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ABSTRACT
Objective. To evaluate sexual function in a cohort of men with rheumatic disease compared to healthy controls. 
Patients and methods. The study included 60 patients (ankylosing spondylitis, rheumatoid arthritis, systemic 
sclerosis, gout, psoriatic arthritis) and 60 healthy age-matched controls. Sexual function of patients and controls 
was evaluated by the Sexual Health Inventory for Men and a detailed questionnaire. 
Results. The mean age of study group was 45,26 (7.8) years. In 90% of the cases sexual life changed after diag-
nosis: only 1.67% described their sexual life as being very satisfying, while 21.67% as being satisfying, 68.33% as 
not satisfying and 8.33% as absent. 40% of the patients had diminished libido, significantly lower compared to the 
study group (p = 0.043). Most patients presented with mild erectile dysfunction (60%), while most of the systemic 
sclerosis patients presented with mild to moderate erectile dysfunction. Erectile dysfunction scores were signifi-
cantly lower compared to controls (0.009). 
55% of the patients reported no influence of the treatment on their sexual life, 38% of the patients reported that 
specific treatment improved their sexual life.There was no statistical difference between SHIM scores of patients 
using biological therapies and other drugs.
Conclusions. This work suggests that men with rheumatic conditions have a worse sexual function in comparison 
with healthy control. However, specific disease parameters or treatments were not linked to sexual dysfunction.
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INTRODUCTION
Sexual dysfunction (SD) is a widespread world-

wide health problem especially in middle-aged and 
elderly people (1). Based on epidemiological data 
from different geographical regions, the prevalence 
of SD ranged from 18.4% to 34.2% among men (2). 
Male SD mainly includes diminished libido, abnor-
mal ejaculation and erectile dysfunction (ED) (3).

Rheumatic diseases may affect all aspects of life 
including sexual functioning. Sexual health and fam-
ily planning are important considerations not only for 
patients but also for the health practitioners who treat 
them, yet these issues are rarely comprehensively ad-
dressed in clinical practice (1). The reasons for dis-
turbing sexual functioning are multifactorial and 
comprise disease-related factors as well as therapy. 
These factors include: pain, fatigue, stiffness, func-
tional impairment, depression, anxiety, ne ga tive body 

image, reduced libido, hormonal imbalance, and drug 
treatment (3). Physical problems, emotional prob-
lems and partnership difficulties arising from dis-
ease-related stress contribute to a less active and of-
ten less enjoyable sex life. Chronic pain, fatigue and 
low self-esteem can reduce an individual’s sexual 
interest. Furthermore, specific sexual dysfunction 
can be caused by several rheumatic diseases, and are 
related to the nature of prevailing symptoms. Sexual 
problems created by both the physical changes of the 
illness and its attendant emotional distresses not only 
affect people with rheumatic diseases, but also their 
partners (1).

To evaluate the effects of rheumatic disease on 
sexual function of men, we conducted a question-
naire based study on a cohort of patients with five 
rheumatic diseases and compare them with a control 
group. The association between sexual dysfunction 
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and specific parameters of disease activity and treat-
ments were also well thought-out.

MATHERIAL AND METHODS
We performed a cohort study on 60 male patients 

hospitalized in „Sfanta Maria“ Clinical Hospital be-
tween august 2019 and march 2020. Inclusion crite-
ria were: age between 18 and 60 years, signed inform 
consent, diagnosed with one out of the five rheumatic 
conditions: rheumatoid arthritis (RA), ankylosing 
spondylitis (AS), gout, systemic sclerosis (SS) and 
psoriatic arthritis (PsA).

Each patient anonymous completed a question-
naire including personal data (age, educational sta-
tus, marital status, residence), history of the rheumat-
ic condition (diagnosis, date of diagnosis, treatment, 
disease activity status as assessed by the attending 
physician), associated medical conditions, changes 
of physical appearance, psychological status, social 
relationships after diagnosis, sexual life (general 
evaluation before diagnosis, global changes after di-
agnosis, how the disease impairs sexual life, sexual 
dysfunction after diagnosis - erectile dysfunction, di-
minished libido, premature ejaculation, lack of ejacu-
lation-, influence of drugs on sexual life). All patients 
also fulfilled the Sexual Health Inventory for Men 
(SHIM) questionnaire (Figure 1).

Based on SHIM, patients were classified as hav-
ing mild erectile dysfunction – 17-22 points, mild to 

moderate erectile dysfunction, 12-16 moderate erec-
tile dysfunction – 8-11 points, severe erectile dys-
function – 5-7 points.

An aged matched control group of 60 patients 
completed the same questionnaires.

RESULTS 

Characteristics of study group
The study group included 22 (36.66%) patients 

with AS, 10 (16.66%) with RA, 9 (15%) with SS, 11 
(18.33%) with PsA and 8 (13.33%) with gout. The 
medium age of study group was 45.26 (7.8) years. 
60% of the patients came from urban residence and 
80% had a high educational level. 64.81% of those 
patients had associated medical conditions. Mean 
disease duration was 8.18 (2.13) years for AS pa-
tients, 13.3 (4.1) for RA patients, 5.11 (1.8) years for 
SS patients, 8.63 (2.9) for PsA patients and 4.5 (1.3) 
years for gout patients.

54.54% of AS patients, 50% of RA, 66.66% of 
SS, 45,45% of PsA had active disease based on spe-
cific evaluation of attending physician [based on spe-
cific cut-offs of ASDAS for AS (4), DAS28-CRP for 
RA (5), EScSG disease activity indices for SSc (6), 
DAPSA for PsA (7)]. All gout patients were admitted 
in the clinic for disease flares.

66.66% of the patients had children before diag-
nosis, only one patient with ankylosing spondylitis 
had conceived after diagnosis.

Over the past 6 months

4. During sexual intercourse, how difficult was to maintain your erection to completion of intercourse?
Did not attempt Extremely difficult     Very difficult Difficult     Slightly difficult    Not difficult

intercourse 

1.How do you rate your confidence that you could get and keep an erection?
Very low Low Moderate High Very high

1 2   3              4 5
2. When you had erections with sexual stimulation, how often were your erections hard enough for penetration (entering  your
partner)?

No sexual activity Almost never      A few times Sometimes      Most times     Almost always
or never    (much less than   (about half   (much more than    or always

half the time the time half the time
0 1  2              3 4 5

3. During sexual intercourse, how often were you able to maintain your erection after you had penetrated (entered) your partner?
Did not attempt Almost never     A few times Sometimes      Most times     Almost always

intercourse or never (much less than            (about half             (much more than        or always
half the time the time half the time

 0 1  2              3 4 5

 0 1   2 3    4  5
5. When you attempted sexual intercourse, how often was it satisfactory for you?

Did not attempt Almost never     A few times Sometimes      Most times     Almost always
intercourse or never (much less than            (about half             (much more than        or always

half the time the time half the time
 0 1   2 3    4  5

FIGURE 1. Sexual Health Inventory for Men questionnaire
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Influence of diagnosis on sexual function

8.33% of the patients described their sexual life as 
being very satisfying before rheumatic condition di-
agnosis, 71.67% as being satisfying, 16.67% not sat-
isfying, while 3.33% as being absent. After rheumat-
ic condition diagnosis, only 1.67% described their 
sexual life as being very satisfying, while 21.67% as 
being satisfying, 68.33% as not satisfying and 8.33% 
as absent. 54 patients reported that their sexual life 
changed after rheumatic condition diagnosis: 86.36% 
of the ankylosing spondylitis patients, 90% of the 
rheumatoid arthritis patients, 90% of the scleroderma 
patients, 91% of the psoriatic arthritis patients, 87.5% 
of the gout patients. In 7 (11.66%) cases sexual life 
quality declined after rheumatic condition diagnosis 
(4 cases – absent from satisfying, 2 cases – satisfying 
from very satisfying, 2 cases – not satisfying from 

very satisfying, 1 case – from not satisfying to ab-
sent). Only in 4 patients (6.66%) sexual life quality 
improved after rheumatic condition diagnosis (1 
case from not satisfying to satisfying, 1 case from 
absent to not satisfying). 

Data regarding erectile dysfunction (ED) for each 
rheumatic disease and comparative data between 
study group and control group are presented in table 
1. Most patients presented with mild erectile dys-
function, while most of the systemic sclerosis pa-
tients presented with mild to moderate erectile dys-
function. Compared to control group, each of
analysed rheumatic disease and the whole study
group had significant lower values of SHIM.

24 (40%) of the patients had diminished libido, 
significantly lower compared to the study group 
(p = 0.043). Low libido was present in 16.66% of the 
ankylosing spondylitis patients, 10% of rheumatoid 

or never    (much less than   (about half   (much more than    or always

intercourse or never               (much less than            (about half             (much more than        or always

intercourse or never               (much less than            (about half             (much more than        or always

FIGURE 2. Self-evaluation of sexual life before and after rheumatic disease diagnosis

After diagnosis

Before diagnosis

Very satisfying

Satisfying

Not satisfying

Absent

Before diagnosis After diagnosis

0 20 40 60 80 100 120

8.33

71.67

16.67

3.33

1.67

21.67

68.33

8.33

No erectile 
dysfunction 

(%)

Mild erectile 
dysfunction 

(%)

Mild to moderate 
erectile 

dysfunction (%)

Moderate 
erectile 

dysfunction (%)

Severe erectile 
dysfunction (%)

Mean
SHIM
(SD)

t-test

Ankylosing 
spondylitis

13.63 68.18 0 0 19.04 19.04 0.048

Rheumatoid 
arthritis

0 60 30 0 10 16.2 0.001

Systemic 
sclerosis

0 22.22 55.55 22.22 0 14.88 0.015

Psoriatic
arthritis

9.09 54.54 36.36 0 0 18.18 0.028

Gout 0 87.5 0 12,5 0 18 0.042
Study group 6.66 60 26.66 35 1.66 17.65 0.009

Control group 16.66 68.22 13.33 1.66 0 20.15

TABLE 1. Sexual Health Inventory for Men questionnaire in study group and control group 
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arthritis and systemic sclerosis patients, 8.33% of the 
psoriatic arthritis patients and 8.33% of gout patients.

83.33% of the patients felt their disease chaged 
their physical appearence; 84% of them felt that these 
chages influenced their relationships with other peo-
ple. 94% of the patients reported chages in their psy-
chological state and low self-esteem, the same pro-
cent reported influence of the disease on daily living. 
81.66% of the patients reported physical influence of 
the rheumatic disease on their sexual life, main com-
plains being articular pain (57.14%), stiffness 
(22.4%) and fatigue (13.33%).

Influence of disease activity and specific 
treatments on sexual function

RA patients with active disease have significantly 
reduced SHIM scores compared to those with con-
trolled disease (p = 0.02). We did not find correlation 
of disease duration with SD. AS patients with long 
standing disease and those with active disease had 
lower SHIM scores (p = 0.005, respectively p = 0.01). 
For SSc patients we did not find any significant cor-
relations with organ involvement, except for lung in-
volvement (p = 0.001). We did not not find signifi-
cant correlations of disease activity or disease 
duration for PsA patients. Disease duration does not 
seem to be correlated with SD for gout patients.

20% of the patients used corticosteroids, 21.66% 
NSAIDs, 48.33% biological therapy, 41.66% syn-
thetic DMARDs; 43.33% of the patients used associ-
ations.

55% of the patients reported no influence of the 
treatment on their sexual life, 38% of the patients re-
ported that specific treatment improved their sexual 
life, 7% of the patients related worsening of the sex-
ual life after starting specific antirheumatic therapies. 
More then half (65.21%) of the patients reporting im-
proving of the sexual life due to specific rheumatic 
treatment were using biological therapies. The lowest 
SHIM scores were calculated for patients using corti-
costeroids (17.25) and DMARDs (17.24), while the 
highest SHIM scores were calculated for patients us-
ing NSAIDs (18.53). There was no statistical differ-
ence between SHIM scores of patients using biologi-
cal therapies and other drugs

DISCUSSIONS
Sexual functioning is not part of questionnaires 

frequently used to assess physical function or quality 
of life. In a recent survey of ten rheumatologists, only 
12% of patients seen in their practice were screened 
for sexual activity. The reasons given by rheumatolo-
gists were time constraints, discomfort with the sub-
ject, and ambivalence whether such a screening is in 

FIGURE 3. Therapies of study group. NSAIDs – nonsteroid antiinflammmatory drugs, DMARDs – disease modifying active 
rheumatic drugs

Corticosteroids NSAIDS Biological Therapy DMARDs

Ankylosing
spondylitis

Rhumatoid
arthritis Systemic sclerosis Psoriatric

arthritis
Gout

0  0  0 

1

8

5

3
44

3

0

2

9

22

55

8

3

15
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their domain (8). It is therefore important that physi-
cians or any other health professionals in charge of 
handling these kinds of patients raise the subject of 
sexuality and discuss it with them (9). There are bar-
riers on the part of patients, either due to insecurity 
about mentioning the problem, because of the con-
sideration that sexuality is not a disease, due to fear 
of a possible negative attitude on the part of the phy-
sician, or because of a belief that nothing can be done 
about sexual problems (10).

As predicted above, only 27% of interviewed pa-
tients in the clinic during the six months study ac-
cepted to complete an anonimous questionnnaire. 
The mean age of study group was 45 (4.37) years, 
normally a sexually active age. Most of the patients 
report their life as being satisfying before rheumatic 
disease diagnosis (71.67%), but the quality of sexual 
life significantly decreased after rheumatic disease 
diagnosis (21.67% – satisfying, 68.33% – not satisfy-
ing). 90% of RA, SS and PsA patients had a decline 
of their sexual life after diagnosis. Only in 4 patients 
(6.66%) sexual life quality improved after rheumatic 
condition diagnosis.

Physical or emotional problems, hormonal chang-
es, certain treatments and difficulties in the relation-
ships of the patients with their partners, can contrib-
ute to a less active and often less satisfactory sex life 
(11). In phases of high activity, there can be a de-
crease in sexual desire because of chronic pain, fa-
tigue and stiffness. On the other hand, changes in 
body image due to deformities can lead to a loss of 
self-esteem and a decline in sexual satisfaction. Pain 
during sexual relations, erectile dysfunction and dif-
ficulty in adopting certain positions are physical 
questions also related to sexuality that may lead to a 
loss of interest and in a decrease in the frequency of 
sexual relations (11,12). RA, AS and PsA patients in 
our study grouphad lower SHIM scores compared 
with patients with controlled disease.

In our study group 83.33% of the patients report-
ed changes of physical appearence related to rheu-
matic diagnosis. 84% of those patients correlated 
these changes to social relationships. 94% of our pa-
tients reported psychological changes and low 
self-esteem after diagnosis. 94% of the patients had 
impaired daily activities associated to rheumatic con-
dition. 81.66% of the patients reported pain, articular 
stiffness and fatigue as main reasons of impaired sex-
ual life.

Most patients reported low libido as being the pre-
dominant sexual dysfunction (40%), followed by ED 

(21.66%). The number of rheumatic patients with 
low libido was significantly increased compared with 
control group (p = 0.04). Patients in study group had 
significantly lower SHIM scores compared to control 
(p = 0.009). Patients with ankylosing spondylitis had 
the highest percent of reduced libido. For SS patients 
erectile dysfunction was the most predominant sexu-
al dysfunction and they had the lowest SHIM scores.

In a recent metanalysis the prevalence of SD was 
significantly higher in men with RA than in healthy 
controls in all the included studies (range, 33-62% 
vs. 11-40%, respectively), this was associated with 
disease activity and other disease-related factors, 
such as fatigue and pain (13). 60% of the RA patients 
in our study group had a reduced libido after diagno-
sis and 30% of the had erectile dysfunction. 

It was recently reported that SD can be a problem 
for 30-82.5% of male patients with AS, this was asso-
ciated with disease activity, disease duration, depres-
sion, fatigue and limited joint mobility (13). In our 
study group the prevalence of low libido was 45.45% 
and 13.63% of AS patients had erectile dysfunction.

The prevalence of SD in men with SSc is very 
high, ranging from 60% to 100%, the highest of all 
rheumatic diseases (14). The most likely hypothesis 
of ED in SSc is a combination of vascular and fibrot-
ic abnormalities (14). These factors are also impor-
tant in the pathogenesis of SD and the association 
between them and the presence of SD in men with 
SSc has been studied. In a EULAR report, ED was 
associated with severe cutaneous, muscular or renal 
involvement of SSc, elevated pulmonary pressures 
and restrictive lung disease. 66.66% of SS patients in 
our group had erectile dysfunction, 55.55% of them 
had moderate erectile dysfunction while in other 
rheumatic conditions mild erectile dysfunction was 
predominant, SS subgroup had the lowest SHIM 
scores in the patients group.

A pioneering study conducted in 1997 showed 
sexual dysfunction to be present in 40.8% of psoria-
sis patients, even after controlling for potential con-
founders such as alcohol consumption and depres-
sion (15). Feeling unattractive or embarrassed during 
psoriasis exacerbation can aggravate low self-confi-
dence and erectile dysfunction (16). Atherosclerosis, 
which affects the vasculature of the pelvis, is consid-
ered the major cause of this dysfunction in males 
(16). Moreover, hormonal disturbance with decreased 
testosterone and increased estradiol, may be the rea-
son for the significantly impaired erectile function 
(17). 45.45% of our PsA patients had low libido but 



162 Romanian JouRnal of Rheumatology – Volume XXiX, no. 4, 2020

only 9.1% of them reported mild erectile dysfunc-
tion. 

A recent metanalysis showed that patients with 
gout were 1.44 times more likely to be diagnosed 
with ED when compared with control. This associa-
tion existed in different age groups, even after adjust-
ment of confounding covariates (18). A major impact 
was related to the acute and chronic joint pain and the 
associated disability, with physical and emotional 
impact on intimacy being the highest ranked respons-
es. Moreover, the comorbidities associated with gout 
are closely connected with similar risk factors of vas-
cular disease. ED is a common disease characterized 
by endothelial dysfunction, and uric acid itself causes 
endothelial dysfunction via decreased nitric oxide 
production and decreased vasodilator response to 
acetylcholine (19). The prevalence of ED was very 
high in our study group (87.5%) maybe related to ad-
vanced age of the patients, compared to other rheu-
matic pathologies, to the fact that all patients were 
evaluated during hospitalization for disease flares 
and due to associated medical conditions (diabetes, 
arterial hypertension).

The impact of sexual dysfunction on men with 
rheumatic conditions is also reflected by the de-
creased rate of conception after diagnosis in our study 
group, only one patient with AS convieced after diag-
nosis.

Drugs used in the treatment of rheumatic diseases 
may also lead to sexual dysfunction. Methotrexate is 
associated with decreased libido, impotence and de-
velopment of gynecomastia (20). Impotence has been 

reported with the use of hydroxychloroquine and sul-
fasalazine (20). Corticosteroids can have side effects 
with great impact on sexual function, with change in 
body image, as well as leading to depression and psy-
chosis (20). The impact of biological therapies on 
sexual life and fertility of rheumatic patients is still a 
matter of debate, most data reporting improvement 
(21-23). We could not conclude that specific rheu-
matic medications had a definite role in the sexual 
life of rheumatic patients: 33.33% of the patients re-
lated improvement, while 55% of the patients report-
ed no effect. In our group, biological therapies seem 
to improve sex life for the subgroups of RA, AS and 
PsA patients compared to other medication classes (p 
= 0.004), although patients using combination of cor-
ticosteroids, biological therapies and DMARDs had 
the lowest SHIM scores. 

CONCLUSIONS

Our study found that male patients with rheumatic 
diseases have a high prevalence of SD; this was sta-
tistically significant when comparing patients with 
rheumatic diseases to age matched healthy controls. 
We encourage rheumatologists to talk about sexual 
health with their patients. The use of widely available 
screening tools and early referrals to specialists 
should be considered in men with rheumatic diseases 
and SD, especially those trying to conceive.
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