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ABSTRACT

Introduction: To investigate the effects of multiple sclerosis (MS) on
male sexuality.

Methods: While 61 men with MS were included into the study group, 60
healthy men constituted the control group in the study. In MS patients,
such parameters as functional status and depression levels were assessed
with the Expanded Disability Status Scala (EDSS) and the Beck Depression
Scale (BDS), other parameters such as pain levels, sexual function and
quality of life (QoL) were evaluated with the Visual Analog Scala (VAS),
the International Index of Erectile Function (IIEF) and the short form-36
(SF-36), respectively.

Results: Patients with MS were classified as 45 with EDSS <5.5 and 19
with EDSS >5.5. Mean VAS and BDI scores patients with MS were found
statistically significantly higher, compared with those of the controls
(p<0.05). Mean IIEF and all sub-group scores of SF-36 of patients with
MS were found to be statistically significantly lower, compared with

those of the control group (p<0.05). Mean EDSS in patients with MS was
2.75%2.42. While there was a positive correlation between IIEF scores of
patients with MS, and mean mental and physical components of SF-36,
a negative correlation was found between IIEF scores in MS patients, and
age, disease duration, number of attacks, number of marital years and
scores of EDSS, VAS and BDI (p<0.00). When BDI 217 was accepted as
the threshold for depression, the depression was detected in 62.5% of
patients with MS and 11.7% of the controls (p<0.001).

Conclusion: Sexual functions are affected negatively in male patients
with MS and seem to be associated with increased disability, pain and
accompanying depression. Therefore, male patients with MS should also
be evaluated with regard to sexual function, as well as disability during
their follow-ups.
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INTRODUCTION

Multiple sclerosis (MS) is a chronic, inflammatory and demyelinating
disease of the central nervous system. It is caused by autoimmune and
inflammatory reactions and is characterised by episodic and neurological
dysfunctions (1). MS frequently develops in young adults aged 20-40
years. Symptoms of MS are usually complex and considerably affect the
quality of life (QoL) of patients (2).

Reportedly, MS is one of the most common causes of progressive
neurological disability in young adults. MS is commonly associated with
spasticity, tremor, myasthenia, sensory disorders, depression, cognitive
problems, bladder and bowel dysfunction and sexual dysfunction (SD),
which severely affect the QoL of affected patients (3, 4).

Although SD is frequently observed in patients with MS and has a serious
impact on Qol, it has usually not been examined (5). Therefore, it is
essential to have a good understanding of SD, which is secondary to MS.
This study aimed to investigate SD levels in male patients with MS and
the associated factors.

METHODS

In total, 64 sexually active, male patients with a definitive diagnosis of
MS according to the McDonald (6) diagnostic criteria were enrolled
in the study group. The control group comprised 60 healthy men. Six
patients with MS who did not agree to participate in the study and
answer questions were excluded. Moreover, patients with the following
conditions were excluded from the study:

History of chronic diseases
History of antidepressant, anticonvulsant and anxiolytic drug use
Chronic alcohol abuse

History of major psychiatric disorders

vk W=

History of inflammatory diseases such as ankylosing spondylitis and
rheumatoid arthritis

IS

Hand, knee and hip joint limitations

Those at the time of attack and the history of attacks within the last
six mounths

Urinary catheter use

Urinary and faecal incontinence
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This study was approved by the Ethics Committee of Selcuk University
Medical Faculty Deanery. The patients who agreed to participate were
briefed regarding the study and their informed consent was obtained.
Following the collection of patient histories, physical examinations were
performed. Functional statuses, depression levels, pain levels, sexual
functions and QoL of patients were assessed using the Expanded Disability
Status Scale (EDSS), Beck Depression Inventory (BDI), Visual Analogue
Scale (VAS), International Index of Erectile Function (IIEF) and Short Form
(SF)-36, respectively. Depression levels and sexual functions of men in the
control group were assessed using BDI and IIEF, respectively. Based on
their EDSS scores, patients with MS were classified into two groups: those
with EDSS score<5.5 and those with EDSSscore >5.5.

EDSS

EDSS is used to determine the level of neurological disability and
functional capacities of patients with MS. It evaluates the functions of
eight functional systems of the central nervous system (pyramidal,
cerebral, brain stem, vision, bladder and bowel, sensory and cerebral).
Each of these systems is scored based on its dysfunction level. Limitations
faced in daily life are included to these functional system scores to
generate the EDSS score, which ranges from 0-10 (7).

BDI

BDI is a valid and reliable method for measuring depressive symptoms
and is recommended for screening depression in patients with MS as it
is a short method and precludes confusion with neurological symptoms.
It comprises of 21 items that are related to depressive symptoms such as
pessimism, sense of failure, dissatisfaction, feelings of guilt, restlessness,
fatigue, poor appetite, indecision, sleep disorders and social withdrawal.
Each item is rated from 0O to 3, with the total score ranging between 0
and 63. In our study, BDIscore 217 set as the depression threshold. In
the Turkish validity and reliability study performed by Hisli et al. (8), BDI
score 217 was associated withdepression; 0-10 was associated with no
depression and 11-17, 18-23 and 24-29 were associated with mild,
moderate and severe depression, respectively (8).

Table 1.Sociodemographic data of the study and control groups
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SF-36 QoL Scale

SF-36 comprises eight different domains: physical functioning, social
functioning, role limitations due to physical problems, role limitations
due to emotional problems, mental health, vitality, bodily pain and
general health.In this survey, each domain is scored, coded and converted
to a scale ranging from 0 (the worst health status) to 100 (the best health
status). Using the results from the resultant sub-scales, physical and
mental component scores are calculated. Additionally, SF-36 comprises
of two summary scales: physical and mental component scales (9). The
total score of the scale is not calculated.

IIEF

IIEF used in this study was the Turkish version of IIEF. It assesses five issues
related to SD in male patients. Additionally, it adequately represents
patients’ ability to attain and maintain an erection sufficient for sexual
activity, for satisfaction and to assess the reliability of a particular therapy.
The erectile function domain comprising of six questions is a proven
reliable measure for classifying the severity of erectile dysfunction (ED)
as mild, moderate or severe. The ED domain score is classified as severe
(6-10), moderate (11-16), mild (17-25) and no ED (26-30) (10, 11).

RESULTS

All participants enrolled in the study and control groups were married.
Both the groups were similar in terms of age, body mass index (BMI),
marriage duration and family structure (p>0.05) (Table 1). The control
group had significantly higher monthly income and employment rates
than the study group. This significant difference was linked to the fact
that the patients with MSin the study group with EDSS score >5.5 were
unemployed. For patients with MS, the mean disease duration was
8.62+7.16 years, mean number of attacks was 6.90+5.98, mean EDSS
score was 2.75+2.42 and mean VAS score was 5.68+2 (Table 1). Although
the mean IIEF score of patients with MS was lower than that of men in the
control group, their BDI scores were higher (p<0.001) (Table 1).

MS patients (n=64) Controls (n=60) P

Age 37.23+8.81 37.53+6.36 0.828
Marriage duration 13.59+9.79 12.55+7.01 0.494
Number of children 2.34+1.61 2.08+0.97 0.277
BMI 27.09+0.35 27.14+4.89 0.947
Monthly income 436.54+310.62 $ 820.87+506.18 $ 0.000
BDI score 24.35+15.99 7.96+7.230 0.000
VAS score 5.68+2.55 1.46+1.65 0.000
IIEF Score 43.32+17.69 60.81+5.91 0.000
Number of attacks 6.90+5.98 -

Disease duration 8.62+7.16 -

EDSS score 2.75+2.42 -

BMI: body mass index, BDI: Beck Depression Inventory, VAS: Visual Analogue Scale, EDSS: Expanded Disability Status Scale, IIEF: International Index of Erectile Function

Table 2. Statistical analyses of the study and control groups in terms of quality of life (SF-36,QoL Scale scores)

MS patients (n=64) Controls (n=60) p
SF-36 Physical function 57.61+38.41 90.00+10.69 0.000
SF-36 Role limitations due to physical problems 46.48+45.83 90.83+22.53 0.000
SF-36 Role limitations due to emotional prob-lems 53.64+46.24 87.77+49.41 0.000
SF-36 Vitality 43.59+24.22 67.79+15.95 0.000
SF-36 Mental health 45.93£19.69 64.40+15.03 0.000
SF-36 Social functioning 48.04+27.92 72.33+14.53 0.000
SF-36 Bodily pain 58.51£30.54 80.50+14.19 0.000
SF-36 General health 54.06+9.07 45.58+9.87 0.000
SF-36 Physical component 54.16x26.50 76.72+9.29 0.000
SF- 36Mentalcomponent 47.80+27.37 72.91£13.40 0.000
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Table 3.Correlation of the IIEF score with parameters in the study group
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r P
SF-36 mental component 0.860 0.000
SF-36 physical component 0.826 0.000
BDI -0.919 0.000
Age -0.632 0.000
Years of marriage -0.675 0.000
Disease duration -0.762 0.000
Number of attacks -0.687 0.000
VAS score -0.750 0.000
EDSS score -0.874 0.000

BDI: Beck Depression Inventory, VAS: Visual Analogue Scale, EDSS: Expanded Disability Status Scale

Of all patients with MS, 45 were grouped in the EDSS score <5.5 group
and 19 in the EDSSscore >5.5 group. In the study group, the mean VAS
score was 4.60+2.01 for the EDSSscore <5.5 group and 8.26x1.69 for the
EDSSscore >5.5 group, with statistical significant difference between the
two study groups (p<0.05) (Table 1).

The SF-36 average physical and mental component scores and all sub-
group average scores in the study group were lower than those in the
control group (p<0.001) (Table 2).

In patients with MS, negative correlation was observed between the IIEF
score and the BDI score, age, marriage duration, disease duration, number
of attacks, VAS score and EDSS score (r= -0.919, p<0.001; r= -0.632,
p<0.001; r= -0.675, p<0.001; r= -762, p<0.001; r= -687, p<0.001; r= -750,
p<0.001; r= -874, p<0.001, respectively) and a positive correlation was

Table 4. Statistical analysis of the two study groups based on EDSS scores

observed between the SF-36 mental and physical component scores
(r=860, p<0.001; r=826, p<0.001) (Table 3).

The BDI scores, VAS scores, disease durations and number of attacks
were higher in the EDSS score > 5.5 group than those in the EDSS score
<5.5 group. However, the IIEF scores, SF-36 average physical and mental
component scores and all sub-group average scores of the EDSS score >
5.5 group were lower than those of the EDSSscore <5.5 group (p<0.001)
(Table 4).

Using the set threshold of BDI score 217 for depression, depression
was detected in 62.5% of the patients with MS and 11.7% of men in the
control group (p<0.001). The total IIEF score of patients with MS with BDI
score 217 was statistically significantly lower than that of patients with
MS with BDI score <17 (p<0.001) (Table 5).

EDSS score <5.5 (n=45) EDSS score >5.5 (n=19) P
BMI 26.85+3.02 27.68+2.43 0.294
Number of children 1.84+1.41 3.52+1.46 0.000
Monthly income 1287.89+954.83 905.26+326.12 0.094
Disease duration 5.33x4.45 16.42%6.31 0.000
VAS 4.60+2.01 8.26+1.69 0.000
EDSS score 1.34+1.08 6.10+0.90 0.000
IIEF score 51.86%11.37 23.10£12.89 0.000
BDI score 16.53+11.01 42.89£9.11 0.000
SF-Physical function 77.45+25.68 10.63£15.43 0.000
SF-Role limitations due to physical problems 66.11+40.99 0.00 0.000
SF-Role limitations due to emotional problems 73.33£38.66 7.01£23.77 0.000
SF-Vitality 54.33£19.73 18.15+11.45 0.000
SF-Emotional wellbeing 53.42+18.43 28.21£7.48 0.000
SF-Social functioning 61.11+21.02 17.10+14.55 0.000
SF-Bodily pain 70.66+24.86 29.73+22.60 0.000
SF-General health 52.3329.74 58.15+5.58 0.018
SF-Physical Component 66.64+20.99 24.63+8.42 0.000
SF-Mental Component 60.55£21.39 17.62+11.69 0.000

Table 5. Comparison of clinical characteristics of depressive and non-depressive patients with MS

Depression+ (n=40) Depression- (n=24) p
IIEF 33.37£14.35 59.91+7.00 0.000
SF-36 Physical Component 39.87+20.54 77.99+16.13 0.000
SF-36 Mental Component 31.64+19.84 74.73+13.21 0.000
BDI score 34.30+11.41 7.79+4.65 0.000
VAS score 6.95+1.98 3.58£1.93 0.000
EDSS score 4.0125 2.19115 0.66+0.78 0.000
Number of children 2.95+1.43 1.33+1.40 0.000
Marriage duration 17.92+9.45 6.37+4.90 0.000
Monthly income 982.63+370.21 1493.75+1228.67 0.017
Disease duration 11.57£7.04 3.70+4.01 0.000

BDI: Beck Depression Inventory, VAS: Visual Analogue Scale, EDSS: Expanded Disability Status Scale, IIEF: International Index of Erectile Function
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DISCUSSION

Reportedly, MS occurs as a result of genetic, environmental and infectious
factors. An underlying autoimmune mechanism is the most widely
accepted hypothesis for the pathogenesis of MS (12). Immune cells in
the central nervous system induce damage the myelin sheath and axons,
resulting in loss of various neurological functions (13).

Chronic diseases are often linked to SD. SD, a complication associated
with MS, is a chronic condition that is still overlooked and not reported
(14). However, till date, many patients with MS consider their sexual
problems as a taboo to discuss. Similarly, SD in patients with MS is usually
overlooked and not sufficiently questioned by health professionals. In
a recent study involving 137 patients with MS, Lew-Starowicz et al. (5)
reported that physicians inquired only 2.2% of the patients regarding
their sexual functions. Therefore, having a good understanding of SD is
essential as it is secondary to MS (14).

The integrity of the sexual response cycle is essential for sexual response
and function, and any damage in this cycle results in SD (15). MS has a
negative effect on the sexuality in both men and women (16). In previous
studies, the rate of SD in patients with MS was 60%-91% in men and
52%-77% in women (17, 18). In healthy men, the sexual response cycle
comprises libido, erection, ejaculation and orgasm (19). Male patients
with MS usually complain of ED (50%-75%), ejaculatory dysfunction and/
or orgasmic dysfunction (50%), decreased libido (39%) and anorgasmia
(37%) (16).

In patients with MS, SD may develop in three forms: primary, secondary
andtertiary (20). Primary SDis a direct result of MS-associated neurological
changes. Secondary SD comprises physical changes associated with MS,
thus indirectly affecting sexual response. Drugsthat are used to treat
fatigue, attention and concentration disorders, difficulties in mobility,
coordination disorders, stiffness, bladder and bowel dysfunctions,
myasthenia, leg spasms, tremor, pain and MS (steroids, amantadine,
anticholinergics and antidepressants) are among the medicines that have
the most common side effects. Tertiary SD results from cultural, social,
emotional and psychological effects of MS. Depression, anxiety, irritability,
decreased self-esteem, distortion in body image perception, decline in
the sense of attractiveness, the fear of being sexually rejected, difficulties
in relationship with partner, the fear of dependence, performance anxiety,
changes in intra-familial roles and similar effects can be listed as causes of
tertiary SD (2, 21, 22).

A number of studies have linkedSDin patients with MS with disease
duration, depression, disability level, bladder/bowel functions, age,
sensory and motor functions of lower limbs, magnetic resonance lesion
load and cognitive problems (23-25).

A study on patients with MS (26) reported a correlation between disease
duration and SD, whereas another study (27) found no such correlation.
This may be explained by the fact that the autonomous nervous system is
involved in the early stages of MS. Indeed, patients in the early stages of
MS have been reported to have high rates of SD even in the absence of
neurological abnormalities (23).

Psychological factors constitute another important cause of SD in patients
with MS (28). Reportedly, depression is the most common psychiatric
disorder in patients with MS, with an incidence higher than any other
chronic disorders (29).

Assessments made using different measurements reported that the
incidence of depression ranged from 27% to 54% (30). In this study,
theincidence of depression inthe studywas62.5%, which is significantly
higher thanthat in the control group.

Laurent et al. (31) reported a relationship between depression and
SD in patients with MS. Similarly, a significant negative correlation

352

Arch Neuropsychiatry 2018;55:349-353

was observed between BDI and SD scores in our study. In the present
study, IIEF scores declined as BDI scores increased in the study group.
In addition, IIEF scores of patients with MS with BDlscore 217 were
statistically and significantly lower than those of patients with MS with
BDIscore <17 (p<0.05). Therefore, we believe that the treatment of the
depression accompanying MS can positively affect SD in these patients.

However, studies investigating the relationship between disability and SD
in men had contradictory results. Some studies reported a correlation
between EDSS score and SD, whereasother studies reported no such
correlation (32, 33). In our study, a significant negative correlation was
observed between IIEF and EDSS scores and the number of attacks in
patients with MS (p<0.05). SD in our patients with MS increased with
an increase in the disabilitylevel. In our study, SD levels, as measured
using IIEF scores, were lower in the study group than those in the control
group. In addition, the study group with EDSSscore <5.5 had higher IIEF
scores than that with EDSSscore >5.5, suggesting that the disability level
(functional level) of male patients with MS is one of the most important
determinants of SD. Accordingly, we believe that efforts implemented to
counter MS may positivelyinfluence SD in these patients.

Certain supporting therapies such as those involving the use of urinary
catheters may impact the sexual life of patients with MS (34). However,
patients using urinary catheters were not included in our study.

Recent studies indicate a significant deterioration of the QoL of patients
with MS. Koger et al. (35) reported significantly lower sub-scores for
Qolscale for patients with MS. The QoL of patients with MS declines,
preventing the attainment of emotional wellbeing. In our study, the SF-
36 average physical and mental component scores and all sub-group
average scores were lower in the study group than those in the control
group (p<0.05).

Reportedly, 42% of patients with MS develop major pain, resulting in
considerable limitations, whereas 20% suffer from minor pain (36). Pain
in chronic diseases may result in reduced sexual desire, sexual satisfaction
and the number and duration of sexual intercourse. A study demonstrated
that high pain levels in rheumatoid arthritis, a chronic disease, adversely
affect sexual functions (37). Consistent with these results, we observed
that as the pain level increased in patients with MS, their sexual functions
(measured using total IIEF scores)decreased. In this study, the VAS scores
were significantly higher in the study group than those in the control
group (p<0.05), and a negative correlation was observed between the
VAS and IIEF scores (r= -0.687).

Thus, we believe that controlling the pain accompanying MS may
positivelyinfluence SD.

This study has certain limitations. First, only male patients from one
health centre were included. For better results, patients of both sexes
from multiple centres should be included in future studies. In addition,
certain drugs used by the patients during their treatments (steroids,
amantadines, anticholinergics, antidepressants, anxiolytics and proton
pump inhibitors) are known to affect their sexual function. In this study,
no distinction was made among the enrolled patients regarding the use
of these drugs other than antidepressants and anxiolytics. Furthermore,
the effects of pyramidal and sensory findings on SD were not examined.

In conclusion, SD is a frequent problem in male patients with MS and
appears to be closely associated with accompanying depression,
disability, QoL and pain level. For this reason, male patients with MS
should be additionally evaluated in terms of SD during follow-up visits; if
they are found to suffer from SD, its causes should be identified, followed
by an appropriate treatment. In addition, patients and their spouses
should be briefed regarding the disease and possible accompanying
sexual problems.



Arch Neuropsychiatry 2018;55:349-353

Ethics Committee Approval: Ethical approval was obtained from the Ethics Committee
of Selcuk University Medical Faculty Deanery.

Informed Consent: Written consents were obtained from the participants.
Peer-review: Externally peer-reviewed.

Author Contributions: Concept - FOO, HG; Design -FOO, HEA, AUU; Supervision
- HEA, HY; Resource - FOO, HG, AUU; Materials - FOO, HG; Data Collection and/ or
Processing - FOO, HG; Analysis and/or Interpretation - HEA, HY, AUU; Literature Search
- FOO, AUU; Writing - FOO; Critical Reviews - HEA, HY.

Conflict of Interest: No conflict of interest was declared by the authors.

Financial Disclosure: The authors declared that this study has received no financial
support.

REFERENCES

1. Gauthier SA, Glanz Bl, Mandel M, Weiner HL. A model for the comprehensive
investigation of a chronic autoimmune disease: the multiple sclerosis CLIMB
study. Autoimmun Rev 2006;5:532-536. [CrossRef]

2. Jonsson A. Disseminated sclerosis and sexuality. Ugeskr Laeger
2003;165:2642-2646.

3. Fletcher SG, Castro-Borrero W, Remington G, Treadaway K, Lemack GE,
Frohman EM. Sexual dysfunction in patients with multiple sclerosis: A
multidisciplinary approach to evaluation and management. Nat Clin Pract
Urol 2009;6:96-107. [CrossRef]

4. Gumus H, Akpinar Z, Yilmaz H. Effects of multipl sclerosis on famale sexuality:
a controlled study. J Sex Med 2014;11:481-486. [CrossRef]

5. Lew-Starowicz M, Rola R. Prevalence of Sexual Dysfunctions Among Women
with Multiple Sclerosis. Sex Disabil 2013;31:141-153. [CrossRef]

6. McDonald WI, Compston A, Edan G, Goodkin D, Hartung HP, Lublin FD,
McFarland HF, Paty DW, Polman CH, Reingold SC, Sandberg-Wollheim
M, Sibley W, Tompson A, Van den Noort S, Weinshenker BY, Wolinsky JS.
Recommended diagnostic criteria for multiple sclerosis: guidelines from
the International Panel on the diagnosis of multiple sclerosis. Ann Neurol
2001;50:121-127.

7. Kurtzke JF. Rating neurologic impairment in multiple sclerosis: An expanded
disability status scale (EDSS). Neurology 1983;33:1444-1452.

8. Hisli N. Beck depresyon envanterinin gecerliligi Gizerine bir calisma. Psikoloji
Dergisi 1988;22:118-126.

9. Ware JE Jr. SF-36 health survey update. Spine (Phila Pa 1976) 2000;25:3130-
3139.

10. Rosen RC, CappelleriJC, Gendrano N 3rd. The International Index of Erectile
Function (IIEF): a state-of-the-science review. Int J Impot Res 2002;14:226-
244, [CrossRef]

11. Turung T, Deveci S, Guvel S, Peskircioglu L. Uluslararasi cinsel islev
indeksinin 5 soruluk versiyonunun (IIEF-5) Tirkce gecerlilik calismasinin
degerlendirilmesi. Tirk Uroloji Dergisi 2007;33:1:45-49.

12. Zhang HL, Wu J, Zhu J. The immune-modulatory role of apolipoprotein
E with emphasis on multiple sclerosis and experimental autoimmune
encephalomyelitis. Clin Dev Immunol 2010;2070:186813. [CrossRef ]

13. O'Brien K, Gran B, Rostami A. T-cell based immunotherapy in experimental
autoimmune encephalomyelitis and multiple sclerosis. Immunotherapy
2010;2:99-115.

14. Guo ZN, He SY, Zhang HL, Wu J, Yang Y. Multiple sclerosis and sexual
dysfunction. Asian J Androl 2012;14:530-535. [CrossRef]

15. Ho CC, Singam P, Hong GE, Zainuddin ZM. Male sexual dysfunction in Asia.
Asian J Androl 2011;13:537-542. [CrossRef]

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33

34.

35.

36.

37.

Odabas et al. Sexual Dysfunction in Patients with Multiple Sclerosis

Bronner G, Elran E, Golomb J, Korczyn AD. Female sexuality in multiple
sclerosis: the multidimensional nature of the problem and the intervention.
Acta Neurol Scand 2010;121:289-301. [CrossRef |

Baral I, Enderer M, Gok S, Ozkan S. Konsiiltasyon liyezon psikiyatrisi
yoniinden psikiyatri disi kliniklerde degerlendirilen deliryum olgulari.
Néropsikiyatri Arsivi 1995;32:32-36.

Fraser C, Mahoney J, McGurl J. Correlates of sexual dysfunction in man and
women with multiple sclerosis. ] Neurosci Nurs 2008;40:312-317.

Jobin C, Larochelle C, Parpal H, Coyle PK, Duquette P. Gender issues in
multiple sclerosis: an update. Womens Health (Lond) 2010;6:797-820.
[CrossRef]

Costello K, Haris C. Differential diagnosis and management of fatigue in
multiple sclerosis: considerations for the nurse. ] Neurosci Nurs 2003;35:139-
148.

Schmidt EZ, Hofmann P, Niederwieser G, Kapfhammer HP, Bonelli RM.
Sexuality in multiple sclerosis. ] Neural Transm (Vienna) 2005;112:1201-
1211. [CrossRef]

Tulek Z, Kurtulus Z. Multipl skleroz ve sekstiel disfonksiyon. Androloji Bilteni
2004;19:357-359.

Tarhan F, Yicetas U, Tirk U, Faydaci G. Multipl sklerozlu hastalarda cinsel
islev bozuklugunun hastalikla ilgili parametreler ve yasam kalitesi ile iliskisi.
Turk Urol Derg 2012;38:216-220.

McCabe MP. Relationship functioning and sexuality among people with
multiple sclerosis. ] Sex Research 2002;39:302-309. [CrossRef]
Borello-France D, Leng W, O’Leary M, Xavier M, Erickson J, Chancellor MB,
Cannon TW. Bladder and sexual function among women with multiple
sclerosis. Mult. Scler 2004;10:455-461. [CrossRef |

Zivadinov R, Zorzon M, Locatelli L, Stival B, Monti F, Nasuelli D, Tommasi
MA, Bratina A, Cazzato G. Sexual dysfunction in multiple sclerosis: a MRI,
neurophysiological and urodynamic study. | Neurol Sci 2003;210:73-76.
Zivadinov R, Zorzon M, Bosco A, Bragadin LM, Moretti R, Bonfigli L, lona LG,
Cazzato G. Sexual dysfunction in multiple sclerosis: II. Correlation analysis.
Mult Scler 1999;5:428-431. [CrossRef]

Janardhan V, Bakshi R. Quality of life in patients with multiple sclerosis: the
impact of fatigue and depression. ] Neurol Sci 2002;205:51-58.

Feinstein A, Feinstein K. Depression associated with multiple sclerosis.
Looking beyond diagnosis to symptom expression. ] Affect Disord
2001;66:193-198.

Minden SL, Schiffer RB. Affective disorders in multiple sclerosis Review and
recommendations for clinical research. Arch Neurol 1990;47:97-104.
Laurent SM, Simons AD. Sexual dysfunction in depression and anxiety:
conceptualizing sexual dysfunction as part of an internalizing dimension.
Clin Psychol Rev 2009;29:573-585. [CrossRef]

Nortvedt MW, Riise T, Myhr KM, Landtblom AM, Bakke A, Nyland HI.
Reduced quality of life among multiple sclerosis patients with sexual
disturbance and bladder dysfunction. Mult Scler 2001;7:231-235. [CrossRef]
Demirkiran M, Sarica Y, Uguz S, Yerdelen D, Aslan K. Multiple sclerosis
patients with and without sexual dysfunction: are there any differences?
Mult Scler 2006;12:209-214. [CrossRef]

Kessler TM, Fowler CJ, Panicker JN. Sexual dysfunction in multiple sclerosis.
Expert Rev Neurother 2009;9:341-350. [CrossRef]

Kocer E, Koger A, Yaman M, Eryilmaz M, Ozdem S, Borii UT. Multipl skleroz
olgularinda yasam kalitesi: Fiziksel 6zurlGlik ve depresyonun etkisi. ] Mood
Disord 2011;1:63-67. [CrossRef]

Armutlu K, Karabudak R. Pain syndromes in multiple sclerosis. Turkiye
Klinikleri ] Neurol-Special Topics 2010;3:95-100.

Yilmaz H, Polat HAD, Yilmaz SD, Erkin G, Kucuksen S, Salli A, Ugurlu H.
Evaluation of sexual dysfunction in women with rheumatoid arthritis: a
controlled study. ] Sex Med 2012;9:2664-2670. [CrossRef]



https://doi.org/10.1016/j.autrev.2006.02.012
https://doi.org/10.1038/ncpuro1298
https://doi.org/10.1111/jsm.12397
https://doi.org/10.1007/s11195-013-9293-9
https://doi.org/10.1038/sj.ijir.3900857
https://doi.org/10.1155/2010/186813
https://doi.org/10.1038/aja.2011.110
https://doi.org/10.1038/aja.2010.135
https://doi.org/10.1111/j.1600-0404.2009.01314.x
https://doi.org/10.2217/whe.10.69
https://doi.org/10.1007/s00702-005-0275-7
https://doi.org/10.1080/00224490209552154
https://doi.org/10.1191/1352458504ms1060oa
https://doi.org/10.1177/135245859900500i610
https://doi.org/10.1016/j.cpr.2009.06.007
https://doi.org/10.1177/135245850100700404
https://doi.org/10.1191/135248506ms1253oa
https://doi.org/10.1586/14737175.9.3.341
https://doi.org/10.5455/jmood.20110419054303
https://doi.org/10.1111/j.1743-6109.2012.02882.x

