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ABSTRACT

between ED and psychological well-being of patients.

Function

Background: Interplay of factors - such as social, emotional and psychological - are required for a perfect positive health.
The dimension of sexual health with a focus on erectile dysfunction (ED) is no exception to this. Objectives: To explore the
various psychosocial issues in patients of ED and to find the correlation of psychological variables with different domains
of ED. Materials and Methods: A cross-sectional study was undertaken among diagnosed male patients of ED in OPD
settings. The data on sociodemographic information, psychological variables (using erectile performance anxiety scale,
perceived stress scale and Rosenberg self-esteem scale), assessment of ED (using international index of erectile function
[IIEF] scale), and psychosocial issues of the patients were directly obtained by focused interview with the patients. Data
were analyzed using computer software SPSS (version 20.0). Pearson’s Chi-square and Pearson’s correlation tests were
applied. Results: The study was conducted on 155 patients of ED, with the age range of 25-48 years, of these 105 (67.74%)
were in the age group of 30-40 years. Variables such as type of employment, preoccupation in job, relationship issues
with partners, and low self-esteem showed a significant association with different levels of erectile performance anxiety
(P =0.006, 0.002, 0.01, and 0.009, respectively). There was a statistically significant negative correlation between scores
of various psychological variables and most of the domains of IIEF. Conclusion: There was a significant correlation
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INTRODUCTION

To achieve erections, reflexogenic and psychogenic
phenomenon are necessary, and if any of these is deficit, it can
cause impotence.l!! The sexual responses are both inhibited
and excited by mind and body creating a unique and dynamic
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balance called the sexual tipping point.>* Psychological
impotence although widely prevalent, yet it is mostly
misinterpreted as physical impotence primarily because
skills of caretakers to elucidate such history are lacking.
Physical factors coupled with social and emotional issues
significantly influence psychological impotence and most of
the times; it is curable.” Men with erectile dysfunction (ED)
are at higher risk of experiencing significant physical and
emotional dissatisfaction and a decrease in overall quality
of life compared to healthy men.>! As the person ages,
loss in sexual arousability may also result from age-related
neurochemical changes in the brain but is wrongly labeled as
“psychogenic” ED, and the similar problem in young men is
often labeled as organic.[”
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In the current world, scenario of life complexities, ranging
from career stress, relationship/financial issues, etc.,
coupled with waning social relations and alienation due to
computerization, psychosocial morbidities have emerged as
a major public health problem. These can nevertheless be a
determinant of the health status of the individual, necessitating
further research. Hence, this study was undertaken, to explore
the various psychosocial issues in patients of ED and to study
the correlation between various psychological variables and
different domains of ED.

MATERIALS AND METHODS

The study population included the diagnosed cases of ED.
The patients who approached the urology department of a
super specialty hospital for consultation in the outpatient
department in a 3-month period (October-December 2016)
were chosen using consecutive sampling method. All
the patients were managed as per standardized treatment
protocol. The study was carried out after obtaining approval
from the Institutional Ethical Committee. A written consent
was obtained from the patient to signify their agreement.
The medical officer initially administered the standardized
research instruments followed by a focused interview to
explore the experiences and emotional responses of the study
subjects.

A collection of data: Apretested, semi-structured
questionnaire divided into 3 parts was used. The questions
pertaining to the scales used were translated in the local
language, and the final version of the instrument was the
result of all the iterations.®

Part A: Sociodemographic information, Part B: Scales to
elicit ED and other psychological variables. Part C: To
enlist the information on psychosocial issues of the patients
obtained during focused interview.

The international index of erectile function (IIEF) was used
to assess ED: The scale consists of 15-item questionnaire
which addresses dysfunction in five domains, i.e., erectile
function (EFT), orgasmic function (OTO), sexual desire,
intercourse satisfaction, and overall satisfaction. For each
domain, scores are interpreted as severe dysfunction (SD),
moderate dysfunction (MOD), mild to moderate dysfunction
(MMD), mild dysfunction (MD), and no dysfunction.”
Erectile performance anxiety was assessed using a 10 - item
self-report scale that has statements pertaining to person’s
anxiety about being able to achieve or maintain an erection
during the last week, or his imagination of how he would
have reacted.!"”

Elucidation of Psychological Variables

Perceived stress scale was used for assessing perceived
stress. The questions in this 4 item scale ask about feelings

and thoughts during the last 1 month.' For self-esteem,
Rosenberg self-esteem scale was used. It is a 10-item scale
that measures global self-worth by measuring both positive
and negative feelings about the self. All items are answered
using a 4-point Likert scale format ranging from strongly
agree to strongly disagree.['”)

Lower the scores of IIEF more is the severity of ED, while
the severity of ED is more when the scores of perceived
stress and erectile performance anxiety are higher. In case
of Rosenberg self-esteem scale as the score increase, lower
is the self-esteem. For the purpose of analysis, mean score
of all these variables were calculated and they were further
categorized as 1 (below the mean) and 2 (equal to and above
the mean).

Technique of Focused Interview

The interview was conducted in a separate room. After
securing a rapport, interviewee was allowed to tell his story
in his own way, and an attempt was made to find out various
psychological issues which might have contributed to the
problem. At the end of the narration, the report was compiled
immediately.[']

Exclusion Criteria

Patients unwilling to participate in the survey, patients
with a history of neuropsychiatric disorders, neurovascular
disorders, and patients planned for ED surgery.

Statistical Analysis

Analysis was performed using computer software SPSS
(version 20.0). Descriptive statistics were used for the
demographic and outcome data and summarized as mean +
standard deviation. Pearson’s Chi-square test was performed
to find the association between various variables and
erectile performance anxiety. The correlation between
various psychological variables and ED was assessed using
the Pearson correlation test. A P < 0.05 was considered
statistically significant.

RESULTS

A total of 155 patients of ED who fulfilled the exclusion
criteria were included in the study. The mean age was
33.93 £ 5.05 years (range 25-48). 60 (38.70%) cases were
in the age group of 30-35 years followed by 45 (29.03%)
in the age group of 35-39 years. When literacy levels were
analyzed, the results revealed that 22.6% of the respondents
had completed graduation. The mean family income was
5.08 £+ 2.04 lacs/annum. None of the patients was suffering
from diabetes, hypertension, and cardiovascular diseases or
gave a history of being a long distant bicycle rider. Table 1
depicts that there was a statistically significant association
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between employment status and type of employment with
different levels of erectile performance anxiety (P = 0.009
and 0.006 respectively). Table 2 shows that 36.77% subjects
reported that preoccupation in job was affecting their family
life, 43.87% admitted having some relationship issues with
partners, and 51.61% had low self-esteem and these three
variables showed a statistically significant association with
different levels of erectile performance anxiety (P = 0.002,
0.01, and 0.009, respectively).

Around 20 (12.9%) patients gave a history of past sexual
trauma. Regarding the treatment seeking behavior
23 (14.88%) patients felt that due to their busy lifestyle and
job responsibilities, they were stressed and had planned
to seek medical consultation. 3 (1.93%) patients had
sought consultation once and only one patient had sought

consultation more than once. Table 3 gives the mean scores
of various psychological variables and domains of II1EF.

There was a negative correlation between scores of various
psychological variables and domains of IIEF, and it was
statistically significant, however, the correlation between
perceived stress score and erectile performance anxiety with
score of overall satisfaction (P = 0.51 and 0.09, respectively)
and erectile performance anxiety with OTO (P = 0.10) was
not statistically significant (Table 4). Table 5 depicts the
correlation between various psychological variables and
erectile performance anxiety. The correlation was significant at
0.01 levels. There was a significant positive correlation between
perceived stress score and self-esteem score with erectile
performance anxiety score. As the scores of psychological
variables increase, erectile performance anxiety also increased.

Table 1: Association of demographic variables with different levels of erectile performance anxiety

Demographic characters Total Erectile performance anxiety Ve P
< mean score n=65 > mean score n=90

Age
<35 95 42 53 0.52 0.47
>35 60 23 37

Marital status
Married 135 55 80 0.61 0.43
Single/divorced/widower 20 10 10

Education
Graduation and below 55 32 23 0.09 0.18
Postgraduation 100 33 67

Employment status
Employed 140 54 86 6.72 0.009*
Unemployed 15 11 4

Type of employment
Business 61 29 26
Labor 48 12 36 12.14 0.006*
Service 27 20
Others 4 6 4

Annual income
<5.08 lac 52 19 33 0.93 0.33
>5.08 lac 103 46 57

*P<0.05-significant

Table 2: Psychological issues and their association with different levels of erectile performance anxiety

Psychological issues Total n=155 Erectile performance anxiety 1 P
< mean score n=65 > mean score n=90

Dissatisfaction with economic status of the family 27 9 18 0.99 0.31
Too much preoccupied in job 57 15 42 9.03 0.002*
Long travel time related to occupation 11 5 6 0.03 0.99
Relationship issues with partner 68 21 47 6.07 0.01*
Low self-esteem 80 15 65 7.30 0.009%*
High perceived stress 80 20 60 3.89 0.053
*P<0.05-significant
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DISCUSSION

The mean age of patients in this study was 33.93 =+
5.05 years and 61.66% of those with age >35 years had
high mean score of erectile performance anxiety. Type
of employment was found to be significantly associated
with ED. Previous researches have described that ED is a
major health issue among young men.!'*"! Halliwell and
Gutteridge have explained that in most of the young and
middle-aged men, ED is due to psychological factors.!'®!
The various reasons cited in the literature for ED in this age
group include personal and professional stress, unfaithful
partner, unhappy married life, etc. Even in this study,
psychological variables were significantly associated with
different domains of ED.

Details of related events regarding any personal losses,
sexual traumas, difficult relations with the partners help to
provide a deeper insight into the patient’s problems.!'”! To
explore the extent of the problem, it is desirable to seek a
good rapport with the respondents.'® In the current study,
due care was taken to explore the psychosocial issues of the
patients. Difficult and estranged relationships are usually
the manifestations of daily frustrations, and in the current

Table 3: Mean scores of various psychological variables
and domains of the IIEF

Psychological variables and Mean score+SD Range
domains IIE

Perceived stress 8.38+3.37 3-15
Self-esteem 25.22+4.23 14-36
Erectile performance anxiety 40.22+3.88 33-46
Erectile function 12.2243.35 6-21
Orgasmic function 2.51£1.06 1-5
Sexual desire 5.0£1.73 2-8
Intercourse satisfaction 5.54+1.98 3-9
Overall satisfaction 3.96+1.19 2-6

SD: Standard deviation, IIEF: International index of erectile
function

study too, most of the patients were employed and exposed
to these issues such as prolonged working hours and
frequent job transfers. Stress of complex modern lifestyle
acts as an impetus in disease causation.['”) This study
shows a significant correlation between perceived stress,
low self-esteem and erectile performance anxiety. DiMeo
have explained that stress associated with anxiety leads to
vasoconstriction and that has a negative impact on man’s
erectile ability.?” The present study findings suggest that
ED was correlated with significant erectile performance
anxiety; Mourikis et al. have also shown significant
association of anxiety with ED.!! Earlier studies have
also concluded that fear of being negatively evaluated by
others, weak self-esteem, anxious personality, etc., are
more common in those men who have sexual concerns.?>?%
Those suffering from ED, report psychological effects such
as feeling of guilt, depression, anger, lowering of self-
confidence, and self-esteem.***!1t is important to consider
whether ED resulted due to low self-esteem/anxious/stress
full personality or ED contributed to the development of
these personality traits. Mostly these are interrelated with
each enhancing the effect of other. In any situation, even if
the psychological variables have caused or occurred due to
dysfunction, they need to be managed simultaneously.

Young patients with sexual complaints must be evaluated for
various psychological issues by incorporating standardized
psychological questionnaires, and those with severe
emotional conflicts need to be referred along with their
partners to a mental health practitioner to improve patient
management and the outcome.?5?¥) Modifying immediate
psychological factors may result in less medication need in
these cases. A combination therapy involving counseling
session integrated with routine interventions can ensure
patient satisfaction and improve treatment outcome.*” A
continuing dialogue with the patient by regular follow up will
evoke compliance to therapy; confirm patient cooperation
and ultimately successful resolution of ED. This study has
demonstrated the importance of evaluating the psychosocial
factors associated with ED. The current study being a

Table 4: Correlation between scores of various psychological variables and five domains of IIEF

Psychological variables

Domains of IIEF

Erectile function Orgasmic function Sexual desire Intercourse Overall satisfaction
satisfaction

Perceived stress

Pearson correlation —0.485 —0.464 —0.428 —0.612 —0.121

Significant (two-tailed) 0.006** 0.008** 0.016* 0.000%** 0.518
Self-esteem

Pearson correlation —0.523 —0.572 —0.491 —0.564 —0.459

Significant (two-tailed) 0.003** 0.001** 0.005%* 0.001%** 0.009%*
Erectile performance anxiety

Pearson correlation —0.395 —0.295 —0.421 —0.540 —0.306

Significant (two-tailed) 0.028* 0.107 0.018* 0.002** 0.094

*Correlation is significant at the 0.05 level (two-tailed), **Correlation is significant at the 0.01 level (two-tailed)
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Table 5: Correlation between different psychological
variables and erectile performance anxiety

Psychological variables Erectile performance anxiety score

Perceived stress

Pearson correlation 0.702

Significant (two-tailed) 0.000**
Self-esteem

Pearson correlation 0.564

Significant (two-tailed) 0.001**

**Correlation is significant at the 0.01 level (two-tailed)

cross-sectional design with a small sample size may lack
extrapolation of the results to a wider population. Further,
hospital-based settings could have caused inherent bias in
sample selection.

CONCLUSION

ED and the treatment of ED are associated with substantially
broader aspects of a man’s life. There is a need to introduce
counseling for psychosocial issues in patient management
protocol. A multidisciplinary team consisting of medical
practitioners (urologist, trained nurses, care coordinators,
psychologists, and counselors all stationed in house) should be
available in those centers where patients of ED are managed.
A study on impact of addressal of these psychosocial factors
on treatment outcome needs to be undertaken subsequently.

REFERENCES

1. Ibrahim E, Lynne CM, Brackett NL. Male fertility following
spinal cord injury: An update. Andrology. 2016;4(1):13-26.

2. Bancroft J. Central inhibition of sexual response in the
male: A theoretical perspective. Neurosci Biobehav Rev.
1999;23(6):763-84.

3. Perelman MA. Psychosexual therapy for delayed ejaculation
based on the sexual tipping point model. Transl Androl Urol.
2016;5(4):563-75.

4. Rajiah K, Veettil SK, Kumar S, Mathew EM. Psychological
impotence: Psychological erectile dysfunction and erectile
dysfunction causes, diagnostic methods and management
options. Sci Res Essays. 2012;7(4):446-52.

5. Jonler M, Moon T, Brannan W, Stone NN, Heisey D,
Bruskewitz RC. The effect of age, ethnicity and geographical
location on impotence and quality of life. Br J Urol.
1995;75(5):651-5.

6. Soterio-Pires JH, Hirotsu C, Kim LJ, Bittencourt L, Tufik S,
Andersen ML. The interaction between erectile dysfunction
complaints and depression in men: A cross-sectional study
about sleep, hormones and quality of life. Int J Impot Res. 2016.

7. Sachs BD. The false organic-psychogenic distinction and
related problems in the classification of erectile dysfunction.
Int J Impot Res. 2003;15(1):72-8.

8. World Health Organization. Research Tools. Available
from:  http://www.who.int/substance_abuse/research_tools/
translation/en/. [Last accessed on 2016 Mar 14].

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

Rosen RC, Riley A, Wagner G, Osterloh IH, Kirkpatrick J,
Mishra A. The international index of erectile function (IIEF): A
multidimensional scale for assessment of erectile dysfunction.
Urology. 1997;49(6):822-30.

Telch MJ, Pujols Y. The erectile performance anxiety index:
Scale development and psychometric properties. J Sex Med.
2013;10(12):3019-28.

Cohen S, Kamarck T, Mermelstein R. A global measure of
perceived stress. J Health Soc Behav. 1983;24(4):385-96.
Rosenberg M. Society and the Adolescent Self-image.
Princeton, NJ: Princeton University Press; 1965. Available
from: http://www.fetzer.org/sites/default/files/images/
stories/pdf/selfmeasures/Self Measures_for Self-Esteem
ROSENBERG_SELF-ESTEEM.pdf. [Last accessed on 2016
Jun 23].

Park K. Parks Textbook of Preventive and Social Medicine.
22" ed. Ch. 12. Jabalpur, India: M/s Banarsidas Bhanot
Publishers; 2013. p. 646.

Heruti R, Shochat T, Tekes-Manova D, Ashkenazi I, Justo D.
Prevalence of erectile dysfunction among young adults:
Results of a large-scale survey. J Sex Med. 2004;1(3):284-91.
Huri HZ, Mat Sanusi ND, Razack AH, Mark R. Association of
psychological factors, patients” knowledge, and management
among patients with erectile dysfunction. Patient Prefer
Adherence. 2016;10:807-23.

Halliwell B, Gutteridge JM. Lipid peroxidation, oxygen
radicals, cell damage, and antioxidant therapy. Lancet.
1984;1(8391):1396-7.

Diaz VA Jr, Close JD. Male sexual dysfunction. Prim Care.
2010;37(3):473-89, vii-viii.

The process of care model for evaluation and treatment of
erectile dysfunction. The process of care consensus panel. Int J
Impot Res. 1999;11(12):59-70.

Bodenmann G, Atkins DC, Schiar M, Poffet V. The association
between daily stress and sexual activity. J Fam Psychol.
2010;24(3):271-9.

DiMeo PJ. Psychosocial and relationship issues in men with
erectile dysfunction. Urol Nurs. 2006;26(6):442-6, 453.
Mourikis I, Antoniou M, Matsouka E, Vousoura E, Tzavara C,
Ekizoglou C, et al. Anxiety and depression among Greek men
with primary erectile dysfunction and premature ejaculation.
Ann Gen Psychiatry. 2015;14:34.

Kaplan HS. The Evaluation of Sexual Disorders:
Psychological and Medical Aspects. New York: Brunner/
Mazel; 1995. p. 16.

Perelman MA, Watter DN. Psychological aspects of erectile
dysfunction. In: Kohler TS, McVary KT, editors. Contemporary
Treatment of  Erectile  Dysfunction, Contemporary
Endocrinology. Switzerland: Springer International Publishing;
2016. p. 29. DOI: 10.1007/978-3-319-31587-4 3.

Ab Rahman AA, Nabilla AS, Wah YL. Help seeking behavior
among men with erectile dysfunction. JMens Health.
2011;8(1):594-6.

Shabsigh R, Kaufman J, Magee M, Creanga D, Russell D,
Budhwani M. Lack of awareness of erectile dysfunction in
many men with risk factors for erectile dysfunction. BMC
Urol. 2010;10:18.

Hartmann U. Erectile dysfunction: Psychological causes,
diagnosis and therapy. Ther Umsch. 1998;55(2):352-6.

Beutel M. Psychosomatic aspects in the diagnosis and treatment
of erectile dysfunction. Andrologia. 1999;31 Suppl 1:37-44.

2017 | Vol 6 | Issue 6 International Journal of Medical Science and Public Health 1054



Langer et al.

Psychosocial issues in erectile dysfunction

28. McCabe MP, Althof SE. A systematic review of the
psychosocial outcomes associated with erectile dysfunction:
Does the impact of erectile dysfunction extend beyond a man’s
inability to have sex? J Sex Med. 2014;11(2):347-63.

29. Hedon F. Anxiety and erectile dysfunction: A global approach
to ED enhances results and quality of life. Int J Impot Res.
2003;15 Suppl 2:S16-9.

How to cite this article: Langer R, Langer B, Mahajan R,
Sharma E, Gupta RK, Kumari R. Exploring psychosocial issues
in patients of erectile dysfunction: A study in tertiary care setting.
Int J Med Sci Public Health 2017;6(6):1050-1055.

Source of Support: Nil, Conflict of Interest: None declared.

1055 International Journal of Medical Science and Public Health 2017 | Vol 6 | Issue 6



