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Adolescence and andrologist: An imperfect couple
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Objective: The aims of this research were to
study: a) the prevalence of male adolescents,

aged between 10 and 19 years of age, referred to our Unit for
an andrological assessment; b) the reasons (stated and subse-
quently modified) for referral; c) the prevalence of clinically
diagnosed diseases.
Materials and methods: A total of 2.855 subjects, referred to
the Andrology Unit for a first examination, were retrospective-
ly studied. For each adolescent, a medical history was taken
and an andrological physical examination was carried out.
Results: Prevalence was found to be 6.9% (197/2855). Subjects
were divided into two groups according to age (A: ≤ 14 and
B: ≥ 15 years). The original reason stated for their consultation
was corrected by 11.7% of the subjects (23/197); this correction
concerned almost all the Group B subjects (21/23 (91.3%) vs
2/23 (8.7%) of Group A; p < 0.01). Regarding sexual dysfunc-
tions, a simple explanation of certain conditions reassured the
subject in about 15% of the cases. Furthermore, the physical
examination proved extremely useful, revealing clinical alter-
ations in more than 60% of subjects.
Conclusions: In conclusion, to date in Italy, the prevalence of
adolescents among males referred to an Andrology Unit for
assessment is very low. It is important to encourage adoles-
cents to undergo andrological examination to enable identifica-
tion of reproductive function and psycho-sexual disorders.
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pubertal and post-pubertal subjects, and a different
approach would be needed for each age range. 
The reports in the literature concerning this period are
not numerous and they are mainly regarding single
issues (such as varicocele, infections, anatomical anom-
alies and pubertal delay), or they report the results of
campaigns for prevention, rather than spontaneous refer-
rals requesting a medical examination (4-11).
The aims of this work were to evaluate:
a) The prevalence of adolescent subjects in a large pop-

ulation of men referred to our Andrology Unit for an
andrological assessment;

b) The reasons given for first referral (subsequently mod-
ified);

c) The prevalence of clinically diagnosed diseases.

MATERIALS AND METHODS
A total of 2,855 subjects, referred to our Andrology Unit
(Sant'Andrea Hospital - “Sapienza” University of Rome) from
September 2012 to December 2017 for a first examination,
were retrospectively studied. For each adolescent aged
between 10 and 19 years, the following were carried out:
a) a full medical history;
b) an andrological physical examination [Body Mass

Index, hair distribution, scrotum, testis, varicocele
(grade I-III), epididymis, penis and breast].

The diagnosis of erectile dysfunction and premature ejacu-
lation were evaluated using the International Index of Erectile
Function - 5 (IIEF-5) and Premature Ejaculation Diagnostic
Tool (PEDT) questionnaires (total score ≤ 21 and ≥ 11
respectively). The clinical study was conducted according
to the Hospital Ethics Committee Guidelines.

Statistical analysis
Continuous data were described as absolute values,
mean ± standard deviation and range. Categorical data
were described as absolute, percentage frequency, and 95%
Confidence Intervals. Student t-test and Fisher's exact test
were used for continuous and categorical data, respective-
ly. P < 0.05 was considered statistically significant.

RESULTS
The prevalence of male adolescents was found to be
6.9% (197/2855). The distribution, according to age, is
shown in Figure 1.
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INTRODUCTION
Adolescence is understood to be a transitional phase of
growth between childhood and adulthood. The World
Health Organization (WHO) defines an adolescent as being
between 10 and 19 years of age (1). 
In addition, studies show that only 13% of the age group
in question are aware of the professional role that androl-
ogists play (2).
Screening for teenage pathologies should be an impor-
tant part of general health management. In many coun-
tries, this used to be linked to routine physical examina-
tions associated with military service. 
The abolition of compulsory military service, in Italy, has
meant that an important screening opportunity has been
lost and this has led to a lower level of preventive care
and treatment related to male reproductive and sexual
diseases (3). Undiagnosed pathologies no longer picked
up by such routine screening would affect pre-pubertal,
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According to the WHO definition, the subjects were
divided into two age groups:
– Group A (n = 49; age ≥ 10 ≤ 14), which included

subjects in pre-pubertal or peri-pubertal period; BMI
21.8 ± 2.0 kg/m2 (range 18.2-26.3).

– Group B (n = 148; age ≥ 15 ≤ 19), which included
subjects generally in the post-pubertal period; BMI
21.7 ± 2.1 kg/m2 (range 18.3-28.1) (p = NS).

Reported and actual reasons for 
andrological consultation
The most common reasons given for the
andrological consultation were: a preven-
tive andrological check-up, suspected
varicocele and other organic diseases. 
A preventive andrological examination
regarded mainly Group A (36.7%) rather
than Group B (12.2%); p < 0.05).
While giving information for the medical
history, 23/197 (11.7%) subjects corrected
the original reason stated for the consulta-
tion. This correction concerned almost all
the Group B subjects (21/23, 91.3%) com-
pared with a minority in Group A (2/23,
8.7%) (p < 0.01) (Table I).
In particular, 8/36 subjects, who had come
for a preventive check-up, said they actual-
ly needed a consultation for sexual dys-
function. Likewise, 10/56 subjects who had
initially claimed that they were worried
about an organic disease, afterwards admit-
ted that they were instead concerned about
sexual dysfunction or dysmorphophobia.

Finally, we found that 5/9 subjects, who were initially
referred to us for a suspected infection, were really suf-
fering from dysmorphophobia or sexual dysfunction.

Clinical evidence in groups and subgroups (Table I)
1. Andrological examination: clinical alterations were

observed in 17/28 subjects who originally attended
for a preventive andrological examination. This con-
cerned mainly Group A (13/18 subjects: 1/13 varico-
cele, 5/13 phimosis or sub-phimosis, 3/13 short

Table 1. 
Referred, effective reasons of the requested of andrological examination and clinical confirmation in total 
and subgroups A and B.

Total GROUP A GROUP B
n = 197 n = 49/197 (24.9%) n= 148/197 (75.1%)

Reasons Firstly referred Effective Clinical evidence Firstly referred Effective Clinical evidence Firstly referred Effective Clinical evidence
(n, %, 95%CI) (n, %, 95%CI) (n, %, 95%CI) (n, %, 95%CI) (n, %, 95%CI) (n, %, 95%CI) (n, %, 95%CI) (n, %, 95%CI) (n, %, 95%CI)

Andrological examination

Varicocele

Pain testis

Other organic diseases

Dysmorphophobias

Infections and contraception

Sexual dysfunctions

Other: trauma, testicular torsion, etc

Group A: Age 10-14 years; Group B: Age 15-19 years. CI: Confidence Intervals. *p<0.05 vs Group B.

Figure 1. 
Prevalence based on adolescent’s age. Group A: Age 10-14 years.
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Group A: Age 10-14 years; 
Group B: Age 15-19 years.
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frenulum, 3/13 retractile testis, 1/13 hypospadias)
compared with Group B (4/10 subjects: 1/4 varico-
cele, 1/4 sub-phimosis, 2/4 short frenulum).

2. Varicocele: 9/49 subjects in Group A and 30/148 sub-
jects in Group B referred to us for a suspected varico-
cele. During the andrological examination we observed
varicocele in all the Group A subjects (6/9 of grade I,
3/9 of grade II), and in 28/30 Group B subjects (9/28 of
grade I, 16/28 of grade II, 3/28 of grade III).

3. Testis pain: this problem was observed in 2/49 sub-
jects in Group A and 9/148 subjects in Group B.
Specifically, two subjects in Group A showed epididy-
mal hypertrophy; regarding Group B, 8/9 subjects had
epididymal hypertrophy, while the remaining subject
had grade II varicocele.

4. Other organic diseases: in 12/14 Group A subjects, we
observed clinical evidence of organic disease (4/12 phi-
mosis, 3/12 gynaecomastia, 3/12 retractile testis, 1/12
cryptorchidism and 1/12 pubertal delay). Moreover, in
30/32 Group B subjects, we observed clinical confir-
mation of organic disease (6/30 short frenulum, 5/30
sub-phimosis, 3/30 gynaecomastia, 4/30 retractile
testis, 2/30 cryptorchidism, 4/30 hypogonadotropic
hypogonadism, 2/30 penis recurvatum, 3/30 phimosis
and 1/30 adrenogenital syndrome).

5. Dysmorphophobias: in Group A, only 1/5 subject
showed adipomastia. Moreover, in Group B, only 4/28
subjects showed any clinical evidence of a condition
(3/4 penis in peri-pubic fat and 1/4 adipomastia).

6. Infections and contraception: these problems only
concerned Group B. In particular, 1/4 subjects
showed gland inflammation, 1/4 secretion in the ure-
thral meatus, 1/4 condylomas; finally, 1/4 subjects
needed information about contraception.

7. Sexual dysfunction: these problems only concerned
Group B. The diagnosis was made by using specific
questionnaires (IIEF-5 and PEDT). In particular, pre-
mature ejaculation was observed in 16/26 subjects,
erectile dysfunction in 8/26 subjects and anejacula-
tion and/or anorgasmia in 2/26 subjects.

8. Other: in Group A we observed a reduced testicular
volume (post trauma) in one subject; in Group B we
observed a reduced testicular volume post testicular
torsion (1/4), post orchitis (1/4), post trauma (2/4).

All subjects were directed to the appropriate and specif-
ic diagnostic/therapeutic pathways.

DISCUSSION
This study considered the prevalence of male adolescents
referred to our Andrology Unit. 
The subjects of this study were divided into two groups,
according to age. 
Of the 6.9% of adolescents found, 5.2% were regarded
subjects of post-pubertal age while only 1.7% were
regarded subjects of pre- and peri-pubertal age.
According to the literature (6-8), the main reasons that
prompt adolescents to carry out this kind of examina-
tion are: suspicion of organic diseases (28.4%), varico-
cele (19.8%) and preventive andrological check-up
(18.3%). However, our study found that other impor-

tant factors may prompt the decision to undergo such
an examination.
Critical analysis of our results showed that 11.9% of all
subjects included in this study corrected the stated moti-
vation for their andrological assessment during the
anamnestic interview. This concerned mainly Group B
subjects, aged ≥ 15 years. This is perhaps because par-
ents reported the problems of the younger subjects.
We noted that subjects found some difficulties in
explaining to the andrologist their worries regarding sex-
ual dysfunctions and dysmorphophobias. 
These problems were first reported in the context of a
preventive andrological examination or organic disease
or a suspicion of infection, but it would seem that a dif-
ferent worry could be the real prompt for an examination
in many cases.
An interesting finding concerned sexual dysfunctions. In
fact, in about 15% of the cases, it was necessary only to
explain the real definition of a condition to reassure a
subject that there was no real problem. For example,
some subjects reported premature ejaculation (PE), with
sexual intercourse lasting about 10 minutes. Instead, PE
can be defined as being Intravaginal Ejaculation Latency
Time (IELT) of less than 1 minute), which is quite differ-
ent from the subject's perception. Furthermore, no prob-
lem was observed in 84% of subjects who had reported
dysmorphophobia.
A very important point to underline is that the androlog-
ical check-up showed itself to be extremely useful in
detecting clinical alterations (such as phimosis, gynaeco-
mastia, retractile testis, cryptorchidism and pubertal
delay) in more than 60% of subjects. It is for this reason
that every effort should be made to ensure that adolescent
males get a chance to undergo an andrological screening.
The limit of the present work is the single-centre retro-
spectively based form.
In conclusion, in Italy, the prevalence of adolescents
among the males referred to an Andrology Unit for
assessment is very low. This may be due to the fact that
here the professional figure of the andrologist is little
known among young males and it is therefore essential
to promote awareness of andrological examinations
through mass media and school campaigns for preven-
tion (2, 5, 12). Early diagnosis of andrological diseases is
crucial so as to prevent later problems in reproductive
function. Finally, sexual education during adolescence is
also very important because it could help to reduce many
psycho-sexual problems.
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