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ABSTRACT
Objective: Erectile dysfunction (ED), defined as the inability to acquire or maintain an erection sufficient for a satisfactory sexual activity, is often associated 
with psychiatric disorders. In this study, it was aimed to investigate the relationship of ED with anxiety disorder and decreased self-esteem.

Materials and Methods: The study group (Group 1) consisted of 80 male patients older than 18 years, who applied to the urology outpatient clinic with the 
complaint of ED between May 1, 2022, and October 31, 2022, and the control group (Group 2) consisted of 80 healthy men in the same age group without any 
erection problems. Group 1 was matched with Group 2 for age and level of education. Demographic data of all participants were noted. The erection status was 
scored with the International Index of Erectile Function-15 (IIEF-15), the anxiety status was scored with State-Trait Anxiety Inventory (STAI I-II), and self-esteem 
was scored with Rosenberg Self-Esteem Scale (RSES), and the results of two groups were compared.

Results: Group 1 (38.6±13.13 years) and Group 2 (36.9±9.6 years) were similar for their ages (p=0.804). The mean IIEF-EF score was 14.7±6.1 in Group 1 and 
28.9±1.2 in Group 2 (p<0.01). The mean STAI I-II scores were significantly higher in Group 1 (p<0.01). The mean RSES score was significantly higher in Group 1 
(2.1±1.11) compared to Group 2 (0.77±0.55), indicating lower self-esteem in patients with ED (p<0.01).

Conclusion: The results of our study indicated that ED was associated with low self-esteem and anxiety disorder.
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INTRODUCTION
Erectile dysfunction (ED) is defined as the persistent inability 
to attain and maintain an erection sufficient to permit satis-
factory sexual performance.[1] ED most frequently presents 
after 40 years of age and its prevalence increases with age, 
however, recent publications have shown that its prevalence 
has been increasing in people younger than 40 years of age.
[2,3] The mean prevalence in men between 40 and 79 years 
of age was reported as 30%.[4] In the study conducted in our 
country by the Turkish Society of Andrology Men’s Sexual 
Health Working Group, the prevalence of ED was reported 

as 17% in 40–49, 35.5% in 50–59, 68.8% in 60–69-year age 
groups, and 82.9% in men ≥70 years of age.[5]

Various factors including anatomic, neurologic, endocrino-
logic, vascular, and psychogenic factors play a role in the 
pathophysiology of ED. Most of the patients with ED have 
more than one etiological factor and organic causes are 
present in over 80% of cases. The psychogenic component of-
ten accompanies other pathophysiological factors although 
this is not a rule.[6] Psychogenic ED refers to the ED caused 
by psychological or inter-relational factors. Psychogenic ED 
usually coexists with other sexual dysfunctions (particularly 
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hypoactive sexuality) and major psychiatric disorders (par-
ticularly depression and anxiety disorders).[7,8] Although ED 
is not a life-threatening condition, it causes anxiety disorder, 
depression, anger, low self-esteem, and lack of self-confi-
dence and affects the quality of life negatively.[9]

Although the correlation of ED with anxiety disorder and its 
correlation with self-esteem was studied before, only a lim-
ited number of studies has evaluated correlation of all those 
three variables. In this study, it was aimed to determine the 
relationship of ED with anxiety disorder and self-esteem. 
Clarifying this relationship will enable clinicians to better 
understand the role of anxiety disorder and self-esteem in 
the development of ED and to establish a clinical approach 
suitable for the specific needs of their patients.

MATERIALS and METHODS
Ethics committee approval was obtained from Dr. Abdu-
rrahman Yurtaslan Training and Research Hospital Clinical 
Research Ethics Committee (date: April 7, 2021, no: 2021-
04/1119). This descriptive correlation study was carried out 
in accordance with the ethical rules and the principles of the 
Declaration of Helsinki.

The patient group (Group 1) consisted of 80 male patients 
over the age of 18 years who applied to the urology outpatient 
clinic with the complaint of ED between May 1, 2022, and Oc-
tober 31, 2022, and the control group (Group 2), consisting of 
80 healthy men in the same age group without any erection 
problems, were included in the study. All participants were 
informed about the study in detail and they provided their 
written informed consent before starting the study. Hetero-
sexual men who were older than 18-year age, had regular 
sexual activity in the previous 6 months, and were able to fill 
out the questionnaires in Turkish were included in the study. 
The patients with previous pelvic surgery, diabetes mellitus, 
hypertension, congestive heart failure, neurological or psy-
chiatric disorders that may cause ED, and the patients who 
were on medications that may cause ED including antihyper-
tensives, antidepressants, or antipsychotics were excluded. 
The testosterone levels of the patients in Group 1 were eval-
uated and those with low testosterone levels were exclud-
ed from the study. The demographic data of all participants 
were noted including age, body mass index, and education-
al status. ED was evaluated with the International Index of 
Erectile Function-15 (IIEF-15), anxiety was assessed with the 
State-Trait Anxiety Inventory (STAI I-II), and self-esteem was 
determined with the Rosenberg Self-Esteem Scale (RSES) in 
both groups. The results of two groups were compared.

International Index of Erectile Function-15
International Index of Erectile Function 15 (IIEF-15) is an in-
quiry questionnaire developed by Rosen to question male 
sexual functions. With this survey consisting of fifteen ques-
tions, five different sexual function areas of the participants 
are evaluated: Erectile function, orgasmic function, sexual 
desire, intercourse satisfaction, and overall satisfaction. The 
erectile function domain is evaluated with questions 1st, 2nd, 
3rd, 4th, 5th and 15th and the score obtained from this section 
is called the IIEF-EF score. The lowest score that can be ob-
tained from this section is 0, and the highest score is 30.[10]

State-Trait Anxiety Inventory
The State-Trait Anxiety Inventory is one of the most widely 
used tools to measure anxiety. It was developed by Spiel-
berger et al. and adapted to Turkish and validated by Oner 
and Le Compte.[11,12] The State-Trait Anxiety Inventory in-
cludes two separate scales consisting of a total of 40 items. 
The first scale, the State Anxiety Inventory, consists of state-
ments that indicate how the person feels at a certain mo-
ment, and the second scale, the Trait Anxiety Inventory, how 
the person feels in general. The highest score is 80 and the 
lowest score is 20. The higher the total anxiety score, the 
higher the anxiety level.

RSES
RSES is one of the most reliable tools used to measure 
self-esteem in psychiatry. It was developed by Morris Rosen-
berg in 1963.[13] Validity and reliability studies of the scale 
were conducted in our country, its overall validity was deter-
mined as 71%, and the reliability of the self-esteem domain 
was determined as 75%.[14,15]

The RSES contains 12 domains and a total of 63 questions. 
The first domain is the self-esteem domain which consists of 
6 items and a total of 10 questions. The lowest score that can 
be obtained from 10 items is 0, and the highest score is 6. A 
total score of 0–1 indicates high, 2–4 indicates moderate, and 
5–6 indicates low self-esteem.

Statistical Analysis 
SPSS 20.0 (IBM, Chicago, IL, USA) software was used for 
statistical analysis. The conformity of the quantitative data 
to the normal distribution was analyzed with the Kolmog-
orov–Smirnov test. It was determined that parametric test 
assumptions were not met and the data did not have nor-
mal distributions, therefore, the groups were compared 
with Mann–Whitney U-test. We used Fisher’s exact and Chi-
square tests to compare qualitative data between groups. 
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The sample size for each group, calculated with an effect size 
of 0.5, a significance level of 0.05, and a power of 0.80, de-
termined a minimum requirement of 74 people per group. 
Correlation analysis of IIEF-EF scores with RSES, STAI-I, and 
STAI-II scores was performed with Spearman’s test. Statisti-
cal significance was set at p<0.05.

RESULTS
Two study groups were similar for age, marital status, and 
educational status. There was no difference between the 
groups in terms of basic demographic data except for IIEF-
EF scores. The demographic data of the participants are pre-
sented in Table 1.

IIEF-EF, STAI I-II, and RSES scores
The mean IIEF-EF score was 14.7±6.1 in Group 1 and 28.9±1.2 
in Group 2 (p<0.01). The STAI I - state anxiety score was 
44.1±11.9 in Group 1 and 33.5±7.38 in Group 2. The STAI-II-
trait anxiety score was 45.3±9.12 in Group 1 and 37.1±6.9 in 
Group 2. It was determined that both state and trait anxiety 
scores were significantly higher in Group 1 when compared 
to in Group 2 (pSTAI-I <0.01, pSTAI-II <0.01). When RSES 
scores were considered, the mean score of Group 1 was sig-
nificantly higher than Group 2, indicating a low self-esteem 

in Group 1 (mean RSES scores for Group 1 and Group 2 were 
2.1±1.11 and 0.77±0.55, respectively, pRSES<0.01) (Table 1).

Correlation Analysis
Spearman’s correlation analysis was performed to examine 
the relationship of IIEF-EF scores with STAI and RSES scores. 
IIEF-EF score was negatively correlated with RSES (r=−0.617, 
p=0.000), STAI-I (r=−0.496, p=0.000), and STAI-II (r=−0.437, 
p=0.000) scores (Fig. 1). A complete list of correlations is 
presented in Table 2.

DISCUSSION
A healthy sex life is one of the most important components 
of a satisfying relationship and a good quality of life.[16] An 
adequate sexual function contributes to a better subjec-
tive health perception and a good overall quality of life by 
making the person feel good.[17] The deterioration of sexual 
health, on the other hand, causes deterioration of the quality 
of life together with the psychosocial problems it brings. ED 
is one of the most common sexual dysfunctions when male 
sexual health is concerned.[18]

ED affects the sexual function and quality of life negative-
ly both in the affected individual and his partner.[19,20] It has 

Table 1. Demographic data

			   Group 1			   Group 2		  p 
			   (n=80)			   (n=80)

		  n		  %	 n		  %

Age (years)	 38.6±13.13 (18–73)	 36.9±9.6 (23–66)	 0.804m

Marital status

	 Married	 50		  62.5	 56		  70

	 Single	 30		  37.5	 24		  62.5	 0.403χ2

Educational status

	 Primary school	 4		  5	 2		  2.5	 0.431f

	 Secondary school	 4		  5	 1		  1.2

	 High school	 10		  12.5	 8		  10

	 University	 62		  77.5	 69		  86.2

BMI (kg/m2)		  24.95±3.58			   24.6±3.81		  0.550m 
			   (18.2–32.8)			    (17.9–34.3)	

IIEF-EF	 14.7±6.1 (0–25)	 28.9±1.2 (26–30)	 0.000*m

STAI-I	 44.1±11.9 (22–71)	 33.5±7.38 (19–60)	 0.000*m

STAI-II	 45.3±9.12 (25–67)	 37.1±6.9 (23–49)	 0.000*m

RSES	 2.1±1.11 (0.25–4.92)	 0.77±0.55 (0–3)	 0.000*m

m: Mann–Whitney U test; χ2: Chi-square test; f: Fisher’s exact test; *: Statistically significant. BMI: Body mass 
index; IIEF-EF: International Index of Erectile Function-EF; STAI: State-trait anxiety inventory; RSES: Rosenberg 
self-esteem scale
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been shown that the partners of the men had better sexual 
functions when the men were treated for ED and their erec-
tile functions were improved.[21]

In most cases, ED is associated with more than one patho-
physiological factor. There is often an underlying organic 
cause and is frequently accompanied by a psychological 
component. In particular, anxiety and depression play im-
portant roles in both the beginning and persistence of ED.[22]

Anxiety disorder exists in up to 37% of patients with ED, and 
the prevalence of ED is approximately 85% (median 20%) in 
patients with anxiety disorder.[23,24] A study that investigated 
the anxiety and depression in men with primary ED reported 
that the state and trait anxiety scores were higher in ED pa-
tients compared to the controls (STAI-I scores were 48.1±3.9 
and 43.8±6.4, and STAI-II scores were 47.8±5.7 and 44.1±5.6 

in ED and control groups, respectively).[25] In our study, both 
state and trait anxiety scores were significantly higher in ED 
group compared to the control group (STAI-I scores were 
44.1±11.9 and 33.5±7.38, respectively, and STAI-II scores were 
45.3±9.12 and 37.1±6.9, respectively).

Figure 1. Correlation analysis results of IIEF-EF score with 
RSES and STAI I-II scores

IIEF-EF: International Index of Erectile Function-EF; STAI: 
State-trait anxiety inventory; RSES: Rosenberg self-esteem 
scale

Table 2. Correlation analysis results of IIEF-EF score with 
RSES and STAI scores

		  Spearman’s	 p 
		  correlation

RSES	 −0.617	 0.000*

STAI-I	 −0.496	 0.000*

STAI-II	 −0.437	 0.000*

*: Statistically significant. IIEF-EF: International Index of Erectile Function-EF; 
RSES: Rosenberg self-esteem scale; STAI: State-trait anxiety inventory
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The role of anxiety disorder in the development of ED is clear. In 
general, speaking, anxiety, and stress suppress sexual arous-
al by diverting attention from sexual stimuli. Anxiety about 
erection impairs sexual arousal and interferes with a normal 
sexual function.[26] It has been suggested that anxiety disorder 
affects sexual life negatively and results in communication 
problems between the patient and his partner, and this creates 
a vicious circle that hinders the erectile function of the man.[22]

In case of ED and at the beginning, men avoid intimacy with 
their partners and experience sadness and anxiety about 
not being able to meet their wives’ needs. This causes de-
creased self-esteem and loss of self-confidence in addition 
to anxiety disorder.[27] Decreased self-esteem and loss of 
self-confidence may negatively affect one’s relationship 
with friends and other people.

Self-esteem is self-confidence on self-worthiness, it may af-
fect decision-making process, relationships with other peo-
ple, as well as health and well-being.[28,29] Self-esteem is also 
associated with anxiety and depression. Individuals with low 
self-esteem tend to go into a depressive mood by exaggerating 
the negative situations that arise as a result of their failures.[30]

It has been shown that ED is associated with decreased 
self-esteem and self-confidence.[31–33] Özkent et al.[34] investi-
gated the relationship of ED with self-esteem, found that the 
RSES score was higher in ED group compared to the control 
group, and stated that ED was associated with low self-es-
teem. In our current study, RSES scores were significantly 
higher in the ED group compared to the control group (RSES 
scores for Group 1 and Group 2 were 2.1±1.11 and 0.77±0.55, 
respectively). Our results indicate low self-esteem in patients 
with ED, supporting previous data in the literature.

The main limitation of this study is the cross-sectional design 
that does not allow an investigation of causality. Although our 
study showed the correlation of ED with anxiety disorder and 
decreased self-esteem, it is not able to put forward a cause-
and-effect relationship. ED may be the cause of anxiety disor-
der and decreased self-esteem, or on the contrary, it may be 
the result of these conditions. Our results could demonstrate 
an association rather than a clear etiological relationship. An-
other limitation of the study is the relatively small number of 
patients. Despite these limitations, our study is valuable since 
it reveals the relationship of ED with both anxiety disorder 
and decreased self-esteem. Although the relation between ED 
and anxiety and between ED and self-esteem was previously 
investigated, only a few studies investigated all of these three 
clinical conditions simultaneously. Therefore, we suppose 
that our study contributes to the literature data significantly.

CONCLUSION
Men who presented with ED had higher anxiety levels and lower 
self-esteem compared to those without ED. Although a cause-
and-effect relationship remains unclear among those three 
clinical conditions, we recommend clinicians to adopt a clinical 
approach that takes the close relationship of ED with anxiety 
disorder and self-esteem into account and tailor their approach 
to the specific needs of the patients presenting with ED.
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