
Introduction

Erectile dysfunction (ED) is common among 
patients with chronic diseases such as diabetes and 
atherosclerosis as well as hypertension and hyper-
lipidemia (1-12). Previous studies have also found an 
association between chronic obstructive pulmonary 
disease (COPD) and ED (13, 14). The pathogenesis 

of ED is not clearly established although some risk 
factors for ED may act through an elevated risk of 
atherosclerosis (15). A significant correlation was 
demonstrated between chronic hypoxemia and ED 
in two relatively small studies (16, 17) and in one 
study, the erectile function improved with prescrip-
tion of long-term oxygen treatment (LTOT) (16) 
pointing at an independent an possibly reversible ef-
fect of hypoxemia. Still, systemic inflammation (14), 
hormonal disturbances (16, 17) and endothelial dys-
function (18) are also possible explanations of ED.

ED is easily overlooked by health professionals 
but has great impact on the quality of life. A simple 
tool for detection and classification is the Interna-
tional Index of Erectile Function (IIEF) (19). Devel-
oped for the clinical trials of Sildenafil in the 1990s 
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(20), this 15-item questionnaire has been thoroughly 
validated and was previously used in a number of 
studies of ED in different settings. 

Interstitial lung diseases (ILDs) form a heter-
ogeneous group of more than 200 disease entities. 
The idiopathic interstitial pneumonias, including idi-
opathic pulmonary fibrosis (IPF), are the most fre-
quent. Chronic hypoxemia is a key problem in many 
patients with ILD. This is caused by impaired gas 
transfer in the lung alveoli due to fibrosis and inflam-
mation in surrounding tissue. In the majority of pa-
tients with IPF co-morbidities are present (21). The 
most commonly observed comorbidities are cardio-
vascular diseases, arterial hypertension, pulmonary 
hypertension, reflux and diabetes (21). 

Hypoxemia and comorbidities with elevated 
risk of ED imply that ED may be common in ILD. 
Nevertheless, only one single study including eight 
patients with pulmonary fibrosis has reported on the 
occurrence of ED (17). We therefore aimed to esti-
mate the prevalence of ED in ILD and to describe 
risk factors for ED in two European ILD centres.  

Methods

Male patients with ILD were recruited from two 
highly specialized European centers (Department of 
Respiratory Diseases and Allergy, Aarhus University 
Hospital, Aarhus, Denmark and Department of Res-
piratory Diseases, Erasmus MC University Medical 
Center, Rotterdam, The Netherlands) between 1 
December 2012 and 31 December 2014. Inclusion 
criteria were ILD diagnosed by a high resolution 
computed tomography (HRCT) and/or bronchos-
copy with bronchoalveolar lavage and/or a surgical 
lung biopsy. All diagnoses were evaluated and classi-
fied according to the recent ATS/ERS statement on 
ILD (22,23) at a multidisciplinary team conference. 

After obtaining informed consent patients were 
asked to fill in the IIEF, version 2.0 (19, 20, 24, 25). 
IIEF is a self-administered questionnaire, validated 
in both Danish and Dutch. IIEF retest reliability 
is high and sensitivity and specificity for detecting 
treatment-related changes (22) is well documented. 
IIEF provides a numerical score and is divided into 
five categories with lower scores indicating more se-
vere impairment: Severe ED (1-10 points), moder-
ate ED (11-16 points), mild-moderate ED (17-21 

points), mild ED (22-25 points) and no ED (26-30 
points). IIEF covers five domains: erectile function, 
orgasmic function, sexual desire, intercourse satisfac-
tion and overall satisfaction. 

Patients were given the choice to complete the 
questionnaire at the clinic or at home and bring it for 
their next scheduled visit. Body mass index (BMI), 
tobacco and alcohol abuse history, pulmonary 
function (diffusion capacity for carbon monoxide 
(DLCO), total lung capacity (TLC) and forced ven-
tilatory capacity (FVC)), oxygen saturation measured 
by pulse oximetry or arterial puncture, and 6-minute 
walking test (6MWT) were obtained from patient 
records, if available within three months before or 
after the return of the IIEF questionnaire. Generally, 
these data were registered at every follow-up visit, 
and thus obtained at the same day as the question-
naire was handed out. Also, information on prescrip-
tion of antidepressants, betablockers, thiazide diuret-
ics and sildenafil or any other treatments of ED were 
registered as well as any comorbid diagnoses (ischae-
mic heart disease, atherosclerosis, hypertension and 
diabetes mellitus).

The study was approved by the Central Den-
mark Region Committee of Biomedical and Re-
search Ethics and by the Research Ethics Commit-
tee at Erasmus MC University Medical Center, The 
Netherlands. Also, data collection and handling was 
approved by the Danish Data Protection Agency. 

Data are reported as means or medians with 
95% confidence intervals; normality was assessed 
visually by histograms and Q-plots. Comparison of 
means was performed by Student’s t-test. Groups 
were compared for risk of ED by logistic regression, 
reported as an odds ratio (OR) with 95% confidence 
interval. All statistical analyses were performed using 
STATA, version 14 (StataCorp, College Station Tx). 
A confidence level of 0.05 was applied in all tests. 

Results

Participants

A total of 82 male patients gave informed con-
sent for participation; 54 patients (65.9%) returned 
the questionnaire. Mean age was 66.8 years (SD: 
9.03). Twenty-six patients had IPF, seven had fibrot-
ic NSIP and 21 had other ILDs (NSIP with cellular 
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predominance, n=2; connective tissue disease-related 
ILD, n=8; desquamative interstitial pneumonitis, 
n=2; hypersensitivity pneumonitis, n=2; unclassifi-
able ILD, n=7). One patient was of Asian origin, the 
others were Caucasian. Table 1 shows demographics 
including medication and lung function characteris-
tics for the respondents in the three main diagnosis 
categories. 

Six patients were current smokers, 35 former 
smokers and 12 had never smoked. Current smok-
ers had significantly more pack years (mean: 41.67 
(33.20; 50.13)) than former smokers (mean: 24.29 
(19.26; 29,31)). Four patients (7.55%) reported ex-
cess alcohol intake defined as more than 21 units (1 
unit=12 grams ethanol) per week (1 with IPF, 1 with 
NSIP, 2 with other ILDs). 

Diabetes and cardiac disorders were each pre-
sent in seven patients (13%) and were most common 
among patients with IPF (Table 3). Hypercholester-
olemia was present in 21 patients (38,9%) and hy-
pertension in 18 (33,3%); no significant differences 
were seen between diagnostic groups. The number 
of patients with multiple comorbidities is shown in 
Table 1. 

A total of 27.8% of patients were on corticos-
teroid treatment. The number of patients receiving 
treatment with betablockers, antidepressants, thi-
azide diuretics and steroids is included in Table 1.

Patients returning the IIEF questionnaire were 
significantly older than non-responders (mean age: 
66.8 years versus 60.2 years, p=0.017), and had sig-
nificantly lower DLCO (45.4% versus 55.3% of pre-

Table 1. Demographic data, key lung function parameters and medication

		  Total	 IPF	 NSIP	 Others*

N		  54	 26	 7	 21

Age, mean (95% CI)	 66.8 (64.3; 69.2)	 69.3 (66.5; 72.0)	 68.7 (64.2; 73.2)	 63.0 (58.3;67.8)

Smoking
	 Present smokers	 6	 3	 1	 2
	        mean pack years	 41.67	 50.00	 25.00	 37.50
	 Former smokers	 35		  16	 6	 13
	        mean pack years	 24.29	 21.25	 27.17	 26.70
	 Never-smokers	 11	 7	 0	 5
	
Lung function parameters
	 FVC , mean (95% CI)	 77.7 (72.1; 83.3)	 78.7 (70.1; 87.2)	 82 (67.2; 96.8)	 75.2 (66.5: 83.9)
	 DLCO, mean (95% CI)	 45.7 (41.6; 49.9)	 40.1 (35.0; 45.2)	 45.0 (32.8; 57.2)	 52.9 (46.2; 59.7)

6 minute walking test
	 Distance, mean	 448.2 (414.0; 482.4)	 445.5 (401.3; 489.7)	 423.3 (254.4; 592.3)	 461.8 (418.1; 505.4)
	 Desaturation under 92%	 36 (66.7%)	 21 (80.8%)	 5 (71.4%)	 10 (47.6%)
	 Desaturation under 88%	 24 (52.2%)	 15 (62.5%)	 3 (50%)	 6 (37.5%)

Medication
	 Betablockers	 7 (13.0%)	 2 (7.7%)	 1 (14.3%)	 7 (13.0%)
	 Thiazides	 1 (1.9%)	 0	 0	 1 (4.8%)
	 Antidepressants	 2 (3.7%)	 0	 0	 2 (9.5%)
	 Steorids	 15 (27.8%)	 3 (11.5%)	 3 (42.9%)	 9 (42.9%)

Number of comorbidities
	 0	 25 (46.3%)	 12 (46.1%)	 2 (28.6%)	 11 (52.4%)
	 1	 10 (18.5%)	 5 (19.2%)	 2 (28.6%)	 3 (14.3%)
	 2	 10 (18.5%)	 3 (15.4%)	 2 (28.6%)	 5 (23.1%)
	 3 or more	 9 (16.7%)	 6 (23.1%)	 1 (14.3%)	 2 (9.6%)

CI=confidence interval. FVC=forced vital capacity. DLCO=carbon monoxide lung diffusion capacity. 
*Others: NSIP with cellular predominance, n=2; connective tissue disease-related ILD, n=8; desquamative interstitial pneumonitis, n=2; 
hypersensitivity pneumonitis, n=2; unclassifiable ILD, n=7



Erectile dysfunction in ILD 359

dicted, p=0.042). There were no significant differ-
ences regarding 6MWT distance, a diagnosis of IPF, 
presence of comorbidities or use of medication.

Prevalence of erectile dysfunction

Of the 54 men returning the questionnaire, 38 
(70.4%) experienced some degree of ED. A total of 
56.6% had moderate or severe ED (Table 2), whereof 
23 patients (43.4%) reported severe ED. The propor-
tion of patients with mild and moderate to severe 
ED was not significantly different between diagnos-
tic groups. The median IIEF score of all participants 
was 12 (IQR 4 to 27). Among the men with ED, the 
median IIEF score was 8 (IQR 2 to 12). The mean 
scores in the IIEF domains orgasmic function (OF), 
sexual desire (SD), intercourse satisfaction (IS) and 

overall satisfaction (OS) are included in Table 2; the 
mean scores were not significantly different between 
the different diagnostic groups.

Demographics and predictors of ED 

Mean age of patients with moderate to severe 
ED (69.67 years (66.66; 72.68)) was higher than 
of those with no or mild ED (62.78 years (59.08; 
66.48)). Low DLCO and a high BMI were associ-
ated with a trend for a higher odds ratio for moder-
ate to severe ED when compared to mild or no ED. 
However, the correlation remained non-significant 
also in a multivariate model (Table 3 and Figure 1).

The probability of having moderate to severe 
ED decreased significantly with increasing 6-minute 
walking test distance in a univariate model (Table 4) 

Table 2. Prevalence  of erectile dysfunction and median or mean score on 5 International Index of Erectile Function (IIEF) domains 

	 Erectile function (EF)	 Orgasmic	 Sexual 	 Intercourse	 Overall
Category	 Any ED	 Moderate-severe ED	 function	 desire	 satisfaction	 satisfaction
	 n (%)	 Median EF 	 n (%)	 Median EF	 Mean score	 Mean score	 Mean score	 Mean score
		  score (IQR)		  score (IQR)	  (95% CI) 	  (95% CI) 	  (95% CI) 	  (95% CI) 

All	 38 (70.4)	 8 (2; 12)	 30 (56.6)	 4.5 (1; 10)	 4.9 (3.7; 6.1)	 5.6 (5.1; 6.1)	 5.6 (4.2; 7.0)	 4.4 (3.7; 5.1)

IPF	 17 (64.5)	 8 (2; 11)	 14 (53.9)	 6.5 (1; 10)	 4.7 (3.0; 6.4)	 5.8 (5.1; 6.4)	 6.5 (4.6; 8.5)	 4.1 (3.2; 5.2)

NSIP	 6 (85.7)	 4 (1; 10)	 5 (83.3)	 4 (1; 10)	 3.3 (0.1; 7.0)	 5.7 (3.9; 7.5)	 4.2 (0.3 ;8.1)	 4.2 (2.1; 6.3)

Others	 15 (71.4)	 9 (2; 17)	 11 (52.4)	 4 (1; 12)	 5.6 (3.6; 7.5)	 5.4 (4.5;6.3)	 4.8 (2.4; 7.1)	 4.7 (3.6; 5.8)

ED=Erectile Dysfunction. IQR=interquartile range. CI=confidence interval. IPF=idiopatic pulmonary fibrosis. NSIP=non-specific intersti-
tial pneumonitis

Table 3.  Crude odds ratio (OR) and adjusted OR for moderate-to-severe erectile dysfunction by relative changes in key variables in a mul-
tiple logistic regression model. Age was omitted from the model, as age and 6MWT distance were significantly interdependent. BMI: body 
mass index. DLCO: carbon monoxide lung diffusion (in % of expected value). 6MWT: 6 minute walking test 

Variable	 OR	 adjusted OR

Age, years
	 OR per 5 year increase	 2.63 (1.25; 5.53)

BMI
	 OR per 5 BMI point increase	 1.07 (0.93; 1.23)	 1.79 (0.72; 4.47)

DLCO
	 OR per 10%-point increase	 0.98 (0.94; 1.02)	 0.95 (0.73; 1.23)

6MWT distance
	 OR per 50 meter increase	 0.60 (0.41; 0.89)	 0.58 (0.38; 0.91)

BMI=body mass index. DLCO=carbon monoxide lung diffusion capacity. 6MWT=6 minute walking test. OR=odds ratio
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as well as in a multivariate model (Table 3 and Figure 
1).

A trend for higher risk of ED with increasing 
number of comorbidities was observed; OR for mod-
erate to severe ED per additional comorbidity was 
1.21 (0.77; 1.90). Steroid use was not associated with 
presence of ED (OR=0.47 (0.14; 1.62)). Betablocker 
treatment was independently associated with higher 
risk of moderate to severe ED (Table 4), while pre-
scription of one or more of betablockers, antidepres-
sants and thiazide diuretics showed a strong trend 
of correlating with moderate to severe ED; OR=8 
(0.92; 69.45), p=0.059.

Treatment of erectile dysfunction

Based on information from patient records, 
only two patients received medical treatment for 
ED (6.7% of patients with moderate or severe ED); 
both with a phosphodieasterase-5 (PDE5) inhibitor 
(Sildenafil and Tadalafil). In addition, three patients 
were treated with a PDE5-inhibitor for other medi-
cal conditions (one for pulmonary hypertension, one 
for Raynaud’s phenomenon and one for progressive 
IPF). All five patients treated with PDE5-inhibitors 
had an EF score of less than 16, equivalent to mod-
erate or severe ED. Based on patient records, no pa-

Fig. 1. Probability of moderate to severe erectile dysfunction as a function of carbon monoxide lung diffusion (DLCO) (panel a), body mass 
index (BMI) (panel b), 6-minute walking distance (6MWTD) (panel c) and age (panel d), in a logistic regression model. Two models were 
established; one including DLCO, BMI and 6-minute walking distance; the second including DLCO, BMI and age, as 6-minute walking 
distance and age showed significant collinearity
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tients used intracavernous alprostadil injections, in-
traurethral alprostadil applications, vacuum devices, 
or had received a penile prosthesis.

Discussion

The present study is the first to investigate sys-
tematically the prevalence of ED among patients 
with ILD. We found a high prevalence of ED; 70% 
of patients reported some degree of ED, and almost 
half of participants reported severe ED. We found a 
trend towards higher risk of ED with low DLCO, 
high BMI and presence of comorbid diseases, while 
the risk of ED significantly increased with older age 
and with concurrent use of betablockers. A strong 
and significant correlation was found between low 
6MWT walking distance and the risk of ED.

The prevalence of ED in ILD is considerably 
larger than in the background population; an In-
dian study reported a prevalence of 43.5% among 
males above 60 years(26), and a population-based 
study in Portuguese men from 18-70 years found the 
prevalence of sexual problems to range from 2.9% to 
23.2% (27). Also high compared to studies in other 

chronic diseases, including diabetes (37% to 75%), 
stroke (48%) and arterial hypertension (23% to 46%), 
we found a high prevalence of ED. The prevalence of 
ED was in keeping with previous reports in systemic 
sclerosis (81%) (28) and COPD (67 to 76%) (29-31).

Age was identified as an important, non-mod-
ifiable risk factor for ED, as also described in pre-
vious studies(2,28). Many of our participants had 
IPF, a disease entity that almost always occurs at a 
high age. In clinical practice, the effect of age on the 
presence of ED among ILD patients may therefore 
play a substantial role. Importantly, we also saw a 
trend of increasing ED prevalence with decreasing 
lung diffusion capacity, and a significant correlation 
with 6-minute walking test distance. These findings 
underscore that ED is a very real problem in many 
ILD patients and should be actively considered by 
health professionals, especially in older patients with 
poor lung function. The correlation with the 6 min-
ute walking test probably also reflects the multifacto-
rial nature of ED, as this test is a functional measure, 
incorporating the effect of comorbidities, physical 
shape and age. A recent study in men with acute my-
ocardial infarction showed a positive effect of home-
based training on ED (32). The effect of physical 

Table 4. Prevalence of smoking, comorbidities and certain medicinal prescriptions among patients with mild or no ED, versus moderate to 
severe ED

		  No or mild ED	 moderate to severe ED	 p-value

Smoking
	 Present smokers	 4 (17.4%)	 2 (6.9%)	 0.239
	      mean pack years	 40 (25.3; 55.7)	 45 (32.1; 57.9)	
					   
	 Former smokers	 12 (52.2%)	 22 (75.9%)	 0.075
	      mean pack years	 25.3 (13.2; 34.5)	 24.0 (17.7; 30.2)	
					   
	 Never-smokers	 7 (30.4%)	 5 (17.2%)	 0.262
					   
Medication					   
	 Betablockers	 0	 6 (20%)	 0.023
	 Thiazides	 0	 1(3.3%)	 0.377
	 Antidepressants	 1 (4.35%)	 1 (3.33%)	 0.848
	 Steroids	 8 (34.8%)	 6 (20.0%)	 0.226
					   
Number of comorbidities					   
	 0	 12 (52.2%)	 13 (43.3%)	 0.523*
	 1	 4 (17.4%)	 6 (20.0%)	
	 2	 4 (17.4%)	 6 (20.0%)	
	 3 or more	 3 (13.0%)	 5 (16.7%)	

Total n=53 as information in the erectile function domain was missing for one patient. On smoking status, n=52 as smoking information was 
missing for further one patient. ED= erectile dysfunction
* p-value for the presence of comorbidities vs. no comorbidities.
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training on ED in ILD remains to be evaluated but 
keeping the strong correlation with the walking dis-
tance test in mind, one could speculate that physical 
training may very well also improve ED in ILD.

We also observed an insignificant trend of high-
er risk of ED with increasing number of comorbidi-
ties. The insignificance is likely due to a relatively low 
number of observations. Comorbidities may contrib-
ute to the development of ED not only in the general 
population but also in patients with ILD, but wheth-
er treating co-morbidities leads to improvement in 
ED has not been established. From a clinical point 
of view, the exact physiological cause of ED in a cer-
tain patient is of less importance; the key message is 
that ED is common in ILD, and especially in elderly 
patients, in those with short walking capacity, and 
probably also in those with comorbid diseases, and 
should be addressed routinely in the care for ILD 
patients. 

In the background population, pharmacotherapy 
with phosphodiesterase-5 inhibitors is recommended 
as first-line treatment. We found a disturbingly low 
coverage of treatment for ED: Over 90% of patients 
with moderate or severe ED did not have records of 
receiving specific treatment for ED. Despite the fact 
that we obtained treatment information from patient 
records and not from interview or a standardized 
questionnaire, the existence of a common electronic 
medical prescription interface for general practition-
ers and hospital department ensured a high coverage 
in medicinal data. As ED is associated with reduced 
quality of life (31,33), anxiety and depression (34), it 
is critical for physicians dealing with ILD, as well as 
with other diseases correlated with ED, to be familiar 
with guidelines for medical treatment of ED (35). It 
is worth mentioning that several patients included in 
this study had subsequently started adequate treat-
ment, though systematic follow-up was beyond the 
scope of this cross-sectional study. 

The mechanism behind development of ED in 
ILD is not clearly established and may include mul-
tiple factors, including comorbid diseases as well as 
specific disease mechanisms in ILD. A recent study 
in patients with COPD found significant correlation 
to chronic hypoxia (31) confirming previous findings 
from two smaller studies (16, 17). Surprisingly, we 
did not observe a significant correlation with either 
resting oxygen saturation or with maximum desatu-
ration in the 6-minute walking test. Further research 

is needed to elaborate on the pathology of ED in 
ILD including longitudinal evaluation of the timing 
of ED onset and trajectory of ED development dur-
ing ILD progression. Also, the impact of psychologi-
cal mechanisms needs further attention; for example, 
patients with ILD may refrain from sexual activity 
due to fear of severe dyspnea.

The present study has some limitations. First-
ly, comparison to a non-ILD, age-matched control 
group would allow a more thorough evaluation of the 
impact of ILD on sexual function. Nevertheless, this 
observational study clearly demonstrates the mag-
nitude of this problem in ILD and underscores the 
need to increase the awareness and to break down 
barriers for communication about the problem. . Sec-
ondly, the multicenter design and the inclusion of all 
ILD types may, on the one hand, be more represent-
ative of all men affected by these diseases, but on the 
other hand, may lead to difficulties in standardizing 
data collection. Although centers were asked to re-
cruit participants consecutively, there is always a risk 
of recruitment bias. Also, studies including self-com-
pleted questionnaires imply a risk of participation 
bias as indicated by the slight differences observed 
between participants and non-participants. Moreo-
ver, comorbidity status was retrieved by scrutinizing 
patient files and not with a validated questionnaire.

In conclusion, we found a high burden of ED 
in ILD patients. The risk of moderate to severe ED 
was associated with high age and with low 6-min-
ute walking distance. Also, we found an insignificant 
trend for a higher risk of ED with increasing num-
ber of comorbidities. Therefore, health professionals 
should actively consider ED, especially in patients 
with poor walking distance, high age and comorbidi-
ties. Treatment coverage of ED is currently very low 
and it is important that physicians caring for patients 
with ILD are familiar with current guidelines for 
specific treatment of ED.

Funding:
The study was funded by the participating departments. No exter-
nal funding was provided.

Author contributions: 
Conception and/or design of the study: AF, OH, EB. Acquisition 
of data: AF, EB, MW. All authors contributed to the analysis and 
interpretation of data. AF drafted the manuscript, and all authors 
critically revised it for important intellectual content and approved 
the final version to be submitted.



Erectile dysfunction in ILD 363

References

  1. �Blanker MH, Bohnen AM, Groeneveld FPMJ, Bernsen RMD, Prins 
A, Thomas S, et al. Correlates for Erectile and Ejaculatory Dysfunc-
tion in Older Dutch Men: A Community-Based Study. J Am Geriatr 
Soc [Internet]. 2001 Apr [cited 2016 Jan 7]; 49(4): 436-42. Available 
from: http://doi.wiley.com/10.1046/j.1532-5415.2001.49088.x.

2. �Martin-Morales A, Sanchez-Cruz JJ, Saenz De Tejada I, Rodriguez-
Vela L, Fernando Jimenez-Cruz J, Burgos-Rodriguez R. Prevalence and 
independent risk factors for erectile dysfunction in Spain: results of the 
epidemiologia de la disfuncion erectil masculina study. J Urol [Internet]. 
2001 Aug [cited 2016 Jan 7]; 166(2): 569-75. Available from: http://
www.sciencedirect.com/science/article/pii/S0022534705659861.

  3. �Shiri R, Koskimäki J, Hakama M, Häkkinen J, Tammela TLJ, Huhta-
la H, et al. Prevalence and severity of erectile dysfunction in 50 to 
75-year-old Finnish men. J Urol [Internet]. 2003 Dec [cited 2016 
Jan 7]; 170(6 Pt 1): 2342-4. Available from: http://www.sciencedirect.
com/science/article/pii/S002253470562839X.

  4. �Shiri R, Koskimäki J, Hakama M, Häkkinen J, Tammela TLJ, Huhta-
la H, et al. Effect of chronic diseases on incidence of erectile dysfunc-
tion. Urology [Internet]. Elsevier; 2003 Dec 12 [cited 2016 Jan 7]; 
62(6): 1097-102. Available from: http://www.goldjournal.net/article/
S0090429503007982/fulltext.

  5. �Melman A, Gingell JC. The epidemiology and pathophysiology of 
erectile dysfunction. J Urol [Internet]. Elsevier; 1999 Jan 1 [cited 
2016 Jan 7]; 161(1): 5-11. Available from: http://www.jurology.com/
article/S0022534701620457/fulltext.

  6. �Feldman HA, Goldstein I, Hatzichristou DG, Krane RJ, McKin-
lay JB. Impotence and its medical and psychosocial correlates: results 
of the Massachusetts Male Aging Study. J Urol [Internet]. 1994 Jan 
[cited 2015 Jul 23]; 151(1): 54-61. Available from: http://www.ncbi.
nlm.nih.gov/pubmed/8254833.

  7. �Johannes CB, Araujo AB, Feldman HA, Derby CA, Kleinman 
KP, McKinlay JB. Incidence of erectile dysfunction in men 40 to 
69 years old: longitudinal results from the Massachusetts male ag-
ing study. J Urol [Internet]. Elsevier; 2000 Feb 2 [cited 2016 Jan 
7]; 163(2): 460-3. Available from: http://www.jurology.com/article/
S0022534705679001/fulltext.

  8. �Parazzini F, Menchini Fabris F, Bortolotti A, Calabrò A, Chatenoud 
L, Colli E, et al. Frequency and determinants of erectile dysfunction 
in Italy. Eur Urol [Internet]. 2000 Jan [cited 2016 Jan 7]; 37(1): 43-
9. Available from: http://www.ncbi.nlm.nih.gov/pubmed/10671784.

  9. �Chew KK, Earle CM, Stuckey BG, Jamrozik K, Keogh EJ. Erec-
tile dysfunction in general medicine practice: prevalence and clini-
cal correlates. Int J Impot Res [Internet]. 2000 Feb [cited 2016 Jan 
7]; 12(1): 41-5. Available from: http://www.ncbi.nlm.nih.gov/pub-
med/10982311.

10. �Giuliano F, Chevret-Measson M, Tsatsaris A, Reitz C, Murino M, 
Thonneau P. Prevalence of Erectile Dysfunction in France: Results 
of an Epidemiological Survey of a Representative Sample of 1004 
Men. Eur Urol [Internet]. 2002 Oct [cited 2016 Jan 7]; 42(4): 382-
9. Available from: http://www.sciencedirect.com/science/article/pii/
S0302283802003238.

11. �Akkus E, Kadioglu A, Esen A, Doran S, Ergen A, Anafarta K, et al. 
Prevalence and correlates of erectile dysfunction in Turkey: a pop-
ulation-based study. Eur Urol [Internet]. 2002 Mar [cited 2016 Jan 
7]; 41(3): 298-304. Available from: http://www.ncbi.nlm.nih.gov/
pubmed/12180232.

12. �Marumo K, Nakashima J, Murai M. Age-related prevalence of erec-
tile dysfunction in Japan: Assessment by the International Index of 
Erectile Function. Int J Urol [Internet]. 2001 Feb [cited 2016 Jan 
7]; 8(2): 53-9. Available from: http://doi.wiley.com/10.1046/j.1442-
2042.2001.00258.x.

13. �Koseoglu N, Koseoglu H, Ceylan E, Cimrin H, Ozalevli S, Esen A. 
Erectile dysfunction prevalence and sexual function status in patients 

with chronic obstructive pulmonary disease. J Urol [Internet]. Else-
vier; 2005 Jul 7 [cited 2016 Jan 7]; 174(1): 249-52. Available from: 
http://www.jurology.com/article/S0022534705600882/fulltext.

14. �Karadag F, Ozcan H, Karul AB, Ceylan E, Cildag O. Correlates of 
erectile dysfunction in moderate-to-severe chronic obstructive pul-
monary disease patients. Respirology [Internet]. 2007 Mar [cited 
2016 Jan 7]; 12(2): 248-53. Available from: http://www.ncbi.nlm.nih.
gov/pubmed/17298458.

15. �Vlachopoulos C, Nikolaos I, Dimitrios T-P, Stefanidis C. The Triad: 
Erectile Dysfunction - Endothelial Dysfunction - Cardiovascular 
Disease | BenthamScience [Internet]. Current Pharmaceutical De-
sign. 2008 [cited 2016 Jan 12]. Available from: http://www.eurekase-
lect.com/68223/article.

16. �Aasebø U, Gyltnes A, Bremnes RM, Aakvaag A, Slørdal L. Reversal 
of sexual impotence in male patients with chronic obstructive pulmo-
nary disease and hypoxemia with long term oxygen therapy. J Steroid 
Biochem Mol Biol [Internet]. 1993 Dec [cited 2016 Jan 7]; 46(6): 
799-803. Available from: http://www.sciencedirect.com/science/arti-
cle/pii/096007609390321M.

17. �Semple PD, Beastall GH, Brown TM, Stirling KW, Mills RJ, Wat-
son WS. Sex hormone suppression and sexual impotence in hypoxic 
pulmonary fibrosis. Thorax [Internet]. 1984 Jan [cited 2016 Jan 7]; 
39(1): 46-51. Available from: http://www.pubmedcentral.nih.gov/ar-
ticlerender.fcgi?artid=459720&tool=pmcentrez&rendertype=abstract.

18. �Rosato E, Barbano B, Gigante A, Aversa A, Cianci R, Molinaro I, et 
al. Erectile dysfunction, endothelium dysfunction, and microvascular 
damage in patients with systemic sclerosis. J Sex Med [Internet]. 2013 
May [cited 2016 Mar 22]; 10(5): 1380-8. Available from: http://www.
ncbi.nlm.nih.gov/pubmed/23444914.

19. �Rosen RC, Cappelleri JC, Gendrano 3rd N. The International Index 
of Erectile Function (IIEF): a state-of-the-science review. Int J Impot 
Res. Department of Psychiatry, University of Medicine and Dentistry 
of New Jersey, Robert Wood Johnson Medical School, Piscataway, 
New Jersey, USA. rosen@umdnj.edu; 2002 Aug; 14(4): 226-44. 

20. �Rosen RC, Riley A, Wagner G, Osterloh IH, Kirkpatrick J, Mishra 
A. The international index of erectile function (IIEF): a multidimen-
sional scale for assessment of erectile dysfunction. Urology. Center 
for Sex and Marital Health, University of Medicine and Dentistry 
of New Jersey, Robert Wood Johnson Medical School, Piscataway 
08854, USA.; 1997 Jun; 49(6): 822-30. 

21. �Hyldgaard C, Hilberg O, Bendstrup E. How does comorbidity influ-
ence survival in idiopathic pulmonary fibrosis? Respir Med [Internet]. 
Elsevier; 2014 Apr 4 [cited 2016 Jan 7]; 108(4): 647-53. Available 
from: http://www.resmedjournal.com/article/S0954611114000316/
fulltext.

22. �Travis WD, Costabel U, Hansell DM, King Jr TE, Lynch DA, Ni-
cholson AG, et al. An official American Thoracic Society/European 
Respiratory Society statement: Update of the international multidis-
ciplinary classification of the idiopathic interstitial pneumonias. Am 
J Respir Crit Care Med United States; 2013 Sep 15; 188(6): 733-48. 

23. �Society AT, Society ER. American Thoracic Society/European Res-
piratory Society International Multidisciplinary Consensus Classifi-
cation of the Idiopathic Interstitial Pneumonias. This joint statement 
of the American Thoracic Society (ATS), and the European Respira-
tory Society (E. Am J Respir Crit Care Med. United States; 2002 Jan 
15; 165(2): 277-304. 

24. �Cappelleri JC, Rosen RC, Smith MD, Mishra A, Osterloh IH. Di-
agnostic evaluation of the erectile function domain of the Interna-
tional Index of Erectile Function. Urology. Department of Clinical 
Research, Pfizer Central Research, Groton, Connecticut 06340-8030, 
USA.; 1999 Aug; 54(2): 346-51. 

25. �Cappelleri JC, Siegel RL, Osterloh IH, Rosen RC. Relationship 
between patient self-assessment of erectile function and the erectile 
function domain of the international index of erectile function. Urol-
ogy. Department of Clinical Research, Pfizer Global Research and 



A. Fløe, O. Hilberg, M. Wijsenbeek, et al.364

Development, Pfizer Inc, Groton, Connecticut 06340-8030, USA.; 
2000 Sep 1; 56(3): 477-81. 

26. �Sathyanarayana Rao TS, Ismail S, Darshan MS, Tandon A. Sexual 
disorders among elderly: An epidemiological study in south Indian 
rural population. Indian J Psychiatry [Internet]. Medknow Publica-
tions; Jan [cited 2016 Jan 23]; 57(3): 236-41. Available from: /pmc/
articles/PMC4623640/?report=abstract.

27. �Quinta Gomes AL, Nobre PJ. Prevalence of sexual problems in Por-
tugal: results of a population-based study using a stratified sample 
of men aged 18 to 70 years. J Sex Res [Internet]. Taylor & Francis 
Group; 2014 Jan 7 [cited 2016 Jan 23]; 51(1): 13-21. Available from: 
http://www-tandfonline-com.ez.statsbiblioteket.dk:2048/doi/abs/10.
1080/00224499.2012.744953.

28. �Foocharoen C, Tyndall A, Hachulla E, Rosato E, Allanore Y, Farge-
Bancel D, et al. Erectile dysfunction is frequent in systemic sclerosis 
and associated with severe disease: a study of the EULAR Scleroder-
ma Trial and Research group. Arthritis Res Ther [Internet]. BioMed 
Central; 2012 Jan [cited 2016 Jan 23]; 14(1): R37. Available from: /
pmc/articles/PMC3392836/?report=abstract.

29. �Collins EG, Halabi S, Langston M, Schnell T, Tobin MJ, Laghi F. 
Sexual dysfunction in men with COPD: impact on quality of life and 
survival. Lung [Internet]. 2012 Oct [cited 2016 Jan 23]; 190(5): 545-
56. Available from: http://www.ncbi.nlm.nih.gov/pubmed/22752718.

30. �Koseoglu N, Koseoglu H, Ceylan E, Cimrin H, Ozalevli S, Esen A. 
Erectile Dysfunction Prevalence and Sexual Function Status in Pa-

tients With Chronic Obstructive Pulmonary Disease. J Urol [Inter-
net]. 2005; 174(1): 249-52. Available from: http://linkinghub.elsevier.
com/retrieve/pii/S0022534705600882.

31. �Turan O, Ure I, Turan PA. Erectile dysfunction in COPD patients. 
Chron Respir Dis [Internet]. 2016 Feb [cited 2016 Feb 17]; 13(1): 5-12. 
Available from: http://www.ncbi.nlm.nih.gov/pubmed/26647416.

32. �Begot I, Peixoto TCA, Gonzaga LRA, Bolzan DW, Papa V, Carvalho 
ACC, et al. A home-based walking program improves erectile dys-
function in men with an acute myocardial infarction. Am J Cardiol 
[Internet]. 2015 Mar 1 [cited 2016 Feb 17]; 115(5): 571-5. Available 
from: http://www.ncbi.nlm.nih.gov/pubmed/25727080.

33. �Anyfanti P, Triantafyllou A, Panagopoulos P, Triantafyllou G, Pyrpa-
sopoulou A, Chatzimichailidou S, et al. Predictors of impaired quality 
of life in patients with rheumatic diseases. Clin Rheumatol [Internet]. 
2015 Dec 23 [cited 2016 Feb 17]; Available from: http://www.ncbi.
nlm.nih.gov/pubmed/26700441.

34. �Hedon F. Anxiety and erectile dysfunction: a global approach to ED 
enhances results and quality of life. Int J Impot Res [Internet]. 2003 
Apr [cited 2016 Feb 17]; 15 Suppl 2: S16-9. Available from: http://
www.ncbi.nlm.nih.gov/pubmed/12825100.

35. �Hatzimouratidis K, Amar E, Eardley I, Giuliano F, Hatzichristou D, 
Montorsi F, et al. Guidelines on male sexual dysfunction: erectile dys-
function and premature ejaculation. Eur Urol [Internet]. 2010 May 
[cited 2016 Feb 23]; 57(5): 804-14. Available from: http://www.sci-
encedirect.com/science/article/pii/S0302283810001338


