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Abstract 
Aim: To ascertain the incidence of sexual disorders in males among the rural population of 
Bihar's Koshi region. 
Methodology: A research with 275 patients was conducted. Patients provided a detailed case 
history using a self-prepared Semi-Structured Proforma, including demographic information, 
educational level, occupational and marital records, family history, socioeconomic situation, 
and various symptoms, beliefs, and behaviour relevant to treatment. Each patient was given the 
13 Arizona sexual experience scale, and their responses were documented. 
Results: 80 men (29.09 percent) were diagnosed with sexual disorders. Erectile dysfunction 
was reported by 36 (45.0 percent), premature / early ejaculation by 22 (27.5 percent), male 
hypoactive sexual drive disorder by 12 (15.0 percent), and delayed ejaculation by 10 (10.0%). 
(12.5 percent) Of the 36 erectile dysfunction patients, 38.9 percent had mild to moderate 
erectile dysfunction, 30.6 percent had moderate erectile dysfunction, 11.1 percent had severe 
erectile dysfunction, and 19.4 percent had mild erectile dysfunction. There was no significant 
link with age, socioeconomic status, religion, education, or marital status. 
Conclusion: To fight the rising prevalence of sexual issues, the media and health care 
practitioners must give sex education. In order to address treatment demands and increase case 
discovery in the general community, sexology must also be included in undergraduate and 
postgraduate medical education. Providers of health care must educate and treat such persons 
as soon as possible. 
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Introduction 

Sexual disorders are complicated, diverse, 
and linked to a variety of biological, 
physiological, and psychological factors. 
Men who visit general hospitals frequently 
experience sexual dysfunction [1]. 

However, it is frequently overlooked, 
misdiagnosed, and mismanaged [1]. While 
hospital-based research has been conducted 
[1], data on male sexual dysfunction in the 
Indian subcontinent community is quite 
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scarce [2]. Rao et al. [3] studied sexual 
dysfunction in rural Mysore and discovered 
that 15.77 percent of the population had 
erectile dysfunction, 8.76 percent had 
premature ejaculation, and 2.56 percent had 
hypoactive sexual desire disorder. ED 
affects more than 52% of men aged 40 to 
70. This is a significant public health 
concern with a strong relationship to 
cardiovascular disorders, which share 
physiopathological processes and risk 
factors [4, 5]. 
In India, only a few epidemiological studies 
on the prevalence of sexual diseases have 
been undertaken. The widespread cultural 
beliefs and stigma in India may discourage 
and restrict individuals from seeking 
medical care and disclosing their sexual 
life, making determining the scope of the 
problem difficult [6]. According to a few 
community surveys, the prevalence of male 
sexual dysfunction ranges from 10% to 
52% [4, 7]. The prevalence of ED grew 
from 3% to 15%, premature ejaculation 
(PE) increased from 4% to 8%, and male 
hypoactive sexual desire disorder (HSDD) 
increased from 1% to 7%. In the Indian 
study, 15.77% of the males had erectile 
dysfunction, 2.56 percent had male HSDD, 
and 8.76% experienced premature 
ejaculation [8]. 
Human sexuality is inextricably tied to a 
number of social and public health issues in 
India. Contraception use, child 
maltreatment, sex education, LGBT legal 
difficulties, and AIDS are all possible 
themes [9]. These health concerns have a 
significant impact on the current health 
infrastructure and budget. Poverty, tough 
living conditions, different cultural belief 
systems, quackery, ignorance, and 
inadequate health treatment are all aspects 
to consider. However, little is known about 
the relationship between these health 
conditions and human sexuality and its 
dysfunctions [10]. It is vital to understand 
how sexual attitudes, beliefs, and values 
operate and impact these difficulties. Our 
cultural viewpoints can have an impact on 

how we perceive and grasp particular 
situations. As a result, sexual experiences 
and dysfunctions that influence adult 
behaviour patterns in India must be 
investigated. 
Methods 
The current cross-sectional study was 
conducted at Katihar Medical College's 
rural health centre in Katihar, Bihar. 275 
males who visited a rural health centre from 
January to December 2016 with minor 
physical ailments were tested to determine 
sexual issues. The study included patients 
who were sexually active between the ages 
of 18 and 60 and gave their consent. 
Individuals with depression, psychotic 
condition, dementia, mental retardation, or 
a history of head injury were excluded from 
the study, as were those with coexisting 
medical illness or evidence of organic 
aetiology on history or clinical 
examination. Following a thorough 
physical examination and standard 
laboratory examinations, the patient's 
information was collected in a self-
prepared semi-structured proforma, and the 
diagnostic tool Arizona sexual experience 
scale was applied to each patient. 
Patients provided detailed case histories 
using a self-prepared Semi-Structured 
Proforma that included multiple choice 
questions, specific responses in various 
other rating formats, and open-ended 
questions covering demographic details, 
educational level, occupational, and marital 
records, family history, socioeconomic 
status (using the Kuppu Swammy Scale), 
and various symptoms (relating to sexual 
disorder), beliefs, and behaviour related to 
treatment. The original scale was created in 
Hindi before being translated into English. 
There is good cross-language equivalence 
between the Hindi and English versions. 
Semi-structured socio-demographic 
proforma were also used to obtain socio-
demographic data. To assess the type of 
sexual dysfunction, in-depth interviews and 
questioning were conducted using the 
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International Index of Erectile Function and 
Premature Ejaculation Diagnostic Tools. 
Analytical Statistics 
The data was analysed using the Statistical 
Package for Social Sciences, version 23 
(SPSS Inc., Chicago, IL). Continuous 
variable results are reported as mean 
standard deviation, whereas categorical 
variable values are shown as 
frequency/number (percentage). Data was 
analysed using proportions and chi-square 
tests. The significance level P 0.05 was 
used as the cut off value. 
Results 
According to the findings of the current 
study, 195 (70.91 percent) of the 275 males 
included in the study had no diagnosable 
sexual disorders. However, sexual 
disorders were observed in 80 (29.09 
percent) of the men. The most common 

sexual disorder among enrolled males was 
erectile dysfunction, which was reported by 
36 (45.0 percent), premature / early 
ejaculation by 22 (27.5 percent), and male 
hypoactive sexual drive disorder by 12 
(12). (15.0 percent). In addition, 10 12.5 
percent of males had Delayed ejaculation 
(figure 1). Of the total 36 erectile 
dysfunction patients, 14 (38.9 percent) had 
Mild Moderate Erectile Dysfunction and 11 
(30.6 percent) had Moderate Erectile 
Dysfunction. There were only 4 (11.1%) 
patients with severe erectile dysfunction 
and 7 (19.4%) instances with mild erectile 
dysfunction (figure 2). Table 1 
demonstrates the relationship between 
sexual dysfunction and numerous other 
characteristics. Sexual dysfunction was 
shown to have no significant link with age, 
socioeconomic status, education, or marital 
status.

 

Table 1: Association of various parameters with sexual dysfunction 

Parameters 

Male hypoactive 
sexual desire 
disorder 
(n=12) 

Male 
erectile 
disorder 
(n=36) 

Premature/
early 
ejaculation 
(n=22) 

Delayed 
ejaculation 
(n=10) 

p 
value 

n (%) n (%) n (%) n (%)  

age 

18-19 2 (16.7) 4 (11.1) 2 (9.1) 3 (30.0) 

0.62 
20-30 7 (58.3) 22 (61.1) 14 (63.6) 4 (40.0) 
31-40 2 (16.7) 8 (22.2) 3 (13.6) 2 (20.0) 
41-50 0 (0.0) 1 (2.8) 3 (13.6) 1 (10.0) 
51-60 1 (8.3) 1 (2.8) 0 (0.0) 0 (0.0) 

marital 
status 

Single 8 (66.7) 16 (44.4) 11 (50.0) 7 (70.0) 

0.56 Married 4 (33.3) 18 (50.0) 10 (45.5) 3 (30.0) 
Widowed 0 (0.0) 2 (5.6) 0 (0.0) 0 (0.0) 
Divorced 0 (0.0) 0 (0.0) 1 (4.5) 0 (0.0) 

education 

Illiterate 2 (16.7) 4 (11.1) 3 (13.6) 3 (30.0) 

0.89 

Primary 3 (25.0) 10 (27.8) 7 (31.8) 0 (0.0) 
High school 3 (25.0) 8 (22.2) 4 (18.2) 3 (30.0) 
Pre 
university 3 (25.0) 7 (19.4) 0 (0.0) 1 (10.0) 

Graduate 1 (8.3) 7 (19.4) 6 (27.3) 3 (30.0) 
PG or above 0 (0.0) 0 (0.0) 2 (9.1) 0 (0.0) 

employmen
t status 

Unemployed 3 (25.0) 14 (38.9) 7 (31.8) 3 (30.0) 

0.04 
Unskilled 
Employment 5 (41.7) 17 (47.2) 11 (50.0) 5 (50.0) 

Skilled 
Employment 4 (33.3) 5 (13.9) 4 (18.9) 2 (20.0) 
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SES 

Less than 
30000 3 (25.0) 8 (22.2) 3 (13.6) 1 (10.0) 

0.65 
30000-60000 5 (41.7) 12 (33.3) 8 (36.4) 3 (30.0) 
60000-
100000 2 (16.7) 13 (36.1) 5 (22.7) 3 (30.0) 

More than 
100000 2 (16.7) 3 (8.3) 6 (27.3) 3 (30.0) 

family type 
Nuclear 7 (58.3) 13 (36.1) 9 (40.9) 5 (50.0) 

0.02 Extended/ 
joint 5 (41.7) 23 (63.9) 13 (59.1) 5 (50.0) 

 
Discussion 
This cross-sectional study was carried out 
to investigate the prevalence of male sexual 
disorder in the general population, to 
determine the presence of sexual problems, 
and to assess the relationship of sexual 
disorder with various socio-demographic 
characteristics. In the current study, 80 
(29.09 percent) of the 275 males enrolled 
had sexual problems. In a study conducted 
by Rao et al [11] and Oyekanmi et al [12], 
about 21.15 percent and 40.4 percent of 
male patients, respectively, were diagnosed 
with one or more male sexual disorders. 
In our study, the most common sexual 
illness among enrolled male patients was 
erectile dysfunction (35.0%), followed by 
premature/early ejaculation (22.5%), male 
hypoactive sexual drive disorder (11.3%), 
and delayed ejaculation (10.3%). (6.3 
percent). Our findings were consistent with 
those of Oyekanmi et al [12], who observed 
sexual desire impairment in 17.1 percent of 
patients and erectile dysfunction in 34.5 
percent. They did, however, contradict the 
findings of Kinsey et al. [13], who 
discovered that erectile dysfunction affects 
less than 1% of the male population. 
Another study, Laumann et al [14], 
discovered that male HSDD is more 
common in the general population than 
previously thought, at 16%. According to 
Rao et al [11], the prevalence of erectile 
dysfunction was 15.77 percent, with 8.76 
percent of patients experiencing premature 
ejaculation and 2.56 percent experiencing 
male hypoactive sexual desire disorder 
(HSDD). Male HSDD has been shown in 
studies to have prevalence rates ranging 

from 1% to 7% [15, 16]. Another study 
discovered that discrepancies in estimations 
were caused by changes in methods used. 
Erectile dysfunction was discovered to be 
the most common presenting condition, 
which is consistent with the literature. 
Although previous research on the 
prevalence of erectile dysfunction in 
clinical samples ranged from 1% to 70%, 
studies from sexual dysfunction units 
produced better results. Erectile 
dysfunction was found in 36% of men by 
Frank et al [17] and 41.8 percent of men by 
Bancroft and Coles [18]. According to 
masters and Johnson [19], 50% of men 
seeking treatment have secondary erectile 
dysfunction, while only 8% have primary 
erectile dysfunction. Uguz et al [20] 
identified a considerable prevalence of 
erectile dysfunction in Turkish clinical 
samples (55 percent). 
Rao et al [11] discovered that 9.40 percent 
of patients had severe erectile dysfunction, 
28.20 percent had moderate erectile 
dysfunction, 42.73 percent had mild 
moderate erectile dysfunction, and 19.65 
percent had light erectile dysfunction. 
Similarly, in our current study, male 
erectile dysfunction was classified based on 
severity. Of the total 28 patients with 
erectile dysfunction, half (12 (42.86 
percent) had mild intermediate erectile 
dysfunction and the other eight (28.57 
percent) had moderate erectile dysfunction. 
Only three patients (10.71 percent) had 
severe erectile dysfunction, while five 
(17.86 percent) had mild erectile 
dysfunction.  
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The mean age of ED patients in our study 
was 27.6 years, with an 8.05 standard 
deviation. Among the cases evaluated, 
children aged 20 to 30 years were the most 
afflicted (58.75 percent). Furthermore, 
male patients aged 31-40 years and 
adolescents aged 18-19 years were affected 
(18.75 percent and 13.75 percent 
respectively). In line with the data shown 
above, Mittal AK et al [21] and Pavan K et 
al [22] revealed comparable findings in 
their studies, highlighting the prevalence of 
sexual dysfunction in middle adulthood. In 
our study, we discovered that erectile 
dysfunction was more common in 
unmarried or single men (52.5 percent). 
Erectile dysfunction and premature 
ejaculation were shown to be more 
common in single males, according to our 
findings. HSDD, on the other hand, has 
been demonstrated to be more prevalent in 
married men, according to Rao et al [11]. 
This conclusion, however, contradicts a 
few other research that revealed a 
somewhat higher prevalence of sexual 
disorders among married persons than 
among unmarried people. 
Regarding the patient's education, it was 
discovered that education played no 
substantial part in affecting the condition 
because the disease had taken in almost 
evenly educated, semi-educated, and 
uneducated people. As a result, education 
does not appear to have a substantial impact 
in the disease's transmission.  
According to Oyekanmi et al [12], 
unemployed respondents were more likely 
than employed respondents to experience 
sexual dysfunction. Previous studies have 
found a link between sexual dysfunction, 
depression, and socioeconomic 
disadvantages like unemployment. 
Unemployment might result in a role 
reversal in a relationship, making the male 
partner feel embarrassed and inadequate. 
Previous study has linked unemployment 
among people with mental illnesses to 
public and self-stigmatization, resulting in 
a "double peril" that can undermine self-

worth and sexual performance or 
enjoyment. In our study, we reported the 
occupational status of patients and their 
association with sexual diseases, and the 
statistical difference between Skilled and 
Unskilled employees in reference to the 
aforementioned criteria was significant 
(P=0.043). The statistical differences in the 
aforementioned parameters between groups 
of patients from different socioeconomic 
strata were not significant (P=0.394). In 
terms of the aforementioned parameters, 
the statistical difference between the two 
groups, Nuclear and Extended/joint 
patients, was thus significant (P=0.0237). 

We are unable to remark on the direction of 
causality due to the study's cross-sectional 
methodology. Sexual dysfunction can 
cause melancholy, anxiety, and explanatory 
models to manifest, and vice versa. 
Furthermore, depressive medicines have 
been linked to sexual dysfunction [23]. The 
unwillingness of patients and physicians to 
discuss sensitive or uncomfortable sexual 
topics complicates matters. Poor clinical 
practise is exacerbated by the notion that 
sexual disorders are not 'serious,' as well as 
insufficient physician skill and confidence 
in dealing with these issues [24]. Excessive 
dependence on culturally acceptable, 
traditional forms of treatment/resources 
(e.g., traditional healers) and alternative 
medical systems frequently results in 
underreporting of these symptoms in 
healthcare settings. 
In our study, the majority of patients with 
erectile dysfunction (>81 percent) worked 
in Unskilled Employment or were 
unemployed, with only one patient (18.8 
percent) working in Skilled Employment. 
In our investigation, we discovered that 
economic position did not play a significant 
role in determining the condition, as it had 
taken hold of a considerable number of both 
economically sound people and those who 
were not. According to Rao et al [11], male 
sexual abnormalities are more common in 
the upper bottom (29.3 percent) and lower 
middle groups (27.6 percent). 
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According to numerous research, the 
prevalence of sexual diseases increases 
with age, diabetes, treated hypertension, 
untreated ulcer, arthritis, allergies, and 
smoking. Sexual dysfunction has been 
connected to poor subjective health and 
type 2 diabetes. Although sexual 
dysfunction is more common in the aged, 
data reveal that it is more often caused by 
coexisting disease than by ageing alone 
[25]. In our investigation, the variations in 
parameters between age groups were not 
significant (P = 0.368). [26] 
Conclusion 
Sexual problems were detected in about 
30% of our samples who visited the health 
centre. Most people in India lack 
fundamental sexual knowledge, and those 
who have sexual disorders are less likely to 
seek help. To fight the rising prevalence of 
sexual issues, the media and health care 
practitioners must give sex education. In 
order to meet treatment demands and 
improve case detection in the general 
community, sexology must also be 
integrated into undergraduate and 
postgraduate medical education. Providers 
of health care must educate and treat such 
persons as soon as possible. 
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