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Men presenting with erectile
dysfunction may also enquire about
testosterone supplementation. The
limited randomised controlled trial data
available indicate that there is no
evidence that testosterone replacement
therapy in men with androgen
deficiency improves erectile
dysfunction.9 An earlier meta-analysis of
the effects of testosterone on sexual
function in men suggested that
testosterone supplementation may
benefit vasculogenic erectile
dysfunction in selected subjects with
low or low-normal testosterone levels.
However, the caveats that the effect
tends to decline over time and is
progressively smaller with increasing
baseline testosterone levels in addition
to the fact that long-term safety data
were not available were stated.10 

The authors therefore suggest that the
primary treatment for men presenting
with erectile dysfunction after baseline
investigations, which may include a
testosterone level, and correction of
lifestyle factors should be a
phosphodiesterase-5 inhibitor. 

ASSESSMENT
Important factors to elicit from the
history in addition to the presenting
complaint include: a history of obesity,
type 2 diabetes, systemic diseases or
metabolic syndrome which all impact
on testosterone physiology.11

Obesity significantly impacts on the
hypothalamic-pituitary-gonadal axis
and in turn leads to androgen

hypogonadism is increasingly
featured in men’s health forums some
men may present with a direct
concern that their testosterone levels
may be low.

However, a significant proportion of
men with androgen deficiency will be
identified when they present for
unrelated concerns. Many men may
not complain of their symptoms or
attribute symptoms to their perception
of the normal ageing process. 

deficiency. In the obese state, the
increased number of adipocytes leads
to the aromatisation of testosterone to
oestrogen. This exerts a negative
feedback on the hypothalamus and
pituitary, resulting in low testosterone
levels. Type 2 diabetes and metabolic
syndrome are conditions intricately
linked with obesity. Adipose tissue
releases the hormone leptin and 
exerts a negative feedback on the
hypothalamus, inhibiting LH release
and leading to reduced testosterone
production by the Leydig cells.12 Low
levels of androgens cause a further
increase in adipose tissue deposition
and a reduction in lean muscle mass,
therefore exacerbating the problem. 

A comprehensive medication review
will identify agents which can cause
low testosterone levels such as statins,
steroids, opioids, dopamine
antagonists and 5-alpha reductase
inhibitors. Alcohol, anabolic steroids
and illicit substance use such as
marihuana can impact on testosterone
levels and non-prescribed drug use
should be routinely discussed.13

Physical examination should include
assessing secondary sexual
characteristics (body hair pattern,
presence of gynaecomastia), genitalia
(testicular volume), muscle development
and obesity (body mass index, hip to
waist ratio). Many men, however, may

‘If primary or
secondary male
hypogonadism 
is suspected
measurement of LH
and FSH levels may
facilitate diagnosis’

FIGURE 2 
Most common
causes of primary
hypogonadism 

‘A digital rectal
examination and
BP measurements
should be carried
out if considering
treatment for
androgen
insufficiency’

Table 1

Presenting complaints in men with
androgen deficiency

•Hot flushes
•Mood changes
•Depression
•Fatigue
•Poor concentration and reduced
cognition 
•Gynaecomastia
•Visceral obesity
•Metabolic syndrome 
•Reduction in lean body mass 
•Type 2 diabetes
•Anaemia
•Decrease in bone density
•Erectile dysfunction
•Reduced sexual desire
•Reduced early morning erections
•Male infertility
•Lack of secondary sexual
characteristics
•Reduced testicular volume

Maldescent Karyotype
abnormalities

Acquired or
congenital
anorchia

Secondary/
idiopathic
testicular
dysfunction


