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Sexual dysfunction after open abdominal aortic aneurysm repair: 
16 years’ experience in a quaternary center and literature review

Disfunção sexual após correção aberta de aneurisma da aorta abdominal: 16 anos 
de experiência em um centro quaternário e revisão da literatura

Bruno Pagnin Schmid1,2 , Marcelo Vezzi Muce1, Rodrigo Gonzalez Bocos1, Fábio Hüsemann Menezes1 

Abstract
Background: Open abdominal aortic aneurysm (AAA) repair can lead to sexual dysfunction (SD) in men. 
Objectives: To determine the prevalence of SD following open AAA repair, explore whether surgical techniques 
for aortic reconstruction can have a differential impact on the occurrence of SD, and summarize current knowledge 
in this field. Methods: Retrospective review of 100 patients submitted to open AAA repair between 1995 and 2010 
in a quaternary center. Sexual dysfunction was assessed according to questions from the modified International 
Index of Erectile Function (IIEF), considering the condition before surgical repair and 3 months after surgery. The 
chi-square test, Fisher’s exact test, and Student’s t test were used for statistical analyses. Results: 100 patients were 
included (mean age = 66.4 years old). Normal sexual activity, no sexual activity, erectile dysfunction, and retrograde 
ejaculation with preserved erectile function were found in 36%, 21%, 18%, and 24% of patients, respectively. The 
group of patients with no sexual activity was older (mean age = 72.3 years old vs 64.5 years old, p < 0.001). Erectile 
dysfunction prevalence was higher in patients submitted to an aorto-bifemoral bypass (p = 0.032). Retrograde 
ejaculation was more frequent in patients submitted to an aorto-aortic bypass (p = 0.007). Conclusions: Sexual 
function is a frequent condition intimately associated with the aortic reconstruction technique. The literature 
review found contradictory results regarding whether the endovascular approach is protective compared with 
open repair, but clearly demonstrated the importance of techniques targeting preservation of the internal iliac 
artery and the superior hypogastric plexus.
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Resumo
Contexto: A correção aberta de aneurisma da aorta abdominal (AAA) pode causar disfunção sexual (DS) em homens. 
Objetivos: Determinar a prevalência de DS após correção aberta de AAA, determinar se a técnica de reconstrução 
aórtica pode estar correlacionada com o surgimento de DS e resumir os achados mais relevantes da literatura relacionados 
a esse tema. Métodos: Estudo retrospectivo de todos os pacientes submetidos a correção aberta de AAA entre 
1995 e 2010 num centro quaternário. A DS foi avaliada por meio de questões baseadas no escore International Index 
of Erection Function no pré-operatório e 3 meses após a cirurgia. A análise estatística foi realizada com os testes do 
qui-quadrado, exato de Fisher e t de Student. Resultados: Cem pacientes foram incluídos (idade média = 66.4 anos). 
Atividade sexual normal, atividade sexual ausente, disfunção erétil (DE) e ejaculação retrógrada (ER) com função erétil 
preservada foram observadas em 36%, 21%, 18% e 24% dos pacientes, respectivamente. O grupo de pacientes com 
atividade sexual ausente foi significativamente mais velho (idade média = 72.3 anos vs. 64.5 anos, p < 0.001). A DE foi 
mais prevalente em pacientes submetidos a enxerto aorto-bifemoral (p = 0.032), enquanto a ER foi mais prevalente em 
pacientes submetidos a enxerto aorto-aórtico (p = 0.007). Conclusões: A DS é uma condição frequente e intimamente 
associada à reconstrução aórtica empregada. A literatura apresenta resultados contraditórios sobre qual correção de 
AAA (aberta ou endovascular) resulta em mais DS, mas demonstra a importância de técnicas com preservação das 
artérias hipogástricas e do plexo hipogástrico superior.
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INTRODUCTION

Abdominal aortic aneurysm (AAA) is a prevalent 
condition in the elderly population.1-3 More than 
30,000 patients undergo elective repair each year 
in the USA.4 With the progressive increase in life 
expectancy, the prevalence of AAA is also growing.3 
Surgical repair is still the only definitive treatment 
option for AAA and sexual dysfunction (SD), 
defined as persistent or recurrent disorders of sexual 
desire/interest, arousal, or orgasm or sexual pain, is a 
poorly described complication of surgical repair.1,2,5

Retrograde ejaculation (RE) and erectile dysfunction 
(ED) are two clinical presentations of SD that have 
a decisive impact on the quality of life of patients 
treated for AAA with open repair (OR).6-9 Retrograde 
ejaculation is defined as failure of closure of the bladder 
neck resulting in reflux of semen into the bladder.10 
Erectile dysfunction is defined as the inability to 
achieve and/or maintain sufficient penile erection for 
satisfactory sexual performance.11 Some authors have 
tried to establish a correlation between the surgical 
AAA repair technique and the impact on the occurrence 
of SD, but with contradictory results.3,4,6-9,12

Against this background, the aim of this study 
is to determine the prevalence of SD following 
open AAA repair and explore whether surgical 
techniques used for aortic reconstruction can have 
a differential impact on the occurrence of SD. An 
additional objective of this research is to summarize 
current knowledge on the occurrence of SD following 
surgical AAA repair.

METHODS

This is a retrospective cohort of patients who 
underwent OR in a public university hospital over 
a 16-year period from 1995 to 2010. Woman and 
patients lost to regular follow up were excluded, 
resulting in 148 individuals. From this group, 
48 patients were eliminated due to lack of complete 
hospital chart data, refusal to complete the interview, 
or presence of major postoperative complications, 
such as myocardial infarction, stroke, permanent 
dialysis, and mesenteric ischemia. Patients who 
already had SD or no sexual activity prior to the 
surgical procedure were also excluded from the final 
analyses. 100 patients were personally questioned 
about SD and had complete data concerning sexual 
function and thus constituted the study group 
(Figure 1). Interviews were conducted during regular 
follow-up appointments. This study was approved 
by the Institutional Ethics Committee (CAAE 
0984.0.146.000-11, decision number 1085/2011).

Sexual function was assessed according to questions 
from the modified International Index of Erectile 
Function (IIEF), a highly regarded tool for assessing 
SD.13 Since the original IIEF is not well-suited to 
use as a simple screening measure and there are no 
objective diagnostic tests available to physicians for 
confirmation of SD during medical appointments, we 
used an abridged questionnaire based on the IIEF 
during regular follow-up.13,14 All patients were asked 
to answer the questionnaire considering the condition 
before surgical repair and 3 months after surgery. 

Figure 1. Flow chart of patients included in the study. IIA = internal iliac artery; OR = open repair.
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The 3-month period is commonly used to assess SD 
after prostatectomy and, because of this, was also 
used in this study.15 Table 1 illustrates the questions 
used. Responses were not scored and no cutoff 
limit was established. All patients received the 
clinical diagnosis of SD after a multidisciplinary 
team of vascular surgeons and urologists met to 
discuss their answers, patient histories, and physical 
examination findings.

The consultations and results were annotated in the 
patients’ charts and in an electronic database (Microsoft 
Access®) to create a retrospective review registry. 
A descriptive analysis of the patients’ demographics 
was performed. The chi-square test, Fisher’s exact test, 
and Student’s t test were used for statistical analyses. 
The level of significance was set at p < 0.05. The 
investigator who performed the statistical analyses 
was blinded to group allocation to minimize bias. To 
describe the prevalence of SD following open AAA 
repair, with tolerable error of ±5% and confidence interval 
of 95%, the study sample was calculated based on the 
results obtained by Gallitto et al.,16 who estimated a 
proportion of 31% in a study with 115 patients.

RESULTS

Patients’ demographics
There was a predominance of Caucasian patients 

in the seventh decade of life (mean age = 66.4 years, 
range = 48.8 to 85.7). Systemic hypertension was 
present in 99% of the patients, a history of smoking 
in 92%, dyslipidemia in 33%, and diabetes in 14%. 
Mean follow-up time was 6.25 years.

Surgical techniques
Open repair techniques included aorto-aortic bypass 

with bilateral preservation of the internal iliac artery 
(IIA), aorto-biiliac bypass with bilateral IIA preservation, 
aorto-biiliac with unilateral IIA preservation, and 
aorto-bifemoral bypass with ligation of both IIAs. The 
distribution of these operations is presented in Figure 2.

Sexual dysfunction
The correlations between type of aortic reconstruction 

and sexual dysfunctions were analyzed for 100 
patients and the data summarized in Table 2. ED was 
significantly more frequent in aorto-bifemoral bypass 
patients (p< 0.01). Aorto-aortic, aorto-biiliac, and 
aorto-monoiliac configurations were not statistically 
different regarding this endpoint (p = 0.111, p = 0.581, 
and p = 0.205, respectively). RE was significantly more 
frequent in aorto-aortic bypass patients (p = 0.007). 

Table 1. Questions from the International Index of Erectile Function.
Questions from the International Index of Erectile Function

1. How often were you able to get an erection during sexual activity?

2. When you attempted sexual intercourse, how often were you able to penetrate (enter) your partner?

3. During sexual intercourse, how often were you able to maintain your erection after you had penetrated (entered) your partner?

4. How much have you enjoyed sexual intercourse?

5. When you had sexual stimulation or intercourse, how often did you ejaculate?

6. How satisfied have you been with your overall sex life?

Figure 2. Distribution of patients according to surgical 
reconstruction techniques.

Table 2. Sexual dysfunction according to aortic reconstruction technique.
No sexual activity 

(Total = 21)
Normal activity 

(Total = 34)
ED

(Total = 18)
RE

(Total = 27)

Aorto-aortic (Total=26)/ percentage of group 4/ 15.4% 7/ 30% 2/ 7.7% 13/ 50%

Aorto-biiliac (Total=50)/ percentage of group 12/ 24% 21/ 42% 6/ 12% 11/ 22%

Aorto-monoiliac (Total=14)/ percentage of group 2/ 14.3% 6/ 42.86% 5/ 35.71% 1/ 7.14%

Aorto-bifemoral (Total=10)/ percentage of group 3/ 30% 0/ 0% 5/ 50% 2/ 20%
ED = erectile dysfunction, RE = retrograde ejaculation.
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Aorto-bifemoral, aorto-biiliac, and aorto-monoiliac 
configurations were not statistically different regarding 
this endpoint (p = 0.274, p = 0.337, p = 0.111, 
respectively).

The group that reported no sexual activity was 
significantly older than the other groups (mean 
age = 72.3 years old vs. 64.5 years old, p<0.001), as 
illustrated in Table 3 and Figure 3.

No differences were observed in relation to systemic 
arterial hypertension (p = 0.406), diabetes (p = 0.435), 
smoking history (p = 0.800), or dyslipidemia (p = 0.216).

DISCUSSION

A literature search of the MEDLINE database was 
performed in May 2020 to identify original publications 
and literature reviews from the last 5 years pertaining 
to retrograde ejaculation and erectile dysfunction 
after OR. Search strategies included the following 
Medical Subject Headings terms = “aortic aneurysm, 
abdominal”, “sexual dysfunction, physiological”, 
“erectile dysfunction”, and “ejaculation”. No language 
restrictions were applied. A total of 14 studies were 
found in the MEDLINE database. Two studies were 
excluded after abstract screening and two other 
studies were excluded after full-text screening because 
they didn’t contribute any specific data concerning 
SD assessment following AAA surgical repair. 

Ten studies were included in the final analysis and 
their main results are summarized in Table 4.

The erection is essentially a vasomotor phenomenon 
controlled by IIA perfusion of the cavernous body and 
parasympathetic fibers located in the pelvis. Presence 
of advanced aneurysmal disease with a need for 
ligation of the IIA during an aorto-bifemoral bypass 
could explain the higher prevalence of potency loss 
in this type of aortic reconstruction. The statistically 
higher prevalence of ED after aorto-bifemoral bypass 
observed in this study corroborates this hypothesis.

In parallel, RE is caused by sympathetic fibers 
located anterior to the common iliac arteries that are 
often injured during aorto-aortic bypass, because of 
common iliac dissection and clamping and placing 
the suture line at the aortic bifurcation, which explains 
why this type of surgery is associated with higher 
rates of RE.5,26-29

Kudo et al.23 emphasized the importance for 
prevention of ED of preserving the blood flow from at 
least one IIA and the importance for prevention of RE 
of adequate preservation of the superior hypogastric 
plexus and lumbar splanchnic nerves.

van Schaik et al.24 conducted a study to evaluate 
vascular surgeons’ knowledge about these basic 
principles of SD after open AAA repair and possible 
nerve-preserving techniques in a Dutch population 
and, surprisingly, found that there was a gap in their 
knowledge of pathophysiology and anatomy concepts, 
highlighting the need for more education regarding 
sexual counseling during vascular surgical training.

Progressive sexual deterioration according to age is 
a well-established phenomenon and was also reaffirmed 
in the present study, since the group of patients with 
no sexual activity was significantly older. In this 
study, diabetes had no influence on sexual function, 
probably because of the low prevalence of diabetes in 
the cohort. Machado et al.19 performed a retrospective 
review and also identified age as a contributing factor 
to SD after EVAR.

Our findings are in agreement with the existing 
literature, confirming the high prevalence of SD after 
OR.16,19,22 However, after performing the literature 
review, we did not find any studies that explored 
whether the choice of open surgical techniques in 

Table 3. Mean age of different groups.
Sexual status Age in years (mean) No sexual activity vs. other groups (mean age/number of patients) p-value*

No activity (Total = 21) 72.3 72.3 years (21 patients) < 0.001

Normal activity (Total = 34) 63.9 64.5 years (79 patients)

ED (Total = 18) 63.7

RE (Total = 27) 65.8
ED = erectile dysfunction; RE = retrograde ejaculation. *Student’s t test.

Figure 3. Sexual function according to age in patients who 
underwent open AAA repair. NSA = no sexual activity; 
RE = retrograde ejaculation; ED = erectile dysfunction; 
NL = normal sexual activity.
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aortic reconstruction can have a differential impact 
on the occurrence of SD, highlighting the importance 
of the present paper. There are some confounding 
factors regarding onset of SD besides the surgical 
procedure itself, such as cardiovascular diseases, 
absence of a sexual partner, and low libido, which were 
not individually analyzed in each group of patients 
according to the type of aortic reconstruction. This 
constitutes a limitation of this study.

In a meticulous literature review, Regnier et al.22 could 
not find a clear conclusion on whether the endovascular 

approach is protective compared with open repair, 
since results are contradictory. In a prospective series, 
Majd et al.18 found increased ED after AAA repair, but 
the difference between open repair and endovascular 
repair was not statistically significant. Gallitto et al.16 
found a higher prevalence of RE in patients submitted 
to OR than in patients submitted to EVAR. In a 
single-center prospective study, Dariane et al.25 found 
interesting results regarding laparoscopic AAA repair. In 
the population studied, this particular technique caused 
no onset of erectile or sexual dysfunction.

Table 4. Sexual dysfunction according to different reports.
Author Study Design Number of patients/studies Main results

Kalteis et al.17 Retrospective 106 (82 EVAR vs. 24 EVAR with 
IIA embolization)

EVAR with IIA embolization was 
associated with new onset ED 

(17.3% vs. 42.9%; p = 0.043).
Single-center

EVAR vs. EVAR with IIA embolization
Majd et al.18 Prospective 100 (70 EVAR vs 30 OR) Increase of ED in both groups 

(53.3.% OR vs. 58.8% EVAR, p = 0.412).Single-center
OR vs. EVAR

Machado et al.19 Retrospective 171 ED was more frequent in the elderly 
group (p<0.05)Single-center

EVAR (patients were divided 
according to age groups < 70, 70-80, 

and > 80 years)
Shin et al.20 Retrospective 14 No cases of ED

Single-center
EVAR (bifurcated-bifurcated repair)

Bosanquet et al.21 Meta-analysis 2671 Higher rates of ED after coiling 
(11.6% Coils vs. 3.03% Plugs)EVAR (coils vs. plugs)

Regnier et al.22 Meta-analysis 29 studies Post-operative ED prevalence= 
(OR 7.4 to 79% vs. EVAR 4.7 to 82%). 

Post-operative RE prevalence= 
(OR 3.3 to 9% vs. Laparoscopic repair 

6 to 6.6%)
Kudo et al.23 Narrative Review NR Emphasized the importance of 

preservation of blood flow from 
IIA and of adequate preservation of 
the superior hypogastric plexus and 

lumbar splanchnic nerves
Gallitto et al.16 Retrospective 115 (58 EVAR, 57 OR) RE occurred more often in OR patients 

(31%) than in EVAR patients (2%) 
(P = 0.001).

Single-center
EVAR vs. OR

van Schaik et al.24 A questionnaire-based study aiming 
to analyze care for sexual health by 

medical specialists

101 A gap exists in knowledge of 
pathophysiology and anatomy. Vascular 

surgeons lack sexual counseling skills
Dariane et al.25 Prospective. Multicenter. 25 (8 EVAR/ 13 Laparoscopic repair) RE is frequent in both groups 

(Laparoscopic=61.5%/ EVAR=12.5%) 
Laparoscopic AAA repair caused no 

onset of ED or SD

EVAR vs. Laparoscopic repair

Schmid et al. 
(This study)

Retrospective 100 The aorto-bifemoral configuration 
was the technique most associated 

with ED (p=0.03) and the aorto-aortic 
configuration was the technique most 

associated with RE (p= 0.01). OR is 
associated with 64% of SD, 24% of RE, 

18% of ED, and 21% of no sexual activity

Single-center
OR (aorto-bifemoral bypass vs. 
Aorto-aortic vs. aorto-biiliac vs. 

aorto-monoiliac)

ED = erectile dysfunction; EVAR = endovascular aneurysm repair; IIA = internal iliac artery; NR = not reported; OR = open repair; RE = retrograde ejaculation; 
SD = sexual dysfunction.
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Analyzing studies that just enrolled patients 
submitted to EVAR, Bosanquet et al.21 performed a 
meta-analysis including 61 non-randomized studies and 
2671 patients. The authors observed an ED prevalence 
of 10.2% of the male patients, with higher rates after 
coiling than after plugs. They therefore suggested that 
plugs could be considered preferential to coils, placed 
as proximally in the IIA as possible. Kalteis et al.17 
confirmed an increase in SD when embolization and 
coverage of the hypogastric was performed during 
EVAR. In a small retrospective review, Shin et al.20 
reported using bifurcated-bifurcated endovascular 
repair of aortoiliac aneurysms, preserving perfusion 
to the IIA, with promising results demonstrating no 
SD after surgical repair in 14 patients.

Limitations of this study include the limited sample 
size, single-center design, and retrospective analyses. 
However, the incidence of SD following open AAA 
repair was determined and the correlations between 
type of SD and aortic reconstruction technique were 
explored.

CONCLUSION

There is a high incidence of SD following open 
AAA repair. Preservation of the internal iliac artery and 
the sympathetic preaortic nerves are of the uttermost 
importance to the impact on sexual performance 
and must be targeted during open AAA repair. The 
aorto-bifemoral configuration was the technique most 
associated with ED and the aorto-aortic configuration 
was most associated with RE. Age was correlated with 
a lack of sexual activity. Since sexual performance 
plays a key role in quality of life, this study highlights 
the importance of informing patients of this potential 
side effect before surgery and of choosing the most 
appropriate surgical technique. The literature review 
found contradictory results on whether the endovascular 
approach is protective compared with open repair, but 
clearly demonstrated the importance of techniques 
targeting preservation of the IIA and the superior 
hypogastric plexus. It also summarizes the real need 
to inform patients undergoing AAA surgical repair 
about this potential side effect.

REFERENCES

1. Aquino RV, Jones MA, Zullo TG, Missig-Carroll N, Makaroun MS. 
Quality of life assessment in patients undergoing endovascular 
or conventional AAA repair. J Endovasc Ther. 2001;8(5):521-8. 
http://dx.doi.org/10.1177/152660280100800515. PMid:11718412.

2. Lederle FA, Johnson GR, Wilson SE, et al. Quality of life, impotence, 
and activity level in a randomized trial of immediate repair versus 
surveillance of small abdominal aortic aneurysm. J Vasc Surg. 
2003;38(4):745-52. http://dx.doi.org/10.1016/S0741-5214(03)00423-
3. PMid:14560224.

3. Koo V, Lau L, McKinley A, Blair P, Hood J. Pilot study of sexual 
dysfunction following abdominal aortic aneurysm surgery. J Sex 
Med. 2007;4(4 Pt 2):1147-52. http://dx.doi.org/10.1111/j.1743-
6109.2006.00343.x. PMid:17081220.

4. Lederle FA, Freischlag JA, Kyriakides TC, et al. Outcomes following 
endovascular vs. open repair of abdominal aortic aneurysm: a 
randomized trial. JAMA. 2009;302(14):1535-42. http://dx.doi.
org/10.1001/jama.2009.1426. PMid:19826022.

5. Hatzimouratidis K, Hatzichristou D. Sexual dysfunctions: 
classifications and definitions. J Sex Med. 2007;4(1):241-50. http://
dx.doi.org/10.1111/j.1743-6109.2007.00409.x. PMid:17233791.

6. Pettersson M, Mattsson E, Bergbom I. Prospective follow-up 
of sexual function after elective repair of abdominal aortic 
aneurysms using open and endovascular techniques. J Vasc Surg. 
2009;50(3):492-9. http://dx.doi.org/10.1016/j.jvs.2009.02.245. 
PMid:19700089.

7. Lee ES, Kor DJ, Kuskowski MA, Santilli SM. Incidence of erectile 
dysfunction after open abdominal aortic aneurysm repair. Ann Vasc 
Surg. 2000;14(1):13-9. http://dx.doi.org/10.1007/s100169910003. 
PMid:10629258.

8. Prinssen M, Buskens E, Nolthenius RPT, van Sterkenburg SM, Teijink 
JA, Blankensteijn JD. Sexual dysfunction after conventional and 
endovascular AAA repair: results of the DREAM trial. J Endovasc 
Ther. 2004;11(6):613-20. http://dx.doi.org/10.1583/04-1280R.1. 
PMid:15615551.

9. Xenos ES, Stevens SL, Freeman MB, Pacanowski JP, Cassada DC, 
Goldman MH. Erectile function after open or endovascular 
abdominal aortic aneurysm repair. Ann Vasc Surg. 2003;17(5):530-8. 
http://dx.doi.org/10.1007/s10016-003-0058-2. PMid:14508665.

10. Jefferys A, Siassakos D, Wardle P. The management of retrograde 
ejaculation: a systematic review and update. Fertil Steril. 
2012;97(2):306-12.e6. http://dx.doi.org/10.1016/j.fertnstert.2011.11.019. 
PMid:22177462.

11. Ma M, Yu B, Qin F, Yuan J. Current approaches to the diagnosis of 
vascular erectile dysfunction. Transl Androl Urol. 2020;9(2):709-21. 
http://dx.doi.org/10.21037/tau.2020.03.10. PMid:32420178.

12. Veroux P, D’Arrigo G, Veroux M, Giaquinta A, Lomeo A. Sexual 
dysfunction after elective endovascular or hand-assisted 
laparoscopic abdominal aneurysm repair. Eur J Vasc Endovasc 
Surg. 2010;40(1):71-5. http://dx.doi.org/10.1016/j.ejvs.2010.03.007. 
PMid:20403714.

13. Rosen RC, Riley A, Wagner G, Osterloh IH, Kirkpatrick J, 
Mishra A. The international index of erectile function (IIEF): 
a multidimensional scale for assessment of erectile dysfunction. 
Urology. 1997;49(6):822-30. http://dx.doi.org/10.1016/S0090-
4295(97)00238-0. PMid:9187685.

14. Rosen RC, Cappelleri JC, Smith MD, Lipsky J, Peña BM. Development 
and evaluation of an abridged, 5-item version of the International 
Index of Erectile Function (IIEF-5) as a diagnostic tool for erectile 
dysfunction. Int J Impot Res. 1999;11(6):319-26. http://dx.doi.
org/10.1038/sj.ijir.3900472. PMid:10637462.

15. Gibbons RP. Radical perineal prostatectomy. In: Walsh PC, Retik 
AB, Stamey TA, Vaughan ED Jr, editors. Campbell ́s urology. 
Philadelphia: W.B. Saunders; 1998. p. 2589-604.

16. Gallitto E, Faggioli G, Mascoli C, et al. Long-term efficacy of evar in 
patients aged less than 65 years with an infrarenal abdominal aortic 
aneurysm and favorable anatomy. Ann Vasc Surg. 2020;67:283-92. 
http://dx.doi.org/10.1016/j.avsg.2020.03.038. PMid:32283305.

17. Kalteis M, Gangl O, Huber F, Adelsgruber P, Kastner M, Lugmayr 
H. Clinical impact of hypogastric artery occlusion in endovascular 
aneurysm repair. Vascular. 2015;23(6):575-9. http://dx.doi.
org/10.1177/1708538114560462. PMid:25414170.

https://doi.org/10.1177/152660280100800515
https://pubmed.ncbi.nlm.nih.gov/11718412
https://doi.org/10.1016/S0741-5214(03)00423-3
https://doi.org/10.1016/S0741-5214(03)00423-3
https://pubmed.ncbi.nlm.nih.gov/14560224
https://doi.org/10.1111/j.1743-6109.2006.00343.x
https://doi.org/10.1111/j.1743-6109.2006.00343.x
https://pubmed.ncbi.nlm.nih.gov/17081220
https://doi.org/10.1001/jama.2009.1426
https://doi.org/10.1001/jama.2009.1426
https://pubmed.ncbi.nlm.nih.gov/19826022
https://doi.org/10.1111/j.1743-6109.2007.00409.x
https://doi.org/10.1111/j.1743-6109.2007.00409.x
https://pubmed.ncbi.nlm.nih.gov/17233791
https://doi.org/10.1016/j.jvs.2009.02.245
https://pubmed.ncbi.nlm.nih.gov/19700089
https://pubmed.ncbi.nlm.nih.gov/19700089
https://doi.org/10.1007/s100169910003
https://pubmed.ncbi.nlm.nih.gov/10629258
https://pubmed.ncbi.nlm.nih.gov/10629258
https://doi.org/10.1583/04-1280R.1
https://pubmed.ncbi.nlm.nih.gov/15615551
https://pubmed.ncbi.nlm.nih.gov/15615551
https://doi.org/10.1007/s10016-003-0058-2
https://pubmed.ncbi.nlm.nih.gov/14508665
https://doi.org/10.1016/j.fertnstert.2011.11.019
https://pubmed.ncbi.nlm.nih.gov/22177462
https://pubmed.ncbi.nlm.nih.gov/22177462
https://doi.org/10.21037/tau.2020.03.10
https://pubmed.ncbi.nlm.nih.gov/32420178
https://doi.org/10.1016/j.ejvs.2010.03.007
https://pubmed.ncbi.nlm.nih.gov/20403714
https://pubmed.ncbi.nlm.nih.gov/20403714
https://doi.org/10.1016/S0090-4295(97)00238-0
https://doi.org/10.1016/S0090-4295(97)00238-0
https://pubmed.ncbi.nlm.nih.gov/9187685
https://doi.org/10.1038/sj.ijir.3900472
https://doi.org/10.1038/sj.ijir.3900472
https://pubmed.ncbi.nlm.nih.gov/10637462
https://doi.org/10.1016/j.avsg.2020.03.038
https://pubmed.ncbi.nlm.nih.gov/32283305
https://doi.org/10.1177/1708538114560462
https://doi.org/10.1177/1708538114560462
https://pubmed.ncbi.nlm.nih.gov/25414170


Sexual dysfunction after open abdominal aortic aneurysm repair

7/7Schmid et al. J Vasc Bras. 2024;23:e20230135. https://doi.org/10.1590/1677-5449.202301352

18. Majd P, Ahmad W, Luebke T, Gawenda M, Brunkwall J. 
Impairment of erectile function after elective repair of abdominal 
aortic aneurysm. Vascular. 2016;24(1):37-43. http://dx.doi.
org/10.1177/1708538115577290. PMid:25761855.

19. Machado R, Teixeira G, Oliveira P, Loureiro L, Pereira C, Almeida R. Is 
age a determinant factor in EVAR as a predictor of outcomes or in 
the selection procedure? Our experience. Rev Bras Cir Cardiovasc. 
2016;31(2):132-9. http://dx.doi.org/10.5935/1678-9741.20160037. 
PMid:27556312.

20. Shin SH, Starnes BW. Bifurcated-bifurcated aneurysm repair is a 
novel technique to repair infrarenal aortic aneurysms in the setting 
of iliac aneurysms. J Vasc Surg. 2017;66(5):1398-405. http://dx.doi.
org/10.1016/j.jvs.2017.02.044. PMid:28502552.

21. Bosanquet DC, Wilcox C, Whitehurst L, et al. Systematic review 
and meta-analysis of the effect of internal iliac artery exclusion for 
patients undergoing EVAR. Eur J Vasc Endovasc Surg. 2017;53(4):534-
48. http://dx.doi.org/10.1016/j.ejvs.2017.01.009. PMid:28242154.

22. Regnier P, Lareyre F, Hassen-Khodja R, Durand M, Touma J, Raffort 
J. Sexual dysfunction after abdominal aortic aneurysm surgical 
repair: current knowledge and future directions. Eur J Vasc 
Endovasc Surg. 2018;55(2):267-80. http://dx.doi.org/10.1016/j.
ejvs.2017.11.028. PMid:29292207.

23. Kudo T. Surgical complications after open abdominal aortic 
aneurysm repair: intestinal ischemia, buttock claudication and 
sexual dysfunction. Ann Vasc Dis. 2019;12(2):157-62. http://dx.doi.
org/10.3400/avd.ra.19-00038. PMid:31275467.

24. van Schaik J, van der Vorst JR, Hamming JF, Elzevier HW, Nicolai 
MPJ. Vascular surgeons’ views on ejaculation disorders after 
abdominal aortic surgery: results of a dutch survey. Ann Vasc 
Surg. 2020;67:346-53. http://dx.doi.org/10.1016/j.avsg.2020.02.021. 
PMid:32247063.

25. Dariane C, Javerliat I, Doizi S, et al. Sexual dysfunction after elective 
laparoscopic or endovascular abdominal aortic aneurysm repair 
in men. Prog Urol. 2020;30(2):105-13. http://dx.doi.org/10.1016/j.
purol.2019.12.003. PMid:31959570.

26. Cochennec F, Javerliat I, Di Centa I, Goëau-Brissonnière O, Coggia M. 
A comparison of total laparoscopic and open repair of abdominal 
aortic aneurysms. J Vasc Surg. 2012;55(6):1549-53. http://dx.doi.
org/10.1016/j.jvs.2011.11.131. PMid:22503177.

27. Dowswell G, Ismail T, Greenfield S, Clifford S, Hancock B, Wilson S. 
Men’s experience of erectile dysfunction after treatment for colorectal 
cancer: qualitative interview study. BMJ. 2011;343(oct18 1):d5824. 
http://dx.doi.org/10.1136/bmj.d5824. PMid:22010127.

28. Park KM, Yang SS, Kim YW, et al. Clinical outcomes after internal 
iliac artery embolization prior to endovascular aortic aneurysm 
repair. Surg Today. 2014;44(3):472-7. http://dx.doi.org/10.1007/
s00595-013-0572-y. PMid:23549932.

29. McMahon CG, Abdo C, Incrocci L, et al. Disorders of orgasm and 
ejaculation in men. J Sex Med. 2004;1(1):58-65. http://dx.doi.
org/10.1111/j.1743-6109.2004.10109.x. PMid:16422984.

Correspondence  
Bruno Pagnin Schmid  

Rua Dr. José Romeiro Pereira, 57 - Alto de Pinheiros  
CEP 05446-060 - São Paulo (SP), Brasil  

Tel.: +55 (19) 3521-7175 / +55 (11) 94988-7000  
E-mail: brunopschmid@gmail.com

Author information  
BPS - Vascular and endovascular surgeon, Universidade Estadual de 
Campinas (UNICAMP); Interventional radiologist, Hospital Israelita 

Albert Einstein (HIAE).  
MVM - MD, Universidade Estadual de Campinas (UNICAMP).  

RGB - Urologist, Universidade Estadual de Campinas (UNICAMP).  
FHM - Vascular and endovascular surgeon; Associate professor and 

assistant physician, Department of Surgery, Division of Vascular 
Surgery; PhD in Surgery, Universidade Estadual de Campinas 

(UNICAMP).

Author contributions  
Conception and design: BPS, MVM, FHM  

Analysis and interpretation: BPS, FHM  
Data collection: BPS, MVM  

Writing the article: BPS, RGB  
Critical revision of the article: BPS, FHM  

Final approval of the article*: FHM  
Statistical analysis: BPS, FHM  
Overall responsibility: FHM  

*All authors have read and approved of the final version of the article 
submitted to J Vasc Bras.

https://doi.org/10.1177/1708538115577290
https://doi.org/10.1177/1708538115577290
https://pubmed.ncbi.nlm.nih.gov/25761855
https://doi.org/10.5935/1678-9741.20160037
https://pubmed.ncbi.nlm.nih.gov/27556312
https://pubmed.ncbi.nlm.nih.gov/27556312
https://doi.org/10.1016/j.jvs.2017.02.044
https://doi.org/10.1016/j.jvs.2017.02.044
https://pubmed.ncbi.nlm.nih.gov/28502552
https://doi.org/10.1016/j.ejvs.2017.01.009
https://pubmed.ncbi.nlm.nih.gov/28242154
https://doi.org/10.1016/j.ejvs.2017.11.028
https://doi.org/10.1016/j.ejvs.2017.11.028
https://pubmed.ncbi.nlm.nih.gov/29292207
https://doi.org/10.3400/avd.ra.19-00038
https://doi.org/10.3400/avd.ra.19-00038
https://pubmed.ncbi.nlm.nih.gov/31275467
https://doi.org/10.1016/j.avsg.2020.02.021
https://pubmed.ncbi.nlm.nih.gov/32247063
https://pubmed.ncbi.nlm.nih.gov/32247063
https://doi.org/10.1016/j.purol.2019.12.003
https://doi.org/10.1016/j.purol.2019.12.003
https://pubmed.ncbi.nlm.nih.gov/31959570
https://doi.org/10.1016/j.jvs.2011.11.131
https://doi.org/10.1016/j.jvs.2011.11.131
https://pubmed.ncbi.nlm.nih.gov/22503177
https://doi.org/10.1136/bmj.d5824
https://pubmed.ncbi.nlm.nih.gov/22010127
https://doi.org/10.1007/s00595-013-0572-y
https://doi.org/10.1007/s00595-013-0572-y
https://pubmed.ncbi.nlm.nih.gov/23549932
https://doi.org/10.1111/j.1743-6109.2004.10109.x
https://doi.org/10.1111/j.1743-6109.2004.10109.x
https://pubmed.ncbi.nlm.nih.gov/16422984

