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Pelvic Floor Physical Therapy for Erectile Dysfunction—Fact or Fallacy?
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INTRODUCTION

Physicians are often criticized for throwing medication or
surgery at every patient’s concern. The treatment of erectile
dysfunction (ED) is no exception. We have a host of phosphodi-
esterase type 5 inhibitors and other medical treatments, such as
low-intensity extracorporeal shockwave therapy,1 several surgical
techniques,2 and often awell-trained counselor to refer to. As sexual
health physicians and surgeons, we have been sensitized to the
benefits of the multidisciplinary team approach. Of course, we also
are aware of the drawbacks of the massive resource consumption
and that patients often prefer a quick fix rather than a process.

Pelvic floor (PF) physiotherapy (PT) potentially represents a
conservative, modifiable, non-invasive, non-pharmacologic, and
non-surgical intervention for the treatment of various male sexual
dysfunctions, including ED.3 Should we not be adding PT to the
treatment armamentarium that we offer our patients?
PT AS A TREATMENT FOR ED

A man’s erection is the result of complex vascular, biochem-
ical, and neurologic activities, yet the muscular component of
this process is often neglected. The ischiocavernosus and
bulbocavernous muscles play the most important role. The
ischiocavernosus muscle stabilizes and maintains the erect penis,
whereas contraction of the bulbocavernous muscle contributes to
erection, ejaculation, and the contractions of orgasm.4 All PF
muscles (PFMs) and sphincters show a significant increase in
electromyographic activity during the entire erectile period,
increasing the intracavernous pressure through contraction.5e7

The degree to which these muscles can participate in erection
hardness depends on their functional strength and coordination.3

Although the numbers are small compared with pharmaco-
logic intervention trials, several studies, including several
randomized controlled trials, have found that treating ED with
PT and PFM exercises (PFMEs) can be successful with high
patient satisfaction.5e10
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Lavoisier et al7 found that after PFM rehabilitation, 87% of
participants (n ¼ 230) had a positive outcome in treating their
ED with PT.

A trial by Sommer et al9 (n ¼ 124) examined men with
vasculogenic ED. Men were randomized to one of three groups:
one group receiving PFME, one group receiving sildenafil, and
one group receiving a placebo. At 3 months, the PFME group
showed greater improvement than the sildenafil group and
significantly greater improvement than the placebo group.

Dorey8 studied 55 men randomized to one of two groups: one
group received PFME and one group received lifestyle changes.
At 3 months, the PFME group showed significant improvement
compared with the control group. Then, the control group was
given PFME and they showed significant improvement.

A study by Prota et al10 was the first randomized controlled
trial of men with ED after radical prostatectomy, which
compared PFMEs and electromyographic activity with a control
group receiving PFM contraction instructions by an urologist.
Significant return to potency was seen in the intervention group
at 12 months.

We personally find the use of biofeedback in PT to be
particularly useful and encouraging. It is a self-regulation tech-
nique by which patients can view their own muscle contractions
on a screen with their physical therapist and is used in
conjunction with other PF therapeutic approaches.
THE PHYSIOTHERAPIST EXPLAINS

PF dysfunction is a common comorbidity of sexual dys-
functions, whether the PF is hyperactive or hypoactive. With
aging, inactivity, and nerve damage, the fast-twitch fibers,
responsible for active contraction in the PFMs, can decrease,
leading to weakness of the PF and an inability to attain an
erection.6 In contrast, slow-twitch fibers are essential to main-
tain an erection.5

PFM weakness and abnormally high PFM tone, which consist
of PFMs that contract more frequently or strongly than necessary
or that rest in a state of higher than normal activity, can cause
ED.3 Spasm of the PFMs can provide extrinsic compression that
restricts the lumen of the pudendal artery and thereby limits
pudendal arterial flow. This is a potential basis for the high
prevalence of ED in men with chronic pelvic pain syndrome.
Hyperactive PFM tone can interfere with the physiologic process
of corporal veno-occlusive function, which is dependent on
sustained corporal smooth muscle relaxation.3
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Therefore, thorough internal assessment of the PFMs should
be conducted to determine whether the focus should be on
relaxation, strength, support, and/or control. The PFMs are
evaluated for the presence of myofascial trigger points, tender
spots, spasm, or weakness. The ability to isolate, contract, and
relax the PFM is assessed. Depending on the findings, specific
soft tissue relaxation techniques are used to release the muscles
and neural interface, ensuring optimal motor control, and the
exercise instructions are customized.
A WORD OF CAUTION

It should be noted that training in manual PFT techniques
extend far beyond the scope of what entry-level PT education
programs have to offer. Postgraduate physical therapists should
learn these special techniques through appropriately credentialed
coursework, which consists of practical experience and hands-on
learning.3

There is a significant danger that a patient who already has a
hyperactive PF will over-activate their PFMs, thus causing
further damage. In our view, an evaluation by the physical
therapist is essential to identify the pathology and teach the
correct techniques aimed at that specific patient. Like any other
treatment option for ED, some male patients might not be
suitable for this treatment approach, such as those with complete
spinal cord lesions or iatrogenic ED.
CONCLUSION

PT has repeatedly been proved successful in treating ED of
various etiologies. It is cost-effective, non-invasive, and
straightforward and could be used as a first-line approach.6 It
should be offered as an option for patients in settings in which
well-trained physical therapists are available.

Additional research is needed to better understand the
anatomic and physiologic functions of the male PF and to
identify which men with ED would benefit from PF rehabilita-
tion. However, the impossibility of conducting a double-blind
randomized controlled trial likely means that our greatest
learning will come from practice and clinical experience.
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