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Abstract
Background: Diabetes mellitus is a chronic disease that causes short and long-term complications. This study aimed 
to investigate the prevalence of sexual dysfunctions (SD) among diabetic patients in Iran and to examine whether 
glycemic control has a role in SD.

Methods: A consecutive sample of diabetic women and men who were registered in the Isfahan Endocrine and 
Metabolism Center, Iran were studied. Sexual dysfunction was evaluated using the Female Sexual Function Index (FSFI) 
in women and the International Index of Erectile Function (IIEF) in men. In addition the level of glycosylated 
hemoglobin was assessed to classify the diabetes status in patients.

Results: In all 200 patients (100 male and 100 female) were entered into the study. The mean age of patients was 48.6 
(SD = 7.3) years and most had type 2 diabetes (91.0%). The results showed that sexual dysfunctions were widespread in 
both gender and 165 (82.5%) patients reported that experienced at least one sexual dysfunction. There were significant 
associations between sexual dysfunctions and gender and type of diabetes (P = 0.04). Women and patients with type 1 
diabetes had higher rates of SD. No major differences were found between SD and age, diabetes status, duration of 
diabetes and hypertension. In addition, glycemic control did not show a significant association with SD in both 
genders.

Conclusion: The findings of this study showed that SD prevalence was high in diabetic patients of both genders and 
the glycemic control did not correlate with the frequency of SD in the study population. It is recommended that SD 
should be addressed more precisely in health care practice in Iran.

Background
Diabetes currently affects 246 million people in world
and is expected to affect 380 million by 2025. In addition
by 2025 the largest increases in diabetes prevalence will
take place in developing countries [1]. Hyperglycemia in
diabetic patients can cause short and long term complica-
tions. The long-term problems occur 5-10 years after
diagnosis in both types of diabetes and could be pre-
vented or postponed by precise controlling of blood sugar
(BS) level. The amount of BS can be monitored daily
either by patient or clinician while in long-term method
glycosylated hemoglobin (GH) is checked [2]. GH is a
blood test that reflects average blood glucose levels over a
period of approximately two to three months after its
raise. The longer the amount of glucose in the blood, the

more binding of glucose to hemoglobin is expected [2].
Therefore the range of GH is an objective measurement
for controlling diabetes in patients with the disease.
There are more supplementary recommended standards
of medical care in patients with diabetes: measurement of
blood pressure at every routine diabetes visits, annual
measurement of fasting lipid profile, screening for risk
factors of: coronary heart disease, neuropathy, retinopa-
thy, nephropathy and foot care. In addition, it has been
advised that people with diabetes should receive individ-
ualized medical nutrition therapy and the usage of fat and
carbohydrate must be limited [3].

Diabetes' complications can affect nervous system
including a group of ailments that involve peripheral,
autonomous and spinal cord nerves. Autonomic nervous
system imperfections accounts for a vast range of these
disorders that would engage all body systems including
cardiovascular, gastrointestinal, urinary, adrenalin glands
and reproductive system [2]. Their prevalence is associ-
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ated with age, weight, disease duration, GH level, choles-
terol level, hypertension and smoking. In all diabetes
could affect patients' life in several ways. For instance
since patients with diabetes should receive individualized
medical nutrition thus one might expect that patients
change their regular nutrition habits. In addition the
stigma associated with a chronic disease such as diabetes
might have effect on patients' social life and perhaps
cause social isolation. It is well recognized that social iso-
lation is an important risk factor for depression [4].

Sexual dysfunction (SD) as a diabetes-related difficulty
is common among both male and female patients [5,6].
Despite over 70 years of research, sexuality of females
with diabetes mellitus remains a controversial issue.
Despite over 70 years of research sexuality of females
with diabetes mellitus remains a controversial issue.
There is a debate that type of diabetes has an impact on
the emergence of SD in women with diabetes. Research
indicates that women with type 1 diabetes are mostly
affected by SD compared to type 2 diabetics and healthy
women [7]. Overall studies suggest women with diabetes
report more sexual dysfunctions compared to their coun-
terparts and increased diabetes related complications can
intensify the SD problems in patients [8]. Sexual prob-
lems in women with diabetes mostly include sexual
desire, sexual satisfaction, orgasmic disorder, arousal dis-
order and lubrication [9,10]. It seems that somatic sen-
sory system is affected by diabetes and intruitos vagina,
labium minora and clitoris are the most deteriorated gen-
ital sites in diabetic women. Even though manifesting of
sexual difficulties is not always expected and medication
can improve blood flow in clitoris [11,12]. It is argued
that neuropathy, vascular impairment, and psychological
complaints are recognized factors in the pathogenesis of
female sexual dysfunction in diabetic women [13]. In
addition endocrine changes may cause diminished vagi-
nal lubrication in women who suffer from diabetes; how-
ever it has rarely been documented as a sexual problem in
female sufferers [14]. In men with diabetes erectile dys-
function is more frequent than other men of the same age
[15]. Diabetes causes damage to nerves throughout the
body including penis and erectile dysfunction generates
as common diabetes' complication [16]. A number of
men with autonomic neuropathy can experience normal
erectile function and orgasm but do not ejaculate nor-
mally that could be verified through urine analysis [2].
Research indicates although erectile dysfunction is wide-
spread among men with diabetes; the condition is often
remains undiagnosed and demands appropriate assess-
ment and initiation of proper treatment [17]. A study by
Zdravko supported the hypothesis that in the complex
pathogenesis of diabetic erectile dysfunction (ED), dia-
betic neuropathy is the major pathogenic factor [18].
Other research findings are indicative that the etiology of

ED is a multifactor disorder and in the management of
diabetic ED, a holistic approach should be applied [19].

This study aimed to assess the differences between con-
trolled and uncontrolled diabetic cases of both gender in
Isfahan, Iran.

Methods
Participants and data collection
A cross-sectional study was conducted among 200 dia-
betic patients of both genders who were registered in
Isfahan Endocrine and Metabolism Center. The sample
was selected in a consecutive procedure from November
2002 to May 2003. The sample size was estimated on the
basis of a single proportion design. We assumed that at
best 50% of the patients would have controlled diabetes
status. Thus, a study with a sample of 206 diabetic
patients would have 80% power to detect a difference of
5% (45-55%) at the 0.05 significance level. The sample
size actually obtained for this study was 200 (100 men
and 100 women with diabetes).

The subjects were categorized into two groups: female
and male and based on their level of GH were set into
controlled (GH less than 10%) and uncontrolled (GH
more than or equal to 10%) clusters [20]. The subjects
were matched with regard to their age, type and duration
of diabetes. The inclusion criteria were identified as: reg-
istered for a year or longer (these patients had received all
their two to three recent HbA1c tests in a year that let the
researcher to use the mean of GH test in the study), his-
tory of diabetes for ten years or longer [21], existing of at
least two GH analyses in their case records, being mar-
ried and aged 30 and over (Most of the registered patients
in Isfahan Endocrine and Metabolism Center are with
type 2 diabetes and the disease is most prevalent among
35 years and over. Therefore the age range ≥30 was
defined as inclusion criteria).

Exclusion criteria included: record of mastectomy, total
hysterectomy, prostate and pelvic surgeries, benign pros-
tate hypertrophy (BPH), prostate cancer, Peyronie's dis-
ease, pregnancy, polygamy, patients who by himself or
their spouses were rising up in single parent families [22],
existence of sexual disorders in patients' spouse, anemia
and presence of sexual disorders before getting diabetes.
However, we did not control the presence of depressive
symptoms and type of medication.

Measures
1. Sexual dysfunction: sexual dysfunctions were mea-
sured in women and men using standard questionnaires.
The Female Sexual Function Index (FSFI) is a known
instrument that assesses sexual function in women with
six domains [23]: desire, arousal, lubrication, orgasm, sat-
isfaction and pain during sexual intercourse. The shorter
form (5 items) of the International Index of Erectile Func-
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tion (IIEF) [24] was used to measure SD in men. It evalu-
ates sexual function in five areas: erectile function,
orgasmic function, sexual desire, intercourse satisfaction
and overall satisfaction. Due to cultural issues we did not
ask about 'intercourse satisfaction' from male patients.
Each item is rated on a 5-point scale. For the purpose of
analysis, relative to responses patients were divided into
two groups: with sexual problems, and without SD. In
women, the FSFI score <17 and in men the IIEF score <14
were the criteria for accepting the presence of sexual dys-
function.

2. Clinical measures: we used available data from Isfa-
han Metabolism and Endocrine Centre where all patients
received routine clinical examination that included
recording of: duration of diabetes, type of diabetes, body
mass index (BMI), fasting blood sugar, previous GH tests,
blood pressure, cholesterol and triglycerides levels and
diabetes-related complications. The micro-vascular com-
plications included recording of retinopathy, nephropa-
thy, and neuropathy (peripheral, autonomic), whereas
macro-vascular complications included recording of ath-
erosclerosis, heart disease and stroke. All hypertensive
cases were being treated with antihypertensive regimes.
In addition, morning urine analysis was carried out in
men as a test for evaluating retrograde ejaculation disor-
der [2]. It was expected that lots of active sperms would
be found in the morning urine in men with the disorder.

3. Demographic data: this included recording of
patients' age, occupation and socio-economic status.
Socioeconomic position was estimated using three indi-
cators: income, home ownership and family size. Patients
were categorized into two groups: those with good condi-
tions (good) and those with intermediate or poor condi-
tions (less than good).

Statistical analysis
Data were analysed using SPSS 15 in a descriptive and
analytical fashion. To investigate the associations of
demographic and clinical characteristics of the patients
with SD the χ2 test was used.

Ethical considerations
The ethics committee of Isfahan Endocrine and Metabo-
lism Center approved the study. All patients were entered
into the study after an informed verbal consent. Diabetic
women and men were informed by female and male
interviewers separately and were assured regarding the
confidentiality of the information.

Results
In all 200 cases (100 men and 100 women) were studied.
The mean age of patients was 48.6 (SD = 7.3). The mean
age of men was 50.9 while it was 46.3 for women. Most
patients had type 2 diabetes (91.0%). Demographic and

clinical characteristics of the study sample are shown in
Table 1.

Table 2 presents the relationship between SD and
demographic and clinical characteristics of the study
sample. The results showed that there was a significant
association between presence of SD and gender (P = 0.04)
where women were more affected by SD compared to
men (88 versus 77%). Higher age groups experienced ele-
vated rate of SD, although there was no significant differ-
ence among different age groups (P = 0.13). Uncontrolled
cases and patients with hypertension reported higher
incidence of SD. In addition diabetes duration did not
show a significant association with experience of SD.
However all patients with diabetes type 1 had SD and a
significant association was found between SD and type of
diabetes (P = 0.04).

The frequency of SD items in men with diabetes for
each group are shown in Table 3. Men in controlled and
uncontrolled groups did not show significant differences.
However, except for erectile function where the fre-
quency was the same between both groups, in other SD
items cases with uncontrolled diabetes had higher dys-
functions.

Table 4 shows the frequency of SD in women with dia-
betes for each group. The findings signified that uncon-
trolled patients showed higher dysfunctions in all items
except for satisfaction disorders. Furthermore no signifi-
cant associations were found in SD between controlled
and uncontrolled female patients.

Discussion
This study examined SD using standard measures among
200 diabetic women and men. Most cases (91.0%) had
diabetes type 2 and findings indicated that patients in
both genders were greatly affected by SD problems. How-
ever the incidence of SD among women was higher than
men. A study on diabetic female and male cases found
that the prevalence of sexual dysfunction in diabetic men
approached 50% whereas in diabetic women it was
slightly lower [13]. Overall high rate of SD in patients
with diabetes are reported in different studies. A study
from Iran showed that diabetes significantly impairs the
sexual performance of women with diabetes [25]. A study
by Doruk demonstrated that female sexual dysfunctions
involved women with diabetes in all SD items and the rate
of involvement were higher among type 1 diabetic cases
[7]. Further research in the U.S has indicated that women
with type 2 diabetes may experience similar sexual func-
tioning to women without the disease; while women with
type 1 diabetes may report more SD including dyspare-
unia [26]. Studies on men with diabetes also have indi-
cated high occurrence of SD in the patients. Selvin
reported that the prevalence of erectile dysfunction was
over 50% in men with diabetes in the U.S [27]. A study
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Table 1: Demographic and clinical characteristics of study sample (n = 200)

Total (n = 200) Men (n = 100) Women (n = 100)

No (%) No (%) No (%)

Age group (years)

30-39 27(100.0) 12(44.5) 15(55.5)

40-49 84(100.0) 28(33.3) 56(66.7)

50-59 89(100.0) 60(67.4) 29(32.6)

Mean (SD) 48.6(7.3) 50.9(8.3) 46.3(5.2)

Occupation

Employed 107(100.0) 100(93.4) 7(6.6)

Housewife 93(100.0) 0.00 93(100.0)

Economic status

Good 41(100.0) 20(48.8) 21(51.2)

Less than good 159(100.0) 80(50.3) 79(49.7)

Duration of diabetes (years)

10-14 160(100.0) 75(46.8) 85(53.2)

15-19 31(100.0) 21(67.7) 10(32.3)

20-25 9(100.0) 4(44.4) 5(55.6)

Type of diabetes

Type1 18(100.0) 9(50.0) 9(50.0)

Type2 182(100.0) 91(50.0) 91(50.0)

Diabetes status

Controlled 100(100.0) 50(50.0) 50(50.0)

Uncontrolled 100(100.0) 50(50.0) 50(50.0)

Hypertension

Yes 21(100.0) 13(61.9) 8(38.1)

No 179(100.0) 87(48.6) 92(51.4)

Triglyceride

≤200 127(100.0) 76(59.8) 51(40.2)

201≥ 73(100.0) 24(32.9) 49(67.1)

Cholesterol

≤200 53(100.0) 35(66.0) 18(44.0)

201≥ 147(100.0) 65(44.2) 82(55.8)

FBS

60-130 63(100.0) 34(53.9) 29(46.1)

131≥ 137(100.0) 66(48.2) 71(51.8)

BMI

≤20 123(100.0) 50(40.6) 73(59.4)

21-25 58(100.0) 31(53.4) 27(46.6)

26≥ 19(100.0) 12(63.1) 7(36.9)
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from the Netherlands stated that the prevalence of erec-
tile dysfunction in patients with type 2 diabetes was
about 41.3% [28]. Studies from Saudi diabetic patients
reported moderate to severe erectile dysfunction among
80 to 90% of the patients [29,30]. However, the prevalence
of erectile dysfunction among diabetic men varies
between 35-90% [19]. In addition, in this study retrograde
ejaculation was reported in 15 diabetic male cases that
indicate a normal ejaculation. In general, compared to
most previous research this study found a higher preva-
lence of SD among men and women with diabetes (88% of
women and 77% of men). There is a limited data regard-
ing SD prevalence in patients with diabetes of both gen-
ders in Iran. The high prevalence could be explained by
the fact that we did not control for psychological factors
affecting SD in diabetes. Moreover this study investigated
a small and heterogeneous sample. Further research
should focus on all influential factors that might relate to
prevalence of SD in diabetic patients in Iran.

In this study we did not find any significant statistical
relationship between age and SD. However higher age
groups experienced elevated rates of SD (Table 2). Other

research has reported age as a prognostic factor on preva-
lence of SD among patients with diabetes. El-Sakka in his
study reported that 32% of diabetic male patients less
than 50 years had erectile dysfunction compared to 67.6%
incidence in patients over 50 years [31]. The effect of
increased age on prevalence of SD in patients with diabe-
tes of both genders are well documented [25,32-34].

Moreover, no statistical associations were found
between clinical characteristics of patients including dia-
betes status, duration of diabetes and hypertension with
SD. Similarly a study from Turkey indicated that no risk
factor predicted SD in diabetic women [7]. Enzlin from
Belgium has reported also that SD in type 1 diabetic
women did not correlate with age, BMI, duration of dia-
betes, glycemic control, using medication, menopausal
status or complications [8]. Nonetheless, it has been sug-
gested that a normal glycemic control in type 2 diabetic
women would be fundamental to restoring normal sexual
activity in diabetic women [5]. Besides, in men with dia-
betes there have been significant associations between
control of diabetes mellitus and normal total testosterone
levels at 3 and 6 months follow-up visits [35]. Studies

Table 2: Sexual dysfunction (SD) by gender, age, diabetes status, duration of diabetes, type of diabetes and hypertension

With SD (n = 165) Without SD (n = 35) P

No (%) No (%)

Gender (n = 200) 0.04

Women (n = 100) 88 (88.0) 12 (12.0)

Men (n = 100) 77 (77.0) 23 (23.0)

Age groups (years) 0.13

30-39 15(68.2) 7(31.8)

40-49 74(82.2) 16(17.8)

50-59 76(86.4) 12(13.6)

Diabetes status 0.35

Controlled 80(80.0) 20(20.0)

Uncontrolled 85(85.0) 15(15.0)

Duration of diabetes (years) 0.64

10-14 130(81.2) 30(18.8)

15-19 27(87.1) 4(12.9)

20-25 8(88.8) 1(11.2)

Hypertension 0.31

Yes 19(90.5) 2(9.5)

No 146(81.6) 33(18.4)

Type of diabetes 0.04*

Type 1 18 (100.0) 0.00

Type 2 147(80.8) 35(19.2)

*Fisher's exact test
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have shown that poor glycemic control, longer duration
of diabetes, and chronic diabetic complications such as
hypertension are related to elevated incidence of SD in
female and male diabetic cases [25,30,35-38].

The findings of this study showed that type of diabetes
had a significant effect on SD and all the type 1 diabetic
cases presented with SD (Table 2). This is similar to find-
ings by other researchers indicating a higher incidence of
SD among type 1 diabetic patients [7,26,39].

Considering the high prevalence of SD among patients
with diabetes, it seems the management of these disor-
ders should be acknowledged more precisely in health
care setting. It is argued that in the absence of definitive
treatment evidence, psychological counseling along with
hormonal therapies may relieve the SD in female patients
with diabetes [40,41]. In general patients with diabetes
may benefit from educational interventions to reduce the
SD impact on their personal life [42]. In addition, cogni-
tive behavior therapy, problem solving skills and improv-

ing family communications might help to minimize the
outcomes of SD among the patients. Indeed effective
interactions with diabetic patients who suffer from sexual
problems remain as the main task of health care work-
force.

This study provided useful data on SD using standard
instruments in a group of patients with diabetes of both
genders. As discussed in this study no major differences
were found between SD and age, diabetes status, duration
of diabetes and hypertension. In addition, glycemic con-
trol did not show a significant association with SD in both
genders. Such observations might be explained by the
fact that the small sample size and heterogeneity of the
sample did not allow to detect statistical significance
between SD and age, diabetes status, duration of diabetes
and hypertension. Furthermore evaluating SD among
male cases was somehow restricted where one item
(intercourse satisfaction) was not included in the ques-
tionnaire. Defining GH level less than 10% in the study

Table 3: Frequency of Sexual Dysfunction (SD) scales in men with diabetes

Total (n = 100) Controlled 
(n = 50)

Uncontrolled 
(n = 50)

OR* (95% CI**) P (χ2)

No (%) No (%) No (%)

Erectile 
dysfunction

1.00 (0.28-3.53) 1.00 (0.00)

Yes 14(100.0) 7(50.0) 7(50.0)

No 86(100.0) 43(50.0) 43(50.0)

Orgasmic 
dysfunction

0.78 (0.16-3.66) 0.72 (0.12)

Yes 9(100.0) 4(44.4) 5(55.6)

No 91(100.0) 46(50.5) 45(49.5)

Sexual desire 0.56 (0.33-1.35) 0.15 (2.03)

Yes 59(100.0) 26(44.0) 33(56.0)

No 41(100.0) 24(58.5) 17(41.5)

Overall 
satisfaction

0.49 (0.20-1.23) 0.09 (2.78)

Yes 64(100.0) 28(43.7) 36(56.3)

No 36(100.0) 22(61.1) 14(38.9)

Retrograde 
ejaculation

0.62 (0.18-2.13) 0.40 (0.71)

Yes 15(100.0) 6(40.0) 9(60.0)

No 85(100.0) 44(51.8) 41(48.2)

Decreased 
seminal fluid

0.62 (0.18-2.13) 0.40 (0.71)

Yes 15(100.0) 6(40.0) 9(60.0)

No 85(100.0) 44(51.8) 41(48.2)

*Odds ratio
**Confidence interval
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sample also would be considered as another explanation
that did not reveal significant association between SD
and diabetes status. In addition we did not control for the
presence of depressive symptoms and some risk factors
(such as smoking) for developing SD in diabetic patients.
Moreover this study assessed patients with type 1 and 2
diabetes of both genders. As most patients in this study
were detected with type 2 diabetes, we could not find any
significant associations between SD and demographic
and clinical variables. However all patients with type 1
diabetes presented with SD and it was found that there is
a significant association between type of diabetes and SD.
Perhaps future studies should include all risk factors so
that one gets more precise findings. Finally, to have a bet-
ter insight into the association between SD and variables
studied, a multivariate analysis is recommended in order
to exclude the effects of covariates on the association of
variables. Therefore future studies on the topic should
overcome these limitations and planning prospective
studies would be of great importance and worthiness.

Above all one should be aware that in this study sexual
dysfunctions in females were not diagnosed according to
the DSM-IV and AFUD diagnostic criteria, using a non-
standard cut-off score in the FSFI scale (where the stan-
dard cut-off score should be less than 26.55) and not
studying the presence of distress in the subjects. In some
instances the scores in the FSFI do not correlate with the
true presence of SD. In fact using different instruments
for assessing sexual dysfunctions can produce different
estimates [43].

Conclusion
The findings of this study showed that SD prevalence was
high in diabetic patients of both genders and the glycemic
control did not correlate with the frequency of SD in the
study population. It is recommended that SD should be
addressed more precisely in health care practice in Iran.
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Table 4: Frequency of Sexual Dysfunction (SD) scales in women with diabetes

Total (n = 100) Controlled 
(n = 50)

Uncontrolled 
(n = 50)

OR* (95% CI**) P (χ2)

No (%) No (%) No (%)

Desire disorders 0.84 (0.34-2.08) 0.67 (0.18)

Yes 66(100.0) 32(48.5) 34(51.5)

No 34(100.0) 18(52.9) 16(47.1)

Arousal 
disorders

0.47 (0.09-2.29) 0.29 (1.10)

Yes 9(100.0) 3(33.3) 6(66.7)

No 91(100.0) 47(51.6) 44(48.4)

Lubrication 
disorders

0.81 (0.30-2.18) 0.64 (0.21)

Yes 26(100.0) 12(46.2) 14(53.8)

No 74(100.0) 38(51.3) 36(48.7)

Orgasmic 
disorders

0.26 (0.03-1.46) 0.08 (3.05)

Yes 9(100.0) 2(22.3) 7(77.7)

No 91(100.0) 48(52.7) 43(47.3)

Satisfaction 
disorders

1.61 (0.47-5.00) 0.40 (0.71)

Yes 85(100.0) 44(51.8) 41(48.2)

No 15(100.0) 6(40.0) 9(60.0)

Pain disorders 0.52 (0.20-1.33) 0.13 (2.29)

Yes 31(100.0) 12(38.7) 19(61.3)

No 69(100.0) 38(55.1) 31(44.9)

*Odds ratio
**Confidence interval



Ziaei-Rad et al. Reproductive Biology and Endocrinology 2010, 8:50
http://www.rbej.com/content/8/1/50

Page 8 of 8
Authors' contributions
MZR carried out the study, and involved in drafting the manuscript. MV con-
tributed to the statistical analysis and writing the manuscript. AM contributed
to the analysis, edited the paper and provided the final version. All authors read
and approved the final manuscript.

Acknowledgements
We wish to thank the staff of Isfahan Endocrine and Metabolism Center for 
their help to carry out this study.

Author Details
1Faculty of Nursing and Midwifery, Islamic Azad University, Khorasgan Branch, 
Isfahan, Iran, 2Department of Social Medicine, Iranian Institute for Health 
Sciences Research, ACECR, Tehran, Iran and 3Department of Mental Health, 
Iranian Institute for Health Sciences Research, ACECR, Tehran, Iran

References
1. International Diabetes Federation (IDF). Diabetes Facts and Figures   

[http://www.idf.org/Facts_and_Figures]
2. Smeltser S, Bare B, Hinkle J, Cheever K: Metabolic and endocrine 

function.  In Brunner and Suddarth's Textbook of Medical-Surgical Nursing 
Volume 2. 11th edition. Edited by: Smeltser S, Bare B, Hinkle J, Cheever K. 
Philadelphia: Lippincott & Williams; 2007:1375-1433. 

3. American Diabetes Association: Executive summary: standards of 
medical care in diabetes-2010.  Diabetes Care 2010, 33:S4-S10.

4. Fisher L, Mullan JT, Arean P, Glasgow RE, Hessler D, Masharani U: Diabetes 
distress and not clinical depression or depressive symptoms is 
associated with glycemic control in both cross-sectional and 
longitudinal analysis.  Diabetes Care 2010, 33:23-28.

5. Bitzer J, Alder J: Diabetes and female sexual health.  Womens Health 
2009, 5:629-636.

6. Hidalgo-Tamola J, Chitaley K: Review type 2 diabetes mellitus and 
erectile dysfunction.  J Sex Med 2009, 6:916-926.

7. Doruk H, Akbay E, Cayan S, Bozlu M, Acar D: Effect of diabetes mellitus on 
female sexual function and risk factors.  Arch Androl 2005, 51:1-6.

8. Enzlin P, Mathieu C, Bruel A Van den, Bosteels J, Vanderschueren D, 
Demyttenaere K: Sexual dysfunction in women with type 1 diabetes: a 
controlled study.  Diabetes Care 2002, 25:672-677.

9. Nowosielski K, Drosdzol A, Sipinski A, Kowalczyk R, Skrzypulec V: Diabetes 
mellitus and sexuality-Does it really matter?  J Sex Med  in press.

10. Bultirini A, carosa E, Colpi EM, Poccia G, Iannarelli R, Lembo D, Lenzi A, 
Jannini EA: Possible correlation between type 1 diabetes mellitus and 
female sexual dysfunction: case report and literature review.  J Sex Med 
2004, 1:337-340.

11. Erol B, Tefekli A, Sanli O, Ziylan O, Armagan A, Kendirci M, Eryasar D, 
Kadioglu A: Does sexual dysfunction correlate with deterioration of 
somatic sensory system in diabetic women?  Int J Impot Res 2003, 
15:198-202.

12. Caruso S, Rugolo S, Mirabella D, Intelisano G, Di Mari L, Cianci A: Changes 
in clitoral blood flow in premenopausal women affected by type 1 
diabetes after single 100-mg administration of sildenafil.  Urology 2006, 
68:161-165.

13. Amaral S, Oliveira PJ, Ramalho-Santos J: Diabetes and the impairment of 
reproductive function: possible role of mitochondria and reactive 
oxygen species.  Curr Diabetes Rev 2008, 4:46-54.

14. Rotherford D, Collier A: Sexual dysfunction in women with diabetes 
mellitus.  Gynecol Endocrinol 2005, 21:189-192.

15. Balde NM, Diallo AB, Balde MC, Kake A, Diallo MM, Diallo MB, Maugendre 
D: Erectile dysfunction and diabetes in Conakry (Guinea): frequency 
and clinical characteristics from 187 diabetic patients.  Ann Endocrinol 
2006, 67:338-342.

16. Agostini R, Rossi F, Pajalich R: Myoinositol/folic acid combination for the 
treatment of erectile dysfunction in type 2 diabetes men: a double-
blind, randomized, placebo-controlled study.  Eur Rev Med Pharmacol 
Sci 2006, 10:247-250.

17. Hackett G: The burden and extent of comorbid conditions in patients 
with erectile dysfunction.  Int J Clin Pract 2009, 63:1205-1213.

18. Zdravko A, Kamenov V, Tsanka G, Yankova M: Erectile dysfunction in 
diabetic men is linked more to microangiopathic complications and 

neuropathy than to macroangiopathic disturbances.  J Mens Health 
2007, 4:64-73.

19. Malavige LS, Levy JC: Erectile dysfunction in diabetes mellitus.  J Sex Med 
2009, 6:1232-1247.

20. Gaunlett B, Mayers Y: Adults Health Nursing 3rd edition. New York: Mosby; 
1998. 

21. White L, Duncan G: Medical-surgical nursing and integrated approach 5th 
edition. Albania: Delmar publishers; 1998. 

22. Bomar PJ: Nurses and family health promotion 3rd edition. Philadelphia: W.B 
Saunders; 1996. 

23. Rosen R, Brown C, Heiman J, Leiblum S, Meston C, Shabsigh R, Ferguson D, 
D'Agostino RJR: The Female Sexual Function Index (FSFI): A 
multidimensional self-report instrument for the assessment of female 
sexual function.  J Sex Marit Ther 2000, 26:191-208.

24. Rosen RC, Riley A, Wagner G, Osterloh IH, Kirkpatrick J, Mishrs A: The 
International Index of Erectile Function (IIEF): a multidimensional scale 
for assessment of erectile dysfunction.  Urology 1997, 49:822-830.

25. Fatemi SS, Taghavi SM: Evaluation of sexual function in women with 
type 2 diabetes mellitus.  Diab Vasc Dis Res 2009, 6:38-39.

26. Wallner LP, Sarma AV, Kim C: Sexual functioning among women with 
and without diabetes in the Boston area community health.  J Sex Med  
in press.

27. Selvin E, Burnett AL, Platz EA: Prevalence and risk factors for erectile 
dysfunction in the US.  AJM 2007, 120:151-157.

28. Celeveringa FG, Meulenberg MG, Gorter KJ, Donk M Van den, Rutten GE: 
The association between erectile dysfunction and cardiovascular risk 
in men with type 2 diabetes in primary care: it is a matter of age.  J 
Diabetes Complications 2009, 23:153-159.

29. El-sakka AI: Characteristics of erectile dysfunction in Saudi patients.  Int 
J Impot Res 2004, 16:13-20.

30. El-Sakka AI, Tayeb KA: Erectile dysfunction risk factors in non insulin 
dependent diabetic Saudi patients.  J Urol 2003, 169:1043-1047.

31. El-Sakka AI: Premature ejaculation in non-insulin-dependent diabetic 
patients.  Int J Andro 2003, 26:329-334.

32. Morales A: Prevalence and Independent Risk Factors for Erectile 
Dysfunction in Spain.  J Urol 2001, 166:569-574.

33. Shiri R, Ansari M, Falah Hassani K: Association between comorbidity and 
erectile dysfunction in patients with diabetes.  Int J Impot Res 2006, 
18:348-353.

34. Olarinoye J, Olarinoye A: Determinants of sexual function among 
women with type 2 diabetes in a Nigerian population.  J Sex Med 2008, 
5:878-886.

35. El-Sakka AI, Sayed HM, Tayeb KA: Androgen pattern in patients with type 
2 diabetes-associated erectile dysfunction: impact of metabolic 
control.  Urology 2009, 74:552-559.

36. Chew KK: Erectile dysfunction in general medicine practice: prevalence 
and clinical correlates.  Int J Impot Res 2000, 12:41-45.

37. Hamdan FB, Al-Matubsi HY: Assessment of erectile dysfunction in 
diabetic patient.  Int J Androl 2009, 32:176-185.

38. Awad H, Salem A, Gadalla A, El Wafa NA, Mohamed OA: Erectile function 
in men with diabetes type 2: correlation with glycemic control.  Int J 
Impot Res 2010, 22:36-39.

39. Enzlin P, Rosen R, Brown J, Wessells H, Gatcomb P, Rutledge B, Chan KL, 
Cleary PA: Sexual dysfunction in women with type 1 diabetes: long-
term findings from the DCCT/EDIC study cohort.  Diabetes Care 2009, 
32:780-785.

40. Muniyappa R, Norton M, Dunn ME, Banerji MA: Diabetes and female 
sexual dysfunction: moving beyond "benign neglect".  Curr Diab Rep 
2005, 5:230-236.

41. Sarkadi A, Rosenqvist U: Intimacy and women with type 2 diabetes: an 
exploratory study using focus group interviews.  Diabetes Educ 2003, 
29:641-652.

42. Adili F, Larijani B, Haghighatpanah M: Diabetic patients: psychological 
aspects.  Ann N Y Acad Sci 2006, 1084:329-349.

43. Hayes RD, Dennerstein L, Bennett CM, Fairley CK: What is the "true" 
prevalence of female sexual dysfunctions and does the way we assess 
these conditions have an impact?  J Sex Med 2008, 5:777-787.

doi: 10.1186/1477-7827-8-50
Cite this article as: Ziaei-Rad et al., Sexual dysfunctions in patients with dia-
betes: a study from Iran Reproductive Biology and Endocrinology 2010, 8:50

Received: 23 January 2010 Accepted: 18 May 2010 
Published: 18 May 2010
This article is available from: http://www.rbej.com/content/8/1/50© 2010 Ziaei-Rad et al; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.Reproductive Biology and Endocrinology 2010, 8:50

http://www.rbej.com/content/8/1/50
http://creativecommons.org/licenses/by/2.0
http://www.idf.org/Facts_and_Figures
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=20042774
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=19837786
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=19067787
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15764412
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11919123
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16422965
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12904806
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16844456
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18220695
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16316838
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17121317
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=19624788
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=19210706
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9187685
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=19156627
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=19796054
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18413203
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=14963466
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12576842
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11458070
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16307007
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18069996
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=19592073
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10982311
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18298568
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=19759543
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=19407075
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15929871
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=13677175
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17151313
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18266650

	Abstract
	Background:
	Methods:
	Results:
	Conclusion:

	Background
	Methods
	Participants and data collection
	Measures
	Statistical analysis
	Ethical considerations

	Results
	Discussion
	Conclusion
	Competing interests
	Authors' contributions
	Acknowledgements
	Author Details
	References

