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Introduction: Erectile dysfunction (ED) has been established as a comorbidity 
among men living with HIV, but comparisons by HIV serostatus of ED incidence 
in a longitudinal follow-up cohort of men are lacking. We sought to evaluate the 
incidence of ED spanning a period of 12 years in a longitudinal cohort of sexual 
minority men (SMM) living with and without HIV.

Methods: We analyzed ED incidence data for 625 participants in the longitudinal 
Multicenter AIDS Cohort Study from visits spanning October 2006 to April 2019.

Results: SMM living with HIV were more likely to have incident ED compared with 
those living without HIV (rate ratio: 1.41; 95% CI: 1.14–1.75). Older age, current 
diabetes, cumulative cigarette use, and cumulative antidepressant use were 
associated with increased incidence of ED in the entire sample. Self-identifying 
as Hispanic, current diabetes, and cumulative antidepressant use were positively 
associated with ED incidence among SMM living with HIV. Cumulative cigarette use 
was positively associated with greater ED incidence only among SMM living without 
HIV.

Discussion: In summary, age (full sample/ with HIV), current diabetes (full 
sample/with HIV), cumulative cigarette use (full sample/without HIV), and 
cumulative antidepressant use (full sample/with HIV) were associated with 
increased ED incidence. Skillful management of diabetes and careful titration of 
antidepressants, along with smoking cessation practices, are recommended to 
mitigate ED in this population.
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Introduction

The human immunodeficiency virus (HIV) was first described in 
1981 and was quickly identified as a chronic infection with significant 
public health impacts. With the development of antiretroviral 
medications, the life expectancy for individuals with HIV has been 
extended. An increased lifespan for individuals with HIV has allowed 
for the identification of secondary effects of the illness, including 
erectile dysfunction (ED), and the inability to achieve and maintain 
an erection sufficient to complete satisfactory sexual activity. Several 
studies have characterized an increased prevalence among men living 
with HIV of 33–82%, as compared with 18% of men in the general 
population (1–5).

Demographic variables, comorbid conditions, and medication 
therapies have varying impacts on ED among men living with 
HIV. Specifically, older age and lower education levels have been 
associated with ED (6–8). Age is directly related to ED and 
hypogonadism, likely due to the premature decline of serum 
testosterone among men living with HIV (9). Low education levels are 
associated with ED, likely because of decreased access to medical care 
and related information to prevent sexual health decline (6, 8). Race, 
ethnicity, and household income have not been shown to have an 
association with ED among men living with HIV (6, 10, 11).

Several studies have established the prevalence of comorbid 
conditions among individuals with HIV and ED. Cardiovascular 
disease, viral hepatitis infection, and depression have been associated 
with a greater prevalence of ED among men living with HIV (10–15). 
Smoking is associated with ED among both the general population (1, 
14) and men living with HIV (3). Some studies have shown an 
association of better erectile function among MLWH with higher CD4 
counts (3, 7), although other studies have not (4, 6, 15). Cumulative 
years of antihypertensive medication use among men living with HIV 
has also been associated with increased prevalence of ED (16). 
Protease inhibitor use was significantly associated with sexual 
dysfunction among men living with HIV in one study (17) but not in 
others (14, 18). Increased duration of antiretroviral therapy has been 
shown to have a direct relationship with ED prevalence among men 
living with HIV including the associated risk of dyslipidemia (2, 14, 
16); however, other studies did not find the same association due to 
small sample sizes, a lack of multivariable adjustment, or a limited 
focus on specific protease inhibitor medication (3, 4, 9).

To the best of our knowledge, most of the estimates of ED among 
men living with HIV have been based on prevalences; comparisons of 
ED incidence by HIV serostatus have been lacking. We undertook 
such an analysis in a longitudinally followed, multicity urban 
population of sexual minority men (SMM) followed up over 12 years.

Materials and methods

The Multicenter AIDS Cohort Study (MACS) is a longitudinal 
study that examines the natural and treated history of HIV/AIDS 
among SMM living with or without HIV in Baltimore, Maryland/
Washington, DC; Chicago, Illinois; Los Angeles, California; and 
Pittsburgh, Pennsylvania. A total of 7,352 SMM were enrolled 
over four time periods: 4,954 in 1984–1985, 668 in 1987–1991, 
1,350 in 2001–2003, and 380 in 2011–2019. MACS participants 
attended semiannual visits that involved an 

audio-computer-assisted self-interview and a standardized clinic 
examination. Details on the inclusion and exclusion criteria for 
the MACS have been described elsewhere, but in brief, participants 
were HIV-negative or positive (HAART naïve or recent HAART 
initiation without a prior AIDS diagnosis) and reported sexual 
intercourse with men in the 5 years prior to enrollment. 
Participants living with HIV were excluded if the HIV infection 
was perinatally acquired or they had used injection drugs within 
1 year of enrollment (19). This analysis included 625 SMM (90.9% 
gay, 3.5% bisexual, 2.1% heterosexual, and 3.5% other or prefer 
not to say) who were enrolled in the MACS through 2003 and did 
not report ED during study visits 46 (October 2006–March 2007) 
and 47 (April 2007–September 2007).

The presence of ED at visit 70 (October 2018–April 2019) was the 
primary outcome measure. ED was determined by summing the 
scores of a modified version of the six-item Erectile Functioning scale 
of the International Index of Erectile Function for gay and bisexual 
men. The scores ranged from 1 to 30, with scores of 17 or less 
indicating the presence of ED and scores >17 indicating the absence 
of ED (20).

Age at visit 70 was calculated using self-reported date of birth and 
was categorized into the following age groups: younger than 50, 
50–54, 55–59, 60–64, 65–69, and 70 years and older. Race and 
ethnicity were self-reported and categorized as non-Hispanic white 
(reference group, hereafter referred to as white), non-Hispanic Black 
(hereafter referred to as Black), and Hispanic. Body mass index (BMI) 
at visit 70 was derived from weight and height and reported in kg/m2. 
Waist girth at visit 70 was obtained and reported in centimeters. 
Diabetes was defined as having a hemoglobin A1c level of 6.5% or 
greater, a fasting glucose level of 126 mg/dL or greater, or a diagnosis 
of diabetes with the use of medication at visit 70 (21). Hypertension 
was defined as a systolic blood pressure of 140 mm Hg or greater, a 
diastolic blood pressure of 90 mm Hg or greater, or a diagnosis of 
hypertension with the use of medication at visit 70 (22). Current 
stimulant use (yes/no) was defined as any reported use of cocaine, 
crack, or methamphetamine at visit 70. Current cigarette smoking 
(yes/no) was defined as any reported use of cigarettes at visit 70. 
Current antihypertensive use (yes/no) was defined as the reported use 
of any antihypertensive medication at visit 70. Current antidepressant 
use (yes/no) was defined as the reported use of any antidepressant 
medication at visit 70. Current sexual-enhancing drug use, defined as 
any use of Cialis, Viagra, or Levitra (yes/no) was also reported. In 
addition to data on current use of substances and medications, 
cumulative cigarette packs per year, stimulant use, alcohol drinking, 
testosterone use, sexual-enhancing drug use, and highly active 
antiretroviral therapy use (for HIV-positive participants only) were 
calculated from visits 46 or 47 to visit 70. The level of plasma HIV 
RNA viral load was used to indicate HIV disease progression and was 
categorized as detectable (≥200 copies/ml) vs. undetectable (<200 
copies/ml).

Descriptive statistics were generated for the outcome and 
independent variables using frequencies with percentages and 
medians with interquartile ranges as appropriate. Incidence rate was 
calculated as the percentage of ED assessed during visit 70 among men 
who did not have ED during visits 46 and 47. Poisson regression with 
robust error variance (23) was used to estimate incidence rate ratios 
(RRs) and 95% CIs of ED in multivariable models. Separate analyses 
were conducted for men with and without HIV, as well as the 
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combined group, using the SAS version 9.2 GENMOD procedure 
(SAS Institute, Cary, NC, USA).

The covariates in the multivariable model for the SMM living 
without HIV and for the combined group included age, race and 
ethnicity, and current and cumulative use of alcohol, stimulants, 
cigarette smoking, antihypertensives, testosterone, sexual-enhancing 
drugs, and antidepressants. They were selected based on a priori 
published and expert knowledge (11). To compare the incidence rates 
by HIV serostatus, an additional model was performed combining 
both groups, including HIV serostatus and the covariates used in the 
model for SMM living without HIV. Given the possible association of 
BMI with ED, BMI was entered as a covariate in all analyses.

Results

There were 625 participants (54.4% were living without HIV and 
45.6% were living with HIV) included in the analysis. Descriptive 
statistics by HIV serostatus are reported in Table 1. Overall, 36% of 
participants reported ED at visit 70. The median age was 62 years 
(interquartile range, 57–68), 73% were white, 58% reported having 
hypertension, and 14% reported having diabetes. Current and 
cumulative use of alcohol, stimulants, cigarette smoking, 
antihypertensives, testosterone, sexual-enhancing drugs, and 
antidepressants is shown in Table 1.

In the full sample, SMM living with HIV were 41% more likely to 
have ED at visit 70 compared to SMM living without HIV (RR: 1.41; 
95% CI: 1.14–1.75; p = 0.002). A 5-year increase in age was associated 
with a 19% increase in the likelihood of ED (RR: 1.19; 95% CI: 1.09–
1.29; p < 0.001). Current diabetes was associated with a 39% increase 
in the likelihood of ED (RR: 1.39; 95% CI: 1.10–1.75; p = 0.005). Every 
10 years of cumulative cigarette smoking pack use was associated with 
a 33% increase in the likelihood of ED (RR: 1.33; 95% CI: 1.07–1.65; 
p = 0.009). Every 10 years of cumulative use of antidepressants was 
associated with a 51% increase in the likelihood of ED (RR: 1.51; 95% 
CI: 1.20–1.90; p < 0.001).

Among SMM living with HIV, age (RR: 1.21; 95% CI: 1.08–1.36; 
p = 0.001), Hispanic ethnicity (RR: 1.58; 95% CI: 1.04–2.41; p = 0.033), 
current diabetes (RR: 1.47; 95% CI: 1.09–1.97; p  = 0.01), and 
cumulative antidepressant use (RR: 1.67; 95% CI: 1.23–2.27; p < 0.001) 
were associated with an increased likelihood of ED.

Among SMM living without HIV, age (RR: 1.15; 95% CI: 1.02–
1.30; p = 0.024) and cumulative cigarette smoking (RR: 1.44; 95% CI: 
1.04–2.00; p = 0.027) were associated with an increased likelihood of 
ED (Table 2).

Discussion

We found a significantly greater incidence of ED among SMM 
living with HIV compared with SMM living without HIV in a 
longitudinal follow-up cohort of urban SMM over a 12-year period. 
These findings corroborate previously published studies that 
demonstrated an increased prevalence of ED among men with HIV 
compared with the general population (1–5). Older age is known to 
be  strongly associated with ED (9), with previous studies 
demonstrating that ED prevalence was <10% in men younger than 
40 years and > 50% in men 40 years and older. In the current study, ED 

incidence increased with age and was most prevalent in men older 
than 60 years, regardless of HIV serostatus. In fact, we  found an 
increase in ED of 19% with every 5 years of additional age.

Other factors associated with ED in our cohort differed by HIV 
serostatus. Among the SMM living with HIV, factors associated with 
ED incidence included race and ethnicity, diabetes, cumulative 
cigarette use, and cumulative antidepressant use. The association 
between race and ethnicity and ED is likely complex and multifactorial. 
Although only 9% of participants identified as Hispanic, we were able 
to detect a 57% greater ED incidence among Hispanic men with HIV 
relative to white men with HIV. Other studies have reported a greater 
prevalence of ED among African American populations (14). 
Variability across studies in findings regarding ED associations with 
race and ethnicity may be  due to underlying structural and 
psychosocial factors that are more prevalent among certain racial and 
ethnic subgroups, requiring further study.

Diabetes has been implicated as a risk factor for ED among men 
with HIV with inconsistent findings. A proposed mechanism 
underlying the association of diabetes with ED is related to 
endothelial dysfunction and impaired nitric oxide synthesis (9). A 
2020 systematic review of 14 studies examining factors associated 
with ED among men with HIV did not identify a significant 
association between diabetes and ED prevalence (10). This may have 
been due to differences in the baseline characteristics of our 
population. Diabetes, as it relates to ED, has also been studied in the 
context of metabolic syndrome because there is some overlap 
between risk factors associated with ED and generalized vascular or 
coronary artery disease (18). Our study indicated a 49% greater ED 
incidence among men with HIV and diabetes and a 39% greater 
incidence in the overall study population.

It is important to recognize the relationship between early vascular 
aging and HIV seropositivity. There is evidence that HIV is associated 
with metabolic abnormalities, endothelial dysfunction, increased 
artery stiffness, and stiffness of the carotid walls. Infection can result 
in premature cardiovascular disease because of viral injury, low-grade 
inflammation, and abnormal immune activation. Despite viral 
suppression by antiretroviral therapy, this dysfunction persists and 
leads to atherosclerosis, which is associated with erectile 
dysfunction (24).

Depression remains one of the most important factors that has 
been associated with ED in the general population. In one study, 
higher anxiety and depression scores were associated with ED (16). 
Depression has been shown to have direct and indirect effects on ED, 
including via antidepressant use, among men with and without HIV 
(11). The current study demonstrated a 62% increase in the incidence 
rate of ED among SMM living with HIV, comorbid depression, and 
cumulative concurrent antidepressant use. Our results are consistent 
with previously published findings addressing associations of the 
cumulative effects of antidepressant use on ED among participants in 
the MACS (17).

Notably, our findings did not indicate any statistically significant 
associations between ED and factors associated with HIV disease and 
treatment, including HIV viral suppression, CD4 count, and 
cumulative highly active antiretroviral therapy use. This finding is 
consistent with previous literature (10, 15).

Among men living with HIV in our cohort, cumulative cigarette 
smoking was associated with increased ED incidence. Current 
cigarette smoking appears to have a greater impact on the development 
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of ED among men without HIV compared with the entire study 
population. Cumulative cigarette smoking was associated with 
increased ED incidence overall. Our findings are consistent with 
literature identifying smoking’s association with increased ED 

prevalence in the general population (1, 3, 16), likely mediated 
through the depletion of nitric oxide and vascular occlusion (25).

To date, findings from published data evaluating associations 
between stimulant and alcohol use with ED have been inconsistent. 

TABLE 1 Characteristics of the study population by HIV status.

Characteristics No. (%)

HIV-positive HIV-negative Overall

No. of men 285 340 625

Erectile dysfunction 119 (42%) 109 (32%) 228 (36%)

Age (years)

Median (IQR) 60 (55–66) 64 (59–70) 62 (57–68)

<50 28 (10%) 17 (5%) 45 (7%)

50–54 39 (14%) 32 (9%) 71 (11%)

55–59 73 (26%) 59 (17%) 132 (21%)

60–64 63 (22%) 70 (21%) 133 (21%)

65–69 52 (18%) 74 (22%) 126 (20%)

≥70 30 (11%) 88 (26%) 118 (19%)

Race and ethnicity

Black 73 (26%) 35 (10%) 108 (17%)

Hispanic 38 (13%) 21 (6%) 59 (9%)

white 174 (61%) 284 (84%) 458 (73%)

BMI, median (IQR) 26 (23–30) 27 (24–30) 26 (24–30)

Waist girth, median (IQR), cm 98 (90–109) 100 (91–109) 100 (90–109)

Current diabetes 44 (15%) 42 (12%) 86 (14%)

Current hypertension 173 (61%) 189 (56%) 362 (58%)

Current cigarette smoking 56 (20%) 30 (9%) 86 (14%)

Cumulative cigarette smoking pack-years, median (IQR) 0 (0–0.8) 0 (0–0) 0 (0–0)

Current stimulant use 39 (14%) 13 (4%) 52 (8%)

Cumulative stimulant use years, median (IQR) 0 (0–0.7) 0 (0–0) 0 (0–0)

Current antidepressant use 62 (22%) 52 (15%) 114 (18%)

Cumulative antidepressant use years, median (IQR) 0 (0–3.7) 0 (0–1.8) 0 (0–2.5)

Current alcohol drinkinga

None 70 (25%) 55 (16%) 125 (20%)

Low/moderate 1 (0–1) 1 (0–1) 1 (0–1)

Moderate/heavy 47 (16%) 49 (14%) 96 (15%)

Binge 11 (4%) 11 (3%) 22 (4%)

Cumulative alcohol drinking years, median (IQR) 12.5 (2.2–49.2) 21.4 (3.8–88.9) 16.3 (3–68.8)

Current testosterone use 43 (15%) 23 (7%) 66 (11%)

Cumulative testosterone use years, median (IQR) 0 (0–0.5) 0 (0–0) 0 (0–0)

Current sexual-enhancing drug use 66 (23%) 68 (20%) 134 (21%)

Cumulative sexual-enhancing drug use years, median (IQR) 0.5 (0–5) 0.5 (0–4) 0.5 (0–4.5)

Current HAART use 271 (95%)

Cumulative HAART use years, median (IQR) 11.9 (10.5–12.3)

HIV RNA ≥200 copies/ml 13 (5%)

% CD4-positive cells, median (IQR) 35.5 (29.7–41)

BMI, body mass index; HAART, highly active antiretroviral therapy; HIV, human immunodeficiency virus; IQR, interquartile range.  
aLow/moderate drinking = 1–2 drinks/day or 3–4 drinks/day no more than once a month; moderate/heavy drinking = 3–4 drinks/day more than once a month or 5 or more drinks/day less 
than once a month; and binge drinking = 5 or more drinks/day at least once a month.
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The role of stimulant use in ED is unclear; some studies have indicated 
a positive association with ED, while others have not indicated an 
association with ED among men living with HIV (10, 17). We found 
that stimulant use was not significantly associated with ED incidence 
in our cohort overall or among men living with HIV. A lack of 
significant results may be partially due to underreporting of stimulant 
use due to social stigma (11).

While this study is novel in its presentation of incidence RRs for 
ED in a large, multicity urban population, there were several 
limitations. First, the mean age of participants in our study was 
62 years, and risk factors may not be  generalizable to younger 
populations. Second, we did not stratify variables by severity of ED, 
nor were we able to confirm a diagnosis of ED beyond the use of the 
International Index of Erectile Function for gay and bisexual men. 
Third, we found an association between ED and Hispanic ethnicity 
among men living with HIV; this finding may have been influenced 

by our study sample, which included a low proportion of Hispanic 
individuals. Fourth, while our findings suggested the role of stimulant 
use in ED incidence among men living without HIV, we could not 
explore the underlying factors affecting stimulant use by HIV 
serostatus beyond depression. Varying reasons for stimulant use have 
been shown to have differing outcomes with respect to ED (11, 26). 
Finally, we  did not have information on relationship status to 
differentiate between participants in exclusive relationships and those 
who were not.

To the best of our knowledge, the present study is the first to 
analyze the incidence of ED in a longitudinal follow-up, large urban 
population of SMM living with or without HIV. These findings are 
important given that ED can have a significantly negative impact on 
the affected individual’s quality of life, sometimes leading to 
depression and anxiety in settings requiring sexual performance 
and thus avoiding sexual relations (27–29). In many cases, ED and 

TABLE 2 Incidence rate ratio over a 12-year period for erectile dysfunction using multivariable models.

Factor All men RR 
(95% CI)

p-value HIV-positive
RR (95% CI)

p-value HIV-negative
RR (95% CI)

p-value

HIV-positive vs. HIV-

negative

1.41 (1.14–1.75) 0.002

Age (5 years) 1.19 (1.09–1.29) <0.001 1.21 (1.08–1.36) 0.001 1.15 (1.02–1.30) 0.024

Race and ethnicity

Black vs. white 1.00 (0.75–1.34) 0.983 1.14 (0.8–1.62) 0.475 0.88 (0.48–1.61) 0.689

Hispanic vs. white 1.20 (0.84–1.70) 0.321 1.57 (1.04–2.37) 0.032 0.59 (0.23–1.52) 0.272

BMI (1 unit) 1.00 (0.95–1.05) 0.933 1.02 (0.96–1.08) 0.494 0.97 (0.89–1.05) 0.427

Waist girth (10 cm) 1.07 (0.90–1.27) 0.437 0.99 (0.8–1.23) 0.922 1.19 (0.89–1.60) 0.241

Current diabetes (yes vs. 

no)

1.39 (1.10–1.75) 0.005 1.49 (1.11–1.98) 0.007 1.24 (0.83–1.86) 0.284

Current hypertension (yes 

vs. no)

1.22 (0.97–1.53) 0.084 1.10 (0.80–1.5) 0.555 1.28 (0.90–1.81) 0.172

Cumulative cigarette 

smoking pack-years 

(10 years)

1.33 (1.07–1.65) 0.009 1.25 (0.87–1.81) 0.228 1.44 (1.04–2.00) 0.027

Cumulative stimulant use 

years (10 years)

1.03 (0.98–1.07) 0.257 1.03 (0.99–1.07) 0.145 0.99 (0.83–1.19) 0.942

Cumulative antidepressant 

use years (10 years)

1.51 (1.20–1.90) <0.001 1.62 (1.19–2.21) 0.002 1.37 (0.95–1.99) 0.094

Cumulative alcohol 

drinking years (10 years)

1.00 (0.99–1.01) 0.961 0.99 (0.97–1.01) 0.514 1.00 (0.99–1.02) 0.70

Cumulative testosterone 

use years (10 years)

0.73 (0.42–1.27) 0.269 0.74 (0.39–1.41) 0.365 0.86 (0.29–2.54) 0.788

Cumulative sexual-

enhancing drug use years 

(10 years)

0.79 (0.59–1.06) 0.123 0.73 (0.48–1.13) 0.158 0.87 (0.57–1.32) 0.503

Cumulative HAART use 

years (10 years)

1.36 (0.71–2.60) 0.35

HIV RNA ≥200 vs. <200 

copies/ml

0.88 (0.65–1.18) 0.39

% CD4-positive cells 

(10%)

0.99 (0.84–1.17) 0.943

BMI, body mass index; HAART, highly active antiretroviral therapy; HIV, human immunodeficiency virus; RR, rate ratio. Bold type highlights statistical significance at p < 0.05.
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depression are intertwined and negatively reinforce each other. 
Individuals affected by ED may have decreased libido, and this may 
affect their relationship with sexual partners (30). The psychological 
consequences of ED may lead to avoidance of discussion and 
seeking treatment. For these reasons, screening for ED is important 
among SMM, independent of HIV. Given the risk factors associated 
with ED, such as diabetes and cigarette use, among others, screening 
among high-risk populations to enable counseling on lifestyle 
modification, referral to cognitive behavioral therapy in cases of 
comorbid mood disorders, careful titration of antidepressants by 
using the lowest effective dose, switching to alternate classes 
including selective norepinephrine reuptake inhibitors or 
norepinephrine/dopamine reuptake inhibitors, and reduction of the 
stigma associated with ED are important.

Data availability statement

The datasets presented in this article are not readily available 
because data is available by request from the data analysis and 
coordination center at the Bloomberg School of Public Health at Johns 
Hopkins University. Requests to access the datasets should be directed 
to www.mwccs.org.

Ethics statement

The studies involving humans were approved by Georgetown 
University, the UCLA School of Public Health, the Johns Hopkins 
University Bloomberg School of Public Health, the University of 
Pittsburgh Graduate School of Public Health, and the Northwestern 
University School of Medicine Investigational Review Boards. The 
studies were conducted in accordance with the local legislation and 
institutional requirements. The participants provided their written 
informed consent to participate in this study.

Author contributions

AM: Writing – original draft, Writing – review & editing. BP: 
Writing – original draft, Writing – review & editing. MM: 
Conceptualization, Writing – review & editing. DW: Formal analysis, 
Writing – original draft, Writing – review & editing. XL: Data 
curation, Formal analysis, Software, Writing – review & editing. TH: 
Conceptualization, Investigation, Methodology, Writing – review & 
editing. TB: Conceptualization, Investigation, Writing – review & 
editing. FP: Conceptualization, Investigation, Writing – review & 
editing. PG: Conceptualization, Writing – review & editing. KH: 
Conceptualization, Writing – review & editing. MP: Conceptualization, 
Data curation, Formal analysis, Investigation, Methodology, Project 
administration, Supervision, Writing – review & editing.

Funding

The MWCCS is funded primarily by the National Heart, Lung, 
and Blood Institute (NHLBI), with additional co-funding from the 

Eunice Kennedy Shriver National Institute of Child Health and 
Human Development, National Institute on Aging, National 
Institute of Dental and Craniofacial Research, National Institute of 
Allergy and Infectious Diseases, National Institute of Neurological 
Disorders and Stroke, National Institute of Mental Health, National 
Institute on Drug Abuse, National Institute of Nursing Research, 
National Cancer Institute, National Institute on Alcohol Abuse and 
Alcoholism, National Institute on Deafness and Other 
Communication Disorders, National Institute of Diabetes and 
Digestive and Kidney Diseases, and National Institute on Minority 
Health and Health Disparities, and in coordination and alignment 
with the research priorities of the National Institutes of Health, 
Office of AIDS Research. MWCCS data collection is also supported 
by UL1-TR000004 (UCSF CTSA), UL1-TR003098 (JHU ICTR), 
UL1-TR001881 (University of California Los Angeles CTSI), 
P30-AI-050409 (Atlanta CFAR), P30-AI-073961 (Miami CFAR), 
P30-AI-050410 (UNC CFAR), P30-AI-027767 (UAB CFAR), and 
P30-MH-116867 (Miami CHARM).

Acknowledgments

Data in this article were collected by the Multicenter AIDS Cohort 
Study (MACS), now the MACS/WIHS Combined Cohort Study 
(MWCCS). The content of this publication is solely the responsibility 
of the authors and does not represent the official views of the National 
Institutes of Health. MWCCS (principal investigators): Atlanta CRS 
(Ighovwerha Ofotokun, Anandi Sheth, and Gina Wingood), 
U01-HL146241; Baltimore CRS (TB and Joseph Margolick), 
U01-HL146201; Bronx CRS (Kathryn Anastos, David Hanna, and 
Anjali Sharma), U01-HL146204; Brooklyn CRS (Deborah Gustafson 
and Tracey Wilson), U01-HL146202; data analysis and coordination 
center (Gypsyamber D’Souza, Stephen Gange, and Elizabeth Topper), 
U01-HL146193; Chicago–Cook County CRS (Mardge Cohen and 
Audrey French), U01-HL146245; Chicago-Northwestern CRS (Steven 
Wolinsky), U01-HL146240; Northern California CRS (Bradley 
Aouizerat, Jennifer Price, and Phyllis Tien), U01-HL146242; Los 
Angeles CRS (Roger Detels and Matthew Mimiaga), U01-HL146333; 
Metropolitan Washington CRS (Seble Kassaye and Daniel 
Merenstein), U01-HL146205; Miami CRS (Maria Alcaide, Margaret 
Fischl, and Deborah Jones), U01-HL146203; Pittsburgh CRS (Jeremy 
Martinson and Charles Rinaldo), U01-HL146208; UAB-MS CRS 
(Mirjam-Colette Kempf, Jodie Dionne-Odom, and Deborah Konkle-
Parker), U01-HL146192; and UNC CRS (Adaora Adimora and 
Michelle Floris-Moore), U01-HL146194. The authors gratefully 
acknowledge the contributions of the study participants and the 
dedication of the staff at the MWCCS sites.

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

The author(s) declared that they were an editorial board member 
of Frontiers, at the time of submission. This had no impact on the peer 
review process and the final decision.

https://doi.org/10.3389/fpubh.2024.1302024
https://www.frontiersin.org
http://www.mwccs.org


Mustapha et al. 10.3389/fpubh.2024.1302024

Frontiers in Public Health 07 frontiersin.org

Publisher’s note

All claims expressed in this article are solely those of the authors 
and do not necessarily represent those of their affiliated 

organizations, or those of the publisher, the editors and the 
reviewers. Any product that may be evaluated in this article, or 
claim that may be made by its manufacturer, is not guaranteed or 
endorsed by the publisher.

References
 1. Wessells H, Joyce GF, Wise M, Wilt TJ. Erectile dysfunction. J Urol. (2007) 

177:1675–81. doi: 10.1016/j.juro.2007.01.057

 2. Asboe D, Catalan J, Mandalia S, Dedes N, Florence E, Schrooten W, et al. Sexual 
dysfunction in HIV-positive men is multi-factorial: a study of prevalence and associated 
factors. AIDS Care. (2007) 19:955–65. doi: 10.1080/09540120701209847

 3. Crum-Cianflone NF, Bavaro M, Hale B, Amling C, Truett A, Brandt C, et al. Erectile 
dysfunction and hypogonadism among men with HIV. AIDS Patient Care STDs. (2007) 
21:9–19. doi: 10.1089/apc.2006.0071

 4. Ende AR, Re VL III, DiNubile MJ, Mounzer K. Erectile dysfunction in an urban 
HIV-positive population. AIDS Patient Care STDs. (2006) 20:75–8. doi: 10.1089/
apc.2006.20.75

 5. Santi D, Brigante G, Zona S, Guaraldi G, Rochira V. Male sexual dysfunction and 
HIV—a clinical perspective. Nat Rev Urol. (2014) 11:99–109. doi: 10.1038/
nrurol.2013.314

 6. Enoma A, Ching SM, Hoo FK, Omar SFS. Prevalence and factors associated with 
erectile dysfunction in male patients with human immunodeficiency virus in a teaching 
hospital in West Malaysia. Med J Malaysia. (2017) 72:186–9.

 7. Sollima S, Osio M, Muscia F, Gambaro P, Alciati A, Zucconi M, et al. Protease 
inhibitors and erectile dysfunction. AIDS. (2001) 15:2331–3. doi: 
10.1097/00002030-200111230-00020

 8. Jeffries WL, Zsembik BA, Peek CW, Uphold CR. A longitudinal analysis of 
sociodemographic and health correlates of sexual health among HIV-infected men in 
the USA. Sex Health. (2009) 6:285–92. doi: 10.1071/SH08070

 9. Rochira V, Zirilli L, Orlando G, Santi D, Brigante G, Diazzi C, et al. Premature 
decline of serum total testosterone in HIV-infected men in the HAART-era. PLoS One. 
(2011) 6:e28512. doi: 10.1371/journal.pone.0028512

 10. Huntingdon B, Muscat DM, de Wit J, Duracinsky M, Juraskova I. Factors 
associated with erectile dysfunction among men living with HIV: a systematic review. 
AIDS Care. (2020) 32:275–85. doi: 10.1080/09540121.2019.1653443

 11. Hart TA, Mustanski B, Ryan DT, Gorbach PM, Stall RD, Surkan PJ, et al. 
Depression and sexual dysfunction among HIV-positive and HIV-negative men who 
have sex with men: mediation by use of antidepressants and recreational stimulants. 
Arch Sex Behav. (2015) 44:399–409. doi: 10.1007/s10508-014-0279-1

 12. Hirshfield S, Chiasson MA, Wagmiller RL Jr, Remien RH, Humberstone M, 
Scheinmann R, et al. Sexual dysfunction in an internet sample of US men who have sex 
with men. J Sex Med. (2010) 7:3104–14. doi: 10.1111/j.1743-6109.2009.01636.x

 13. Lamba H, Goldmeier D, Mackie NE, Scullard G. Antiretroviral therapy is 
associated with sexual dysfunction and with increased serum oestradiol levels in men. 
Int J STD AIDS. (2004) 15:234–7. doi: 10.1258/095646204773557749

 14. Fumaz CR, Ayestaran A, Perez-Alvarez N, Muñoz-Moreno JA, Ferrer MJ, Negredo 
E, et al. Clinical and emotional factors related to erectile dysfunction in HIV-infected 
men. Am J Mens Health. (2017) 11:647–53. doi: 10.1177/1557988316669041

 15. Wang Q, Young J, Bernasconi E, Cavassini M, Vernazza P, Hirschel B, et al. The 
prevalence of erectile dysfunction and its association with antiretroviral therapy in HIV-
infected men: the Swiss HIV cohort study. Antivir Ther. (2013) 18:337–44. doi: 10.3851/
IMP2372

 16. Selvin E, Burnett AL, Platz EA. Prevalence and risk factors for erectile dysfunction 
in the US. Am J Med. (2007) 120:151–7. doi: 10.1016/j.amjmed.2006.06.010

 17. Hart TA, Moskowitz D, Cox C, Li X, Ostrow DG, Stall RD, et al. The cumulative effects 
of medication use, drug use, and smoking on erectile dysfunction among men who have sex 
with men. J Sex Med. (2012) 9:1106–13. doi: 10.1111/j.1743-6109.2011.02648.x

 18. Romero-Velez G, Lisker-Cervantes A, Villeda-Sandoval CI, Sotomayor de Zavaleta 
M, Olvera-Posada D, Sierra-Madero JG, et al. Erectile dysfunction among HIV patients 
undergoing highly active antiretroviral therapy: dyslipidemia as a main risk factor. Sex 
Med. (2014) 2:24–30. doi: 10.1002/sm2.25

 19. Kaslow RA, Ostrow DG, Detels R, Phair JP, Polk BF, Rinaldo CR, et al. The 
Multicenter AIDS cohort study: rationale, organization, and selected characteristics of 
the participants. Am J Epidemiol. (1987) 126:310–8. doi: 10.1093/aje/126.2.310

 20. Coyne K, Mandalia S, McCullough S, Catalan J, Noestlinger C, Colebunders R, 
et al. The international index of erectile function: development of an adapted tool for 
use in HIV-positive men who have sex with men. J Sex Med. (2010) 7:769–74. doi: 
10.1111/j.1743-6109.2009.01579.x

 21. Tien PC, Schneider MF, Cox C, Karim R, Cohen M, Sharma A, et al. Association 
of HIV infection with incident diabetes mellitus: impact of using hemoglobin A1C as a 
criterion for diabetes. J Acquir Immune Defic Syndr. (2012) 61:334–40. doi: 10.1097/
QAI.0b013e31826bfc32

 22. Seaberg EC, Muñoz A, Lu M, Detels R, Margolick JB, Riddler SA, et al. 
Association between highly active antiretroviral therapy and hypertension in a large 
cohort of men followed from 1984 to 2003. AIDS. (2005) 19:953–60. doi: 10.1097/01.
aids.0000171410.76607.f8

 23. Zou G. A modified poisson regression approach to prospective studies with binary 
data. Am J Epidemiol. (2004) 159:702–6. doi: 10.1093/aje/kwh090

 24. Fourie CMT, Schutte AE. Early vascular aging in the HIV infected: is arterial 
stiffness assessment the ideal tool? Virulence. (2017) 8:1075–7. doi: 
10.1080/21505594.2017.1325984

 25. Tostes RC, Carneiro FS, Lee AJ, Giachini FRC, Leite R, Osawa Y, et al. Cigarette 
smoking and erectile dysfunction: focus on NO bioavailability and ROS generation. J 
Sex Med. (2008) 5:1284–95. doi: 10.1111/j.1743-6109.2008.00804.x

 26. Ghadigaonkar DS, Murthy P. Sexual dysfunction in persons with substance use 
disorders. J Psychosex Health. (2019) 1:117–21. doi: 10.1177/2631831819849365

 27. Rosen R, Seidman S, Menza M, Shabsigh R, Roose SP, Tseng LJ, et al. Quality of 
life, mood, and sexual function: a path analytic model of treatment effects in men with 
erectile dysfunction and depressive symptoms. Int J Impot Res. (2004) 16:334–40. doi: 
10.1038/sj.ijir.3901197

 28. Liu Q, Zhang Y, Wang J, Li S, Cheng Y, Guo J, et al. Erectile dysfunction and 
depression: a systematic review and meta-analysis. J Sex Med. (2018) 15:1073–82. doi: 
10.1016/j.jsxm.2018.05.016

 29. de Vincentis S, Tartaro G, Rochira V, Santi D. HIV and sexual dysfunction in men. 
J Clin Med. (2021) 10:1088. doi: 10.3390/jcm10051088

 30. Ho CH, Wu CC, Chen KC, Jaw FS, Yu HJ, Liu SP. Erectile dysfunction, loss of 
libido and low sexual frequency increase the risk of cardiovascular disease in men with 
low testosterone. Aging Male. (2016) 19:96–101. doi: 10.3109/13685538.2015.1129400

https://doi.org/10.3389/fpubh.2024.1302024
https://www.frontiersin.org
https://doi.org/10.1016/j.juro.2007.01.057
https://doi.org/10.1080/09540120701209847
https://doi.org/10.1089/apc.2006.0071
https://doi.org/10.1089/apc.2006.20.75
https://doi.org/10.1089/apc.2006.20.75
https://doi.org/10.1038/nrurol.2013.314
https://doi.org/10.1038/nrurol.2013.314
https://doi.org/10.1097/00002030-200111230-00020
https://doi.org/10.1071/SH08070
https://doi.org/10.1371/journal.pone.0028512
https://doi.org/10.1080/09540121.2019.1653443
https://doi.org/10.1007/s10508-014-0279-1
https://doi.org/10.1111/j.1743-6109.2009.01636.x
https://doi.org/10.1258/095646204773557749
https://doi.org/10.1177/1557988316669041
https://doi.org/10.3851/IMP2372
https://doi.org/10.3851/IMP2372
https://doi.org/10.1016/j.amjmed.2006.06.010
https://doi.org/10.1111/j.1743-6109.2011.02648.x
https://doi.org/10.1002/sm2.25
https://doi.org/10.1093/aje/126.2.310
https://doi.org/10.1111/j.1743-6109.2009.01579.x
https://doi.org/10.1097/QAI.0b013e31826bfc32
https://doi.org/10.1097/QAI.0b013e31826bfc32
https://doi.org/10.1097/01.aids.0000171410.76607.f8
https://doi.org/10.1097/01.aids.0000171410.76607.f8
https://doi.org/10.1093/aje/kwh090
https://doi.org/10.1080/21505594.2017.1325984
https://doi.org/10.1111/j.1743-6109.2008.00804.x
https://doi.org/10.1177/2631831819849365
https://doi.org/10.1038/sj.ijir.3901197
https://doi.org/10.1016/j.jsxm.2018.05.016
https://doi.org/10.3390/jcm10051088
https://doi.org/10.3109/13685538.2015.1129400

	Incidence of erectile dysfunction among middle-aged and aging sexual minority men living with or without HIV
	Introduction
	Materials and methods
	Results
	Discussion
	Data availability statement
	Ethics statement
	Author contributions

	References

