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ABSTRACT

Background/aim: Our aim is to investigate the relationship of psychogenic erectile dysfunction(pED) that develops during 
the new coronavirus disease(COVID-19) pandemic with coronavirus anxiety using the Coronavirus Anxiety Scale(CAS) and the 
International Index of Erectile Function-5(IIEF-5) questionnaire.

Materials and methods: This study was conducted in Elazig Fethi sekin city hospital during January 2021 to March 2021. 
Medical history of male patients who were admitted to urology outpatient clinics were taken and physical examinations were 
performed. Morning serum fasting glucose, total testosterone and prolactine levels were measured. IIEF-5 questionnaire was filled 
by the patients. Two groups were formed as pED and control group. Both groups filled the CAS questionnaire and the results were 
compared statistically.

Results: IIEF-5 scores were 15.86±7.53 and 24.26±0.82 in the pED group and the control group, respectively. The CAS scores 
were 7.53±2.02 and 0.40±0.62 in the pED group and in the control group, respectively. There was a significant difference between these 
findings. There was a significant negative correlation between IEF-5 scores and CAS scores. (p*=0.00) IIEF-5 scores were significantly 
lower in the pED group compared to the control group. (p*=0.00) CAS scores were significantly higher in the pED group compared to the 
control group. (p*=0.00) While there was a statistically significant difference between moderate pED and mild moderate pED in terms 
of CAS scores (p*=0.02, p*=0.00), there was no statistically significant difference between mild moderate pED and mild pED. (p=0.27). 

Conclusion: In addition to high contagiousness and mortality rates, COVID-19 causes economic burden and financial losses, 
leading to negative individual and global psychosocial impact and increased anxiety. Since anxiety is one of the etiological causes 
of pED, pED encountered during the COVID-19 pandemic is also associated with coronavirus anxiety. Psychiatric support for 
coronavirus anxiety should be added to pED treatment. 
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Introduction

The new coronavirus disease (COVID-19) 
became a global problem in a short time after the 
pneumonia cases caused by Severe Acute Respiratory 
Syndrome-Coronavirus -2 (SARS-COV-2) virus 
were seen in Wuhan, Hubei Province, China in late 
December 2019. It was declared by the World Health 
Organization (WHO) as a Public Health Emergency 

on January 30, 2020, and as a pandemic on March 
11, 2020(1). COVID-19 has created a complex and 
constantly evolving situation in the world. Increased 
media information, difficulties in being able to reach 
health institutions, fear of food shortages and being 
infected at any moment have created significant 
psychological impact. Furthermore, rapid increase in 
new cases, prolonged quarantine periods, and deaths 
have significantly increased the anxiety related to 
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COVID-19(2). In addition, the fact that most of the 
business sectors have shrunk due to the restrictions 
leading to loss of jobs by numerous people or fear 
of losing job result in anxiety. "Coronavirus Anxiety 
Scale" (CAS) was developed by Lee SA to detect 
anxiety related to the COVID-19 pandemic(3). 
Turkish validation of the scale was achieved by Evren 
C et al.(4). According to the American Psychiatric 
Association's Diagnostic and Statistical Manual of 
Mental Disorders, fifth edition (DSM-5), erectile 
dysfunction (ED) is defined as the recurrent inability 
to achieve an erection, the inability to maintain an 
adequate erection, and/or a noticeable decrease in 
erectile rigidity during partnered sexual activity for 
at least 6 months. 

As a result, this can lead to significant distress 
or difficulties in interpersonal relationships(5). There 
are several interrelated factors in the emergence 
and persistence of ED. These factors are divided 
into three as psychogenic, organic and mixed 
types(6). Psychogenic erectile dysfunction (pED), 
especially in young men, is a sudden development 
of performance anxiety, is characterized by 
the absence of an erection when having sexual 
intercourse while having an erection in different 
times and environments(7). In pED, the diagnosis can 
be made easily by administering the International 
Index of Erectile Function (IIEF) Questionnaire 
along with taking a thorough medical history(8). 
Health concerns, economic concerns and anxiety 
caused by the COVID-19 pandemic are also among 
the etiological causes of psychogenic erectile 
dysfunction. Our aim in this study was to investigate 
the relationship between coronavirus anxiety and 
pED that develops during the pandemic using CAS 
and IIEF-5 questionnaire.

 
Materials and methods

This study was conducted in Elazig Fethi sekin 
city hospital during January 2021 to March 2021. 
After the approval of Fırat University Non-Invasive 
Research Ethics Committee dated 14.01.2021 and 
numbered 2021/01-27, medical history of male 
patients who were admitted to Elazig Fethi Sekin 
City Hospital, Urology outpatient clinics were 
taken and physical examinations were performed. 
Morning serum fasting glucose (Beckman AU5800 
autoanalyzer), total testosterone and prolactin 
(Beckman DXI-800 immunoassay) levels were 
measured. IIEF-5 questionnaire was filled by each 
patient. Two groups were formed as pED and control 

group. pED group consisted of 30 patients with 
no organic pathology in their medical history, no 
pathology in physical examination, normal glucose, 
total testosterone and prolactin levels, and an IIEF-5 
total score of 21 and below, and the control group 
consisted of 30 male patients with an IIEF-5 score 
of 22 and above at the same age as the pED group 
and with normal glucose, total testosterone and 
prolactin levels. IIEF-5 questionnaire consists of 5 
questions; each question is given a score between 0 
and 5. A total score between 0 and 25 is calculated. 
Patients with a IIEF-5 score 21 or less are considered 
as ED. A score between 5 and 7 indicates severe 
erectile dysfunction, 8-11 moderate, 12-16 mildly 
moderate, 17-21 mild erectile dysfunction and 22-25 
indicates no ED(8). Patients in both groups filled the 
CAS questionnaire. CAS was developed to identify 
cases of dysfunctional anxiety associated with the 
COVID-19 pandemic. 

Each item was created to determine the reflection 
of this particular form of anxiety. Specifically, it has 
cognitive, emotional, behavioral and physiological 
dimensions. In this scale, which consists of 5 
questions, participants mark their answers to the 
questions asked, as one of the following: never, 
rarely-less than a day or two, a few days, more than 7 
days, almost every day in the last two weeks. These 
answers are given the scores of 0,1,2,3,4 respectively. 
The sum of the scores is between 0 and 16, the 
higher the total score, the more severe the degree of 
anxiety(3). Glucose, total testosterone, fasting glucose 
serum values along with CAS and IIEF-5 scores 
of pED and control group patients were compared. 
Statistical analyses were performed using the IBM 
Statistics SPSS Software Version 23 (IBM Corp., 
Armonk, NY, USA). For the variables that are 
normally distributed, the Independent-samples t test 
and means test were conducted for comparison. A 
P-value < 0.05 was considered statistically significant.

Results

The ages of the pED group were between 24-57 
years and the mean age was 39.73±8.94 years, the 
age of the control group varied between 23-60 years 
and the mean age was 40.96±9.64 years. (p= 0.609) 

The total testosterone levels of the patients was 
4.18±0.92 μg/dL in the pED group, 4.16±1.21 μg/dL 
(1.75 - 7.81 μg/dL) in the control group, and prolactin 
level was 9.22±1.99 μg/dL in the pED group and 
9.16±2.85 μg/dL (2.64-13.30 μg /dL) in the control 
group. Fasting blood glucose levels were 88.23±7.37 
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mg/dL and 88.26±6.93 mg/dL (74-100 mg/dL) in the 
pED group and control group, respectively. There 
was no statistically significant difference between 
the groups. (p=0.196, p=0.929, p=0.971) (Table 1).

The mean IIEF-5 score was 15.86±3.39  and 
24.26±0.82 in the pED group and in the control group, 
respectively. The mean CAS score was 7.53±2.02 in 
the pED group and 0.40±0.62 in the control group. 
There was a statistically significant difference 
between the groups. There was a significant negative 
correlation between IIEF-5 scores and CAS scores. 
(p*= 0.00) The IIEF-5 scores were significantly lower 
in those with pED compared to the control group. 
(p*=0.00) CAS scores were significantly higher in 
those with pED compared to the control group. (p*= 
0.00) (Table- 2). 

Four (13.4%) of pED patients had moderate 
ED, 11 (36.6%) had mild-moderate and 15 (50%) had 
mild ED, according to their IIEF-5 scores. Severe 
ED was not seen (Table 3).

While there was a statistically significant 
difference between moderate ED and mild-moderate 
ED, and between moderate ED and mild ED in 
terms of CAS scores (p*=0.02, p*=0.00), there was 
no significant difference between mild-moderate ED 
and mild ED. (p=0.27). 

Discussion

In addition to high contagiousness and 
mortality rates, COVID-19 leads to individual and 
global psychosocial impacts by causing psychiatric 
disorders, economic burden and financial losses(9). 
While recent news about vaccines and vaccination 
had a positive psychological impact on individuals 
and society, those about mutations occurring in the 
virus create negative effects. Measures such as social 
distance, isolation and quarantine cause a negative 
impact on individuals, loss of freedom, separation 
from loved ones and uncertainty lead to negative 
psychological impacts(10). Lack of information and 
insufficient transmission of necessary information 
to public enhance the uncertainty and threat. Studies 
have shown that such situations also occur in the 
Influenza A (H1N1) crisis and increase anxiety(11). 
The thought that COVID-19 spreads faster than 
other epidemics such as influenza and poses a 
severe threat has caused it to be perceived as a high-
risk epidemic in societies(12). It is seen that mass 
tragedies, especially those involving infectious 
diseases, generally cause significant deterioration in 
the behavior of many people in the society, triggering 
increased fear and anxiety waves(13).

In a study, the prevalence of traumatic stress was 
73.4%, depression 50.7%, general anxiety 44.7% 
and sleep disturbance 36.1% in individuals highly 
susceptible to COVID-19 infection(14). Studies on 
the psychological effects of previous global disease 
outbreaks on society have revealed that people have 
pandemic-related concerns about getting ill, health 
anxiety, general anxiety, post-traumatic stress and 
suicidal tendencies(15, 16). During the COVID-19 
pandemic, many factors have led to several negative 
impacts on sexual behavior including reduction 
in the frequency of sexual intercourse, decrease 
in sexual intercourse and general satisfaction, 
significant increase in sexual avoidance behavior 
in women, and increase in masturbation-induced 
sexual satisfaction in men(17). 

Admissions to urology clinics have increased 
significantly during the pandemic due to andrological 
problems. In a study, it was reported that the 
prevalence of ED increased in pandemic when pre-
pandemic and pandemic periods were compared(18). 
Anxiety and depression are the most prominent 
factors that result in deterioration of sexual function. 
There are many studies reporting the relationship 
between depression and anxiety and sexual function 
changes(19, 20). In their study, Dunn et al. reported 

Total Testosteron
(1.75 – 7.81 μg/dL)

Prolactin
(2.64 -13.30 μg/dL)

Glucose
(74 - 100 mg/dL)

pED group 4.18±0.92 μg/dL 9.22±1.99  μg/dL 88.23±7.37 mg/dL

Control group 4.16±1.21 μg/dL 9.16±2.85 μg/dL 88.26±6.93 mg/dL

p value p=0.196 p=0.929 p=0.971

IIEF-5 score CAS score

pED group 15.86±3.39 7.53±2.02

Control group 24.26±0.82 0.40±0.62

p value p*=0.00 p*= 0.00

 ED severity Frequency Percent %

Severe (score: 5-7) 0 0.0%

Moderate (score: 8-11) 4 13.4%

Mild-moderate (score: 12-16) 11 36.6%

Mild (score: 7-21) 15 50.0%

Total 30 100.0%

Table 1: Total testosterone, prolactin and glucose levels 
of the groups.

Table 2: IIEF-5 and CAS scores of the groups. 
*p<0.05.

Table 3: Degrees of ED severity.
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that erectile dysfunction was observed 1.3-2.3 times 
more in people with anxiety and depression(21). 
The diagnosis of pED can be made easily by 
taking a medical history, performing physical 
examination and laboratory tests. pED can develop 
due to insufficient sexual education, traumatic 
sexual experiences in childhood, conflict between 
couples, stressful situations in nature, stressful life 
events such as job loss or migration, aging anxiety, 
health concerns, general anxiety or depression and 
usually occurs suddenly, especially in young men. It 
accompanies performance anxiety(22). 

There is no erection when having sexual 
intercourse while having spontaneous erections 
at different times and  environments(7, 23). While 
primary pED means lifelong inability to achieve 
successful sexual performance, secondary pED 
occurs after a satisfactory sexual performance 
period(24, 25). In our patients, ED complaints have 
just started and they did not experience any problem 
with erection previously. Organic ED is associated 
with testosterone deficiency or hypogonadism and 
low prolactin levels(26). In our patients, mean total 
testosterone values were 4.18±0.92 μg/dL in the pED 
group and 4.16±1.21 μg/dL in the control group. 
The mean prolactin values were 9.22±1.99 μg/ dL 
in the pED group and 9.16±2.85 μg/dL in the control 
group. The International Index of Erectile Function 
(IIEF-5) questionnaire, consisting of 5 questions, 
is used to determine the ED and its severity. Four 
(13.4%) of pED patients had moderate ED, 11 
(36.6%) had mild-moderate and 15 (50%) had mild 
ED, according to their IIEF-5 scores. 

Severe ED was not seen. Nocturnal penile 
tumescence and rigidity (NPTR) monitoring 
with RigiScan is still considered to be a useful 
method for diagnosis, although sometimes it gives 
incorrect results for pED at the present stage(27). 
NPTR monitoring was not performed because pED 
sometimes can give false results in our patients, 
pandemic causes sleep disorders in most patients and 
patients did not want to come to the hospital again. 
Some researchers have also conducted topological 
studies in the brain using functional magnetic 
resonance imaging (fMRI) to investigate whether 
there is an organic disorder in pED(28). CAS was 
developed to identify cases of dysfunctional anxiety 
associated with the COVID-19 pandemic(3). This 
scaling format is based on the version that was created 
for cross-cutting symptom measure of the DSM-5 and 
used for achieving consistency with the American 
Psychiatric Association's system of measuring 

psychiatric symptoms and response to treatment 
over time where adults perform self-assessment(29). 
CAS scores in our patients were 7.53±2.02 in the 
pED group and 0.40±0.62 in the control group. The 
pED patients had moderate CAS scores based on 
the highest 16 scores. CAS scores were significantly 
higher in the pED group compared to the control 
group. The high CAS scores in patients with pED 
in our study indicate that ED developing during the 
pandemic period has an impact on corona anxiety. 
Patients with pED are treated using pharmacological 
and/or psychosocial methods. Pharmacologically, 
phosphodiesterase 5 (PDE5) inhibitors are very 
useful and restore the self-confidence regarding 
erection. Psychosocial treatment, on the other hand, 
consists of anxiety reduction and desensitization, 
cognitive-behavioral interventions, enhanced 
sexual arousal, interpersonal assertiveness and 
communication training of couples(30). Treatment for 
corona anxiety should be added to pED treatment 
during the pandemic period, and patients should be 
provided with psychological support. In conclusion, 
high contagiousness and mortality rate, measures 
such as quarantine, isolation, separation from loved 
ones, loss of freedom, uncertainty, economic burden 
and financial losses during the COVID-19 pandemic 
exert psychosocial negative impacts, especially 
anxiety. Since anxiety, extreme concern regarding 
health and work are also etiological causes in pED, 
pED seen during the COVID-19 pandemic is also 
associated with coronavirus anxiety. 

Treatment for corona anxiety should be added 
to the pED treatment during the pandemic, and 
patients should be given psychological support.
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