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Abstract 

Background: Climacturia is a distressing but underrecognized complication fol-
lowing prostate cancer treatment. Despite increasing awareness, its assessment
and management remain heterogeneous in clinical practice.
Objective: To evaluate current diagnostic and therapeutic practices for climacturia 
among expert urologists and to propose a preliminary, practice-based
Climacturia Assessment Tool.
Design, setting, and participants: A 34-item survey was distributed to members of the 
Trauma and Reconstructive Urology Working Party of the European Association of 
Urology (EAU) Young Academic Urologists (YAU) and the European Association of
Urology Section of Genitourinary Reconstructive Surgeons (ESGURS). Fifty-one
urologists and eight doctors in training completed the questionnaire. Descriptive
statistics were used to summarize the findings.
Trauma and Reconstructive Urology Working Party of the European Association of Urology Young 
Academic Urologists and the European Association of Urology Section of Genitourinary Reconstruc-
tive Surgeons collaborators are listed in the Acknowledgments.

* Corresponding author. Department of Urology, University Medical Center Hamburg-Eppendorf, 
Martinistr. 52, 20246 Hamburg, Germany. Tel.: +49 (0) 40 7410 – 53445; Fax: +49 (0) 40 7410 –
42444.
E-mail address: m.vetterlein@uke.de (M.W. Vetter lein).
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Climacturia 
Orgasm-associated incontinence 
Prostate cancer 
Prostatectomy 
Radiotherapy 
Adverse events 
Survey 
Outcome measurements and statistical analysis: Survey responses were summarized 
using medians (interquartile ranges [IQRs]) and frequencies.
Results and limitations: Among the participants, 86% correctly defined climacturia, 
but only 59% routinely assessed it. Approaches to severity assessment were highly 
variable. Estimated prevalence ranged from 5% to 30%, depending on timing and 
association with stress urinary incontinence (SUI) or erectile dysfunction. Across
24 clinical scenarios, conservative strategies predominated in mild cases, male
slings in moderate SUI-associated scenarios, artificial urinary sphincters in severe
SUIs, and the Mini-Jupette procedure when penile prosthesis was required.
Conclusions: Current assessment and management of climacturia vary substantially 
among participants. These findings highlight unmet needs in standardization and
support further validation of structured assessment tools.
© 2026 The Author(s). Published by Elsevier B.V. on behalf of European Association of 
Urology. This is an open access article under the CC BY license (http://creativecommons. 

org/licenses/by/4.0/).
ADVANCING PRACTICE 

What does this study add?
This study provides the first international overview of real-world expert practices in the assessment and management of 
climacturia, identifies variability in diagnostic approaches, maps scenario-specific treatment preferences across 24 clin-
ical situations, and proposes a preliminary assessment tool requiring prospective validation.

Clinical Relevance 
Climacturia remains an underrecognized and inconsistently assessed complication after radical prostatectomy, despite its 
significant impact on patient quality of life and sexual recovery. As long-term oncologic survivorship improves, climac-
turia is becoming increasingly clinically relevant during extended follow-up, particularly after stress urinary incontinence 
and erectile dysfunction have otherwise resolved. The marked variability in current diagnostic and therapeutic
approaches highlights the need for standardized assessment tools and greater clinician awareness to optimize counseling
and management of climacturia. Associate Editor: Roderick C.N. van den Bergh, MD PhD.

Patient Summary 
Climacturia remains common after prostate cancer treatment, but current treatment strategies are driven mainly by 
expert consensus rather than robust evidence. This study characterizes real-world practice and proposes a structured
assessment tool to advance research and improve care.
1. Introduction 

Advances in surgical and radiotherapy (RT) techniques for 
prostate cancer have not significantly reduced treatment-
related complications, whic h remain a major health con-
cern [1,2]. Erectile dysfunction (ED) and urinary inconti-
nence (UI) are the most prevalent complications 
following radical prostatectomy (RP), with reported inci-
dence rates of 6–68% and 4–31%, respectively [3,4].  These  
complications have been extensively studied, improving 
understanding of risk factors, m echanisms, and manage-
ment strategies [5]. Consequently, patients are better 
informed, and urologists provide more detail ed pretreat-
ment counseling [6]. 

However, other functional side effects, such as climac-
turia and orgasmic disturbances (eg, painful orgasm, anor-
gasmia, and altered orgasmic sensation), have received
comparatively less attention [5,7]. 
Climacturia, defined by the International Society for Sexual 
Medicine as orgasm-associated UI occurring during ejaculation
[8,9], is a distinct form of sexual activity-related UI that can 
occur with or without UI. Its primary cause is neuronal injury, 
which disrupts bladder neck closure during climax. This is sup-
ported by studies demonstrating postradiation neuronal apop-
tosis and nerv e damage after surgery, impairing neural health
and regenerative capacity [10,11]. Additional predictors of cli-
macturia include penile shortening and dysorgasmia, both 
linked to symp athetic hyperinnervation resulting from nerve
injury [12–15]. These findings emphasize the shared patho-
physiological mechanism of nerve damage contributing t o cli-
macturia and its associated symptoms.

First described by Lee et al in 2006, climacturia has since 
been reported in 20–64% of men following RP, with variabil-
ity attributed to underreporting and differ ences in study
methodologies [11,16,17]. Though often overlooked during 
follow-up, climacturia can significantly impact patients’

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
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and their partners’ quality of life, particularly when pre-
treatment counseling fails to address this potential outcome
[12]. The condition’s prevalence and impact highlight the 
need for improved recognition, assessment, and
management.

Given the absence of standardized assessment tools and 
the variability of reported management strategies, expert 
consensus on real-world practice is lacking. To fill this 
knowledge gap, the European Association of Urology 
(EAU) Young Academic Urologists (YAU) Trauma and 
Reconstructive Urology Working Party, in collaboration 
with the EAU Section of Genitourinary Reconstructive Sur-
gery (ESGURS), conducted a survey among experts in the
field. The survey aimed to establish a consensus on the
assessment of climacturia, to propose a novel evaluation
tool, and to guide treatment strategies based on symptom
severity.

2. Materials and methods

A structured survey (Supplementary Material 1) on climac-
turia was designed and distributed by the ESGURS and the
EAU YAU Reconstructive Working Party.

The survey focused on demographic information, current 
practices regarding the evaluation and management of cli-
macturia, and the perceived effectiveness of various treat-
ments for postprostatectomy symptoms, including stress
urinary incontinence (SUI), ED, and climacturia.

The survey targeted members of ESGURS and the EAU 
YAU Functional, Andrology, and Reconstructive working 
groups, as well as other experts in reconstructive and func-
tional urology (hereafter referred to as ‘‘participants’’). Invi-
tations were distributed via e-mail and QR codes during the 
ESGURS session of the 2024 EAU Congress in Paris, France.
No formal thresholds for surgical volume or years of experi-
ence were applied. Because the survey was distributed
through professional networks without tracking the total
number of recipients, the overall response rate could not
be calculated.

The questionnaire was hosted on Google Forms, and 
responses were collected and exported to Microsoft Excel
(Microsoft, Redmond, Washington, USA) for analysis.

Statistical analyses were predominantly descriptive. Uni-
variable tabulations of rates, medians, and interquartile
ranges (IQRs) were applied.

Based on survey responses and previous literature, we 
designed a Climacturia Assessment Tool (Supplementary 
Material 2), a simple, patient-reported scoring system 
designed to quantify the severity of climacturia. The tool 
evaluates three key dimensions—urine leakage volume 
(none vs small drops vs <30 ml vs 30 ml) and frequency 
of urine leakage during climax (none vs 25% of the time vs
50% of the time vs 75% of the time or always), according
to what previously suggested by Mehta et al [18], and add-
ing patient-perceived bother (not bothersome at all vs 
slightly bothersome vs moderately bothersome vs extre-
mely bothersome)—each assigned a weighted score. The 
sum of these components generates a total score that cate-
gorizes climacturia as none, mild, moderate, or severe,
allowing for standardized assessment and comparison
across patients and studies. Item selection and relative 
weighting were empirically informed by domains consis-
tently identified in the literature and reinforced by survey 
responses, rather than derived from formal statistical
weighting procedures. Participants rated each component
of the proposed assessment tool using a numerical Likert
scale (1–9).

3. Results 

We recorded 59 replies to the survey. Of these, 86% were 
fully trained urologists and 14% were doctors in training. 
Fifty-four (92%) participants were employed in teaching 
hospitals. The median age was 38 yr (IQR: 35–44.5 yr). 
Two-thirds of the participants (66%) reported not per-
forming surgery specifically for climacturia. Assessment 
of postprostatectomy continence and erectile function 
was routinely performed by 95% and 100% of partici-
pants, respectively, whereas climacturia was routinely
assessed by 59%. UI was most commonly quantified
using either the 24-h pad test (42%) or pads per day
(37%). ED was primarily evaluated using the Interna-
tional Index of Erectile Function (IIEF) or IIEF-5 (54%)
(Table 1). 

Overall, 86.4% participants provided a correct definition 
of climacturia as orgasm-associated UI occurring during 
ejaculation; 10% provided a partially correct definition;
and 3.4% provided an incorrect one. Furthermore, 83% sta-
ted that climacturia may occur independently of SUI.

Approaches to severity assessment were heterogeneous. 
A combined multi-item assessment was used by 22% of par-
ticipants, while others relied mainly on patient bother 
(17%), urine leakage volume (17%), impact on sexual activity 
(14%), frequency (6.8%), partner bother (3.4%), or quality-of-
life impairment (3.4%). In 14% of cases, no structured
method was reported. Responders graded the components
of urine volume and frequency with median scores of 6.0
(IQR: 5–8) and 8.0 (IQR: 7–9), respectively, while the overall
grading of the tool was 7.0 (IQR: 6.5–8.0) (Table 1). 

At 3 mo postprostatectomy, participants estimated a 
median prevalence of 10% (IQR: 5–27.5) for isolated climac-
turia, 25% (IQR: 10–40) for climacturia associated with SUI, 
30% (IQR: 20–60) for climacturia associated with ED, and 
15% (IQR: 5–30) for climacturia associated with both SUI
and ED. At 12 mo, the estimated prevalence was 5% (IQR:
3–15) for isolated climacturia and remained between 10%
and 15% for all combined forms (Table 1). 

Regarding timing for intervention, 54% of participants 
considered surgical management only after at least 12 mo 
from prostatectomy, 15% between 6 and 12 mo, and 5.1%
within the first 6 mo. Another 10% reported intervening
after failure of conservative therapy without specifying an
interval (Table 1). 

Treatment selections across the 24 clinical scenarios are
summarized in the matrix (Table 2 and 3, Figs. 1 and 2, Sup-
plementary Material 3–16).

In scenarios involving mild climacturia, whether isolated 
or associated with mild SUI or ED, the most frequently 
selected treatments were behavioral modifications, pelvic 
floor muscle training, and penile variable tension loops.

move_t0005
move_t0015
move_f0010
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Table 1 – Baseline characteristics of participants and summary of
survey responses

Table 1 (continued)

Characteristic n (%)/Median 
(IQR)

9 (1 
Age, yr 38 (35–44.5) 
Professional status 
Staff urologists 51 (86) 
Doctors in training 8 (14) 

Working setting 
Teaching hospital 54 (92) 
Non-teaching hospital 5 (8) 

Performs surgery for male urinary incontinence (Yes) 52 (88) 
Performs surgery for climacturia (Yes) 20 (34) 
Dedicated clinic for patients after prostatectomy 34 (58) 
Routinely asks about urinary incontinence (UI)

postprostatectomy
56 (95) 

Method of assessing UI
24-h pad test 25 (42) 
Pads per day 22 (37) 
ICIQ-UI SF 8 (14) 
ICIQ-UI SF + pads per day 2 (3) 
EPIC Urinary Part 1 (2) 
24-h pad test + pads per day 1 (2) 

Routinely asks for erectile dysfunction
postprostatectomy

59 (100) 

Methods to grade erectile function
IIEF/IIEF-5 32 (54) 
Ability to achieve an erection sufficient for
penetration

18 (31) 

Erection hardness score (EHS) 6 (10) 
IIEF-5 + EHS 1 (2) 
Color Doppler penile ultrasound 1 (2) 
IIEF-5 + EHS + erection sufficient for penetration 1 (2) 

Routinely asks for orgasmic dysfunction 35 (60) 
Definition of climacturia
Correct 51 (86) 
Partially correct 6 (10) 
Incorrect 2 (4) 

Thinks climacturia can present independently of stress
urinary incontinence (SUI)

49 (83) 

Method of assessing climacturia severity
Combinations 13 (22.0) 
– Bother + urine amount 5 (8.5) 
– Bother + frequency 4 (6.8) 
– Urine amount + frequency 2 (3.4) 
– Holistic (patient bother + partner bother + urine
amount + frequency)

2 (3.4) 

Patient-reported bother alone 10 (17) 
Amount of urine loss alone 10 (17) 
Impact on sexual activity alone 8 (14) 
Frequency alone 4 (6.8) 
Impact on quality of life alone 4 (6.8) 
Partner bother alone 2 (3.4) 
No severity assessment 8 (14) 

Grading of Climacturia Assessment Tool (Likert scale 1–
9)
Based on urine leakage volume (dry, few drops,
<30 ml, and 30 ml)

6.0 (5.0–8.0) 

Based on frequency of occurrence (never, 25%, 50%,
75%, and always)

8.0 (7.0–9.0) 

Overall grading 7.0 (6.5–8.0) 
Prevalence estimates 3 mo after RP
Climacturia alone 10 (5–27.5) 
Climacturia + SUI 25 (10–40) 
Climacturia + erectile dysfunction (ED) 30 (20–60) 
Climacturia + SUI + ED 15 (5–30) 

Prevalence estimates 12 mo after RP
Climacturia alone 5 (1–10) 
Climacturia + SUI 10 (5–15) 
Climacturia + ED 15 (5–30) 
Climacturia + SUI + ED 10 (5–20) 

Timing of climacturia surgery after RP
12 mo or later 32 (54) 

Characteristic n (%)/Median 
(IQR)

6–12 mo 5) 
Earlier than 6 mo 3 (5) 
After failure of conservative treatment 6 (10) 
Not specified 9 (15) 

EPIC = Expanded Prostate Cancer Index Composite; ICIQ-UI SF = Interna-
tional Consultation on Incontinence Questionnaire-Urinary Incontinence 
Short Form; IIEF = International Index of Erectile Function; IQR =
interquartile range; RP = radical prostatectomy.
For example, in ‘‘mild climacturia alone,’’ pelvic floor mus-
cle training was selected by 68% (40/59) and behavioral 
modifications by 63% (37/59). In ‘‘mild climacturia + mild 
SUI,’’ pelvic floor muscle training was selected by 63%
(37/59) and behavioral modifications by 61% (36/59),
whereas penile variable tension loops were selected by
56% (33/59).

In scenarios combining moderate climacturia with mild 
or moderate SUI, male slings showed the highest frequen-
cies. In ‘‘moderate climacturia + mild SUI,’’ T8 was selected
by 73% (43/59), while in ‘‘moderate climacturia + moderate
SUI,’’ T8 was selected by 70% (41/59).

Across all scenarios involving severe SUI, the artificial 
urinary sphincter (AUS), either alone or in combination with 
penile prosthesis implantation (PPI), represented the most 
frequently selected option. For instance, in ‘‘severe climac-
turia + severe SUI,’’ AUS (T13) was selected by 83%
(49/59). Similarly, high frequencies were observed in ‘‘sev-
ere climacturia + moderate SUI’’ and ‘‘moderate climacturia
+ severe SUI,’’ with 80% (47/59) and 81% (48/59) selecting
AUS, respectively.

In scenarios involving ED requiring PPI, treatment pat-
terns differed from those observed in SUI-dominated condi-
tions. Among mild presentations, behavioral modifications 
+ penile prosthesis and pelvic floor muscle training + penile 
prosthesis were frequently selected (42% and 44%, respec-
tively, in ‘‘mild climacturia + ED requiring PPI’’). In contrast, 
the Mini-Jupette procedure (T10) showed higher frequen-
cies in more complex scenarios. Mini-Jupette was selected
by 59% (35/59) in ‘‘mild climacturia + ED requiring PPI,’’
by 56% (33/59) in ‘‘moderate climacturia + ED requiring
PPI,’’ and by 53% (31/59) in ‘‘severe climacturia + ED requir-
ing PPI.’’

When examining the most frequently selected treatment 
for each of the 24 scenarios, pelvic floor muscle training was 
the most common option in mild isolated presentations, 
male slings in moderate SUI-associated scenarios, AUS in 
all severe SUI scenarios, and the Mini-Jupette procedure in 
climacturia associated with ED requiring penile prosthesis. 
These values correspond directly to the detailed f requencies
reported in the treatment matrix and composite figures
(Tables 2 an d 3, Figs. 1 an d 2).
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Table 2 – Distribution of expert recommendations for the manage-
ment of climacturia according to symptom severity and associated
conditions

Table 2 (continued)

a) For which patient would you consider behavioral 
modifications (condoms, emptying the bladder before
intercourse, etc.)?

Category N (%) 

Mild climacturia alone 37 (63) 
Moderate climacturia alone 30 (51) 
Severe climacturia alone 16 (27) 
Mild climacturia + mild SUI 36 (61) 
Mild climacturia + moderate SUI 22 (37) 
Mild climacturia + severe SUI 11 (19) 
Moderate climacturia + mild SUI 23 (39) 
Moderate climacturia + moderate SUI 13 (22) 
Moderate climacturia + severe SUI 7 (12) 
Severe climacturia + mild SUI 12 (20) 
Severe climacturia + moderate SUI 10 (17) 
Severe climacturia + severe SUI 7 (12) 
Mild climacturia + ED requiring PPI 22 (37) 
Moderate climacturia + ED requiring PPI 10 (17) 
Severe climacturia + ED requiring PPI 5 (8.5) 
Mild climacturia + mild SUI + ED requiring PPI 21 (36) 
Mild climacturia + moderate SUI + ED requiring PPI 10 (17) 
Mild climacturia + severe SUI + ED requiring PPI 6 (10) 
Moderate climacturia + mild SUI + ED requiring PPI 11 (19) 
Moderate climacturia + moderate SUI + ED requiring PPI 7 (12) 
Moderate climacturia + severe SUI + ED requiring PPI 6 (10) 
Severe climacturia + mild SUI + ED requiring PPI 5 (8.5) 
Severe climacturia + moderate SUI + ED requiring PPI 5 (8.5) 
Severe climacturia + severe SUI + ED requiring PPI 5 (8.5) 

b) For which patient would you consider behavioral 
modifications (condoms, emptying the bladde r before
intercourse, etc.) + penile prosthesis implantation?

Category N (%) 

Mild climacturia alone 4 (6.8) 
Moderate climacturia alone 0 (0.0) 
Severe climacturia alone 0 (0.0) 
Mild climacturia + mild SUI 3 (5.1) 
Mild climacturia + moderate SUI 2 (3.4) 
Mild climacturia + severe SUI 0 (0.0) 
Moderate climacturia + mild SUI 1 (1.7) 
Moderate climacturia + moderate SUI 2 (3.4) 
Moderate climacturia + severe SUI 1 (1.7) 
Severe climacturia + mild SUI 2 (3.4) 
Severe climacturia + moderate SUI 1 (1.7) 
Severe climacturia + severe SUI 1 (1.7) 
Mild climacturia + ED requiring PPI 35 (59) 
Moderate climacturia + ED requiring PPI 34 (58) 
Severe climacturia + ED requiring PPI 30 (51) 
Mild climacturia + mild SUI + ED requiring PPI 36 (61) 
Mild climacturia + moderate SUI + ED requiring PPI 27 (46) 
Mild climacturia + severe SUI + ED requiring PPI 22 (37) 
Moderate climacturia + mild SUI + ED requiring PPI 32 (54) 
Moderate climacturia + moderate SUI + ED requiring PPI 28 (48) 
Moderate climacturia + severe SUI + ED requiring PPI 24 (41) 
Severe climacturia + mild SUI + ED requiring PPI 24 (41) 
Severe climacturia + moderate SUI + ED requiring PPI 23 (39) 

c) For which patient would you consider pelvic floor
muscle training?

Category N (%) 

Mild climacturia alone 40 (68) 
Moderate climacturia alone 33 (56) 
Severe climacturia alone 26 (44) 
Mild climacturia + mild SUI 41 (70) 
Mild climacturia + moderate SUI 35 (59) 
Mild climacturia + severe SUI 20 (34) 
Moderate climacturia + mild SUI 31 (53) 
Moderate climacturia + moderate SUI 28 (48) 
Moderate climacturia + severe SUI 21 (36) 
Severe climacturia + mild SUI 29 (49) 
Severe climacturia + moderate SUI 24 (41) 

c) For which patient would you consider pelvic floor
muscle training?

Category N (%) 

Severe climacturia + severe SUI 21 (36) 
Mild climacturia + ED requiring PPI 22 (37) 
Moderate climacturia + ED requiring PPI 18 (31) 
Severe climacturia + ED requiring PPI 12 (21) 
Mild climacturia + mild SUI + ED requiring PPI 24 (41) 
Mild climacturia + moderate SUI + ED requiring PPI 21 (36) 
Mild climacturia + severe SUI + ED requiring PPI 14 (24) 
Moderate climacturia + mild SUI + ED requiring PPI 20 (34) 
Moderate climacturia + moderate SUI + ED requiring PPI 19 (32) 
Moderate climacturia + severe SUI + ED requiring PPI 13 (22) 
Severe climacturia + mild SUI + ED requiring PPI 17 (29) 
Severe climacturia + moderate SUI + ED requiring PPI 13 (22) 
Severe climacturia + severe SUI + ED requiring PPI 10 (17) 

d) For which patient would you consider pelvic floor 
musc le training + penile prosthesis implantation?

Category N (%) 

4 
(6.8) 

Mild climacturia alone

3 
(5.1) 

Moderate climacturia alone

1 
(1.7) 

Severe climacturia alone

4 
(6.8) 

Mild climacturia + mild SUI

2 
(3.4) 

Mild climacturia + moderate SUI

1 
(1.7) 

Mild climacturia + severe SUI

4 
(6.8) 

Moderate climacturia + mild SUI

3 
(5.1) 

Moderate climacturia + moderate SUI

2 
(3.4) 

Moderate climacturia + severe SUI

2 
(3.4) 

Severe climacturia + mild SUI

2 
(3.4) 

Severe climacturia + moderate SUI

3 
(5.1) 

Severe climacturia + severe SUI

30 
(51) 

Mild climacturia + ED requiring PPI

32 
(54) 

Moderate climacturia + ED requiring PPI

24 
(41) 

Severe climacturia + ED requiring PPI

40 
(68) 

Mild climacturia + mild SUI + ED requiring PPI

33 
(56) 

Mild climacturia + moderate SUI + ED requiring PPI

26 
(44) 

Mild climacturia + severe SUI + ED requiring PPI

35 
(59) 

Moderate climacturia + mild SUI + ED requiring PPI

31 
(53) 

Moderate climacturia + moderate SUI + ED requiring PPI

24 
(41) 

Moderate climacturia + severe SUI + ED requiring PPI

28 
(48) 

Severe climacturia + mild SUI + ED requiring PPI

27 
(46) 

Severe climacturia + moderate SUI + ED requiring PPI

27 
(46) 

Severe climacturia + severe SUI + ED requiring PPI

e) For which patient would you consider penile variable 
tension loops/soft silicone tension loops?

Category N (%) 

Mild climacturia alone 23 (39) 
Moderate climacturia alone 23 (39)



e) For which patient would you consider penile variable
tension loops/soft silicone tension loops?
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Severe climacturia alone 20 (34) 
Mild climacturia + mild SUI 20 (34) 
Mild climacturia + moderate SUI 19 (32) 
Mild climacturia + severe SUI 11 (19) 
Moderate climacturia + mild SUI 19 (32) 
Moderate climacturia + moderate SUI 20 (34) 
Moderate climacturia + severe SUI 12 (20) 
Severe climacturia + mild SUI 18 (31) 
Severe climacturia + moderate SUI 15 (25) 
Severe climacturia + severe SUI 11 (19) 
Mild climacturia + ED requiring PPI 9 (15) 
Moderate climacturia + ED requiring PPI 11 (19) 
Severe climacturia + ED requiring PPI 9 (15) 
Mild climacturia + mild SUI + ED requiring PPI 9 (15) 
Mild climacturia + moderate SUI + ED requiring PPI 9 (15) 
Mild climacturia + severe SUI + ED requiring PPI 6 (10) 
Moderate climacturia + mild SUI + ED requiring PPI 7 (12) 
Moderate climacturia + moderate SUI + ED requiring PPI 9 (15) 
Moderate climacturia + severe SUI + ED requiring PPI 8 (14) 
Severe climacturia + mild SUI + ED requiring PPI 8 (14) 
Severe climacturia + moderate SUI + ED requiring PPI 9 (15) 
Severe climacturia + severe SUI + ED requiring PPI 8 (14) 

f) For which patient would you consider penile variable 
tension loops/soft silicone tension loops + penile prosthesis
implantation?

Category N (%) 

Mild climacturia alone 3 (5.1) 
Moderate climacturia alone 1 (1.7) 
Severe climacturia alone 0 (0) 
Mild climacturia + mild SUI 1 (1.7) 
Mild climacturia + moderate SUI 1 (1.7) 
Mild climacturia + severe SUI 1 (1.7) 
Moderate climacturia + mild SUI 2 (3.4) 
Moderate climacturia + moderate SUI 2 (3.4) 
Moderate climacturia + severe SUI 3 (5.1) 
Severe climacturia + mild SUI 2 (3.4) 
Severe climacturia + moderate SUI 2 (3.4) 
Severe climacturia + severe SUI 3 (5.1) 
Mild climacturia + ED requiring PPI 16 (27) 
Moderate climacturia + ED requiring PPI 22 (37) 
Severe climacturia + ED requiring PPI 20 (34) 
Mild climacturia + mild SUI + ED requiring PPI 17 (29) 
Mild climacturia + moderate SUI + ED requiring PPI 16 (27) 
Mild climacturia + severe SUI + ED requiring PPI 12 (20) 
Moderate climacturia + mild SUI + ED requiring PPI 20 (34) 
Moderate climacturia + moderate SUI + ED requiring PPI 19 (32) 
Moderate climacturia + severe SUI + ED requiring PPI 13 (22) 
Severe climacturia + mild SUI + ED requiring PPI 20 (34) 
Severe climacturia + moderate SUI + ED requiring PPI 21 (36) 
Severe climacturia + severe SUI + ED requiring PPI 17 (29) 

g) For which patient would you consider bulk ing agents +
penile prosthesis implantation?

Category N (%) 

Mild climacturia alone 0 (0) 
Moderate climacturia alone 1 (1.7) 
Severe climacturia alone 1 (1.7) 
Mild climacturia + mild SUI 1 (1.7) 
Mild climacturia + moderate SUI 3 (5.1) 
Mild climacturia + severe SUI 1 (1.7) 
Moderate climacturia + mild SUI 2 (3.4) 
Moderate climacturia + moderate SUI 1 (1.7) 
Moderate climacturia + severe SUI 0 (0) 
Severe climacturia + mild SUI 1 (1.7) 
Severe climacturia + moderate SUI 1 (1.7) 
Severe climacturia + severe SUI 1 (1.7) 
Mild climacturia + ED requiring PPI 10 (17) 
Moderate climacturia + ED requiring PPI 9 (15) 
Severe climacturia + ED requiring PPI 5 (8.5) 
Mild climacturia + mild SUI + ED requiring PPI 9 (15) 
Mild climacturia + moderate SUI + ED requiring PPI 8 (14) 

on e)

g) For which patient would you consider bulking agents +
penile prosthesis implantation?

Category N (%) 

Mild climacturia + severe SUI + ED requiring PPI 6 (10) 
Moderate climacturia + mild SUI + ED requiring PPI 13 (22) 
Moderate climacturia + moderate SUI + ED requiring PPI 11 (19) 
Moderate climacturia + severe SUI + ED requiring PPI 8 (14) 
Severe climacturia + mild SUI + ED requiring PPI 10 (17) 
Severe climacturia + moderate SUI + ED requiring PPI 9 (15) 
Severe climacturia + severe SUI + ED requiring PPI 8 (14) 

h) For which patient would you consider male slings?

Category N (%) 

Mild climacturia alone 6 (10) 
Moderate climacturia alone 14 (24) 
Severe climacturia alone 10 (17) 
Mild climacturia + mild SUI 26 (44) 
Mild climacturia + moderate SUI 40 (68) 
Mild climacturia + severe SUI 12 (20) 
Moderate climacturia + mild SUI 30 (51) 
Moderate climacturia + moderate SUI 43 (73) 
Moderate climacturia + severe SUI 11 (19) 
Severe climacturia + mild SUI 26 (44) 
Severe climacturia + moderate SUI 28 (48) 
Severe climacturia + severe SUI 11 (19) 
Mild climacturia + ED requiring PPI 0 (0) 
Moderate climacturia + ED requiring PPI 1 (1.7) 
Severe climacturia + ED requiring PPI 2 (3.4) 
Mild climacturia + mild SUI + ED requiring PPI 7 (12) 
Mild climacturia + moderate SUI + ED requiring PPI 10 (17) 
Mild climacturia + severe SUI + ED requiring PPI 1 (1.7) 
Moderate climacturia + mild SUI + ED requiring PPI 11 (19) 
Moderate climacturia + moderate SUI + ED requiring PPI 12 (20) 
Moderate climacturia + severe SUI + ED requiring PPI 2 (3.4) 
Severe climacturia + mild SUI + ED requiring PPI 8 (14) 
Severe climacturia + moderate SUI + ED requiring PPI 10 (17) 
Severe climacturia + severe SUI + ED requiring PPI 1 (1.7) 

i) For which patient would you consider male slings +
penile prosthesis implantation?

Category N (%) 

Mild climacturia alone 1 (1.7) 
Moderate climacturia alone 2 (3.) 
Severe climacturia alone 2 (3.4) 
Mild climacturia + mild SUI 3 (5.1) 
Mild climacturia + moderate SUI 5 (8.5) 
Mild climacturia + severe SUI 1 (1.7) 
Moderate climacturia + mild SUI 4 (6.8) 
Moderate climacturia + moderate SUI 3 (5.1) 
Moderate climacturia + severe SUI 2 (3.4) 
Severe climacturia + mild SUI 3 (5.1) 
Severe climacturia + moderate SUI 3 (5.1) 
Severe climacturia + severe SUI 3 (5.1) 
Mild climacturia + ED requiring PPI 8 (14) 
Moderate climacturia + ED requiring PPI 17 (29) 
Severe climacturia + ED requiring PPI 14 (24) 
Mild climacturia + mild SUI + ED requiring PPI 23 (39) 
Mild climacturia + moderate SUI + ED requiring PPI 37 (63) 
Mild climacturia + severe SUI + ED requiring PPI 13 (22) 
Moderate climacturia + mild SUI + ED requiring PPI 32 (54) 
Moderate climacturia + moderate SUI + ED requiring PPI 37 (63) 
Moderate climacturia + severe SUI + ED requiring PPI 10 (19) 
Severe climacturia + mild SUI + ED requiring PPI 22 (37) 
Severe climacturia + moderate SUI + ED requiring PPI 23 (39) 
Severe climacturia + severe SUI + ED requiring PPI 11 (19) 

j) For which patient would you consider Mini-Jupette?

Category N (%) 

Mild climacturia alone 8 (14) 
Moderate climacturia alone 12 (20) 
Severe climacturia alone 12 (20) 
Mild climacturia + mild SUI 6 (10) 
Mild climacturia + moderate SUI 3 (5.1) 
Mild climacturia + severe SUI 3 (5.1) 

(continued next pag
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Category N (%) 

Moderate climacturia + mild SUI 9 (15) 
Moderate climacturia + moderate SUI 5 (8.5) 
Moderate climacturia + severe SUI 4 (6.8) 
Severe climacturia + mild SUI 9 (15) 
Severe climacturia + moderate SUI 4 (6.8) 
Severe climacturia + severe SUI 3 (5.1) 
Mild climacturia + ED requiring PPI 10 (17) 
Moderate climacturia + ED requiring PPI 16 (27) 
Severe climacturia + ED requiring PPI 17 (29) 
Mild climacturia + mild SUI + ED requiring PPI 14 (24) 
Mild climacturia + moderate SUI + ED requiring PPI 10 (17) 
Mild climacturia + severe SUI + ED requiring PPI 6 (10) 
Moderate climacturia + mild SUI + ED requiring PPI 15 (25) 
Moderate climacturia + moderate SUI + ED requiring PPI 12 (20) 
Moderate climacturia + severe SUI + ED requiring PPI 7 (12) 
Severe climacturia + mild SUI + ED requiring PPI 15 (25) 
Severe climacturia + moderate SUI + ED requiring PPI 11 (19) 
Severe climacturia + severe SUI + ED requiring PPI 6 (10) 

k) For which patient would you consider adjustable per i-
urethral balloons (ie, ProACT)?

Category N (%) 

Mild climacturia alone 1 (1.7) 
Moderate climacturia alone 3 (5.1) 
Severe climacturia alone 3 (5.1) 
Mild climacturia + mild SUI 12 (20) 
Mild climacturia + moderate SUI 14 (24) 
Mild climacturia + severe SUI 6 (10) 
Moderate climacturia + mild SUI 15 (25) 
Moderate climacturia + moderate SUI 16 (27) 
Moderate climacturia + severe SUI 8 (1) 
Severe climacturia + mild SUI 9 (15) 
Severe climacturia + moderate SUI 11 (19) 
Severe climacturia + severe SUI 5 (8.5) 
Mild climacturia + ED requiring PPI 0 (0) 
Moderate climacturia + ED requiring PPI 1 (1.7) 
Severe climacturia + ED requiring PPI 0 (0) 
Mild climacturia + mild SUI + ED requiring PPI 2 (3.4) 
Mild climacturia + moderate SUI + ED requiring PPI 3 (5.1) 
Mild climacturia + severe SUI + ED requiring PPI 1 (1.7) 
Moderate climacturia + mild SUI + ED requiring PPI 1 (1.7) 
Moderate climacturia + moderate SUI + ED requiring PPI 1 (1.7) 
Moderate climacturia + severe SUI + ED requiring PPI 0 (0) 
Severe climacturia + mild SUI + ED requiring PPI 1 (1.7) 
Severe climacturia + moderate SUI + ED requiring PPI 1 (1.7) 
Severe climacturia + severe SUI + ED requiring PPI 0 (0) 

l) For which patient would you consider adjustable peri-
urethral balloons (ie, ProACT) + penile prosthesis
implantation?

Category N (%) 

Mild climacturia alone 1 (1.7) 
Moderate climacturia alone 1 (1.7) 
Severe climacturia alone 1 (1.7) 
Mild climacturia + mild SUI 1 (1.7) 
Mild climacturia + moderate SUI 1 (1.7) 
Mild climacturia + severe SUI 1 (1.7) 
Moderate climacturia + mild SUI 1 (1.7) 
Moderate climacturia + moderate SUI 1 (1.7) 
Moderate climacturia + severe SUI 1 (1.7) 
Severe climacturia + mild SUI 1 (1.7) 
Severe climacturia + moderate SUI 1 (1.7) 
Severe climacturia + severe SUI 1 (1.7) 
Mild climacturia + ED requiring PPI 2 (3.4) 
Moderate climacturia + ED requiring PPI 5 (8.5) 
Severe climacturia + ED requiring PPI 3 (5.1) 
Mild climacturia + mild SUI + ED requiring PPI 8 (14) 
Mild climacturia + moderate SUI + ED requiring PPI 11 (19) 
Mild climacturia + severe SUI + ED requiring PPI 4 (6.8) 
Moderate climacturia + mild SUI + ED requiring PPI 9 (15) 
Moderate climacturia + moderate SUI + ED requiring PPI 11 (19) 
Moderate climacturia + severe SUI + ED requiring PPI 4 (6.8) 
Severe climacturia + mild SUI + ED requiring PPI 7 (12) 

l) For which patient would you consider adjustable peri-
urethral balloons (ie, ProACT) + penile prosthesis
implantation?

Category N (%) 

Severe climacturia + moderate SUI + ED requiring PPI 10 (19) 
Severe climacturia + severe SUI + ED requiring PPI 4 (6.8) 

m) For which patient would you consider artifici al urinary
sphincter (AUS)?

Category N (%) 

Mild climacturia alone 1 (1.7) 
Moderate climacturia alone 1 (1.7) 
Severe climacturia alone 10 (17) 
Mild climacturia + mild SUI 1 (1.7) 
Mild climacturia + moderate SUI 17 (29) 
Mild climacturia + severe SUI 34 (58) 
Moderate climacturia + mild SUI 4 (6.8) 
Moderate climacturia + moderate SUI 22 (37) 
Moderate climacturia + severe SUI 41 (70) 
Severe climacturia + mild SUI 7 (12) 
Severe climacturia + moderate SUI 27 (46) 
Severe climacturia + severe SUI 49 (83) 
Mild climacturia + ED requiring PPI 0 (0) 
Moderate climacturia + ED requiring PPI 2 (3.4) 
Severe climacturia + ED requiring PPI 5 (8.5) 
Mild climacturia + mild SUI + ED requiring PPI 0 (0) 
Mild climacturia + moderate SUI + ED requiring PPI 8 (14) 
Mild climacturia + severe SUI + ED requiring PPI 17 (29) 
Moderate climacturia + mild SUI + ED requiring PPI 1 (1.7) 
Moderate climacturia + moderate SUI + ED requiring PPI 9 (15) 
Moderate climacturia + severe SUI + ED requiring PPI 18 (31) 
Severe climacturia + mild SUI + ED requiring PPI 4 (6.8) 
Severe climacturia + moderate SUI + ED requiring PPI 13 (22) 
Severe climacturia + severe SUI + ED requiring PPI 18 (31) 
n) For which patient would you consider artificial urinary 
sphincter (AUS) + penile prosthesis implantation?

Category N (%) 

Mild climacturia alone 0 (0) 
Moderate climacturia alone 0 (0) 
Severe climacturia alone 0 (0) 
Mild climacturia + mild SUI 0 (0) 
Mild climacturia + moderate SUI 1 (1.7) 
Mild climacturia + severe SUI 1 (1.7) 
Moderate climacturia + mild SUI 1 (1.7) 
Moderate climacturia + moderate SUI 1 (1.7) 
Moderate climacturia + severe SUI 1 (1.7) 
Severe climacturia + mild SUI 1 (1.7) 
Severe climacturia + moderate SUI 1 (1.7) 
Severe climacturia + severe SUI 1 (1.7) 
Mild climacturia + ED requiring PPI 2 (3.4) 
Moderate climacturia + ED requiring PPI 5 (8.5) 
Severe climacturia + ED requiring PPI 9 (15) 
Mild climacturia + mild SUI + ED requiring PPI 3 (5.1) 
Mild climacturia + moderate SUI + ED requiring PPI 25 (42) 
Mild climacturia + severe SUI + ED requiring PPI 40 (68) 
Moderate climacturia + mild SUI + ED requiring PPI 9 (15) 
Moderate climacturia + moderate SUI + ED requiring PPI 28 (48) 
Moderate climacturia + severe SUI + ED requiring PPI 41 (70) 
Severe climacturia + mild SUI + ED requiring PPI 11 (19) 
Severe climacturia + moderate SUI + ED requiring PPI 35 (60) 
Severe climacturia + severe SUI + ED requiring PPI 48 (81) 

ED = erectile dysfunction; PPI = penile prosthesis implantation; SUI =
stress urinary incontinence.
4. Discussion 

This international survey underscores how climacturia 
remains an underrecognized and inconsistently managed 
component of postprostatectomy survivorship. Despite the 
growing attention to disorders of ejaculation and orgasm,
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Table 3 – Unified matrix summarizing expert treatment preferences for climac turia across different clinical scenarios (N [%])

BM +
PPI

BA +
PPI

MS +
PPI

BM PFMT PFMT 
+ PPI

PVTL PVTL 
+ PPI

MS MJ ProACT ProACT 
+ PPI

AUS AUS 
+ PPI

37 
(63) 

4 
(6.8) 

40 
(68) 

23 
(39) 

6 
(10) 

1 
(1.7) 

8 
(14) 

1 
(1.7) 

0 
(0.0) 

Mild climacturia alone (N [%]) 4 (6.8) 3 (5.1) 0 (0) 1 (1.7) 1 (1.7) 

30 
(51) 

0 
(0.0) 

33 
(56) 

23 
(39) 

1 
(1.7) 

14 
(24) 

2 
(3.4) 

12 
(20) 

1 
(1.7) 

0 
(0.0) 

Moderate climacturia alone (N [%]) 3 (5.1) 1 (1.7) 3 (5.1) 1 (1.7) 

16 
(27) 

26 
(44) 

20 
(34) 

1 
(1.7) 

10 
(17) 

2 
(3.4) 

12 
(20) 

10 
(17) 

0 
(0.0) 

Severe climacturia alone (N [%]) 0 (0) 1 (1.7) 0 (0) 3 (5.1) 1 (1.7) 

36 
(61) 

3 
(5.1) 

41 
(70) 

20 
(34) 

1 
(1.7) 

26 
(44) 

3 
(5.1) 

6 
(10) 

1 
(1.7) 

0 
(0.0) 

Mild climacturia + mild SUI (N [%]) 4 (6.8) 1 (1.7) 12 (20) 1 (1.7) 

22 
(37) 

2 
(3.4) 

35 
(59) 

19 
(32) 

3 
(5.1) 

40 
(68) 

5 
(8.5) 

3 
(5.1) 

17 
(29) 

1 
(1.7) 

Mild climacturia + moderate SUI (N
[%])

2 (3.4) 1 (1.7) 14 (24) 1 (1.7) 

11 
(19) 

20 
(34) 

11 
(19) 

1 
(1.7) 

12 
(20) 

1 
(1.7) 

3 
(5.1) 

34 
(58) 

1 
(1.7) 

Mild climacturia + severe SUI (N [%]) 0 (0) 1 (1.7) 1 (1.7) 6 (10) 1 (1.7) 

23 
(39) 

1 
(1.7) 

31 
(53) 

19 
(3) 

2 
(3.4) 

30 
(51) 

4 
(6.8) 

4 
(6.8) 

1 
(1.7) 

Moderate climacturia + mild SUI (N
[%])

4 (6.8) 2 (3.4) 9 (1) 15 (25) 1 (1.) 

13 
(2) 

2 
(3.4) 

28 
(48) 

20 
(34) 

1 
(1.7) 

43 
(73) 

5 
(8.5) 

22 
(37) 

1 
(1.7) 

Moderate climacturia + moderate 
SUI (N [%])

3 (5.1) 2 (3.4) 3 (5.) 16 (2) 1 (1.7) 

7 
(12) 

1 
(1.7) 

21 
(36) 

12 
(20) 

11 
(1) 

2 
(3.4) 

4 
(6.8) 

41 
(70) 

1 
(1.7) 

Moderate climacturia + severe SUI
(N [%])

2 (3.4) 3 (5.1) 0 (0) 8 (14) 1 (1.) 

12 
(20) 

2 
(3.4) 

29 
(49) 

18 
(31) 

1 
(1.7) 

26 
(44) 

3 
(5.1) 

9 
(15) 

7 
(12) 

1 
(1.7) 

Severe climacturia + mild SUI (N [%]) 2 (3.4) 2 (3.4) 9 (15) 1 (1.7) 

10 
(17) 

1 
(1.7) 

24 
(41) 

15 
(25) 

1 
(1.7) 

28 
(48) 

3 
(5.1) 

4 
(6.8) 

27 
(46) 

1 
(1.7) 

Severe climacturia + moderate SUI
(N [%])

2 (3.4) 2 (3.4) 11 (19) 1 (1.7) 

Severe climacturia + severe SUI (N
[%])

7 
(12) 

1 
(1.7) 

21 
(36) 

11 
(19) 

1 
(1.7) 

11 
(19) 

3 
(5.1) 

3 
(5.1) 

49 
(83) 

1 
(1.7) 

3 (5.1) 3 (5.1) 5 (8.5) 1 (1.7) 

22 
(37) 

35 
(59) 

22 
(37) 

30 
(51) 

9 
(15) 

16 
(27) 

10 
(17) 

8 
(14) 

10 
(17) 

2 
(3.4) 

Mild climacturia + ED requiring PPI
(N [%])

0 (0) 0 (0) 2 (3.4) 0 (0) 

10 
(17) 

34 
(58) 

18 
(31) 

32 
(54) 

11 
(19) 

22 
(37) 

9 
(15) 

1 
(1.7) 

17 
(29) 

16 
(27) 

2 
(3.4) 

5 
(8.5) 

Moderate climacturia + ED requiring
PPI (N [%])

1 (1.7) 5 (8.5) 

5 
(8.5) 

30 
(51) 

12 
(20) 

24 
(41) 

9 
(15) 

20 
(34) 

5 
(8.5) 

2 
(3.4) 

14 
(24) 

17 
(29) 

5 
(8.5) 

Severe climacturia + ED requiring
PPI (N [%])

0 (0) 3 (5.1) 9 (15) 

21 
(36) 

36 
(61) 

24 
(41) 

40 
(68) 

9 
(15) 

17 
(29) 

9 
(15) 

7 
(12) 

23 
(39) 

14 
(24) 

3 
(5.1) 

Mild climacturia + mild SUI + ED
requiring PPI (N [%])

2 (3.4) 8 (14) 0 (0) 

10 
(17) 

27 
(46) 

21 
(36) 

33 
(56) 

9 
(15) 

16 
(27) 

8 
(14) 

10 
(17) 

37 
(63) 

10 
(17) 

8 
(14) 

25 
(42) 

Mild climacturia + moderate SUI + 
ED requiring PPI (N [%])

3 (5.1) 11 (19) 

6 
(10) 

22 
(37) 

14 
(24) 

26 
(44) 

6 
(10) 

12 
(20) 

6 
(10) 

1 
(1.7) 

13 
(22) 

6 
(10) 

17 
(29) 

40 
(68) 

Mild climacturia + severe SUI + ED
requiring PPI (N [%])

1 (1.7) 4 (6.8) 

11 
(19) 

32 
(54) 

20 
(34) 

35 
(60) 

7 
(12) 

20 
(34) 

13 
(22) 

11 
(19) 

32 
(54) 

15 
(25) 

1 
(1.7) 

Moderate climacturia + mild SUI + 
ED requiring PPI (N [%])

1 (1.7) 9 (15) 9 (15) 

7 
(12) 

28 
(48) 

19 
(32) 

31 
(52) 

9 
(15) 

19 
(32) 

11 
(19) 

12 
(20) 

37 
(63) 

12 
(20) 

9 
(15) 

28 
(48) 

Moderate climacturia + moderate 
SUI + ED requiring PPI (N [%])

1 (1.7) 11 (19) 

6 
(10) 

24 
(41) 

13 
(22) 

24 
(41) 

8 
(14) 

13 
(22) 

8 
(14) 

2 
(3.4) 

10 
(17) 

7 
(12) 

18 
(31) 

41 
(70) 

Moderate climacturia + severe SUI + 
ED requiring PPI (N [%])

0 (0) 4 (6.8) 

5 
(8.5) 

24 
(41) 

17 
(29) 

28 
(48) 

8 
(14) 

20 
(34) 

10 
(17) 

8 
(14) 

22 
(37) 

15 
(25) 

4 
(6.8) 

11 
(19) 

Severe climacturia + mild SUI + ED
requiring PPI (N [%])

1 (1.7) 7 (12) 

5 
(8.5) 

23 
(39) 

13 
(22) 

27 
(46) 

9 
(15) 

21 
(36) 

9 
(15) 

10 
(17) 

23 
(39) 

11 
(19) 

13 
(22) 

35 
(60) 

Severe climacturia + moderate SUI + 
ED requiring PPI (N [%])

1 (1.7) 10 (17) 

5 
(8.5) 

23 
(39) 

10 
(17) 

27 
(46) 

8 
(14) 

17 
(29) 

8 
(14) 

1 
(1.7) 

11 
(19) 

6 
(10) 

18 
(31) 

48 
(81) 

Severe climacturia + severe SUI + ED
requiring PPI (N [%])

0 (0) 4 (6.8) 

AUS = artificial urinary sphincter; BA = bulking agents; BM = behavioral modifications; ED = erectile dysfunction; MJ = Mini-Jupette; MS = male slings; PFMT = 
pelvic floor muscle training; PPI = penile prosthesis implantation; ProACT = adjustable peri-urethral balloons; PVTL = penile variable tension loops, SUI = stress
urinary incontinence.
climacturia continues to be supported by limited evidence, 
fragmented definitions, and an absence of standardized out-
come measures. These limitations were already emphasized
in the recent Fifth International Consultation on Sexual
Medicine (ICSM) review [19], which explicitly notes that cli-
macturia is ‘‘troublesome,’’ common after prostate surgery, 
and managed with a heterogeneous mixture of behavioral, 
physical therapy, and surgical interventions, yet lacking val-
idated assessment tools or robust comparative data. Our
findings are consistent with, and further contextualize, this
recognized gap.

Although most clinicians in our survey correctly defined 
climacturia and recognized that it may occur independently 
of SUI, routine assessment remains inconsistent. Only 59%
reported evaluating climacturia in standard clinical prac-
tice, and the true rate is likely lower. Because responses 
were collected within a questionnaire specifically focused 
on climacturia, participants may have overstated their rou-
tine inquiry, introducing response bias. This is clinically rel-
evant, as the ICSM review reports that up to 10–37% of men
without SUI may experience climacturia, suggesting that
the condition may remain underdetected during routine
follow-up after prostatectomy or RT.

The heterogeneity observed in severity assessment mir-
rors the literature, which consistently notes the absence of 
validated climacturia-specific instruments. Experts priori-
tized frequency, leakage volume, and patient bother as 
key domains, supporting the conceptual basis of the pro-
posed Climacturia Assessment Tool. Nevertheless, the tool 
should be regarded as preliminary and hypothesis-
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Fig. 1 – Most commonly selected management strategy for each combination of different severity levels (mild, moderate, and severe) of climacturia, stress 
urinary incontinence (SUI), and erectile dysfunction (ED). This figure demonstrates a stepwise escalation in expert recommendations, with conservative
approaches predominating in mild presentations, male slings favored in moderate SUI-associated scenarios, artificial urinary sphincter in severe SUI, and
Mini-Jupette emerging as the preferred option when penile prosthesis is required. PPI = penile prosthesis implantation.
generating, and prospective studies are required to evaluate 
its reliability, responsiveness, and validity across different
clinical contexts.

Treatment patterns across the 24 clinical scenarios 
revealed a pragmatic approach shaped largely by symp-
tom severity and comorbid conditions. Conservative 
strategies predominated in mild or isolated cases, in line 
with ICSM recommendations, favoring behavioral inter-
ventions, pelvic floor muscle training, and mechanical 
devices. In contrast, management of moderate and severe 
pres entations was closely aligned with established SUI or
ED treatment pathways: male slings were favored in mod-
erate SUI, while AUS implantation was consistently
selected in severe cases. This pattern suggests that clini-
cians often address underlying incontinence or ED rather 
than climacturia itself when symptoms escalate, reflecting 
the absence of interventions specifically supported by 
climacturia-focused e vidence. In scenarios involving ED
requiring penile prosthesis, the Mini-Jupette graft [20] 
emerged as the preferred option. This aligns with contem-
porary reports describing favorable resolution rates, 
although long-term data remain limited, reinforcing i ts
role as a promising but still evolving strategy.

Collectively, these findings depict a clinically intuitive 
management landscape that remains largely guided by 
expert opinion. They emphasize the need for prospective
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Fig. 2 – Distribution of treatment strategies across combinations of different severity levels (mild, moderate, and severe) of climacturia, stress urinary 
incontinence (SUI), and erectile dysfunction (ED). The distribution illustrates substantial heterogeneity in treatment selection while highlighting that
therapeutic choices are primarily driven by the severity of coexisting SUI or the need for penile prosthesis rather than climacturia severity alone. PPI = penile
prosthesis implantation.
studies to clarify which interventions directly improve cli-
macturia and to standardize outcome reporting using clini-
cally meaningful domains.

This study has several limitations. First, the survey 
design is inherently limited by subjective perception, recall 
bias, and the hypothetical nature of clinical scenarios. 
Specifically, the absence of predefined patient demograph-
ics or standardized clinical scenarios represents a limita-
tion, as participants were required to rely on their own
clinical interpretation when evaluating combinations of cli-
macturia, SUI, and ED severity, potentially introducing vari-
ability in treatment preferences. Moreover, because the
survey was distributed through professional networks
without tracking the total number of recipients, the 
response rate could not be determined, precluding formal 
assessment of nonresponse bias. Importantly, the findings 
reflect practice patterns and preferences within a special-
ized community rather than population-level practice or 
formal guideline recommendations, and responses may 
not fully mirror real-world behavior, particularly for rarely 
used interventions. Second, because participation was vol-
untary and drawn from a focused reconstructive and sexual 
medicine network, generalizability to broader urological 
practice is limited. Third, given the targeted focus on cli-
macturia within the survey, contextual priming may have
influenced responses, and the reported frequency of routine
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inquiry is likely overestimated; real-world assessment rates 
may be lower. Fourth, the categorization of urine leakage 
volume in the proposed assessment tool is based on 
patient-reported estimates rather than objective measure-
ment, reflecting routine clinical practice where formal 
quantification during orgasm is not feasible. Although 
objective approaches such as condom weighing after inter-
course could theoretically be considered, they remain 
impractical and potentially inaccurate. Finally, the proposed
assessment tool is preliminary and unvalidated, and should
be regarded as exploratory and hypothesis-generating
rather than ready for immediate clinical implementation.
Future work should include formal psychometric validation
of the Climacturia Assessment Tool, including evaluation of
internal consistency, test-retest reliability, construct valid-
ity, responsiveness, and correlation with established
quality-of-life measures.

Interpretation of treatment patterns should also be 
cautious. Across scenarios, therapeutic choices appear 
largely driven by coexisting SUI or ED, particularly in 
moderate and severe presentations, suggesting that man-
agement of climacturia often defaults to established SUI 
or ED treatment paradigms. Although the survey included 
scenarios reflecting varying symptom combinations and 
severity, it was not designed to formally assess whether 
timing of surgical intervention differed according to these 
factors. In clinical practice, a period of conservative man-
agement is often reasonable, as functional r ecovery after
RP, including improvements in continence and sexual
function, may continue over time and potentially influ-
ence climacturia symptoms. These observations under-
score the current absence of climacturia-specific
evidence-based interventions and highlight an important
gap in the literature.

Despite these limitations, our survey provides a compre-
hensive overview of current knowledge, practice patterns, 
and unmet needs in climacturia management. The align-
ment between our findings and the ICSM expert consensus 
supports the emerging conceptual framework and identifies 
opportunities for greater standardization. The proposed 
assessment tool and scenario-based treatment matrix 
should be viewed as a foundation to inform future research,
including prospective validation studies and clinical trials.
Ultimately, improving recognition and management of cli-
macturia will require coordinated efforts, including rigorous
validation of assessment instruments, generation of high-
quality evidence for therapeutic strategies, and increased
attention to climacturia as a distinct and clinically meaning-
ful component of postprostatectomy survivorship.
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