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Case: Rudolf

 48y, train driver, husband and father

 2 years of increasing tiredness, low mood, reduced sex drive and ED

 No sign PMHx, non-smoker, alcohol 6 IU/week, OTC Vitamins

 BMI: 27 ; waist circumference 97.7cm, normal BP and PR

 Seen GP two years ago: Dx with T2DM and depression

 ED not addressed, lifestyle measures advocated  



What are the barriers to ED assessment?





 Doctors equally hesitant to discuss ED with their patients:

 Feel not equipped to address the problem

 Waiting for patient to raise the problem

 Time pressures 

 GPs attitudes towards sexuality in older life

 80% of men with ED would like to talk about it but only if GP raises the subject!

Gott, M. & Hincliff, S. (203). Family practice, 20, 690-5.



Why should we ask about ED?



The National Council on Aging. National Council on Aging Website. Available at: 

http://www.ncoa.org/content.cfm?sectionID=105&detail=12810
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Quality of Life: Most men & women report 
sex is important to their relationship
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Physical health

 The Duke Longitudinal Study of Ageing (1982) 

Frequency of intercourse a significant 

predictor of longevity in men

 Swedish Study (1981)

Early cessation of sex associated with premature death

 Caerphilly Cohort Study (BMJ 1997)

50% reduction in cardiac death with more than two orgasms per week



Physical health

 ED is a risk factor for CVD → Qrisk 3

 “…equivalent to a current moderate level of smoking. ED confers a 1.46 increased risk for 
cardiovascular disease”1

 In a younger man, it is associated with a marked increase in the risk of future cardiac events2

 Pro-active management of ED to address other cardiovascular risk factors”1

Hackett G et al. (2017), ‘British Society for Sexual Medicine Guidelines on the Management 
of Erectile Dysfunction’, accessed from http://www.bssm.org.uk/downloads/default.asp
Inman BA et al  Mayo Clin Proc. 2009;84(2):108-113



Artery Size and Atherothrombosis

Artery Size (mm) Clinical event

Penile` 1-2 ED

Coronary 3-4 CAD

Carotid 5-7 TIA/Stroke

Femoral 6-8 Claudication

Montorsi et al. (2003). Eur Urol, 44, 352-54  



Prevalence of ED in men with co-morbidities

Rosen R et al CMRO 2004; 20 (5): 607 – 617



T2DM, ED & TD



Correlation between ED and glycaemic control



 T2DM on the rise: >3 million with DM diagnosis in the UK, 90% T2DM

 Prevalence of ED in men with T2DM:  

    Range of 32 – 90%1

 ED pathophysiology: Micro and macrovascular, endocrine and neuropathic disease2

 ED is an early marker and independent risk factor for CVD3 and a predictor of T2DM4



 ED is 3-4 times more common in men with T2DM5,6

  Severity correlates with diabetic control

 40% of T2DM patients have low total testosterone (TD) 

→ independently predicts mortality in T2DM; treatment-resistant ED5,6

1. Kamenov, Z.A. (2015). Exp Clin Endocrinol Diabetes, 123, 141-58. 

2. Hackett, G., Heald, A.H., Sinclair, A. et al. (2016a). Clin Pract, 70, 244-53. 

3. Kirby, M. & Hackett, G. (2017). International Journal of Clinical Practice, 72:e13054. doi.org/10.1111

4. Mazzilli, R.J., Elia, M., Delfino, F. et al. (2015). Clin Ther, 166, e317-20

5. Chiles, K.A. (2016). Transl Androl Urol, 5, 195-200

6. Hackett, G. (2016). British Journal of Diabetes, 16, 52-57. doi:10.15277/bjd.2016.076 







Complications at diagnosis of T2DM





Mortality data of men with Type 2 Diabetes mellitus receiving PDE5 Inhibitors 

followed for approximately 4 years (N= 175)

Hackett G et al. Int J Clin Pract 70(3): 244-253 (2016) 11

HR: 0.21, CI: 0.066–0.68



Mortality data of men with Type 2 Diabetes mellitus not receiving PDE5 Inhibitors 

followed for approximately 4 years (N= 682)

Hackett G et al. Int J Clin Pract 70(3): 244-253 (2016) 11

HR: 0.38, CI: 0.16–0.90



Effect of TRT on 6 year mortality in men with T2DM

HR 2.3

p<0.005

Treated

Normal

Untreated

Muralheedharan V et al. Endocrine 

Abst 2011 25:P163



T2DM, ED, Hypogonadism

 Guidance T2DM: ED & TD 

 National & international: All men with T2DM should be asked annually about ED, investigated 
and treated accordingly, and have their  serum testosterone levels measured

 Opportunity to screen for (and treat) metabolic and cardiovascular health

 Financial incentive (QOF) to assess and diagnose ED in UK primary care (2013/14)



QOF 2013/14: ED in T2DM



Revitalise audit 

 David, J. et al. (2017)

 13 GP practices across the UK

 N = 3185



Revitalise audit
Results:

Conclusion: Need for improvement of clinical Mx in men with and without T2DM at risk of ED/TD 



What are the barriers to TD assessment and 

management?



 Feel not equipped to address or manage the problem

 Time pressures 

 ?GPs attitudes towards TRT?



Title: Recent trends in incidence of recorded erectile dysfunction, 

hypogonadism, phosphodiesterase type 5 inhibitor prescriptions 
and testosterone replacement therapy in patients with Type 2 

diabetes in a primary care setting



Aims & Methodology

 Aim: Explore the effects of QOF on ED/TD assessment, diagnoses & management in T2DM 

patients

 Data source: The health improvement network (THIN) UK primary care database

 Study design: Retrospective cohort study

 Study population: Cohort of males (aged ≥ 18y) diagnosed with T2DM and contributing to UK 
primary care electronic health records between 1999-2016

 Analysis: STATA15: Adjusted incident ratios (IRRs) using multivariate Poisson regression



Analysis (1)

Figure 1. Time trends for ED assessment. 



Analysis (2)

➢ ED assessment: Adj Incident rate (IR) ↑ from 7.6 to 620 per 1000 PYAR from 2012 to 2013 (95% CI: 7.0- 8.3)

                           ↓ to 54 per 1000 PYAR in 2015

➢ ED diagnoses:  IR doubled from 2012 to 13 (IRR 2.0; CI: 1.8 – 2.1)



Analysis (3)- Cross-sectional and multi-variate

➢ Testosterone: 

• Of 1187 men with T2DM and newly diagnosed ED in 2015, 213 (18%) had at 

least one testosterone measurement, 45 (21%) of these had a serum 

testosterone ≤ 8nmol/L, of which 9 (20%) received TRT

• Significant effect of age on ED assessment, diagnosis and PDE5i prescriptions 

(p < 0.001) with most assessments, diagnoses and PDE5is prescriptions done in 

the 55-60y old age group



Discussion & Conclusions

 Prevalence of recorded ED (13%) lower than reported in the literature

 ↓ PDE5i prescription rate

 Testosterone testing not common practice; ↓ TRT prescription rate

 Triad between ED, TD & CVD in pts with T2DM → early screening  & treatment



The GP and Sexual Problems – Just a matter of time?

 Overall, we are doing ok

 Time may be a factor, but not the only one

 To improve diagnosis/management of ED/TD in T2DM pts:

- incorporation of guidelines into GP framework

- financial incentives

- solid GP education 



ED Mx:



ED Mx:



TD Mx:



Smart SAA: 

https://sexualadviceassociation.co.uk/app/



Take home message:

 ED assessment, diagnosis & management is important in relation to QoL, 
underlying physical health, and risk factor management 

 ED is independent risk factor for cardiovascular events, risk amplified in DM 

 TD is common in DM → independently predicts mortality and treatment 
resistant ED

 BSSM Primary Care Guidelines: For ED/TD

 Various additional options to treat ED in secondary care



Thank you!


