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 Summary
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Summary
Erectile dysfunction is defined as the consistent or

recurrent inability to attain and/or maintain an erection
sufficient for a satisfactory sexual intercourse.

Erectile dysfunction does not only affect men’s sex life,
but also significantly affects their overall satisfaction with life
in general and it has a notable impact on the quality of life of
patients and their partners.

Erectile dysfunction is correlated with age; in Egypt it
has 26% prevalence at the age of 50 years, 49% prevalence at
the age of 60 years and 52% prevalence at the age of 70 years
or older. ED can be classified as psychogenic, organic
(vascular, diabetic, drug-induced, traumatic, neurogenic and
hormonal) or mixed psychogenic and organic.

The International Index of Erectile Function (IIEF) has
been shown to be a cross-culturally and psychometrically valid
measure of male erectile dysfunction.

Rigiscan device is one of the most reliable tests
commonly used to monitor penile rigidity and tumescence. It
consists of two loops, one placed around the base of the penis
and the other at the tip of the penis, proximal to the coronal
sulcus, as well as a recording unit that is strapped to the
patient’s thigh.

Trials in which PDE5 inhibitors were used to treat ED
have mostly involved use of the drug in an on-demand schedule
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