
Table 1

Potential causes of erectile dysfunction and associated underlying diseases
of erectile dysfunction6

Vascular

Neurological

Endocrine

Drug induced

Psychosexual

Anatomical abnormalities
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associated with a 25% increased risk of
CVD. Consequently, ED has been
included as a clinical variable in the most
recent version of QRISK (QRISK 3), 
a validated algorithm to identify those at
risk of heart disease and stroke.5

Other validated questionnaires such
as the International Index of Erectile
Function (IIEF) or Shorter Sexual Health
Inventory for Men (SHIM) may facilitate
history taking and establish a baseline
against which responses to treatment
can be assessed.4,7

It is important to look for signs of
hypogonadism such as gynaecomastia
or loss of body hair and examine the
external genitalia for any penile or
testicular deformity. Examining lower
limb pulses may also highlight evidence
of peripheral vascular disease. 

Population-based studies have
previously demonstrated an association
between LUTS and sexual dysfunction.8
If LUTS are elicited during the patient’s
history a digital rectal examination
(DRE) should be performed as part of
the man’s assessment. Current NICE
guidance also recommends performing
a DRE in men with a history of prostate
cancer and in men over 50 years of
age.6,9

BMI, heart rate and blood pressure
should be recorded for all patients, and if
indicated by the history a cardiovascular
or neurological examination may be
performed. 

Although the clinical history forms the
bedrock of assessment in men with ED,
further investigations in the form of
blood tests may be appropriate. The
European Association of Urology (EAU)
guidelines recommend that initial blood
tests include an HbA

1c
or fasting glucose

and lipid profile (if not recorded in the
past 12 months). Early morning total
testosterone levels should be measured
in all patients.6

The Endocrine Society recommends
that optimally clinicians investigating
hypogonadism should measure fasting
total testosterone concentrations on
two separate mornings to confirm a low
testosterone diagnosis. This is because
testosterone concentrations may be
subject to diurnal variations and can be
suppressed by food or glucose intake.10
If total fasting testosterone levels are low
then repeat with FSH, LH and prolactin
levels included.9

A PSA test is only indicated during the
diagnostic work up of ED: if the DRE is
abnormal or the man is over 50 years
old and after counselling wishes to have
a PSA test having weighed up the
benefits and risks of the test, or if he is
considering testosterone replacement

Table 2

Cardiac risk stratification, adapted from the European Association of Urology guidelines6

Low risk 
Asymptomatic, < 3 risk factors 
for CAD (excluding sex) 

Mild, stable angina (evaluated 
and/or being treated)

Uncomplicated previous MI

LVD/CHF (NYHA class I or II)

Following successful coronary 
revascularisation

Controlled hypertension 

Mild valvular disease

Key: CAD = coronary artery disease; CHF = congestive heart failure; LVD = left ventricular dysfunction; MI = myocardial
infarction; NYHA = New York Heart Association
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Coronary artery disease
Peripheral arterial disease
Hypertension
Hyperlipidaemia

Post pelvic surgery or radiotherapy
Peripheral neuropathy
Parkinson’s disease 
Multiple sclerosis 
Alzheimer’s disease
Spinal cord injury
Autonomic neuropathy

Diabetes mellitus
Metabolic syndrome
Low testosterone (primary or secondary
hypogonadism)
Hypothyroidism/hyperthyroidism
Cushing’s syndrome

Antihypertensives
Antidepressants
Antipsychotics
Antiandrogens
Recreational drug use
Anabolic steroids
Alcohol

Generalised
Situational

Peyronie’s disease
Post priapism
Foreskin abnormalities

Intermediate risk 
≥3 risk factors for CAD (excluding sex)

Moderate, stable angina

Recent MI (> 2, < 6 weeks)

LVD/CHF (NYHA class III)

Non-cardiac sequelae of
atherosclerotic disease (e.g. stroke,
peripheral vascular disease) 

High risk 
High-risk arrhythmias

Unstable or refractory angina

Recent MI (< 2 weeks)

LVD/CHF (NYHA class IV)

Hypertrophic obstructive and
other cardiomyopathies

Uncontrolled hypertension 

Moderate to severe valvular
disease


