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Abstract
Men’s Health is a urological subspecialty that is at the forefront of innovation, but little data exist evaluating the attitudes that
andrologists have toward the current treatment modalities available for managing Men’s Health conditions. A survey of 37
questions asking what providers would choose as treatment for common conditions was distributed online via Survey Monkey to
members of the Sexual Medicine Society of North America and European Society for Sexual Medicine. A total of 115 respondents
completed the survey after an initial screening question. For erectile dysfunction (ED), 40%, 38%, and 33% of providers indicated
that they would use tadalafil daily, tadalafil on demand, or sildenafil on demand, respectively, as first-line phosphodiesterase 5
inhibitor therapy. Furthermore, a total of 74% would elect to undergo low-intensity shockwave therapy [67%], platelet rich plasma
injections [15%], and stem cell injections [15%]. Sex/behavioral therapy was preferred for both premature (36%) and delayed
(52%) ejaculation. Approximately 44% of respondents indicated that they would undergo Collagenase Clostridium Histolyticum
injections for Peyronie’s Disease in the acute phase. In the setting of hypogonadal symptoms with borderline low total testosterone
levels (300–400 ng/dL), 69% of respondents would pursue testosterone therapy. The prostatic lift procedure was the preferred
procedure for men seeking symptom resolution with preservation of ejaculatory function. Many Men’s Health specialists would
pursue the least invasive options before considering procedural intervention for any given condition. Providers may shift their
treatment preferences toward newer treatment modalities as longer term data become available.

Introduction

Men’s Health is a relatively young urologic subspecialty that
has gained momentum in the past 15–20 years [1, 2], in part
be due to an increasing public appreciation of Men’s Health
issues in the medical community and beyond. A greater
awareness has been placed on the conditions unique to male
aging, which has resulted in a drastic rise in the number of
Men’s Health clinics across many countries [2].

This movement toward embracing and understanding
male specific ailments has destigmatized conditions that in
the past may have threatened an outdated version of mas-
culinity. Historically, men have been less likely than
women to seek out medical services, especially for sexual or
mental health complaints [3]. Indeed, feelings of shame and
embarrassment are commonly associated with many Men’s
Health conditions, and this has been documented for erectile
dysfunction (ED), Peyronie’s disease (PD), and ejaculatory
dysfunction [4–6]. Such feelings of shame have even led
to the illegal sale and procurement of phosphodiesterase 5
inhibitors (PDE5i) by some men [7].
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Accordingly, recent years have seen an upsurge in the
number of treatments for common Men’s Health conditions,
both medical and surgical [8–10]. Furthermore, within the
realm of surgical intervention, newer techniques are being
introduced to provide optimal patient outcomes. With such
novel technological advances in device application, decid-
ing on the best therapy for a specific patient is a common
challenge Men’s Health specialists face.

Taking these factors into consideration, it can be even
more difficult for a patient to determine the best course of
management. Oftentimes, they defer to the physicians to
decide for them, putting more trust in the provider’s personal
preferences than their own. Currently, few data evaluating
the attitudes that Men’s Health specialists have toward
current treatment modalities are available. We sought to
assess practice patterns of Men’s Health specialists, by
surveying their personal preferences in regards to the wide
variety treatment modalities for common conditions. In this
study, providers were specifically asked to envision them-
selves as the patient when deciding on management.

Methods

A survey consisting of 37 questions was developed
assessing the treatment of six Men’s Health conditions—ED,
ejaculatory dysfunction, PD, hypogonadism, benign prostatic
hyperplasia (BPH), and urinary incontinence. Each of the
questions included an optional free response section. The
survey was distributed online via Survey Monkey to mem-
bers of the Sexual Medicine Society of North America
(SMSNA) and through social media blasts to members of the
European Society for Sexual Medicine (ESSM). The mem-
bership of these societies consists of physicians, mid-level
providers, and trainee physicians. Respondents were asked to
complete the survey as if they were a patient being treated for
such conditions. An introductory screening question (“Do
you treat patients with Men’s Health conditions?”) was used
to filter out providers without relevant experience.

Results

A total of 129 members responded to the survey (67 from
SMSNA and 62 from ESSM). Of the 129 initial respon-
dents, 115 (89.1%) continued on with the rest of
the survey after the initial screening question. Table 1
displays demographic information for all respondents.
An overwhelming majority (88%) of respondents were
MD or MD/PhD professionals. Other respondents
included nurse practitioners (4%), physician assistants
(2%), psychologists (4%), and other (2%). About 30% of
respondents had been practicing for <5 years at the time of

answering the survey. Academic medicine (40%) was the
most common type of practice setting across the cohort,
followed by hospital-based (25%), single provider (17%),
and larger group practices (16%).

Erectile dysfunction

When considering PDE5i treatment for ED, most respondents
preferred tadalafil (either daily [40%] or on demand [38%]) or
sildenafil (33%). A majority of respondents (73%) would opt
for intracavernosal injections as second line therapy if they
did not respond to PDE5i treatment. Of these, 55% indicated
that they would select trimix as their preferred injection
solution. Twelve percent of respondents indicated that they
would prefer intraurethral suppositories, while 9% would
consider penile prosthesis surgery as second line therapy.
Approximately 74% of respondents would elect to undergo an
experimental intervention for ED (low-intensity shockwave
therapy [LiSWT] [67%], platelet rich plasma [PRP] injections
[15%], and stem cell [SC] injections [15%]). When compar-
ing across practice setting, providers that were at academic
institutions were less inclined to choose an investigative ED
procedure for themselves (55%).

Table 1 Demographics of survey respondents.

N %

Gender

Male 88 81

Female 21 19

Age

<30 2 2

30–40 45 42

40–50 19 18

50–60 18 17

60–70 19 18

>70 5 5

Geographic area of practice

USA 66 61

Canada 2 2

Europe 26 24

Middle East 2 2

Other 13 12

Specialty

Urology 82 75

OB/GYN 6 6

Internal/family medicine 7 6

Psychiatry/psychology 6 6

Other 8 7

Fellowship training

Yes 65 60

No 43 40
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For penile prosthesis placement (Table 2), most (76%)
indicated that they would prefer a three-piece inflatable penile
prosthesis, placed via a penoscrotal approach (66%).
Regarding brand, 40% of respondents would choose a
Coloplast Titan implant, 29% an AMS 700 LGX, 19% an
AMS 700 CX, and 7% an Ambicor implant. Most providers
(68%) would opt for a salvage procedure if they developed an
infection of their prosthesis (41% with a malleable and 27%
with an inflatable), while 24% would prefer explantation of
their device. After a radical prostatectomy, most respondents
(70%) would use a daily PDE5i to improve erectile function
recovery, and if a prosthesis were to be placed, 45% preferred
placing the reservoir in the space of Retzius.

Ejaculatory dysfunction

For ejaculatory dysfunction, the most commonly selected
management strategy was sex/behavior therapy for both
premature (37% of respondents) and delayed (52%) ejacu-
lation. Other options included topical therapy (25%), daily
SSRI (18%), on-demand SSRI (13%), PDE5i therapy (6%),
and Tramadol (1%). However, for US-based practitioners,
topical analgesic therapy was the preferred treatment for
premature ejaculation (36%).

Peyronie’s disease

Overall, 44% of respondents indicated that they would opt
for intralesional CCH injection therapy for PD during the
active phase of the condition. Other common choices

included penile traction therapy (36%) and oral therapy
(23%). The most preferred options for stable PD with
preserved erectile function with a 30°, 60°, and 90° cur-
vature were no intervention (45%), CCH therapy (31%),
and plaque incision/excision (32%), respectively (Table 3).
Fellowship-trained individuals and younger practitioners
(<40 years), however, tended to prefer a plication procedure
over CCH therapy.

Hypogonadism

If preservation of fertility was desired, treatment with a
selective estrogen receptor modulator (i.e., clomiphene
citrate) was the most commonly selected therapy for
hypogonadism (39%). Otherwise, most respondents would
pursue testosterone therapy (86%) with a formulation that
could be administered topically (46%) (Table 4). Further-
more, 69% of respondents would still purse testosterone
therapy even if they had symptoms with borderline testos-
terone levels (300–400 ng/dL).

BPH/LUTS

When considering LUTS refractory to alpha-blocker treat-
ment, 36% of respondents indicated that they would pursue
dual therapy with a 5-alpha reductase inhibitor (5ARI) as
next line therapy. Only 23% and 19% of respondents would
choose prostatic lift or vaporization procedures, respec-
tively. However, if preservation of antegrade ejaculation
was important to the respondent, the percentage choosing
prostatic lift rose to 43%, while 30% still preferred dual
therapy. Only 13% of respondents would consider prostate
vaporization in this scenario.

Urinary incontinence

Finally, for post-prostatectomy urinary incontinence, Kegel
exercises, urethral sling, and artificial urinary sphincter were
preferred by respondents for mild (83%), moderate (59%),
and severe (70%) incontinence, respectively. Table 5 dis-
plays all management choices based the degree of incon-
tinence following prostatectomy. If climacturia developed
after prostatectomy, the two top choices for management
were a male urethral sling and a penile constriction ring
(23%), and 20% of respondents would opt for no treatment.
Other options included oral therapy (12%), a condom
catheter (12%), and a Mini-Jupette sling (8%).

Discussion

In the present study, a systematic survey of members of the
SMSNA and ESSM was performed to better understand

Table 2 Provider preferences for penile prosthesis placement.

N %

Type of prosthesis

Malleable penile prosthesis (rods) 13 14

2-piece inflatable penile prosthesis (Ambicor) 9 10

3-piece inflatable penile prosthesis 71 76

Brand

Coloplast Titan 37 40

AMS 700 CX 18 19

AMS 700 LGX 27 29

Ambicor 6 6

Approach

Penoscrotal 60 65

Infrapubic 24 26

Subcoronal 3 3

Preferred management of infection

Explantation 22 24

Salvage with an inflatable penile prosthesis 25 27

Salvage with a malleable penile prosthesis 38 41

Calcium sulfate (Carrion) cast 5 5

“Doc, if it were you, what would you do?”: a survey of Men’s Health specialists’ personal preferences. . .



attitudes toward treatment modalities for common male
conditions (Fig. 1). Both societies were approximately
equally represented, which we anticipate limited the influ-
ence of geographical location on practice patterns. We did,

however, notice that a large proportion of respondents were
based in the USA, most likely due to the fact that SMSNA
is the representative society for sexual medicine providers
in the USA. Most of our respondents were male, which
reflects the current higher density of male practitioners
in Men’s Health and urology in general. Finally, a high
number of respondents were fellowship trained, possibly as
a result of the recent growth of Men’s Health as a field and
also likely due to both ESSM and SMSNA being sub-
specialty focused.

PDE5i therapy has long been the preferred first-line
therapy for men with ED. While all PDE5i’s have demon-
strated efficacy over placebo [10–12] and are Food and
Drug Administration (FDA) approved, some men may
prefer one over another. Tadalafil has the longest half-life of
all PDE5i’s, as well as excellent bioavailability [13, 14].
The fact that tadalafil does not require an empty stomach or
fat-free meal, as well as its long half-life, may explain the
high proportion of respondents choosing tadalafil over other
PDE5i’s.

With regards to experimental ED treatments, respondents
preferred LiSWT over other experimental treatments.
LiSWT has shown promise for the treatment of mild-
moderate ED in small randomized cohorts [15]. A recent

Table 3 Management strategies for PD patients in the stable phase with preserved erectile function.

30° dorsal
curvature

60° dorsal
curvature

90° dorsal
curvature

Hourglass
deformity

Ventral
curvature

Intralesional Verapamil (%) 1 2 1 2 2

Intralesional Interferon (%) 1 1 1 3 3

Intralesional CCH (%) 32 30 12 17 13

Plication procedurea (%) 12 27 15 3 43

Plaque incision/partial excision and grafting (%) 5 20 31 23 8

Penile prosthesis placementb (%) 1 8 16 14 9

Intralesional therapy followed by surgery (%) 2 8 17 1 0

No intervention (%) 44 4 5 35 22

PD Peyronie’s disease, CCH Clostridium Collagenase Histolyticum.
aWith or without incision/excision corporoplasty.
bWith modeling and/or incision+ grafting.

Table 4 Provider preferences for hypogonadism treatment.

N %

Hypogonadism treatment w/out fertility preservation (≥1 answer)

Selective estrogen receptor modulator (e.g., clomiphene
citrate)

19 22

Aromatase inhibitor (e.g., anastrozole) 7 8

Testosterone therapy 73 86

Human chorionic gonadotropin (HCG) 8 9

Lifestyle modifications 35 41

None 0 0

Hypogonadism treatment with fertility preservation

Selective estrogen receptor modulator alone 33 39

Aromatase inhibitor alone 4 5

Human chorionic gonadotropin (HCG) alone 18 21

Combination testosterone and HCG/clomiphene/aromatase
inhibitor therapy

17 20

Lifestyle modifications 10 12

None 3 4

Testosterone application (≥1 answer)

Oral testosterone (not available in USA) 1 1

Intramuscular injectable testosterone (cypionate or
enanthate)

17 20

Long-acting intramuscular injectable testosterone
(e.g., aveed)

22 26

Subcutaneous injectable testosterone (cypionate or
enanthate)

16 19

Subcutaneous auto-injector testosterone (e.g., xyosted) 14 16

Subcutaneous testosterone pellets (e.g., testopel) 21 25

Topical testosterone (gel, cream, and patch) 39 46

Table 5 Management preferences for post-prostatectomy incontinence.

Mild (0–1
pad/day)

Moderate (2–4
pads/day)

Severe (>4
pads/day)

Kegel exercises
only (%)

83 23 11

Male urethral
sling (%)

13 60 18

Artificial urinary 0 15 69

Sphincter (%)

None (%) 4 2 1

M. Towe et al.



meta-analysis by Sokolakis and Hatzichristadoulou pooled
data from ten randomized clinical trials (RCT) examining
the effects of LiSWT and observed significant improve-
ments in both subjective and objective measures of erectile
function in men with vasculogenic ED [16]. A 2019 review
by Campbell pooled data on 607 patients across seven
RCTs and observed similar findings, corroborating the
beneficial effects of LiSWT in men with ED up to 1 month
after treatment [17]. Still, the most recent ESSM recom-
mendations regarding LiSWT support further investigation
into this therapy before incorporation into clinical practice
[18]. SC therapy has attracted significant interest for the
treatment of ED as a regenerative therapy, but most data at
this point are primarily based on animal models [19]. With
regards to PRP, there is presently little data to support its
use in the management of ED [20]. Due to the relative
novelty of restorative therapies for ED in general, the
SMSNA currently supports the use of LiSWT, SC, and PRP
modalities for investigative use until long term efficacy and
safety data are available in the form of human studies [21].

A conservative approach was preferred as initial man-
agement for ejaculatory dysfunction. This was especially
true for delayed ejaculation, in which the majority of
respondents elected for sex/behavioral therapy before other
interventions were used. A study by Shindel et al. that
surveyed practice patterns for premature ejaculation patients
similarly observed that behavioral therapy, such as the

“stop/start” and “squeeze” techniques, was favored by 36%
of providers [22]. However, the most common initial
treatment in Shindel’s study was SSRI use, both daily and
on demand, which constituted 48% of responses. In con-
trast, in our study, 31% of respondents indicated that
they would pursue SSRI’s for PE management. Further,
Shindel’s results revealed that only 11% of respondents
would choose topical anesthetic treatment. In our cohort,
26% would use topical anesthetics such as Promescent®, and
this proportion rose to 36% when only US-based providers
were considered, likely due to increased availability.

When receiving treatment for PD in the active phase,
many respondents would consider pursuing intralesional
CCH therapy. The safety and efficacy of CCH for use in the
active phase of PD has recently been studied [23–25].
Accordingly, Men’s Health professionals may feel more
comfortable prescribing this type of therapy in the active
phase. An older study predating the FDA approval of CCH
assessed urologists’ practice patterns when dealing with PD
patients and found that 70% of respondents preferred oral
therapy, specifically with vitamin E, as initial therapy [26].
This is in contrast with the present study, in which only
23% of respondents would begin oral therapy. The most
recent American Urological Association (AUA) guidelines
recommend against offering oral therapies such as vitamin
E, procarbazine, omega 3 fatty acids, or tamoxifen for PD
treatment [27]. When considering a patient with only minor
curvature and preserved erectile function, most advocated
for observation over intervention (62%) similar to the pre-
sent study. We further found in our cohort that fellowship-
trained practitioners tended to prefer penile plication
surgery more so than nonfellowship-trained individuals in
most forms of PD. With a 60° curvature specifically, this
procedure was preferred over CCH therapy for those with
fellowship training. This could simply reflect the fact that
fellowship-trained individuals likely have more experience
with this type of surgery, and therefore are more confident
in its outcomes. A similar trend was seen with younger
survey respondents who were less than 40 years of age.
There is likely a good amount of crossover between these
two subgroups due to the fact that andrology fellowship
opportunities are more prevalent now than in previous
decades. This variation in management choice was not seen
when comparing across different practice locations.

Most survey respondents would pursue testosterone
therapy if they were hypogonadal and were not concerned
with fertility preservation. Further, almost half preferred
using a topical formulation for testosterone treatment.
Berkseth et al. reported transdermal application of testos-
terone as one of the most widely used preparations in the
USA [13] citing its relative ease of use, which may explain
why many of our study cohort preferred it as well. More
respondents than not would also begin testosterone therapy

Fig. 1 Highlighted results from Men’s Health survey.

“Doc, if it were you, what would you do?”: a survey of Men’s Health specialists’ personal preferences. . .



if they had low-normal testosterone levels, which may
highlight the changing landscape of thinking about testos-
terone, with a softening perspective of the drug as being
associated with significant adverse effects. The link between
testosterone and cardiovascular risk has been scrutinized,
with some of the more recent trials that have identified an
increased risk of cardiovascular events drawing significant
criticism due to intrinsic methodological flaws. The most
recent and largest meta-analysis by Corona et al. examining
cardiovascular outcomes among men on testosterone
examined data on 5464 patients across 75 RCTs and did not
find evidence that testosterone increases the incidence of
cardiovascular events [28]. Rather, testosterone appeared to
lower the risk of cardiovascular events in hypogonadal men,
specifically those with metabolic derangements. The role of
testosterone in prostate cancer development has also been
extensively explored and, with currently available data,
testosterone does not appear to increase the risk of de novo
malignancy or progression after prostate cancer treatment,
at least for low grade cancers [29]. Similarly, the AUA
guidelines on hypogonadism management acknowledge a
lack of evidence linking testosterone therapy to the devel-
opment of prostate cancer [30].

For BPH and LUTS, many providers would choose dual
therapy with a 5ARI and alpha blocker for refractory dis-
ease. Despite the associated sexual and weight gain side
effects of 5ARIs, the superior efficacy of combination
therapy over either agent alone in improving symptom
control and urinary flow rate is well established by the
MTOPS and CombAT trials [31, 32]. If preservation of
antegrade ejaculation is desired, the prostatic lift procedure
was the most commonly opted for intervention by respon-
dents. Again, this preference is supported by data from
randomized trials demonstrating significant improvement in
LUTS and urinary flow rate in men with BPH from baseline
[33, 34]. Furthermore, head to head comparisons of pro-
static lift with transurethral resection of the prostate (TURP)
have shown superiority of prostatic lift in preserving
ejaculatory function across all follow-up time points [35].
It is surprising that only 13% of respondents chose in-clinic
water vapor thermal therapy as their ejaculation preserving
treatment of choice for BPH/LUTS. Similar to prostatic lift,
trials examining water vapor thermal therapy have shown
robust improvements in International Prostate Symptom
Scores, urinary flow rate, and post void residual volume
following treatment with minimal sexual side effects noted
[36]. Longer term data have recently become available,
which has shown that these improvements are durable over
a four year period [37]. There are, however, no present trials
comparing water vapor thermal therapy to TURP or pro-
static lift procedures. In addition, vaporization technology is
still not available as a treatment option in some countries,
which could also explain why fewer providers chose it as an

option. Aquablation is a newer technology that has shown
promising results up to one year follow-up, but long term
data are not yet available [38, 39].

Climacturia is a recently acknowledged but under-
recognized sequela of radical prostatectomy, and many
practitioners may be unaware of available treatments
options. This was evidenced by an evenly spread distribu-
tion of responses across the answer choices in our survey,
with no answer choice being selected by more than 22% of
respondents. The lack of a consensus among providers may
also be due to an absence of randomized trials comparing
different management options for climacturia, limiting
the ability to objectively compare treatment options.
While multiple observational studies have demonstrated the
benefit of available treatments, none of them have emerged
as the “superior” option for men suffering from climacturia.

Limitations inherent in this study are its relatively
small sample size and reliance on convenience sampling.
We cannot assume complete generalizability to all Men’s
Health specialists as there may be differences between the
study population that answered our survey and those that
did not. These limitations are common in most survey
research, however, and we were satisfied with near equal
representation from both sexual medicine societies sampled.
In addition, this is a cross-sectional study, limiting the
ability to assess trends in practitioner preferences across
time. However, we are able to compare our survey results
with those of prior survey studies.

Another potential bias with our survey involved the way
in which we instructed respondents to answer each question.
We specifically requested that each participant envision
themselves as a patient afflicted with that specific condition,
which may be more difficult depending on the person
answering. We assume that most of our respondents have
not experienced many of these conditions, especially given
that almost half were <40 years old, and so a patient’s
perspective is largely speculative for these individuals.
Occasionally, a respondent would provide “I don’t know”
as rationale for their answer choice in the free response
section and indicate a lack of knowledge by way of being a
patient. However, these types of responses were rare, and
we felt our instructions for completing the survey were
generally clear enough that most participants would not
have had this issue.

Conclusion

Many Men’s Health specialists would pursue the least
invasive treatment options before considering procedural
intervention for any given condition. For some issues,
behavioral or no intervention was a more popular option for
management in PD, incontinence, and ejaculatory

M. Towe et al.



dysfunction. Our study differs from prior survey studies of
urologic practice patterns because we specifically assessed
practitioner attitudes toward treatment modalities by having
them assume the role of the patient. We were less interested
in how commonly they prescribed or performed an inter-
vention but rather if they themselves would undergo a
particular treatment. The results of studies like these can be
used to assess the current landscape of practice patterns and
attitudes of urologists, and help to identify gaps in under-
standing of the available treatment options in Men’s Health.
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