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In 1998, the licence of the first PDE5 
inhibitor (PDE5I), sildenafil, heralded a 

major breakthrough in the management 
of erectile dysfunction (ED). Many of the 
regulations introduced at the time were 
related to controlling the relatively high 
cost of a drug perceived to be used for a 
‘lifestyle problem’.1

In 2014, the patent on sildenafil expired 
in the UK, with a large fall in the NHS 
tariff price. The Department of Health 
made generic sildenafil available to all 
men, irrespective of associated medical 
conditions, whilst leaving the regulations 
unchanged for other drugs.2 Guidance 
on the number of tablets that might be 

prescribed has not been specified and 
many GPs are following prescribing 
advisors’ advice to limit prescriptions to 
four per month.

FIRST CLINIC VISIT
Graham’s history before being referred 
to the ED clinic is described in the case 
notes box. Assessment in the clinic finds 
his BMI at 33, weight 110kg and waist 
circumference 108cm. His Sexual Health 
Inventory for Men (SHIM) score is 6, 
indicating severe ED. Blood pressure is 
120/80, total cholesterol 3.8, HbA1c 6.0. 
Total testosterone is 13.0nmol/l. 

The treatment options are:
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CASE NOTES: GRAHAM

Graham, 52, is an unemployed labourer. He first consulted his GP eight 
years ago with ED and was prescribed four tablets of sildenafil 50mg. 
He couldn’t afford the private prescriptions so never took them. His 
father died of a myocardial infarction (MI) at 54 and his two brothers 
both had heart attacks in their early 50s. He had a total cholesterol of 
5.7, blood pressure 145/85mmHg, with a Q-risk of 10% over 10 years. 
He was offered lifestyle advice. He suffered an MI four years later 
and is now on ramipril 10mg daily and atorvastatin 20mg daily. His 
marriage broke up three years ago. He rarely sees his two sons and  
lost his job after his MI. He has been treated with citalopram 20mg 
daily for the last two years. He has moved into the spare room of a 
friend’s house.
 Graham has recently met Patricia, a 52-year-old widow, and 
attempted sex twice, failing on each occasion. His GP prescribed him 
four 50mg tablets of sildenafil, with no effect. On his return to his GP, 
he was referred to the ED clinic.

BLOG
If you have any observations  
or comments on this subject, 
please add them to Geoffrey 
Hackett’s accompanying blog:
www.trendsinmenshealth.com/blog
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• Further PDE5Is in sequence
• Daily dosing with a PDE5I
•  Intracavernosal injection or MUSE 

(alprostadil)

What does the evidence tell us? The 
syllabus of the European Society for  
Sexual Medicine teaches us that a  
change of PDE5I is effective in less  
than 10% of cases.3 This process would 
need multiple follow-up visits to the  
clinic or for the GP to assess response. 
According to current NHS regulations,2  
all PDE5Is other than sildenafil must be 
funded privately at £7–10 per tablet, which 
Graham cannot afford.

Daily dosing with either sildenafil or 
tadalafil (Cialis) has been shown to 
salvage around 50% of previous treatment 
failures.4 For tadalafil, the private cost 
will be £60 per month; sildenafil is free 
to the patient and £8.40 per month to 
the NHS. This dosing regimen restores 
frequent erections, increasing the chances 
of more frequent, spontaneous attempts 
at intercourse, increases self-confidence 
and removes the need for planning sexual 
activity. A daily dosing regimen definitively 
establishes whether the patient will 
respond to oral medication and saves 
several follow-up visits.

Intra-cavernosal injection with alprostadil 
is invasive with low satisfaction rates, and 
requires several instruction visits to be 
funded by CCGs. It is especially difficult  
to use in obese men and has a private  
cost of around £80 per month (once per 
week) or £160 per month (twice per week). 
These costs would clearly be prohibitive  
for Graham.

FOLLOW-UP AND OUTCOME
We discuss the treatment options with 
Graham and he quickly chooses regular 
sildenafil. The clinic provides 28 tablets 
of sildenafil 100mg. He returns six weeks 
later with a broad smile on his face. 
After just one week, he began to note 
frequent nocturnal erections and a marked 
response when cuddling Patricia. This led 
to successful intercourse after a few days. 
Since then, they had been having sex up  
to four times a week. He is planning to 
move in with Patricia and has stopped  
the citalopram.

When referring Graham back to his GP, we 
explain that the suggested NHS frequency 
of one tablet per week is guidance, not a 
rule, and that the actual regulation states 
that ‘if more medication is needed then 
that should be given at NHS expense 
according to clinical need’.1

We also reassure that sildenafil is licensed 
for sexual activity up to one dose daily. 
Graham and Patricia are involved in some 
form of sexual activity virtually every 
day. In time, we would expect frequency 
of sexual activity and sildenafil use 
to decrease. We might also highlight 
two recent trials that suggest possible 
benefit from PDE5I in terms of reduced 
cardiovascular events in men at high risk 
of cardiovascular disease.5,6

BOTTOM LINE
With the low generic price of sildenafil, 
there can be no logical reason to persist 
with the practice of restricting medication 
to one tablet per week. This can lead to 
treatment failure followed by expensive 
secondary-care referrals.
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‘ There can be no logical reason 
to persist with the practice of 
restricting medication to one 
tablet per week’


