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Abstract

Background: Sexual dysfunction is common among people 
with diabetes, particularly in older men who have had diabetes for 
years. Sexual dysfunction is one of the major and serious complica-
tions of diabetes. Male Sexual dysfunction is the major psychologi-
cal problem in the world wide that can lead depression, isolation, 
loss of confidence and loss of self-esteem. The importance of this 
study is because the diabetes mellitus is a risk factor to developing 
Male sexual dysfunction.

Objective: The aim of this study is to assess the prevalence of 
Male sexual dysfunction among patient with diabetes mellitus at-
tending follow up at Shishicho General Hospital.

Methodology: A retrospective cross-sectional study will be con-
ducted by reviewing medical cards of 159 and structured IEEF ques-
tionnaires among diabetic patients’ who are attending follow up 
at schishicho General Hospital from January 2019 to January 2020. 
Data is going to be collected by using structured data collection for-
mat, entered into Epi Info version 3.5.3 and analyzed by SPSS ver-
sion 21 software for windows for descriptive statistics. The study 
will be presented with Tables and Figure.

Result: From this study marital status, religion, occupation 
and educational status has no significant risk for sexual dysfunc-
tion but deferent age classification has significant risk factor for 
developing sexual dysfunction and in descending order includes, 
41-50 age 29(17.0%), 31-40 age 25(15.7%) >50 age 19(11.9) and 
18-30 age 12(7.5%) respectively. Dysfunction found in descending 
order are erectile dysfunction 138(86.8%), intercourse satisfac-
tion 135(84.9%), orgasmic dysfunction 109(68.6%), sexual desire 
105(66.0%) and Overall Satisfaction 87(54.7%) and study indicate 
that DM patients with cardiovascular disease like hypertensive pa-
tient 58(36.4) were more at risk for sexual dysfunction than no car-
diac case patient 43(27.0%).

Conclusion: Status of glycemic control, body mass index of the 
patient and cardiac co morbidity such as hypertension, dyslipid-
emia, was the well-known factors for sexual dysfunction in diabetic 
patient in the current study.

Keywords: Prevalence; Sexual dysfunction; Diabetic mellitus; 
Shishicho; Kembata; Ethiopia

Abbreviation: BMI: Body Mass Index; CHD: Coronary Heart Dis-
ease; CVD: Cardiovascular Disease; DM: Diabetes Mellitus; DSM: 
Diagnostic and Statistical of Mental Disorder; ED: Erectile Dysfunc-
tion; AGH: Aira General Hospital; LDL: Low density Lipoprotein; PE: 
Premature Ejaculation; IIEF: International Index of Erectile Func-
tion; SD: Sexual Dysfunction; WHO: World Health Organization



Submit your Manuscript | www.austinpublishinggroup.com Austin Diabetes Res 9(1): id1028 (2024) - Page - 02

Austin Publishing GroupFanta A

Introduction

Sexual dysfunction is common among people with diabetes, 
particularly in older men who have had diabetes for years. Sex-
ual dysfunction is one of the major and serious complications 
of diabetes. This common metabolic disorder not only affects 
sexuality through micro vascular and nerve damage but also has 
psychological aspects Sexual dysfunction is common in diabetic 
mellitus [1]. Male Sexual dysfunction is any physical or psycho-
logical problem that prevents male from getting sexual satis-
faction. Male sexual dysfunction is a common health problem 
affecting men of all ages, but is more common with increasing 
age. Sexual dysfunction in men with diabetes includes orgasmic 
and ejaculatory problems, decreased libido, ED, and problems 
related to low testosterone and hypogonadism [1].

Erectile dysfunction is the inability to get or maintain an 
erection firm enough for sex. Sexual dysfunction in men with di-
abetes includes orgasmic and ejaculatory problems, decreased 
libido, ED, and problems related to low testosterone and hy-
pogonadism is common in men who have diabetes, especially 
those with type2diabetes. It can stem from damage to nerves 
and blood vessels caused by poor long-term blood sugar con-
trol is common in the general population and bears a strong 
relationship to age, estimates suggesting a prevalence in the 
region of 2% at 40 years rising to 25% to 30% by 65 years. ‘Im-
potence appears to be more common amongst diabetic men, 
with a reported prevalence of 50% in the 55-59-year age range 
and a 50% overall prevalence. Erectile dysfunction can also be 
linked to other conditions common in men with diabetes, such 
as high blood pressure and heart disease. Erectile dysfunction 
might occur earlier in men with diabetes than in men without 
the disease [2,3].

Problems with ejaculation are ejaculation that occurs before 
or too soon after penetration. ejaculation does not happen or 
takes a very long time at orgasm, the ejaculate is forced back 
into the bladder rather than through the end of the penis. The 
exact cause of Premature Ejaculation (PE) is not known. While 
in many cases PE is due to performance anxiety during sex, 
other factors may be: Stress, Temporary depression, History of 
sexual repression, Low self-confidence, Lack of communication 
or unresolved conflict with partner. Physical causes for inhibited 
or delayed ejaculation may include chronic (long-term) health 
problems, medication side effects, alcohol abuse, or surgeries. 
The problem can also be caused by psychological factors such as 
depression, anxiety, stress, or relationship problems.

Male Sexual dysfunction is the major psychological prob-
lem in the world wide that can lead depression, isolation, loss 
of confidence and loss of self-esteem. Many Male experience 
sexual problems and statistics suggest it affect 30% of 40 to70 
age of male patient. Male Sexual dysfunction is seriously impact 
the quality of life, partner relationship as well as their health 
in life time. Diabetes and Hypertension have been associated 
with sexual dysfunction and an estimated 40% to 80% of dia-
betic hypertensive have reported sexual dysfunction in several 
investigations [6].

Sexual dysfunction has significant negative impact on quality 
of life. Many men with ED have low self-esteem and feel iso-
lated and fair to discuss the issue with his friends as well as the 
health professions about the problem which is public problems. 
Chronic disease like diabetes with their complications may af-
fects marital adjustment and healthy of couple leading to dis-
satisfaction with the marriage and marital relationship [7].

This study aims to describe the prevalence of Male sexual 
dysfunction in diabetic patient on follow up at Aira General 
Hospital, types of sexual dysfunction and factor associated 
with sexual dysfunction Therefore, sex therapy, psychotherapy 
and couple therapy would be vital components of treatment in 
these patients.

Significance of the Study

The importance of this study is because the diabetes mellitus 
is a risk factor to developing Male sexual dysfunction, Preva-
lence in western countries is fairly well known, and with few 
studies done in Africa and in Ethiopia, where few related studies 
done but there is no related study was done in shishicho Gen-
eral Hospital on sexual dysfunction mostly related to diabetes 
mellitus. With the increase in diabetes mellitus, it is important 
to know the variability of sexual dysfunction among patient 
with diabetes in the population.

The study will help to increase the awareness and attitude 
toward male sexual dysfunction and its management. It is also 
enable and allow for state planning and allocation of resource 
through policy making as noted in a study done on sexual dys-
function. Prevalence and predictor, indicate that sexual dysfunc-
tion is an important public health concern, and that emotional 
problem likely contributes to the experience of these problems. 
The management of Male sexual dysfunction not only include 
the psychologists, but it include the team coworkers like urolo-
gist, mental health specialist and the sexual health medicine 
will be included for the benefit of patient.

Objective

General Objective

 � To establish the prevalence of male sexual dysfunction 
among patients with diabetes mellitus attending outpatient 
clinic at Shishicho General Hospital, Ethiopia

Specific Objectives

 ¾ To assess the prevalence of male sexual dysfunction 
among patient with diabetes mellitus.

 ¾ To assess the types of male sexual dysfunction among 
patients with diabetes mellitus.

 ¾ To identify the factors associated with male sexual dys-
function among patients with diabetes mellitus

Methods and Participants

Study area

The study was conducted in kembata Zone, shishicho Gen-
eral Hospital, shishicho Town, and south Ethiopia Region. 
shishicho town is one of the administrative towns of the kem-
bata zone and it is found around 500km away from the capital 
city Addis Ababa. It provides services for approximately 1.5 mil-
lion people. Shishicho town has one General hospital known as 
shishicho General Hospital. The Hospital gives different in-pa-
tient and outpatient service for the community. And it has four 
major wards, namely medical, surgical, pediatrics and Gynecol-
ogy/Obstetric, and other minor wards. Additionally, the AGH 
chronic care unit in which the present study conducted is one of 
the care units in outpatient service. The care unit gives regular 
follow up for diabetes, hypertension, epilepsy and cardiac care.
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Study Design and Period

A cross sectional retrospective study was conducted to in-
terview using IIEF and review medical record of the male sexual 
dysfunction among diabetes patients. The study period is from 
September 2019 to June 2020.

Population 

Source population

All diabetic patient information cards of male that have been 
getting follow up service in AGH. 

Study population

All patient information cards of male sexual dysfunction 
among diabetes patients that have been getting service in AGH   
from January 2019 to January 2020 and fulfill the eligibility cri-
teria.

Inclusion and Exclusion criteria

Inclusion Criteria

The study participants included diabetic male patients at-
tending diabetic clinic at AGH, with the following criteria: 

 9 Age ≥ 18 years

 9 Duration of diabetic ≥ 1 year 

 9 Both type 1and 2 diabetic mellitus 

 9 Consenting to participate in the study

Exclusion criteria:

 9 Incomplete medical records: records that have no full 
required information. 

 9 The very sick patients for purpose of this study were 
defined as: Patients with unstable vital signs/mental status e.g. 

in diabetic ketoacidosis or hyperosmolar hyperglycemic state, 
confused, or in septicemia as in infected diabetic foot.

Sample Size Determination

All male medical cards of sexual dysfunction and diabetic pa-
tients from January 2019 to January 2020 and fulfilled eligibility 
criteria were included in the study. Accordingly, only 159 medi-
cal cards fulfilled the eligibility criteria (no of adult men diabetic 
patient on follow up) which can be included and considered for 
analysis.

Data Collection and Quality Control

A semi structured data collection format was used to in-
cludes socio demographic characteristics, clinical characteris-
tics on diabetes mellitus and sexual problems. The data will be 
collected by principal investigator. To maintain the good quality 
of data, the data collection instrument was properly being de-
signed in English language, and Oromic language then, the data 
will be appropriately collected and checked for consistency and 
completeness.

Data Analysis and Presentation

The collected data was entered into in EpiInfo and descrip-
tive statistics done using SPSS version 20 for windows for fre-
quency distributions and the result of the study will be present-
ed by tables and figures.

Study Variables

Dependent variables

Socio demographic factor

Table 1: Socio demographic characteristics of male diabetic patients 
attending Diabetic clinic at AGH.

Variables Frequency Percentage (%).

Marital status Single 27 17.0

Married 119 74.8

Divorced 6 3.8

Cohabiting 7 4.4

Educational 
status

None 23 14.5

Primary 62 39.0

Secondary 28 17.6

Post-secondary 2 1.3

University 44 27.7

Occupation Farmer /Peasant 63 39.6

Government 47 29.6

Private 2 1.3

Self-employment 47 29.6

Religion Protestant 89 56.0

Muslim 34 22.4

Orthodox 36 22.4

Age 18-30 37 23.3

31-40 59 37.1

41-50 36 22.6

>50 27 17.0

Total 159 100

Table 2: Risk factors and clinical history.
Variables Frequency Percentage (%)

Duration of diabetes 
in year

1-5 57 35.8

6-10 44 27.7

11-15 42 26.4

>15 16 10.1

Treatment for diabetes Oral medication 84 52.8

Injection 75 47.2

Types of DM Type 1 77 48.1

Type 2 82 51.6

Treatment for sexual 
problem

Yes 67 42.1

No 88 55.3

Family history of DM Yes 49 30.8

No 110 69.2

Family history of HTN Yes 57 35.8

No 102 64.2

Known hypertensive Yes 77 48.4

No 82 51.6

Taking anti-hyperten-
sive

Yes 82 51.6

No 77 48.4

History of smoking Yes 55 34.6

No 104 65.4

Alcohol consumption Yes 53 33.3

No 106 66.7

Status of glycemic 
control

Poor 99 62.3

Good 60 37.7

BMI Under weight 5 3.1

Normal 104 65.4

Over weight 47 29.6

Obese 3 1.9
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• Age

• sex 

• BMI

• co morbid disease

Independent variable

 ¾ Treatment for diabetic

 ¾ Reported sexual problems

Ethical Consideration

A formal letter of cooperation was written from department 
of pharmacy in order to get permission to conduct the study. 
Cooperation letter was submitted to hospital clinical director 
and data collection can be done after approval. Confidentiality 
of the patient medical history records was maintained through-
out the study period.

Dissemination Plan

A result of the study was presented to the school of phar-
macy. And also, the copy of the research paper was submitted 
to Mizan Tepi University, college of health science, department 
of pharmacy. The findings will be available in the library and 
will be used by others for future studies. Attempts was made to 
present the finding on scientific conferences and to publish it in 
local or national journal.

Operational Definitions of Terms

Co Morbidities: Occurrence of two or more diseases togeth-
er in an individual patient.

Contraindicated: Any factor in a patient’s condition that 
makes it unwise to pursue a certain line of treatment.

Diabetes: Metabolic disorder causes excessive thirst and 
large volume of urine production and which is characterized by 
an increase in blood glucose level.

Incomplete medical record: a medical record which lacks 
pertinent information like age, sex, sexual dysfunction.

Results

In the present study, a total of 159 male patient with diabetic 
and age greater than 18 were included.

As indicated above table, the majority of patient were mar-
ried 119(74.8%) and their level of education were in descend-
ing order primary 62(39.0%), University 44(27.7%), post-sec-
ondary 28(17.6%), None 23(14.5%). From total of 159 patients 
63(39.6%) were Peasant/farmers, followed by Government 
employee and Self employment47 (29.6) and 2(1.3%) were pri-
vate sector employer. The most religious were present study 
conducted was protestant 89(56.0%) followed by orthodox 
36(22.6%) and 34 (22.6) were Muslim.

In this study the duration of diabetic treatment in descend-

Table 3: Socio demographic and clinical factors associated with ED 
among male diabetic patients attending diabetic clinic at AGH.

Variables  erectile sexual function

Dysfunction
138(86.8%)

No dysfunction
21(13.2%)

Marital status Single 12(7.5%) 15(9.4%)

Married 22(13.3%) 97(61.0%)

Divorced 4(2.5%)              2(1.3%)

Cohabiting 3(1.9%)             4(2.5%)

Educational 
status

None 12(7.5%) 11(6.9%)

Primary 27(17.0%) 35(22.0%)

Secondary
11(6.9%)

                          
17(10.7%)

Post /Secondary 2(1.3%) -

University 28(17.6%) 16(10.1%)

Occupation Peasant/ Farmer 26(16.4%) 37(23.3)

Government em-
ployee

18(11.3%) 29(18.2%)

Private Sector em-
ployee

_ 2(1.3%)

Self-employee 20(12.5%) 27(17.0%)

Religion
Protestant 18(17.6%) 61(38.4%)

Muslim 13(8.2%) 21(13.2%)

Orthodox 12(7.5%) 24(15.1%)

Age 18-30 12(7.5%) 25(15.7%)

31-40 25(15.7%) 29(18.2%)

41-50 27(17.0%) 9(5.7%)

>50 19(11.9%) 8(5.3%)

Total 159 100.0

Table 4: Clinical variables with presence of erectile dysfunction in 
diabetic patient attending diabetic clinic in AGH.

Clinical variables
Dysfunction 

N=138
No dysfunction 

N=21

Types of DM

Type 1 35(22.0%) 42(26.4%)

Type 2 57(35.8%) 25(15.7%)

Status of glycemic control

poor controlled 63(39.6%) 36(22.6%)

Good Controlled 26(16.4%) 34(21.3%)

Alcohol consumption

Yes 29(18.4%) 24(15.0%)

No 13(8.2%) 93(58.5%)

Smoking

Yes 34(22.0%) 20(12.6%)

No 25(15.7%) 79(49.7%)

Known hypertensive

Yes 58(36.4%) 24(15.0%)

No 43(27.0%) 34(21.3)

BMI

Underweight 2(1.20%) 3(3.1%)

Normal 40(25.2%) 64(40.3%)

Overweight 31(19.5%) 16(10.1%)

Obese 3(3.1%) _

Duration of diabetes in year

1-5 23(14.5%) 34(21.4)

6-10 36(22.6%) 10(6.3%)

11-15 29(18.2%) 13(8.2%)

>15 12(7.5%) 4(2.5%)
Table 5: Level of dysfunction by type of sexual function domains 
among male patients attending the diabetic clinic at AGH.

Types/Severity of 
Dysfunction

Severe  
Dysfunction

Moderate Mild
no  

dysfunction

Erectile function 30(18%.9 49(30.8%) 59(37.1%) 21(13.2%)

Orgasmic function 44(27.7%) 51(32.1%) 14(8.8%0 50(31.4%)

Sexual desire 38(23.9%) 55(34.6%0 12(7.5%) 54(34.0%)

Intercourse satisfac-
tion

36(27.6%) 56(35.2%) 43(27.0%) 24(15.1%)

Overall satisfaction 45(28.3%) 30(18.9%) 12(7.5%) 72(45.3%)
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ing order includes 57(35.8%) 1-5 years, 44(27.7%) 6-10 years, 
42(26.4%) 11-15years and 16(10.1%)>15 years. Treatment of 
diabetic mellitus shows that 84(52.8%) oral medication, 75 
(47.2%) were on insulin injection.

 82(51.6%) were type 2DM and 77(48.1%) were type 1. From 
treatment for sexual problem 88(55.3%) were not taking treat-
ment and 67(42.1%) were on taking treatment. In addition to 
this 110(69.2%) had family history DM, 49(30.8%) had no family 
history of DM. And 102(64.2%) had no family history of HTN, 
57 (35.8%) had family history of HTN. From hypertensive status 
82(52.6%) were non hypertensive, 77(48.4%) were hyperten-
sive and taking antihypertensive medication and smoking status 
shows 104(65.4%) were nonsmoker, 55(34.6%) were smokers

Status of glycemic indicate that 99(62.3%) were poorly con-
trolled, 60(37.7%) were Good controlled and 106(66.7%) were 
not alcohol consumer, 53(33.3%) were alcohol consumer. Study 
indicates that 104(65.4%) were BMI normal range 47(29.6%) 
were overweight, 5(3.1%) underweight and3 (1.9%) were 
obese.

From this study marital status, religion, occupation and edu-
cational status has no significant risk for sexual dysfunction but 
deferent age classification has significant risk factor for develop-
ing sexual dysfunction and in descending order includes, 41-50 
age 29(17.0%), 31-40 age 25(15.7%) >50 age 19(11.9) and 18-30 
age 12(7.5%) respectively.

Long duration of diabetes increases the chance of patient ex-
periencing sexual dysfunction. There was high risk of sexual dys-
function among patient whose duration of illness was over 10 
years. From types of DM type2 DM patients 57(35.8) had high 
risk for sexual dysfunction as compared to type1 DM patients 
35(22.0%). Glycemic control status of the patients indicates 
that poorly controlled 63(39.6) patients reports more erectile 
dysfunction than good controlled 26(16.4). and also, alcohol 
user patients29(18.4%) were two times more at risk for devel-
oping sexual dysfunction than non-user 13(8.2%) and smoker 
31(19.5%) are more at risk of reporting sexual dysfunction than 
nonsmoker 25(15.7%). Patients with comorbid condition like 
hypertensive 58(36.4%) were more at risk for sexual dysfunc-
tion than non-hypertensive 43(27.0%) and on body mass index, 
over weight patients 31(19.5%) were much more at risk than 
others.

From patients that have sexual dysfunction, majority of them 
has moderate dysfunction, severe dysfunction was for all five 
types of sexual dysfunction and mild dysfunction was higher in 
erectile function than others.

Types of Sexual Function

In the study participants were assessed using five domains of 
measuring sexual function which includes erection, experience 
of orgasm, sexual desire, intercourse satisfaction and overall 
satisfaction to determine the prevalence of sexual dysfunction 
and of the type as well.

Dysfunction found in descending order are erectile dysfunc-
tion 138(86.8%), intercourse satisfaction 135(84.9%), orgasmic 
dysfunction 109(68.6%), sexual desire 105(66.0%) and Overall 
Satisfaction 87(54.7%).

From this study the onset of erectile dysfunction are high-
er within range of 3-12 months 67(42.2% and more than 12 
months 63(39.6) than others range. Medication use for treating 
erectile dysfunction out lines that 67(42.2%) were tried using 
the medication and 92(57.9%) were not tried the medication 
and satisfaction with the medication includes 37(23.3%) and 
122(76.7%) were satisfied and not satisfied respectively.

Discussion

This study tried to find the prevalence, types and factor as-
sociated with sexual dysfunction in diabetic patient. From the 
present study finds prevalence rate of sexual dysfunction were 
high in diabetic patient. As study done in Iran on sexual dysfunc-
tion in patient with diabetes by marziehziaei - rad et al. 2010 
show that high prevalence in diabetic patient.

The finding of current study show that age was significant-
ly associated with sexual dysfunction. Diabetic patient was in 
age group of 41-50 years 27(17.0%) and those age 31-40 years 
25(15.7%) and greater than 50 were more likely experienced 
sexual dysfunction. Study conducted in Tanzania erectile dys-
function was significantly predicted by old age [19]. Other simi-
lar study conducted in Jamaica disclosed that the prevalence 
of ED increased from 36% in 50-59 years age group to 90% in 
70-75 years age groups [18].

In the current study Duration with diabetes mellitus had sig-
nificant associated for erectile functions this indicate the long 
duration of the diabetes over10 years 36(22.6%) were the more 
damage the organ that result from diabetes than those who pre-
sented with duration of less than 10 years 23(14.5%) similar to 
previous studies [40]. Most study has similar result demonstrat-
ing age and duration of diabetes is significantly associated with 
erectile dysfunction. Past history of sexual problem increase the 
risk of erectile dysfunction. If life affected due to sexual prob-
lem it was greatly associated with erectile dysfunction [39].As 
the current study indicates clinical variable such as, status of 
glycemic control, body mass index, cardio vascular co morbidity 
are significantly associated with erectile dysfunction. Study con-
ducted in Italian and Israel men on erectile dysfunction type 1 
and type 2 demonstrate similar finding on independent predic-
tor variable [12,13]. The study further confirms that duration of 
diabetes age and monthly income is the independent predictor 
for erectile dysfunction and it is severity. 

Table 6: Prevalence of sexual dysfunction among participants.
Category Erectile Dysfunction Orgasmic Function Sexual Desire Intercourse Satisfaction Overall Satisfaction

Dysfunction 138(86.8%) 109(68.6%)  105(66.0%) 135(84.9%) 87(54.7%)

No dysfunction 21(13.2%) 50(31.4%) 54(34.0%) 24(15.1%) 72(45.3%)
Table 7: Onset of ED and use of medications for ED among male dia-
betic patients attending diabetic clinic at AGH.

Variable Frequency Percentage (%)

Onset of ED (months)

Within 3 12 7.5

3-12 67 42.1

More than 12 63 39.6

Problematic since first sexually active 17 10.7

Ever tried medication

Yes 67 42.2

No 92 57.9

Satisfied with medication

Yes 37 23.3

No 122 76.7
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This study indicate that DM patients with cardiovascular dis-
ease like hypertensive patient 58(36.4) were more at risk than 
no cardiac case patient 43(27.0%). Various medications, includ-
ing several antihypertensive agents such as beta blockers [13] 
and thiazide diuretics [13] have been shown to have an addi-
tive deleterious effect on diabetic ED. Centrally to the present 
study, Balde et al [41] and Ngalyuka et al [42] showed that pa-
tients who presented with ED often took drugs for associated 
cardiovascular diseases and also the study showed that other 
risk factors which was highly statistically significant associated 
with high prevalence of ED included history of cigarette smok-
ing 58(36.4%), history of drinking alcohol 29(18.4%). Similarly, 
previous studies showed that risk factors such as smoking [31] 
and excessive alcohol intake have been shown to have an addi-
tive deleterious effect on diabetic ED [35]. 

DM patient with good glycemic control 26(16.4%) were 
less at risk for sexual dysfunction than poor glycemic control 
63(39.6%) in the current study.

In the present study, the prevalence of erectile dysfunction 
was significantly higher in T2DM (35.8%) than in T1DM (22.0%), 
Similarly, Fedele et al [35] showed that ED was more in T2DM 
than T1DM patients. 

In this study, only (42.2%) of patients with ED ever tried med-
ications for ED and 23.2% of them got satisfied with the medi-
cations and the study revealed very low percentage of divorce 
despite high prevalence of erectile dysfunction, probable expla-
nations for this observation could be: most of diabetic patients 
are educated on the possibilities of chronic complications of 
diabetes such as ED later in life and they therefore adapt to live 
as couple even if ED arise or in most cultural systems women 
are not allowed to leave their husband at all.

Conclusion

Prevalence of sexual dysfunction high in diabetic patient, 
comparing to type 1 DM the prevalence of sexual dysfunction 
was relatively high in type 2 DM. erectile dysfunction was the 
most common sexual problems that patient complains in this 
study. Status of glycemic control, body mass index of the pa-
tient and cardiac co morbidity such as hypertension, dyslipid-
emia, was the well-known factors for sexual dysfunction in dia-
betic patient in the current study.

 Recommendations

These findings are similar to those found in other studies 
done in different countries reinforcing the need to screen for 
ED in diabetic patients as it is done for other chronic complica-
tions of diabetes in routine clinical practices for early detection, 
treatment and possibly prevention. 

The screening for presence or absence of ED can be best 
done by the use of IIEF questionnaire. Interventions aimed at 
prevention of DM especially type 2; early diagnosis of DM and 
detection of its complications e.g ED, and adherence to treat-
ment to prevent these complication should be implemented. 
ED is a neglected medical problem that warranty screening at 
each visit and deliver appropriate treatment. Further studies 
should emphasize on temporal variation to show true causality 
especially in low-income settings.

Study Strength 

In study, the interview on the IIEF questionnaire was done 
by the author among all participants; this increased the internal 

validity of the study. Due to stigma attached to ED there was 
a potential that study participant could either shy away from 
participating or hide information related to ED. We minimized 
this by providing adequate information to the potential study 
participants on the importance of study and we also ensured 
confidentiality.

 Study Limitations

One of potential limitations is about generalizability. Aira 
General Hospital might not be a true representative of the gen-
eral population but probably relevant to the population of dia-
betics. 

Other causes of ED such as depression were not explored in 
this study. Causality cannot be drawn from cross-sectional stud-
ies; because both exposure and outcome are assessed at the 
same point in time i.e this study cannot establish a temporal 
cause-effect relationship. However, it can confirm the associa-
tion between cormobidity and ED in patients with diabetes. 
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