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Abstract 

Introduction: Erectile dysfunction (ED) refers to inability to achieve and sustain erection sufficient for satisfactory penetrative 

sexual experience. Lower Urinary Tract Symptoms (LUTS) includes storage, voiding and post-micturition symptoms due to 

bladder outlet obstruction. LUTS may be a risk factor for ED. Objectively, international prostate symptoms score (IPSS) is an 

essential tool for assessing the bothersome nature of lower urinary tract symptoms while the abridged version of international 

index of erectile function (IIEF-5) is objectively useful in assessing ED. This study is focused on establishing the relationship 

between severity of ED and IPSS in patients with bladder outlet obstruction (BOO) caused by prostate enlargement. 

Methodology: By simple random sampling, patients presenting in clinic with bladder outlet obstruction not due to urethral 

stricture were evaluated for ED. Two questionnaires (IIEF-5 and IPSS) and a specially designed proforma were administered to 

all the patients who met the criteria for inclusion. The questionnaires objectively evaluated the ED and severity of LUTS 

respectively. The data obtained were analyzed using Statistical Package for Social Sciences (SPSS) version 21.0. P-value of < 

0.05 was seen as statistically significant. Results: One hundred and seventeen male patients with bladder outlet obstruction were 

enrolled in this study. Ninety patients (77%) varying severity of IIEF-5 score while twenty-seven patients (23%) normal IIEF-5 

score. Mean age of patients with severe IIEF-5 score was 64 while the mean age of patients with moderate IIEF-5 score, mild to 

moderate IIEF-5 score, mild IIEF-5 score and normal IIEF-5 score were 64, 65, 60 and 58 respectively. Over seventy one percent 

(71.4%) of patients between 41-50 years had varying degree of ED based on IIEF-5 score. 65% of patients between the age range 

of 51-60 abnormal IIEF-5 score while 89% and 94% of patients between the age range of 61-70 and 71-80 respectively varying 

degree of ED. Patients with severe IIEF-5 score had the highest mean IPSS of 23 while patients with normal IIEF-5 score had the 

lowest mean IPSS. The P-value (0.21) was not significant. Conclusion: This study shows that IIEF-5/ED has a direct relationship 

with IPSS. There was a positive link between ED/IIEF-5 and IPSS/LUTS. This may also be part of the rationale for administering 

low dose tadalafil to improve sexual performance in patients with bladder outlet obstruction. 
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1. Introduction 

Erectile dysfunction (ED) refers to inability to achieve 

and maintain erection sufficient for satisfactory penetrative 

sexual experience [1]. Normal erectile function remains a 

vital aspect of human existence and has a negative impact on 

quality of life (QoL) and performance.
 
Prevalence of ED 

increases with age [1]. Several studies observed a progres-

sive prevalence of ED as a man ages [1-3]. A study reported 

an incidence of 31% for patients aged 50-59 years and 76% 

for patients between 70-80 years [2]. ED affects marital 

harmony and is a significant cause of crisis. Most medical 

management are basically for palliation and can have serious 

side effect. The medical therapy sometimes used in the 

management of bladder outlet obstruction (BOO) also affect 

sexual function [4]. 

International prostate symptom score (IPSS) is a tool 

that evaluates the severity of lower urinary tract symptoms 

(LUTS) caused by prostate enlargement. National Institute 

of Health and Clinical Excellence guidelines classified 

lower urinary tract symptoms as consisting of storage, 

voiding and post-micturition symptoms. This symptoms 

basically affects the urinary tract in patients who suffers 

from bladder outlet obstruction [5]. Post-micturition drib-

bling majorly suggests urethral disease which is not part of 

the parameters assessed by IPSS [6]. IPSS is a 

self-administered, valid and reliable tool for assessing the 

LUTS caused by prostate enlargement. It comprises of 4 

voiding and 3 storage items. The voiding symptoms are 

incomplete emptying, intermittency, weak stream and 

straining. The storage symptoms are frequency, urgency 

and nocturia. Each symptom is score from 0-5 giving a 

minimum total score of 0 and maximum total score of 35 

points.
 
A total symptom score of 0-7 is mild, 8-19 is mod-

erate and 20-35 is severe [6, 7]. Quality of life (QoL) re-

sponses ranges from ‘delighted’ ‘pleased’, ‘mostly satis-

fied’, ‘mixed (both equally satisfied and dissatisfied’, 

‘mostly dissatisfied’, ‘unhappy’, ‘terrible’. It is scored 

from 0 to 6 [8]. IIEF-5 is an abridged validated question-

naire used in ascertaining the severity of ED. Parameters 

assessed includes erectile function, orgasmic function, 

sexual desire, intercourse satisfaction and overall satisfac-

tion. Score ranges from severe (5-7), moderate (8-11), mild 

to moderate (12-16), mild (17-21), and no ED (22-25) [9]. 

Bladder outlet obstruction present with storage and 

voiding LUTS which may impact on sexual function and 

performance [10]. Some studies observed rising IPSS 

amongst men with BOO with progressive decline in 

erectile function [11]. Ikuerowo et al observed a positive 

link between ED and IPSS probably due to the voiding 

lower urinary symptoms with a prevalence rate of ED at 

over 70% [12]. Tadanafil administered in low doses may 

be useful and possibly counter the adverse effect of 5 

alpha reductase inhibitors like dutasteride and finasteride 

considering that ED is one of the major side effect re-

ported with the used of these drugs [6]. Worsening 

voiding lower urinary tract symptoms due BOO/prostate 

enlargement is seen as the possible cause of ED in men 

above 40 [13, 14]. 

This study is focused in establishing the link between the 

ED assessed with IIEF-5 and lower urinary tract symptoms 

assessed with IPSS in patients with bladder outlet ob-

struction. Perhaps the outcome may support other studies 

that observed similar trend/positive link between ED and 

BOO. 

2. Methodology 

This was a prospective study. Patients with storage and 

voiding LUTS were randomly recruited and assessed for the 

presence of ED. IPSS and IIEF-5 were used to objectively 

determine the symptom severity and those that fulfilled the 

enrolling criteria were included in the study. 

2.1. Inclusion Criteria 

1) Male patients with bladder outlet obstruction presenting 

with lower urinary tract symptoms. 

2) All consenting patients. 

2.2. Exclusion Criteria 

1) Male patients with other causes of lower urinary tract 

symptoms like locally advanced prostate malignancy 

and urethral stricture. 

2) Male patients with neurogenic bladder and risk factors. 

3) Male patients with chronic back pain. 

4) Male patients on medications that affect erectile func-

tion including psycho-tropics, anti-androgens, hypo-

glycemic drugs and anti-hypertensives. 

5) Male patients with history of major pelvic injury in-

cluding pelvic fracture urethral distraction defect. 

6) Male patients on urethral catheter. 

Patients with BOO who fulfilled the enrolling criteria were 

included in the study. We obtained an informed consent and 

approval for the study were obtained from the ethical com-

mittee of the hospital. Two globally recognized questionnaires 

(IPSS and IIEF-5) were used to objectively evaluate the 

bothersome nature LUTS and severity of ED. A proforma was 

specifically designed to record the biodata as well as other 

relevant information. 

Completely filled questionnaires/proforma were collated 

and data obtained were analyzed using Statistical Package 

for the Social Sciences (SPSS) version 21.0 and p-values < 

0.05 was referred to be statistically relevant. Statistical 

tools including chi square and student’s paired T test were 

employed to compare outcome appropriately. Relationship 

between IIEF-5 and IPSS was compared using the Pear-
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son’s correlation. Results are represented in charts and 

tables. 

3. Results 

One hundred and seventeen patients with bladder outlet 

obstruction were recruited in this study. The patients were 

between 43 to 75 years with majority of the patient falling 

between the age ranges of 51-70. Only 7 patients were below 

50 years as shown in figure 1. 

 
Figure 1. Age distribution of patient with BOO. 

Ninety patients (77%) had varying degree of ED/IIEF-5 

while 23% had normal IIEF-5 score. Amongst the 90 patients 

that abnormal IIEF-5 score, 2.2% had severe IIEF-5 score, 17% 

had moderate IIEF-5 score, 39% had mild to moderate 

ED/IIEF-5 score while 42% observed mild ED/IIEF-5 score 

as shown in figure 2. 

 
Figure 2. Distribution of Patients with ED based on IIEF-5 score. 

Mean age of patients with severe IIEF-5 score was 64 ± 

7.07 and that of moderate IIEF-5 score, mild to moderate 

IIEF-5 score, mild IIEF-5 score and normal IIEF-5 score were 

64, 64.62, 60 and 58 respectively. The comparison between 

the severity of IIEF-5 and mean age is as represented in table 

1. 

Table 1. Mean age versus severity of IIEF-5. 

IIEF-5 score Frequency Mean age Standard deviation 

Severe 2 64 7.07 

Moderate 15 64 7.26 

Mild to moderate 35 64 7.40 

Mild 38 60 7.05 

Normal 27 58 5.16 

P value = 0.01 

The patients who had normal IIEF-5 score were between 

54-60 years. Seven patients were between 41-50 years and 

over seventy percent (71.4%) had ED. 65.5% of patients 

between 51-60 years had abnormal IIEF-5 score while 88.9% 

and 93.7% of patients between 61-70 and 71-80 years re-

spectively had abnormal IIEF-5 as depicted in figure 3 below. 
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P-value = 0.02. 

Figure 3. Age distribution of patients with abnormal IIEF-5 score/ED. 

Twenty-four patients (20.51%) had mild IPSS, 53.85% had 

moderate IPSS while severe IPSS was observed in 25.64% as 

shown in figure 4 below. 

 
Figure 4. Frequency distribution of the severity of LUTS. 

Severity of IIEF-5 was compared with the severity of 

IPSS. Patients with severe IIEF-5 score had a higher mean 

IPSS of 23 while patients with normal IIEF-5 score had the 

lowest mean IPSS of 13 as shown in table 2. The P-value was 

0.21. 

Table 2. Correlation between IIEF-5 and mean IPSS. 

IIEF-5 score Frequency 
Mean IPSS 

score 

Standard 

deviation 

Severe 2 23 12.73 

Moderate 15 18 9.20 

Mild to moderate 35 15 7.46 

Mild 38 14. 7.08 

Normal 27 13 8.05 

P -value = 0.21. 

4. Discussion 

Erectile dysfunction (ED) is the persistent inability to 

achieve and maintain erection sufficient for satisfactory pen-

etrative sexual experience [1]. Sexual health is an aspect of 

human existence that has significant impacts on quality of life 

(QoL) [6]. Prevalence of erectile dysfunction is age dependent. 

Several studies observed a higher prevalence rate in males 

greater than 70 years compared to younger adults [2, 3]. This 

is in keeping with our observation which showed a progres-

sive trend in the prevalence of ED with increasing age. We 

also observed a high prevalence of ED in this study. This 

http://www.sciencepg.com/journal/cmr


Clinical Medicine Research http://www.sciencepg.com/journal/cmr 

 

185 

increased prevalence observed in our study may be due to 

concomitant existence of BOO as we excluded all other risk of 

ED prior to enrolling the patients. The age range of the pa-

tients in our study was 43-75 years with majority falling be-

tween 51-70 years. While we acknowledge that there may still 

be other factors responsible for the ED observed in this age 

group which we inadvertently did not exclude, we excluded 

documented likely risk factors of ED amongst this age group 

like hypertension, diabetes mellitus etc. [6]. More so, the 

increase in the severity of ED observed with aging in this 

study was statistically significant (P value of 0.001) as noted 

in several studies [2, 3, 6, 12, 14]. 

BOO is a common clinical presentation observed in older 

men above 50 years [13, 15]. This group of adults commonly 

report varying forms and severity of sexual dysfunction par-

ticularly ED prompting possible link between ED and 

LUTS/IPSS. Obiatuegwu et al reported a direct relationship 

between the severity of ED and prostate volume with 76.9% 

of men with BOO due to symptomatic BPE experiencing 

diverse severity of ED and displeased with their QoL and 

sexual performance. This is also in keeping with our findings 

which observed that men with BOO and moderate/severe 

IPSS experienced significant progressive severity of ED. 

This study is not focused on the specific etiology of BOO 

such as BPE as reported by Obiatuegwu et al as we only 

considered the general relationship between ED and the se-

verity of IPSS irrespective of the etiology [1]. 

Sak et al noted a causative link between BOO/LUTS and 

sexual dysfunction [16]. This index study observed an expo-

nential relationship between the severity of ED assessed us-

ing IIEF-5 and the severity of BOO/LUTS assessed with 

IPSS. We noted that the severity of ED worsened as the IPSS 

progressed exponentially with patients with severe IPSS ≥ 20 

had the worst sexual experience compared with patient with 

mild IPSS. This further confirms a direct correlation between 

the severity of ED and IPSS. 

Kirby et al reported LUTS as a strong indicator of ED with 

an odd ratio for erection problems of 8.90 (95.0%) [10]. Other 

studies also noted that men with moderate (IPSS= 8-19) or 

severe (IPSS ≥20) LUTS increased every 10 years with 

commensurate decline in erectile function [11, 14]. This is in 

keeping with our observation that found a direct relationship 

between ED, IPSS and aging. Ikuerowo et al also reported a 

positive link between ED and BPE/LUTS probably due to the 

voiding lower urinary symptoms from prostate enlargement 

with a very high prevalence of ED as IPSS worsened [12]. 

While we observed similar trend, our study was not focused 

on any specific category of lower urinary symptoms respon-

sible for the decline in sexual function. However, we noted 

worsening ED in patients with worsening IPSS. 

ED has been observed by many studies to have a direct rela-

tionship with IPSS [6, 11, 12]. We noted that patients with 

severe ED had a higher mean IPSS of 23 while patients with no 

ED had the lowest mean IPSS of 13. This findings are in 

keeping with several studies showing significant link between 

IPSS and erectile dysfunction in older men globally [17]. 

Sexual function and LUTS may be affected by changes in 

smooth muscle tone as seen in patients with BOO/LUTS due 

to BPE. The growth of these tissues around the transitional 

zone of the prostate may cause a mechanical obstruction with 

consequent increased urethral resistance and with worsening 

IPSS. This may have contributed to the direct link between the 

severity of IIEF-5 score and IPSS observed in our study [12, 

14]. 

Preservation and restoration of sexual function cannot be 

over emphasized in the management of patients with bother-

some lower urinary tract symptoms [6]. This was clearly 

observed in our study as the prevalence of ED increased in 

men with moderate and severe IPSS which translates to 

bothersome LUTS. The QoL of the patients in these category 

may improve on low dose tadanafil. Sexual and urinary 

functions has a direct impact on QoL and varies in different 

patients. A patient with severe IPSS may be satisfied with his 

sexual function and performance while another patient with 

mild IPSS may experience the worse erectile function [6]. 

5. Conclusion 

This study confirms a direct relationship between ED and 

the severity of LUTS/IPSS. There was a direct link between 

ED and IPSS. The exact nature of this relationship and the 

specific LUTS responsible for decline in sexual function will 

require a more comprehensive study to identify. Administer-

ing daily low dose tadalafil may improve the QoL and sexual 

performance in patients with bothersome LUTS. 

6. Limitation 

Our small sample size may not be a true representation of 

facts. More research on severity of IIEF-5 and IPSS with a 

larger sample size and involving multiple centers will further 

strengthen our verdict. 

Abbreviations 

ED Erectile Dysfunction 

BPE Benign Prostatic Enlargement 

LUTS Lower Urinary Tract Symptoms 
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SPSS Statistical Package for the Social Sciences 
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