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Summary 

Erectile failure is commonly overlooked by 
most doctors while conducting clinical inter-
views. This is probably, in part, explained by 
the widespread belief within the medical 
profession that the disorder is mostly psycho-
genic and probably uncommon in a variety of 
patient populations. In order to define the 
frequency and pattern of this disorder in our 
local clinic population, the present study has 
determined the incidence of erectile failure in 
227 adult male medical out-patients of the 
University of Nigeria Teaching Hospital, 
Enugu. Seventy-seven (34%) of the patients 
were impotent and the incidence increased 
progressively with age. Only 26% of the im-
potent patients volunteered information on the 
disorder without specific questioning. Diabetics 
had a significantly higher incidence of im-
potence than the non-diabetics (58% vs. 29%; 
P < 0.0001). Among the hypertensives, drug 
therapy increased the frequency from 8 to 61%. 
These data suggest that impotence is very 
common among our male medical out-patients, 
particularly the elderly and middle-aged, the 
hypertensives on drug therapy and the dia-
betics. The disorder should be actively sought 
out since most affected patients do not com-
plain about it. 

Resume 

L'impotence erectile est d'habitudc negligee 
par la plupart de doctcurs en faisant Tentrevue 
clinique. Ccla est probablement. d'une part, 
explique par la croyance, repandue. que le 
desordre est plutot psychogeniquc et probable-
ment peu commun dans une variete des popula-
tions des patients. Pour definir la frequence et 
le inodele de ce desordre dans notre population 
locale et clinique, l'etude du moment a deter-
mine rincidcncc de Techec erectile dans 227 

adultes — males, des patients-sortis medicaux 
de rUniversite du Nigeria Teaching Hospital 
d'Enugu. Soixante-dix-sept (34%) des patients 
etaicnt impotcnts et Pincidence augmentait 
progressivement avec Page. Seul 267o des 
patients impotcnts se plaignaient du desordre 
sans etre qucstionnc specifiquement. Dcn 
diabetes avaient une plus haute incidence que 
des non-diabetes (58% vs. 29%). Parmi les 
hypertensives, les medicaments therapiqucs 
augmcntaicnt la frequence de 8 a 61%. Ces 
donnces suggerent que l'impotence est ue< 
commun parmi nos patients-sortis medicaux 
males, surtout les ages et ceux d'ages moyens 
les hypertensives recevant des medicaments 
therapiqucs et les diabetes. Le desordre devrait 
etre recherche activement, sans delai, car la 
plupart des patients affectes ne se plaignent pas 
de <ja. 

Introduction 

Erectile failure is one of the most common 
forms of sexual dysfunction in man | I ,2 | . In 
spite of this, the disorder is often neglected by 
most doctors during the clinical evaluation of 
their patients who present with a variety of 
medical problems |3|. Several reasons probably 
account for this indifference. First, sexuality 
and its problems have not been adequately 
emphasized in most medical curricula [4| and as 
such, most doctors are uncomfortable when 
handling sexual problems |5|. Secondly, it is 
still generally accepted that most cases of 
impotence are psychogenic in origin [6|. despite 
the results of a number of recent investigations 
to the contrary |7-1()|. In addition, most 
doctors probably assume that the disorder is 
very rare in their patients because there are 
only a few published studies on the prevalence 
and pattern of sexual dysfunction in medical 
clinic patients | 9 , l l ] . Clinic patients would 
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appear to be particularly at risk for impotence 
because many disorders, some iatrogenic, 
known to cause the disorder are common 
among them (6-9.12). 

Several uncontrolled studies have shown that 
a high percentage of diabetic patients have 
abnormalities of sexual function, impotence 
being reported in 35-59% [ 13-16). The signifi-
cance of these rates has been questioned by 
Lester et al. 111) who studied diabetic and non-
diabetic out-patients attending different clinics. 
They found that the incidence of erectile failure 
was similar in both populations, and suggested 
that impotence may not be a specific complica-
tion of the disease, a conclusion that is at 
variance with most views on the subject 114.17). 

In order to look further into these issues, the 
present study has surveyed adult male medical 
out-patients at the University of Nigeria Teach-
ing Hospital, to define the incidence and 
pattern of erectile failure in this clinic popu-
lation. The impact of diabetes mellitus and 
hypertension on the incidence was also 
assessed. 

Subjects and methods 

Consecutive male patients, 20 years old or 
more, seen at a medical out-patient clinic of the 
University of Nigeria Teaching Hospital. 
Enugu, were studied. In addition to a complete 
history and physical examination, each patient 
Nsas questioned about his sexual function. 
Specifically, they provided information about 
their l ibido; the presence, frequency, and dura-
tion of erectile impotence; the rapidity o l the 
development of the impotence; and the 
presence or absence of spontaneous or morning 
erections. Only patients who were judged io be 
able to undertake their normal activities of 
daily living were included in the survey. 

The hospital charts were reviewed for the 
documentation of the underlying medical prob-
lems and drug histories. Blood pressure was 
determined either in the sitting or supine 
position, using a mercury manometer. Hyper-
tension was diagnosed if repeated determina-
tions, obtained on at least three occasions gave 
an average reading equal to or greater than 160 
mml lg systolic or 95 m m l l g diastolic. Those 
patients who were already on antihypertensive 
therapy were classified as being hypertensive if 

they met these criteria prior to drug treatment. 
A diagnosis of diabetes mellitus was based on 

a combination of appropriate clinical features 
and blood glucose estimation (fasting b lood 
sugar 2s 140 mg per 100 ml or a random or 
postprandial blood sugar ^ 200 mg per 100 ml) . 
Patients who already had a diagnosis of dia-
betes mellitus were accepted as diabetics if they 
met these criteria when the diagnosis was made. 
Using the criteria of Masters and Johnson |18], 
impotence was defined as the failure to obtain 
or maintain a penile erection of sufficient 
tumescence to permit coitus to orgasm or 
ejaculation in at least 25% of opportunit ies. 
Patients with only premature ejaculation were 
not accepted as impotent. 

The fol lowing laboratory investigations were 
routinely carried out in each patient on enrol-
ment into the present study: full blood count; 
fasting and 2-hour postprandial blood sugar; 
serum electrolytes, urea, creatinine, a lbumin, 
globul in, alanine and aspartate aminotrans-
ferases. bi l i rubin and alkaline phosphatase; 
urinalysis; and a chest X-ray. Further studies 
were done as necessary. 

Statistical analysis was performed either by 
the two-tailed Student's /-test or the chi-square 
test as applicable. Results are presented as the 
mean ± standard deviation (s.d.). 

Results 

The stt»d> population comprised 227 male 
patients aged 21-84 years. Eighty had hyperten-
sion. 38 were diabetic and eight had both 
conditions. 

Seventy-seven patients (33.9%) were impo-
tent. A l l reported failure rates of 70% or more 
dur ing attempted sexual intercourse. They had 
been symptomatic from 4 months to over 10 
years These patients were older than those 
without impotence (52.8 ± 13.1 years vs. 41.8 
± 13.1 years; P < 0.005). There was a 
statistically significant correlation between age 
and the frequency of impotence (r = 0.99; P < 
0.001), wi th the frequency of impotence in-
creasing progressively from 17% in those 30-39 
years of age to 75% in those 70 years or older 
(Fig. 1). The pattern of the medical problems 
present in the impotent patients is shown in 
Table 1. Hypertension, diabetes mellitus or a 
combinat ion of both were the most common 
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Mid-point for eoch age group (years) 

Kift. I . T h e ine idenee of i m p o t e n c e in the d i f fe ren t age groups. The numbers in parentheses refer t o the t o ta l 
number of pa t ien ts in each age g r o u p . 

Table I . D iagnoses m a d e i n the 77 impo ten t c l in ic 
pa t ien ts 

Diagnosis N u m b e r of pat ients 

Hyper tens ion 35 
Diabetes me l l i tus 22 
Chronic lung disease 3 
Chron ic l i ve r disease 2 
Thyrotox icos is "> 

Peptic ulcer disease 2 
Prostatectomy 1 
Dysautonomia 1 
Phenoth ia / ine the rapy 1 
A lcoho l i sm 1 
Unde te rm ined* 11 

Some pat ients had m o r e than one diagnosis. 
' A l t e r h i s to r y , phys ica l e x a m i n a t i o n and the 

rout ine labora to ry invest igat ions. 

diagnoses. In I I patients (14.3%) no specific 
organic factor to account for the impotence was 
evident after the initial evaluation and simple 
routine investigations. 

Thirteen patients presented to the clinic only 
because of impotence. These patients were 
younger than the rest of the impotent patients 

(45.0 ± 7.2 years vs. 56.7 ± 12.7 years; / ' < 
0.001). A clinical diagnosis, based solely on the 
history, physical examination and the routine 
laboratory investigations was possible in only 
15% of these patients, while a diagnosis was 
made in more than 96% of the other 64 
impotent patients. Only 20 (26%) of all the 
impotent patients complained about the dis-
order without direct questioning or had pre-
viously sought help for it. 

Diabetes and impotence 

Thirty-eight patients bad clinical diabetes melli-
tus of 1 month to 13 years duration. Two of 
them were treated with diet alone, three 
with insulin injections and the rest were on oral 
hypoglycaemic drugs. Twelve bad peripheral 
neuropathy manifested by paresthesia, absent 
deep tendon reflexes and diminished or absent 
sensation in the feet and legs. No patient had 
significant proteinuria or raised blood urea. 

Twenty-two (58%) of the diabetic patients 
and 55 (29%) of the 189 non-diabetic patients 
were impotent, a statistically significant differ-
ence ( / ' < 0.0001). The incidence of impotence 
increased progressively with age in both the 
diabetic and non-diabetic patients and. except 
for those under 30 years of age. and 70 years or 
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older, the incidence was higher among the 
diabetics than among the non-diabetics for 
all the age groups evaluated (Fig. 2). Impo-
tence was also found more frequently in those 
diabetics with clinically detectable peripheral 
neuropathy. While nine (75%) of the 12 
diabetics with peripheral neuropathy were im-
potent. only 13 (50%) of 26 of those without 
any clinical evidence of peripheral neuropathy 
were affected. This difference is, however, not 
statistically significant. The design of the pre-
sent study and the small number of diabetic 
patients in this group of clinic patients pre-
cluded an adequate statistical analysis, to deter-
mine any clinically significant contr ibution of 
the duration and type of diabetes, form of 
treatment, and the level of control of diabetes, 
on the incidence of impotence in these diabetic 
patients. 

Hypertension and impotence 

Fifty-four of the SO hypertensives were on drug 
therapy at the time of evaluation. The drugs, 
which were generally used in combination, 
included the thiazides, reserpine. ct-mcthyl-
dopa, hydralazine, propranolol, atenolol, furo-
semidc and nifedipine. Thirty-three (61%) of 
the treated hypertensives but only two (8%) of 

Fif*. 2. I l ie c f fcc t o f age o n l l i c inc idence o l 
impotence in d iabol ic ( O ) and non-d iahc l i c ( • ) c l in ic 
patients. 

the untreated patients, were impotent ( / ' < 
0.0001). The relative contribution of each drug 
to the rate observed in the treated patients 
could not be estimated since most were on 
multiple anti-hypertensive drugs. Impotence 
resolved in several patients when their anti-
hypertensive drugs were changed. 

Discussion 

The present study has found that about 347.. of 
the active, ambulant male patients attending 
our medical out-patient clinic are impotent. 
I bis figure is similar to the results of workers 
f rom other parts of the wor ld | 9 , l l | . Un-
fortunately. no report on sexual dysfunction in 
any other Afr ican population was found for 
comparison. 

Ageing was a very important and statistically 
significant factor on the observed frequency of 
impotence. The incidence increased progres-
sively with age in these clinic patients. Kinsey et 
nl. ( I | have also reported a similar increase in 
the incidence of impotence in the general 
populat ion, rising from 0.8% at 30 years to 75% 
at 80 years. Al though some investigators have 
documented a significant decrease of mean 
circulating testosterone and free testosterone 
by the age ot 30 years with a progressive decline 
thereafter 119|. others have not confirmed 
similar changes when only healthy men were 
studied (20|. It would appear rather, that the 
chronic illnesses that are common in the elderly 
are probably the most important factors re-
sponsible tor both the impotence and low serum 
testosterone seen in them |21]. 

Drugs, diabetes mellitus, thyrotoxicosis, 
prostatic surgery, dysautonomia, alcohol use. 
and liver diseases were implicated as possible 
causes in 77% of the impotence cases seen in 
the present series. This f inding is similar to the 
results ot other studies which document that 
organic or pharmacological causes of impotence 
can be easily identif ied in 34-80% of impotent 
clinic patients |7-9|. The discrepancy between 
the earlier reports and the more recent findings 
on this topic could probably be explained by the 
fact that the observed incidence of the different 
causes of impotence in any group of patients is 
dependent on the general characteristics of the 
patient populat ion, the local referral pattern. 
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the type of clinic in which the patients arc seen, 
and the nature of evaluation received |22|. In 
effect, the clinic setting is an important deter-
minant of the observed spectrum of the various 
causcs of impotence. 

The widely accepted idea that over 90% of 
impotence is purely psychological appears to 
have originated from the largely unsubstan-
tiated 1950 report of Straus |23| from a psy-
chiatric clinic. Patients seen in such specialty 
units are probably less representative of the 
impotent population than those attending 
general medical clinics. In any case, when 
patients who are suspected to have psychogenic 
impotence have been evaluated in detail, or-
ganic problems were found in a large propor-
tion 18). 

Furthermore, it is easy for one to conclude 
erroneously that most impotence is psychogenic 
if only those patients who come to the medical 
clinic with a chief complaint of impotence are 
evaluated. This could happen because, as docu-
mented in the present study, such patients 
differ substantially from the other patients with 
impotence who have sought medical attention 
because of other reasons. They are younger and 
tend to have more subtle and less readily 
apparent medical problems. In view of the 
adverse psychological impact of impotence on 
those affected, it is understandable that such 
patients could erroneously be presumed to have 
psychogenic impotence if more sophisticated 
investigations are not included as a part of their 
evaluation 124]. Spark et al. [S| have reported 
that a detailed endocrine evaluation of such a 
group of patients revealed that 35% had a 
disorder of the hypothalamic-pituitary-gonadal 
axis. Also, we have documented hvperpro-
lactinaemia in over 25% of our impotent clinic 
patients who had none of the common organic 
or pharmacological causes of impotence on 
initial evaluation [25). These facts suggest that 
while psychological factors constitute an im-
portant cause of impotence, organic problems 
are common and should always be excluded in 
all affected individuals. This is particularly 
essential because impotence may also be multi-
factorial in some patients |26|. 

The frequency of impotence of 58% found 
among the diabetics in this series is similar to 
the results of other studies 113-16). The inci-
dence increased progressively with age and. 
except for those over 70 years old, was higher in 

all groups than the incidence in the non-
diabetics (Fig. 2). This result is in conflict with 
the report of Lester et al. 1111 who found that 
the incidence of impotence was similar in 
diabetic and non-diabetic out-patients. The 
reason for this difference is not obvious. Per-
haps. the method of patient selection, the age 
composition, the pattern of illnesses, and the 
therapeutic regimens are the variables. 

Eight per cent of the untreated hypertensives 
had impotence. The contribution of hyperten-
sion alone to this rate is not known because 
there is no published report on the frequency 
of impotence in normotensive. healthy 
Nigerians. Bulpitt et al. (27) have suggested that 
hypertension can cause impotence because of 
their findings that, while 17% of untreated 
hypertensive patients were impotent, only 7% 
of the normal population of a comparable age 
were similarly affected. The possible mechan-
ism involved is presently unknown. Sixty-one 
per cent of the hypertensive patients on drug 
therapy in this series were impotent. Modifica-
tion of the drug regimen in some of them 
provided relief from impotence. These results 
indicate that although hypertension may cause 
impotence, anti-hypertensive therapy increases 
the frequency greatly. 

Over 70 % of the impotent males in this 
survey failed to provide any information about 
the presence of impotence until they were 
directly questioned on the subject. It is there-
fore necessary to include a sexual history as a 
part of the general medical evaluation of all 
male medical clinic patients if this large group 
of affected individuals is to be discovered. 
Despite the fact that most doctors and patients 
are usually apprehensive about confronting the 
problem of sexual dysfunction, such uneasiness 
appears unnecessary. Thus, Ende el al. 128) 
have found that over 90% of their patients 
considered it appropriate for their physicians to 
ask them about their sexual problems. It seems 
clear then that, when patients arc approached 
with skill and compassion, most are wil l ing to 
provide the necessary information about impo-
tence. Physicians should therefore learn the art 
of sexual history-taking |29) and make it a point 
to question their patients directly about the 
presence of impotence since the disorder is very 
common and under-reported, potentially rever-
sible in a large number of patients, and treat-
able in many others 130). 
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