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Abstract
Background: Despite the well-known influence of psychological and situational fac-
tors on erectile dysfunction, the influence of the physician's gender on the andrologi-
cal workup has never been investigated so far.
Objectives: To investigate physician's gender influence on the erectile dysfunction 
diagnostic workup.
Materials and methods: Cross-sectional study with retrospective data collection. We 
evaluate a consecutive series of erectile dysfunction patients: 95 at the University 
of Modena and Reggio Emilia (UNIMORE) and 1808 at the University of Florence 
(UNIFI). In the UNIMORE cohort (Cohort 1), intracavernousal injection test was per-
formed in case of suspected vascular pathogenic component. In the UNIFI cohort 
(Cohort 2), patients were evaluated by structured interview on erectile dysfunction 
and ANDROTEST. Both cohorts were divided into two groups according to the gen-
der of the physician who performed the intracavernousal injection test or the struc-
tured interview.
Results: In Cohort 1, patients who had the intracavernousal injection test performed 
by a female physician had a significantly higher probability of obtaining a better in-
tracavernousal injection test response. In Cohort 2, patients interviewed by female 
physician more frequently reported to have a conflictual couple relationship and a 
reduced frequency of climax in their partners. However, they reported less difficul-
ties in achieving and maintaining erection, higher frequency of autoeroticism, lower 
occurrence of erectile dysfunction during masturbation and lower impairment in 
morning erections.
Conclusions: Physician's gender affects the results obtained during the erectile dys-
function diagnostic workup. Men interviewed by a female physician describe a less 
severe erectile dysfunction probably as attempt to defend their own virility. On the 
other hand, the presence of a male physician during intracavernousal injection test is 
associated to a worse response suggesting a possible unconscious competition.
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1  | INTRODUC TION

Erectile dysfunction (ED) is a very common symptom affecting 15%-
25% of men in the general population and achieving a prevalence 
of up to 70% in elderly men.1 Despite its widespread distribution 
and its great impact on the quality of men' and couple's life,2 it is 
estimated that only 30% of men with ED consult a physician for this 
problem.3 Several reasons could explain this low consultation rate. 
Among these, embarrassment certainly plays an important role. The 
cross-national survey on Male Health Issues—involving about 3000 
men aged 20-75 years with current or former ED from US and five 
European countries, including Italy—has shown that more than 30% 
of participants find impossible to talk about ED face to face with 
someone and up to 40% think that would not feel comfortable to 
share this symptom even with a doctor.4

In this context, the doctor-patient relationship is pivotal and 
physicians should be very cautious in establishing a good dialogue, 
which allows investigating sexual problems, thus providing the op-
portunity either to have more insight in patient's general health or 
to improve his quality of life.5,6 Indeed, specific knowledge on sex-
ual medicine is a valuable competence and communication skills 
are crucial. Several personal characteristics may modulate the 
communicating approach, and gender can be easily hypothesized 
as one of these.

The differences in clinical practice according to the physician's 
gender have been previously evaluated in a limited number of 
medical settings, mostly among general practitioners and inter-
nal medicine. A meta-analysis of the results of 29 observational 
studies dealing with the communication styles of male and female 
physicians during visits6 has shown that females engage slightly 
longer visits. During these, females are more prone to favor active 
involvement of patients and to assume a less dominating stance 
toward them, creating, more often than their male colleagues, a 
positive talk with encouraging and reassuring attitudes.6 Although 
the studies report quite subtle differences in male and female 
physician styles during visit, they seem to translate into a greater 
patients’ satisfaction for visit performed by female physicians.6 
Accordingly, issues addressed during visits in a sexual medicine 
setting are very sensitive and it is obvious to assume that patients 
would be more comfortable in talking with a physician of the same 
gender. However, it could be also hypothesized that sharing a sex-
ual problem with a person of the same sex, albeit a doctor, could 
result in feeling judged or compared, rather than understood or 
helped. Conversely, a person of the opposite gender could be 
perceived as more objective and sympathetic. The differences in 
visits performed by male or female physicians in sexual medicine 
setting have never been studied so far. Hence, we performed a 
cross-sectional clinical study aimed at evaluating the differences 
during a visit for ED—either in referring the problem or in diag-
nostic tests—categorizing information according to the gender 
of physician who performed the visit. The study was conceived 
after the empirical observation at the Andrology Unit of the 
University of Modena and Reggio Emilia (UNIMORE) that female 

physicians—despite standardized procedures and equal training of 
their male counterpart—usually obtain better results at the intra-
cavernousal injection (ICI) test.

2  | MATERIAL S AND METHODS

This is a cross-sectional study performed by a retrospective re-
view of clinical data in two different cohorts of patients consulting 
for sexual dysfunction in two Italian Andrology centers. The study 
was conceived after the empirical observation at the Andrology 
Unit of the University of Modena and Reggio Emilia (UNIMORE) 
that female physicians—despite standardized procedures and equal 
training of their male counterpart—usually obtain better results at 
the intracavernousal injection (ICI) test. The Sexual Medicine and 
Andrology Unit of the University of Florence (UNIFI) was involved 
because the standard clinical practice for the initial assessment 
of ED patients relies on structured interviews, which are equally 
performed by male and female physicians. At the UNIFI, the ICI 
testing and the penile color Doppler ultrasound (PDCU) are part 
of the routine clinical practice but only male physicians perform 
these two clinical procedures. The UNIFI was involved to verify 
whether the differences according to physician gender obtained at 
the UNIMORE in the evaluation of ED patients are consistent with 
those derived from a detailed and standardized evaluation of the 
characteristics of ED, the presence of other sexual symptoms and 
the assessment of relational and psychological issues possibly af-
fecting sexual function. Hence, the use of two cohorts allowed for 
the collection of complementary information useful for evaluat-
ing different aspects of male sexual health, as derived from either 
subjective referral of a clinical problem or a widespread diagnostic 
procedure generally deemed as objective.

2.1 | UNIMORE cohort (Cohort 1)

A consecutive series of patients (n = 95) consulting in the 2018 the 
Andrology Unit of UNIMORE for ED were retrospectively evalu-
ated. Routinely, each patient was evaluated using a standard di-
agnostic workup (Figure 1). Initially, the patient's medical history 
was collected with an unstructured interview, including informa-
tion on age, smoking status, comorbid medical and psychological 
conditions, prior surgery, current medications, and family history 
of cardiovascular (CV) disease.5 Moreover, ED was thoroughly 
investigated considering its onset period and modality, its sever-
ity, possible situational factors, the presence/absence of morn-
ing erections, the presence/absence of masturbatory erections 
and the prior use of pro-erectogenic therapies. ED severity was 
quantified using the International Index of Erectile Function (IIEF)-
5.7 Alongside medical history, when a vascular pathogenic com-
ponent was suspected, blood drawn for biochemical assessment 
and an ICI test with vasoactive agents was recommended. ICI test 
was proposed to patients aged over 50  years in the absence of 
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spontaneous morning erections or in the presence of persistent 
ED, and to all men presenting at least one risk factor for CV dis-
ease, such as diabetes mellitus, hypertension, dyslipidemia, or 
previous CV event, irrespective of age. The ICI test for ED is a min-
imally invasive procedure contemplating the injection of 5 or 10 μg 
of prostaglandin E1 (PGE1) in a corpus cavernosum penis.8 After 
10 minutes from the injection, the drug-induced erection was as-
sessed using a buckling device, that is, a standard weight scale 
connected to a plastic cap with a ventral surface concavity (Rigid 
test®, Androline srl – Milano, Italy). A full erection was depicted in 
case of an absent penile buckling when a 1000 g downward force 
was slowly applied to the glans, following the erect shaft axis.9 
Moreover, in order to assess the gradual nature of the response, 
we arbitrarily divided patients into four groups according to the 
buckling test graduation: (I) absent < 500 g, (II) mild 500-750 g, (III) 
moderate 750-1000 g, and (IV) optimal response >1000 g. In the 
UNIMORE center, this procedure was indiscriminately performed 
by two male or by two female physicians. According to the gender 

of the physician who performed the ICI test, patients were further 
subdivided in group 1a (male practitioners) and group 1b (female 
practitioners).

2.2 | UNIFI cohort (Cohort 2)

A consecutive series of 1808 patients consulting the Sexual 
Medicine and Andrology Unit of the UNIFI for ED were studied. 
Each patient underwent a standard diagnostic protocol (Figure 1) 
and signed an informed consent for collecting clinical data. At the 
beginning of the diagnostic workup, all patients were interviewed 
using the Structured Interview on Erectile Dysfunction (SIEDY) 
and ANDROTEST in the absence of their partners, administered by 
male or female physician. SIEDY is a validated 13-item structured 
interview evaluating the pathogenic components of ED (organic, 
relational, or intrapsychic)10 whereas ANDROTEST is a validated 
12-item structured interview for the screening of hypogonadism in 

F I G U R E  1   Diagnostic protocols 
routinely applied at UNIMORE and UNIFI



4  |     RASTRELLI et al.

patients with sexual dysfunction.11 For both interviews, answers 
to each question are arranged on a Likert scale. For the purpose 
of the present study, the answers have been transformed into 
dummy variables. All patients were also asked to report all their 
comorbidities and drugs used. All patients underwent a complete 
physical and biochemical examination. Blood samples were drawn 
in the morning, after an overnight fast, for the determination of 
lipid profile, glucose, and total testosterone. The 10-year risk was 
estimated by the Progetto Cuore algorithm,12 demonstrated as a 
proper algorithm also for men with sexual dysfunction.13 Penile 
blood flows were measured by PDCU before and 20 minutes after 
an intracavernosal injection of 10 μg of PGE1 (dynamic evaluation. 
Twenty minutes after the injection, the erectile response was as-
sessed by a palpation and recorded on a four-point scale: 1 = no 
response, 2 =  rigidity, insufficient for intercourse (<50%); 3 =  ri-
gidity, sufficient for intercourse (>50%); 4 = full erection (>90%). 
Both the ICI test and the PDCU were performed in the UNIFI 
center by male physicians. The Middlesex Hospital Questionnaire 
(MHQ),14 a brief self-reported questionnaire for the screening of 
the symptoms of mental disorders in non-psychiatric settings, was 
administered to each patient in order to quantify the psychologi-
cal symptoms. According to the gender of the physician who per-
formed the sexual interview, patients were divided into group 2a 
(male) and group 2b (female).

2.3 | Statistical analysis

Data are reported as mean  ±  standard deviation when normally 
distributed and as median interquartile range] when non-normally 
distributed. Comparisons between groups have been performed by 
Student's t test and chi-square test for continuous and categorical 
parameters, respectively. For non-normal distributed parameters, 
the Student's t test was performed after the logarithmic (log10) 
transformation of the variable, which allowed the achievement of 
normality. Binary and ordinal logistic regressions have been used 
for evaluating the unadjusted and adjusted associations between 
variables, when the dependent parameter was binary or categori-
cal, respectively. Results from binary or ordinal logistic regressions 
were reported as odds ratio (OR) along with their 95% confidence 
interval (CI).

All the statistical analyses were performed by Stata MP 13.1 for 
Windows (StataCorp, College Station, TX, USA), and P values < 0.05 
were considered statistically significant. All figures were produced 
using GraphPad Prism 5.02 (GraphPad Software, Inc, CA, USA).

3  | RESULTS

3.1 | UNIMORE cohort (Cohort 1)

The characteristics of the 95 men enrolled are reported in Table 1. 
Of these, 55 (57.9%; group 1a) had the ICI test performed by a male 

physician, whereas in the remaining 40 (42.1%; group 1b), the ICI 
test was executed by a female physician. Group 1a and group 1b did 
not differ in terms of age, education, testosterone levels, and CV risk 
factors (Table 1). In addition, men in group 1a and 1b reported with a 
similar frequency to have a stable couple relationship and their part-
ners' age was comparable (Table 1).

In men from group 1b, the severity of ED, as assessed by the 
IIEF-5 score, and the duration of ED were not different from men in 
group 1a (Table 1). When evaluating the sexual symptoms associated 
with ED, as assessed in a previous visit by a different physician, it 
was found that group 1a and group 1b had a similar prevalence of im-
pairment in morning erections, ED during masturbation and reduced 
sexual desire (Table 1).

The ICI test response according to the gender of the physician 
who performed the test is reported in Figure 2. Men who had the 
test performed by a female physician (group 1b) had a significantly 
higher probability of obtaining a better ICI test response (P = .012). 
This observation was confirmed even after excluding eight men who 
were tested with a higher dosage (10 or 20 μg) of PGE1 (OR = 2.92 
[1.30-6.55], P = .009).

3.2 | UNIFI cohort (Cohort 2)

The characteristics of the 1808 men involved in the study are re-
ported in Table 2. When comparing 857 men who were interviewed 
by a male (47.4%; group 2a) or 951 interviewed by a female physician 
(52.6%; group 2b), it was observed that men from group 2b were 
slightly—although significantly—older, more educated and at higher 
CV risk, as assessed by the Progetto Cuore risk engine (Table 2). 
Group 2a and 2b did not differ for prevalence of comorbidities, 
such as diabetes, previous CV events, hypertension, or psychiatric 
conditions (Table 2). In addition, there were no differences in total 
testosterone, glucose, and lipids levels (Table 2). The results from 
the self-administered questionnaire MHQ showed that men inter-
viewed by male or female physicians scored similarly, not suggesting 
differences in psychiatric symptoms (Table 2). When considering the 
results from the ICI test and PDCU assessment, both performed by 
male physicians, men from group 2a and 2b did not show any signifi-
cant difference (Table 2).

Due to the aforementioned differences in age, education degree, 
and Progetto Cuore risk score, the following analyses were adjusted 
for these confounders along with smoking habit. When considering 
the questions of SIEDY, which investigate the couple relationship, 
men interviewed by female physicians more frequently reported to 
have a conflictual relationship with their partner (Figure 3). In addi-
tion, they more often perceive a reduced frequency of climax in their 
partner, despite no different perception in partner's sexual desire 
(Figure 3). Men interviewed by male or female physicians did not re-
port differently on extramarital relationships (Figure 3).

Concerning the characteristics of ED and the concomitant sexual 
complaints (Figure 3), it was observed that men interviewed by a fe-
male physician (group 2b) reported less often difficulties in achieving 
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and maintaining erection, as compared with those interviewed by 
a male physician (group 2a). Consistently, they reported a lower 
impairment in morning erections, a lower occurrence of erectile 
difficulties during masturbation, and a higher frequency of autoerot-
icism, despite admitting to feel guilt toward masturbation (Figure 3). 
No differences in frequency of sexual intercourse were found be-
tween men from group 2a and 2b (Figure 3). Men interviewed by 
a female physician (group 2b) complained more often about a de-
crease in sexual desire (Figure 3).

4  | DISCUSSION

In clinical practice, it is generally assumed that men complaining 
about sexual dysfunctions, in particular ED, prefer to interface with 
a male physician, probably to seek some sort of complicity in ad-
dressing a medical problem, which is considered embarrassing and 
may question their virility. Although routinely accepted, a clear dem-
onstration of this phenomenon in an andrological setting has never 
been investigated with a scientific approach.

  Overall (n = 95) Group 1a (n = 55) Group 1b (n = 40) P

Age (years) 55.8 ± 10.0 55.9 ± 10.1 55.5 ± 9.9 .859

Education (%)  

Primary 5.3 5.3 5.3 .351

Secondary 52.6 47.4 57.9

Higher 34.2 31.6 36.8

University 7.9 15.8 0.0

Current smoker (%) 18.9 16.4 22.5 .451

Hypertension (%) 47.4 50.9 42.5 .418

Diabetes mellitus 
(%)

27.7 31.5 22.5 .336

Dyslipidemia (%) 29.5 29.1 30.0 .924

Cardiovascular 
diseases (%)

16.8 18.2 15.0 .682

Stable couple 
relationship (%)

93.7 92.7 95.0 .653

Partner's age (years) 49.9 ± 10.1 49.4 ± 10.2 50.6 ± 10.1 .609

IIEF-5 score 11.3 ± 6.6 11.7 ± 6.6 10.7 ± 6.5 .520

ED duration 
(months)

24.0 [8.3-48.0] 24.0 [7.0-42.0] 24.0 [12.0-48.0] .221*

ED duration >2 y (%) 55.4 52.8 59.0 .558

ED during 
masturbation (%)

54.7 54.5 55.0 .965

Impaired morning 
erections (%)

57.4 51.9 65.0 .202

Decreased sexual 
desire (%)

25.3 21.8 30.0 .365

Total testosterone 
(nmol/L)

17.7 ± 7.2 17.4 ± 6.9 18.3 ± 7.8 .576

PGE1 dosage (%)  

5 μg 91.6 92.7 90.0 .228

10 μg 6.3 3.6 10.0

20 μg 2.1 3.6 0.0

Note: Continuous variables are reported as mean ± standard deviation when normally distributed 
or median [interquartile range] when non-normally distributed, categorical variables are reported 
as percentage. P values refer to the comparison between group 1a (referent) and group 1b. 
Student's t test and chi-square test were used for the comparison in continuous and categorical 
variables, respectively.
Abbreviations: IIEF-5, International Index on Erectile Function-5 items; ED, erectile dysfunction; 
PGE1, prostaglandin E1.
*log10 transformed values have been used for performing the t test. 

TA B L E  1   Characteristics of the 
UNIMORE cohort
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In the present study, we found that patients interviewed by fe-
male physicians report more often a milder form of ED, during both 
sexual intercourse and masturbation, as well as a less frequent im-
pairment in morning erections. The use of an objective measure 
of erectile function confirmed the findings from the structured in-
terview. In fact, men tested by female physicians have more than 
twofold higher probability of obtaining a better degree of erection 
upon the intracavernousal injection of PGE1. These differences do 
not have an organic basis because, in the UNIFI cohort, the ICI test 
and PDCU (performed at this center only by male physicians) yield 
similar results in men interviewed by males or females. On the other 
hand, at UNIMORE, the self-assessment of the erectile problem 
(IIEF-5 score) was similar in men tested with ICI by male or female 
physicians.

A possible explanation for the worse results captured by male 
physicians in the assessment of ED is the psychological uneasiness 
to share a breach in virility with another man who could be perceived 
as judgmental. This could result in a sort of performance anxiety with 
an increased sympathetic drive eventually leading to a worse ICI test 
result. The impact of anxiety on erectile function is a well-known 
phenomenon, which is observed in several clinical conditions. For in-
stance, in the setting of couple infertility, several studies have shown 
that men are more prone to experience ED during their partner's 
fertile period,15 probably due to the psychological pressure of hav-
ing sex aimed at conceiving a baby,16,17 which forces the intercourse 
around the women's ovulatory window. Men having sexual inter-
course in conditions of limited privacy represent another example 
of the great influence of anxiety in sexual health. In a population of 
more than 3700 men consulting for sexual dysfunction, having sex 
with limited privacy was associated with problems in maintaining the 
erection for the entire duration of the intercourse.18

Although the ICI test is used just to minimize the psychological 
component in inducing penile erection, the buckling test response 

after ICI could be evenly impaired by psychological components. 
This phenomenon is so much recognized that the so-called retest-
ing has been suggested for minimizing the psychological effect in 
selected patients.19,20 Quite surprisingly, in the UNIMORE cohort, 
the test-related discomfort seems to be increased by the presence 
of a male physician. Conversely, the presence of a female physician 
may represent an element able to attenuate the negative impact of 
the psychological component in the ICI test or even a “motivation” 
to achieve a better response, satisfying the patient's need to display 
his virility.

The urge of patients to show themselves as a sort of “macho 
man” is confirmed by the replies to the structured interviews. In 
fact, when reporting on their partners, men are more prone to de-
scribe a strain relationship if interviewed by a female physician. In 
addition, they more frequently admit to a female physician that 
their partners have difficulties in achieving orgasm during the in-
tercourse. These findings could be interpreted as a defense mech-
anism through which men lay the blame of ED on their partners in 
order to avoid admitting a flaw in their virility. Accordingly, patients 
interviewed by women report a decreased sexual desire despite a 
higher frequency of masturbation, suggesting that the reduction 
of sexual interest is specific to having sex with their partner rather 
than an overall impairment in sexual thoughts. Again, they seem to 
take the position of the innocent bystander even when disclosing 
a feeling of guilt toward autoeroticism, despite a stable frequency 
of masturbation.

Taken together, these results obtained in two independent co-
horts of patients consulting for ED, show that, despite having ho-
mogenous characteristics when the assessment is independent of 
the staff gender (ie, PDCU, testosterone, glycolipid parameters, 
and MHQ in the UNIFI cohort; IIEF-5 score and testosterone in the 
UNIMORE cohort) or is scarcely sensitive to gender (ie, presence 
of comorbidities or CV risk factors), men have different behaviors 
according to the physician gender. In particular, the severity of erec-
tile impairment is lower when captured by female physicians either 
when subjectively reported by patients or when objectively evalu-
ated by the ICI test. This could reflect different phenomena. On one 
hand, it could confirm the stronger skills of female physician to put 
patients at ease,21 which is reflected by better results at ICI test. On 
the other hand, it suggests the attitude of patients to stand up for 
their virility in front of women, thus minimizing their erectile difficul-
ties while underlining the problems in the relationship.

A limitation of the present study is that the real conditions of 
the patients studied cannot be ascertained. In fact, it cannot be 
established whether men interviewed by female physicians really 
exaggerate the relational problem and minimize ED so that their 
virility is not questioned or whether they feel more comfortable in 
talking with a woman who is able to contextualize the sexual issue 
in a broader and more complete background. The results from the 
ICI test obtained at the UNIMORE tend to support the latter view, 
highlighting that the presence of a male physician is associated 
with a significantly worse ICI test response in otherwise compara-
ble men. A further limitation is represented by the retrospective 

F I G U R E  2   Buckling test response at ICI performed in the 
UNIMORE cohort according to the gender of the physician 
performing the test. The figure represents the intragroup 
frequency of buckling test response at ICI. Odds ratio (OR) derives 
from an ordinal logistic model using the physician gender as the 
independent variable (male as the referent) and the buckling test 
response as the dependent variable
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collection of the data. Based on this design, an a priori evalua-
tion of the sample size needed was not performed. Moreover, the 
clinical procedures considered in this study were not originally 

designed to detect the physician gender effect on the androlog-
ical evaluation but they were rather part of the routine clinical 
practice of the two centers involved. In addition, information on 

TA B L E  2   Characteristics of the UNIFI cohort

  Overall (n = 1808) Group 2a (n = 857) Group 2b (n = 951) P

Age (years) 50.1 ± 13.9 49.4 ± 14.2 50.7 ± 13.6 .050

Education (%)  

Primary 10.2 11.7 7.7 .001

Secondary 34.3 35.9 31.6

Higher 36.5 36.3 36.8

University 19.0 16.1 23.9

Current smoker (%) 29.7 30.6 28.8 .421

Hypertension (%) 25.9 26.3 25.5 .722

Diabetes mellitus (%) 13.6 12.5 14.7 .202

Cardiovascular diseases (%) 10.2 10.4 10.0 .775

Dyslipidemia (%) 10.2 10.4 10.0 .768

Psychiatric diseases (%) 8.9 9.0 8.9 .968

Stable couple relationship (%) 86.5 85.3 87.7 .132

Partner's age (years) 47.3 ± 13.4 46.9 ± 13.7 47.6 ± 13.3 .272

Body mass index (kg/m2) 26.2 ± 4.1 26.2 ± 3.9 26.4 ± 4.3 .274

Total testosterone (nmol/L) 16.0 ± 6.7 15.8 ± 6.4 16.2 ± 6.9 .201

Fasting glucose (mg/dL) 100.8 ± 31.5 100.2 ± 29.1 101.3 ± 33.7 .506

Total cholesterol (mg/dL) 200.3 ± 40.8 200.7 ± 40.4 199.9 ± 41.2 .695

HDL-cholesterol (mg/dL) 48.4 ± 12.5 47.8 ± 12.3 48.9 ± 12.7 .089

Triglycerides (mg/dL) 111.0 [80.0-159.0] 111.0 [80.0-163.5] 112.0 [80.0-157.0] .900*

10-years predicted CV risk (%) 6.0 [1.9-12.5] 5.7 [1.7-12.2] 6.3 [2.1-13.1] .015*

ICI test response (%)

Grade 1 2.3 2.0 2.7 .075

Grade 2 47.5 45.8 49.5

Grade 3 38.6 42.3 34.4

Grade 4 11.6 9.9 13.4

Penile color Doppler ultrasound  

Flaccid peak systolic velocity (cm/s) 18.1 ± 5.5 18.3 ± 5.6 17.9 ± 5.5 .138

Flaccid acceleration (m/s2) 3.3 ± 1.3 3.3 ± 1.4 3.3 ± 1.3 .729

Dynamic peak systolic velocity (cm/s) 55.8 ± 18.3 56.5 ± 18.6 55.1 ± 18.0 .232

Middlesex Hospital Questionnaire subscales  

Free floating anxiety 5.6 ± 3.4 5.6 ± 3.4 5.6 ± 3.4 .964

Phobic anxiety 4.9 ± 2.4 5.0 ± 2.4 4.9 ± 2.4 .673

Obsessive symptoms 6.5 ± 3.4 6.4 ± 3.4 6.5 ± 3.5 .782

Somatized anxiety 3.8 ± 2.9 3.8 ± 2.8 3.7 ± 2.9 .354

Depressive symptoms 5.0 ± 3.1 4.9 ± 3.2 5.0 ± 3.1 .585

Hysterical traits 5.4 ± 2.8 5.4 ± 2.9 5.3 ± 2.7 .608

Total score 31.2 ± 12.8 31.3 ± 12.8 31.0 ± 12.8 .778

Note: Continuous variables are reported as mean ± standard deviation when normally distributed or median [interquartile range] when non-normally 
distributed, categorical variables are reported as percentage. p values refer to the comparison between group 2a (referent) and group 2b. Student's t 
test and chi-square test were used for the comparison in continuous and categorical variables, respectively.
Abbreviations: ICI, intracavernous injection; HDL, high-density lipoprotein; CV, cardiovascular.
*log10 transformed values have been used for performing the t test. 
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patients' sexual orientation was not evenly available at UNIFI; 
thus, it was not reported and considered for this study. Finally, the 
ICI test and the andrological interview were not replicated on the 
same patient by a female and a male clinician, limiting the strength 
of our conclusions. To overcome these limitations, future prospec-
tive studies will be designed.

The main strength of this study relies on its novelty. In fact, al-
though evaluated in more generalist medical contexts, the influence 
of physician gender in a sensitive setting, such as the andrological 
one, has never been evaluated so far. Another asset is represented 
by the use of different instruments for the evaluation of the sexual 
problems, including subjective and objective measurements. The 
large sample size and the independence of the two cohorts studied 
represent further strengths.

5  | CONCLUSIONS

Physician gender affects the results obtained during the diag-
nostic workup performed for ED. In particular, female physicians 
capture less severe erectile problems either when the patients 
subjectively report ED or when ED is assessed by a more objective 
testing, such as the ICI test. This result could be explained by the 
attempt of men to defend their own virility and by a desire—prob-
ably unconscious—to minimize in front of doctors of the opposite 
gender the sexual problem, which is diverted to a sort of partner 
responsibility. On the other hand, male physicians seem to elicit a 
more stressful response, which leads to the occurrence of a worse 
response to the ICI of PGE1.

Although these results must be confirmed by specifically de-
signed studies, they denote that the assessment of ED severity is 

different when performed by males of females. Which of the two 
genders is able to capture the response closest to the true situation 
is beyond the potential of the present study. However, physicians 
should be aware of the possible discrepancy in the results. It is likely 
that the most complete clinical picture can be drawn by a combined 
evaluation of male and female physicians that, using different skills, 
can notice different aspects, thus helping to obtain an overall evalu-
ation of the patients complaining about ED.
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