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INTRODUCTION 

The association between alcohol use and sexual disorders 

has been well known. The chronic use of alcohol and the 

deleterious effects it has on the sexual performance of the 

individual have been studied in the past. Sexual disorders 

are seen comprises of various components in sexual 

functioning like the arousal mechanism, the performance 

which may include premature ejaculation or delayed 

ejaculation and difficulty in getting penile tumulescence.  

A sexual dysfunction can arise as a result of biological 

problems, relationship problems, intra psychic conflicts, 

lack of a proper sexual knowledge, other psychiatric and 

or Medical disorders, personality, types and disorders, 

and use of medicines (anti-hypertensive, anti-depressants) 

or a combination of any or all of these. Sexual 

Dissatisfaction and sexual dysfunction today occur with a 

frequency that would overwhelm the health services if 

they all presented for help. Sexual problems, generally 

believed to have wide prevalence, have been accorded 

low priority and physicians either show no interest or 

tend to ignore patient’s psychosexual complaints.
1 

Sexuality is a wide concept. It consists of innate attributes 

of an individual, including identity, sexual desires and 

roles which find expression in sexual relationships and 

sexual activities with others. It is the quality or state of 

being sexual; an aspect of one’s need for closeness, 

caring and touch. It is how people experience and express 

themselves as sexual beings. The threads of sexuality are 

woven densely into the fabrics of human experience. It is 

now well known that good sexual health is an important 

part of physical well-being. Proper sexual functioning is 
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one of the most important components of quality of life 

and of maintaining a satisfying intimate relationship and 

it provides a sense of physical, psychological and social 

wellbeing.
2 

Chronic and persistent alcohol use is known to induce 

sexual dysfunction, which leads to marked distress and 

interpersonal difficulty, which worsens the alcohol abuse. 

It may be due to the depressant effect of alcohol itself, 

alcohol-related disease or due to a multitude of 

psychological forces related to the alcohol use. The 

spectrum of sexual dysfunction encompasses: 

1. Decreased sexual desire; 

2. Sexual aversion disorder; 

3. Difficulty in erection. 

4. Difficulty in achieving orgasm;’ 

5. Premature ejaculation. 

Virtually all aspects of the human sexual response are 

affected by alcohol especially sexual desire and erection.
3 

METHODS 

Type of study: Cross sectional case control study. 

Setting: The study was carried out in tertiary care 

hospital, which is also a teaching institute. Subjects, 

consecutively evaluated in the de addiction Ward, with a 

diagnosis of Alcohol dependence Syndrome (ICD-10) 

during a period of 1 year from May 2012 to April 2013 

were recruited for the study. 

Sample Study group: The study was limited to male 

subjects because the hospital had only male inpatient in 

de addiction ward facilities. The age of these patients was 

between 20-60 years because the patients getting 

admitted were in this age group. A total of 50 alcohol 

dependent male inpatients were recruited for this study. 

Inclusion criteria 

1. All cases meeting the criteria for alcohol 

dependence syndrome 

2. Between 20-60 years of age 

3. Married or having a regular sexual partner 

Exclusion criteria 

1. Clinically assessed history of primary sexual 

dysfunction [prior to initiation of alcohol use]. 

2. Co-morbid physical disorders: e.g. diabetes 

mellitus, thyroid disorders, other systemic 

illnesses, anatomical or structural perineal, 

genitourinary lesions and neurological or spinal 

cord lesions 

Control group 

The controls were made up age and education matched 

healthy individuals not dependent on alcohol. After 

applying same exclusion criteria as that of study group, 

controls were recruited in the study. 

Materials: Specially designed semi-structured Performa 

to collect demographical data. 

Scales used 

1. Alcohol Use Disorder Identification Test 

(AUDIT) 

2. Hamilton Rating Scale for Depression (HAM-D) 

3. Hamilton Rating  Scale for Anxiety (HAM-A) 

4. Brief Sexual Function Inventory (BSFI)  

5. International Index of Erectile Function (IIEF) 

6. Index of Premature Ejaculation (IPE)  

Methodology 

Informed consent was taken from subjects. Baseline 

demographic data of cases along with relevant 

investigations were entered in semi-structured preformed 

in first week of admission. Alcohol use further assessed 

with AUDIT (Alcohol Use Disorder Identification Test). 

To rule out organic causes of sexual dysfunction, 

appropriate tests (biochemical, endocrinological, and 

radiological) were carried out. These comprised of 

complete haemogram to rule out anemia, blood-sugar 

profiles, hepatic and renal function tests, (rule out 

infections of urinary tract) and VDRL, testosterone 

levels, and USG abdomen. Testosterone analysis was 

done using radioimmunoassay. 

All the above subjects were assessed for the prevalence 

of one or more sexual dysfunction using Brief Sexual 

Function Inventory (BSFI). In addition, presence of 

sexual dysfunction in two commonly reported 

dysfunctional domains, inadequate erection and 

premature ejaculation, was further elaborated by 

Premature Ejaculation (IPE) to all subjects in the study 

and control groups. 

All patients were assessed by Hamilton Rating Scale for 

Depression (HAM-D)
4
 and Hamilton Rating Scale for 

Anxiety (HAM-A).
5 

The ratings on all the above 

mentioned scales were sought after two weeks of 

inpatient stay after the period of detoxification with 

benzodiazepine was over. Scales like AUDIT have been 

used in studies earlier dealing with alcohol use and other 

medical conditions.
6 

Similarly, demographic data was recorded from 

individuals of matched control group. Individuals from 

control group were assessed for sexual functioning with 

the BSFI, IIEF and IPE. Data was statistically analysed 

with suitable statistical method.
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Statistical analysis
 

 The data was analysed using Statistical Package for 

Social Sciences (SPSS) version 20.  

Description of Scales used 

1. Brief Sexual Function Inventory (BSFI):- 

It is a brief self-report inventory developed by Mp 

O’Leary and collaborators
7
 to measure the current sexual 

function of males. The scale has 11 items, scored on a 5-

point like type scale that covers sex drive, erectile 

capacity, ejaculatory function and satisfaction with sexual 

performance. For the present study the cut off score for 

each domain was chosen to be the point from where 

dysfunction begins. The cut off scores for sexual drive 

was < 7, for erection it was taken as < 10 and for overall 

satisfaction it was taken as <4. 

2. IIEF (International Index of Erectile Function):- 

The IIEF
8
 addresses the relevant domains of male sexual 

function (that is, erectile function, orgasmic function, 

sexual desire, intercourse satisfaction, and overall 

satisfaction), is psychometrically sound, and has been 

linguistically validated in multiple languages. 

Dimensions covered by the questionnaire: 

1. Erectile function (6items) 

2. Orgasmic function (2 items) 

3. Sexual desire(2 items) 

4. Intercourse satisfaction (3 items) 

5. Overall satisfaction (2 items) 

 

The scoring of the IIEF segregates the values of the 

domain of erectile function according to the severity. 

For erectile function 

1-10: Severe Erectile Dysfunction 

11-16: Moderate Dysfunction 

17-21: mild to moderate Dysfunction 

22-25: mild Dysfunction 

26-30: No Dysfunction 

3. The Index of Premature Ejaculation (IPE) 

It is a self-report questionnaire developed to address 

issues associated with ejaculating prematurely, The IPE 

addresses three aspects: sexual satisfaction, control over 

ejaculation, and distress about the condition.The cut off 

scores for sexual satisfaction it was less than 17, for 

problems of control of ejaculation it was less than 17 and 

for distress related to ejaculatory difficulties it was less 

than 9.
9 

 

  

4. Alcohol Use Disorders Identification Test (AUDIT) 

questionnaire 

The AUDIT questionnaire 144 is a screening test 

specifically designed for international use. The 

questionnaire helps the practitioner identify whether the 

person has hazardous drinking, harmful drinking, or 

alcohol dependence, it is a 10-item questionnaire; it takes 

about two minutes to complete; each question is scored 

from 0 to 4; and the maximum score is 40. A total score 

of 8 or more on the questionnaire suggests that the person 

has a pattern of hazardous or harmful alcohol 

consumption. As a general guide, if a score is 13 or more, 

it is likely that the person is alcohol dependent.  

RESULTS 

Table 1 shows the age distribution of the participants as 

well as the educational status of the participants in the 

study group and the control group. 

Table 1:  Demographic profile of study and control 

group. 

 

Table 2 compares the age in years and the educational 

status in years of the two groups. Statistical analysis 

shows that there is no statistical difference between the 

age and the educational status of the two groups. 

Table 2: Comparison of demographic data of study 

and control group using the Mann Whitney Test. 

 

 

Study 

group 

mean score 

(N = 50) 

Control 

group mean 

score  

(N = 50) 

P value 

Age (years) 39.3000 37.3800 0.118 

Education 

(years) 
10.4600 10.6600 0.768 

 

 

 

 Minimum Maximum Mean 
Std. 

Deviation 

Age of study 

group (years) 

n= 50 

26.00 49.00 39.000 6.16 

Education of 

study group 

(years) n = 50 

5.00 15.00 10.4600 2.05 

Age of 

control group 

(years) n = 50 

27.00 49.00 37.3800 5.69 

Education of 

control group 

(years) n = 50 

7.00 15.00 10.6600 1.76 
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Table 3 depicts the prevalence rates of the different 

domains of sexual dysfunction as per the Brief Sexual 

Function Inventory (BSFI) of the cases compared to the 

controls.14 (28%) subjects of the study group and 35 

(70%) subjects of the control group did not report any 

sexual dysfunction on any of the domains 

Table 3: Prevalence of Sexual Dysfunction as per 

Brief Sexual Function Inventory (BSFI). 

On BSFI, the most common sexual dysfunction seen in 

male patients was low sexual Drive, being present in 28 

(56%) subjects of study group compared to 6 (12%) 

subjects in the control group. 

Erectile dysfunction and Ejaculation problem were seen 

in 23 (46%) and 16 (32%) subjects respectively in the 

study group, and 5 (10%) and 8 (16%) subjects 

respectively in the control group. Around 26 (52%) 

subjects of study group had a problem with sexual life 

compared to 14 (28%) subjects of control group. 30 

(60%) subjects of study group were overall dissatisfied 

with their sexual life compared to 15(30%) subjects of 

control group. 

Table 4: Prevalence of Sexual Dysfunction as per 

International Index of Erectile Function (IIEF). 

Domain 
Study group 

(N = 50) 

Control 

group  

(N= 50) 

No dysfunction  13 (26%) 40 (80%) 

Erectile dysfunction 24 (48%) 8 (16%) 

Intercourse 

dissatisfaction 
25 (50%) 6 (12%) 

Orgasmic dysfunction 7 (14%) 2 (4%) 

Decreased sexual 

desire 
29 (58%) 9 (18%) 

Overall dissatisfaction 34 (68%) 7 (14%) 

Table 4 depicts the prevalence rates of the different 

domains of sexual dysfunction as per the International 

Index of Erectile Function of the subjects of the study 

group competed to the control group. 13 (26%) subjects 

of the study group and 40 (80%) subjects of the control 

group did not report any dysfunction on any of the 

domains.On IIEF, 24 (48%) subjects of the study group 

had problems of erectile function compared to 8 (16%) of 

the controls. 25 (50%) of the subjects of the domains. 

dissatisfaction with intercourse and orgasmic dysfunction 

compared with 12 % and 4 %of the controls respectively. 

Among the study group 29 (58%) had decreased sexual 

desire and there was a decrease in overall satisfaction of 

26 (52%) subjects. In the control group decreased sexual 

desire and decrease in overall satisfaction were seen in 9 

(18%) and 7 (14%) subjects respectively. 

Table 5: Distribution of subjects of study and control 

group according to severity of erectile dysfunction in 

IIEF. 

 
Study group 

(N = 50) 

Control group 

(N = 50) 

No dysfunction  26 42 

Mild dysfunction 7 6 

Mild to moderate 

dysfunction 
13 2 

Moderate dysfunction 4 0 

Severe dysfunction 0 0 

Table 5 depicts the distribution of subject of the study 

group and control group according to severity of erectile 

dysfunction as per the IIEF. Among the subjects of study 

group having erectile dysfunction (24), 7 had mild 

dysfunction, 13 had mild to moderate dysfunction, 4 had 

moderate dysfunction. 

Table 6: Prevalence of sexual dysfunction as per Index 

of Premature Ejaculation (IPE). 

Domain Study group 

(N = 50) 

Control 

group  

(N= 50) 

No dysfunction  16 (32%) 40 80%) 

Sexual satisfaction  32 (64%) 4 (8%) 

Control 18 (36%) 5 (10%) 

Distress  21 (42%) 9 (18%) 

Table 6 shows dysfunction of the domains of the Index of 

Premature Ejaculation. Among the study group 32 (64%) 

had a decrease in sexual satisfaction, 18 (36%) had 

decreased control over their ejaculation and 21 (42) % 

subjects expressed distress about their condition of 

premature ejaculation. Among the control group 4 (8%) 

had decrease in satisfaction with sexual life, 5 (10 %) had 

decreased control over their ejaculation and 9 (18%) 

expressed distress about their ejaculatory function. 

Table 7 shows a comparison of the mean scores of the 

domains of sexual function of the BSFI between the 

study and the control groups. On statistical analysis by 

the Mann Whitney test there was a significant difference 

(p< 0.01) among all the domains between the study group 

Domain 
Study group 

(N = 50) 

Control 

group 

 (N = 50) 

No dysfunction  14 (28%) 35(70%) 

Low Sexual Drive 28 (56%) 6 (12%) 

Erectile 

dysfunction 
23 (46%) 5 (10%) 

Ejaculation 

Problem 
16 (32%) 8 (16%) 

Problem 

Assessment 
26 (52%) 14 (28%) 

Poor Overall 

Satisfaction 
03 (60%) 15 (30%) 
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and the control group. Figure 1 shows the graphical 

Comparison of the mean domain scores of the 2 groups. 

Table 7: Mean domain scores for BSFI of subjects of 

study group compared with Control group using the 

Mann Whitney test. 

Domain 

Study group 

 Mean score 

(N = 50) 

Control 

group mean 

score 

 (N = 50) 

P 

value 

Sexual 

drive 
6.1600 7.5400 <0.01 

Erection  9.1200 11.3000 <0.01 

Ejaculation 7.0000 7.5800 <0.01 

Problem 

assessment 
9.1800 11.1800 <0.01 

Overall 

satisfaction  
3.0600 3.7000 <0.01 

Table 8: Mean domain scores for IIEF of study group 

compared with control group using the Mann 

Whitney test. 

Domain 

Study group 

mean score 

(N = 50) 

Control 

group  

mean score  

(N = 50) 

P 

value 

Erectile 

function  
23.7800 28.4200 <0.01 

Intercourse 

satisfaction 
12.0400 14.2400 <0.01 

Orgasmic 

function 
9.1200 9.7800 <0.01 

Sexual 

desire 
7.6200 9.5200 <0.01 

Overall 

satisfaction 
7.5200 9.5400 <0.01 

Table 8 shows a comparison of the mean scores of the 

domains of sexual function of the IIEF between the study 

and the control groups. On statistical analysis by the 

Mann Whitney test there was a significant difference (p< 

0.01) among all the domains between the study and the 

control groups. Figure 2 shows the graphical comparison 

of the mean domain scores of the 2 groups. 

Table 9 shows a comparison of the mean scores of the 

domains of sexual function of the IPE between the study 

and the control group, on statistical analysis by the Mann 

Whitney test there was a significant difference (p< 0.01) 

among all the domains between the study and the control 

groups. Figure 3 shows the graphical comparison of the 

mean domain scores of the 2 groups. 

Table 10 shows the study of the correlation between the 

variables of the study group and the domains of sexual 

function of the BSFI. A significant negative correlation 

was seen between years of drinking and impairment of all 

the domains of the BSFI. The other variables i.e. years of 

tobacco consumption (smoking or chewing), presenting 

age i.e. age at being diagnosed as Alcohol Dependence 

Syndrome (ADS), AUDIT score, Serum testosterone 

levels had no significant correlation with the domains of 

the BSFI. 

Table 9: Mean domain scores for IPE of study group 

compared with control group using the Mann 

Whitney test. 

 Domain 

Study 

group  

mean score 

 (N = 50) 

Control 

group mean 

score 

 (N = 50) 

P value 

Sexual 

Satisfaction 
15.2000 19.1400 <0.01 

Control  17.1400 18.9600 <0.01 

Distress 8.2600 9.5200  

Table 11 shows the study of the correlation between the 

variables of the study group and the domains of sexual 

function of the IIEF. A significant negative correlation 

was seen between years of drinking and impairment of 

the domains of the IIEF except for the domain of 

intercourse satisfaction. The other variables i.e. years of 

tobacco consumption (smoking or chewing), age at being 

diagnosed as ADS, AUDIT score, serum testosterone 

levels had no significant correlation with the domains of 

the IIEF. 

Table 12 shows the study of the correlation between the 

variables of the study group and the domains of sexual 

function of the IPE. A significant negative correlation 

was seen between years of drinking and impairment of all 

the domains of the IPE. The other variables i.e. years of 

tobacco consumption (smoking or chewing), age at being 

diagnosed as Alcohol Dependence Syndrome, AUDIT 

score, Serum testosterone levels had no significant 

correlation with the domains of the IPE. 

Table 13 shows the mean values of the serum 

testosterone levels of the study group which is 513.64 

ng/dl. None of the participants had decreased serum 

testosterone levels (Normal range 270 – 1070 ng/dl). One 

participant had increased serum testosterone level of 

1480 ng/dl. 

Table 14 depicts the scores of the study group on HAM D 

and HAMA rating scales. It signifying that none of the 

participants of the study group were significantly 

depressed or anxious as their scores were well below the 

cut off scores for presence of depression or anxiety.
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Table 10: Correlation of domains of BSFI with other variables of the study group using Spearman’s Rho 

correlation. 

 Sexual drive (r) Erection (r) Ejaculation (r) 
Problem  

assessment (r ) 

Overall 

satisfaction (r) 

Years of tobacco 

consumption 

(smoking or 

chewing) 

-0.215 0.072 0.199 0.096 0.098 

Presenting age -0.058 0.115 0.241 0.130 0.146 

Years of drinking  -0.541 -0.519 -0.581 -0.619 -0.558 

AUDIT -0.008 0.039 0.109 -0.026 0.019 

Testosterone 0.099 -0.132 -0.175 0.23 -0.194 

*Correlation is significant at the 0.01 level (2-tailed). 

Table 11: Correlation of domains of IIEF with other variables of the study group using Spearman’s Rho 

correlation. 

 Sexual drive (r) Erection (r) Ejaculation (r) 
  Problem  

assessment (r) 

Overall 

satisfaction (r) 

Years of tobacco 

consumption (smoking 

or chewing) 

0.042 -0.024 0.141 -0.197 -0.078 

Age at being diagnosed 

as ADS 
0.200 0.020 -0.001 -0.113 -0.161 

Years of drinking  -0.493* -0.254 -0.579* -0.456* -0.458* 

AUDIT score 0.179 0.056 -0.150 0.221 0.068 

Serum Testosterone 

levels 
-0.84 0.079 -0.026 -0.022 0.020 

*Correlation is significant at the 0.01 level (2-tailed).  

Table 12: Correlation of domains of IPE with other 

variables of the study group using Spearman’s Rho 

correlation. 

 Sexual 

satisfaction 

(r) 

Control 

(r) 

Distress 

(r) 

Years of 

tobacco 

consumption 

(smoking or 

chewing) 

-0.026 0.228 -0.075 

Presenting 

age 

-0.069 0.169 0.085 

Years of 

drinking  

-0.452* -0.589* -0.414* 

Audit 0.055 -0.257 -0.123 

Testosterone -0.058 -0.094 -0.130 

*Correlation is significant at the 0.01 level (2-tailed) 

Table 13: Testosterone values of study group. 

 N Minimum Maximum Mean 

HAM D 50 0 6 2.26 

HAM A 50 0 5 1.9400 

 

Table 14: HAM A and HAM D scores of study group. 

 N Minimum Maximum Mean 
Std. 

Deviation 

HAM D 50 0 6 2.26 1.75 

HAM A 50 0 5 1.9400 1.33 

DISSCUSSION 

A. Sociodemographic data 

Alcoholic Dependency syndrome is known to be 

associated with sexual dysfunction. 

In this study, 50 patients of alcohol dependence 

syndrome were included of which all were males, were 

married for a period of at least 1 year. In this cross 

sectional, non-interventional, case control study, 50 

patients of alcoholic dependency syndrome included were 

evaluated for the presence of sexual dysfunction on the 

basis of three self-related scales; the BSFI, IIEF, the IPE. 

Their scores were compared to those of a matched group 

of healthy, non-alcohol dependent controls. As seen in 

Table 1, the 50 male patients of the study group were in 

the age group of 26-49 years, with a mean age of 39.3 

years. The control groups were in the age group of 27-49 

years and their mean was 37.4 years. There was no 



Saha A. Int J Adv Med. 2015 May;2(2):110-119 

                                                             International Journal of Advances in Medicine | April-June 2015 | Vol 2 | Issue 2    Page 116 

statistically significant difference in the age of the two 

groups as seen in Table 2. This eliminates any age bias 

that could be present for impaired sexual functioning 

while comparing the 2 groups. 

There was also no statistical significance in the 

educational status of the 2 groups as seen in Table 2. The 

educational status of the study group had a mean of 10.46 

years of education while the control group educational 

status had a mean of 10.66 years of education. 

B. Assessment by the brief sexual      function 

inventory (BSFI) 

The brief sexual function inventory assesses for 

functioning in five domains which are Sexual drive, 

problems related to erection, ejaculation problems, 

problem assessment and overall satisfaction. Among the 

study group as seen in table 3, 28 (56%) participants had 

scores of decreased sex drives, 23 (46%) had problems 

related to Erectile function and 16 (32%) had problem 

related to ejaculation (Table 3). A total of 26 (52%) 

participants reported some problem with their sexual 

functioning and 30 (60%) participants were not fully 

satisfied with their sexual life. As seen in Table 3, 14 

subjects of the study group did not report any sexual 

dysfunction on the BSFI i.e. 36 patients (72%) had 

reported some dysfunction on at least one of the 

Domains. 35 controls did not report any dysfunction 

(Table 3) on any of the domains i.e.15 (30%) of the 

controls reported some of the dysfunction on at least one 

of the domains. 

Studies on subjects who are long term alcohol users have 

shown variable results for the prevalence of sexual 

dysfunction. Studies have revealed that of 97 males in 

patients admitted for the treatment of alcoholism, 71% 

suffered from sexual dysfunction for a period of more 

than 12 months prior to admission to a hospital.
10

 Vivek 

Benegal in their study on 100 alcohol dependent patients 

found that 72 of the 100 subjects reported one or more 

sexual dysfunction.
11

 Mandell et al. interviewed 44 

alcoholic men and found that 84% reported some sexual 

dysfunction related to alcohol abuse.
12

 The findings of 

this study were in concordance with these results, thus 

indicating that Sexual dysfunction is common in patients 

of Alcohol Dependence Syndrome. Schiavi et al. failed to 

find any difference in sexual dysfunction in alcoholics 

abstinent for 2-3 months in comparison with a non-

alcoholic control group, speculating that Alcohol –

induced sexual dysfunction was reversible with 

abstinence.
13 

Sex Drive 

Among the study group 28 participants (56%) had scores 

of decreased sex drive compared to 6 (12%) subjects of 

the control group (Table 3). On BSFI the mean score of 

sexual drive domain of the study group i.e. alcohol 

dependents was 6.16 while the mean score of the controls 

was 7.54. The difference between the two was 

statistically significant (p<0.01) (Table 7). Studies 

showing significant decrease in sexual drive included 

those by Benegal V.
11

 Jensen reported that 63% of 

married alcoholic men and 10% of controls had sexual 

dysfunction, especially lack of sexual of desire. In his 

study on male Alcoholic inpatients,
14

 Vijayasenan ME 

had noticed diminished sexual desire in 58% of the 

patients.
10

 

Lewis RW et al.
15

 in their review of literature from 

around the world in the general population found that in 

five different reports, the prevalence of desire/interest 

dysfunction, without any pronounced aging effect, of 

about 25% was reported for man of the age group of 16-

59 and 40-80 years. The prevalence rate for decreased 

sexual desire in our study group was higher than the 

above findings in the general population thus implying 

that decreased sexual desire is common in alcohol 

Dependence Syndrome. 

Erection 

Episodic erectile failure in alcoholic men is fairly routine, 

found to be significantly higher in men consuming more 

than three standard units of alcohol. In our study on 

assessment of the domain of erection we found that 23 

patients (46%) had reported problems related to erectile 

functioning compared to 5 (10%) subjects in the control 

group (Table 3). On BSFI the mean score of erectile 

function domain of the study group i.e. alcohol 

dependents was 9.12 while the mean score of the control 

was11.3. The difference between the two was statistically 

significant (p<0.01) (Table 3). 

Lewis RW et al.  in their view of literature on the 

prevalence of erectile dysfunction in the general 

population found that below the age of 40 years, 

prevalence for erectile dysfunction was 1-10% and in the 

decade from 40-49, the prevalence ranges from 2% to 9% 

to as high as 15%.
15

 Our findings are higher compared to 

his review thus implying that the prevalence of erectile 

dysfunction in patients of Alcohol Dependence Syndrome 

is much more than that in the general population. Various 

other studies have reported increased prevalence of 

erectile dysfunction in subjects with Alcohol Dependence 

Syndrome. In his study Whaly had reported that 54% of 

hospitalized alcoholic men and 24% of healthy controls 

had erectile impotence. Mandell et al. interviewed 44 

alcoholic men and found that 59% experienced erectile 

dysfunction during periods of heavy drinking. Van Thiel 

and Lester reported that 61% of patients dependent on 

alcohol reported sexual dysfunction, the most common 

being erectile dysfunction.
16 

Arackal BS and Benegal V 

had studied 100 subjects of alcohol dependence 

syndrome and in their concordance with the above 

findings implying that erectile disturbances are present in 

around half of the subjects of alcohol dependence 

syndrome. 
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There are few studies quoting lesser prevalence rates for 

erectile dysfunction. Vijayasenan ME reported that of 97 

male in patients admitted for the treatment of alcoholism, 

there was disturbance of erectile impotence in 16% of the 

subjects with a 71% of sexual dysfunction overall. Eva-

Maria Fahrner had assessed for sexual Dysfunction over 

the past 6 months in alcoholics and has reported a 22% 

prevalence of erectile dysfunction. The lower prevalence 

rates in these studies could be due to the different sample 

size and different methodology used for assessing erectile 

functioning.
17 

Ejaculation 

In our study 16 subjects (32%) reported problems with 

ejaculatory function in the study Group compared to 

8(16%) subjects in the control group (Table 3). On BSFI 

the mean Score of ejaculatory function domain of the 

study group was 7.0 group while the mean score of the 

control was 7.58. The difference between the two was 

statistically significant (p<0.01) (Table 7). The findings 

imply that ejaculatory function too is affected in subjects 

with alcohol dependence syndrome. Premature 

ejaculation was assessed by various studies and have 

reported rates from about 20%-30% of the male 

population across all age groups. 

Concordance prevalence rates to our study was found by 

Arackal BS and Vivek Benegal V on their study on 

alcoholics where premature ejaculation was reported by 

36 out of 96 (37.5) subjects.
18

 Also, Mandell W et al.  in 

their review of 44 volunteers in a county alcoholism 

program reported 48% prevalence of ejaculatory 

incompetence.  

Fahrner EM on chronic Alcoholics found prevalence of 

premature ejaculation to be 18%.
17

 Vijayasenan ME in 

his study of 97 patients found premature ejaculation in 

4%.
10

 This possibly could be due to different 

methodology and sample structure or the different rate of 

reporting of perceived dysfunction by the patients due to 

inadequate psychological mindedness. Studies have 

quoted the presence of premature ejaculation in 

alcoholics and that secondary premature ejaculation may 

sometimes be found in association with alcohol-related 

peripheral neuropathy. 

Problem assessment and overall satisfaction 

The domain of problem assessment is a comprehensive 

score relating to question on how subjects perceived 

problems related to sexual drive, erection and ejaculation. 

In Our study 26 subjects (52%) of the study group had 

reported problem in their sex life compared to 14(28%) 

subjects in the control group (Table 3). On BSFI the 

mean score of problem assessment domain of the study 

group was 9.18 while the mean score of the controls was 

11.18. The difference between the two was statistically 

significant (p<0.01) (Table7). 

30 (60%) of the subjects of the study group had decreased 

overall satisfaction with their Sex life compared to 

15(30%) of subjects of the control group (Table 3). On 

BSFI the mean score of overall satisfaction domain of the 

study group was 3.08 while the mean score of the control 

was 3.7. The difference between the two was statistically 

significant (p<0.01) (Table 7). 

These results show that there is relative consistency 

between the 2 domains that as the subjects perceive 

problems related to their sexual functioning their overall 

satisfaction of their sex life decreases. These scores were 

statistically significant compared to those of controls thus 

implying that alcohol increases problems related to 

sexual functioning and decreases overall satisfaction of 

sex life. 

C. Assessment based on the international index of 

erectile function (IIEF) 

The IIEF addresses the relevant domains of male sexual 

function (that is, erectile function, orgasmic function, 

sexual desire, intercourse satisfaction, and overall 

satisfaction). As seen in Table 4, 13 subjects of the study 

group did not report any Sexual dysfunction on the IIEF 

i.e. 37 patients (74%) had reported some dysfunction on 

at least one of the domains. 40 controls did not report any 

dysfunction (Table 4) on any of the domains i.e. 10 

(20%) of the controls reported some dysfunction on at 

least one of the domains. 

Erectile Function 

On further assessing for erectile function using the IIEF 

in this study group we found that 24 subjects (48%) 

reported problems related to erectile functioning (Table 

4) which is similar to the results obtained on assessment 

by the BSFI and in concordance with earlier mentioned 

studies. In the control group 8 (16%) participants 

reported dysfunction (Table 4). On the IIEF for the 

domain of the erectile function the mean score of the 

study Group was 23.78 while that of the control group 

was 28.42. This was statistically significant compared to 

the control group (p<0.01) (Table 8). 

For the severity of erectile dysfunction assessed by the 

IIEF among the study group, 7 (14%) had reported mild 

dysfunction. 13 (26%) had reported mild to moderate 

dysfunction and 4 (8%) had reported moderate 

dysfunction; and none of the participants had reported 

severe dysfunction (Table 5). The findings of this study 

suggests that erectile dysfunction due to alcohol 

consumption is mainly of mild to moderate severity. 

Intercourse Satisfaction 

The IIEF also assessed for other domains like intercourse 

satisfaction, or orgasmic function, sexual desire and 

overall satisfaction. On assessment on the domain of 

intercourse satisfaction 25 (50%) subjects reported that 
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they were not satisfied with their sexual functioning 

during intercourse compared to 6 (12%) subjects of the 

control group not being satisfied with their sexual 

functioning during intercourse (Table 4). The mean score 

of the subjects of the study group was 12.04 while the 

mean score in the control group was 14.24. The 

difference between the two groups was statistically 

significant (p < 0.01) (Table 8). 

Orgasmic function  

7 (14%) subjects of the study group reputed disturbances 

of orgasmic function compared to 2 (4%) subjects of the 

control group (Table 4). The mean score of the study 

group on the domain of orgasmic function was 9012 and 

that of the control group was 9.78. The difference 

between the two groups was statistically significant (p< 

0.01) (Table 8). Arackal BS and Benegal V (18) in their 

study found that fourteen subject (14.58%) had a lack of 

pleasure at the time of ejaculation (anorgasmia) and 10 

(10.41%) had inhibited or delayed ejaculation. 

Sexual Desire and Overall Satisfaction 

In this study 29 (58%) subjects of the study group and 9 

(18%) subjects of the control group reported decreased 

sexual desire (Table 4). The mean score of the study 

group on the domain of sexual desire was 7062 and that 

of the control group was 90520. The difference between 

the two groups was statistically significant (p< 0.01). 

(Table 8) this finding again correlated with the findings 

of decrease sexual drive according to the BSFI. 34(68%) 

participants of the study group had decreased overall 

satisfaction compared to7 (14%) subjects of the control 

group (Table 4). The mean score of the study group on 

the domain of overall satisfaction was 7.52 and that of the 

control group was 9.54. The difference between the two 

groups was statistically significant (p< 0.01) (Table 8). 

These results are in concordance with the findings related 

to BSFI. 

D. Assessment based on the index of premature 

ejaculation (IPE) 

The IPE addresses issues associated with ejaculating 

prematurely. The IPE addresses three aspects: sexual 

satisfaction, control over ejaculation, and distress about 

the condition. In the study group 32 (64%) subjects 

reported a decrease in sexual satisfaction overall while in 

the control group 4 (8%) subjects reported a decrease in 

sexual satisfaction (Table 6). The mean score of the study 

group on the domain of sexual satisfaction was 1502 and 

that of the control group was 19.14. The difference 

between the two groups was statistically significant (p< 

0.01) (Table 9). This prevalence rate was similar to that 

reported for decreased overall satisfaction as per the BSFI 

18 (36%) subjects of the study group and 5 (10%) 

subjects of the control group complained of difficulty in 

control of their ejaculation (Table 6). The mean score of 

the study group on the domain of ejaculatory control was 

17.14 and that of the control group was 18.96. The 

difference between the two groups was statistically 

significant (p <0.01), (Table 9). 21 (42%) subjects of the 

study group reported distress about their premature 

ejaculation while in the control group 9 (18%) subjects 

did so (Table 6). The mean score of the study group on 

the domain of distress due to premature ejaculation was 

8.26 and that of the control group was 9.52. The 

difference between the two groups was statistically 

significant (p <0.01) (Table 9). The scores on all the 

domains of the IPE were statistically significant when 

compared to the control group (Table 9, Figure 3). This 

implies the premature ejaculation is common in subjects 

with alcohol dependence syndrome. These subjects have 

difficulty controlling their ejaculation and have 

significant distress related to it. The prevalence rates of 

problems due to ejaculatory function on the BSFI and on 

the IPE are slightly different which may be due to inter 

vast variability, minor differences in the questions and 

the different cut off scores selected as per scale. 

E. Correlations of domains of sexual functioning with 

variables of study group 

The different domains of sexual functioning was 

correlated with years of tobacco consumption (smoking 

or chewing), current age of diagnosis of subjects with 

alcohol dependence syndrome, the number of years the 

subject has been consuming alcohol, AUDIT score and 

serum testosterone levels. Table 10 shows the correlation 

of the different domains of sexual function of the BSFI, 

Table 11 shows the correlation of the different domains 

of sexual function of the IIEF and Table 12 shows the 

correlation of the different domains of sexual function of            

the IPE with years of tobacco consumption (smoking or 

chewing), current age of diagnosis of subjects with 

alcohol dependence syndrome, the number of years the 

subject has been consuming alcohol, AUDIT score and 

serum testosterone levels.  

Only years of alcohol consumption prior to current 

assessment had a significant correlation with almost all 

the domains of sexual functioning except on the domain 

of intercourse satisfaction of the IIEF. This was a 

negative correlation with sexual functioning as higher 

scores denote better functioning. These findings infer that 

a fair association of ‘drinking years’ with sexual 

dysfunction was observed. Therefore there as a fair 

association of drinking years with decreased Sexual 

drive, erectile dysfunction, problems of ejaculation, 

problem assessment of sexual functions and decreased 

overall satisfaction on the BSFI. On the IIEF increased 

years of drinking was associated with erectile 

dysfunction, enhanced problem of orgasmic function, 

decreased sexual desire and poor overall satisfaction. On 

the IPE, increased number of drinking years was 

associated with decreased sexual satisfaction, problems 

of control of ejaculation and distress related to premature 

ejaculation. No association was observed between the 
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other variables and domains of sexual function of the 

BSFI, the IIEF or the IPE. 

In our study 37 (74%) subjects used tobacco (smoking or 

chewing) and no significant Correlation was found with 

any of the domains of sexual functioning. Similarly in the 

study by Arackal BS and Benegal V 87% of the subjects 

used tobacco and people with tobacco use were no more 

likely to have more sexual dysfunction than those without 

tobacco use.
18

 

F. Serum testosterone levels 

Serum testosterone levels were assessed in all subjects of 

the study group. All the subjects had serum testosterone 

levels within the normal range except one subject who 

had increased serum testosterone levels (Table 13). 

Testosterone (T) plays an essential role in normal male 

development as well as in the maintenance of many male 

characteristics. Animal studies demonstrated that nitric 

oxide (NO) production is regulated by androgens which 

exert a direct effect on penile tissue to maintain erectile 

function. Androgen deficiency produces metabolic and 

structure imbalances in the corpus cavernosum, which 

results in venoocclusive dysfunction and ED. Studies in 

the past, have reported a decrement in serum testosterone 

levels after alcohol consumption. This finding of normal 

serum testosterone also implies that none of our subjects 

had hypogonadism due to any other cause which could 

have contributed to sexual dysfunction. 

G. HAM A and HAM D scores 

As depicted in table 14 the participants of the study group 

had score on HAM A and HAM D scales well below the 

cut off implying that none of them work significantly 

depressed or anxious. HAM A and HAM D were 

administered to the subjects to substantiate that there 

were no depression or anxiety symptoms in the study 

group. This was an essential exclusion criteria for the 

study group as depression and anxiety would have been 

confounding factors in the study.  
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