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Abstract

Erectile dysfunction (ED) is a common problem in the medical field. In contrast to worldwide data, the
prevalence of ED and its risk facftors in Indonesia is still unknown. The objective of this study was to
determined the characteristics of male erectile dysfunction patients in the andrology unit of Dr. Soetomo
hospital, Surabaya, Indonesia. A descriptive cross-sectional design was implemented in this study. There
were 83 male patients at URJ Andrology RSUD dr. Soetomo Surabaya. The highest prevalence of erectile
dysfunction patients in the age group was age 41-50 years old (22.9%). The degree of IIEF-5 was the most
in severe degree (39.8%), while the EHS score was the most in score 2 (38.6%). The highest internal risk
factors were vasculogenic (90.4%), the external risk factors was the lifesyle factor (56.6%). In Surabaya,
Indonesia, the incidence of erectile dysfunction has increased in the 40 year age group with severe
degree, which mostly caused by vascular disorder combined with lifestyle factors. Multidisciplinary
treatment and healthy life are needed for erectile dysfunction management to improve the quality of life.
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Introduction

Erectile dysfunction (ED) is one of the most
frequent sexual disorder in men. ED is the
inability to achieve or maintain an erectile
function sufficiently for a satisfied sexual
activity. The prevalence of ED is 20-40% in
men aged 60-69 years worldwide. In contrast,
the prevalence of ED in Indonesia is not yet
known precisely [1]. ED is a medical
condition that can interfere with various
aspects of a patient's life, including quality of
life and interpersonal relationships [2, 3].

Unfortunately, due to the unpropriate
stigma, men with ED are rarely find medical
help. Furthermore, ED 1is also rarely
studied and the relationship of risk factors
has not been much investigated. Therefore
this tudy was designed to explore the
characteristic and to determine the risk
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factors of ED patients in Andrology unit in
educational hospital, Dr.Soetomo Hospital,
Surabaya, Indonesia.

Methods

A descriptive cross-sectional design was
implemented in this study. The study was
conducted at Andrology Unit of Dr. Soetomo
Hospital, Surabaya, Indonesia. The sample
criteria were male patients with erectile
dysfunction who had been diagnosed by
andrologist at Andrology Unit of Dr. Soetomo
Hospital, Surabaya, Indonesia.

Data were collected as secondary data
derived from medical record. The obtained
data were then analyzed with univariate
analysis techniques.
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This technique was used to determine the variables, then presented in the form of

frequency distribution of the studied frequency distribution tables and
narration.
Result
Table 1: Distribution of Patients by Age
Age (year) Frequency (%)
21-30 15,7 (13)
31-40 12,0 (10)
41-50 22,9 (19)
51-60 21,7 (18)
61-70 20,5 (17)
71-80 7,2 (6)

Table 1 showed that the highest prevalence of erectile dysfunction patients who visited Andrology unit of dr. Soetomo hospital,
Surabaya was in the age group of 41-50 years old (22.9 %), followed by 51-60, 61-70, 21-30, 31-40 years old (21.7, 20.5, 15.7, 12%,
irrespectively). The lowest prevalence was in the age group of 71-80 years old (7.2%)

Table 2: Distribution of patients by Degree of IIEF-5

Degree Frequency (%)
22-25 (normal) 0
17-21 (mild) 13.3 (11)
12-16 ( mild - moderate) 13.3 (11)
8-11 (moderate) 26.5 (22)
< 7 (severe) 39.8 (33)
other (not married) 7.2 (6)

Table 2 showed that the prevalence of degree Internasional Indeks of Erectile Function (IIEF)-5 in ED patients who visited
Andrology unit of dr. Soetomo hospital, Surabaya, Indonesia was the most in severe group (39.8%), followed by moderate and mild-
moderate group (26.5%, 13.3 %, irrespectively). The lowest prevalence was in the mild group (13.3%)

Table 3: Distribution of patients based on EHS Score

EHS Score Frequency (%)
1 33.7 (28)
2 38.6 (32)
3 26.5 (22)
4 1.2 (1)

Table 3 showed the prevalence of erection hard score (EHS) in ED patients who visited Andrology unit of dr. Soetomo hospital was
on EHS score 2 at the highest (38.6%), followed by EHS score 1 and 3 (33.7%, 26.5%, irrespectively). The lowest prevalence was on
EHS score 4 (1.2%)

Table 4: Distribution of Patients with Internal Risk Factors

Internal Risk Factor Frequency (%)
Vasculogenic 90.4 (75)
Neurogenic 8.4 (7)
Hormonal 1.2 (1)
Tatrogenic 0

Table 4 showed the prevalence of the most frequent internal risk factors in ED patients who visited Andrology unit of dr. Soetomo
hospital was vasculogenic factor (90.4%), followed by neurogenic and hormonal factors (8.4%, 1.2%, irrespectively). There was no
iatrogenic factor in this study

Table 5: Distribution of Patients with External Risk Factors

External Risk Factor Frequency (%)
Life style 56.6 (47)
Phsycology Factor 22.9 (19)
Surgery History 20.5 (17)

Table 5 showed that the prevalence of the most frequent external risk factors in ED patients who visited Andrology unit of dr.
Soetemo hospital was lifesyle factor (56.6%), followed by phsycology factor and history of surgery (22.9%, 20.5%, irrespectively)

Discussion previous study, it was stated that the
prevalence of erectile dysfunction began to
increase by around 8.2% on age 40-49 years
and increased to 77.5% on age above 75 years
[4].In contrast, in this study, mostly ED has
occurred under the age of 70 years [4].It
means that the trend of age of ED patients
was has shifted into earlier age compared to

Age 1s one of the risk factors for erectile
dysfunction. Age affects the occurrence of ED
associated with decreased physiological
function of body organs. In this study, the
prevalence of ED occurs on age 20-80 years
old, whereas in other study the ED occurs on
age 30-80 years old. In addition, according to
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the previous study. Even still young, they are
already got ED, this might be explained why
they are seek for medical treatment
immediately. Furthermore, the highest
prevalence occurs in around on age 30-50
years old in this study and the other study.
ED patients in this age are in the peak of
carrier, therefore ED may initiates in
anxiety, loss of self confidence that may end
to depression.

There are differences in erectile dysfunction
from one person to another. These differences
raise a classification based on the inability of
men to achieve and maintain penile erection,
which 1is called the degree of erectile
dysfunction. In epidemiological studies, it is
very 1important when assessing the
questionnaire for people with simple ED
characteristics, practical and valid. IIEF-5 is
one of the questionnaires that can be used to
classify the degree of erectile dysfunction
which aims to supplement, not replace, as a
clinical assessment and useful diagnostic
assessment [5, 6].In this study, the highest
prevalence of IIEF-5 score were severe and
moderate. The explanation of this issue was
maybe the ED patients prefer to seek the
traditional medication, rather than medical
treatment.

As known, the traditional medication such as
herb or go to the midwife were not expensive
and esier to get. If the traditional medication
was not effective, then they start to go to
doctors for medical treatment. At this
moment, perhaps the degree of ED already
getting worse become moderate or even
severe. Besides IIEF, there is also other
parameter to diagnose or detect the severity
of ED, namely EHS. EHS is a single item
scale that focuses on the subjective
assessment of penile violence by the patient
himself, as follow : 0 (the penis does not
enlarge), 1 (penis is larger, but not hard), 2
(penis is hard, but not hard snough for
penetration, 3 (penis is hard enough for
penetration, but not completely hard), and 4
(penis is really hard and fully rigid).

Since its initial development in 1998, EHS
has been used in several clinical trials,
proven to be easily administered and
significantly related to sexual function
outcomes.
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EHS correlates with various elements, such
as aging, sexual behavior, sexual beliefs, and
risk factors associated with ED, and can be
valuable tools in clinical practice to monitor
and manage ED [7, 10].In this study, the
highest prevalence of EHS score were 1 and
2.

The explanation of this issue was maybe
similar to the IIEF, that the ED patients
prefer to seek the traditional medication
compared to medical treatment. Therefore
the severity become worse and not
managable, then they finally go to the
doctors. In addition, for elderly patients,
perhaps the etiology of patient were
underlyied by other diseases, hence the
severity of ED worse compared to younger
patients who has no underlying diseases.
Broadly speaking, the causes of erectile
dysfunction can be divided into two main
groups, namely organic and psychogenic.

In addition, the etiologies of organic ED
include vascular, neurogenic, endocrine and
iatrogenic [11, 12].Furthermore, these
etiologies are classified into internal factors
of ED. In this study, mosltly ED occurred by
vascular factor and the age of ED patients
was earlier or younger.

In younger ED patients, the wvascular
disorders are focal arterial occlusive disease,
subclinical endothelial dysfunction, and
Peyronie's disease. Focal arterial occlusive
disease could be occurred in biker [13].The
possible mechanism is the perineal pressure
from Dbicycle seat that obstructs penile
vessels. This condition may cause arterial
insufficiency and disturbs penile compliance,

that direct to ED [14].

Even tough ED patients do not have
cardiovascular disease yet, but they are may
be possess by the subclinical risk factor of ED
such as high systolic blood pressure, thick
carotid intimal media and elevated
cholesterol profile level [15].These risk
factors can trigger endothelial dysfunctions
and predispose them to ED.

In Peyronie’s disease, there are a few
mechanisms that related to ED such as
larger plaque size, veno-occlusive dysfunction
and impaired cavernosal arterial flow [16].
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Actually, besides the physical, there is also
psychologic impact of Peyronie’s disease that
heightening the ED condition, such as self-
image, sexual function, pain and discomfort,
and social isolation [17].Compared to the
younger ED patients, the vascular disorders
in older ED patient are obvious, since it is
occurred in cardiovascular disease, stroke
and others. In the physiology of erection, the
peripheral, spinal and supraspinal nerves are
incorporated to each other.

Therefore, the mneurologic disorder may
contribute to ED. The neurologic disorders
that have been reported in causing ED are
multiple sclerosis, epilepsy, femoral head
fractures and lumbar spine procedures [18].
Nerve dysfunction, inflammation-dependent
endothelial dysfunction and illness related
stress are mechanisms of these neurologic
disorders [19].

Hypogonadism, hypo/hyperthyroidism and
diabetes have been reported as
endocrinopathies that can lead to ED
[19].Hypogonadism could be occurred
primarily as Klinefelter syndrome or
cryptorchidism, and secondarily as
prolactinoma, hemochromatosis and drug
abuse [20]. Hypo/hyperthyroidism patients

have 1inadequate erections [21].A study
reported that 63% of men with
hypothyroidism and 70% with
hyperthyroidism were suffer from ED,

compared to 34% in the control group [22].

In a study demonstrated that diabetes has
strong correlation with ED. The prevalence of
ED in diabetic patient was in 68 cases per
1000 patients per year, compared to 25.9
cases per 1000 patients [23].As have known,
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incidence of erectile dysfunction has
increased in the 40 year age group with
severe degree, which mostly caused by
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