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Abstract

More treatment options are available now for the treatment of erectile
dysfunction (ED) than ever. Treatments include oral phosphodiesterase 5
(PDE5) inhibitors, intracavernosal injections, vacuum constriction
devices, and penile implants. Clinicians, researchers, and patients are
interested in making direct comparisons between the response of newer
treatments and that of established and more developed therapies. Of the
currently available treatment options for ED, the most commonly pre-
scribed therapies are oral PDE5 inhibitors, which include sildenafil
citrate (Viagra1, Pfizer Inc), tadalafil (Cialis1, Lilly ICOS), and vardenafil
(Levitra1, Bayer). However, most patient preference studies of these
drugs conducted to date have serious design flaws that hinder inter-
pretation of the data, and thus limit the utility of the results. To make an
informed decision on the most appropriate treatment option available,
physicians and their patients require a thorough understanding of the
methodology of these studies. Clinical comparison or preference trials
must establish internal and external validity if the data are to be used in a
generalized patient population. We review preference studies that com-
pared sildenafil, tadalafil, and vardenafil, and highlight study designs
that can introduce bias. We propose that, like safety and efficacy trials,
randomized controlled trials (RCTs) should be the gold standard for
evaluating patient preference treatments for ED. We do not wish to
discourage individual investigators from performing preference studies,
but rather to highlight the features of current preference trials to help
patients and clinicians alike become aware of potential biases from
independent or industry-sponsored patient preference trials so that they
can interpret the results accordingly. Key components of patient pre-
ference RCTs are reviewed: period and carryover effects, preference
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assessments, eligibility criteria, and data analysis. We discuss why these
components of patient-preference RCTs are important for evaluating the
validity and relevance of patient preference studies. The preference studies
discussed in this brief review are summarized in Table 1, and the meth-
odological problems with each study are indicated. We provide a recom-
mendation for the design of such trials that can minimize bias and provide
better data for physicians and their patients.

# 2005 Elsevier B.V. All rights reserved.
1. Introduction

Randomized controlled trials (RCTs) are the gold
standard for evaluating the safety and efficacy of new
drug treatments [1,2]. A recent review highlighted
several key factors to consider when interpreting
safety and efficacy data from erectile dysfunction
(ED) drug trials [3]. Sildenafil citrate (Viagra1, Pfizer)
[4] is the first-in-class oral drug for the treatment of
erectile dysfunction (ED) and has amassed a large
safety and efficacy database [5]. Two newer oral
phosphodiesterase-5 (PDE5) inhibitors, vardenafil
tadalafil (Cialis1, Lilly ICOS) [6] and (Levitra1, Bayer),
[7] both of which have an identical mechanism of
action to that of sildenafil, have recently become
available for the treatment of ED. However, there are
more than 4 times the number of clinical trials
published for sildenafil than for vardenafil and
tadalafil [5]. Clinicians, researchers, and patients
are interested in making direct comparisons between
the clinical efficacy and safety of the 3 available PDE5
inhibitors. However, The Erectile Dysfunction Guide-
line Update Panel of the American Urological Asso-
ciation states that it is not valid to compare the
treatment response and tolerability of these agents
based on results from improperly designed and
conducted comparative studies [8]. In addition, a
shift from safety and efficacy studies to patient
preference studies requires an understanding of the
unique factors that can influence interpretation of
the results [9]. To make an informed decision on the
most appropriate treatment option available, physi-
cians require a thorough understanding of the
methodology of these studies. Clinical comparison
or preference trials must establish internal and
external validity if the data are to be used in a
generalized patient population (Table 1).

A clinical trial has internal validity and general-
ized relevance when the extent of systematic error—
biases and confounding—is minimized. However,
even within the RCT paradigm, subtle differences in
trial design, or the reporting thereof, can affect
outcomes [1,2,10]. In particular, study design, elig-
ibility criteria, demographic characteristics of the
study population, outcome measures, and analytic
techniques may differ across studies resulting in
noncomparability of the results. Within the many
available RCT designs, the crossover study, in which
patients serve as their own controls, is the best trial
design capable of measuring patient preference.
Crossover drug trials have the advantages of the
ability to expose patients to multiple medications
and requiring fewer patients than parallel studies
would necessitate. A well-designed crossover study
for patient preference analysis should involve
patients being randomized to different sequences
of drug administration (ABC, CAB, BAC, etc) to guard
against potential bias introduced at a given period,
or carried over from 1 period to the next.
2. Period and carryover effects

A period effect occurs when there are evolving
symptoms or an adaptation period to treatment,
independent of drug order, such that the results of
later treatment periods are dependent, at least in
part, on the results of earlier periods [11]. The PDE5
inhibitors may be susceptible to period effects; the
probability of achieving sexual intercourse success
with sildenafil increases with increasing number of
attempts, up to approximately 8 attempts, and 54%–
58% of men who are not initially successful with
sildenafil can become successful after reeducation
and counselling [12–14]. Period effects may be
especially relevant for preference assessment trials
of PDE5 inhibitors, given that many treatment
periods within RCTs are 8–12 weeks in duration.
Treatment period lengths of different duration may
falsely assign preference. For example, Stroberg
et al., enrolled men with ED who were using
sildenafil and concluded that a majority of men
preferred tadalafil after 9 weeks of open-label
treatment, compared with sildenafil, which was
given for only 3 weeks [15]. The inclusion of only
current sildenafil users may have also prebiased the
results in favor of the comparator (discussed below).
Period effects can also be observed in unblinded
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Table 1 – Patient preference trials of phosphodiesterase 5 inhibitors

Author PDE5 Inhibitors Results Methodological concern Ref.

Ströberg et al. sildenafil, tadalafil patients preferred

tadalafil to sildenafil 9:1

1-way crossover, open-label, unequal treatment

periods, dissimilar dosing instructions,

nonequivalent dosages, study conducted soon

after availability of tadalafil in Europe,

all participants were white

[15]

Porst et al. sildenafil, tadalafil,

vardenafil

45% preferred tadalafil,

30% preferred vardenafil,

12% preferred sildenafil,

12% had no preference

open-label, drug order not known, period and

carryover effects, preconceived treatment

attributes, EF-domain scores were similar

between groups

[19]

Ströberg et al. sildenafil, tadalafil,

vardenafil

Overall, 53% preferred tadalafil,

25% preferred sildenafil,

15% preferred vardenafil

1-way crossover, open-label, unequal treatment

periods, dissimilar dosing instructions, twice as

many doses (8) of tadalafil than sildenafil (4) or

vardenafil (4), single preference assessment at

end of study, no difference in treatment

preference among PDE5-naı̈ve patients (35%

preferred tadalafil, 33% preferred sildenafil,

23% preferred vardenafil)

[20]

Von Keitz et al. sildenafil, tadalafil 73% preferred tadalafil nonequivalent dosages, dissimilar dosing

instructions, higher doses limited to 35% of

patients taking sildenafil, treatment attributes

provided, patients given tadalafil were provided

extra suggestions on how and when to take it

to increase efficacy and satisfaction

[21]

Govier et al. sildenafil, tadalafil 66% preferred tadalafil nonequivalent dosages, dissimilar dosing

instructions, fixed-dose, treatment

attributes provided

[22]

McMahon et al. sildenafil, tadalafil Overall, 82% preferred tadalafil.

At highest dose, patients

preferred sildenafil

open-label, post-hoc analysis, patients were

switched from sildenafil to tadalafil,

questionnaire tailored for tadalafil preference

[24]

Park et al. sildenafil, tadalafil,

vardenafil

55% preferred sildenafil,

25% preferred vardenafil,

19% preferred tadalafil

study design unclear, small patient group [25]

Somer et al. sildenafil, tadalafil,

vardenafil

At max dose,

50% preferred vardenafil,

31% preferred sildenafil,

19% preferred tadalafil

study conducted soon after availability

of vardenafil in Europe, efficacy was similar

for all three PDE5 inhibitors, determination

of patient preference not clear

[29]

Claes and Van Poppel sildenafil, tadalafil,

vardenafil

36% preferred vardenafil,

32% preferred sildenafil,

32% preferred tadalafil

open-label, drug dose and order not known [30]
crossover trials of non-PDE5 inhibitors for the
treatment of ED [16]. One of the first preference
trials in men with ED was an open-label trial that
assessed the preference for sildenafil in men who
had been successfully treated with intracavernosal
injection (ICI) therapy for �6 months [17]. Blinding to
treatment was not possible in this study, which may
have prebiased patients in favor of the less invasive
oral therapy. The observed period effect across
treatments may be due to improved erectile func-
tion, sexual intercourse success, and increased
confidence with sexual performance during the
study, [16,18] suggesting that the treatment of ED
may be particularly vulnerable to this type of bias.

A carryover effect has its origin in a preceding
treatment and is thus order dependent: The effect of
the first treatment used may carry over to the next
treatment, making the second treatment seem more
effective than the first [11]. Carryover effects can
significantly affect data interpretation of crossover
drug trials in which a single drug sequence is used,
which may make later drugs appear more effective
than former drugs (Fig. 1). This type of bias may be
especially true of the oral PDE5 inhibitors, due in
part to their similar mechanisms of action, that
patients may become increasingly comfortable with
use, and preconceived perceptions about individual
study medications may further add to the prefer-
ence bias. An open-label crossover trial of all 3 PDE5
inhibitors found that tadalafil was preferred by more
men [19]. However, treatment preference may have
been increased by the cumulative increased con-
fidence and success with sildenafil and vardenafil in
earlier treatment periods. Additionally, it is possible
that these effects are compounded by preconceived
treatment attributes of tadalafil. This is especially
true in unblinded studies, in which patients and
investigators know which medication is being taken
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Fig. 2 – Well designed crossover drug trials can minimize

bias and period or carryover effects.

Fig. 1 – One-way crossover trials of drugs may introduce

several biases, as well as period and carryover effects.
during each period. The aforementioned study
demonstrates that the drug sequence order can
introduce known, as well as unforeseen bias,
including carryover and period effects, which can
significantly affect results.

2.1. Equivalent dosing, timing, and instruction

In addition to bias introduced by the sequence of
study drugs, the amount of time allotted for each
medication, [15] the amount of study drug, [20] the
dose of study drug, [21,22] and the instructions that
accompany each drug can influence the results
[15,21,22]. As discussed earlier, in an open-label, 1-
way crossover study, patients were exposed to
sildenafil and tadalafil for unequal periods, and
they preferred the drug provided in the longer period
[15]. Similarly, in another preference trial, patients
were prescribed twice as many tadalafil tablets as
sildenafil or vardenafil tablets, they received verbal
and written information regarding the onset of
action and duration of action specific to each
treatment, and they were provided a single drug
sequence [20]. Patients were instructed to finish all 4
doses of sildenafil first (no more than once daily),
then finish all 4 doses of vardenafil (no more than
once daily), and finish the treatment sequence with
the 8 provided doses of tadalafil (no more than once
daily). In this particular study, preference for
tadalafil may have been predetermined by investi-
gators. The sequence order, greater exposure to
tadalafil (twice as many pills), and information
regarding duration of action likely pre-biased
patients toward the last drug tried. Interestingly,
of the PDE5 inhibitor naı̈ve patients who responded
to medication, preference for each of the 3 drugs was
roughly equal (33% for sildenafil, 23% for vardenafil,
and 35% for tadalafil) [20].

In 2 other reports, each of a multicenter,
randomized, double-blind, crossover nature, patient
preference was determined after patients were
given the maximal dosage of tadalafil versus the
half-maximal dosage of sildenafil [21,22]. The max-
imal dose of drug (tadalafil) was preferred to the
half-maximum dose medication (sildenafil) by 73%
[21] and 66% [22] respectively, which was likely due
in large part to the increased efficacy with the
maximum dose. This is supported by the results of a
pooled analysis of flexible-dose, placebo-controlled,
double-blind studies of sildenafil [23]. In this
analysis, men with ED preferred the increased
efficacy of the maximal dose of drug [23]. In addition,
when patients with ED who had been taking
sildenafil (25, 50, or 100 mg) were crossed over to
tadalafil (20 mg), the patients who had been taking
the highest dose of each drug expressed a preference
for sildenafil [24]. Similarly, when patient preference
to both half-maximum and maximal doses were
compared in an open-label preference study of all 3
PDE5 inhibitors, the majority of men (58%) preferred
sildenafil (27% for vardenafil and 15% for tadalafil)
[25].

The difference in patient preference for one PDE5
inhibitor over another can be easily influenced by
the study design. In general, patients are more likely
to remember and prefer the highest effective dose,
the dose that they have used longest, or their most
recent treatment. Preference would be almost
assured if, for example, the most recent treatment
was at maximal dose for efficacy and lasted 3 times
longer than a previous treatment at half-maximum
dose. In such a case, it would be inappropriate to
conclude that patients preferred one treatment to
another.

A properly designed and executed double-blind,
randomized, crossover trial is the only design
capable of appropriately measuring patient prefer-
ence and can dramatically reduce bias if the study is
appropriately designed (Fig. 2). For example, the trial
involving all 3 oral PDE5 inhibitors described above
[19] could have easily been converted to a RCT
design with proper blinding to the drug sequence in
order to generate a more powerful multi sequence
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crossover trial with more relevant results. An equal
amount of time should be allowed for each drug,
equivalent drug dosages should be used, and
sufficient time should be allotted between drug
treatments for adequate washout of any previous
period or carryover effects. Moreover, drug prefer-
ence assessments should not wait until the end of
the study, rather they should be performed as soon
as 2 treatments have been taken.

2.2. Preference assessment

A relatively simple outcome, such as preference, can
be variably defined, which makes it difficult to
compare preference results between studies. Some
preference trials have used a single treatment
preference question (TPQ), which simply asks
‘‘Which treatment did you prefer?’’ or a global
efficacy assessment (QEA) or question (GEQ), such
as, ‘‘Did the medication you were taking improve
your erections [22,26–28]?’’ However, responses to a
single preference question are contextually limited
and lack robustness. Other studies have used a multi
question preference questionnaire, including ques-
tions regarding time to onset, duration of action,
hardness, and side effects [19,29]. In this case,
preference is defined in 2 ways; (1) a preference
for certain treatment attributes, and (2) a compara-
tive preference of one treatment over another. For
example, in the German Men’s Health Study Group
comparison trial of all 3 oral PDE5 inhibitors, there
was no clear choice for ease of getting an erection,
duration of erection, or hardness of erection, but
60% of men preferred sildenafil for fewer side-
effects (vs 40% for vardenafil and tadalafil) [29].
However, the authors reported that tadalafil and
vardenafil were preferred to sildenafil for overall
preference. This study was performed a few months
after the launch of vardenafil and tadalafil. Thus,
with similar efficacy to sildenafil, but with more
safety issues, it is conceivable that men may have
preferred the 2 newer PDE5 inhibitors because of
their novelty on the market. Two more recent
studies found no significant preference for one
PDE5 inhibitor over another in 66 PDE5 inhibitor-
naı̈ve men with ED, [20] and in 418 PDE5 inhibitor-
naı̈ve men with ED [30]. However, when subdivided
according to age, etiology, and severity of disease,
younger men with mild ED of psychogenic origin
preferred tadalafil for duration of action, whereas
older men with moderate or severe ED of organic
origin preferred sildenafil or vardenafil for efficacy
and fewer adverse events [20,30]. Clearly a single
question, such as the TPQ or GEA, could not
elucidate subtle differences between patients, and
their preference for certain treatment attributes.
Furthermore, patients motivated to participate in
preference trials, particularly if they are not PDE5
inhibitor naı̈ve, may already be biased in favor of the
comparator agent.

Other studies have relied on functional efficacy
assessments to determine patient preference. These
include patient-kept diaries, that record the ability
to achieve vaginal penetration (SEP2), [31] or the
International Index of Erectile Function (IIEF), [32]
the Sexual Health Inventory for Men (SHIM), [33] or
treatment satisfaction scores on the Erectile Dys-
function Index of Treatment Satisfaction (EDITS)
[34]. However, it is inappropriate to equate drug
preference with treatment efficacy or satisfaction
scores alone. For example, intracavernosal injec-
tions and vacuum devices are effective in achieving
erections in most patients, but patients generally
prefer the less invasive and easier-to-use oral PDE5
inhibitors [35,36]. The attributes of an ED treatment
that patients prefer should be considered with the
treatment’s efficacy to help determine the most
favorable treatment option for patients. Results
from the MALES (Men’s Attitudes on Life Events
and Sexuality) study reveal that of the 694 men with
ED, 39% preferred a treatment that is reliable, and
31% and 26% preferred a therapy that is tolerable
and safe, respectively [37]. Only 8% and 9% reported
that long duration of action or rapid onset, respec-
tively, was important. A robust questionnaire that
highlights efficacy, safety, and reasons for prefer-
ence of one PDE5 over another would better help
clinicians provide the best treatment option for
patients to achieve consistently hard erections for
satisfying sexual intercourse.

2.3. Eligibility criteria

In all clinical trials, researchers attempt to select
patients who are representative of the population
being tested. In ED clinical trials, the core set of
exclusion criteria often includes patients with
hypogonadism, uncontrolled hypertension or dia-
betes, Peyronie’s disease, severe psychiatric disor-
ders, and unstable cardiovascular disease that
would render sexual activity inadvisable. Because
they are applied before randomization, eligibility
criteria do not affect the internal validity of the trial
[2]. However, if results across trials are compared, to
establish external validity, the eligibility criteria
should be described in sufficient detail to adequately
define the patient population.

Some eligibility criteria are designed to increase
the likelihood of a favorable outcome, which may
significantly alter the patient-reported preference of
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PDE5 inhibitors. For example, investigators compar-
ing sildenafil to the newer drugs have included
patients who had been previously treated success-
fully with sildenafil, but have excluded treatment
nonresponders or patients who had experienced
unacceptable side effects [15,31,38]. These studies
enriched the population of likely treatment respon-
ders, and reduced the likelihood of adverse events,
which results in overestimating the efficacy of the
newer drugs and underestimating the side effects
that are likely to be observed when the drug is used
in a broader clinical population. By excluding
treatment nonresponders from preference trials
involving the newer ED drugs, it is likely that
patients with more severe ED are also excluded.
This produces artificially higher efficacy rates of
treatment satisfaction than those previously
reported for trials that included patients with
mild-to-moderate and severe ED or those who were
PDE5 inhibitor naı̈ve. This approach may result in
misleading preference statements. Trials that
included only treatment responders, by excluding
nonresponders, were likely not compromised with
respect to internal validity, because the randomiza-
tion of patients to treatment groups reduces this
possibility, but the external validity and general-
izability is questionable [2]. In addition, men
committing to a preference trial who have pre-
viously used sildenafil may in fact be enrolling in the
‘‘new’’ drug trial because of some real or perceived
difficulty they had in integrating sildenafil into their
sexual life. Enrolling men who are currently dis-
satisfied with their current treatment biases them in
favor of the ‘‘new’’ drug. Similar to the inclusion of
only sildenafil responders in a preference trial,
inclusion of men who are dissatisfied with their
current treatment produces artificially higher pre-
ference rates. Results from trials of this nature
cannot be compared with results from other drug
trials that included treatment nonresponders, from
trials of treatment-naı̈ve patients, or from trials in
which preference with current treatment is taken
into account.

2.4. Data analysis

The statistical analysis should consist of funda-
mental elements including delineation of a priori
covariate and/or subgroup analyses [2]. All prefer-
ence data should be analyzed using the intent-to-
treat (ITT) principle with the last observation carried
forward (LOCF). This should be a predetermined set
of criteria that minimizes potential biases and loss
of statistical power that can result from nonrandom
study attrition [39,40]. For example, if withdrawals
or discontinuations are the result of a treatment
effect, analyses that include only study completers
will overestimate treatment preference. It is likely
that patients who withdrew from a study differ in
some systematic way from those who did not [2,39].
If the discontinuation rate is high, this factor can
seriously affect the outcome of the study. To reduce
these potential biases, all randomized patients
should be included in the preference analysis
according to their original group assignment,
regardless of their adherence to the study protocol
[40].
3. Conclusions

The introduction of easy to use, oral PDE5 inhibitors
has revolutionized the treatment and management
of ED. Patients have more choices than ever before,
and therapy can be better tailored to a patient’s and
his partner’s attitudes toward sex and their ED
therapy use patterns. Moreover, the heightened
awareness of ED as a potential indicator of under-
lying vascular disease has stimulated discussion
between patients and clinicians about cardiovascu-
lar health. As clinicians, researchers, and patients
try to understand the difference between the ED
treatment options available, it is important to
discuss the results of patient preference studies in
context with the study methodology and potential
bias that may influence the results. In addition to the
excellent safety and efficacy profile of PDE5 inhibi-
tors, it is important for clinicians to provide an
accurate and balanced assessment of treatment
attributes for patients and their partners to make an
informed decision on their preferred therapy.

Other concepts of patient preference studies that
help minimize bias, but were not covered in this
brief review, are included in Table 2. There is
potential for the introduction of investigator bias
that may influence the design or interpretation of
preference trials. Although case series and cohort
study designs are useful for generating hypotheses,
the crossover RCT design is the most definitive
method for evaluating the efficacy and preference of
new drug treatments for ED. Even so, any single
patient preference trial must be scrutinized for
internal validity and external generalizability. Inter-
nal and external validity must be demonstrated,
particularly if the results are to be compared across
studies or with other patient populations. In addi-
tion to RCTs that are properly designed and
executed, the clinical characteristics of ED treat-
ments should be considered to help determine the
most favorable treatment option for patients. The
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Table 2 – Attributes of a well designed preference trial that minimizes bias, versus a poorly designed preference trial that
likely introduces bias

Minimizes bias Potential for extensive bias

� Crossover design � Non crossover design

� Randomized patients � Patients not randomised

� Double-blind � Open-label

� Does not eliminate previous nonresponders or includes

only treatment naı̈ve patients

� Excludes non-responders with previous experience

with one or more of the study drugs

� Randomized drug sequences � Single drug sequence

� Equivalent drug doses used � Non-equivalent doses of study drugs used

� Sufficient washout time between drugs � Little or no time between drugs

� Baseline and end-of-each treatment efficacy determined

using the same instrument

� Baseline and end-of-treatment efficacy determined

using different instruments

� Treatment preference assessment after each comparison group period � End-of-treatment preference assessment only

� Treatment periods of equal length � Treatment periods of different lengths

� Preference assessment is not biased toward a particular drug � Preference assessment favors one drug

� Neutral consent form � Biased consent form

� Data analysis on intent to treat group � Data analysis on period completers
results of such studies will provide useful informa-
tion to help guide evidence-based practice and
improve patient outcomes.
References

[1] Moher D. CONSORT: an evolving tool to help improve the

quality of reports of randomized controlled trials. Con-

solidated Standards of Reporting Trials. JAMA 1998;279:

1489–91.

[2] Altman DG, Schulz KF, Moher D, Egger M, Davidoff F,

Elbourne D, et al. The revised CONSORT statement for

reporting randomized trials: explanation and elaboration.

Ann Intern Med 2001;134:663–94.

[3] Mulhall JP. Deciphering erectile dysfunction drug trials. J

Urol 2003;170:353–8.

[4] VIAGRA1. Full Prescribing Information, Sildenafil Citrate.

New York NY, Pfizer, Inc 2005.

[5] Data on file. Pfizer Inc, New York NY, 2004.

[6] CIALIS1. Full Prescribing Information, Tadalafil. Indiana-

polis, IN, Lilly ICOS, LLC 2003.

[7] LEVITRA1. Full Prescribing Information, Vardenafil. West

Haven, CT, Bayer Pharmaceuticals Corporation 2003.

[8] American Urological Association. Erectile Dysfunction

Guideline Update Panel. The Management of Erectile Dys-

function: An Update. http://www.auanet.org/guidelines/

edmgmt.cfm Accessed May, 2005.

[9] Mulhall JP. Understanding erectile dysfunction medica-

tion preference studies. Curr Opin Urol 2004;14:367–73.

[10] Schulz KF, Chalmers I, Hayes RJ, Altman DG. Empirical

evidence of bias. Dimensions of methodological quality

associated with estimates of treatment effects in con-

trolled trials. JAMA 1995;273:408–12.

[11] Cleophas TJ, Tavenier P. Clinical trials in chronic diseases.

J Clin Pharmacol 1995;35:594–8.

[12] Barada J. Successful salvage of ‘‘Sildenafil (Viagra) fail-

ures:’’ Benefits of patient education and rechallenge with

sildenafil. Int J Impot Res 2001;13(Suppl. 4):S49.
[13] McCullough AR, Barada JH, Fawzy A, Guay AT, Hatzichris-

tou D. Achieving treatment optimization with sildenafil

citrate (Viagra1) in patients with erectile dysfunction.

Urology 2002;60:28–38.

[14] Jiann BP, Yu CC, Su CC, Huang JK. Rechallenge prior

sildenafil nonresponders. Int J Impot Res 2004;16:64–8.

[15] Stroberg P, Murphy A, Costigan T. Switching patients with

erectile dysfunction from sildenafil citrate to tadalafil:

results of a European multicenter, open-label study of

patient preference. Clin Ther 2003;25:2724–37.

[16] Lammers PI, Rubio-Aurioles E, Castell R, Castaneda J,

Ponce De Leon R, Hurley D, et al. Combination therapy

for erectile dysfunction: a randomized, double blind,

unblinded active-controlled, cross-over study of the phar-

macodynamics and safety of combined oral formulations

of apomorphine hydrochloride, phentolamine mesylate

and papaverine hydrochloride in men with moderate to

severe erectile dysfunction. Int J Impot Res 2002;14:54–9.

[17] Giuliano F, Montorsi F, Mirone V, Rossi D, Sweeney M.

Switching from intracavernous prostaglandin E1 injec-

tions to oral sildenafil citrate in patients with erectile

dysfunction: results of a multicenter European study.

The Sildenafil Multicenter Study Group. J Urol 2000;

164:708–11.

[18] Cappelleri J, Duttagupta S, Sherman N, Siegel R, Crowley

A, Tseng L, et al. Self-esteem, confidence, and relation-

ships in men with erectile dysfunction treated with sil-

denafil citrate. J Gen Intern Med 2004;19(Suppl. 1):209–10.

[19] Porst H, Arnds S, Kleingarn M. The three PDE 5 inhibitors

sildenafil, tadalafil, and vardenafil - Results of a compari-

tive preference trial in 222 patients with erectile dysfunc-

tion. Eur Urol 2004;2(Suppl. 3):408.

[20] Stroberg P, Ljunggren C, Hedelin H. Patient preference in

clinical practice in treatment of erectile dysfunction with

PDE-5 inhibitors. J Sex Med 2004;1(Suppl. 1):41.

[21] von Keitz A, Rajfer J, Segal S, Murphy A, Denne J, Costigan

T, et al. A multicenter, randomized, double-blind, cross-

over study to evaluate patient preference between tada-

lafil and sildenafil. Eur Urol 2004;45:499–507, discussion

507-499.

http://www.auanet.org/guidelines/edmgmt.cfm
http://www.auanet.org/guidelines/edmgmt.cfm


e u r o p e a n u r o l og y 4 9 ( 2 0 0 6 ) 3 0 – 3 7 37
[22] Govier F, Potempa AJ, Kaufman J, Denne J, Kovalenko P,

Ahuja S. A multicenter, randomized, double-blind, cross-

over study of patient preference for tadalafil 20 mg or

sildenafil citrate 50 mg during initiation of treatment

for erectile dysfunction. Clin Ther 2003;25:2709–23.

[23] Levinson IP, Creanga DL. Appropriate starting dose of

VIAGRA1 (sildenafil citrate) for the treatment of erectile

dysfunction: pooled analysis of flexible-dose, placebo-

controlled, double-blind studies and open-label exten-

sion. J Sex Med 2005;2(Suppl. 1):36.

[24] McMahon CG, Kozlowski RK, Kaufman AK, Clarke PC,

Kopernicky VK. Potential predictors for treatment prefer-

ence in men with erectile dysfunction taking sildenafil

and tadalafil in an open-label switch trial. J Sex Med

2004;1(Suppl. 1):40.

[25] Park NC, Park HJ, Nam JK, Kim JM. Efficacy and side effects

of the PDE-5 inhibitors sildenafil, vardenafil, and tadalafil:

Results of an open label study of patient preference in

Korea. J Sex Med 2004;1(Suppl. 1):55.

[26] Mirone V, Damber J, Wespes E, Chan M, Cordell W, Vara-

nese L, for the SURE study investigators. An evaluation of

two dosing regimens with tadalafil in men with erectile

dysfunction: Results from the SURE study in 14 European

countries. Eur Urol 2004;2(Suppl 3):407.

[27] Porst H, Jacob G, Albrecht S. A comparative, cross over

study to asses the efficacy and safety of Apomorphine and

Sildenafil in men with erectile dysfunction. J Sex Med

2005;2(Suppl. 1):36.

[28] Hammadeh M, Kwong Y, Araya M, Dadswell R, Fowlis G,

McDonald J. Efficacy, safety and patients’ preference of

tadalafil (CIALIS) in men with erectile dysfunction. J Sex

Med 2005;2(Suppl 1):58.

[29] Sommer F, Mathers M, Klotz T, van Ahlen H, Bondarenko

B, Ozgur E, et al., German Men’s Health Study Group.

Which PDE5 inhibitor do you prefer? A comparitive ran-

domised multicenter study of sildenafil, tadalafil, and

vardenafil. J Urol 2004;171(Suppl. 4):314–5.

[30] Claes H, Van Poppel H. The use of sildenafil, tadalafil,

and vardenafil in clinical practice. J Sex Med 2005;

2(Suppl. 1):21.
[31] Hatzichristou DG, Carson C, Lording D, Lyngdorf P, Aliotta

P, Group VS. Vardenafil Allows Rapid and Reliable Erec-

tion Achievement: Results of the patient response with

vardenafil in sildenafil nonresponders (PROVEN) trial. Eur

Urol 2004;2(Suppl. 3):405.

[32] Rosen RC, Riley A, Wagner G, Osterloh IH, Kirkpatrick J,

Mishra A. The International Index of Erectile Function

(IIEF): a multidimensional scale for assessment of erectile

dysfunction. Urology 1997;49:822–30.

[33] Rosen RC, Cappelleri JC, Smith MD, Lipsky J, Peña BM.

Development and evaluation of an abridged, 5-item ver-

sion of the International Index of Erectile Function (IIEF-5)

as a diagnostic tool for erectile dysfunction. Int J Impot

Res 1999;11:319–26.

[34] Althof SE, Corty EW, Levine SB, Levine F, Burnett AL,

McVary K, et al. EDITS: development of questionnaires

for evaluating satisfaction with treatments for erectile

dysfunction. Urology 1999;53:793–9.

[35] Montorsi F, Althof S, Sweeney M, Menchini-Fabris F, Sasso

F, Giuliano F. Treatment satisfaction in patients with

erectile dysfunction switching from prostaglandin E1

intracavernosal injection therapy to oral sildenafil citrate.

Int J Impot Res 2003;15:444–9.

[36] Raina R, Lakin MM, Agarwal A, Ausmundson S, Montague

DK, Zippe CD. Long-term intracavernous therapy respon-

ders can potentially switch to sildenafil citrate after radi-

cal prostatectomy. Urology 2004;63:532–7, discussion 538.

[37] Eardley I, Rosen R, Fisher W, Niederberger C, Sand M.

What men want:desired attributes of ED therapy among

men with ED in the MALES 2004 study. J Sex Med

2004;1(Suppl. 1):42.

[38] Hammadeh M, Kwong Y, Dadswell R, Fowlis G, JM. Oral

Tadalafil (Cialis) in men with erectile dysfunction: a pro-

spective study to evaluate the efficacy, safety, and

patients’ preference. BJU Int 2004;62.

[39] Lachin JM. Statistical considerations in the intent-to-treat

principle. Control Clin Trials 2000;21:167–89.

[40] Lee YJ, Ellenberg JH, Hirtz DG, Nelson KB. Analysis of

clinical trials by treatment actually received: is it really

an option? Stat Med 1991;10:1595–605.


	Evaluating Preference Trials of Oral Phosphodiesterase 5 Inhibitors for Erectile Dysfunction
	Introduction
	Period and carryover effects
	Equivalent dosing, timing, and instruction
	Preference assessment
	Eligibility criteria
	Data analysis

	Conclusions
	References


