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How to diagnose and manage erectile dysfunction in men with diabetes

What and why
l Erectile dysfunction 

(ED) affects more 
than 50% men of 
with diabetes, with 
prevalence odds 
around 3.5 times 
higher than in men 
without diabetes.

l ED may also be the 
presenting symptom 
for diabetes, and 
identifying the 
condition may 
facilitate the early 
diagnosis of diabetes.

l Men with diabetes 
tend to present with 
more severe and 
refractory ED than 
their counterparts 
without diabetes.

l The pathophysiology 
of ED in diabetes 
is multifactorial. In 
addition to vascular 
and neurological 
impairments, type 2 
diabetes is associated 
with androgen 
deficiency. Men with 
diabetes should be 
routinely screened 
for the presence of 
low testosterone.

l Medical therapies 
for ED are less 
successful in people 
with diabetes than in 
those without, and 
surgical intervention 
may be associated 
with higher risk in 
these individuals.
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Diagnosing ED1

Symptomatic ED

Take a detailed history and perform a thorough physical examination

Include the patient’s partner in the assessment, if possible, 
to identify and treat any sexual issues on their side

Screen for diabetes and other 
hormonal issues as appropriate, and 

review current medications, to identify 
any potentially curable causes of ED

Consider measuring 
prostate-specific antigen 

and thyroid function tests, 
and specialist investigations

Check serum lipids, 
fasting plasma 

glucose and/or HbA1c, 
and total testosterone

Assess  
cardiovascular 

risk

History taking
Obtain:
A detailed description of the problem, 
including:
• Symptom duration
• Predisposing/precipitating/maintaining 

factors
• Previous/current investigations, 

treatments and response
• Reported tumescence, rigidity and 

quality of morning/spontaneous/
masturbatory/partner-related erections

• Sexual desire
• Ejaculatory timing/control/dysfunction
• Previous erectile capacity
• Any personal issues such as sexual 

aversion/pain
• Any partner issues such as low sexual 

desire/menopause/gynaecological 
pain

• Concurrent medication
• Psychiatric and surgical history
• Current relationship status
• History of sexual partners and 

relationships
• Any issues regarding sexual orientation 

and gender identity
• Alcohol intake
• Smoking status
• Recreational drug use

Consider:
• Using validated questionnaires 

(e.g. IIEF, shorter version of the SHIM, 
IPSS or AMS scale) to assess sexual 
function and treatment response

Physical examination
Measure:
• Heart rate
• Blood pressure
• Waist circumference
• Height and weight  

(BMI) 

Perform:
• A genital examination, 

particularly with:
– pain of sudden 

onset
– deviation of the 

penis during 
tumescence

– symptoms of 
testosterone 
deficiency

– Other urological 
symptoms (past 
or present)

Conduct:
• A digital rectal 

examination of the 
prostate if there are 
genitourinary or 
protracted secondary 
ejaculatory symptoms

Investigations
Check:
• Serum lipids
• Fasting plasma glucose and/or HbA1c

Measure:
• Serum total testosterone before 11 am in the fasting 

state. If low (<8 nmol/L) or borderline (8–12 nmol/L), 
repeat with serum LH and prolactin2

• Free testosterone (FT) has a greater correlation 
with clinical symptoms of testosterone deficiency
– FT can be calculated from total testosterone, 

sex hormone-binding globulin and albumin. 
An online calculator and app can be found at:  
www.pctag.uk/testosterone-calculator)

– An FT level lower than 225 pmol/L 
(0.225 nmol/L) provides supportive evidence 
for testosterone therapy in the presence of 
appropriate symptoms

Consider:
• Measuring prostate-specific antigen if clinically 

indicated, but before initiating testosterone therapy 
and at 3, 6 and 12 months afterwards3

• Thyroid function tests
• Specialist investigations in men who:

– want to know the aetiology of their ED
– have a history of trauma
– have an abnormality of the penis or testes
– are young and have always had trouble 

achieving and maintaining an erection/
have a primary cardiovascular disease/
have suspected venous leakage/are being 
considered for surgical intervention

– have not responded to medical therapy 
and are considering surgical treatment

AMS=Aging Males’ Symptoms; IIEF=International Index of Erectile Function; IPSS=International Prostate Symptom Score; 
LH=Luteinising hormone; SHIM=Sexual Health Inventory for Men

See also:
How to diagnose and 
manage testosterone 
deficiency in adult men
Available at:
https://bit.ly/2QVAjFo

Risk factors for ED
l	Older age
l	Sedentary lifestyle
l	Obesity
l	Dyslipidaemia
l	Metabolic syndrome
l	Diabetes
l	Vascular disease
l	Smoking

Medications that may contribute to ED 
When the clinical condition allows, these drugs may be stopped as a trial, 
or switched to an agent that does not cause ED, if clinically appropriate:
l	Diuretics
l Anticholinergics
l Cardiovascular drugs, especially antihypertensives, in which case 

the best choice to avoid ED is an angiotensin receptor blocker
l Tranquilisers
l Antidepressants
l H2 antagonists
l Hormone treatment
l Cytotoxic agents/chemotherapy
l Androgen deprivation therapy

http://www.pctag.uk/testosterone-calculator
https://diabetesonthenet.com/diabetes-primary-care/how-diagnose-and-manage-testosterone-deficiency-adult-men/
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Managing ED1

Confirmed ED

First-line interventions
Lifestyle and risk factor modification plus PDE5 inhibitor* or Vacuum erection device

*PDE5i=phosphodiesterase type 5 inhibitor. Consider daily tadalafil for men with ED and bothersome lower urinary tract symptoms

Second-line interventions

Intracavernous injection therapy – or – Intraurethral alprostadil – or – Alprostadil cream   
or – Low-intensity extracorporeal shock wave therapy

Third-line intervention

Penile prosthesis

Men at high cardiovascular 
risk should be referred to 

cardiology 

• The primary objective in the management of ED is to enable the man/couple to enjoy a satisfactory sexual experience.
• Consider the efficacy, safety and contraindications of the different treatments, and the patient’s and partner’s preferences.

Treat any potentially 
curable causes 
appropriately

Men at low cardiovascular  risk can be 
managed in primary care

Address any 
cardiovascular risk 

factors

Consider referral for 
psychosexual/relationship 

therapy if indicated

PDE5 inhibitors
• 25–50% of men fail to respond within 

12 months; failure rates are higher in those 
with diabetes

• Inadequate prescribing/instruction are major 
causes of treatment failure

• Daily/frequent dosing regimens may salvage 
failures with on-demand therapy

• Correcting testosterone levels <10.4 nmol/L 
may salvage non-responders

• Co-administration with antihypertensive 
therapy may cause a small additive drop in 
blood pressure

• Nitrate therapy can often be safely 
discontinued (with a cardiologist’s approval) to 
facilitate PDE5i therapy

Contraindications* include:
• Use with nitrates in any form
• Loss of vision in one eye due to non-arteritic 

anterior ischaemic optic neuropathy
• Severe renal/hepatic impairment
• Hypotension (<90/50 mmHg)
• Recent history of stroke or myocardial infarction

Dose adjustments* may be required in:
• Renal/hepatic impairment
• Concomitant treatment with CYP 3A4 inhibitors

Apply caution* in:
• Individuals with increased susceptibility to 

vasodilators
• Concomitant alpha-blocker therapy
• Anatomical deformation of the penis or a 

predisposition to priapism

Possible adverse effects* include:
• Headache
• Dizziness
• Flushing
• Visual disturbances
• Dyspepsia
• Nausea
• Nasal congestion

Vacuum erection devices
• May have questionable 

acceptability, but are highly 
effective regardless of ED 
aetiology

Contraindications/cautions* include:
• Bleeding disorders
• Concomitant anticoagulant therapy

Possible adverse effects* include:
• Pain
• Petechiae
• Bruising

Intracavernous injections
• These include alprostadil and 

aviptadil+phentolamine (A/P), 
although the latter combination is 
currently unavailable

• Response rates are >70% with 
both treatments

• The A/P injections may be less 
painful but more likely to cause 
facial flushing

• Unlike alprostadil, A/P injections 
usually need to be accompanied 
by some form of sexual stimulation 
for optimal effect

Contraindications* include:
• Anatomical deformation of the 

penis
• Predisposition to priapism
• Penile implants

Apply caution* in:
• Patients at increased risk of 

bleeding
• Patients with cardiovascular and 

cerebrovascular risk factors

Possible adverse effects* include:
• Penile pain
• Haematoma
• Muscle spasms

Intraurethral alprostadil
• Less invasive than injection therapy
• Efficacy in studies varies between ~30–69%, and rates improve 

with higher doses

Contraindications include:
• Anatomical deformation of the penis
• Conditions that may predispose to priapism, such as sickle cell 

disease or trait, multiple myeloma, leukaemia, polycythaemia and 
thrombocythaemia, as alprostadil can also precipitate prolonged 
erection or priapism

Apply caution in:
• Men whose partner is or may be pregnant (a condom must be used)

Possible adverse effects include:
• Penile pain
• Haematoma
• Minor urethral bleeding
• Headache
• Dizziness
• Symptomatic hypotension
• Muscle spasm
• Vaginal burning/itching in partners

Alprostadil cream
• Some men may prefer topical application over intraurethral or 

intracavernous routes
• Has been shown to produce a 2.5-point increase in IIEF score and 

a 15% relative increase in successful intercourse attempts

Contraindications include:
• Anatomical deformation of the penis
• Conditions that may predispose to priapism, such as sickle cell 

disease or trait, multiple myeloma, leukaemia, polycythaemia and 
thrombocythaemia, as alprostadil can also precipitate prolonged 
erection or priapism

Apply caution in:
• Men whose partner is or may be pregnant (a condom must be used) 

Possible adverse effects include:
• Rash
• Urethral pain
• Penile pain/burning/tingling/throbbing/numbness
• Vulvovaginal burning/vaginitis in partners

*See individual agents’ Summaries of Product Characteristics or manufacturers information/instructions for complete information, because these may vary between products.
CYP 3A4=cytochrome P450 3A4; IIEF=International Index of Erectile Function; PDE5i=phosphodiesterase type 5 inhibitor.


