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» 48y, frain driver, husband and father

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

» No sigh PMHX, non-smoker, alcohol 6 IlU/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
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Definition of erectile dysfunction




Patients reluctant to talk to their
doctors about ED —- WHY?

Fatients believe ED Patients fear that  44% of men attending

would not be discussing urologists have ED but

recognized as a sexuality may fail to mention it - most
medical problem embarrass their are too embarrassed

dOCIOTS oo wick . JAMA 1989:281-2175-2174




» Doctors equally hesitant to discuss ED with their patients:

| Adding life to years
NOT years to life!

» Feel not equipped to address the problem

» Waiting for patient to raise the problem

» Time pressures

» GPs affitudes towards sexuality in older life

>

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



“Good news, honey! Dr. Bingham couldn’t detect any impotence.”
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» 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




» ED is arisk factor for CVD = Qrisk 3

» “...equivalent to a current moderate level of smoking. ED confers a 1.46 increased risk for
cardiovascular disease’™

» In ayounger man, it is associated with a marked increase in the risk of future cardiac events?

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

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



Penile’ ED

Coronary CAD

Carotid TIA/Stroke

Femoral Claudication

Montorsi et al. (2003). Eur Urol, 44, 352-54
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Type 2 Diabetes

1

Erectile Dmysfunction
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» T2DM on the rise: >3 million with DM diagnosis in the UK, 0% T2DM

Prevalence of hypogonadism in
type 2 diabetes'

« 355 UK men (mean age, 58 yrs) with type 2 diabetes

» Prevalence of ED in men with T2DM:
Range of 32 - 90%!

Hypogonadism symptoms + Total T<8 nmoliL
= Hypogonadism symptoms +Total T 8.0-12 nmaliL
= Total T >12nmaoliL

Testosterone
212 nmol/L

| Teghosbarn)
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» ED pathophysiology: Micro and macrovascular, endocrine and neuropathic disease?

» ED is an early marker and independent risk factor for CVD3 and a predictor of T2DM*



» ED is 3-4 times more common in men with T2DM»-¢
» Severity correlates with diabetic control

» 40% of T2DM patients have low total testosterone (TD)
> independently predicts mortality in T2DM; treatment-resistant ED>:¢

1. Kamenov, Z.A. (20195). 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:€13054. doi.org/10.1111
4. Mazzilli, R.J., Elia, M., Delfino, F. et al. (2015). Clin Ther, 166, €317-20

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

6. Hackett, G. (2016). British Journal of Diabetes, 16, 52-57. doi:10.15277/0jd.2016.076

ERECTILE DYSFUNCTION'
IN DIABETES




Success of Sildenafil in Patients
with Risk Factors or Concomitant Conditions (%)

Multispecialty clinic, n=521, age: 59 yr, treatment duration: 6—8 wk
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Benefits of Optimal Testosterone

Shaper Mind

Depressed \

Increased Risk ———agu
of Alzheimers
Disease

Increased
Fat Tissue

Increased Risk
of ED & Low
Libido

Increased Risk __5»
of Osteoporosis

Fatigue

Confidence
Constant \

Happy

Increased Muscle
Mass

Healthy Heart

Strong Erections &
Healthy Libido

/' _&— Strong Bones

/ Plenty of Enerqy




Complications at Diagnosis

[\
Intermittent "\,\,L Retinopathy: 21%
e \

claudication: 3%

Ischaemic skin 5 \ Hypertension: 35%
changes to feet: 6% / g |
= ™ Abnormal ECG: 18%
Stroke or TIA: 1% - |

: . i =
\ 2 =2
- 5 -

~ Erectile dysfunction: 20% :

Plasma creatinine | .' E ~ :
>120umol/l: 3% 2 - Absent foot pulses: 13%

1




ORIGINAL ARTICLE

Phosphodiesterase type-5 inhibitor use in type 2
diabetes is associated with a reduction in all-cause
mortality

Simon G f-\rwdersorj,']'2 David C Hutchings,'] Mark Woodward > Kazem Rahimi
Martin K Rutter," Mike Kirby,” Geoff Hackett,” Andrew W Traford,
Adrian H Heald®

Anderson SG, ef al. Heart 2016:0:1=7. doi: 10, 1136/heartinl-2015:309223

ABSTRACT

Objective Experimental evidence has shown potential
cardioprotective actions of phosphodiesterase type-5
inhibitors (PDESis). We investigated whether PDESI use
in patients with type 2 diabetes, with high-attendant
cardiovascular risk, was associated with altered mortality
in a retrospective cohort study.

Research design and methods Between January
2007 and May 2015, 5956 men aged 4089 years
diagnosed with type 2 diabetes before 2007 were
identified from anonymised electronic health records of
42 general practices in Cheshire, UK, and were followed
for 7.5 years. HRs from multivariable survival
(accelerated failure time, Weibull) models were used to
describe the association between on-demand PDESI use
and all-cause mortality.

Results Compared with non-users, men who are
prescribed PDESIs (n=1359) E‘np&l‘l&rll._&d Iuwer pememaq
of deaths during follow-up (19.1% vs 23.8

risk of all-cause mortality (unadjusted HR=0.69

0.64 to 0.79); p<0.001)). The reduction in risk o
mortality (HR=0.54 (0.36 to 0.80); p=0.002) remained
after adjusting for age, estimated glomerular filtration rate,
smoking status, prior cerebrovascular accident (CVA)
hypertension, prior myocardial infarction (MI), systolic
blood pressure, use of statin, metformin, aspirin and
B-blocker medication. PDESI users had lower rates of
inddent MI (incidence rate ratio (0.62 (0.49 to 0.80),
p<0.0001) with lower mortality (25.7% vs 40.1% deaths
age-adjusted HR=0.60 (0.54 to 0.69); p=0.001)
compared with non-users within this subgroup.
Conclusion In a population of men with type 2
diabetes, use of PDESis was associated with lower risk of
overall mortality and mortality in those with a history of
acute ML
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HR: 0.21, CI: 0.066-0.68

Hackett G et al. Int J Clin Pract 70(3): 244-253 (2016) 1



eugonadal untreated M hypogonadal untreated hypogonadal treated

HR: 0.38, CI: 0.16-0.90
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total group 50-60 years 60-70 years 70-80 years

Hackett G et al. Int J Clin Pract 70(3): 244-253 (2016) 1
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Guidance T2DM: ED & TD

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

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

Financial incentive (QOF) 1o assess and diagnose ED in UK primary care (2013/14)



DMO15. The percentage of male patients with diabetes,
on the register, with a record of being asked about erectile
dysfunction in the preceding 12 months

NICE 2012 menu ID: NM51

DMO16. The percentage of male patients with diabetes,
on the register, who have a record of erectile dysfunction
with a record of advice and assessment of contributory
factors and treatment options in the preceding 12 months

NICE 2012 menu ID: NM52

40-90%

40-90%
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» 13 GP practices across the UK
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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 conftributing to UK
primary care electronic health records between 1999-2016

Analysis: STATA1S: Adjusted incident ratios (IRRs) using multivariate Poisson regression




'N= 110,423 | Mean age: 60y
ED Assesment 53,003 (48%)

ED Diagnosis 14,355 (13%)
PDESI prescriptions 10,623 (74%)
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Figure 1. Time trends for ED assessment.



Figure 2. Time trends for ED diagnosis. testosterone testing
and TRT/PDES5is prescriptions

> ED assessment. AdjIncident rate (IR) 1 from 7.6 to 620 per 1000 PYAR from 2012 to 2013 (95% ClI. 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

» 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 PDESI prescriptions
(p < 0.001) with most assessments, diagnoses and PDESIs prescriptions done in
the 55-60y old age group



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

» | PDESI prescription rate

» Testosterone testing not common practice; | TRT prescription rate

» Triad between ED, TD & CVD In pts with T2DM - early screening & treatment



» Overall, we are doing ok

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

» To improve diagnosis/management of ED/TD in T2DM pfs:

- Incorporation of guidelines into GP framework
financial incentives
solid GP education
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Based on the 2017 British Society for Sexual Medicine (BSSM) guidelines problerns
on the management of erectile dysfunction in men' £ ;
lake a detailed case history

And perfom a thorough physical examination

dysfunction (ED)? What are the other benefits of i * * *
bility to attain ar case-finding ED in practice? E
1! ! o j the avelabityof st ! Sereen for diabetes and other hormonal
disturbances as appropriate, and
consider current medications, to
identify any reversible causes of ED

v \ A /

Treat any Men at
potentially low CV risk
curable causes can be managed
appropriately in primary care

significantly affec ity of i Rt it e

partners S Bp ( * *
Who is at risk? e e closely d, and
- Z’a;r‘os\:.(as—(‘;;v\n’oshs First-line treatment interventions

X far disea 5 . 5 %

- Older age : Lifestyle and risk factor modification

— Sedentary lifestyle v 2 +

- Obesity e PDESI ;

— Dyslipidaemia e wf“"" i g e (consider daily tadalafil for men with ED and bothersome LUTS)

’ 7 - or

— Metabolic syndrome
s Vacuum erection device
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Intercavernous injection therapy

What is erectile
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Assess CV risk

and address any psyt

risk factors therapy, if indicated

Men at
high CV risk
should receive
a cardiology
assessment

6

or
Intraurethral alprostadil
or
Alprostadil cream

or '
Low-intensity extracorporeal shock wave therapy

Wwrs .-
TS - owar ey tract symptoms, PDES! - phosphodiestarase type 5 inhibitor




Combination therapy s

* Pelvic floor exercises

» Exercise regimes

« |If failure to respond to PDES,
* Check testosterone

« VED

- MUSE

* IC injections

* Penile prostheses

+ PDES inhibitors (daily) ] f} )b
= 3




A practical
and manag
deficiency in

Based on the 2017 British Soci : 3SSM) guidelir
Yy (BSSM) -
on adult testosterone deficiency, with statements for UK prac)tlgc:' o~

Why does it occur?
Testosterone deficiency (TD), also known as hypogonadism, may result from
* Problems with the testes [pr imary (hypergonadotropic) TD]
* Problems with the hypothalamus and pituitary gland
[secondary (hypogonadotropic) D) &
* Problems with the hypothalamus. pituitary and testes
{combined primary and secor ary TD)

* Impaired action/suppression of testosterone

How is it diagnosed?

* The diagnosis of symptom

Psychological

= Changes in mood (e.g. anger, irritability, sadness, depression)

- Decreased well-being/poor self-rated health

+ Diminished cognitive function (including impaired concentration,
verbal memory and spatial performance)

Cardiometabolic

- Increased body mass index (BMI)/obesity
- Visceral obesity

- Metabolic syndrome

« Insulin resistance and type 2 diabetes

+ Decreased body hair « Sleep disturbances

« Gynaecomastia + Fatigue
« Decreased muscle mass + Osteoporosis/height loss/
and strength low trauma fractures

* Hot flushes/sweats

Sexual

- Delayed puberty + Erectile dysfunction (ED)
+ Small testes + Delayed ejaculation
« Infertility + Decreased volume
+ Decreased sexual desire of ejaculate
and activity « Decreased or absent
« Decreased frequency of morning/night-time erections
sexual thoughts

Diagnosing and managing TD in adult men2791213

Signs/symptoms suggestive of TD

Measure TT

TT <12 nmol/L
= low or borderline

\

Repeat TT + LH and FSH

A /.

ptimally
manage other comorbidities

TT >12 nmol/L
= normal *

+ prolactin if TT <5.2 nmoI/L plus low LH and FSH'  mmm— T >12 NMOVL
+ FT >0.225 nmol/L

+ SHBG if TT borderline (8-12 nmol/L) to calculate FT

\4

TT <8 nmol/L and/or FT <0.180 nmol/L
Confirmed TD

High LH

4

Perform haematological assessment

Check breasts and prostate health via DRE and PSA

Assess CV risk factors

Evaluate CV symptoms and optimise secondary

prevention in men with CVD

TT <12 nmol/L and/or FT <0.225 nmol/L
Possible TD

Low or normal LH _# Secondary TD

Fertility not desired Fertility desired

A

Avoid T Therapy if possible, as it
may reduce spermatogenesis
Possible alternatives include HCG,
SERMs (e.g. clomifene) and Als™*

Advise on lifestyle modification and ideal weight

\4

Lifestyle modification and management
of comorbidities unsuccessful/likely
to be unsuccessful + no contraindications

Trial of T Therapy
+ lifestyle modification

Fa‘ilure to benefit within a reasonable time frame > :
improved body fat) should prompt treatment discontinuation and inv

Evaluate patients at 3, 6 and 12 months, then every 12 months
thereafter to assess serum testosterone levels (therapeutic
target mid-upper range: 15-30 nmol/L), confirm symptomatic
improvement and check for any changes in haematocrit
(should remain <54%) and PSA (increases >1.4 ng/mL over
any 1-year period or a velocity >0.4 ng/ml/year during
sequential measurement over >2 years warrants urological
evaluation + more intensive surveillance for prostate cancer
thereafter); 3-monthly follow-up may be necessary in some
patients, including those with suboptimal treatment response

or safety issues

do, sexual function, muscle function and

ined as 6 months for libi
ol tion for other causes of the symptoms

estiga







» 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 iIs 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



NO pills - NO exercise
In only ONE Month

You Can do it too

Pﬁotoshop Courses

I'he best tool to chanee vour bodv



