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Effect of erectile dysfunction on
uality of life

M.A. Abolifotouh' and N.S. Al-Helali
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ABSTRACT Erectile dysfunction (ED) is one of the most common diseases of male sexual dysfunction. A
cross-sectional study of 388 ED patients who attended six andrology and urology clinics in Jeddah for the
first time was performed during a perlod of 3 months. ED was rated as mild {21% of palients), moderate
{60%) or severe (19%), and was strongly associated with age. After adjusting for age, only lack of
exercise, alcohol consumption and drug addiction were significantly associated with severity; hypertension,
cardiac diseases and emoking were not. About two-thirds of tha patients had poor quality of life; severe FI)
was the only significant predictor of this. Severe ED was not an indicator for co-morbidities.

Effet du dystonctionnement érectile sur la qualité de Ja vie

RESUME Le dysfonctionnement érectile est l'une des affections les plus courantes en matiere de dysfonc-
tionnement sexuel chez '’homme. Pendant une période de trois mois, une étlude transversale a été réalisée
sur 388 patients atteints de dysfonctionnement érectile qui consultaient pour la premiére fois dans six
cliniques d'andrologie et d'urologie a Djeddah. Le dysfonctionnement érectile était classé comme bénin (21 %
des patients), modéré (60 %) ou sévére (19 %), et il &tait fortement associé a I'4ge. Aprés ajustement en
fonction de I'age, seuls le manque d'exercice, la consommation d'alcool et la toxicomanie étaient significative-
ment associés a la sévérité, 'hypertension, les maladies cardiaques el le labagisme ne 'élant pas. Les deux
tiers des patients environ avaient une mauvaise qualité de vie ; le dysfonctionnement érectile sévére en éait
{e seul facteur prédictit significatif. Le dysfonctionnement érectile sévére n'était pas un indicateur de comor-
bidités.
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Introduction

Erectile dysfunction (ED) is defined as the
inability to achieve or maintain an erection
satisfactory for sexual performance [7]. It
is one of the most common disorders of
male sexual dysfunction. Recent estimates
suggest that 10-20 million men in the Unit-
ed States experience ED, that approximate-
ly 40% of men in their 40s suffer from
some degree of impotence and that preva-
lence increases to 67% by age 70 [2]. A
variety of medical, psychological and life-
style factors have been implicated in the eti-
ology of ED [2-4] and the condition has a
negative impact on self-esteem, quality of
life and interpersonal relationships [/].

We assessed the severity of ED among
patients attending various andrology and
urology clinics in Jeddah, Saudi Arabia, in-
vestigated the association between some
risk factors of ED and its severity, and de-
termined the impact of ED on quality of
life,

Methods

This was a multicentre cross-sectional
study of ED patients attending selected an-
drology and urology <linics in Jeddah, Sau-
di Arabia.

Jeddah is one of the largest cities in
Saudi Arabia with an cstimatcd population
in 1996 of 1 500 000 people. A number of
hospitals and medical centres in Jeddah (5
governmental and 9 privatc) arc known to
provide medical care for ED patients
through specialized andrology or urology
clinics. Using the proportionate allocation
method of sampling, 2 governmental and 4
private clinics were selected. The choice
was based upon the interest of the special-
i5t8 who run such clinics and their willing-
ness to participate in the study. A total of 6

specialized clinics (3 andrology and 3 urol-
ogy) participated in the study.

The target sample comprised all patients
attending the 6 selected clinics for the first
time during the allocated period of 3
months (n = 468) who were diagnosed
with ED (based on the definition of ED and
thorough sexual history). Of these, 388 pa-
tients agreed to participate in the stdy (a
response rate of 83%).

All ED patients were required to answer
an interview questionnaire. The question.
natre comprised data on sociedemographic
characteristics, such as age, education, oc-
cupation and marital status, and history of
possible risk factors. Risk factors included
diabetes mellitus, hypertension, heart dis-
ease and emoking history, i.e. current
smoker, ex-smoker or non-smoker. Posi-
tive history of these factors was confirmed
from the patient’s files when available, and
through previous diagnosis and/or medica-
tion. Physical activity was classified as ac-
tive and inactive participation. Inactive
patients were those who did not perform
any physical activity or those whose activ-
ity during work or leisure time did not ex-
ceed half an hour per week.

Severity of ED was determined by the

‘u1se of § questions as answered by the pa-

tients. These questions, with some modifi-
cations, were validated by Feldman et al,
[2]. Degree of severity was estimated using
a scoring system in which the response to
each question was given a score of 0 to 2.
Total scores ranged from 0 to 18 points and
severity of ED was classified as mild (13-
18 points), moderate (7-12 points) or se-
vere EID ((—6 points).

The quality of life rating scale consisted
of 5 statements [5]. A scoring system was
applied for calculating the degree of quality
of life. Each statement was given a score of
0 to 4 points and the total score ranged
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from 0 to 20. Quality of life was classified
as good with a score of 15-20 points, fair
with a score of 10--14 points or poor with a
score of 0-9 points.

Additional sexual information, such as
onset of disease and duration, was sought
in order to assess the type of erectile dys-
function. Each patient was interviewed by
the physician who ran the clinic from
which that patient was selected.

Data were analysed using SPSS and
Epi-Info. Simple descriptive statistics and
summaries were performed and the rela-
tionships between variables were explored
by means of simple cross-tabulations. To
compare categorical data, the Pearson chi-
squared test and the chi-squared test for
linear trend were applied, while the Student
t-test and simple factorial ANOVA were ap-
plied to compare the quantitative data. Ad-
justment for age was made when testing
the relationships between the severity of
ED and each of the possible risk factors.
Multiple regression analysis was applied to
detarmine the relation between quality of
life as a dependent variable and some risk
factors as independent variables.

Results

A total of 388 ED patients were included in
the present study, 314 of whom were Saud:
(80.9%) and 74 were non-Saudi (19.1%).
Their ages ranged from 20 years to 86
years with a mean age =+ standard deviation
of 43.23 + 12.56 years. Of the patients in-
cluded in the study, 32 were single (8.2%),
255 married with one wife {65.7%), 82
married with two wives (21.1%), 10 with
three wives (2.6%) and 2 with 4 wives
(0.5%), 6 (1.5%) were divorced and 1
(0.3%) was widowed.

As regards education, 130 patients

(33.5%) had higher than secondary educa-

tion, 92 (23.7%) had completed secondary
education, while 166 (42.8%) had less than
secondary education. As regards employ-
ment, 39.9% were government employees,
36.3% were employed in the private sector,
13.1% were retired and 3.1% were stu-
dents.

Approximately one-third of the patients
(35.1%) complained of sudden ED, while
for the other two-thirds, the onset of the
condition was gradual (64.9%) (Table 1).
The mean age at onset was 39.6 £ 12.4

Table 1 Distribution of patients according to
pattern of erectile dysfunction (ED)

Pattern No. %
Type of onset
Sudden 135 35.1
Gradua! 250 64.9
Total 385 100.0
Age of onset (years)
<30 105 275
30- 19 50.0
50+ 86 225
Total 382 100.0
Meanaget s 39.6x12.4
Duration (years)
<1 99 255
1- 185 47.7
5 59 15.2
10+ 45 116
Total 388 100.0
Mean duration + s 35+51
Severity of ED
Mild {score = 13-18) 83 21.4
Moderate (score =7-12) 230 59.3
Severe (score = 0-6) 75 18.3
Total 388 100.0
Meanscore+ s 9.30 + 3.45

s = standard deviation.
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years. The average duration of ED was 3.5
+ 5.1 years. Those who had suffered from
the condition for 10 or more years consti-
tuted approximately 11.6% of all patients.

Approximately 60% of the patients suf-
fered from moderate ED and 19% from se-
vere ED, whereas those with mild ED
constituted 21% of the study sample. The
mean sexual activity score for all patients
was 9.30 £ 3.45 points.

The responses of the 388 ED patients to
nine sexual activity questions from the
Massachusetts Male Aging Study (MMAS)
[2] are given in Table 2. About one-third of
patients had less than one sexual activity in
a week (35.2%) and less than one full erec-
tion within 24 hours (39.3%). About 53%
of the patients had trouble getting and keep-
ing an erection, while 19% had no single
erection upon awakening for a week. One-
half of the patients were satisfied with their
partners. Furthermore, one-half considered
their partners were satisfied. Those who
reported satisfaction with the frequency of
their sexual activities constituted 54.3% of
all patients, while those satisfied with their
sex life constituted only 5.2%.

The frequency of possible risk factors
for ED among patients and their association
with the severity of ED in terms of the sex-
ual activity scorc arc given in Tablc 3, Lack
of exercise was the most frequent risk fac-
tor (82.2%), followed by smoking (55.9%)
and the regular use of medications
(43.6%). Diabetes was reported by 29.6%
of the patients and 14.7% reported hyper-
tension. Other risk factors included drug
addiction (7.7%), alcohol consumption
(12.6%) and cardiac discases (5.2%).

The risk factors for ED significantly as-
sociated with sexual activity score were:
advancement in age (P < 0.001), diabetes
mellitus (P = 0.001), alcohol consumption
(P = 0.007), medication (P = 0.012), drug
addiction (P = 0.003), lack of exercise (P =
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Table 2 Response of patients to sexual
activity questions from MMAS
Question No. %
Sexual activily (no. times/week) (n = 372)

Two or more 136 366

One 105 282

Less than one 13 35.2
Full erection (no. times/24 hours) (n = 387)

Two or more 87 22.5

One _ 148 382

Less than one 152 39.3
Trouble getting erection (n = 376)

No 113 30.1

Yes 199 52.9

No sexual Intercourse 64 17.0
Trouble keeping erection (n = 375)

No 122 325

Yes 193 515

No sexual intercourse 60 16.0
Awaken with erection (n = 384)

More than once aweek 177 461

Lessthanonce aweek 134 34.9

No erection 73 19.0
Satisfaction with sex life (n = 381)

Satisfied 20 52

Neautral 80 21.0

Dissatisfied 281 73.8
Satisfaction with partner (n = 350)

Satlstled 175 50.0

Neutral 140 40.0

Dissatisfied 35 10.0
Fartner’'s satisfaction (h = 349)

Satisfied 162 46.4

Neutral 161 46.1

Dissatisfied 26 75
Satistaction with frequency of sexual activity

(n =346)

Satisfied 188 54.3

Dissatisfied 158 45.7

MMAS = Massachusetts Male Aging Study {2].
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A WHO Intercountry meeting on mental health held in the Syrian
Arab Republic in 1985 highlighted the importance of developing
comprehensive nationdl mental health programmes. These pro-
grammes should have clear objectives, targets and plans of activi-
tles based on the principle of integration of mental heaith Into
general health services at primary health care fevel (WHO 1985).
The main strategy proposed for achieving these objectives was to
rapidly provide short goal-oriented mental health training for primary
wdre in rural and district centres. It has been convincingly demon-
strated in a number of countries during the past decade that, with
appropriate training, health staff at primary care level can adequately
took after a lirmited number of serlous and common mental disor-
ders with the ald of two or three essential neuropsychlatric drugs
and psychosocial Interventions. Furthermore, such training in psy-
chosodlal knowledge and skiis can improve the quallty of general
health services.

From a forthcoming regional publication Reaching the unreached.
Mental health in the countries of EMR/WHO
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