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Introduction
In late 2019, a novel coronavirus (Sars-CoV-2) was identified in Wuhan, China.1 Subsequently, the rapid spread of
the coronavirus disease 2019 (COVID-19) around the world
has resulted in the declaration of a pandemic by the World
Health Organization,2 with resulting massive changes in
societal behaviors.
COVID-19 has had a devastating impact on many of
those afflicted with the condition, but the pandemic has
also had a dramatic effect on healthcare delivery for those
patients without COVID-19. In preparation for expected
increased hospital resource needs, most centers have limited
or cancelled all elective surgical procedures. Furthermore,
in accordance with new social distancing norms, clinical
encounters for non-emergent patients have shifted, when
possible, to virtual visits.
Urologic surgical care in Canada has undergone a substantial shift to only offering surgery for emergencies and
urgent oncology cases. Most of the “bread-and-butter” urology, including the entire subspecialty of men’s health and
andrology, does not qualify as emergent or even urgent care.
Surgeries have been postponed indefinitely for most men
requiring intervention for the management of infertility, sexual health, voiding dysfunction, and chronic urological pain.
Thankfully, men’s health is an ideal field for virtual care
(either by telephone or by video calling) given the many
medical and patient education options for treatment. There
have been several studies across a variety of specialties that
appear to show that virtual visits do not worsen outcomes,
and in some cases even improve care.3-7 Two studies within
the field of urology have been completed showing no adverse
outcomes in a general urology virtual followup clinic and
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in a virtual clinic focused on renal colic.8,9 With the fluid
nature of a pandemic scenario, it is unclear when we will
once again have access to surgical and clinical resources to
provide the standard care for our patients. As a result, we
aimed to bring together some of Canada’s urologic leaders
in men’s health to provide pearls and pitfalls regarding the
management of common men’s health conditions during the
pandemic using the virtual care model.
A group of urologists from across Canada with expertise
in the area of men’s health were invited to provide expert
commentary on management of some common men’s health
conditions during the COVID-19 pandemic. Each of the
experts on the panel was provided with a set of standardized written questions (Table 1) to answer. The answers were
edited by authors LW, RF, and KJ to fit into a standardized
report. The goal of this manuscript is to provide expert guidance to our urology colleagues on how to safely provide
virtual care for patients with some of the common men’s
health conditions, and to provide a resource to our primary
care colleagues to understand the options available to the
consultant urologist assessing these patients.

Erectile dysfunction
(Authors: Dr. Jeffrey Campbell, Dr. Gerald Brock)
Erectile dysfunction (ED) is the recurrent and persistent
inability to achieve and/or maintain an erection adequate
to permit sexual performance for at least three months.10 ED
affects more than 50% of men between the ages of 40 and
70 years and rates rise over 70% for patients above 70.11
Serious conditions to screen for: Peyronie’s disease (PD),
cardiovascular disease, neurologic disorders, unstable mental health.
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Table 1. Question’s provided to manuscript authors
1
Is this condition adequately treated with virtual visits, or
should this be prioritized for in-person consultations?
2
How has your workup of this patient changed in the era of
COVID? What is your current recommended workup for this
patient?
3
Are there any useful adjuncts for assessment that can be
done at home, that would typically be done in-office?
4
What is your current treatment strategy for this patient? Is
there anything a patient can do to optimize their condition at
home while awaiting more definitive therapy?
5
What are the dangers/red flags a physician must assess for if
providing virtual care for this condition?
6
What documentation do you suggest for the virtual visits?

Virtual visit: For most men complaining of ED, a virtual assessment offers the opportunity to complete a standard consult
in a timely fashion. A thorough history is essential to explore
the underlying pathophysiology for a patient’s ED. The etiology of ED is often multifactorial and a clinician must explore
neurological, vascular, psychological, anatomical, hormonal,
and medication-related causes. Additionally, differentiating
between hypoactive sexual desire, ejaculatory dysfunction,
and PD is best done through careful history. Physical examination has a limited role in the evaluation and management
of ED and, therefore, this condition lends itself well to virtual
visits. Including the partner (if applicable) in the virtual visit
can help elucidate their overall treatment goals more easily.
Suggested investigations: Sexual Health Inventory for Men
(SHIM)/International Index of Erectile Function (IIEF) questionnaire, fasting glucose or hemoglobin A1C, lipid profile,
testosterone and hormone profile (if warranted).10
Treatment: Identifying reversible causes and suggesting lifestyle modifications (smoking cessation, medication changes,
exercise, etc.) should be considered first. Phosphodiesterase
type 5 inhibitors (PDE5i) remain first-line medical treatment
barring contraindications. Patients can perform trials of
PDE5is and record their side effects, degree of rigidity, and
erection duration. If trials of PDE5i fail in those with a normal hormonal profile, we may suggest the use of a vacuum
device or intracavernous injections (ICI), which may require
an in-person visit. Surgical interventions for ED are not emergent and will be put off until we can proceed with elective surgery, however, detailed surgical patient information
and consent can be carried out virtually. Patients can view
YouTube© videos or device manufacturer websites, allowing them to gain insight into the various treatment options
available. Patients with a psychogenic component to their ED
can be referred to local sex counsellors or psychotherapists.
Followup: Poorly treated ED can result in a significant decline
in both patient and partner-reported quality of life, however,
E162

there is no need for emergent assessment or treatment during
the public health crisis.12,13 Although rare, patients with priapism due to ICI treatment need to be assessed and treated
despite the COVID-19 pandemic. In-person followups are
not urgent and can be arranged in 6–12 months. Patients
interested in surgical interventions can be triaged once elective surgery resumes.

Male factor infertility
(Author: Dr. Keith Jarvi)
Infertility or subfertility affects 15% of Canadian couples, with
male factor contributing in up to 50% of cases.14 If male factor is present, it is almost always defined by the presence of
an abnormal semen analysis, although male factor may play
a role even in the presence of a normal semen analysis.15,16
Serious conditions to screen for: Testicular masses, sperm
banking prior to cancer therapies.
Virtual visit: For most men with infertility, a virtual assessment can be offered as a convenient and safe means to
expedite care. An in-person assessment is typically not
considered medically urgent except for rare cases, such as
testicular masses or need for urgent sperm banking prior to
chemotherapy.
A thorough history helps identify possible causes of male
factor infertility, as well as understand a couple’s sexual
habits and treatment goals. The physical examination is
not required to initiate investigations and some therapies.
Investigations, such as scrotal ultrasonography, can be used
to work up any identified anomalies and represents a useful
substitute for physical examination if it is available. At least
two properly collected semen analyses are required and can
be ordered virtually.14 Testing, such as hormone profiles and
genetic testing, could also be ordered based on the history
and other testing.
The initial workup can take months to complete and any
medical intervention requires at least three months before
benefit can be observed, given the known duration of spermatogenesis. Therefore, initiating assessment and possible
treatments virtually can help move these patients along the
care pathway effectively until they can be seen physically
once the pandemic has resolved. This is especially beneficial
for couples where infertility is a time-sensitive manner, such
as advanced female partner age. Patients should be counselled that the physical examination is critical to the workup
and management of infertility and, therefore, a virtual visit
is not a perfect replacement for a clinical encounter but is
being used to expedite their care.

CUAJ • May 2020 • Volume 14, Issue 5

Managing men’s health during COVID-19

Suggested investigations: Semen analysis. Abnormal semen
parameters typically require additional testing, such as a
hormone profile (follicle-stimulating-hormone [FSH], luteinizing hormone [LH], testosterone, and estradiol) and scrotal
ultrasound. Further workup, including genetic testing (karyotype and Y-microdeletion assay), transrectal ultrasound, and
post-ejaculatory urinalysis can be ordered based on initial
investigations as per Canadian Urological Association (CUA)/
American Urological Association (AUA) guidelines.14,16
Treatment: Lifestyle recommendations (physical exercise,
smoking/marijuana cessation, avoiding hot tubs); sexual counselling regarding timing, frequency, and lubricant use; as well
as nutritional supplements can safely be offered to all men.
Consultants should also ensure the man’s partner is working
with a female reproductive specialist and should arrange a
consultation if not already done. Medical therapy, such as
clomiphene citrate, can safely be offered to appropriately
selected patients after virtual discussion of risks and benefits.
Followup: Once the initial workup is completed, clinicians can arrange virtual followup with repeat investigations (semen analysis, hormones) at three month’s time to
assess for any improvements. Patients, such as those with
azoospermia who will require surgical intervention, can be
counselled and consented for the procedure virtually so they
can be efficiently triaged once elective surgery resumes.

Testosterone deficiency syndrome
(Author: Dr. Matthew Roberts)
Testosterone deficiency syndrome (TDS) can affect men of
all ages, have a variety of underlying causes, and present
with a myriad of symptoms. While there are long term risks
associated with untreated TDS, the short terms risks are likely
minimal. However, men must be careful triaged to assess
for underlying dangerous medical conditions.
Serious conditions to screen for: Prostate cancer, benign
prostatic hyperplasia (BPH), testicular abnormalities, pituitary disorders.
Virtual visit: A careful history should be documented in all
men, with a focus on sexual symptoms, mood, concentration and memory, sleep quality, physical performance, and
family history of prostatic disease. Portions of the physical
examination can be completed by video assessment (general
appearance, body habitus, and virilization). Patients can be
instructed to perform testicular self-examination and report
findings, although the reliability of this method for diagnosing cryptorchidism, testicular atrophy, or scrotal masses is
unknown. A scrotal ultrasound could be obtained for any

concern if available and can be relied upon to rule out testicular cancers. Clinical judgment must be used to decide
on prostate disease risk prior to deferring a digital rectal
exam (DRE), as this is mandatory if there is suspicion of
prostate disease.17,18 Several online tools exist to help estimate prostate cancer risk.19,20 Patients with very reassuring
prostate-specific antigen (PSA) levels and without risk factors
can likely defer their DRE until the pandemic has resolved.
Suggested investigations: Total AM testosterone. If abnormal,
obtain confirmatory testosterone measurement along with
PSA, FSH, LH, prolactin, and complete blood count (CBC).
Treatment: Intramuscular (IM) testosterone injections have
a higher risk of medication-induced erythrocytosis as compared to the other formulations. Furthermore, IM injections
usually require at least one in-person visit to the clinic for
patient teaching. With limited availability of followup lab
tests and requirement for additional patient education visits, we would recommend against IM injections for initial
startup therapy.21 For patients insistent on this option, there
are several good online guides to IM injection technique.22
Topical testosterone gel is easily self-administered without
the need for a clinic visit, and should be the treatment of
choice for new patients, given the current restraints on the
healthcare system.
Followup: While most clinicians will perform the first blood
work followup at three months after initiating therapy (CBC,
PSA, testosterone level), this interval could be extended in
patients who have a low baseline PSA and who may be
at lower risk of developing erythrocytosis (lower baseline
hematocrit [HCT], non-IM therapy). The risk of erythrocytosis
in patients treated with topical therapy is highest in the first
3–6 months after initiating treatment and with higher dosing
(10 g vs. 5 g of gel).
Patients on IM therapy are at highest risk of erythrocytosis
and, therefore, continued monitoring of HCT is most important in this subgroup.23 Consideration should be given to
switching these patients, particularly those who are already
demonstrating signs of erythrocytosis, to lower doses or to
topical agents.24

Peyronie’s disease
(Authors: Dr. Ryan Flannigan, Dr. Yonah Krakowsky)
Peyronie’s disease (PD) involves fibrotic changes to the
tunica albuginea of the penile shaft resulting in penile
deformity, shortening, erectile dysfunction, and psychological distress. In most cases, a clear diagnosis of PD can
be made. However, referrals for penile lumps or nodules may
require additional due diligence by the treating urologist to
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ensure more sinister differential diagnoses are not present
(i.e., penile or urethral cancer).
Serious conditions to screen for: Penile and urethral cancer.
Virtual visit: A thorough history is critical for understanding
the impact of PD, associated conditions, and time course. The
active phase of PD is defined as the presence of penile pain
with erections and/or penile morphology change observed
within the last six months, whereas the chronic phase of PD
is defined as the resolution of penile pain and at least six
months of no observed penile morphological changes. CUA
guidelines suggest that morphological assessment may be
performed with digital photos of the erect penis.10 Having
patients send your clinic digital photos of the erect penis
from dorsal and lateral views can be a beneficial tool for
assessment. However, it is important for the patient to report
the firmness of the erection, as softer erections underestimate
deformities. It is also critical to ensure the patient’s and the
office’s receiving emails are secure for transfer of sensitive
information. It is best to check with your local guidelines
on patient email communication.
Suggested investigations: Validated questionnaires (Peyronie’s
disease questionnaire [PDQ], IIEF), secure photographs of
penile curvature.
Treatment: Among new patients, those in the acute phase
of PD may be offered supportive therapies, such as nonsteroidal anti-inflammatory drugs (NSAIDs), or treatment of
concomitant erectile dysfunction with PDE5is if no medical
contraindications exist. For patients in the chronic stage of
PD, treatment planning can prepare the patient to make
treatment decisions. While in-office penile injection therapy
(i.e., verapamil, interferon, collagenase clostridium histolyticum) and surgical therapy (i.e., penile plication, plaque
incision grafting, penile implant) are not currently permitted
due to COVID-19, conservative therapies, such as homebased penile traction therapy may be offered to motivated
patients.25,26 It should be noted that there are no recommended oral therapies.10
Followup: Given that PD does not pose an imminent danger
to our patients, delayed in-office assessment until resolution of the pandemic is warranted. In the interim, followup
should focus on symptom management and treatment planning to expedite care once surgical and clinical services
resume. The PDQ serves to track changes and progression
in symptom severity, and is particularly useful in this time
where assessment is limited by physical distancing.27,28
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Benign prostatic hyperplasia
(Author: Premal Patel)
Benign prostatic hyperplasia (BPH) and male lower urinary
tract symptoms (LUTS) generally have protracted courses, with
slow worsening of symptoms over time. Based on prospective
studies, the chance of a male with moderate to severe LUTS
going into acute urinary retention (AUR) is approximately
0.6–1.8% per year, with a similar risk of developing infections, bladder stones, or upper tract deterioration.29,30 Given
the low risk of adverse events and the current pandemic, it
is reasonable to monitor symptom progression. However, the
urologist treating BPH should focus on ruling out sinister pathologies and identifying men at risk of progressing to adverse
events that may require emergent intervention.
Serious conditions to screen for: Prostate cancer, bladder
cancer, predictors of AUR, neurogenic bladder.
Virtual visit: The management of BPH can largely be performed virtually. A urinalysis is mandatory, although every
effort should be made to obtain a recent (<6 month) test to
prevent needless visits to laboratories.31 A thorough history,
with use of validated questionnaires (International Prostate
Symptom Score [IPSS]) to identify degree of bother should
be done.32 Documentation of any gross hematuria, ability to
void, current medications, and lack of predominant irritative
symptoms must be done to record why ancillary procedures
(e.g., cystoscopy) are not needed. PSA is a potential surrogate for prostate size, with elevated PSA and age being
two of the strongest predictors of AUR episodes.33 Clinicians
should recommend their patient begin a voiding diary. This
provides invaluable information helping to discern BPH from
other etiologies, such as overactive bladder or nocturia.
Suggested investigations: Urinalysis, PSA, IPSS, voiding diary.
Treatment: Lifestyle modifications are the mainstay of initial
management, leading to recommendations to restrict fluids
(particularly in the evening); avoid caffeinated beverages,
alcohol, spicy foods, and treatment of constipation. It is
safe to start most men with a convincing history of BPH on
empiric alpha-blocker therapy, although documentation of
no history of syncopal/hypotensive episodes should be performed. Similarly, men presenting after failed alpha-blocker
therapy can likely be offered a 5-alpha reductase inhibitor.
Caution should be applied when considering an antimuscarinic or beta-3 agonist for patients with storage symptoms
with an inadequate response to alpha-blocker therapy without prior documentation of a low post-void residual.31 With
the current operative restrictions, if a man goes into AUR and
requires catheterization, our preference would be to bring
the patient in for clean intermittent catheter (CIC) teaching
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to prevent the need for visits (in office or via community
services) every few weeks for catheter changes.

agents, such as tricyclic antidepressants or gabapentanoids
may also be considered.

Followup: The field of BPH is fortunate to have well-validated symptom questionnaires, and these should be implemented at each followup visit to attempt to improve any
diagnostic accuracy lost in virtual visits. Given the benign
nature of the disease, followup can likely be arranged in
6–12 months, hopefully after the resolution of the pandemic.

Followup: Although often a distressing condition, the etiology of chronic scrotal pain is rarely sinister in origin. As such,
virtual care allows the urologist to provide reassurance and
recommend conservative and potential medical interventions until a suitable time to perform an in-office assessment.

Discussion

Scrotal pain
(Author: Premal Patel)
Chronic scrotal pain can often be a very distressing condition to a patient. Given the current pandemic, virtual care
for patients with chronic scrotal pain allows assessment
of potential etiologies, identifying degree of bother, and
reassuring the patient that most causes of chronic scrotal
pain are unlikely secondary to a sinister etiology.34
Serious conditions to screen for: Testicular cancer, testicular
torsion, genitourinary infection.
Virtual visit: While a physical examination is the only way
to diagnose the location and type of pain (nociceptive pain
arising from the epididymis, testis, musculoskeletal system,
or hernia vs. neuropathic pain), a virtual visit may help initiate testing and management for these men. A thorough history should be taken to help the clinician identify a potential
etiology. A patient-reported self-exam may also be used,
although its validity has never been studied. A symptom
diary can be suggested to help document aggravating and
alleviating factors. Key documentation of no patient-reported
testicular masses, acute onset of pain, testicular swelling,
fevers, or purulent drainage must be done. Ultrasound can
be used judiciously to followup any concerning findings if
available. A urinalysis may be required if there is a history
of LUTS or hematuria. If the patient is at high risk for sexually transmitted infections, or has urethral discharge, urethral symptoms, or penile pain, further testing for Nesisseria
gonorrhea and Chlamydia trachomatis should be ordered.35
Suggested investigations: Urinalysis, screen for sexual transmitted infections, testicular ultrasound for concerning findings on history.
Treatment: All men should be offered conservative management with scrotal support and cold/heat, which can easily
be completed at home. Virtual mental health referral may be
offered to men, especially if the pain is affecting non-medical aspects of their life. NSAIDs may be considered, if not
contraindicated, for those who are NSAID-naive. Alternate

With the spread of COVID-19 and the need for redistribution of healthcare resources, the field of urology has had to
significantly modify its mode of healthcare delivery. While a
predominant focus thus far has been on ensuring appropriate
triaging of patients with urgent and emergent urological issues,
we should not lose sight that many other urological conditions
are important for patients and patients don’t want to have their
care unduly delayed due to the COVID-19 pandemic.
With the pandemic constraints on the urologist’s capacity to physically assess the patients, virtual assessment by
telephone or video calling represents an alternative means
of delivering care in a timely manner. As the expert panellists remarked, virtual care can be used safely to expedite
care or, in some cases, to provide complete care for all of
the men’s health conditions listed. The experts provide a
framework to allow our urology colleagues to safely assess
men by telephone or video call.
The investigations for all the listed conditions may be
initiated following a virtual consultation, and followup visits
could also be arranged virtually. Many of the conditions may
be treated (at least initially) medically and/or with changes
in lifestyle. It should be noted that for all of the conditions
described above, there exist CUA patient education handouts
(available at: https://www.cua.org/en/patient-information).
These represent useful online resources that our patients can
be directed to for further information about their conditions
and potential therapies.
As the urology community becomes more familiar with
virtual appointments out of necessity arising from the pandemic, urologists will begin to understand the benefits and
risks of this new model of care. As communication technology improves and patients and doctors become more
familiar and comfortable with virtual medical assessments,
there will almost inevitably be an expansion of our use of
virtual care. The silver lining in this pandemic cloud may be
the development and use of expanded virtual patient assessments as a more convenient and safe healthcare delivery
strategy. Perhaps in the future, virtual assessments will be
routine in the assessment of our patients, providing a reliable and convenient means to provide many initial assessments and followups, replacing the need for many in-person
consultations.
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Conclusions
Many men referred for men’s health issues, such as male
infertility, sexual health issues, scrotal pain, penile curvature,
testosterone deficiency, and voiding dysfunction, may be
safely assessed using a virtual visit (telephone or video call)
with the subsequent initiation of investigations and therapies.
Competing interests: The authors report no competing personal or financial interests related to
this work.
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