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Diagnosis of Psychosexual Disorder in the DSM-5

DSM-5

REL HER

The Diagnostic and Statistical Manual of Mental Disorders (DSM) is published by the American

Psychiatric Association (APA) and offers a common language and standard criteria for the classification

of mental disorders.

Sexual Dysfunctions

BAE-RKR > —fME-ERNE - EE-PE-EE

Delayed Ejaculation #E 5,

Erectile Disorder Z#C[ERFIE

Female Orgasmic Disorder 274 = il FE R IE

Female Sexual Interest/Arousal Disorder 274 4 Bl / B 2 [EE Bep e

Genito-Pelvic Pain/Penetration Disorder & & e E/fE AR BHE

Male Hypoactive Sexual Desire Disorder SR MEAR (K% B REFIE

Premature (Early) Ejaculation 5.5

Substance/Medication-Induced Sexual Dysfunction /)& /B& @5 | S 1 M4 THAE [RE Rt
Other Specified Sexual Dysfunction

Unspecified Sexual Dysfunction

Paraphilic disorders(M:{f4FIiE)

Voyeuristic disorder 5 {5 (spying on others in private activities)

Exhibitionistic disorder =55 (exposing the genitals)

Frotteuristic disorder EEZZ5E (touching or rubbing against a nonconsenting individual)

Sexual masochism disorder P47 FEYiE (undergoing humiliation, bondage, or suffering)

Sexual sadism disorder £ EFIE (inflicting humiliation, bondage, or suffering)

Pedophilic disorder $&#FiE (sexual focus on children)

Fetishistic disorder $&4¥74iE (using nonliving objects or having a highly specific focus on nongenital body
parts)

Transvestic disorder F£2E4E (engaging in sexually arousing cross-dressing)

Other Specified Paraphilic Disorder | Unspecified Paraphilic Disorder

Voyeuristic disorder %5 #7JE

Over a period of at least 6 months,

Recurrent and intense sexual arousal from observing an unsuspecting person(-~&1{EHJ ) who is
naked, in the process of disrobing, or engaging in sexual activity, as manifested by fantasies, urges, or
behaviors.

The individual has acted on these sexual urges with a nonconsenting person(<4% 5] &%), or the
sexual urges or fantasies cause clinically significant distress or impairment(& &5 EL5F8) in social,
occupational, or other important areas of functioning.

The individual experiencing the arousal and/or acting on the urges is at least 18 years of age.

Voyeuristic disorder %5 #JiE

Prevalence

Voyeuristic acts are the most common of potentially law-breaking sexual behaviors.

The population prevalence of voyeuristic disorder is unknown. However, based on voyeuristic sexual
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acts in nonclinical, the highest possible lifetime prevalence for voyeuristic disorder is approximately
12% in males and 4% in females.
Exhibitionistic disorder 55 4E

e Over a period of at least 6 months, recurrent and intense sexual arousal from the exposure of one’s
genitals to an unsuspecting (R FEHAIL|EEE) person, as manifested by fantasies, urges, or behaviors.

* Theindividual has acted on these sexual urges with a nonconsenting(7[5] =) person, or the sexual
urges or fantasies cause clinically significant distress or impairment in social, occupational, or other
important areas of functioning.

Exhibitionistic disorder 55 IE
Specify whether

e Sexually aroused by exposing genitals to prepubertal children

e Sexually aroused by exposing genitals to physically mature individuals

e Sexually aroused by exposing genitals to prepubertal children and to physically mature individuals

Frotteuristic disorder EEZIE

e Over a period of at least 6 months, recurrent and intense sexual arousal from touching or rubbing
against a nonconsenting person, as manifested by fantasies, urges, or behaviors.

* The individual has acted on these sexual urges with a nonconsenting person, or the sexual urges or
fantasies cause clinically significant distress or impairment in social, occupational, or other important
areas of functioning.

Frotteuristic disorder EEZIiE

* Frotteuristic acts, including the uninvited sexual touching of or rubbing against another individual, may
occur in up to 30% of adult males in the general population

* There appear to be substantially fewer females with frotteuristic sexual preferences than males

Sexual masochism disorder M4 FEIE

e Over a period of at least 6 months, recurrent and intense sexual arousal from the act of being
humiliated(Z/%), beaten, bound, or otherwise made to suffer, as manifested by fantasies, urges, or
behaviors.

* The fantasies, sexual urges, or behaviors cause clinically significant distress or impairment in social,
occupational, or other important areas of functioning.

Sexual masochism disorder M4 FEIE
Specify if:

« With asphyxiophilia({R#F%s &.): If the individual engages in the practice of achieving sexual arousal
related to restriction of breathing.

* In a controlled environment: This specifier is primarily applicable to individuals living in institutional or
other settings where opportunities to engage in masochistic sexual behaviors are restricted.

e In full remission: There has been no distress or impairment in social, occupational, or other areas of
functioning for at least 5 years while in an uncontrolled environment.

Sexual masochism disorder P47 FEIE
Prevalence

* The population prevalence of sexual masochism disorder is. In Australia, it has been estimated that

2.2% of males and 1.3% of females had been involved in bondage and discipline, sadomasochism &4,

or dominance and submission in the past 12 months.



Sexual sadism disorder M FEFFIE

e Inflicting humiliation, bondage, or suffering

e Over a period of at least 6 months, recurrent and intense sexual arousal from the physical or
psychological suffering of another person, as manifested by fantasies, urges, or behaviors.

* The individual has acted on these sexual urges with a nonconsenting person, or the sexual urges or
fantasies cause clinically significant distress or impairment in social, occupational, or other important
areas of functioning.

Sexual sadism disorder M FEFFIE
Prevalence

* Depending on the criteria for sexual sadism, prevalence varies widely, from 2% to 30%.

e Among civilly committed sexual offenders in the United States, less than 10% have sexual sadism.
Among individuals who have committed sexually motivated homicides, rates of sexual sadism disorder
range from 37% to 75%.

Pedophilic disorder $&FIiE

* sexual focus on children

e Over a period of at least 6 months, recurrent, intense sexually arousing fantasies, sexual urges, or
behaviors involving sexual activity with a prepubescent child or children (generally age 13 years or
younger).

* The individual has acted on these sexual urges, or the sexual urges or fantasies cause marked distress
or interpersonal difficulty.

* The individual is at least age 16 years and at least 5 years older than the child or children in Criterion A.

Pedophilic disorder $&FIiE
Specify whether:

e Exclusive type (attracted only to children)

* Nonexclusive type

e Specify if:

e Sexually attracted to males

e Sexually attracted to females

e Sexually attracted to both

Pedophilic disorder §&EE
Prevalence

* The population prevalence of pedophilic disorder is unknown.

* The highest possible prevalence for pedophilic disorder in the male population is approximately
3%—5%.

* The population prevalence of pedophilic disorder in females is even more uncertain, but it is likely a
small fraction of the prevalence in .

Paraphilic disorders([4: @ 4F4E)

* Fetishistic disorder $&%77iE (using nonliving objects or having a highly specific focus on nongenital
body parts)

e Transvestic disorder F£2E4E (engaging in sexually arousing cross-dressing)

e Other Specified Paraphilic Disorder | Unspecified Paraphilic Disorder



Techniques of Sex-related
Assessment

(PEAHRE Z B E)
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Purpose of assessment for sexual
dysfunction

BOX1 Aims of clinical assessment

« To define the dysfunction

» To assess whether it is organic or non-organic

» To assess immediate causes

» To assess resources and motivation

« To decide on correct management and prognosis

Principle of assessment

¢ Interview should be conducted in a private
space

¢ Don't tell therapist anything that the
individual would not wish to share with their
partner

Possible factor about sex dysfunction

* Biological factors
* Psychological factors

* Social (including cultural and interpersonal)
factors

Possible factor about sex dysfunction

¢ Biological factors

¢ Physical illness

¢ Endocrinal abnormalities

¢ Diabetes

* Hypertension

e Cardiovascular

¢ Gynaecological

¢ Urological disorders

¢ latrogenic effects of medication

Possible factor about sex dysfunction

¢ Psychological factors

e Stress

* Poor relationship

* Clinical depression

* Anxiety

¢ Schizophrenia

¢ History of sexual abuse

* Low self-esteem

e Other comorbid psychiatric disorders




Possible factor about sex dysfunction

Social (including cultural and interpersonal)
factors

Poor relationship

Sexual inhibitions

Affairs and fidelity-related matters(‘ 25 E)
Religious and sexual conflict

Differences in cultural expectations and values
Child-bearing

¢ Reasons and motivation for seeking help
should be explored

* Detailed interview with physical exam

Indications for physical examination
BOX 2 Indications for physical examination

« Recent history of physical ill health, presence of
physical symptoms apart from sexual dysfunction

« Pain or discomfort during sexual activity

« Recent onset of loss of desire without any apparent
cause

« Inability to produce a normal erection while awake
(under any circumstances)

+ Male aged over 50

« Female with sexual problems peri- or post-menopause
« History of marked menstrual irregularity and infertility
« History of abnormal puberty or endocrine disorder

¢ Assessment interview may be started with
both partners together, followed by individual
interviews, and finally joint information-
sharing, assessment and treatment advice

Broad headings for history-taking

1 Sociodemographic factors: age, sexual orientation,
marital status, sexual activity

2 Presenting complaints: Why here? Why now? Past
interventions, if any. Precise nature of the problem

3 History of sexual problem

4 Nature of general relationship with partner

5 Psychiatric history, including alcohol and substance
misuse

6 Medical history, including smoking

Broad headings for history-taking

¢ 7 Contraceptive history

e 8 Menstrual history

¢ 9 Sexual history — developmental, masturbation,
schooling

¢ Sexual fantasy

e Sexual behaviour

¢ 10 Attitudes to the problem — religious beliefs, sexual
knowledge

e 11 Attitudes to the intervention

e 12 Formulation




Suggested laboratory investigations

* Males

¢ Blood count and erythrocyte sedimentation rate
(ESR)

¢ Serum testosterone: total and free

¢ Sex hormone binding globulin (SHBG)
¢ Thyroid function test

e Liver function tests

¢ Renal function tests

e Lipid profiles

¢ Blood glucose levels

Suggested laboratory investigations

* Females
¢ Blood count and ESR
* Thyroid function test

e Liver fu

nction tests

¢ Renal function tests
¢ Serum oestradiol

¢ Follicle

stimulating hormone levels

e Prolactin levels
¢ Luteinising hormone levels
¢ Blood glucose levels

Detailed investigation of male

¢ Doppler sonography

¢ Phalloarteriography

* Cavernosometry

¢ Penile plethysmography

¢ Nocturnal penile tumescence testing

Other assessment tools

TN A selection of assessment instruments

Condition

Sexual desire

Sexual arousal

Orgasm

Sexual distress  Female Sexual Distress Scale (De

Owerall ratings

Instrument

Arizona Sexual Experiences Scale (McGahuey 2000)
Changes in Sexual Functioning Questionnaire (Clayton 1997}
Fe

exual Function Index (Rosen 2000)

Derogatis Interview for Sexval Functioning (Derogatis 1997)
Profile of Female Sexual Function (Derogatis 2004; McHormey 2004)
Sexval Function Questionnaire (Quirk 2002)

Index of Premature Ejaculation (Althof 2006)

International Index of Erectile Function (Rosen 1997)

5 2002, 2008)

sfaction (Golombok 1985

Golombok-Rust Inventory of Sexual
Golombok-Rust Inventory of Marital State (Rust 1989)

Sexval Interest and Desire Inventory — Female (Clayton 2006}

Short Personal Experiences Questionnaire |C 2001)

Gender
Both
Both
Female
Both
Female
Female
Male
Male
Female
EBoth
EBoth
Female

Female

Conclusion

¢ Sexual dysfunction affects relationships and at
least two people are involved

¢ A comfortable atmosphere and total privacy for
interviews and physical examination are essential

¢ Developmental history, past sexual abuse or
assault, and sexual orientation need to be
explored gently and thoroughly

e Thorough assessment will lead to optimal
treatment




What is Sexual Anorexia?
Symptom_ Causes_ Therapy

i BBETD

Definition

Sexual anorexia

Sexual anorexia is a pathological loss of "appetite" for
romantic-sexual interaction, often the result of a fear of
intimacy to the point that the person has severe anxiety
surrounding sexual activity and emotional aspects

Carnes, Patrick J. (December 1998).

The concept of sexual anorexia was first mentioned by
psychologist Nathan Hare in 1975, in an unpublished
dissertation submitted in partial fulfillment for a Ph.D. at
the California School of Professional Psychology

DSM-5

(American Psychiatric Association, 2013)

Male Hypoactive Sexual Desire Disorder

* Deficient or absent sexual thoughts or fantasies
* Deficient or absent desire for sexual activity

* Must be of 6 months duration or longer

* Must cause clinically significant distress

DSM-5

Female Hypoactive Sexual Desire Disorder

Absent or reduced interest in sexual activity

.

Absent or reduced sexual or erotic thoughts or fantasies

Absent or reduced initiation of sexual activity and typically being
nonresponsive to the partner's attempts to initiate sexual activity

Absent or reduced sexual excitement or pleasure during sexual activity
75%—100% of the time during sexual activity

Absent or reduced sexual interest or arousal in response to internal or
external sexual or erotic stimuli (e.g. written, verbal, visual)

Absent or reduced genital or nongenital sensations during sexual
activity in 75%-100% of sexual encounters

Must have persisted for a minimum duration of 6 months

Must cause significant distress to the individual.

Sexual anorexia and sexual addiction are but two of the anchor sites
available to the addictive-compulsive process.

Sexual Sexual

Anorexia /’““\ Addiction

Less More

Hypoactive Hyperactive
Seéxual Desire Seéxual Desire

The Sexual Curve

Carnes PhD, Patrick. Sexual Anorexia:
Overcoming Sexual Self-Hatred




Cause

Physical and emotional problems can lead to sexual anorexia.

Common Physical causes:

* Hormone imbalances

* Recent childbirth

* Breast-feeding

* Medication use

* Exhaustion

» Common emotional causes include:

Common emotional causes:

* Sexual abuse

* Rape

* A negative attitude toward sex

* Strict religious upbringing about sex

* Power struggles with a partner or a loved one
* Communication problems

Symptoms

* The main symptom of sexual anorexia is a lack of
sexual desire or interest. You may also feel afraid or
angry when the subject of sex comes up.

* Sexual anorexia can be difficult to diagnose. A
single test to identify the condition isn’t available.

Characteristics of sexual
anorexia

* People with sexual anorexia experience much less sexual
pleasure and arousal. Here are six diagnostic aspects:

Little to no interest in sexual activity.

A lack of sexual or erotic thoughts, or very few of them.

Rarely or never initiating sex, and generally not being interested

when a partner tries to initiate it.

Little to no sexual pleasure and arousal during sexual activity. This

.

happens almost every time (around 75-100%) that a couple has sex.

Little to no sexual pleasure and arousal when it comes to any
internal or external invitation to sex (written, verbal, visual, etc).
Very few genital sensations during sexual activity. This happens
almost every time (around 75-100%) that a couple has sex.

* These symptoms have to have gone on for at least six
months

Diagnosis & Assessment

* In both diagnoses, the therapist must specify if the
disorder is lifelong or acquired, generalized or
situational and whether it is causing mild,
moderate or severe distress (DSM V.)

* Medical, psychological and lifestyle factors are
associated with the lack of desire in men and
should be considered in the assessment.




Treatment

Principle of treatment

The principle of treatment is
(1) to identify the individual, relational, lifestyle and
contextual factors suppressing desire,

(2) to move them through the appropriate treatment
modalities and strategies and

(3) simultaneously to promote elements that
enhance sexual desire.

Weeks, Gerald. A Clinician’s Guide to Systemic Sex Therapy (p. 97). Taylor and Francis.

* |t is always important to understand the meaning
or interpretation of absent/ low desire by the
partner with the greater desire.

* Women generally assume that a man always has

desire and men generally believe they should
always feel desire.

* Assessment is key in determining how treatment is
approached. The number of factors is staggering.

5 big factors-

to the treatment of low sexual desire

Couple-based factors. Like sexual issues, or the health of one
partner.

Relationship-based factors. Like problems communicating, or
when one person has more or less sexual desire.

Individual vulnerability-based factors. Like negative body image,
a history of sexual or emotional abuse, depression, anxiety, stress,
losing a job, pain...

.

Cultural and religious factors. Like not having sex because it’s
taboo or having a negative attitude towards sex.

Medical factors. They’re especially important when it comes to
the prognosis, or how they’ll treat the disorder.

Medical treatment

* Hormone therapy is an effective form of treatment
for some people with sexual anorexia.

* Adults who suffer from inhibited sexual desire
because of low testosterone or estrogen levels may
benefit from medical treatment.

* This can be especially helpful for men with lack of
sexual interest related to erectile dysfunction.

* Menopausal women with low desire may also
benefit from hormone replacement therapy to help
boost libido.

Strategies and Techniques

Providing Bibliotherapy and Education

* The therapist must always be diligent in listening
for misinformation or sexual mythology.

Overcoming Pessimism and Skepticism —

* It is imperative that the therapist demonstrates an
optimistic attitude, which the couple can use to feel
hopeful.




Addressing Relationship Considerations

* If relationship problems are fueling the sexual
dysfunction, the couple will need to work on
identifying, reducing or eliminating these issues in
order to be able to feel desire.

Reducing Response Anxiety

* When they feel they do not have enough desire in
sexual situations, response anxiety further
suppresses their motivation.

Increasing Sexual Fantasies

* The primary function of sexual fantasies is to
increase a person’s sexual desire or to help
maintain desire.

* Erotic literature, visual erotica and other materials
may be used to help

Using Therapeutic Reframes .

* to change the meaning of a problem or situation,
usually from something viewed as negative to
positive and from an individual to systemic
perspective.

Assessing for Other Sexual Disorders

* Men with Erectile Disorder (Corona et al., 2004)
frequently experience lack of desire. Some women
with Genito-Pelvic Pain/Penetration Disorder
eventually lose desire.

Considering Medical Issues

* Psychotropic medications for depression and
anxiety.

10

Conducting Cognitive Work

* researchers have now demonstrated that one of the
major factors in lack of desire is having negative
thoughts about sexuality and experiencing distracting
thoughts during sex.

* We ask both partners to list their negative
sexual/relational thoughts about self, partner, the
relationship and anything else.

Defining Oneself as a Sexual Person

* a technique known as the Sexual Bill of Rights . The
therapist asks the client to write about what he or she
is entitled to feel sexually, to experience, to receive
and to give .

Working with Intimacy Fears

* Unfortunately, the fears are usually unconscious
and must be inferred from the behavior and from
the client’s history

Promoting Communication

* Couples who articulate what is desired and what
feels good are more likely to have a better sexual
relationship.

Assigning Appropriate Homework

* making time for dating and other enjoyable
activities. Physical touch exercises .

* the absent/low desire partner should focus on the
pleasant sensations without the pressure of having
orgasm

* learning how to create a sensual environment.
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Helen Singer Kaplan (1970s)

« A REBEIEM T AR (Desire)
—DSM-III: 148X 5
+ “The New Sex Therapy” ZIERIEZTE

Human Sexual Response Cycle

Joseph LoPiccolo (1990s)
BIRHAE

“HaEEEHAA 6
SR TN REPE RV R
EOAEEASERE"

Bancroft (2005)
A EEZE1E = (Dual control model)

Sexual excitation factor

1B RR

Sexual Inhibition Factor

I RE

+ ¥ Physiological and
Organic Issues

1= Physiological and

Organic Issues

= Psychosocial, Cultural N = zf Psychosocial, Cultural
and Behavioral Issues ILIB/fT3/XAE and Behavioral Issues

Sexual Tipping

Point®

Pfaus, J Sex Med, 2009
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Jack Annon : PLISST# T (1976)
MR AR

LI SS

Lm|| d infor rmal S pecific suggestions
[| Provide the lim [ Give specific suggestions
for patients to proceed
with sexual relations.

Figure 2. PLISSIT Assessment Model
Note. Based on information from Mick, 2007; Taylor & Davis, 2006.
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Jack Annon : PLISST# = (1976)
HABRN ATRE

Permission to discuss Limited information Specific suggestions Intensive therapy

Give the patient | Provide the limited [| Give specific suggestions [~ | Provide intensive therapy
permission to initiate information needed for patients to proceed surrounding the issues of
sexual discussion. to function sexually. with sexual relations. sexuality for patients.

Figure 2. PLISSIT Assessment Model
Note. Based on information from Mick, 2007; Taylor & Davis, 2006.
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Starting and Stopping

Testosterone Therapy

L
15:50-16:30 10-Nov-2018 W

R4

Problems in the
diagnosis

Optimizing

Therapy Is it ok to “stop

Timing of “stop”

7

1. Challenges in Diagnosis

#27&Testosterone Deficiency

BB

AEZEFETE (RRR) FEZ5?

Hypogonadal ‘ Eugonadal
Glucose Diabetes
intolerance mellitus

Subclinical ED

GBI E R IE RIS AL - TESRAOD DARTA I

(subclinical)

Subclinical

b=y TN

BERYEIS?

EA, et al,  Sex Med 2006;3:787-794
Urol Clin North Am 2001;28:269-78
Int J Impot Res 2002;14:93-99
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Wang C, Nieschlag E, Swerdloff R, et al. Eur J Endocrinol 2008; 159:507— 514.
Maggi M, Schulman C, Quinton R, et al. J Sex Med 2007;4:1056-1069.
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Bhasin et al., J Clin Endocrinol Metab 2006;91:1995-2010.
Nieschlag et al., Eur Urol 2005;48:1-4.

Considerations before starting T therapy

l_ Potential risk vs. Benefits

l-— Disease-centered vs. Patient-centered J
[— Medical dysfunction vs. Consumer product

[— Symptoms relief vs. Disease treatment

[— Under-treatment vs. Over-treatment J
[— Alternative treatment vs. Unique choice ‘

Diagnostic criteria for
hypogonadism
TT, free T, bioavailable T

Normogram not established
Variation in determination

Low T level

No validated questionnaire for evaluation
Obesity, metabolic syndrome, bone
mineral density

Associated symptoms

Responses to Adequate treatment for a period

Assessment method?

treatment

A trial of testosterone therapy

e There is no absolute T concentration that reliably
distinguishes who will or will not respond to treatment and
because of substantial interindividual variations in T

physiology

¢ A 3-to 6-month trial of empiric T therapy can be considered in
men with suggestive symptoms but without definitive
diagnostic blood test results

1. Khera M etal., Diagnosis and treatment of testosterone deficiency: recommendations from
the Fourth International Consultation for Sexual Medicine. J Sex Med 2016;13:1787-1804

2. BuvatJetal, Testostereone deficiency in men: systematic review and standard operating
procedures for diagnosis and treatment. J Sex Med 2013;10:245-284

2. Optimizing Treatment
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Medication Adherence and Treatment Patterns for Hypogonadal
Patients Treated with Topical Testosterone Therapy:
A Retrospective Medical Claims Analysis

¢ 15,435 hypogonadal men, from the Thomson Reuters MakerScan
Database, who had an initial topical T prescription in 2009 and who were
followed for 12 months

¢ Discontinuation rates are high among hypogonadal men treated with
testosterone gels, irrespective of their age, diagnosis, and index dose

aseEEanti

W ofruan contimaing therapy

Figure 3 Contruaton ralos among
men who intiated and remaned on
e

Dusation of thery

Schoenfeld et al. J Sex Med 2013;10:1401-1409

Effects of testosterone therapy on weight loss

Carbohydrate,
protein, and fat
metabolism

Myogenesis

& adipogenesis

Fatigue, motivation,
vigor, and physical
activity

Fat deposition and
vascular health

Traish AM. Testosterone and weight loss: the evidence. Current Opinion in diabetes, and obesity

S ERAC aFER TRICE R

Duration of Treatmant (manths) -
o 3 6 12
-

Ennancad iibida

Improved emotional well-being

Incroasad anargy

Reducad ED
i Increased strangth
| Enhanced BMD

| Improved cognition
| Enhanced cardiovascular haalth
| Decroased body fat

Symplom Improvemant

| Improvement in some components of MetS

Fig. 3 Anticipated symptom improvement of TRT and approximate timeliness of
visualization.

Morales et al., A practical guide to diagnosis, management and treatment of testosterone deficiency for Canadian physicians.

Can Urol Assoc J 2010;4:269-75

FRE (M {EASHR) BREAER - EE)
BT AEREE PDES inhibitors
BR% f2RE ~ ) - BBR
DM -~ HT ~ Dyslipidemia WILaRE
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T undecanoate

ml:[-3 1R3-4K BHEBERERY
(40 mg)
Tgel SERURGHA
1RIR
BER som) Rk THEE
T enanthate
IR &R - BERECR - EEE
(50-250 mg)
WS
T undecanoate BERE - U RIBREZ S
[SEIEEEN
(1000 mg) i
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Accuracy of Testosterone Concentrations in Compounded
Testosterone Products

* 10 testosterone gels and creams were evaluated for the accuracy of T
concentrations in Canada

* Only the concentration of testosterone within Androgel and Testim was
consistent and accurate.
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How to assess the response of TRT?

Outcome Measures

Patient-reported outcomes for general

Patient-reported outcomes for sexual
function

Obesity

Dual-energy X-ray absorptiometry (DXA)

Total mass and distribution of body
components

Metabolic Profiles

Aging Males’ Symptoms Scale (AMS)
Androgen Deficiency in Aging Male (ADAM)

International Index of Erectile Function (IIEF)

Body weight, Body Mass Index, Waist
circumference, Hip/Waist circumference ratio

Bone mineral density, Fat free mass, Lean tissue
mass

CTand MRI

Total and free T levels, Lipid profiles, Insulin
sensitivity

Monitoring and Assessing Response

e

Response and adverse effects 3 & 6 months after onset of therapy

3 & 6 months after onset of therapy and then

estesteioneliee s annually thereafter if stable

At baseline, 3 & 6 months after onset of therapy

bt and then annually

At baseline, 3 & 6 months after onset of therapy

R and then annually

At baseline, 6 months and then annually
following onset of treatment

Digital rectal examination

Morales, et al., Diagnosis and management of testosterone deficiency syndrome in
‘men: clinical practice guideline. CMAJ 2015;18:187

The DSM Diagnostic Criteria for Hypoactive Sexual Desire

Disorder in Men

¢ Prevalence of low desire in men : positive correlation with age

* Neither total nor free testosterone is a reliable indicator of sexual drive

among men with ED

[Ansong J Urol 1999]

¢ The association between HSDD (hypoactive sexual desire disorder) and
low testosterone was significant only in the youngest quartile of men

(ages 17-42 years)

[Corona Int J Androl 1999]

* Treatment which increase testosterone have variable effects on men’s

sexual desire

[Emmelot-Vonk Int J Impot Res 2009]

Brotto LA. J Sex Med 2010;7:2015-30

3. FIIaHE

Grober et al,, J Sex Med
2015;12:1381-1388




When to stop therapy

Treatment-emergent AE

Diagnosis of prostate cancer

Wants to have a baby

Symptoms resolve?
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—

Khera M et al., Diagnosis and treatment of testosterone deficiency: recommendations from the
Fourth International Consultation for Sexual Medicine. J Sex Med 2016;13:1787-1804

Is discontinuation of hormone replacement therapy possible for
patients with late-onset hypogonadism?

¢ 25 hypogondal men who had effective TRT had follow-up 3-months after
discontinuation
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Tsujimura et al. Int J Urol 2008;15;625-629

Is discontinuation of hormone replacement therapy possible for
patients with late-onset hypogonadism?

Totnl s

nbacore
of the AMS

¢ 25 hypogondal men
who had effective TRT
had follow-up 3-
months after
discontinuation

e Laboratory and
hormonal profiles
returned to
pretreatment but
symptoms remained

Tsujimura et al. Int J Urol 2008;15;625-629

Effects of testosterone undecanoate replacement and withdrawal
on cardio-metabolic, hormonal and body composition outcomes
in severely obese hypogonadal men: a pilot study

¢ T withdrawal determines a return back to hypogonadism within 6 months,
with loss of cardiovascular and some body composition improvements
attained.

* TRTis beneficial on cardiac function in severely obese patients and that
withdrawal is not a good prevention strategy for reducing CV risk.

Severely obese
hypogonadal men

Hypocaloric diet +
Physical activity +
Tinjections

Hypocaloric diet +
Physical activity

Francomano et al. J Endocrinol
Invest 2014;37:401-411

CV risks returned after cessation of TR
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Francomano et al. J Endocrinol Invest 2014;37:401-411
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Reversibility of PR
. . Soal
T-induced azoospermia

* Mean time to become azoospermic with T injection: 120 days * TThin the physiologic range in men with TD imparts great
benefits to men’s health as demonstrated by the improvement
« The median time from azooseprmia in glycometabolic and cardiometabolic function, improved
sexual function, body composition, and BMD, amelioration of
> torecovery (sperm 2 20 million/ml): 3.7 months anemia, and improvement in overall quality of life

> to baseline : 6.7 months
¢ Transdermal TRT can replace testosterone in men with

hypogonadism and restore a steady testosterone
concentration in the blood.

WHO Task Force on Methods for the Regulation of Male Infertility Lancet 1990;336:955-959
Ismaeel et al. Testosterone replacement-freedom from symptoms or hormonal shackles? Sex Med Rev 2017;5:81-86

22




J L4

7

Obesity : Unhealthy and Unmanly

What 1s a real man?

BBEHEREGRINER
gg%}%ﬁ%ﬁﬁ Fifty Shades of Grey Fast and Furious 7
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Obesity in men?
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p u Bfir: %

20085 3748 46.18 28.37
20095 37.98 47.73 27.87
20105 38.53 48.53 28.04
20115 38.95 48.86 28.56
2012% 39.30 49.06 29.35
20135 40.12 49.64 30.52
20145 39.69 49.77 29.72

49.99 30.49

20158 40.17

20165 43 I
i RIEREIASIEE ) 24<BMI < 2758E » BMI27E0RIEH
ERFE . SENERE

2R ERN

BAEASFREBEREHLE

FHE = | %
18~24% 23.20 31.09 14.53
25~341% 3174 44.48 18.48
35~448% 40.09 55.66 24.72
45~54%% 44.64 56.09 I 33.80
55~64% 48.32 56.06 40.73
65mlE 47.88 49.22 46.70

H1: HEREEERES2017EEE 7 "RERERHER,

32 REENAS  BEEER24<BMI < 27 ) IBREMERIRBMIz27

33 ERAFESSREANERENS - ZERNREE  BEREREESNFRE
YLt

ERRE : HRNEEE = ERN

[BMI 5]

EERE BMI<18.5
EFEN 18.5<=BMI<24
BE ¢ 24<=BMI<27
e ERERR 27 <= BMI < 30 Eit 1 >= 90 1
BHRE | e 30 <M <35 fft 15280 115
BER BMI>=35
v WE(AR)
M R

BMI = obesity & Body Fat Ratio

5% 30% 25% 20°% 15% 12% 8%
Q 2 2 2 2

BMI 27 172cm ; 80kg

BREENE

1\H9042 43 (3520)

IN\FBOL 77 (31380F)
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Hypogonadism

In Taiwan ?
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Total and Bioavailable Testosterone

* Total Testosterone =
FT(free)+ Alb-bound-T+ [SHBG]-bound-T

* Bio Testosterone = FT(free)+ Alb-bound-T

Free & Bioavailable Testosterone calculator

These calolated pazameters mare sccurstely teflect the level of bioactive testostezons than daes the sole measurement of tordl =
e rn S e prok s fons bmon ~hinding it 1n§HF\P) s wee ity Bt o pevrpacifie p
e A L T e 2 s 2 = plue wealdy bound 1o albumin.

Albimin 4.3 afdl v Calculate Explanation and examples
SHBG nmol/L v
Testosterone ng/dL v

Free Testosteronc
Ricavailable Testosterone

http://www.issam.ch/freetesto.htm

J Clin Endocrinol Metab 1999;84:3666-72

Male Hypogonadism z

e

eal

oo . . -
sy Total T < 12 nmol/L

v"Measure testosterone be+0 AM, preferably in the
fasting state. (LE:2,GR:A)

Free T < 243 pmol/L

v'Measure the FT level in men with : (LE:1,GR:A

L Tota1‘T1< 8 nmol/L

B BRAEES] TT<8 nmol/L(230.4ng/dl) B E A&

Table 1 Cutrcm gusdelines on bypogooadism

Orpamisation  Recommendation

[T

ISSM XNS  Sympeomatic HG. ED and bow
[1E] desine
BESM 200§

-6 monihs,
then

HMD.

wcle mass of s, Hancline DRE PSA 14 % rise
" H

ISSAM, I5A  Syn

manths,  Haeling BRE. DRE plis PRA
5[]

Lt monihs. PSA 1.4 nmalil
[ %

HESM British

ety for Sevul Medicie
Internatsonal See -:_\ fior Study of the Agiag Male. 1SSAF b

Drug Saf 2015
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Total T >12 nmol/L
(345.6 ng/dL)

Total T < 8 nmol/L
(230.4 ng/dL)

Testosterone replacement
therapy (TRT)

4. Wang C, Nieschlag E, Swerdloff R, et al. Eur J Endocrinol 2008; 159:507- 514.

Z &6 (T) fFAYREE

8~12 nmol/L

230.4 ~345.6 ng/dI
ZRBTRT

/;%'EEE,QHE%: Testosterone

>12 nmol/l (345.6 ng/dl)-1& ]
<8 nmol/l (230.4 ng/dl)-ZEHBR 7T

European urology 55(2009) 121-130

BRAREE
TORFE

&umann, Faber & Nieschlag, JCEM 91:4335-43, 2006)

40E U EMEESY > 1/ARZERETE

mpasresean2004F M F B REEEHE,

650:240-80 HAVBAUERZABE(CEAZEME TERETER
B -

- BE80%mig B A SERE FENIER -

- MIMBEREESR (Total T, Free T, Bio-available T, SHBG, FSH, LH, and
Prolactin) B8~ 24 % #912 A 2 Bio-available TIETF -

80% self-evaluated having 24% clinically-approved having
hypogonadism syndromes hypogonadism

1LIntJ Impot Res. 2006(18);343-7

Total Testosterone screening between
August to September of 2017

Primary care sites for TT screening:

T SN

o KRB AT . *iaﬁéfﬁfi?;@é%

o AW o kS RTH

. *a};@ f_,;//‘btr . ‘/jgij/ ff\?fl”‘“r
o I B Fy s BB E; Upfi/fw

Primary objective

Questionaire: Parameters:

¢ ADAM * Age

s |lEF * BMI

s PSS ¢ Waist circumference
= Concomitant medicationsof ¢ Blood pressure

HTN/DM/Dyslipidemia Total Testosterone

Inclusion criteria : Exclusion criteria :

* 40~59 years old male e TRT within last year

* Informed consent Ongoing hormonal therapy or 5ARI
Prostate cancer
Childbearing

Unsuitable to initiate TRT %

Taiwanlocal data of male hypogonadismin 2017

Accordingto TAA and SDACT data from blood screening project on 250 male sample
recruited with age 40 to 60 :

1) ADAM questionnaire ; 90% subjects self evaluated with symptoms of hypogonadism

2) Total T blood screening : 33% of ADAM positive male confirmed with low T (<300ng/dl)
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Ageincrease every 10 years, TT decrease 4 2ng/dl

Correlation of Age to TT
. s Age 40-> TT 394ng/dl
- N Age 50> TT 353ng/dl
5. Age 60> TT 310ng/dl
2 -
g 700 - " .
§ o0 . ¥=-4,17288 *X +561.145
i e
g 1 AL P<0.05
poave
£ 007 N 9ing/dl = 40
EER 353ng/dl =50
g Zzz A ’c . 310ng/dl =60
1 [ “"'e
+
100 X :‘ o,
v T

BMI “Overweight” segment match grey area of hypogonadism

Correlation of BMI to TT

1100
w4 n=171
. BMI 25> TT 352ng/dI
900
} BMI 30> TT 305ng/dI
T 200 .
Eﬂ +
g 700 W ae b e
2 500 .
: Coe e L, . Y=9.3091 "X 4585730
g 500 P<0.005
o
IT-II 400 - 352ng/dl =25
Hem 305ng/dl = 30
Q
200 4
100 A
0

T T T 1 T 1
100 150 200 250 300 350 400
BMI

T
0.0 50

WCincrease every 10cm, TT decrease 60ng/d|

Correlation of WC to TT

0w 1 n=161

7 HEE90cm=>TT 350ng/dI
| BEE 100cm>TT 289ng/dl

E 800

LT}

14

e 700

H

£ 600 |

g Y=-6.030606 *X +892.2631
& 0 P0.00L

o

£ 40 * [350ng/dl =50
s

e

=
=]

283ng/d| =100

s B
3 8

=

— T T T T T 1T
0 10 20 30 40 50 60 70 80 90 100 110 120 130

Waist Circumference (¢m)

Grey area of TT with WC>90cm ranged from age 44~52
TT lower 14ng/dImore

Correlation of Age to TT (WC »90cm) % @ >90cm

Age 43.5€TT 350ng/dl

HEH#%@EE@«?)E

hypogonadlsm
+ asnng/dl 435

clinical S/S + %

biochemical evidence
Plasma EFree and Non-Sex- OImOIlE-lIllllg-

Globulin Bound Testosterone Are Decreased in

Hypogonadism =

, Taiwan local data showed
¢ 20%~33% men with hypogonadism,

especially old age, high BMI
and large WC

hypogonadal status progress (both T & free T)

J Clin Endocrinol Metab. 1990 Oct;71(4):929-31.

Hypogonadism

and obesity ?
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N
A

BUTERNSH -

T 75 =2 E] R T AE A EL 151 248 44 fal B
= EERETRELH 95% C1) HHER 95% C1)
BB 52.4(47.9-56.9 2.38(1.93-2.93)
VR 50.0 (45.4 - 54.5) 2.09 (1.70 - 2.58)
= mE 42.4(39.6-45.2) 1.84(1.53-2.22)
HEREIREEIX 473 (34.1-60.5) 1.59(0.92-272)
=mhs 40.4 (37.6-43.3) 1.47 (1.23-1.76)

BEREE 44.4(25.5-64.7) 1.41(0.64 - 3.01)
|lif/ COPD 43.5(36.8-50.3) 1.40 (1.04 - 1.86)
IR 41.3(36.4-46.2) 1.29(1.03-1.62)

BEE 38.8(33.7-44.0) 1.13(0.89-1.44)
Mulligan T et al. Int J Clin Pract 60: 762:769 (2006

Testosterone efficacy

Smaoath Musde
5 Multipotent
Muscl :
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Sex Med Rev. 2018;6:86-105

Testosterone efficacy

Mesenchymal stem cells

- =
-
Testosterone

Fat cells Smooth muscle cells

Endocrinology2003;144(11):5081-5088

Mcical Mypomesss {15690 K311}, 4551
© 10 Farerst Brmee & G L
Arbiie M. ey 1HT 0624

The hypogonadal-obesity cycle: role
of aromatase in modulating the
testosterone-estradiol shunt - a
major factor in the genesis of morbid
obesity

P. G. Cohen

2450 Windy Hil Rizad SE, Manstts, GA, LUSA

Med Hypotheses. 1999 Jan;52(1):49-51.

| Aromatase

Aromatase

J Clin Endocrinol Metab 1994 Oct;79(4):1086-90.
1 Clin Endocrinol Metab 1974; 38: 476-479.
J Clin Endocrinol Metab 1979; 48: 633-638.

Caloric excess

|

Hypogonadotropic—
hypogonadism:

LLH

L Testosterone

Massive
obesity

A 4 |

2

Erentjal depjssitio
abdominal fat

T Estradiol

Hypogonadism Obesity

Med Hypotheses. 1999 Jan;52(1):49-51.
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Total testosterone (nmol/l)

13 79 138 76 55| 5 54 121 118 69 [ 2 21 91 102 60
(N)
0 1 2 3 > |0 1 2 3 > (o0 1 2 3 >4
(#)

20-39 years 40-59 years 60-79 years
Number of subjects (N) & MetS components (#) by age group

7. Haring R et al. Diab 58: 2027-2031 (2009)

The Potentlal Impact of Metabolic Syndrome on Erectile
Dysfunction in Aging Taiwanese Males

Yung-Chin Lee, MD,* Chia-Chu Liu, MD,' Chun-Mung Huang, MD, PhD.! Wei-Ming Li, MD.}

Wen-Jeng Wu, MD, PhD,?® Hsin-Chih Yah, MD,"* Chii-Jye Wang, MD, PhD, 1
Chun-Hsiung Huang, MD, PhD,* and Shu-Pin Huang, MD, PhD%

Mean age 55 y/o (40~83) ; N=639

JSex Med. 2010; 7:3127-34

The association between variables and MtS

Subjects without MtS
n=496

Subje(;]tgi/v‘gh MtS p value
Smoking, n (%) 120 (24.1) 44 (30.0) 0.07
Drinking, n (%) 97 (19.5) 37(25.8) 0.06
Betel nut, n (%) 14 (2.8) 8(5.5) 0.09
CAD, n (%) 21 (4.2) 29 (20.2) <0.01
ED, n (%) 261 (52.6) 111(77.6) <0.01
Mean (SD)
Age, years 54.8 (4.7) 58.7 (7.3) <0.01
BMI, kg/m2 245 (2.6) 26.9 (3.1) <0.01
IPSS 9.3(6.8) 9.8(7.2) 0.49
11EF-5 score 19.8 (4.5) 16.4 (6.4) <0.01
QoL score 3.4(1.3) 3.6(1.2) 0.01
Prostate volume, ml 24.9 (12.0) 27.7 (16.7) 0.04
PSA, ng/ml 1.0(0.7) 11(0.7) 0.21
|Testosterone, ng/dl 392.2(89.1) 346.9 (81.9) <0.01 |

The association between variables & androgen deficiency

Subjects:\nélztgoutAD Subjeﬁt:sl\ﬂth AD pvalue
Smoking (%) 258 25.0 0.50
Drinking (%) 20.3 24.1 0.21
Betel nut (%) 3.4 35 0.55
CAD (%) 74 9.8 0.22
ED (%) 56.1 67.8 0.01
[™tS 9%6) 18.8 38.3 <0.01]
DM (%) 7.9 142 0.02
Hypertension (%) 223 39.2 <0.01
Hyperlipidemia (%) 20.8 30.3 <0.01
Mean (SD)
Age, years 55.1(5.1) 58.1(7.1) <0.01
BMI 24.9(2.8) 25.7 (3.0) <0.01
IPSS 9.6 (6.8) 8.4(7.4) 0.08
1IEF-5 score 19.6 (4.5) 16.6 (7.2) <0.01
QoL 3.4(13) 3.4(13) 0.85
PSA, ng/ml 1.0 (0.7) 1.1(0.8) 0.95
Prostate volume, ml 25.4 (13.2) 25.9 (13.8) 0.89

The prevalence of testosterone level regarding to the
number of MtS components

MtS components No.

0~2 3~4 5 p value
N 496 134 9
ED, % 52.6 76.1 100 T <0.01
Yes (N) 261 102 9
No (N) 235 32 0
I1EF-5 score 19.8 (4.5) 16.6 (6.4) 13.6 (5.5) <0.01
Mean (SD)

Tetsosterone ng/dl  392.2 (89.1) 348.3(83.2) 325.9 (57.0) 1 <0.01
Mean (SD)
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New concepts of actions of testosterone

Libido / ) muscle

Cardiovascular
health,

_ |Lipid + glucose

Sexual and )
metabolism

reproductive

functions \Visceral obesity

Bone

LTW.MKT.12.2015.0121

Androgen def|C|ency is associated with
obesity due to
aromatase excess,
hyperlipidemia, insulin resistance and
metabolic syndrome

But only 4% patients
accept treatment

Carruthers M. The Aging Male 2009;12(1):21-28. 3. Mulligan T e

TDS: Testosterone Deficiency Syndrome 2 s m“om 62765

Testosterone replacement
therapy (TRT)

in obese patients?
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Male Hypogonadism ?ﬁ

Summary of evidence LE

Testosterone treatment may improve symptoms, but many 2
hypogonadal men have a chronic illness and are obese

Weight reduction, lifestyle modification and good treatment

of comorbidities can increase testosterone and reduce

associated risks for diabetes and cardiovascular diseases.

Testosterone treatment can improve body composition, 3

bone mineralisation, signs of the metabolic syndrome, male

sexual problems, diabetes regulations, memory and

depressive symptoms.

A reduction in BMI and waist size, improved glycaemic 2a
control and lipid profile are observed in

ypogonaaa men recelving testosterone treatment.

Male Hypogonadism & Z“ﬁ

Recommendations Strength
rating

Improve lifestyle, reduce weight in case of obesity || Strong
and treat comorbidities before starting

testosterone therapy.
In hypogonadal men with erectile dysfunction start | Strong
with a phosphodiesterase type 5 inhibitor (PDE5I)

as first line treatment and add testosterone in case

of a poor response to PDE5SI treatment.

FERE Em T 1
SHER SR
RARF PR AR eI
HEF RO B MRS ER)
EHHapFL)
§AA L EVS RV FA F-ARY § kRA?
& 1 30 7 oo i)
# 4 ;59 : Testosterone replacement therapy (TRT)

ARSI AR
© ERNEEEERR TR HA

Recommendation 9: prostate cancer
and benign prostatic hyperplasia (BPH)

9.1. At the present time, there is no conclusive evidence
that testosterone therapy incr es the risk of prostate
cancer or BPH (66, 67). There is also no evidence that

EAU guideline 2017

« In population-based observational study, TRT
was not associated with increased overall or
cancer-specific mortality in men /c prostate
cancer history.

J Sex Med. 2014 Apr;11(4):1063-1070.

- Saturation model !

Eur Urol 2009; 55:310-321

Saturation model
e (oxinen)
] » g
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1000 PR §
r3 100 4
0+ - - - . 10 0 ]
wWmy Smy 125mg W0omg E0mg #my 50mg 125mg 00mg 600 mg
Wikl d T Weekly testoslerone dose
—&—PSA
Eur Urol 2009; 55:310-321

Saturation model
intraprostatic and serum T concentration

Saturation curve

Variable- Variable-
dependent independent
growth growth

Tumor Growth

~_ [T

Saturation Point

Concentration of Growth Agent
Eur Urol 2009; 55:310-321
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TRT options
in obese patients?
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Management for obesity
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J Clin Endocrinol Metab.2004 May;89(5):2085-98.
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Conclusion

Androgen deficiency is highly associated
with obesity and metabolic syndrome

Comobility control & life modify with TRT
is the therapeutic recommendation

Stable & long-term TRT (such as androgel)
improve obesity, T2DM, metabolic
syndrome and erectile function

ey
THANKS FOR YOUR ATTENTION

75

75

35




	1. 2018-1110會議議程-1003
	2. 張宏江醫師
	3
	4. 蔡維恭醫師
	5
	6
	7



