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Speaker: Gerald Brock, MD, FRCSC,
Professor, Department of Surgery, Division
of Urology, University of Western Ontario,
London, ON.

In men receiving androgen replacement
therapy, the safety aspects regarding the
prostate are an area of clinical impor-
tance. Dr. Gerald Brock expressed the
hope that his discussion “Testosterone
and the Prostate” would contribute to
greater understanding, counter prevalent
misinformation, and support the grow-
ing consensus that having low testos-
terone has adverse health consequences.
Low testosterone does not confer protec-
tive effects against prostate cancer, and
treatment of hypogonadal men does not
elevate prostate cancer risk, he stated. 

What are the risks and benefits of
treating hypogonadal patients? Dr. Brock
offered an illustrative case study and
queried the audience about their atti-
tudes toward treatment with exogenous
testosterone. 

Dr. Brock questioned whether his
example patient—a 56-year-old experienc-
ing loss of sexual drive, low energy, and
mild erectile dysfunction—would be con-
sidered by his listeners to be a good candi-
date for supplemental testosterone. The
patient has been seen previously for
hypertension and elevated cholesterol, is
on hypertension medication, and has mild
benign prostatic hypertrophy symptoms.
Further, he has a family history of prostate
cancer and his last prostate-specific anti-
gen (PSA) was 2.2ng/dl; his digital rectal
exam (DRE) is normal. On testing, his total
testosterone returns at 5 (N=6–26).

The audience’s response suggested
widespread reluctance to treat with sup-
plemental testosterone in this patient’s
case, despite having the appropriate

symptom profile. Further, he reminded
audience members, testosterone
improves many of the physical endpoints
of concern that Dr. Jeremy Gilbert and Dr.
Juan Carlos Monge spoke of.

Dr. Brock inferred from the hesitan-
cy that the presumed risk-benefit profile
of supplemental testosterone constrains
clinical practice. He hoped the informa-
tion he provided would support their
clinical judgement as to who to treat and
who to exclude from treatment.

He reviewed data from the Balti-
more Longitudinal Study of Aging that
hypogonadism increases with age, and
that the percentage of men with hypogo-
nadism increases progressively after age
50 years.1

Studies show that low total testos-
terone levels predicts development of
worsening risk factors for the metabolic
syndrome and diabetes. These findings
indicate that hypoandrogenism is an
early marker for perturbations in insulin
and glucose metabolism that may
progress to metabolic syndrome or frank
diabetes.2 Further, a study from Shores et
al. found that survival times were short-
er in men with low or equivocal testos-
terone levels than in those with normal
testosterone levels.3 All-cause mortality
was 34.9% in men with low testosterone
levels, 24.6% in men with equivocal
testosterone levels, and 20.1% in men
with normal testosterone levels.

Despite the positive evidence pre-
sented as to the inverse and favourable
relationship between plasma testosterone
and cardiovascular events as well as
metabolic risk factors, he understood that
compromising cancer risk was a strong
and mitigating concern for those in clini-
cal practice. Dr. Brock assured that sup-
plemental testosterone posed no impact

on those hypogonadal men with noncon-
cerning exam and lab profiles. From an
overall health perspective, study evi-
dence suggests hypogonadal patients
will likely experience concrete benefits. 

The common view that higher
testosterone represents a risk factor for
prostate cancer has little evidentiary sup-
port, Dr. Brock stated. Data show that
cancer occurs at least as commonly in
men with low testosterone as in men
with higher levels. Indeed, recent evi-
dence suggests that those men with low
testosterone are likely to have aggressive
prostate cancer. A recent study’s investi-
gators concluded that the risk of prostate
cancer was doubled for men with the
lowest testosterone values.4 Further, the
form of testosterone given does not
change the risk level: studies of hypogo-
nadal men receiving testosterone thera-
py using transdermal, topical,
intramuscular injection, or a combination
of these preparations have demonstrated
a low frequency of prostate cancer.5

Dr. Brock reviewed study data show-
ing that if a patient is on a longer-term
testosterone regimen, his PSA level may
indeed increase slightly (although many
studies do not show this), but only to the
level of a eugonadal man.6 Test results
will show a modest increase in hemoglo-
bin, in hematocrit, but on the positive
side, his scores on the Aging Male Symp-
tom Scale improve. Ultimately, investiga-
tions of testosterone’s impact on prostate
tissue have shown no change in prostat-
ic androgen concentration. In most cases,
any increase in PSAseen will stay in nor-
mal range.

He reminded the audience that the
Endocrine Society’s clinical practice
guideline recommends a DRE of the
prostate and measurement of PSAbefore
initiating testosterone therapy. In assess-
ing prostate health, family history is very
important. Having a first-degree rela-

Testosterone and the Prostate

Sponsored by an unrestricted educational grant from Solvay Pharma Inc.

Improving the Lives of Your Aging Male Patients: Considering
Whether Testosterone Plays a Meaningful Role

Conference Report from the 2009 CGS Annual Scientific Meeting: Satellite Symposium



28 CONFERENCE REPORT APPEARS ON • www.geriatricsandaging.ca/2009cgs

tive with prostate cancer doubles a
patient’s risk. From his perspective and
the weight of the evidence, it is not a con-
cern to treat hypogonadal men with
testosterone as long as they are closely
followed. Some data suggest that actual
risk lies in that segment of patients with
lower testosterone levels, who may be at
risk for higher grade prostate cancer.7

Dr. Brock emphasized that he should
not be understood as advocating that
physicians treat their patients with
prostate cancer with testosterone, but if
they choose to do so, in cases where men
are hypogonodal and symptomatic and
a risk assessment is made, there are still
no grounds for concern that supplemen-
tal testosterone is perilous. Provided the
patient is symptomatic, has good exam
and lab results, and is closely followed
with testing and DREs, treatment is not
unsafe. Studies have shown that hypog-
onadal men treated with androgen
replacement therapy show no evidence
of elevated PSA, cancer recurrence, or
distant spread of cancer (Figure 1).8,9

In closing, Dr. Brock emphasized that
eugonadal testosterone levels are impor-
tant for good overall health and sexual
well-being. Clinical benefits of testos-
terone therapy include improved libido,
erectile function, better cardiovascular
health, reduced metabolic syndrome risk
factors, and better body composition.
There is no evidence that testosterone
increases prostate cancer risk, and some
evidence suggests that hypogonadism
increases aggressive prostate cancer risk.
It is increasingly understood that hypog-
onadism and not its treatment is correlat-
ed with multiple poor health outcomes,
and is a diagnosis of true concern. 
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Figure 1:
Testosterone Therapy and Lack of Elevated Risk of Prostate Cancer 
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