5_ very d is s im ila r

6. How much change has there been in the. frequency o f  intercourse  
between you and your partner since the implantation? (c ir c le  one)
0- not ap p licab le ,  d id n 't  have intercourse before the implant
1- very much, less frequent now
2- less frequent now
3- about the same now as before
4- more frequent now
5~ very much more frequent now

7. Did you know your partner p r io r  to the implantation? (c i r c le  one)
1- Yes
2- No

i f  yes, how s a t is fa c to ry  are your sexual in te rac tions  now, as com­
pared to before the implant? ( c i r c le  one)
1- much more s a t is fy in g  now
2- somewhat more s a t is fy in g  now .
3~ about as s a t is fy in g  now as before
4- somewhat less s a t is fy in g  now 
5~ much less s a t is fy in g  now

8. . How did your p a rtn e r 's  receiv ing the prosthesis a f fe c t  your
marriage or interpersonal sexual re lationship? ( c i r c le  one)
1- decreased s a t is fa c t io n  g rea t ly
2- decreased s a t is fa c t io n  moderately
3-  no change in s a t is fa c t io n
4- increased s a t is fa c t io n  moderately 
5“ increased s a t is fa c t io n  g re a t ly

9. Compared to before the implant, how much do you fe a r  your partner  
may be sexually u n fa ith fu l?  (c i r c le  one)
0- not ap p licab le , d id n 't  know him before
1- much more now
2-  somewhat more now
3“ about the same now as before
4- somewhat less now
5-  much less now

10. How did you th ink the operation would a f fe c t  your re lationship?
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11. How has the pros the si's changed your views or fee ling s  about your 
partner? (c i r c le  one)
0- not app licab le , d id n 't  know him before the implant 

.1 -  much more negative about him now
2- somewhat more negative about him now
3- no change
4 -  somewhat more positive , about him now (
5-  much more p o s it iv e  about him now

Would you specify , i f  possib le , the types o f  changes in your f e e l ­
ings about him?

12. How has the duration o f  your sexual play changed since the implant? 
( .c irc le  one)
0- not ap p licab le , d id n 't  know him before the Implant
1- much, shorter now than before
2- somewhat shorter now than before  
3“ about the same now as before
4- somewhat longer now than before  
5“ much longer now than before

13. How has the type o f sexual a c t i v i t y  which you engage in with your 
current partner changed due to the implant: (c i r c le  one)
0- not ap p licab le , d id n ' t  know him before
1- much, less o f  our sex play, includes intercourse now
2- less o f our sex play includes intercourse now
3 -  the amount of intercourse in our sex play has not changed
4- more of our sex play includes intercourse now
5~ much more of our sex play includes intercourse now

What other types o f sexual re la t io n s  (e .g . o ra l ;  manual stim ula­
t io n ; indiv idual or mutual masturbation) do you curren tly  engage
in?

14. How does the frequency of the behaviors you l is te d  in #13 compare 
w ith th e i r  frequency before the implantation? Type o f  a c t iv i t y
0- not app licab le
1- much less frequent now than before
3~ about the same now as before
4- somewhat more frequent now than before
5“ much, more frequent now than before
6- o ther, please specify

15, How much has the "mechanical" nature o f  the prosthesis affected  your 
fee l in g  o f  d e s i r a b i l i t y  as a sexual partner? ( c i r c le  one)
1- g re a t ly  decreased i t
2- s l ig h t ly  decreased i t
3- not a ffected  i t
4- s l ig h t ly  increased i t
5 -  g re a t ly  increased i t
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16. Indicate the degree to which, the fo l lowing, statement represents, 
your fe e l in g s ,  by using the fo llow ing scale:

1- t o t a l l y  2- moderately 3- somewhat 4- s l ig h t ly  5- not at a l l

" I am no longer essentia l or important in arousing sexual e x c ite ­
ment in my partner because his erections are " a r t i f i c i a l "  and can 
be achieved whether I "turn him on" or no t."

C irc le  one: 1 2 3 4 5

17. Did you have sex w ith  your partner before the implant surgery?
1- Yes
2 -  No

I f  yes, how much has the implant a ffec ted  your a b i l i t y  to achieve 
orgasm through intercourse? Gcircle one.)
1- I don 't reach orgasm through intercourse
2- g re a t ly  increased my a b i l i t y
3- d id n 't  a f fe c t  my a b i l i t y
4- decreased my a b i l i t y
5- g re a t ly  decreased my a b i l i t y

18. Use the fo llow ing scale in answering th is  question:

1- very poor 2- poor 3“ adequate .4- good 5” very good

Put a number by each o f  the fo llow ing statements to ind icate how
helpful and accurate you found the information you received before
the surgery to be in describing
(a), physical e f fe c ts  of the implant
Lb), appearance o f the implant
(_c) feel o f the implant
(d). e f fe c t  o f  the implant on. your sexual and personal l i f e
(e) actual aspects o f  the operation i t s e l f  and the inherent risks

19'. i f  you could do i t  over again, would you recommend that your p a r t ­
ner proceed w ith  obtain ing the in f la ta b le  prosthesis? (c ir c le  one)
1- Yes:
2- No

20, What were some o f your questions: or major concerns regarding the 
prosthesis?

21, What advise or recommendations would you make to other people who 
were in the position  you were in p r io r  to the implantation?
C ). not ap p licab le , i d id n 't  know him.

22, Do you have any s p e c if ic  suggestions fo r  fu tu re  prospective  
implant candidates?
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23. What suggestions would you make to improve the implant i ts e l f?

24. How successful would you ra te  the device as being? (c i r c le  one).
1- completely successful
2- moderately successful with, few problems .
3“ b a s ic a lly  successful, but with, a moderate, number o f  problems
4- somewhat unsuccessful w ith  too many problems, but not a to ta l

f a i lu r e  
5~ t o t a l l y  unsuccessful

25. Would you con tr ibute  any other comments, thoughts or suggestions 
which you might have concerning, the. device, i ts  e f fe c t  on you and 
your partner, that were not previously so lic ite d ?

26. Would you con tr ibu te  any comments in general that you have which 
you fee l might be helpful to us in th is  research?
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