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Abstract: Background and Objectives: Erectile dysfunction is a significant problem, which diminishes
the quality of life. The aim of this study was to investigate the relationship of childhood trauma and
attachment styles in the aetiology of psychogenic erectile dysfunction. Materials and Methods: The
study included 80 participants (40 patients who presented with the complaint of erectile dysfunction,
were not determined with an organic pathology, and were diagnosed with erectile dysfunction accord-
ing to the DSM-5 criteria; and a control group of 40 healthy subjects.) The structured clinical interview
form for DSM-5 (SCID-5) was applied to all the participants, together with the International Erectile
Function Index (IIEF), the Childhood Trauma Questionnaire (CTQ), the Relationship Scale Ques-
tionnaire (RSQ), and the Beck Depression Inventory (BDI). Results: The emotional abuse (p = 0.002),
physical abuse (p = 0.049), emotional neglect (p = 0.004), physical neglect (p = 0.002), and total scale
points of the CTQ were determined to be significantly higher in the patient group than in the control
group. Secure (p = 0.022) and dismissive (p = 0.009) attachment styles were found to be higher in
the control group. As the time together with the current sexual partner increased, so the severity
of erectile dysfunction increased, and sexual function, orgasmic function, sexual satisfaction, and
general satisfaction decreased. As emotional abuse, sexual abuse, and physical neglect increased, the
severity of erectile dysfunction increased. Childhood trauma (β = −0.275, t (73) = −2.704, p = 0.009)
and the duration together with the partner (β = −0.249, t (73) = −2.512, p = 0.014) were found to be
predictive of erectile dysfunction. Conclusions: The results of this study demonstrated that childhood
trauma and the time elapsed without treatment are predictors of psychogenic erectile dysfunction
severity, and secure attachment style and self-esteem play an important role in the aetiology of
psychogenic erectile dysfunction.

Keywords: erectile dysfunction; childhood trauma; attachment styles

1. Introduction

Sexual health has become more important in recent years, as a deterioration in sexual
health could be an indicator of future general health problems [1]. Sexual dysfunction is
not only a problem in achieving pleasure or satisfaction, but it is also a source of many
psychosocial problems [2]. It creates feelings in people of being unloved, disapproval of
femininity or masculinity, loss of confidence, embarrassment, and lack of pride [3].

Erectile dysfunction is the most frequently encountered sexual dysfunction in males
and can be defined as an insufficient duration and severity of penile stiffness at the stage of
sexual stimulation [4]. As a problem which is very frequently encountered, with a global
prevalence of 52% [5], erectile dysfunction was previously accepted as a problem of old age,
but studies in recent years have reported that it is often seen in males aged <40 years [6,7].
Although a common problem in society, the rates of presentation for a solution are low [4].
Erectile dysfunction is a significant problem, which diminishes the general quality of life of
the individual and impairs self-esteem and close relationships with a partner [8].
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There is generally not one single factor in the aetiology of erectile dysfunction, but
a complex relationship of organic, psychogenic, or sociocultural reasons. It is known
that normal penile erection is a neurovascular phenomenon coordinated by endocrine,
vascular, and nervous system and controlled by emotional or psychological factors [9].
Although the causes of organic-origin erectile dysfunction can be determined more easily,
the formation of psychogenic erectile dysfunction is not fully understood. Therefore, we
need to know more about the psychological factors. Childhood sexual trauma, problems of
sexual identity, unresolved partner or parental attachment styles, and religious or cultural
taboos have been suggested as reasons for the early development of psychogenic erectile
dysfunction [10].

Childhood trauma is a situation, which harms the physical and mental health of the
child and has repercussions in adult life. Mass problems, such as wars, natural disasters,
and diseases, in the twentieth century had a destructive effect on children’s lives and found
a wide field of study. Traumas can occur not only with mass experiences but also with
human abuse or neglect. Child abuse and neglect are all the actions and inactions, which are
inappropriate or harmful to the child and disrupt or limit the biopsychosocial development.
Childhood trauma is a societal problem, which can have tragic consequences for the
psychological development of an individual and severely destructive biopsychosocial
outcomes, and it affects many areas of the public [11–13]. Following abuse and neglect,
these children are at a high risk of developing psychiatric disorders in later years, especially
mood and anxiety disorders [12,14]. Moreover, they are also at a high risk of sexual
dysfunction. For example, histories of childhood sexual trauma were found to be associated
with ejaculatory dysfunction [15]. At the same time, by affecting the relationship of the child
with an object of attachment, childhood trauma can cause a basic loss of trust, resulting
in attachment problems, and it can lead to significant psychopathologies [16]. According
to the attachment theory, the attachment style established in infancy is reflected in the
romantic relationships established in adulthood [17]. Insecure attachment styles formed
for any reason in childhood can lead to several psychopathologies. The psychological
disorders that develop could be related to sexual function problems, such as psychogenic
erectile dysfunction in males [10]. The use of drugs that use similar pathways can also be
a proof of this. So far, one of the drugs targeting the central nervous system, which have
been used for the erectile dysfunction treatment in men, is serotonin reuptake inhibitor
trazodone. Additionally, the agonists of melatonin, which is synthesised by serotonin,
were found to be capable of inducing repeated penile erection episodes in human male
volunteers and in men with psychogenic impotence [18]. Childhood trauma experienced in
the family environment and the attachment style established with parents may be a factor
in the emergence of non-organic-origin erectile dysfunction. If it is considered that there is
a relationship between parental attachment style and sexual function disorders, it can be
said that not many empirical studies have been conducted on this subject [19].

In the light of all this information, it was predicted that childhood trauma and attach-
ment styles could play a role in the early development of psychogenic erectile dysfunction.
The hypotheses of this study were that childhood traumas are more common in individuals
with psychogenic erectile dysfunction than in healthy controls, and psychogenic erectile
dysfunction is associated with attachment styles.

The aim of this study was to investigate the relationship between psychogenic erectile
dysfunction which emerged in adulthood and childhood trauma and attachment styles.
The study results will be able to help in the determination of the aetiology of this important
public health problem and could facilitate treatment of the problem.

2. Materials and Methods
2.1. Study Participants and Design

The study included males aged 18–65 years who presented at the Urology Polyclinic
between January 2023 and April 2023 with complaint of an erectile disorder from the
beginning of the relationship (at least 6 months), were not determined with an organic
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pathology according to laboratory test results and a physical examination carried out by a
urology specialist, and were diagnosed with erectile dysfunction according to the DSM-5
criteria in a structured psychiatric interview conducted by a psychiatry specialist. Every
patient had physical examination focused on genitourinary (penile deformities, prostatic
diseases, signs of hypogonadism), cardiovascular, endocrine, and neurological status to
rule out organic erectile dysfunction. Physical examination also included the measure-
ment of blood pressure and body mass index to assess abdominal obesity. Laboratory
evaluation was conducted based on the fasting glucose level for diabetes, a lipid panel for
hyperlipidaemia, and a morning sample of total testosterone. Additional laboratory tests
were carried out, such as thyroid-stimulating hormone, gonadotropin, and prolactin levels.
Medical and surgical history, previous consultations and treatments, use of medications and
other substances were also evaluated to exclude organic aetiology. Patients with no medical
comorbidity and risk factor for organic erectile dysfunction and with normal nocturnal erec-
tions constituted the study population [20]. The patients included had no other physical or
psychological disease, were not using any drugs that could affect sexual function, were in a
relationship with a regular partner, and consented to voluntary participation in the study.
The control group was formed of healthy males in the 18–65 years age range, age-matched
to the patient group, with no erectile dysfunction, no physical or psychological disease,
in a relationship with a regular partner, and with a score of ≥26 on the Turkish version
of the International Erectile Function Index (IIEF). The calculated power (1-beta) was 0.8,
considering type 1 error (alfa) of 0.05, sample size of 40, and effect size of 0.55.

Sociodemographic information, such as age, marital status, and education level, was
collected for all participants on a Sociodemographic Data Form. The structured clinical
interview form for DSM-5 (SCID-5) was administered, together with the IIEF Turkish
version, the Childhood Trauma Questionnaire (CTQ), the Relationship Scales Questionnaire
(RSQ), and the Beck Depression Inventory (BDI).

2.2. Measurement Tools

International Erectile Function Index (IIEF): The IEFF is one of the scales frequently
used to evaluate erectile function, sexual function, orgasmic function, sexual satisfaction,
and general satisfaction in males [21]. The validity of the scale in Turkish has been shown
in Turkish Andrology Society studies [22,23]. From a total of 30 points in the IIEF, a
score of 0–10 points is evaluated as severe erectile dysfunction, 11–16 points as moderate,
17–21 points as mild–moderate, 22–25 points as mild, and 26–30 points as normal.

Childhood Trauma Questionnaire (CTQ): The CTQ is a measurement tool with proven
reliability and validity, which has been shown to be useful in the retrospective and quantifi-
able evaluations of experiences related to abuse and neglect before the age of 20 years [24].
The validity and reliability studies of the scale in Turkish were conducted by Sar et al. [25].
Evaluations are made in the subscales of emotional abuse, physical abuse, physical neglect,
emotional neglect, and sexual abuse. The recommended cut-off points are 5 points for
sexual and physical abuse, 7 points for physical neglect and emotional abuse, 12 points for
emotional neglect, and 35 points for the total score.

Relationship Scales Questionnaire (RSQ): The RSQ was developed by Griffin and
Bartholemew [26] to measure the four attachment styles of secure, dismissive, fearful,
and preoccupied. The validity and reliability studies of the scale in Turkish were con-
ducted [27]. In the 30-item RSQ, the subject marks on a 7-point scale the degree to which
they identify their general attitude to themselves and to close relationships. According to
the highest attachment style points, the subjects are grouped as secure, dismissive, fearful,
or preoccupied attachment style.

Beck Depression Inventory (BDI): The BDI was developed to measure the degree of
somatic, emotional, cognitive, and motivational symptoms of depression in adolescents
and adults, and to monitor changes with treatment [28]. This self-reported Likert-type scale
consists of 21 items. The scores are interpreted as 0–9 points: minimal, 10–16: mild, 17–29:
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moderate, and 30–63: severe. The validity and reliability studies of the scale in Turkish
were conducted [29].

2.3. Statistical Analysis

The data obtained in the study were analysed statistically using SPSS vn. 22.0 software
(Statistical Package for Social Sciences). The conformity of the data to normal distribution
was assessed with the Kolmogorov–Smirnov test and the skewness–kurtosis coefficients.
Descriptive statistics were stated as mean ± standard deviation (SD) values for continuous
variables and as number (n) and percentage (%) for categorical data. For the evaluation
of differences between independent groups of quantifiable data, the Student’s t-test was
used when parametric conditions were met, and the Mann–Whitney U-test was used when
they were not met. In the comparisons of categorical data, the Pearson chi-square test and
Fisher’s exact test were applied. The relationships between variables were examined with
Pearson correlation analysis when data showed normal distribution and with Spearman
correlation analysis when data distribution was not parametric. Multiple logistic regression
analysis was applied in the evaluation of risk for categorical independent variables. All the
results were given in a 95% confidence interval, and a value of p < 0.05 was accepted as the
level of statistical significance.

2.4. Ethical Approval

All the study participants provided informed consent for participation in the study in
accordance with the Helsinki Declaration. The approval for the study was granted by the
Non-Interventional Clinical Research Ethics Committee of the University (decision no: 19,
dated: 27 December 2022).

3. Results
3.1. Sociodemographic Data

The distribution of the sociodemographic data of the patient and control groups is
shown in Table 1. The total sample of 80 males had a mean age of 39.28 ± 7.43 years
(range, 29–62 years), comprising 40 (50%) males in the patient group with a mean age
of 40.85 ± 7.28 years (range, 29–55 years) and 40 in the control group with a mean age
of 37.72 ± 7.34 years (range, 29–62 years). The mean age was similar in the two groups
(p = 0.06). In the patient group, 35% (n: 14) had an education level of primary school, and in
the control group, 62.5% (n: 25) were university graduates (p = 0.004). The place of residence
was reported as a rural area by 22.5% (n: 9) of the patient group and by 2.5% (n: 1) of the
control group, and the difference was statistically significant (p = 0.007). The marital status
of the patient and control groups was determined to be similar, as 92% (n: 37) and 90.0%
(n: 36), respectively, were married. The time with the current sexual partner was determined
to be statistically significantly longer in the patient group (167.40 ± 100.30 months (range,
12–384 months)) than in the control group (112.57 ± 92.33 months (range, 12–506 months))
(p = 0.013).

Table 1. Sociodemographic and clinical characteristics of the groups.

Patient Control p
n (%) n (%)

Education
Primary 14 (5) 3 (7.5)

0.004 *High School 13 (32.5) 12 (30.0)
University 13(32.5) 25 (62.5)

Living Urban 31 (77.5) 39 (97.5
0.007 *Rural 9 (22.5) 1 (2.5)

Marital Status
Married 37 (92.5) 36 (90)

1.000 **Single 3 (7.5) 4 (10)
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Table 1. Cont.

Patient Control p
n (%) n (%)

Living With
Partner

Together 40 (100) 39 (97.5)
1.000 **

Apart 0 (0) 1
2.5

Mean ± SD Mean ± SD
Age 40.85 ± 7.28 37.72 ± 7.34 0.06 ***

Duration of Relation With Current
Sexual Partner (Months) 167.40 ± 100.30 112.57 ± 92.33 0.013 ***

* Pearson’s Chi Square test, ** Fisher’s Exact test, *** T-test.

3.2. Evaluation of the Scales

From the evaluation of the IIEF, erectile dysfunction was determined in the patient
group at a mild–moderate level in 15 (37.5%) patients, a moderate level in 13 (32.5%), a
mild level in 8 (20%), and a severe level in 4 (10%). The presence of childhood trauma
was determined at a significantly higher rate in the patient group (n: 23, 57.5%) than in
the control group (n: 13, 32.5%) (p = 0.025). In the evaluation of the attachment styles,
the dismissive style was determined at the highest rate in the patient group (n: 18, 45%),
and the secure style was determined at the highest rate in the control group (n: 19, 47.5%)
(p = 0.003).

The comparisons of the scale data between the two groups are shown in Table 2. The
orgasmic function, sexual function, sexual satisfaction, and general satisfaction points
were determined to be statistically significantly higher in the control group than in the
patient group (p < 0.001). The childhood trauma scale total points (p = 0.001), emotional
abuse (p = 0.002), physical abuse (p = 0.049), emotional neglect (p = 0.004), and physical
neglect (p = 0.002) points were determined to be significantly higher in the patient group
than in the control group (Figure 1). The rate of sexual abuse was seen to be similar in
both groups (p = 0.066). In the comparisons made according to the attachment style, no
significant difference was determined between the groups with respect to fearful (p = 0.117)
and preoccupied (p = 0.131) attachment, and a significantly higher rate of secure (p = 0.022)
and dismissive (p = 0.009) attachment styles was determined in the control group than in
the patient group.

Table 2. Comparison of the scale and subscale scores of the groups.

Scales Patient Control p

Erectile function
index total score 17.02 ± 5.25 28.57 ± 1.43 <0.001 *

Orgasmic function 6.02 ± 2.40 9.50 ± 0.81 <0.001 *
Sexual function 5.72 ± 1.82 7.87 ± 1.01 <0.001 *

Sexual satisfaction 6.85 ± 2.71 11.82 ± 1.79 <0.001 *
General satisfaction 5.57 ± 1.93 8.80 ± 1.26 <0.001 *
Childhood trauma

scale total score 41.20 ± 13.86 32.55 ± 5.51 0.001 **

Emotional abuse 7.60 ± 2.88 5.90 ± 1.49 0.002 *
Emotional neglect 10.95 ± 4.44 8.42 ± 2.89 0.004 *

Physical abuse 6.65 ± 3.08 5.32 ± 0.79 0.049 **
Physical neglect 9.70 ± 2.94 7.80 ± 2.18 0.002 *

Sexual abuse 6.30 ± 3.48 5.10 ± 0.44 0.066 **
Secure attachment 4.12 ± 0.91 4.59 ± 0.90 0.022 *
Fearful attachment 3.63 ± 1.09 4.00 ± 0.98 0.117 **

Preoccupied
attachment 3.81 ± 0.80 3.50 ± 1.04 0.131 *

Dismissive
attachment 4.21 ± 1.17 4.81 ± 1.10 0.022 *

* T-test, ** Mann–Whitney U-test.
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Figure 1. Childhood trauma scores of the groups.

Correlations between the erectile dysfunction points and the scale points were exam-
ined in all the study participants. The erectile dysfunction points were determined to be
negatively correlated with the time with the current sexual partner at a moderate level
(r = −0.283, p = 0.011) and positively correlated with orgasmic function points at a very
strong level (r = 0.849, p < 0.001), with sexual function points at a strong level (r = 0.749,
p < 0.001), with sexual satisfaction at a very strong level (r = 0.877, p < 0.001), and with
general satisfaction at a very strong level (r = 0.844, p < 0.001). As the time together with
a sexual partner increased, so the severity of erectile dysfunction increased, and sexual
function, orgasmic function, sexual satisfaction, and general satisfaction decreased. When
the correlations with the CTQ and subscale points were examined, negative correlations
were determined between the erectile dysfunction points and emotional abuse at a mod-
erate level (r = −0.331, p = 0.003), sexual abuse at a weak level (r = −0.224, p = 0.046),
physical neglect at a moderate level (r = −0.329, p = 0.003), and the total CTQ points at a
moderate level (r = −0.315, p = 0.004). Accordingly, it was determined that as the emotional
abuse, sexual abuse, and physical neglect increased, so the severity of erectile dysfunction
increased. Further analysis could not determine which type of childhood trauma has the
greatest impact on adult erectile function. From the attachment style scale points, positive
correlations were determined between erectile dysfunction and fearful attachment at a
weak level (r = 0.245, p = 0.028) and dismissive attachment at a moderate level (r = 0.260,
p = 0.020). All the correlations are shown in Table 3.

Table 3. Correlations between erectile function index total score and age, duration of relation, and
other scales.

Erectile Function Index Total Score

Age r −0.192
p 0.088

Duration of relation with
current sexual partner

(months)

r −0.283
p 0.011

Orgasmic function r 0.849
p <0.001
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Table 3. Cont.

Erectile Function Index Total Score

Sexual function
r 0.749
p <0.001

Sexual satisfaction
r 0.877
p <0.001

General satisfaction
r 0.844
p <0.001

Childhood trauma scale total
score

r −0.315
p * 0.004

Emotional abuse
r −0.331
p 0.003

Emotional neglect r −0.212
p 0.060

Physical abuse r −0.203
p * 0.071

Physical neglect r −0.329
p 0.003

Sexual abuse r −0.224
p * 0.046

Secure attachment r 0.121
p 0.258

Fearful attachment r 0.245
p 0.028

Preoccupied attachment r −0.138
p 0.222

Dismissive attachment r 0.260
p 0.020

p = Pearson correlation test, * Spearman correlation test.

3.3. Multiple Linear Regression Model

The results of the multiple linear regression analysis performed to examine the effect of
independent variables on erectile dysfunction are shown in Table 4. The time together with
the current sexual partner, the CTQ total points, and the secure, dismissive, fearful, and
preoccupied attachment styles scale points were analysed as independent variables, and
the erectile dysfunction scale points as the dependent variable. In the significant regression
model (F(6, 73) = 4.940, p < 0.001) formed as a result of the analysis, 23% of the variance in
the dependent variable was explained by independent variables (R2

adjusted = 0.230). This
demonstrated that erectile dysfunction was affected by the time together with the current
sexual partner and by the CTQ total scale points. The CTQ total scale points significantly
and negatively predicted erectile dysfunction (β = −0.275, t (73) = −2.704, p = 0.009). The
time together with the current sexual partner significantly and negatively predicted erectile
dysfunction (β = −0.249, t (73) = −2.512, p = 0.014).

Table 4. Multiple linear regression analysis results of predictors of erectile dysfunction.

Scales
Erectile Function Index

B SH β %95 CI p

Duration of relation with current sexual
partner (months) −0.017 0.007 −0.249 −0.031–−0.004 0.014

Childhood trauma scale total score −0.168 0.062 −0.275 −0.292–−0.044 0.009
Secure attachment 1.408 0.801 0.189 −0.189–3.004 0.083
Fearful attachment 1.222 0.812 0.184 −0.396–2.840 0.137

Preoccupied attachment −0.714 0.754 −0.097 −2.217–0.790 0.347
Dismissive attachment 0.962 0.712 0.163 −0.456–2.380 0.181

F (6–73) = 4.940, p < 0.001—(R2
adjusted = 0.230).
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This section may be divided into subheadings. It should provide a concise and precise
description of the experimental results, their interpretation, as well as the experimental
conclusions that can be drawn.

4. Discussion

This study can be considered of importance with respect to demonstrating the relation-
ship of psychogenic erectile dysfunction with childhood trauma and attachment style and
demonstrating that childhood trauma and the time together with a partner can negatively
predict erectile dysfunction, independently of all other variables.

In the comparison of the demographic data of the patient and control groups in this
study, it was found that the patient group had a lower education level and lived in a rural
area more frequently. Although not included in the study data, it can be assumed that
cultural help may be sought more until presentation to a doctor, or that with a traditional
perspective and accepting approach, there may be a delay in being able to express the
problem. That more of the control group lived in the city and the education level was
high could be explained by the greater participation of less conservative individuals, as
participation in research related to sexuality would be more socially acceptable to this group.
Akkuş et al. [22] reported that sociodemographic factors, such as a low level of education or
income and living alone, could increase erectile dysfunction. Insufficient sexual knowledge
associated with a traditional and conservative upbringing in rural areas, improper sexual
behaviours, being compelled by exaggerated sexual expectations, and feelings of shame
and guilt can cause the development of psychogenic erectile dysfunction [4].

In contrast to the effect on females, childhood trauma as a risk factor in the devel-
opment of sexual function disorders is not clearly known [30]. Xu et al. suggested that
the interrelation between autonomic nervous system and hypothalamic–pituitary–adrenal
axis activity might enhance the comprehension of how stress affected the physical and
mental health of psychogenic erectile dysfunction patients [31]. It has also been reported
that sexual abuse can lead to problems related to erection, ejaculation, and orgasm in
males and performance anxiety [32]. Pulverman et al. [30] reported that the relationship
between sexual function and sexual abuse was affected by many factors, such as sexually
mediated cognitions, family dynamics, the level of daily stress, sympathetic activation,
body image, and feelings of guilt and shame. In a study by Najman et al. [33], a correlation
was determined between sexual function disorders and sexual abuse, and this relationship
was shown to be more significant in females than in males. Gewitz-Meydan et al. pointed
to the potential contribution of traumatic sexuality symptoms to sexual difficulties among
survivors of child sexual abuse and lent support to the idea of offering trauma-focused ther-
apy when treating the sexual difficulties of child sexual abuse survivors [34]. In contrast,
in a study of university students by Kinzl et al. [35], it was shown that emotional neglect
and physical abuse increased the risk of sexual dysfunction, but despite the correlation
of core family relationships with the disorder, no correlation was determined with sexual
abuse. One of the most significant findings of the current study was that the physical abuse,
emotional abuse, physical neglect, emotional neglect, and total trauma points were found
to be significantly higher in the group with psychogenic erectile dysfunction than in the
group without erectile dysfunction. Although no difference was found in the sexual abuse
points compared to the control group, sexual abuse was determined to be correlated with
erectile dysfunction severity in the correlation analysis. These findings support the view
that the type of childhood trauma could potentially have a place in the aetiopathogenesis of
psychogenic erectile dysfunction. Therefore, sexual abuse in childhood can result in the two
extremes of avoiding adult sexuality or excessive sexuality [36]. The reason for this may
be that in addition to sexual abuse, several different factors, such as having experienced
physical or emotional abuse, or abuse from an attachment figure or from outside the family,
a broken parental relationship, or a problematic relationship with the spouse, can lead to
varying outcomes in adulthood [37]. Another view is that when problems are experienced
with sexuality, the individual may try to tolerate this by enacting a different attachment
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style [38]. There may be a subconscious effort to desensitise to reduce the emotional stress
of re-living the traumatic event.

It has been reported in the literature that by leading to attachment problems, the
trauma experienced in childhood can result in sexual dysfunction [32,39]. According
to the attachment theory, interactions in early life affect the beliefs and expectations in
adult relationships and play an important role in determining the emotional and sexual
behaviour with the spouse [19,40,41]. After it was suggested that attachment styles could
affect romantic relationships, it was thought that impaired attachment styles could be im-
portant in the aetiology of psychogenic erectile dysfunction by causing neurochemical and
neuroendocrine changes or by leading to depression and anxiety [42]. Brassard et al. [43]
determined higher rates of erectile dysfunction in males with an insecure attachment style
compared to those with secure attachments. Individuals with low levels of anxiety and
avoidance in adult attachment are evaluated as having a secure attachment style in close
relationships [19]. The feeling of security created when attachment figures are accessible
and can continuously and consistently respond to the demands of an infant will enable se-
cure bonds to be established with others in the future. If this feeling is not created, insecure
attachment will form through the development of secondary attachment strategies [40].
After insecure attachment develops, the anxiety increases, and increased anxiety reduces
sexual function [44], causing decreased stimulation and orgasmic response in males and
females [32,45]. It has been stated that insecure attachment types lead to less satisfaction in
sexual relationships, more sexual dysfunction, and frequent different sexual relationships
and sexual motivations [19,32].

Consistent with the literature, the rate of secure attachment was found to be signifi-
cantly high in the control group in the current study. Although the high rate of dismissive
attachment in the current study control group can be seen as an interesting finding, the
common point of both these attachment types is the characteristic of high self-esteem.
Therefore, the importance of self-esteem in erectile dysfunction is emphasised by the results
of this study. Individuals with a secure attachment style have a positive perception of both
themselves and others. As they feel worthy of love, think others are to be trusted, and have
positive expectations of support and good intentions, they are able to establish closeness
with others and remain autonomous. Individuals with an insecure attachment style have
negative perceptions of others despite a positive self-perception. Their self-esteem is high,
but as they fear being hurt, they do not want to trust others or become emotionally attached.
In the results of the current study, the fact that dismissive attachment was found to be low
in addition to secure attachment among patients with psychogenic erectile dysfunction
showed that these individuals had low self-esteem. Psychogenic erectile dysfunction may
develop in these individuals because of performance anxiety stemming from low self-
esteem. Ciocca et al. [46] also reported that self-esteem was low in men with psychogenic
erectile dysfunction.

In a study by Dunkley et al. [47], a correlation was found between fearful attachment
and all aspects of sexual function. Rajkumar [42] also reported in a study of males with
psychogenic erectile dysfunction that patients who may have an attachment problem were
more anxious. These individuals who have an attachment with a high level of anxiety may
continue relationships despite not being satisfied because of the fear of separation and
abandonment [19]. In the correlation analyses of the current study, it was observed that
as the time together with the current partner increased, so there was a decrease in sexual
function, orgasmic function, sexual satisfaction, and general satisfaction, and that the time
together with the sexual partner was a predictor of erectile dysfunction. Moreover, as the
duration of the relationship increases, the severity of erectile dysfunction may be associated
with decreased excitement in long-term relationships, the normalisation of the relationship,
or the use of passive sexual life to improve the quality of the relationship.

There were some limitations to this study—primarily the low number of cases—and
the fact that the data were based on self-reports means that the results cannot be generalised.
Further multicentre studies with greater numbers of patients would be able to better clarify
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the relationship of childhood trauma and attachment styles with psychogenic erectile
dysfunction. The cross-sectional design of the study was another limitation of this study.
There is a need to know more about the treatment process of these patients. Follow-up
studies can contribute more to the literature on this issue. Nevertheless, the results of this
study can be considered of value, as the relationship of erectile dysfunction with childhood
trauma and attachment styles was compared with a control group, and there have been
few studies of this subject in the literature.

5. Conclusions

In conclusion, the results of this study demonstrated that childhood trauma and
time elapsed without treatment were predictive in the aetiology of psychogenic erectile
dysfunction, independently of all other variables, as well as supporting the hypothesis
that a secure attachment style and self-esteem play an important role in psychogenic
erectile dysfunction. For patients presenting with a psychogenic erectile dysfunction, the
detailed questioning of a history of childhood trauma and attachment style could help in
the planning of more detailed and different therapy approaches to treatment in order to be
able to reach a better outcome.
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25. Şar, V.; Öztürk, E.; İkikardeş, E. Validity and Reliability of the Turkish Version of Childhood Trauma Questionnaire. Türk. Klin. J.

Med. Sci. 2012, 32, 1054–1063. [CrossRef]
26. Griffin, D.; Bartholomew, K. The metaphysics of measurement: The case of adult attachment. In Attachment Processes in Adulthood:

Advances in Personal Relationships; Bartholomew, K., Perlman, D., Eds.; Jessica Kingsley Publishers: London, UK, 1994; pp. 17–52.
27. Sümer, N.; Güngör, D. Psychometric Evaluation of Adult Attachment Styles Scales on a Turkish Sample and a Cross-Cultural

Comparison. Turk. J. Psychol. 1999, 14, 71–106.
28. Beck, A.T.; Weissman, A.; Lester, D.; Trexler, D. The measurement of pessimism: The hopelessness scale. J. Consult. Clin. Psychol.

1974, 42, 861–865. [CrossRef] [PubMed]
29. Tegin, B. A review of cognitive processes in depression according to the beck model. Turk. J. Psychol. 1987, 6, 116–121.
30. Pulverman, C.S.; Kilimnik, C.D.; Meston, C.M. The impact of childhood sexual abuse on women’s sexual health: A comprehensive

review. Int. Soc. Sex. Med. 2018, 6, 188–200. [CrossRef]
31. Xu, J.; Chen, Y.; Gu, L.; Liu, X.; Yang, J.; Li, M.; Rao, K.; Dong, X.; Yang, S.; Huang, B.; et al. Hypothalamic-pituitary-adrenal axis

activity and its relationship to the autonomic nervous system in patients with psychogenic erectile dysfunction. Front. Endocrinol.
2023, 14, 1103621. [CrossRef]

32. Gewirtz-Meydan, A.; Lahav, Y. Sexual functioning among childhood sexual abuse survivors from an attachment perspective.
J. Sex. Med. 2020, 17, 1370–1382. [CrossRef]

33. Najman, J.M.; Dunne, M.P.; Purdie, D.M.; Boyle, F.M.; Coxeter, P.D. Sexual abuse in childhood and sexual dysfunction in
adulthood: An Australian population-based study. Arch. Sex. Behav. 2005, 34, 517–526. [CrossRef] [PubMed]

34. Gewirtz-Meydan, A.; Godbout, N. Between pleasure, guilt, and dissociation: How trauma unfolds in the sexuality of childhood
sexual abuse survivors. Child. Abuse Negl. 2023, 141, 106195. [CrossRef] [PubMed]

35. Kinzl, J.F.; Mangweth, B.; Traweger, C.; Biebl, W. Sexual dysfunction in males: Significance of adverse childhood experiences.
Child Abus. Negl. 1996, 20, 759–766. [CrossRef] [PubMed]

36. Labadie, C.; Godbout, N.; Vaillancourt-Morel, M.P.; Sabourin, S. Adult profiles of child sexual abuse survivors: Attachment
insecurity, sexual compulsivity, and sexual avoidance. J. Sex Marital Ther. 2018, 44, 354–369. [CrossRef] [PubMed]

37. Aslan, G.G. A Review About Effects of Child Sexual Abuse on Adulthood. Soc. Soc. Work. 2020, 31, 647–676. [CrossRef]
38. Maestre-Loren, F.; Castillo-Garayoa, J.A.; Lopez-i-Martin, X.; Sarquella-Geli, J.; Andres, A.; Cifre, I. Psychological distress in

erectile dysfunction: The moderating role of attachment. Sex. Med. 2021, 9, 100436. [CrossRef]
39. Gewirtz-Meydan, A.; Ofir-Lavee, S. Adressing sexual dysfunction after childhood sexual abuse: A clinical approach from an

attachment perspective. J. Sex Marital Ther. 2021, 47, 43–59. [CrossRef]
40. Mikulincer, M.; Shaver, P.R. Attachment, group–related processes, and psychotherapy. Int. J. Group. Psychother. 2007, 57, 233–245.

[CrossRef]
41. Brody, S.; Weiss, P. Erectile dysfunction and premature ejaculation: Interrelationships and psychosexual factors. J. Sex. Med. 2015,

12, 398–404. [CrossRef]
42. Rajkumar, R.P. The impact of disrupted childhood attachment on the presentation of psychogenic erectile dysfunction: An

exploratory study. J. Sex. Med. 2015, 12, 798–803. [CrossRef]

https://doi.org/10.1016/S0090-4295(02)01899-X
https://doi.org/10.1016/j.jsxm.2022.08.196
https://www.ncbi.nlm.nih.gov/pubmed/37057400
https://doi.org/10.1037/0022-3514.52.3.511
https://doi.org/10.3390/brainsci13050802
https://doi.org/10.1111/j.1743-6109.2012.02843.x
https://www.ncbi.nlm.nih.gov/pubmed/22759319
https://doi.org/10.1016/S0090-4295(97)00238-0
https://doi.org/10.1016/S0302-2838(02)00027-1
https://doi.org/10.1159/000335432
https://doi.org/10.1176/ajp.151.8.1132
https://www.ncbi.nlm.nih.gov/pubmed/8037246
https://doi.org/10.5336/medsci.2011-26947
https://doi.org/10.1037/h0037562
https://www.ncbi.nlm.nih.gov/pubmed/4436473
https://doi.org/10.1016/j.sxmr.2017.12.002
https://doi.org/10.3389/fendo.2023.1103621
https://doi.org/10.1016/j.jsxm.2020.03.014
https://doi.org/10.1007/s10508-005-6277-6
https://www.ncbi.nlm.nih.gov/pubmed/16211473
https://doi.org/10.1016/j.chiabu.2023.106195
https://www.ncbi.nlm.nih.gov/pubmed/37116448
https://doi.org/10.1016/0145-2134(96)00063-4
https://www.ncbi.nlm.nih.gov/pubmed/8866121
https://doi.org/10.1080/0092623X.2017.1405302
https://www.ncbi.nlm.nih.gov/pubmed/29140759
https://doi.org/10.33417/tsh.727426
https://doi.org/10.1016/j.esxm.2021.100436
https://doi.org/10.1080/0092623X.2020.1801543
https://doi.org/10.1521/ijgp.2007.57.2.233
https://doi.org/10.1111/jsm.12738
https://doi.org/10.1111/jsm.12815


Medicina 2023, 59, 1195 12 of 12

43. Brassard, A.; Lussier, Y.; Shaver, P.R. Attachment, perceived conflict, and couple satisfaction: Test of a mediational dyadic model.
Fam. Relat. 2009, 58, 634–646. [CrossRef]

44. McCabe, M.; Althof, S.E.; Assalian, P.; Chevret-Measson, M.; Leiblum, S.R.; Simonelli, C.; Wylie, K. Psychological and interpersonal
dimensions of sexual function and dysfunction. J. Sex. Med. 2010, 7, 327–336. [CrossRef]

45. Johnson, S.; Zuccarini, D. Integrating sex and attachment in emotionally focused couple therapy. J. Marital Fam. Ther. 2010, 36,
431–445. [CrossRef]

46. Ciocca, G.; Limoncin, E.; Di Tommaso, S.; Mollaioli, D.; Gravina, G.L.; Marcozzi, A.; Tullii, A.; Carosa, E.; Di Sante, S.; Gianfrilli,
D.; et al. Attachment styles and sexual dysfunctions: A case-control study of female and male sexuality. Int. J. Impot. Res. 2015, 27,
81–85. [CrossRef]

47. Dunkley, C.R.; Dang, S.S.; Chang, S.C.H.; Gorzalka, B.B. Sexual functioning in young women and men: Role of attachment
orientation. J. Sex Marital Ther. 2016, 42, 413–430. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1111/j.1741-3729.2009.00580.x
https://doi.org/10.1111/j.1743-6109.2009.01618.x
https://doi.org/10.1111/j.1752-0606.2009.00155.x
https://doi.org/10.1038/ijir.2014.33
https://doi.org/10.1080/0092623X.2015.1061075

	Introduction 
	Materials and Methods 
	Study Participants and Design 
	Measurement Tools 
	Statistical Analysis 
	Ethical Approval 

	Results 
	Sociodemographic Data 
	Evaluation of the Scales 
	Multiple Linear Regression Model 

	Discussion 
	Conclusions 
	References

