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Patient presents with 
persistent inability to 

attain/maintain an 
erection that permits 
satisfactory sexual 

performance 

Lifestyle Advice:  
i. Smoking cessation 
ii. Weight loss  
iii. Increase physical activity  
iv. Reduce alcohol 

consumption  
v. Reduction of stress  
 
NB: If men cycle for >3hrs per 
week suggest trial of no 
cycling  
 
 

Are the patients symptoms 
mainly psychosexual? 

(Do they get erections by 

themselves?) 

 

1. Take history:  
i) Sexual History (i.e. present & previous erection 

quality/duration/rigidity etc.)  
ii) Full Medical History (i.e. high risk medical factors 

i.e. diabetes/hypertension)  
iii) Full medication/recreational drug history  
iv) Psychosexual History: if possible differentiate 

between physical and psychological causes. 
http://www.patient.co.uk/health/erectile-dysfunction-
impotence  

2. Examination:  
i) Cardiovascular risk assessment including 

measurement of:  

 BMI  

 BP  

 waist circumference  
ii) Examination for:  

 Testicular atrophy  

 Penile abnormalities e.g. peyronie’s disease  

 Hypogonadism  

 reduced body hair  
iii) Gynaecomastia 
iv) For patients with prostate symptoms, perform rectal 

examination and consider PSA depending on 
outcome of examination 

3. Investigations:  
 Full Blood Count 

 Thyroid Function test  

 HbA1c  

 Fasting glucose  

 Lipid profile  

 Cortisol 

 Prolactin Levels  

 Total Testosterone (TT):  

 Sample should be taken in the morning 
between 9am and 11am  

 If the testosterone is low or borderline repeat 
the testosterone measurement and measure:  
(a) Follicle-stimulating Hormone (FSH)  
(b) Luteinizing Hormone (LH)  

 LFTs 

 Consider  

 PSA 

 DRE 

4. Urine analysis to rule out renal disease  
 

 
ED is an early 
indicator for 

cardiovascular 
disease and it is 

important to screen 
and investigate men 
presenting with ED 

 

Are the results of 
the Investigations 

abnormal? 

Refer to an Endocrinologist when:  
i) men with suspected hypogonadism - 

indicated by abnormal results of TT  
ii) Patients with complex endocrine 

disorders  

 

If diabetes is indicated ensure patient is 
managed accordingly  before starting 
treatment for ED.  
Men with diabetes should be asked about ED 
at their annual check  
 

Prescribing:  
1. Consider phosphodiesterase type-5 (PDE-5) inhibitors (if there are no contraindications):  

i) For patients who meet SLS criteria (2 choices): 

 Sildenafil (generic): It is reasonable to prescribe up to 3 tablets per week  OR 

 Tadalafil (generic) It is reasonable to prescribe up to 1 tablet  per week as longer acting than sildenafil 
ii) For patients who do not meet SLS criteria (1 choice), only generic sildenafil is currently approved for prescribing 

for those patients 
2. Patient must have received a trial of 8 maximal doses of either or both PDE-5i to be considered a non-responder  
3. Change all patients currently taking the branded Cialis® to generic tadalafil   

4. Consider switching patients currently taking vardenafil to the generic sildenafil or generic tadalafil  

5. Alprostadil cream (Vitaros) for patients who do not respond to PDE-5 inhibitors. Alprostadil Cream is only available on 

the NHS under SLS restrictions up to a maximum of 1 dose per week.  
6. Intra-corporeal injections to be initiated in secondary care (BLUE) with the required training given. Product choices and 

traffic light classification as published on the PAD 

7. Vacuum pumps approved for prescribing in primary care. They  are most useful in patients with nerve damage, whether 
by surgery or for medical reasons 
 

DO NOT PRESCRIBE the following: Viagra®, Cialis®, Generic (daily) tadalafil 2.5mg and 5mg, avanafil 

Referral to Commissioned Psychosexual Services  (CCG specific) 
For referrals that are predominately psychosexual. Other treatment can be given in conjunction to the 
psychosexual input, either before or during the referral. If GP has carried out investigations, please ensure that 
they are attached to the referral  
Exclusions:  

iii) Severe psychiatric disorders  
iv) Primary relationship issues  

 

Consider Refer to Andrologist, Endorinologist or Urologist 
i) Young male always had difficulty in attaining and maintaining an erection  
ii)  Males with a history of trauma (e.g. to the genital area, pelvis or spine)  
iii)  If an abnormality is found of the penis or testicles during examination  
iv)  Men who do not respond to 8 doses of PDE-5 at maximum dose and 

reasons , and who do not respond to alprostadil cream, are not psycho-
sexual  

 

Patient not responding:  
 

Yes 

Yes 

No 

RED Flags 

Pain  
Haematuria  
Recurrent infection  
 Voiding symptoms  
Any other abnormality detected 
e.g. significant PVR  
Abnormal digital rectal 
examination  

 

No 


