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ABSTRACT 

Introduction Diabetes is reaching pandemic levels and South Asians are at increased 

risk of developing diabetes and diabetic complications. Erectile Dysfunction (ED) 

defined as inability to achieve or maintain an erection for satisfactory sexual 

intercourse is a common complication of diabetes. Despite higher predisposition to 

diabetes, this complication has never been studied (no published data available) 

among South Asian men with diabetes. The work presented in this thesis were carried 

out in two components and presented as the Sri Lankan study and the Oxford Sexual 

Dysfunction Study. 

Objectives of the Sri Lankan Study 

General Objective 

To determine the proportion of ED among a sample of Sri Lankan diabetic men and to 

describe its associations. 

Specific Objectives 

I. To determine the proportion of Erectile Dysfunction in diabetic patients 

attending clinic in Colombo South Teaching Hospital. 

To describe the association of Erectile Dysfunction with Premature 

Ejaculation and Reduced Libido. 

To describe clinical, socio economic and life style associations of Erectile 

Dysfunction. 

To describe psychological impact and quality of life using validated scales. 

Objectives of the Oxford Sexual Dysfunction Study 

Stage! 
To linguistically validate set of questionnaire in to Hindi, Urdu, Panjabi, Tamil 

and Sinhalese. 

7 



Stage 2 

To assess the feasibility of using validated postal questionnaires and GP 

records to assess sexual dysfunction in a primary care setting in diabetic and 

non diabetic men of South Asian and Europid ethnic extraction and determine 

factors affecting recruitment and study completion. 

To estimate the prevalence of Erectile Dysfunction, premature ejaculation and 

reduced libido in South Asian individuals with diabetes compared Europid 

men with diabetes and their age matched non diabetic controls. 

To determine the associations between Erectile Dysfunction, Premature 

Ejaculation and Reduced Libido. 

To determine clinical, biochemical, socio economic and life style associations 

of Erectile Dysfunction in both diabetic and non diabetic men. 

Methods Sri Lankan Study- A cross sectional descriptive study carried out in 

Colombo South Teaching hospital diabetic clinic using validated scales, structured 

interviewer administered questionnaire, physical examination, clinical records and 

laboratory investigations. 

Oxford Study- The ligustic validation was carried out by adopting internationally 

accepted methodology which included poilot testing with five volunteers for each 

language version.. The stage 2 was a GP practice based cross sectional descriptive 

study using clinical data available in the GP records and the set of postal 

questionnaire. This study was carried out in 25 GP practices from 8 primary care 

trusts using clinical data held by the GP records and a set of postal questionnaire. 

Results- I found very high proportion (73%) diabetic men to have some degree of 

erectile dysfunction. I also found erectile dysfunction to be strongly associated with 
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premature ejaculation (p=0.000I) and reduced libido (p=0.000I) together with several 

important clinical and socio economic and life style associations. Erectile dysfunction 

was found to be associated with poor quality of life assessed by both generic and 

disease specific quality of life measures. 

A set of useful scales in sexual medicine were ligusticaly validated into Hindi, Urdu, 

Panjahi, Tamil and Sinhalese. The overall recruitment rate was low and was 

influenced by ethnicity, diabetes status, age and area based deprivation index. I found 

high prevalence of erectile dysfunction in diabetic men compared to non diabetic men 

(p<0.001). No ethnic difference in erectile dysfunction prevalence was found in 

diabetic men. However, South Asian non diabetic men had significantly higher 

prevalence of erectile dysfunction compared to their non diabetic Europid 

counterparts (p=0.04). The strong association we found in the Sri Lanka study 

between erectile dysfunction and premature ejaculation was found in larger group of 

participants irrespective of their diabetes status and ethnicity. Other interesting and 

novel funding was the significantly higher proportion of men of South Asian origin 

having premature ejaculation in both diabetic (p=0.001) and non diabetic groups 

(p=O.00I). The high prevalence of premature ejaculation in South Asians needs to be 

investigated further in order to indentify aetiology for this. 

Conclusions- Erectile dysfunction in diabetes a common and serous quality of life 

issue. Clinician managing diabetic patients should take a holistic approach in 

managing diabetes related erectile dysfunction as it is associated with premature 

ejaculation, reduced libido, poor glycaemic control, hypertension and many other 

clinical socio economic and life style factors. 
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