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Table 3. Classification results of discriminant functions based on
the sample of impotent diabetic men

Predicted group

Actual group Psychogenic Organic

8-Item discnminant function*

Psychogenic 1 5 (83.3%) 3(16.7%)

Organic 7 (20.0%) 28(80.0%)

Total score discriminant function

Psychogenic 1 2 (66.7%) 6(33.3%)
Organic 1 0 (28.6%) 25 (71.4%)

* Unstandardized disc,iminant function: V = -0.5407 (item A) + 0.1587

(item C) + 0.2974 Qtem E) + 0.4259 (item H) + 0.1765(item I) + 0.5134

(item K) + 0.8863 (item R) - 5.6884.

G), frequency of nocturnal erections (item H), frequency

of difficulty obtaining an erection for intercourse (item
K), frequency ofdifficulty maintaining an erection during
intercourse (item L), the percentage oftime a firm erection
is obtained prior to intercourse (item P), time since in-

tercourse was achieved (item Q), and desired frequency
ofintercourse (item R). Again, psychogenic subjects scored

higher on each scale.

To examine further the ability ofthe FSHQ to discrim-
mate between the psychogenic and organic groups in each

sample, discriminant function analyses were performed
first using the individual items and then the total score

on the test, obtained by summing the score on all of the
items. Criterion for entry was based on Wilk’s method,

and prior probability of group membership was equal.
The maximum chance criterion recommended by Huber-

ty (1984) was used to determine ifthe overall classification

rate using the discriminant function was significantly bet-

ter than a classification rate obtained by chance. For the
diabetic sample using the individual FSHQ items, a sig-

nificant discriminant function was obtained based on sev-

en items (items A, C, E, H, I, K, R; x2 = 30.4, P = 0.0001).

Inspection of the standardized canonical discriminant

function coefficients revealed that frequency of nocturnal

erections contributed most to the prediction of group
membership (item H), followed by desired frequency of

intercourse (item R) and frequency ofdifficulty obtaining

an erection prior to intercourse (item K), respectively. The
overall hit rate for this discriminant function was 81.1%,
which is significantly better than would be expected by

chance (z = 2.32, P = 0.02). For the total score, a signif-
icant discriminant function was again obtained (x2 9.4,

P = 0.002). The overall classification rate dropped to

69.8% and did not significantly differ from chance. The

classification results for both these discriminant functions
and the unstandardized discriminant function for the eight
FSHQ items are presented in Table 3. It appears from

this table that misclassification of psychogenics using the

total score was slightly higher compared to organics (33.3%
compared to 28.6%). For the seven-item discriminant

Table 4. Classification results of discriminant functions based on
the entire sample of impotent men

Predicted group

Actual group Psychogenic Organic

8-Item discriminant function

Psychogenic 64 (71 .9%) 25 (28.1%)

Organic 21 (25.3%) 62(74.7%)

Total score discriminant function

Psychogenic 56 (62.9%) 33(37.1%)
Organic 25 (30.1%) 58(69.9%)

* Unstandardized discriminant function:Y = -0.2721 (item A) + 0.1582

(Item B) + 0.3151 (Item G) + 0.3301 (item H) + 0.1687 (item K) - 0.1178

(item M) - 0.1388 (item 0) + 0.6005 (item A) - 3.6797.

function, subjects were classified as having organic im-

potence if they obtained a discriminant score of 0.3 146
or less. Organic impotence was also defined as a total score

of 70 or less on the FSHQ.
Analyzing responses on the individual items for the

total sample, a significant discriminant function was ob-

tamed based on eight items (items A, B, G, H, K, M, Q,
R; x2 = 53. !, P < 0.0001). Based on the standardized

canonical discriminant function coefficients, frequency of

vaginal penetration with intercourse (item G) contributed

the most to the prediction ofgroup membership, followed
by frequency ofnocturnat erections (item H). The overall
hit rate for this discriminant function was 73.3%, which

is significantly better than chance (z = 5.65, P < 0.001).

For the total score, the discriminant function was also

significant (�2 23.4, P < 0.0001), but the overall hit

rate dropped to 66.3% although this was significantly bet-

ter than chance (z = 3.8 1, P < 0.001). The classification

results for these discriminant functions and the unstan-

dardized discriminant function for the eight FSHQ items

are presented in Table 4. Again, it appears that using the

total score, psychogenics are misclassified at a slightly
higher rate than organics (37. 1% compared to 30. 1%). On

the eight-item discriminant function, subjects were ctas-
sified as having organic impotence with a discriminant

score of -0.02 1 3 or tower. On the second discriminant

function using the total score from the FSHQ, organic

impotence was defined as a score of � 72.

Discussion

The present study supports the notion that the FSHQ

significantly discriminates between primary psychogenic

and primary organic impotence among impotent men with

diabetes and in a larger more heterogeneous sample of
impotent men. As predicted and consistent with previous

research, responses to items assessing erections in non-

coitat situations (frequency of nocturnal erections [item

H] and firmness oferections prior intercourse or mastur-
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bation [item P]) were significantly different between men

with organic and psychogenic impotence, and self report

of nocturnal erections contributed to the prediction of
etiology ofimpotence. Interestingly, psychogenics and or-
ganics also significantly differed on items assessing erec-

tions in coitat situations. This finding is consistent with
Kaplan’s (1983) statement that self report of the degree

of difficulty or intermittent difficulty during coitus helps

to differentiate psychogenic from organic impotence. Dis-
crimination rates were higher among diabetics compared
to the entire sample, most likely due to the fact that the
diabetics were a more homogeneous group. However, this

may also have been a function of a higher rate of organic
impotence among diabetics, because when the total score
was used the correct number ofctassifications was slightly

lower for psychogenics compared to organic subjects.

The types of questions that consistently and signifi-

cantly separate subjects with organic and psychogenic im-
potence deserves further comment. Six items (G, H, K,
L, P, R) separated subjects with psychogenic and organic

impotence in both samples of patients with diabetes and
alt men with sexual dysfunction. These items assessed the

frequency of vaginal penetration (item G) and nocturnal

erections (item H), the ability to obtain (item K) and

maintain (item L) erections during intercourse, firmness

of erections prior to intercourse (item P), and desired
frequency of sexual intercourse (item R). As mentioned

earlier, previous research has observed differences in self-
reported quality of erections between men with organic

and psychogenic impotence (Segraves et at, 1987; Mohr
and Beutler, 1990). In addition, other studies have noted

that decreased libido is associated with organic impotence
(Murray et at, 1987; Cundy et at, 1989).

One question was characteristic of only the diabetic
sample, the quality of semen ejaculate (item E). Previous

studies have observed decreased serum testosterone in

patients with diabetes mellitus and organic impotence

(Murray et at, 1987; Cundy et at, 1989) and abnormal

testicular biopsies (Cameron et at, 1985). A decrease in

testosterone could explain the thick, tenacious quality seen

in diabetic semen.

Three additional questions were characteristic of the

general population ofmen with sexual dysfunction, which
separated primary organic from primary psychogenic im-
potence. These included items related to frequency of

ejaculation with intercourse (item B), decreased frequency
of intercourse (item F), and time since last intercourse
(item Q). As one would predict, subjects with primary

organic impotence scored tower on each of these items.

These results are consistent with the findings that organic

subjects experience significantly decreased rigidity and dif-
ficutty maintaining and obtaining erections during inter-

course compared to individuals with primary psychogenic
impotence. Inspection of the data from the total sample

and sample ofdiabetics suggests that the observed differ-
ences in statistical significance between the groups on these
items may have been related to the increased power of

the statistical tests in the total sample, as the mean dif-

ferences between psychogenics and organics on these items

are similar in each sample.

It should be noted that the authors do not endorse using

the FSHQ in place of more sophisticated and accurate

diagnostic techniques, particularly NPT or rigidity. In fact,
NPT will likely identify patients with psychogenic im-

potence who would be included in the organic score cutoff,

as well as individuals with organic impotence who score
in the psychogenic range. Instead, the FSHQ may be use-

fut as an adjunctive evaluative device in terms of assisting

the clinician in making decisions regarding the sequence
ofevatuative testing or might also be useful as a screening

device for research when particular types ofsubjects (e.g.,

men with psychogenic or organic impotence) are needed.

The diagnostic accuracy ofthe FSHQ, and ofany other

instrument used in the evaluation oferectile dysfunction,

is probably decreased by having to dichotomize erectite

dysfunction as being primarily psychogenic or primarily

organic. In fact, most researchers and clinicians believe
it is not possible to draw a clear dichotomy between or-

ganic and psychogenic impotence, and that more likely

impotence in most cases is caused by an interaction of
physiological and psychological factors(Conte, 1986; Mohr

and Beutter, 1990). Thus, individuals with mixed etiot-

ogies most likely make the psychogenic and organic sam-

ples more heterogeneous, and therefore they are more

difficult to differentiate. Ideally, one might include mixed

impotence as a separate category; however, there are at-

most no empirical data as to what constitutes mixed im-

potence, and typically this is achieved through clinical

decision making, as was done in the Lantinga et at (1988)

study mentioned earlier.

In addition, diagnosis in the present study could have

been improved with the addition of erectite rigidity as-

sessment. For example, Cunningham et at (1990) found
that some men with hypogonadism displayed normal pe-
nile tumescence but inadequate rigidity. Because valida-

tion of the FSHQ relies on the accuracy of diagnosis,
future studies should employ this technique to increase
diagnostic accuracy.

In summary, the FSHQ may be clinically useful in terms
of differentiating organic from psychogenic impotence.
Due to the fact that the total score is comprised of more

error variance, the discriminant functions based on the
individual items are more accurate in terms of differen-

tiating psychogenic from organic impotence. The cut-off

score for organic impotence based on the total ofall items
was 70 or less in the diabetic sample and 72 or less in the

larger sample. The discriminant function scores based on

the eight items that significantly predicted group mem-
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bership can be obtained by plugging in an individual’s

raw scores into the discriminant function equations pre-

sented in Tables 3 and 4. The discriminant function score

for organic impotence was 0.3 146 or less based on the

diabetic sample and -0.021 3 or less based on the total

sample. As discriminant functions tend to be sample spe-

cific, the present results need to be cross-validated.
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