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ABSTRACT         ARTICLE INFO______________________________________________________________     ______________________

Purpose: To validate the Quality of Erection Questionnaire (QEQ) considering Brazilian 
social-cultural aspects.
Materials and Methods: To determine equivalence between the Portuguese and the 
English QEQ versions, the Portuguese version was back-translated by two professors 
who are native English speakers. After language equivalence had been determined, 
urologists considered the QEQ Portuguese version suitable. Men with self-reported 
erectile dysfunction (ED) and infertile men who had a stable sexual relationship for 
at least 6 months were invited to answer the QEQ, the International Index of Erectile 
Function (IIEF) and the RAND 36-Item Health Survey (RAND-36). The questionnaires 
were presented together and answered without help in a private room. Internal consis-
tency (Cronbach’s ), test-retest reliability (Spearman), convergent validity (Spearman 
correlation) coefficients and known-groups validity (the ability of the QEQ Portuguese 
version to differentiate erectile dysfunction severity groups) were assessed.
Results: We recruited 197 men (167 ED patients and 30 non-ED patients), mean age of 
53.3 and median of 55.5 years (23-82 years). The Portuguese version of the QEQ had 
high internal consistency (Cronbach =0.93), high stability between test and retest (ICC 
0.83, with IC 95%: 0.76-0.88, p<0.001) and Spearman correlation coefficient r=0.82 
(p<0.001), which demonstrated the high correlation between the QEQ and IIEF results. 
The correlations between the QEQ and RAND-36 were significantly low in ED (r=0.20, 
p=0.01) and non-ED patients (r=0.37, p=0.04).
Conclusion: The QEQ Portuguese version presented good psychometric properties and high 
convergent validity in relation to IIEF. The low correlations between the QEQ and the 
RAND-36, as well as between the IIEF and the RAND-36 indicated IIEF and QEQ specificity, 
which may have resulted from the patients’ psychological adaptations that minimized the 
impact of ED on Quality of Life (QoL) and reestablished the well-being feeling.
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INTRODUCTION

Erectile dysfunction (ED) is defined as the 
inability to obtain or maintain an erection long 

enough to achieve a satisfactory sexual activity. 
ED affects from 12 to 69% males in the world, 
depending on the age group (1-7). The number 
of affected Brazilian men ranges from 3 to 48%, 

Vol. 41 (1): 155-167, January - February, 2015

doi: 10.1590/S1677-5538.IBJU.2015.01.21



IBJU | VALIDATION OF PORTUGUESE VERSION OF QUALITY OF ERECTION QUESTIONNAIRE (QEQ)

156

depending on the measurement instrument used, 
being more prevalent in individuals of low edu-
cational level, and those who are hypertensive or 
diabetic (8, 9).

Clinical studies commonly use question-
naires in the evaluation of ED due to their capa-
city to evaluate physical, psychological and social 
aspects (10, 11). The International Index of Erec-
tile Function (IIEF), and its short version IIEF-5, 
is one of the most used instruments. The IIEF is 
considered the gold standard and the IIEF-5 is lar-
gely used because of its short length with only 5 
questions. However, the coverage of the multiple 
aspects of male sexuality besides erection by both 
instruments is questioned (12), since they deal 
only superficially with the patients’ perception 
and satisfaction with their erections (13).

With the appearance of various ED treat-
ment options, the assessment of self-perceived 
penile hardness has received more attention and 
been the subject of studies that have led to the 
development of a new short and patient-friendly 
assessment instrument, the “Quality of Erections 
Questionnaire” (QEQ) (13). It measures the patients’ 
satisfaction with their erections and identifies those 
who would like to undergo treatment (14).

Since the QEQ covers physical, psycholo-
gical and social aspects of male sexuality and fo-
cuses more on penile hardness and the patients’ 
individual needs, it provides a differential asses-
sment in relation to the IIEF (14, 15). This may 
favor the follow-up of clinical and psychosocial 
response to non-pharmacological ED treatment, 
such as physical therapy, and changes in life style. 
Apart from focusing on the erectile function, it is 
important to determine the impact of ED on qua-
lity of life (QoL). This study describes the correla-
tions between the QEQ and the IIEF results in the 
quantification of ED and the QoL measured with 
the RAND-36, an instrument similar to the SF-36 
(16), but which has a simpler scoring system and 
is publicly available.

MATERIALS AND METHODS

QEQ Translation and validation
The original English version of the QEQ 

was made publicly available by Pfizer New York® 

and has been translated to Brazilian Portuguese. 
After obtaining the author’s permission, the QEQ 
was translated and backtranslated by two profes-
sors fluent in English for analysis of equivalence 
between the versions in the two languages. Next, 
urologists evaluated the adequacy of the Portu-
guese version (Figure-1). 

Subjects
After approval of this study by Unicamp’s 

ethics committee, 197 patients from a public an-
drology clinic were consecutively invited during 
routine consultations to participate in this study 
from January 2009 to February 2012 (Figure-2). 
The patient inclusion criteria were: having had 
a stable sexual partner for at least six months, 
being literate and over 18 years of age. The ex-
clusion criteria were refusal to participate in the 
study and the use of IPDE-5 between the test and 
retest. If the patients were already using oral or 
injectable ED medication, they were instructed 
to answer the questions considering the effect of 
the medication in use.

The patients were informed about the pur-
pose of the study by the examiner privately. After 
giving their written informed consent, the patients 
were requested to fill in an evaluation sheet and 
answer the QEQ and RAND-36. The evaluation 
sheet items were age, skin color, marital status, 
occupation, level of education, monthly income.  
Concerning diseases, the patients were asked 
about their ability to walk with or without aid, 
neurological diseases, diabetes, hypertension, he-
art disease, androgen deficiency of the aging male 
(ADAM), urological examination for description of 
the anatomic part and type of treatment received, 
when ED symptoms started and whether the tre-
atment had already been started. The patients also 
replied questions concerning their life style such 
as alcoholism, smoking, regular physical exerci-
sing and number of attempts of sexual intercourse 
in the previous month.

The answers were checked after the pa-
tients had answered the evaluation sheets and 
the patients were asked to complete any missing 
information. When the questionnaires were fully 
answered, a new date was scheduled for the QEQ 
retest at about 28 days after the first test.
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Figure 1 - Final version of the EQF in Portuguese

Questionário de Qualidade da Ereção (QEQ)  
As questões seguintes perguntam sobre a qualidade das suas ereções ao longo das últimas quatro 

semanas. Por favor, para cada questão assinale a opção que melhor descreve sua resposta.  

Ao responder estas questões, observe as seguintes definições:  

Atividade sexual inclui relação sexual, carícias, brincadeiras amorosas e masturbação.  

Relação sexual é definida como penetração (entrada) na vagina da parceira.  

Satisfatória é definida como atingir suas expectativas, ter sucesso na relação sexual.* 

Insatisfatória é definida como falha das suas expectativas, falha do sucesso na relação sexual.* 

 

1. Você teve ereções suficientemente duras para permitir a penetração em sua parceira  

�Quase sempre ou sempre  

�Mais da metade do tempo  

�Cerca da metade do tempo  

�Menos da metade do tempo  

�Quase nunca ou nunca  

 

2. Sua habilidade para manter sua ereção até o final da relação sexual foi:  

�Muito satisfatória  

�Um pouco satisfatória  

�Nem satisfatória nem insatisfatória  

�Um pouco insatisfatória  

�Muito insatisfatória  

3. A quantidade de tempo (desde que começou a atividade sexual) até que a sua ereção fosse 

suficientemente dura para participar de uma relação sexual foi:  

�Muito satisfatória  

�Um pouco satisfatória  

�Nem satisfatória nem insatisfatória  

�Um pouco insatisfatória  

�Muito insatisfatória  
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Figure 2 - Study flow chart.



IBJU | VALIDATION OF PORTUGUESE VERSION OF QUALITY OF ERECTION QUESTIONNAIRE (QEQ)

159

Instruments
To compare the instruments of measure-

ment of sexual life and QoL, we took into ac-
count the time aspect. The questions of all the 
instruments used in this study (QEQ, IIEF and 
RAND-36) concerned the month previous to the 
survey.

IIEF
The IIEF was originally developed in En-

glish and validated for the assessment of the 
degree of severity of erectile dysfunction. It is 
made up of 15 items. It was translated to Portu-
guese (17) and validated in Brazil in 2013 (18) 
and is also available in another 32 languages 
(19). The questionnaire comprises five domains: 
erectile function, orgasm, sexual desire, sexual 
satisfaction and general satisfaction. The IIEF 
score is compartmentalized and ranges from 1 
to 75 points.

The erectile function domain classifies 
the patients into five categories depending on 
the degree of severity of ED. Between 26 and 
30 points, the individual is considered normal 
or without erectile dysfunction, between 22 and 
25 point, as having mild ED, between 17 and 21 
points, as having mild/moderate ED, between 
11 and 16, with moderate ED, and from 1 to 10 
points, with severe ED.

The sensitivity and specificity are ade-
quate but the IIEF is limited by the exclusion 
of other aspects of male sexuality and the rela-
tionship with a partner (19).

QEQ
The QEQ was developed and validated in 

English and is made up of six items. It focuses 
on the patients’ satisfaction with the quality of 
their erections. It takes into account the quality 
of erection, time necessary to achieve an erec-
tion and its duration (13-15).

The instrument can be filled out in 3 min 
and is sensitive in the assessment of changes 
resulting from effective ED treatments. It has 
demonstrated high internal consistency and 
one-dimensional structure. The final score ran-
ges from 0 to 100 points. The higher the score, 
the better the quality of erection (13-15).

RAND 36-Item Health Survey
 The RAND-36 is a general QoL evaluation 

instrument. It assesses physical aspects, pain, 
functional capacity, mental health, emotional as-
pects, social aspects, vitality and general health 
condition. Its questions are similar to those of the 
MOS SF-36 (16, 20), but it has a simplified score, 
developed by the International Resource Center 
for Health Care. All 36 items are scored from 10 
to 100%, the higher the score, the better the he-
alth condition.

Statistical analysis

The study sample was profiled according 
to the investigation variables using frequency 
tables of categorical variables with absolute fre-
quency (n) and percentage (%) values and des-
criptive statistics for continuous variables. Cate-
gorical variables were compared between groups 
using the Fisher exact test. Numerical variables 
were evaluated between two groups using the 
Mann-Whitney test, and between three or more 
groups with the Kruskal-Wallis test due to the 
lack of normal distribution of the variables.

 The Spearman correlation coefficient was 
used to analyze the correlation between nume-
rical variables. The QEQ (Brazil) score temporal 
stability (test-retest) was assessed with intra-class 
correlation (ICC), and the internal consistency of 
the translated version, with Cronbach’s alpha co-
efficient. The statistical significance level for the 
tests was 5% (p<0.05).

RESULTS

Of the 197 respondents, most were white, 
167 self-reported ED, were aged between 23 and 
82 years, with a mean age of 57 and median of 
58.5 years. The time elapsed before ED complaint 
varied from 0.3 to 25 years, with a mean of 4.9 
years. 30 of the men without ED were under me-
dical follow-up for infertility, age range of 23-61, 
mean age of 34 and median of 33 years.

Two of the men with self-reported ED decli-
ned to participate in the study and three were ex-
cluded because they used IPDE-5 between the test 
and the retest. Patients with infertility complaint 
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Table 1 - Caracteristics of patients with erectile dysfunction.

Variable QEQ
Test - Retest (n=101)

QEQ
No Retest (n=61)

p

Age (mean) 58 (23-82) 55.08 (23-78) 0.260

Sexual frequency (per month) 6.37 (0-28) 4.88 (0-28) 0.340

Time from the beginning of symptoms (Years) 4.72 (0.3-20) 5.13 (0.3-25) 0.480

Use of PDE-5 inhibitor 33 (32.67%) 22 (36.07%) 0.660

Race

White 90 (89.11%) 43 (70.5%)

0.007Black 4 (3.96%) 10 (16.39%)

“Brown” (Black/White) 7 (6.93%) 8 (13.11%)

Age (decades)

<50 years 24 (23.76%) 18 (29.51%)

0.850
50-59 years 29 (28.71%) 16 (26.23%)

60-69 years 32 (31.68%) 19 (31.15%)

 70 years 16 (15.84%) 8 (13.11%)

Familiar income per month*

 300 19 (18.81%) 20 (32.79%)

0.094
600 33 (32.67%) 21 (34.43%)

900 44 (43.56%) 16 (26.23%)

 1200 5 (4.95%) 4 (6.56%)

Literacy

Literate 70 (69.30%) 51 (83.61%)

0.130High school 25 (24.75%) 6 (9.84%)

More than high school 6 (5.94%) 4 (6.56%)

Co-morbidities

Diabetes 36 (35.64%) 16 (26.23%) 0.210

Hypertension 54 (53.47%) 29 (47.54%) 0.460

Hypercolesterolemia 18 (17.82%) 20 (32.79%) 0.020

Hormonal treatment 10 (9.9%) 1 (1.64%) 0.054

Radiotherapy 6 (5.94%) 4 (6.56%) 1

Radical prostatectomy 6 (5.94%) 5 (8.2%) 0.710

Alcoholism 23 (22.77%) 15 (24,6%) 0.790

Smoking 10 (9.9%) 12 (19,67%) 0.080

Sedentarism 56 (55%) 30 (49%) 0.430

PDE-5 = phosphodiesterase type 5 / ** in American dollars (calculated by the authors using currency date 29/11/2012)
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Table 2 - Caracteristics of patients without erectile dysfunction.

Variables n=30

Age (mean) 34 (23-61)

Sexual frequency (per month) 11 (2-28)

Race

White 29(97%)

Black 1(3%)

“Brown” (Black/White) 0

Familiar income per month*

 300 1(3%)

600 10(33%)

900 12(40%)

1200 7(23.33%)

Literacy

Literate 4(13%)

High school 18(60%)

More than high school 8(27%)

Co-morbidities

Diabetes 2(7%)

Hypertension 2(7%)

Hypercolesterolemia 0

Hormonal treatment 0

Radiotherapy 0

Radical prostatectomia 0

Etilism 1(3%)

Smoking 2(7%)

Sedentarism 19(63%)

*In American dollars (calculated by the authors using currency date 29/11/2012)

and without ED were intentionally included in this 
study for evaluation of equivalence of the questio-
nnaires in the absence of ED. Age distribution and 
social and ethnic characteristics are detailed in Ta-
bles 1 and 2. The scores of men with self-reported 
ED are given in Table-3.

Some of the patients with ED (n=61) did 
not participate in the retest. However, the group 
of ED patients who did not come for or interrup-
ted the retest was considered statistically homoge-
neous and were considered as a single group, the 
only significant difference being a greater number 
of hypercholesterolemia (Table-1).

The Portuguese version of the QEQ had 
high internal consistency (  Cronbach 0.93), 
high stability between test and retest (ICC 0.83, 
with IC 95%: 0.76, 0.88, p<0.001) and a Spe-
arman correlation coefficient r=0.82 (p<0.001), 
which confirmed the high correlation between 
the values. No floor or ceiling effects were ob-
served for ED patients that might compromise 
the reliability of the questionnaire translated 
into Portuguese, QEQ 0% in 15.43% and QEQ 
100% in 4.32%.

The IIEF and QEQ scores of the popula-
tion as a whole, including both ED and non-ED 
patients, were correlated. The strongest corre-
lations were found between QEQ and total IIEF 
(r=0.73, p<0.001), between QEQ and Erectile 
Function (r=0.71, p<0.001) and between QEQ 
and the general sexual satisfaction domain 
(r=0.73, p<0.001). The correlation values are 
given in Table-4.

When the sample was stratified accor-
ding to ED severity, as measured by the IIEF 
erectile function domain, significant differen-
ces were also observed between QEQ scores of 
non-ED and mild-to-severe ED men. The mean 
QEQ score difference for ED severity was 16.8 
points. All values are given in Table-5.

The correlation between the QEQ and 
RAND-36 scores was r=0.40, p<0.0001; the do-
main details are given in Table 4. The compa-
rison of the scores of the respondents within 
the same ED severity range according to the 
IIEF erectile function domain score revealed a 
difference between non-ED (mean total RAND-
36 score 85.96%) and ED patients (mean total 
RAND-36 score 64.86%) for p<0.001 (Table-6).  
Additionally, there were differences between 
the RAND-36 general health perception of mild 
ED and moderate ED patients and between the 
scores of mild Ed and severe ED patients for 
p<0.0001. No statistical difference was found 
between the other ED patient groups (mild to 
severe).

Regarding the age of the respondents, 
the QEQ score was inversely proportional to 
age (r=-0.32 p<0.0001). The reported frequency 
of sexual intercourse correlated with the QEQ 
scores (r=0.45, p<0.0001).
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DISCUSSION

The use of questionnaires in ED research 
and evaluation is supported by arguments such 
as better ED symptom evaluation and treatment 
response (9, 17), greater rate of detection when 
compared to isolated questions (19) and im-
provement of communication between health 
professionals and patients about a subject still 
surrounded by “taboos”, like impotency (21).

However, their supporters and critics are 
as many as the varied options of questionnai-
res. In clinical studies, the IIEF remains the gold 
standard (10, 11) despite its limitations: length 
and non-specificity to sexual performance, sin-
ce it does not distinguish ED from premature 
ejaculation or alterations in sexual desire (11). 
The IIEF-5 complies with the health consensus 

guidelines regarding the evaluation of sexu-
al performance in the previous 6 months (22). 
However, studies indicate a high ceiling effect, 
that is, a maximal score in 50% of the sample 
that impairs clinical assessment (12, 23). They 
also point out is use being limited to clinical 
practice because of the time period it covers 
(11).

The study sample was similar to those of 
other epidemiological studies, with a mean age 
of 53.3 years and association of ED with chro-
nic diseases (1, 6, 24). In agreement with Araú-
jo et al., 2004 (25), we also observed poorer 
erection with aging. Regarding ethnicity, white 
race predominated (p=0.007), which agrees with 
the general population of Southeast Brazil (26), 
where most of the population self-reported to 
be white or of European ancestry.

Table 3 – Scores of IIEF, QEQ and RAND 36-Itens for patients with erection dysfunction.

SCORES N Mean Median Min-Max. SD

International Index of Erectile Function

Total 162 34.99 33.5 5-75 17.33

Subdomains

Erectile function 162 13.12 12 1-48 8.51

Orgasmic function 162 5.38 5 0-10 3.57

Sexual desire 162 6.36 6.5 0-10 2.48

Intercourse satisfaction 162 5.65 5.5 0-15 4.19

Overall satisfaction 162 4.68 4 0-10 2.69

Quality of Erections Questionnaire

Test 162 41.74% 37.50% 0-100% 31.89

Retest 101 38.66% 41.66% 0-100% 33.04

RAND 36-Item Health Survey

Total 162 64.36% 67.78% 8.75-95% 20.74

Physical functioning 162 69.79% 80% 0-100% 28.67

Role limitations due physical problems 162 57.41% 50% 0-100% 39.79

Role limitations due emotional problems 162 60.90% 66.67% 0-100% 40.63

Vitality 162 61.55% 65% 0-100% 23.69

General mental health 162 65.39% 68% 0-100% 24.5

Social Functioning 162 70.68% 75% 0-100% 28.46

Bodily pain 162 64.46% 67.50% 0-100% 27.84

General health perceptions 162 57.16% 61.25% 12.5-100% 21.56
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Table 4 - Spearman Correlation (QEQ Versus IIEF, QEQ 
Versus RAND 36-Item Health Survey, QEQ Versus Aging and 
QEQ Versus Sexual Intercourse Frequency).

Quality of Erections Questionnaires versus

International Index of Erectile Function SCORE

Total r=0.73 p<0.0001

Erectile Function r=0.71 p<0.0001

Orgasmic Function r=0.51 p<0.0001

Sexual Desire r=0.36 p<0.0001

Intercourse Satisfaction r=0.64 p<0.001

Overall Satisfaction r=0.73 p<0.0001

RAND 36-Item Health Survey Score

Total r=0.40 p<0.0001

Physical Functioning r=0.37 p<0.0001

Role Limitations Due 
Physical Problems

r=0.34 p<0.0001

Role Limitations Due 
Emotional  Problems

r=0.20 p=0.0042

Vitality r=0.23 p=0.0010 

General Mental Health r=0.23 p=0.0012

Social Functioning r=0.19 p=0.0059

Bodily Pain r=0.14 p=0.0430

General Health 
Perceptions

r=0.38 p<0.0001

Participants Age

QEQ score r=-0.32 p<0.0001

Sexual Intercourse Frequency

QEQ score r=0.45 p<0.0001

Table 5 - Correlation between Quality of Erections Questionnaires Score and Erectile Dysfunction (ED) degree.

Grade Score N Mean QEQ Median QEQ Min-Max SD p

Normal 26-30 38 91.12 95.82 58.33-100 11.22

<0.001

Mild ED 22-25 22 69.12 68.75 29.16-100 18.92

Mild-To-Moderate ED 17-21 23 59.42 62.50 8.33-100 25.35

Moderate ED 11-16 38 39.03 37.50 0-100 24.13

Severe ED 1-10 71 23.88 12.50 0-100 28.61

Non self-reported ED male infertility 
out-patients were intentionally included in the 
study to fill the patient gap in the QEQ develo-
pment and validation in English. Only 1.25% of 
the patients studied by Porst et al. 2007 did not 
present ED or presented mild ED according to 
the IIEF classification (13).

The Portuguese version of the QEQ filled 
in this gap, since we obtained good correlations 
both in IIEF mild ED patients as well as non-ED 
patients. Additionally, the Portuguese QEQ ver-
sion yielded psychometric properties similar to 
those of the original English version, with high 
internal consistency and high stability between 
test and retest.

An ED patient subgroup was absent in 
the retest. To better understand this fact, we in-
vestigated the causes of absence. Our hypothe-
ses included lack of financial means and/or low 
education level that might have made access 
to a retest difficult, neither of which was con-
firmed by statistical analysis. Statistical sig-
nificance was observed only for self-reported 
hypercholesterolemia between groups, which 
was interpreted as a random result without any 
clinical correlation.

The use of the QEQ Portuguese version 
is recommended for the evaluation of the res-
ponse of Brazilian men to ED treatment based 
on its excellent psychometric properties and its 
easy and rapid application. On responding the 
QEQ, the patients do not need to recall each of 
the aspects involved in sexual intercourse, but 
rather the quality and satisfaction with their 
erections in the previous month (11, 13).
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The current version of the QEQ deals with 
the patients’ perspective by including physical, 
psychological and social wishes (10, 11, 14, 27, 
28) and sexual satisfaction. Patients with mild 
ED according to the IIEF classification may be 
rather dissatisfied while patients with severe ED 
may not be dissatisfied. The QEQ has the power 
to discriminate patients dissatisfied with their 
erection and thus driven to follow the proposed 
treatment (13, 15).

The impact of sexual dysfunction on QoL 
has been demonstrated by various studies (29-
34). The expectation of a significant correlation 
between QoL and ED severity has not been con-
firmed. A significant difference in QoL was ob-
served only in self-reported ED men, followed by 
non-ED infertile men. Only the general health 
perception subdomain of the RAND-36 presen-
ted significant difference between mild ED and 
moderate ED and between mild ED and severe 
ED patients.

In our sample, this correlation may have 
been influenced by the global evaluation of the 
patients. We point out that other factors besides 
ED may have affected the QoL of the studied po-
pulation such as urinary incontinence, aches and 
osteoarticular pains. Additionally, at the time of 
evaluation, the mean ED length of time before 
complaint was 4.9 years (min 0.3 and max. 25 
years) and the mean age of ED respondents was 
57 years old.

The questionnaire scores correlated with 
the effects on QoL only in ED patients in com-
parison to non-ED patients, which was expected 
considering that non-ED patients presented fewer 

Table 6 - Correlation between RAND 36-Items Health Survey (RAND) and Erectile Dysfunction (ED) Grade According 
International Index of Erectile Function (IIEF).

Grade Score N Mean RAND Median RAND Min-Max SD P

IIEF Normal 26-30 38 85.96% 88.27% 60.71-98.19% 8.66 <0.001

IIEF Mild ED 22-25 22 73.12% 76.60% 35-94.03% 14.51 ns

IIEF Mild-to-Moderate ED 17-21 23 62.09% 66.67% 16.81-93.43% 20.58 ns

IIEF Moderate ED 11-16 38 62.81% 66.67% 29.72-90.83% 18.21 ns

IIEF Severe ED 1-10 71 61.42% 62.92% 8.75-92.92% 22.61 ns

ns = non significant.

comorbidities such as diabetes, dyslipidemia and 
hypertension (p<0.001) and lower rates of alco-
holism (p=0.01). However, the comparison of the 
QoL of mild-to-severe ED patients, according to 
the IIEF, gave similar and non significant values 
in relation to QoL measured with the RAND-36. 
We attributed this fact to the time elapsed since 
the beginning of the symptoms and the moment 
of evaluation and the patients’ “adaptation” to 
their condition.

Studies have demonstrated the existen-
ce of psychological mechanisms that affords a 
well-being feeling to individuals even in adverse 
conditions. Generally, after three months, the in-
dividuals can interpret negative events such as 
the permanence of ED in a way that allows them 
to overcome it and minimize its impact on their 
QoL.  This psychological transformation occurs 
unconsciously and automatically. Evidence sho-
ws that around the age of 60, negative events 
are overcome and even reconstructed even faster 
probably as a result of emotional learning over 
the years of life (35).

In fact, it has been described that only 
a small number of ED patients seek treatment 
spontaneously (36-38). In Brazil, only 21% of 
men with some form of sexual dysfunction seek 
specialized counseling and treatment (39), among 
which 30-57% of those who start treatment stop 
using ED medication (40-42).

The patients’ lack of initiative to seek 
treatment is justified by a lack of perception of 
the severity of the disease and also because they 
consider ED a minor problem (37,39). We believe 
that these justifications agree with the action of 
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a psychological mechanism that minimizes the 
impact of ED on the QoL.

Van Damme-Ostapowicz, 2012 (43) repor-
ted a significant correlation between disease ac-
ceptance and better QoL indexes measured with 
specific questionnaires. Gades, 2009 (44) found 
evidence that despite the greater incidence of ED 
and greater functional loss with aging, the per-
ception of ED as a problem tends to be minimi-
zed and despite the loss of QoL, dissatisfaction is 
little reported. Datta, 1989 (45) reported similar 
results in chronic diseases when the time elapsed 
allowed the patients to adapt to the loss of spe-
cific functions.

A study by Lindau et al., 2010 (46) reve-
aled a correlation between better general health 
scores with sexual satisfaction in men and wo-
men and proposed using this correlation to im-
prove treatment adherence and the modification 
of hazardous habits such as smoking. 

While in men the erectile function and se-
xual satisfaction are affected by cardiovascular 
diseases, diabetes and prostate cancer, in women 
sexual satisfaction is situational and depends on 
the partner. Elderly men are more sexually active 
than women of similar age. In the 57-64 age group, 
76.7% of the men and only 35.9% of the women 
reported interest in sex.

The general QoL questionnaire used in this 
study, RAND-36, has questions similar to those of 
the SF-36, which has already been translated to 
Portuguese and validated in Brazil (47), but has a 
simpler score developed by the International Re-
source Center for Health Care. The RAND-36 pro-
perties and design have good reproducibility, vali-
dity and susceptibility to alterations (16). 

CONCLUSIONS

The Portuguese version of the QEQ presen-
ted high internal consistency and excellent stability 
between test and retest (r=0.82), in addition to good 
psychometric properties. It also presented strong 
correlations with the IIEF ED severity classification 
in the erectile function domain, which stimulates its 
use in further studies of the Brazilian population.

Differences in QoL as measured with the 
RAND-36 were observed only among patients 

with normal erectile function and those who com-
plained about ED. Our study did not demonstrate 
a statistically significant association between ED 
severity and QoL worsening. 
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