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I. INTRODUCTION 
Erectile dysfunction is defined as the 

recurrent or consistent incapability to maintain 

penile erection for satisfactory sexual performance. 
[1]

 Erectile dysfunction (ED) is considered an 

increasing health concern that has a significant 

impact on the quality of life of both partners due to 

lower sexual satisfaction. 
[2,3] 

As age increases, the 

prevalence of ED also increases . ED is a common 

problem that affects personal interactions , quality 

of life and well being of the patient and the 

partner.
[4]

 

The massachusetts Male Aging Study  

revealed that ED was an inevitable  consequence of 

the ageing process, with the incidence of complete 

impotence rising from 5% at 40 years of age to 

15% at 70 years of age. 
[5]

   

However, recent data is lacking regarding the 

prevalence and risk factors of ED in north india. 

Hence, our study aimed to determine the 

prevalence and predictors of ED in north india. 

 

II. MATERIALS AND METHOD: 
This was a cross-sectional study to 

investigate ED among indian men. The study was 

conducted at ‘The Department of surgery, Adesh 

Medical College and Hospital, village Mohri 

district kurukshetra. Patients attended the clinics 

for various reasons such as follow-up 

appointments, getting medication from the 

pharmacy, general health check-up, first-time visit 

for presenting complaint, to accompany their 

spouse or child, and scheduled outpatient 

treatments.  Participants were the males of age 

group 40-70 years presenting to the AMCH during 

the study period , who were  in active sexual 

relationship and with no anatomical malformations 

of penis. Men with neurogenic ED , active 

testicular or prostate cancer , men with ED due to 

radical prostatectomy , prior pelvic surgery were 

excluded from the study.                             

Participants were consented to participate 

in the study after they   voluntarily came to the 

screening grounds for an organized general health 

check-up. Weight and height were measured with 

standard scales and BMI  calculated by a ratio of 

weight (in kilograms) to height (in meters) squared. 

WHO BMI cut-off values were used to define 

underweight, normal, overweight and obese . 

Smoking history was sought and participants were 

categorized as smoker and non smoker. Similarly 

alcohol intake history was sought and participants 

were categorized as alcoholic and non alcoholic. 

Diabetes was diagnosed using  FBG ≥126 mg/dl. 

Blood pressure was measured by digital BP 

machines where a systolic blood pressure (SBP) 

<120 mmHg and a diastolic blood pressure (DBP) 

<80 mmHg defined normotension. Pre-

hypertension was defined by SBP of 120–139 

mmHg or DBP of 80–89 mmHg, while SBP ≥140 

mmHg or DBP ≥90 mmHg indicated hypertension. 

DSM-5 criteria was used to determine 

whether a person was having major depressive 

disorder.  

The validated 5-item version of the 

International Index of Erectile Function (IIEF-5) 

Scale was used to assess for erectile dysfunction.
[6–

9]
 The IIEF-5 Scale categorizes ED into five 

categories depending on the score i.e. 22–25: no 

ED, 17–21: mild ED, 12–16: mild to moderate ED, 

8–11: moderate ED, 5–7: severe ED. 

 The collected data was entered into MS 

excel worksheet and analysed by using SPSS 

version 27 . Qualitative data was presented in the 

form of frequencies and percentage . Chi square 

test was used to estimate the association between 

different variables and logistics regression was 

used to estimate the risk factor for ED . P value 

<0.05 was estimated as significant.  

 

III. RESULTS: 

TABLE 1: PREVALENCE OF ERECTILE DYSFUNCTION 
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ED Non - ED TOTAL 

125 105 230 

 

In our study, the prevalence of ED was determined to be about 54% out of 230 participants, while 46% of the 

patients did not have ED. 

 

 

 

230 people were participated, and 125 of 

them had ED. 38 out of 230 were aged 41-50 , 77 

were aged 51-60 and 115 were aged 61-70. Overall, 

54 % (125/230) of men in this study had some form 

of ED. Of these, 29(12.6 %) had the mild form, 54 

(23.5 %) mild-moderate form, 21 (9.1 %) moderate 

form, and 21 (9.1 %) had the severe form. 

Prevalence of ED increased with increase in age i.e. 

39 % of those aged 41-50 years  had ED compared 

to 60%  among those aged 61-70 years  As  seen in 

Table 2. 

 

 
As age increases prevalence of ED increases, association of ED with age is statistically significant(p<0.05) 

 

TABLE 4: RISK FACTORS ASSOCIATION WITH ERECTILE DYSFUNCTION 

Risk factor Total ED Non -ED P value 

Smoking 92 71 (77%) 21(23%) 0.001 

Alcohol 100 66(66%) 34 (34%) 0.002 

Hypertension 75 48 (64%) 27 (36%) 0.078 

Diabetes Mellitus 33 26 (79%) 7 (21%) 0.018 

TABLE 2: AGE DISTRIBUTION 

Age 

group 

1-7 8-11 12-16 17-21 22-25 Total 

ED 

Total 

particip

ants 

41-50 5 2 5 3 23 15(39%) 38 

51-60 2 4 20 15 36 41(53%) 77 

61-70 14 15 29 11 46 69(60%) 115 

TOTAL 21 21 54 29 105 125 230 
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Depression 30 27(90%) 3(10%) 0.001 

 
 

There are numerous risk factors associated 

to ED. 92 of the 230 participants were smokers, 

and of those, 77% of the patients experienced ED. 

Men with a positive smoking history had a 

increased likelihood for ED compared to never 

smokers, (p 0.001).  Sixty-six percent alcoholics 

patients had ED (p <0.05). 79 % of men with 

diabetes had ED compared to non-

diabetes(p<0.05).Participants with hypertension 

had higher ED rates compared to normotensive 

persons . 90 percent participants with history of 

depression had ED(p<0.01) .Six variables including 

age, smoking, alcohol, hypertension, depression 

and diabetes status underwent bivariate analyses to 

assess if they have associations with ED. Five 

variables  including age, smoking ,alcohol, 

depression and diabetes status revealed significant 

associations. 

 

IV. DISCUSSION: 
ED is the most common male medical 

issue, which is described as a persistent failure to 

obtain or maintain a penile erection.
[10]

 Aging is 

associated with comorbidities resulting into 

atherosclerosis and ultimately vascular dysfunction 

with ED as one of the manifestations.
[11]

 Age has 

been consistently shown to be a strong predictor of 

ED.
[12]

  In our study, the rate of ED among 

participants aged 61-70 years  was 60% compared 

to 39% in the age group 41-50 years. These 

findings echo the results of a landmark 

Massachusetts Male Aging Study.
[5]

 Another study 

was conducted in Turkey with a study group aged 

>40; it reported 33% of ED with the majority 

(82.9% for those aged ≥70).
[13]

 In a study 

conducted in New Zealand on men aged 40 to 70 

years with the use of the IIEF, the prevalence of 

ED was 42% and the age-adjusted prevalence was 

38% with the highest being 60% in the 60s age 

group.
[14]

 In our study, the prevalence of ED was 

determined to be about 54% out of 230 

participants. In our study, the prevalence rate 

increases exponentially as the age advances from 

less than 50 years to more than 60 years. Similar 

trend was seen in studies conducted in  the past 

which shows that the prevalence of ED rises with 

age since it is a natural by-product of ageing.
[15]

 An 

Australian study conducted in 2006 that showed 

that smoking cigarettes has a clear association with 

ED. And after adjusting for any other confounding 

factors, this association was further reinforced as 

the number of cigarettes smoked increased. 

Compared with nonsmokers, the adjusted OR for 

ED was 1.24 (95% CI, 1.01-1.52, p= 0.04) for 

those smoking <20 cigarettes per day, and 1.39 

(95% CI, 1.05-1.83, p = 0.02) for those smoking 

>20 cigarettes per day. 
[16]

 A dosage response was 

seen, and as pack years increase, the risk of 

developing ED also rises.
[17]

 In our study, 71 (77%) 

of the 92 smokers experienced ED, compared to 21 

who did not, which shows highly significant 

association of smoking with ED. In a prior study, 

O'Farrell et al. discovered that the prevalence of 

significant ED was more than three times higher in 

alcoholic men than in men of similar demographics 

who were not alcoholics.
[18,19]

 In our study, 

comparable findings were discovered, as 66% of 

the 100 patients developed ED. Erection issues are 
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frequently caused by high blood pressure. 

According to a study published in the Journal of the 

American Geriatrics Society, erectile dysfunction 

affected 49% of males between the ages of 40 and 

79 who had high blood pressure.
[20]

 Out of 75 

individuals in our study, 64% of the hypertension 

patients also have ED.  According to a research by 

Defeudis et al., men with type 1 and type 2 diabetes 

have a prevalence of ED of 26% and 37%, 

respectively.
[21]

 .However, in our investigation, we 

discovered that patients with diabetes had a greater 

prevalence of ED (79% of 33 patients). There is no 

doubt that depression and erectile dysfunction (ED) 

are related.
[22]

 90% of the 30 patients in our study 

developed ED, confirming a similar link.  

Our study provides an estimation of ED prevalence 

in north india among the married male population 

and addresses the possible factors that might be 

associated with it. 

 

V. CONCLUSIONS: 
We conclude the following from our 

study: ED has significant prevalence and severity 

among adult male outpatient clinic attendees in 

north india. The factors associated with ED are age, 

smoking , alcoholism, diabetes and depression . 

However, in our study, hypertension was not 

statistically significant. We recommend services 

for the diagnosis and treatment of ED, especially 

for those who are smokers, alcoholics, diabetic, 

history of depression or elderly in primary care 

clinics, as the diagnosis of ED in india is 

underestimated. 

 

REFERENCES: 
[1]. Burnett AL, Nehra A, Breau RH, Culkin 

DJ, Faraday MM, Hakim LS, et al. 

Erectile Dysfunction: AUA Guideline. J 

Urol [Internet]. 2018 Sep 1 [cited 2023 

Mar 27];200(3):633–41.  

[2]. Kessler A, Sollie S, Challacombe B, 

Briggs K, Van Hemelrijck M: The global 

prevalence of erectile dysfunction: a 

review . BJU Int.2019. 

[3]. Impotence: NIH consensus development 

panel on impotence . JAMA. 1993, 

270:83-90. 

[4]. Krane RJ, Goldstein I, de Tejada IS. 

Impotence. 

http://dx.doi.org/101056/NEJM198912143

212406 [Internet]. 2010 Jan 14 [cited 2023 

Mar 27];321(24):1648–59.  

[5]. Feldman HA, Goldstein I, Hatzichristou 

DG, Krane RJ, McKinlay JB. Impotence 

and its medical and psychosocial 

correlates: Results of the Massachusetts 

Male Aging Study. Journal of Urology 

[Internet]. 1994 [cited 2023 Mar 

27];151(1):54–61.  

[6]. Cappelleri JC, Rosen RC, Smith MD, et 

al. Diagnostic evaluation of the erectile 

function domain of the International Index 

of Erectile Function. Urology. 

1999;54:346–51. 

[7]. Rosen RC, Riley A, Wagner G, et al. The 

International Index of Erectile Function 

(IIEF): a multidimensional scale for 

assessment of erectile dysfunction. 

Urology. 1997;49(7):822–30. 

[8]. Rosen RC, Cappelleri JC. The sexual 

health inventory for men (IIEF-5). Int J 

Impot Res. 2000;12:342–3. 

[9]. Rosen RC, Cappelleri JC, Smith MD, et 

al. Development and evaluation of an 

abridged, 5-item version of the 

International Index of Erectile Function 

(IIEF-5) as a diagnostic tool for erectile 

dysfunction. Int J Impot Res. 

1999;11:319–26. 

[10]. Krzastek SC, Bopp J, Smith RP, Kovac 

JR. Recent advances in the understanding 

and management of erectile dysfunction 

.F1000Res. 2019;8:F1000 Faculty Rev-

102. published 2019 jan 25 

https://doi.org/10.12688/f1000research.16

576.1 

[11]. Corona G, Mannucci E, Mansani R, et al. 

Aging and pathogenesis of erectile 

dysfunction. Int J Impot Res. 

2004;16(5):395–402. 

[12]. Tan JK, Hong CY, Png DJC, Liew LCH, 

Wong ML. Erectile Dysfunction in 

Singapore: Prevalence and Its Associated 

Factors – A Population-Based Study. 

Singapore Med J. 2003;44(1):020–6. 

[13]. Çayan S, Kendirci M, Yaman Ö, et al.: 

Prevalence of erectile dysfunction in men 

over 40 years of age in Turkey: results 

from the Turkish Society of Andrology 

Male Sexual Health Study Group. Turk J 

Urol. 2017, 43:122-129. 

[14]. Quilter M, Hodges L, von Hurst P, 

Borman B, Coad J: Male sexual function 

in New Zealand: a populationbased cross-

sectional survey of the prevalence of 

erectile dysfunction in men aged 40-70 

years. J Sex Med. 2017, 14:928-936. 

[15]. Mobley DF, Khera M, Baum N. Recent 

advances in the treatment of erectile 

dysfunction. Postgrad Med J [Internet]. 

2017 Nov 1 [cited 2023 Mar 

28];93(1105):679–85. 



 

      

International Journal Dental and Medical Sciences Research 

Volume 5, Issue 4, July-Aug 2023 pp 356-360 www.ijdmsrjournal.com ISSN: 2582-6018 

                                       

 

 

 

DOI: 10.35629/5252-0504356360           |Impact Factorvalue 6.18| ISO 9001: 2008 Certified Journal     Page 360 

[16]. Millett C, Wen LM, Rissel C, Smith A, 

Richters J, Grulich A, de Visser R: 

Smoking and erectile dysfunction: 

findings from a representative sample of 

Australian men. Tob Control. 2006, 

15:136-139. 

[17]. Gades NM, Nehra A, Jacobson DJ, 

Mcgree ME, Girman CJ, Rhodes T, et al. 

Association between Smoking and 

Erectile Dysfunction: A Population-based 

Study. Am J Epidemiol [Internet]. 2005 

[cited 2023 Mar 30];161(4):346–51. 

[18]. O’Farrell TJ, Kleinke CL, Cutter HSG. 

Sexual adjustment of male alcoholics: 

changes from before to after receiving 

alcoholism counseling with and without 

marital therapy. Addictive Behaviors. 

1998 May 1;23(3):419–25.  

[19]. Jiann BP. Effect of alcohol consumption 

on the risk of erectile dysfunction. Urol 

Sci. 2010;21(4):163–8.  

[20]. Brunilda Nazario M. How High Blood 

Pressure Leads to Erectile Dysfunction. 

october 2021.  

[21]. Defeudis G, Mazzilli R, Tenuta M, 

Rossini G, Zamponi V, Olana S, et al. 

Erectile dysfunction and diabetes: A 

melting pot of circumstances and 

treatments. Diabetes Metab Res Rev.2022 

Feb: 38(2):e3494 

[22]. Makhlouf A, Kparker A, Niederberger CS. 

Depression and Erectile Dysfunction. 

Urologic Clinics of North America. 2007 

Nov 1;34(4):565–74.  

 


