Prevalence and risk factors of erectile dysfunction in Niger delta
region, Nigeria
Idung AU1, *Abasiubong F2, Ukott IA 1, Udoh SB1, Unadike BC3
1. Departments of Family Medicine1, Faculty of Clinical Sciences, College of Health Sciences, University, of Uyo, Akwa
Ibom State, Nigeria
2. Departments of Psychiatry, Faculty of Clinical Sciences, College of Health Sciences, University, of Uyo, Akwa Ibom State,
Nigeria
3. Departments of Internal Medicine, Faculty of Clinical Sciences, College of Health Sciences, University, of Uyo, Akwa
Ibom State, Nigeria

Abstract
Background: Erectile Dysfunction (ED) is one of the major social problems causing significant distress in men. Despite
the increasing difficulty in management, knowledge, and understanding of factors responsible for its development are
important for prevention and care.
Objectives: To assess the prevalence and risk factors for ED among men in Niger Delta Region of Nigeria, in order to
determine its contextual variables.
Methods: Subjects included 400 male patients attending the general outpatients’ clinic (GOPC) of the University of Uyo
Teaching Hospital. Respondents completed the abridged version of the International Index of Erectile Function (IIEF-5).
Results: A total of 166 (41.5%) subjects had ED; 66 (16.5%) had mild; 32 (8.0%) mild to moderate; 24 (6.0%) moderate;
while 45 (11.3%) had severe 37 (9.2%) resulted from hypertension and its medications; 29 (7.3%) from diabetes; 49 (12.2%)
from a combination of both and their therapies (P=0.044); 24 (6.0%) had history of previous surgery; while for 27 (6.8%)
it was from undiagnosed medical conditions (p=0.001). The ED increases with age and is more among married and
educated men.
Conclusion: ED is a common problem among men in Niger Delta region. Therefore, efforts must be made to reduce the
incidence by dealing with the factors responsible for its development.
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Introduction
Erectile dysfunction (ED) is currently one of the
most common sexual dysfunctions in men
worldwide1. This serious health problem has been
the focus of public attention in recent times. It ranges
from partial decrease in penile rigidity to a complete
erectile failure2. The National Institutes of Health
(NIH) defines it as the consistent inability to maintain
a penile erection, sufficiently for satisfactory sexual
intercourse3.
The estimated global prevalence has been
on the increase. It is projected that the number of
men with this condition will rise to 322 million by
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the year 2025 4 . Erectile dysfunction is usually
underestimated in many developing countries
including Nigeria5, 6, 7. This is because it is not a life
threatening condition and due to associated stigma,
men with the problem rarely seek help. There is also
the problem of early detection and management of
factors responsible for the development of erectile
dysfunction. The impact of ED could be devastating
because evidence has shown that sexual function is
one of the important indices of quality of life8,9,10.
The dysfunction could affect all levels of intimacy,
like emotional, social, sexual, recreational and
intellectual intimacy10. Previous studies have reported
significant poor health-related quality of life
(HRQOL) in men with ED12. This has been found
to affect both general and disease-specific healthrelated quality of life (HRQOL). Therefore, there is
need to address this social health problem.
The causes of ED until recently, were mainly
thought to be due to psychogenic factors. However,
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various studies have shown that the causes of ED
may be multifactorial11,12,13. Organic factors such as
chronic medical conditions including hypertension,
diabetes mellitus, as well as adverse effects of
therapies used for these conditions are known to
constitute major causes of ED 6,14,15,16. Evidence
suggests that there is a strong association between
age and ED14,17,18. This is because cardiovascular risk
factors are associated with increasing age, and since
penile erection is primarily a vascular event, it may
be impaired in conditions in which degenerative
changes result in endothelial dysfunction 5,7 .
Furthermore, the physiological alterations related to
hormonal changes and sedentary lifestyle have been
implicated in the causes of ED14.19. It is also reported
that psychological problems such as depression,
performance anxiety, and relationship problems
could be both complications and risk factors of
ED12,13,2021.
In the Niger Delta region of Nigeria with
limited and deplorable healthcare services, the high
level of poverty and ignorance in the region suggest
that men with this problem may not have access to
adequate care. Therefore, it is important to take
cognizance of the various adverse health conditions
that probably contribute to its development. This
study attempts to add to the pool of information
currently available from the developing world on
the prevalence and risk factors of ED. It is hoped
that the findings would increase awareness amongst
men with ED and enhance positive attitude to care.

Methods
Study area
This study was carried out at the University of Uyo
Teaching Hospital located on the outskirts of Uyo,
the capital of Akwa Ibom State. The State is situated
in the South-South geopolitical zone of Nigeria, and
is one of the major oil producing areas in Niger
Delta region. The hospital is the only tertiary and
referral health institution in the State and its environs
serving a population of more than 3.9 million people.
Data collection
Between January and March 2009, a sample of 400
male patients, aged between 20 and 70 years old
and attending the general out-patient clinic (GOPC)
of the University of Uyo Teaching Hospital for
medical problems were assessed for erectile
dysfunction. A systematic random sampling method
was used to recruit the subjects into the study. Every
7th man who attended the clinic on each clinic day
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throughout the period of the study was recruited.
The number seven was derived by dividing the study
population by the sample size calculated, using the
formula, N=z2pq/d2. This was rounded up to 400
at the end. They completed the abridged version of
the International Index of Erectile (IIEF-5)
Function22, after informed consent had been obtained
from each of the participants. A sociodemographic
questionnaire was used to elicit information on
sociodemographic characteristics. The IIEF-5 is a
brief, reliable and valid self-administered
questionnaire containing five domains. It has been
used widely in many countries including Nigeria to
detect the presence and severity of ED13,23,24. The
erectile function was classified based on the scores
on IIEF into severe 0-7; moderate 8-11; mild to
moderate 12-16; 17-21, mild (17-31) ED and 2225, no dysfunction. This study passed through the
ethical and research committee of the hospital for
approval.
Data analysis
The results of the study were analyzed using the
Statistical Package for Social Sciences (SPSS 17.0).
Comparisons of categorical data were done using
the chi-square test. The p-value of equal to or less
than 0.05 was used to determine the level of statistical
significance.

Results
Of the 400 participants recruited into the study, 71
(17.7%) were aged below 29 years; 115(28.7%)
between 30 and 49 years; 160(40.0%) between 50
and 69 years; while 54 (13.5) were aged 70 years and
above. Table 1 shows the socio-demographic
characteristics of the respondents. Two hundred and
fifty nine (64.8%) respondents were married;
121(30.3%) were single; 8 (2.0%) were co-habiting;
while 12 (3.0%) were either separated or divorced.
A total of 300 (75.0%) had at least secondary
education; while 96 (24.0%) had primary school
education and 4( 1.0%) had no formal education.
One hundred and sixty seven (44.8%) respondents
were professionals, 129 (32.3%) and 61 (15.3%) were
unskilled and skilled workers respectively; while 87
(21.8%) were unemployed. A total of 231 (57.8%)
participants resided in urban areas; while 169 (42.2%)
lived in the rural areas.
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Table 1: Socio-demographic characteristics of the respondents and erectile dysfunction
Variables
With ED
n (%)

Subjects
Without ED
n (%)

X2

P-value

Age in years
< 29
71 (17.8)
233.99
0.001*
30-49
13 (3.2)
102 (25.5)
50-69
101 (25.3)
59 (14.8)
>70
52 (13.0)
2 (0.5)
Marital status
Single
19 (4.7)
102 (25.5)
168.63
0.001*
Married
137 (34.3)
122 (30.5)
Cohabiting
8 (2.0)
Sep/Divorced
10 (2.5)
2 (0.5)
Educational Level
NFE
1 (0.2)
3 (0.8)
22.66
0.001*
Prim Sch
59 (14.8)
37 (9.2)
Sec. Sch
43 (10.7)
63 (15.8)
Post Sec Sch
63 (15.8)
131 (32.7)
Occupation
Unemployed
51 (12.8)
36 (9.0)
52.05
0.001*
Unskilled
32 (8.0)
97 (24.3)
Skilled
39 (9.8)
22 (5.5)
Professional
44 (11.0)
123 (30.8)
Residence
Rural
88 (22.0)
81 (20.3)
12.73
0.001*
Urban
78 (19.5)
153 (38.3)
*Statistically significant
Prim sch=Primary school
Sec sch= Secondary school
Post sec sch=Post secondary school With ED=With erectile dysfunction Without ED=Without erectile
dysfunction
Table 2 shows the distribution of various health
suffered from diabetes and were on medications;
conditions associated with ED among the
49 (12.2%) from a combination of hypertension and
respondents. Of the 400 patients seen in the clinic
diabetes mellitus and were on their medications
during the period, 166 (41.5%) had ED, and 234
(p=0.044); 24 (6.0%) were previously operated upon;
(58.5%) had no dysfunction. Thirty seven (9.2%) of
while 27 (6.8%) suffered from undiagnosed medical
the 166 respondents with ED suffered from
conditions and were reportedly on complimentary/
hypertension and were on medications; 29 (7.3%)
alternative medications (p=0.001).
Table 2: Various health conditions and erectile dysfunctions among respondents
Health conditions
Subjects
With ED
Without ED
X2
P-value
n (%)
n (%)
Htn & anti-htn
37 (9.2)
64 (16.0)
1.83
0.067
Diab & anti-diabs
29 (7.3)
57 (14.3)
2.01
0.044*
Comb. of medicines
49 (12.2)
72 (18.0)
1.44
0.151
Previous surgeries
24 (6.0)
41 (10.2)
1.31
0.192
Undiag cond. & Cam
27 (6.8)
3.74
0.001*
Total
166 (41.5)
234 ( 58.5)
*Statistically significant
Htn & anti-htns= Hyperypertension and antihypertensive medications
Diab & anti-diabs=Diabetes and anti-diabetic medications
Comb. of both & med= Combination of
hypertension and Diabetes Mellitus
Undiag cond & cam= undiagnosed condition and complementary and
alternative medicine
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Table 3 shows the degree of ED among the
respondents with relation to the health conditions. A
total of 15 (3.7%) of ED resulting from hypertension
and its medications were mild; 11 (2.8%) mildmoderate; 4 (1.0%) and 7 (1.7%) were moderate
and severe respectively. Similarly, 6 (1.5%) of ED
resulting from diabetes and its medications were mild;
5 (1.3%) mild-moderate; 7 (2.8%) moderate; while
11 (2.8%) were severe. Of the 49 (12.2%) of ED
that resulted from a combination of hypertension

and diabetes and their medications, 21 (5.2%) were
mild; 3 (0.8%) mild-moderate; 8 (2.0%) moderate;
while 17 (4.3%) were severe. Previous surgeries
contributed to 24 (6.0%) of ED, of which 9 (2.3%)
were mild; 6 91.5%) mild-moderate; while 10 (2.5%)
were severe. The majority 15 (3.7%) of ED resulting
from undiagnosed medical conditions and
complementary and alternative medications were
mild; 7 (1.7%) mild-moderate, while 5 (1.3%) were
moderate.

Table 3: Distribution of health conditions and degree of sexual dysfunction among respondents
Health Conditions

Degree of erectile dysfunction
Mild
Mild-Moderate
n (%)
n (%)
Htn & anti-htn
15 (3.7)
11 (2.8)
Diab & anti-diabs
6(1.5)
5 (1.3)
Comb. of medicines
21 (5.2)
3 (0.8)
Previous surgeries
8 (2.0)
6 (1.5)
Undiag cond. & Cam
15 (3.7)
7 (1.7)
Total
65(16.2)
32 ( 8.0)
Mild-Mod=mild to moderate

Moderate
n (%)
4 (1.0)
7 (1.7)
8 (2.0)
__
5 (1.3)
24 (6.0)

Severen (%)
7 (1.7)
11 (2.8)
17 (4.3)
10 (2.5)
__
45 (11.3)

Discussion
The findings of this study show that ED is common
in our environment. The findings are similar to the
reports in previous studies5,18,19,25,26. Although, the rate
of 41.5% found in this study is lower compared to
the findings in previous studies, this is significant in
view of the fact that men with ED do not always
confide in other people or readily seek medical
attention. Considering the limited healthcare facilities
and poor services in Niger Delta region of Nigeria,
the present rate seems to suggest that there is a
problem. Therefore, efforts must be made to
improve our healthcare services, so as to be able to
detect and intervene early in some of the treatable
medical conditions responsible for ED.
In line with the reports in previous studies,
our findings have shown that erectile dysfunction
was more in men who were older 2,5,25,26. Several
reasons including changes in the testicles and agerelated decline in male sex hormones have been
adduced for the increasing incidence of ED in older
men. The degenerative and the fact that older men
are known to be more worried about sexual
performance are some of the other factors
commonly associated with ED14,15. In our study,
erectile dysfunction was also found in 60% of
married and 45% of educated men. The high
incidence in married men may be attributable to the
African Health Sciences Vol 12 No 2 June 2012

frequency of sexual activity. This in turn may be
due to the cultural expectation on procreation in
marriage. These findings may seem to suggest that
married men are more sexually active and more
prone to ED than the unmarried ones. However,
the fact that there is also a significant proportion of
ED among men who are not married in this study
shows that the problem is multifactorial in nature.
There is no proof to demonstrate that married men
indulge in more sexual activities than the unmarried
ones. On the other hand, education is a major
determinant of social class, and could influence the
lifestyle of individuals. Although there have been
divergent opinions on the impact of socioeconomic
factors on sexual functions, individuals in a higher
socio-economic class are more prone to stress. This
is because of their status and lifestyles, which have
the tendency to predispose them to cardiovascular
risk factors19,27.
Significantly, our study also shows a high frequency
of erectile dysfunction among respondents who
were either separated or divorced. This is not
surprising and life events could be a possibility. The
loss of self-esteem, decreased libido and erectile
dysfunction could be due to pressure and frustration
in relationships. In addition to adverse lifestyle, this
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could predispose respondents to major psychological
distress including depression 7,13,17,20,21. There is
increasing evidence that emotional and relationship
problems could be both the complications and risk
factors of ED12,13,2021.
Although the present study did not focus
specifically on alcohol abuse/dependence, it is a well
known fact that alcohol and other substance use
including smoking are the major risk factors of
ED18. It may be interesting to note that in Niger
Delta region, alcohol in the form of palmwine, local
gin and liquor is a locally produced substance with
long historical and traditional importance 28 .
Therefore, its use in various ceremonies/celebrations
such as traditional marriages, and naming ceremonies
is not restricted. This is common among both low
and higher socio-economic classes, and could account
for the high incidence of ED in educated and
unemployed men.
The findings of this study also highlight the
risk factors for ED in our environment. In line with
previous studies, our study shows that hypertension
and diabetes with their medications are still the major
risk factors of ED. This strongly corroborates the
findings in earlier studies18,25,26,29. Although it is
reported that sexual dysfunction in males with
hypertension presents in a variety of ways, it has been
found that the problem tends to occur more
frequently in patients receiving antihypertensive
medications15,30. There is also increasing evidence that
ED is three times greater in patients treated for
diabetes31. The association between medications and
ED is confounded by the underlying medical
conditions and the drug-related effect is difficult to
distinguish from the effect of the diseases 16 .
Therefore, it may not be unreasonable to argue that
the control of these medical conditions could reduce
significantly the incidence of erectile dysfunction in
our environment.
We also found that 6.8% of erectile
dysfunction in this study was due to undiagnosed
medical conditions and complementary and/or
alternative medications. This is an indication that ED
is multifactorial in nature. Although ED is known to
have a strong organic component, it has been found
that erectile dysfunction could be due to psychogenic
factors especially in men less than 35 years of age11,12.
Studies have also shown that 10% of ED in men
above 50 years is psychogenic in origin. It has also
been reported that men with organic ED could as
well develop a psychogenic component12. The use
of complementary/alternative medications to treat
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ED in our environment may not be unconnected
with the social stigma, cultural perception on aetiology
and the perceived response to indigenous herbs. Our
study also demonstrates that previous surgical
exposures were associated with ED in men. The
implication is that extreme care must be taken during
surgical procedures to prevent unnecessary health
hazards.
The limitations of this study are that it is a
hospital-based study and the results cannot be
generalized. Furthermore, it is a self-report and
because of the stigma, the responses are bound to
be biased.

Conclusion
The results of this study have shown that ED is
common in our environment. Therefore, there is a
need to upgrade and improve the existing healthcare
facilities, in order to deal with factors responsible
for its development. Health education on lifestyle
modification is also important and can help primarily
in reducing the cardiovascular components of the
risk factors. There is also a need for public
enlightenment campaigns to reduce stigma and
increase awareness on the causes of ED. This will
help in discouraging cultural and traditional
approaches to management of erectile dysfunction
in our environment.
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