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 5 
ABSTRACT 6 
Introduction: Sexual dysfunction complications of diabetes mellitus are major public health 7 
problems because of their effects on individuals, families, and communities. The objective of this 8 
study was to describe the effects of sexual dysfunction on health-related quality of life in primary care 9 
patients with diabetes mellitus in Uyo, South-south, Nigeria. 10 
Methods: This was a prospective cross-sectional study conducted between January and December 11 
2017.  Using a systematic sampling techniques, 377subject aged 18 -69 years were recruited, data 12 
were collected with an interviewer-administered structured questionnaire. 13 
Results: Of the 377 respondents, 176(46.3%) had sexual dysfunction. The mean age of the 14 
respondents was 49.6 + 5.6 year. The prevalence of sexual dysfunction based on IIEF domains among 15 
respondents were as follows: erectile dysfunction 149 (84.7%); impairment in sexual drive  16 
142(80.7%); impairment in intercourse satisfaction 126(71.6%); impairment in overall satisfaction 17 
106 (60.2%) and impairment in orgasm satisfaction 78 (44.3%).  Respondents also reported 18 
impairment in their overall quality of life (p = 0.000); general health satisfaction (p=0.001); as well as 19 
physical health (p=0.001); psychological health (p=0.000) and social relationship domains (p=0.000) 20 
of their health-related quality of life-based on WHOQOL-Bref. 21 
Conclusion: Sexual dysfunction is one of the major complications of diabetes mellitus; its effect on 22 
health-related quality of life of those affected is often under-estimated.  There is, therefore, need for 23 
primary care physicians to develop and execute interventions to address the sexual social as well as 24 
psychological health need of diabetic patient with sexual dysfunction.  25 
Keywords: sexual dysfunction, diabetes mellitus, health-related quality of life, primary care, south-26 
south, Nigeria 27 
 28 
INTRODUCTION 29 
 30 
The World Health Organization (WHO) defines sexual health as a state of physical, emotional, mental 31 
and social wellbeing in relation to sexuality and not merely the absence of disease, dysfunction or 32 
infirmity.1 33 
Sexual dysfunction is defined as the various ways in which an individual is unable to participate in a 34 
sexual relationship as he or she is supposed to.2 35 
Sexual and reproductive health and wellbeing are essential if people must have responsible, safe and 36 
satisfying sex live. 37 
Health-related quality of life (HRQOL) refers to how health impacts on an individual’s ability to 38 
function and his or her perceived wellbeing in physical, mental and social domains of life.3 39 
The World Health Organization Quality of Life (WHOQOL) study group defines the quality of life as 40 
an individuals’ perception of their position in life in the context of the culture and value system in 41 
which they live and in relation to the goals, expectations, standards, and concerns.4 42 
It is a broad ranging concept affected in a complex way by individual’s physical health, psychological 43 
state, personal beliefs, social relationship and their relationship to salient features of the environment.  44 



2 
 

Sexual dysfunction substantially impacts an individual’s quality of life and as a consequence, quality 45 
of life has become an important end point in the clinical research of sexual dysfunction. 5 46 
Diabetes mellitus is a chronic metabolic disease caused by a variable combination of two pathogenic 47 
factors namely: insulin deficiency and insulin resistance thus leading to elevated levels of glucose 48 
(hyperglycemia).6 49 
Elevated levels of glucose (hyperglycemia) produce the classical symptoms of polyuria (frequent 50 
urination), polydipsia (increased thirst) and polyphagia (increased hunger). 6  51 
Hyperglycaemia is its most easily measured laboratory marker and the liability to chronic 52 
degenerative disease in almost all body tissues is the hallmark of diabetes mellitus.7 53 
Diabetes mellitus is a global clinical and family health problem.  It is a multi-dimensional medical 54 
condition that requires the significant participation of patients and members of the family in the 55 
process of care.8 56 
It impacts significantly on every facet of quality of life of the affected persons and their families and 57 
places a huge burden on personal, family and national income.9 58 
The number of people living with diabetes mellitus has increased worldwide with an estimated value 59 
of about 28 million in 2010 10. 60 
In 2012 more than 371 million people had diabetes mellitus and this is expected to rise to 552 million 61 
by 2030. 10 62 
In Nigeria, however, the reported prevalence of diabetes mellitus is 4.7%.9 63 
Diabetes mellitus is a major cause of micro and macro vascular disease affecting almost every system 64 
in the body.6 65 
The pathogenesis of sexual dysfunction in diabetes mellitus is multifactorial and complex but is 66 
related to both organic and psychological factors. 11 67 
Sexual dysfunction although not life-threatening has a significant impact on quality of life since the 68 
sexual function is an important component of individuals’ life and subjective wellbeing.5 69 
Sexual dysfunction affects the quality of life of an individual including their sexual partners. 70 
Reports indicate that sexual problems among diabetics are widespread and adversely affect the mood, 71 
well-being and inter-personal functioning of the individual. 12 72 
A chronic disease such as diabetes mellitus with their complications may adversely affect mental 73 
adjustment and health of the couple, leading to dissatisfaction with marriage and marital relationships 74 
further compounding the effect of sexual dysfunction on quality of life of diabetic patients. 12 75 
There has been increasing interest in research on health-related quality of life (HRQOL) in individuals 76 
with chronic illnesses in Nigeria. 13, 14  77 
There is, however, the paucity of published reports on HRQOL among primary care diabetes mellitus 78 
patients in Uyo, South-south Nigeria. 79 
It is hoped that findings from this study will assist primary care physician to further appreciate the 80 
scope of care to be given to patients with this illness with a view to improving their quality of life. 81 
 82 
SUBJECTS, MATERIALS, AND METHODS 83 
 84 
LOCATION OF THE STUDY 85 
This study was carried out at the family medicine outpatient clinic of the University of Uyo Teaching 86 
Hospital (UUTH) 87 
UUTH is located on the outskirts of Uyo, the capital of Akwa Ibom State of Nigeria. 88 
Nigeria is divided into six geopolitical zones as follows: North-East, North-West, North- Central, 89 
South-East, South-West, and South-South.  Uyo is located in the South-South geopolitical zone.  90 
UUTH is one of the tertiary and referral health institutions in the state and its environs, serving a 91 
population of approximately 3.9 million people15. 92 
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 SUBJECTS: 93 

A total of 377 patients who attended the general out-patient family medicine clinic between January 94 
and December 2017 were recruited into the study. Sample size for this study was calculated using the 95 
formula n=z2pq/d2, where ‘n’ is the desired sample size, ‘z’ represents standard normal deviation set 96 
at 95% confidence level which corresponds to 1.96, ‘p’ is the reported prevalence of sexual 97 
dysfunction among diabetes mellitus patients in Nigeria (57.7%)16  ‘d’ is the precision which at 95% 98 
confidence interval is 5%. The calculated sample size was 377. 99 

About one thousand, one hundred and fifty male diabetes mellitus patients were expected to register 100 
for care during the period of the study.  This followed unpublished report obtained from the health 101 
information department of UUTH. This projection arose from the record available following diabetes 102 
clinic attendance between January and December 2016. 103 

Respondents included all newly registered male diabetes mellitus patients as well as those who 104 
returned for follow up care. Their case notes were marked to forestall duplication of entry. They were 105 
recruited using a systematic sampling method with a sampling interval of three. Numbers ranging 106 
from one to three were assigned to the first three respondents who met the inclusion criteria. 107 

The first respondent was chosen by simple balloting which was done by randomly picking one of the 108 
members from a basket containing the assigned numbers. Thereafter, every third respondent was 109 
recruited for the study.   Where, however, such a respondent did not consent to take part in the study, 110 
such a respondent was dropped, then the next respondent that met the inclusion criteria was recruited. 111 

Inclusion criteria included all newly registered male diabetes mellitus patients as well as those who 112 
return for follow-up care. Exclusion criteria included all critically ill patients as well as those who 113 
needed emergency care.  Those who declined consent to be enlisted were also excluded. Ethical 114 
approval for this study was obtained from the UUTH institutional review committee. 115 

METHODS 116 

This was a prospective cross-sectional study conducted between January and December 2017.  Three 117 
hundred and seventy –seven male diabetes mellitus patients aged between 18 and 69 years who 118 
attended the family medicine general outpatient clinic during the study period were recruited. 119 

A structured and pre-tested interview-administered questionnaire was used to obtain information 120 
about socio-demographic profiles of the respondents.  Respondents level of income was determined 121 
using the Nigeria National minimum wage Act passed by the Nigerian parliament. 17 122 

The act stipulates a maximum basic monthly income of sixty thousand nairas only for low-income 123 
earners; a maximum basic monthly income of one hundred and sixty-five thousand nairas only for 124 
middle-income earners and a maximum income of two hundred and ninety-five thousand nairas only 125 
for high-level income. At present, about four hundred naira exchanges for one American dollar. 126 
Sexual dysfunction was assessed using the international index of erectile function questionnaire 127 
(IIEF). 18 128 

IIEF is a 15-item questionnaire that assesses five domains of sexual function namely: erectile 129 
dysfunction, intercourse satisfaction, sexual drive, orgasm satisfaction as well as overall satisfaction. 130 
Based on the scores on IIEF, the classification of sexual dysfunction were as follows:  Erectile 131 



4 
 

dysfunction: (range of scores: 1-30; dysfunction score: < 25); intercourse satisfaction: (range of 132 
scores: 0 -15; dysfunction score: < 10); sexual drive: (range of scores: 0-10; dysfunction score: < 8); 133 
Orgasm satisfaction: (range of scores: 0 -10; dysfunction score: < 8); overall satisfaction: (range of 134 
scores:2-10; dysfunction score: < 8). 16 135 

Health-related quality of life was measured using the abridged version of the World Health 136 
Organization quality of life instrument (WHOQOL-Bref) 19. 137 

The WHOQOL-Bref is a generic instrument developed in a wide range of languages for use in 138 
different cultural settings.  It yields comparable scores across cultures. 139 

The WHOQOL- Bref consists of domains (or dimensions) and facets (or subdomains).  The 140 
WHOQOL-Bref produces the quality of life profile with 4-domains namely physical health 141 
psychological health, social relationships and environment.20 142 
Two items are assessed separately and these are individual’s overall perception of quality of life 143 
(QoL) as well as the overall perception of health. The four-main domain scores are scaled in a 144 
positive direction; higher scores denote higher QoL.  The scores of items within each domain are used 145 
to calculate the domain scores. 146 

After organizing the responses into the QOL, mean scores were generated from the possible scores in 147 
each domain.  The raw score was then converted to transformed scores by multiplying the raw scores 148 
by 4 in order to make the domain score comparable with the scores used in the WHOQOL -100.20 149 

 The respondents’ individual scores for each domain were then compared with the possible mean 150 
score. Since the domain scores have normally distributed a score of mean minus one (-1) standard 151 
deviation (SD) is graded poor, while a score of the mean plus one (+1) standard deviation (SD) is 152 
graded well.20 The instrument has been used in previous studies in Nigeria.21, 22, 23 153 

Diabetes mellitus was diagnosed based on the 2011 revised criteria by the expert committee on the 154 
diagnosis and classification of diabetes mellitus which recommends the diagnosis of diabetes based on 155 
two fasting plasma glucose (2FPG) levels of 126mgldl (7.0mmql/L) or higher, or two 2-hour post 156 
prandial glucose readings of 200mgldl (11.1mmql/L) or higher or glycosylated haemoglobin (Hb1C) 157 
of > 6.4%.24 158 

DATA ANALYSIS 159 

Statistical analysis was done using statistical package for social sciences (SPSS) version 18.0. 160 
Summary scores were generated for the WHOQOL-Bref by organizing the items into facets which 161 
represent the domains covered by the questionnaire. Since the scores for each domain were normally 162 
distributed, the categorization of the levels of quality of life (QOL) for each domain was done using 163 
the value of +1 or-1standard deviation (SD). The categories of good and poor were cross-tabulated 164 
against the presence or absence of sexual dysfunction. Frequency distribution and cross-tabulation 165 
were generated, chi-square was used to compare proportions.   The corresponding p-values were used 166 
to determine the level of statistical significance. The P-value of 0.05 was used to determine the level 167 
of statistical significance. 168 

RESULTS: 169 
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A total of 377 respondents were recruited into the study. Of these, 61(16.2%) were between 18 and 29 170 
years of age, 99(26.3%) were between 30 and 39 years of age while 94(24.9%) were between 40 and 171 
49 years, 86(22.8%) were aged 50-59 years while 37(9.8%) were aged between 60 and 69 years. 172 

A total of 188(49.9%) respondents were married; 82(21.8%) respondents were single while 71(18.8%) 173 
respondents were widows. Table 1 shows the socio-demographic characteristics and number of male 174 
respondents with and without sexual dysfunction.  Of the 377 respondents, 30(7.9%) had no formal 175 
education; 97(25.7%) had a primary education; 138(36.6%) had a secondary education while 176 
112(29.7%) had a post-secondary level of education. 177 

Sixty-seven (17.8%) respondents were unemployed; 127(33.7%) respondents were skilled workers 178 
while 82(21.8%) respondents were professionals in various fields of human endeavor.    One hundred 179 
and sixty-five (43.8%) respondents were low-level income earners; 156(41.4%) respondents were 180 
middle-income earners while 56 (14.8%) were high-level income earners. 181 

Table 2 shows the prevalence of sexual dysfunction among respondents. 182 

One hundred and seventy-six (46.3%) respondents reported the presence of sexual dysfunction.  Of 183 
these, 149(84.7%) had erectile dysfunction; 126 (71.6%) respondents had difficulty with intercourse 184 
satisfaction; 142(80.7%) reported impairment with sexual drive, 78(44.3%) had an impairment with 185 
orgasm satisfaction. One hundred and six (60.2%) respondents reported impairment in overall sexual 186 
dysfunction. There were, however, multiple responses. 187 

Table 3 shows the quality of life rating among respondents with and without sexual dysfunction. 188 

A total of 131(34.7%) respondents with sexual dysfunction reported statistically significant poor 189 
overall quality of life (QoL) compared to 89 (23.6%) respondents without sexual dysfunction (p= 190 
0.000). 191 

One hundred and fifty-four (40.8%) respondents with sexual dysfunction reported poor general health 192 
satisfaction compared to 59 (15.6%) respondents without sexual dysfunction. This was also 193 
statistically significant (P = 0.000). 194 

One hundred and fifty (39.8%) respondents with sexual dysfunction reported poor satisfaction with 195 
physical health compared to 142(37.7%) respondents without sexual dysfunction.  This was 196 
statistically significant (P = 0.001).With regard to psychological health, 144(38.2%) respondents with 197 
sexual dysfunction were graded poorly while 79 (21.0%) respondents without sexual dysfunction 198 
were graded poorly. This was statistically significant (p= 0.000). One hundred and thirty-five (35.8%) 199 
respondents with sexual dysfunction were graded poorly compared to 68 (18.0%) respondents without 200 
sexual dysfunction in the social relationship domain quality of life rating. This was statistically 201 
significant (p=0.000). 202 

DISCUSSION 203 

The mean age of respondents in this study was 49.6 + 5.6 years with a range of 18 to 69 years.  This 204 
was comparable to the mean age of 48.0 years reported by another study involving diabetic men in 205 
Benin City South-South Nigeria 16. This finding goes to reinforce the fact that sexual dysfunction is a 206 
natural complication of diabetes mellitus although advancing age can also be implicated  207 
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The prevalence of sexual dysfunction among respondents in this study was 46.3%.  This was lower 208 
than 57.7% earlier reported among diabetic patients in Nigeria as well as 69.3% reported among male 209 
diabetes mellitus patients in Ghana 16, 25. 210 

The difference in the prevalence of sexual dysfunction among the different workers might be due to 211 
the differences in the study design as well as the study subjects, but it is important to note that sexual 212 
dysfunction is a frequent complication of diabetes mellitus arising from the interplay of autonomic 213 
neuropathy, vasculopathy, endocrinopathy and psychogenic factors.  Primary care physicians need to 214 
be fully conversant with these so as to be able to holistically address the health care needs of their 215 
diabetic primary care patient.  It is also important to note that diabetes mellitus may not be the only 216 
reason for the presence of sexual dysfunction among respondents in the study judging from the 217 
diverse background of the respondents in terms of the level of education, occupational status, and 218 
income levels. The role of these factors as a cause of sexual dysfunction among diabetes mellitus 219 
patients need to be further explored.  Respondents in this study reported various degrees of 220 
impairment in the different domains of sexual function assessment.  Erectile dysfunction was the most 221 
prevalent sexual dysfunction reported by respondents.  It was reported by 84.7% respondents. This 222 
was lower than 98.0% reported by another study.16  223 

Impairment in the sexual drive was reported by one hundred and forty-two (80.7%) respondents. This 224 
is higher than 25.0% reported by another study.16   The presence of a normal sexual desire and the 225 
inability to physically act on that desire would naturally lead to disorders in interpersonal 226 
relationships, problems with partners as well as an increase in mental stress thus further compounding 227 
the care of such a patient. 228 

Finding from this study shows that sexual dysfunction significantly impacts the quality of life of 229 
diabetic male patients recruited for this study. 230 

Diabetes mellitus respondents with sexual dysfunction reported significant impairment in their overall 231 
quality of life as well as general health satisfaction. These are in agreement with other studies which 232 
also showed that erectile dysfunction resulting from complications of diabetes mellitus is associated 233 
with a decline in quality of life of affected individuals leading to depression, anxiety, increased the 234 
level of conflict and defect in satisfaction with relationships.27, 28 235 

Respondents with sexual dysfunction also reported significant negative impact on physical, 236 
psychological and social domains of their health-related quality of life. 237 

This also agrees with previous reports which showed that erectile dysfunction, a form of sexual 238 
dysfunction causes impairment in functional status, lower sexual self-efficacy as well as greater 239 
depression and anxiety among those that are affected.22, 29, 30 240 

CONCLUSION 241 

In conclusion, findings from this study show that sexual dysfunction is a frequent complication of 242 
diabetes mellitus. Its negative effect on health-related quality of life of primary care patients shows 243 
that sexual dysfunction is a serious family health problem among diabetic patients. 244 

Findings from this study should assist primary care physicians to develop and execute interventions to 245 
address the sexual, social as well as psychological health needs of diabetic patients with sexual 246 
dysfunction. 247 
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Limitation of the study: 248 
The major limitation of this study was that it was difficult to characterize the respondents regarding 249 
the type of diabetes mellitus as to type 1 or type 2 since such facility was not present. Moreover, this 250 
was a hospital-based study as such the result may not be generalized to the general population.  251 

REFERENCES 252 

1. World Health Organization. Defining sexual health: Report of technical consultation on 253 
sexual health Geneva 2006. 254 

2. World Health Organization: ICD-10: International Statistical classification of Diseases and 255 
related Health problems. World Health Organization: Geneva 1992: 256 

3. Linking clinical variables with health-related quality of life: a conceptual model of patient 257 
outcomes. Journal of American medical Association 1995; 273: 59-65 258 

4. William J.I. Ready, Set, Stop. Reflections on assessing quality of life and WHOQOL-100 (US 259 
VERSION), variance and dissent. Journal of clinical epidemiology 2000; 53:13-17. 260 

5. Althof SE. Quality of life and erectile dysfunction. Urology 2000; 59:803-810; 261 
6. World Health Organization. Definition, diagnosis and classification of diabetes mellitus and 262 

its complications: report of a WHO consultation, WHO, Geneva 1999. 263 
7. American Diabetes Association. Diagnosis and classification of diabetes mellitus. Diabetes 264 

care. 2010; 33(supplement) S62-69 265 
8. American Diabetes Association. Standards of Medical Care in diabetes. Diabetes care 2014; 266 

37(supplement) S14 -80 267 
9. Iloh Gup, Amadi AN, Ebirim CIC. Type 2 Diabetes Mellitus in Ambulatory Adult Nigerians: 268 

Prevalence and Associated Family Biosocial Factors in a primary care Clinic in Eastern 269 
Nigeria: A cross-sectional study clinical health 2015; 9(3)1-12 270 

10. Wild S, Roglic G. Green A. Sicree R. King H. Global prevalence of diabetes: Estimates for 271 
the year 2000 and projections for 2030. Diabetes care 2004; 27(5): 1047-53 272 

11. Maiorino MI, Bellastella G, Esposito K. Diabetes and sexual dysfunction: Current 273 
perspectives. Diabetes Metab. Synd. Obes.2014; 7:95-103 274 

12. Manjunath K, Christopher P, Prasad JH. Quality of life of patients with type 2 Diabetes: a 275 
cross sectional study in Rural South India. Journal of family medicine and primary care 2014; 276 
3 (4): 396-399 277 

13. Ogunlana MO, Adedokun B, Dairo MD, Odunaiya NA. A profile and predictors of health 278 
related quality of life among hypertensive patients in South-Western Nigeria. BMC 279 
cardiovascular Disorder 2009; 9(1): 25 280 

14. Abasiubong F, Ekott J U, Bassey E A, Etukumana E A, Ediyan-Ekpa M- Quality of life in 281 
people with HIV/AIDS in Niger Delta Region, Nigeria. J. Mental Health 2010; 19(2): 211-282 
218 283 

15. World Health organization (WHO) Newsletter, Quarterly Bulletin of the World Health 284 
Organization, Nigeria. 2007; 18:7 285 

16. Unadike BC, Eregie A, Ohwovoriole AE prevalence and types of sexual dysfunction among 286 
males with diabetes mellitus in Nigeria. Mera Diabetes international 2008; 18-20 287 

17. National Minimum wage Act Cap NO.61 Laws of the Federation of Nigeria 2004 as amended 288 
by Act 2011 289 

18. Rosen RC, Riley A, Wagner G. The international index of erectile function (11EF): A 290 
Multidimensional scale for assessment of erectile dysfunction. Urology 2008; 6: 822-30 291 



8 
 

19. World Health Organizational Quality of life (WHOQOl) group. The WHO quality of life 292 
assessment (WHOQOL): Development and general psychometric properties. Social science 293 
and medicine 1998; 1569-1583 294 

20. World Health Organization programme on mental health. WHOQOL-BREF. Introduction, 295 
administration, scoring and generic version of assessment. World Health Organization, 296 
Geneva, Switzerland 1996 297 

21. MakanJuola AB, Adeponle AB, Obembe AO. Quality of life in patients with Schizophrenia in 298 
Nigeria. Nigerian Medical Practitioner 2005; 48:36-42 299 

22. Issa BA, Baiyewu O. Quality of life of patients with Diabetes Mellitus in a Nigerian Teaching 300 
Hospital. Hong Kong psychiatry 2006; 16:27-33 301 

23. Fatoye FO, Komolafe MA, Adewuya AO, Fatoye GK. Emotional distress and self-reported 302 
quality of life among primary care givers of stroke survivors in Nigeria. East African Medical 303 
Journal 2006; 83:271-279 304 

24. International Diabetes Federation (IDF) 5th Edition of the diabetes Atlas 2011 Available on: 305 
http://www/df.org/diabetes atlas/diabetes and impaired glucose tolerance accessed on 306 
30.12.2017 307 

25. Owiredu WKBA, Amidu N, Alidu H, Sarpong C, Gyasi-Serpong Ck. Determinants of sexual 308 
dysfunction among clinically Diagnosed diabetic patients. Reprod. Biol. Endocrinol. 2011; 309 
9:70 310 

26. Malavige LS, Jayaratne SD, Kathriarachi ST. Erectile dysfunction among men with diabetes 311 
is strongly associated with premature ejaculation and Reduced Libido J. Sex. Med. 2008; 5: 312 
2125-34  313 

27. McCabe MP, Matie H. Erectile dysfunction and relationships: views of men with erectile 314 
dysfunction and their partners. Sexual and Relationship therapy 2008; 23(1): 51-60  315 

28. De Baradis G, Franciosi M, D, Nardo B, Greenfield S, Kaplan SH, Belfiglio M et al Erectile 316 
dysfunction and quality of life in type 2 Diabetes patients, a serious problem too often 317 
overlooked. Diabetes Care 2002; 25: 284-291 318 

29. McCabe MP. Intimacy and quality of life among sexually dysfunctional men and women. 319 
Journal of sex and marital therapy 1997; 23(4): 276-290 320 

30. Litwin MS, Nied RJ, Dhanni N. Health-Related Quality of life in men with erectile 321 
dysfunction. Journal of General Internal medicine 1998; 13(3): 159-166. 322 

Table 1: 323 

SOCIAL DEMOGRAPHIC CHARACTERISTICS OF RESPONDENT S 324 
VARIABLES RESPONDENTS 

 With sexual 
dysfunction 
(n=176[%]) 

Without  sexual 
dysfunction 
(n= 201[%]) 

Total 
(n=377[%]) 

    

Age in years     

Up to 29 12[(3.2] 49 [13.0]  61 [16.2] 

30- – 39 61 [16.2] 38 [10.1] 99 [26.3] 

40 – 49 34 [9.0] 60 [15.4] 94 ([24.9] 

50 – 59 46 [12.2] 40 [10.6] 86 [22.8] 

60- 69  23 [6.1] 14 [3.7] 37 [9.8] 
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Marital Status     

Single 45 [11.9] 37 [9.8] 82 [21.8] 

Married 84 [22.3] 104 [27.6] 188 [49.9] 

Divorced/Separated 16 [4.2] 20 [5.3] 36 [9.5] 

Widowed 31 [8.2] 40 [10.6] 71 [18.8] 

Educational Level    

No formal Education 19 [5.0] 11 [2.9] 30 [7.9] 

Primary 36 [9.5] 61 [16.2] 97 [25.7] 

Secondary 55 [14.6] 83 [22.0] 138 [36.6] 

Post-Secondary  66 [17.5] 46 [12.2] 112 [29.7] 

Occupation    

Unemployed  21[5.6] 46 [12.2] 67 [17.8] 

Unskilled 69 [18.3] 32 [8.5] 101 [26.8] 

Skilled 56 [14.9] 71 [18.8] 127 (33.7] 

Professional 30 [8.0] 52 [13.8] 82 [21.8] 

Income level    

Low 78 [20.7] 87 [23.1] 165 [43.8] 

Middle 64 [17.0] 92 [24.4] 156 [41.4] 

High 34 [9.0] 22 [5.8] 56 [14.8] 

 325 

TABLE 2 326 

PREVALENCE OF SEXUAL DYSFUNCTION AMONG RESPONDENTS BASED ON IIEF 327 
DOMAINS 328 

 329 
Variables Frequency [%] * 

Sexual dysfunction  176 [46.3] 

No sexual dysfunction  201 [53.7] 

Domains of Sexual dysfunction  

Erectile dysfunction 149 [84.7] 

Intercourse satisfaction 126 [71.6] 

Sexual Drive 142 [80.7] 

Orgasm satisfaction 78 [44.3] 

Overall satisfaction 106 [60.2] 

*   multiple responses given 330 

 331 



10 
 

TABLE 3 332 
QUALITY OF LIFE (QOL) RATING AMONG RESPONDENTS WITH AND WITHOUT 333 
SEXUAL DYSFUNCTION  334 
 335 

VARIABLE SUBJECTS    X2 P-VALUE 
Domains  With sexual 

dysfunction 
(n=176[%]) 

Without sexual 
dysfunction 
(n=201[%]) 

  

Overall quality  of 
life 

    

Good 45[11.9] 112 [29.7] 35.07 0.000* 
Poor 131 [34.7] 89 [28.6]   
General health 
satisfaction 

    

Good 22 [5.8] 142 [37.7] 129.09 0.000* 
Poor 154 [40.8] 59 [15.6]   
Domain 1 
(Physical health) 

    

Good 26 [6.9] 59 [15.6] 11.423  0.001* 
Poor 150 [39.8] 142 [37.7]   
Domain 2 
(Psychological 
health) 

    

Good 32 [8.5] 122 [32.4] 70.19 0.000* 
Poor 144 [38.2] 79 [21.0]   
Domain 3 (Social 
relationship)  

    

Good 41 [10.9] 133 [35.3] 69.40 0.000* 
Poor 135 [35.8] 68 [18.0]   
Domain 4 
(Environmental 
health) 

    

Good 28 [7.4] 46 [12.2] 2.89 0.093 
Poor 148 [39.3] 155 [41.1]   
     

*statistically significant 336 


