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Abstract

Aim: It was aimed to investigate the difference between erectile function, orgasmic func-
tion, sexual desire, sexual satisfaction and general satisfaction, and depression, anxiety
and stress before and after bariatric surgery in men with and without diabetes mellitus
(DM).
Materials and Methods: A total of 80 male patients, 40 individuals who underwent
bariatric surgery and were diagnosed with type 2 diabetes and 40 individuals who did not,
were included in the study. Patients were evaluated with the International Erectile Func-
tion Form and Depression Anxiety Stress Scale before and 6 months after the operation.
The difference between stress, anxiety, depression and sexual function values of diabetic
and non-diabetic groups undergoing bariatric surgery was analyzed before and after the
operation.
Results: In the non-diabetic group, there was a difference between pre- and post-bariatric
surgery in depression and erectile function, orgasmic function, sexual desire, sexual sat-
isfaction and general satisfaction scores (p = 0.000), apart from stress (p = 0.720) and
anxiety (p = 0.675). In the diabetic group, a difference was found in all subscale scores
except sexual desire (p = 0.160). When the groups are compared after surgery; while
stress and anxiety scores decreased more in the diabetic group; erectile function, orgasmic
function, sexual desire, sexual satisfaction and general satisfaction scores increased more
in the nondiabetic group.
Conclusion: The presence of DM in men undergoing bariatric surgery may limit the
improvement in sexual functions after surgery; however, diabetic individuals may benefit
more from surgery in terms of depression, stress and anxiety.

Copyright © 2024 The author(s) - Available online at www.annalsmedres.org. This is an Open Access article distributed
under the terms of Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International License.

Introduction
Obesity is a serious health problem that has become in-
creasingly common all over the world in recent years
[1].Obesity is considered by the World Health Organiza-
tion as excessive fat accumulation in the body to the ex-
tent that it impairs health and is defined as a body mass
index (BMI) equal to or greater than 30 kg/m². World-
wide over the age of 18, 13% of adults are obese [2]. Obe-
sity is also associated with diabetes mellitus (DM), hyper-
tension and metabolic syndrome and is known to nega-
tively affect sexual functions [3]. The prevalence of erec-
tile dysfunction (ED) is much higher in obese people than
in those with a normal body mass index [4]. In obesity,
widespread inflammation occurs due to increased fat tissue
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in the body and penile blood flow is impaired. However,
increased aromatase activity also reduces testosterone lev-
els. These changes may lead to ED in obese people [5]. DM
causes vascular and neurological damage in men, causing
ED three times more frequently than in the normal pop-
ulation [6]. The coexistence of DM and obesity further
increases the risk of ED [7]. Bariatric surgery is a treat-
ment method with proven effectiveness in the treatment
of obesity, and it has been shown that it can also improve
disease symptoms such as diabetes and hypertension that
accompany weight loss [8]. It has been reported that it also
provides a significant improvement in sexual functions [9].

When evaluating obesity; hypertension, diabetes and lipid
metabolism disorders are given more attention, depression
and psychological problems are often ignored [10]. Obesity
increases the risk of depression, and depression increases
the likelihood of developing obesity [11]. Obesity causes
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severe stress and anxiety along with depression [12]. A sig-
nificant portion of patients applying for bariatric surgery
have symptoms of depression and anxiety [13, 14]. Studies
evaluating depression and anxiety symptoms after surgery
show a significant improvement in symptoms in the early
period (1-2 years) [15, 16]. It has been found that in the
late period (4-5 years), this recovery slows down and even
anxiety and depression symptoms may worsen [17, 18].
The effects of bariatric surgery on sexual functions and de-
pression, anxiety, and stress have been partially discussed
in the literature. However, to the best of our knowledge,
the effect of bariatric surgery on depression, anxiety, stress
and sexual functions in obese patients with type 2 diabetes
mellitus (DM) has not been studied. DM may affect the
recovery of sexual and cognitive functions in obese men af-
ter bariatric surgery. Therefore in our study; it was aimed
to investigate the difference between erectile function, or-
gasmic function, sexual desire, sexual satisfaction and gen-
eral satisfaction, and depression, anxiety and stress before
and after bariatric surgery in men with and without DM
who underwent laparoscopic sleeve gastrectomy (LSG) as
a bariatric surgery technique.

Materials and Methods
Eighty male patients who underwent LSG at Memorial
Ankara Hospital General Surgery Clinic in 2023 were in-
cluded in this study. Half of the patients (40 patients)
were diagnosed with type 2 DM. The patients’ age, mari-
tal status, presence of DM, and BMI were recorded. Before
reaching the study group of the research, a power analysis
was performed and the minimum sample size was calcu-
lated as 26 for each group, a total of 52 people. Exclu-
sion criteria from the study; (i) the patient does not want
to participate in the study, (ii) the patient has a previ-
ous history of sexual dysfunction, (iii) the patient has a
known psychiatric history, (iiii) the patient has a history
of chronic disease other than DM, (iiiiii) the patient has a
previous history of surgical or non-surgical having received
weight loss treatment, (iiiiii) being an active smoker.
International Index of Erectile Function (IIEF); Accord-
ing to the European Association of Urology Guidelines,
it is a form applied to men to evaluate sexual dysfunc-
tion. The IIEF has been shown to be a cross-culturally
and psychometrically valid measure of male erectile dys-
function and a valid diagnostic tool in discriminating men
with and without ED [19]. With this form, patients are
asked 15 questions determining erectile function, orgasmic
function, sexual desire, sexual intercourse satisfaction and
general satisfaction, and these 5 different sexual function
areas are scored according to the answers received (19).
The validity and reliability of this form in Turkish was de-
termined by various researchers and it was found to show
adequate psychometric properties [20 - 22].
Depression-Anxiety-Stress Scale (DASS); this scale, devel-
oped by Lovibond and Lovibond (1995), has 3 subscales:
depression, anxiety and stress [23]. This form consists of a
total of 21 questions and is a 4-point Likert type scale.
The DASS-Depression focuses on reports of low mood,
motivation and self-esteem, DASS-anxiety on physiologi-
cal arousal, perceived panic, and fear, and DASS-stress on
tension and irritability. The clinimetric properties of the

questionnaire have been examined in general and clinical
populations Including chronic pain, post myocardial in-
farction, psychiatric inpatients and out-patients [24]. The
Turkish validity and reliability of this form was determined
by Akın and Çetin. Factor loadings were found to be be-
tween 0.39 and 0.88, the internal consistency reliability
coefficient was found to be 0.89 for the entire scale, and
it was understood that it showed adequate psychometric
properties [25].
LSG was applied to the patients as a bariatric surgery
technique. The operations were performed by one and
the same surgeon at Memorial Ankara Hospital General
Surgery Clinic. LSG; It is an extremely effective primary
bariatric surgery method that is popular among patients
and more frequently preferred by general surgeons [26].
Patients who meet the criteria; IIEF and DASO were filled
in before and 6 months after the operation. Changes in
sexual functions, depression, anxiety, and stress symptoms
before and after surgery were compared between diabetic
men who underwent bariatric surgery and non-diabetic
men.
Ethics committee approval for the research was given by
Omer Halisdemir University Non-Interventional Clinical
Research Ethics Committee (decision no: 20.23.61). Each
participant was given information about the research at
the beginning of the application, had them sign an in-
formed consent form, and then was included in the study.

Power analysis
Power analysis was conducted through the Gpower (ver-
sion 3.1.9.7) package program (for power analysis, α = .05;
effect size = .80; 1-β = .80; two-way hypothesis; n1/n2
= 1).

Statistical analysis
SPSS version 25 (IBM SPSS, Turkey) package program
was used in data analysis. In data analysis, first descrip-
tive statistical measures (frequency and percentages) were
used. It was determined that there were no missing values
during the data collection process. Kolmogorov–Smirnov
test was used for distribution. To determine the difference
between groups, dependent samples t-test was performed.
Since the age variable had a statistically significant differ-
ence between the groups within the scope of the research,
Ancova analysis was performed by taking the age variable
as the control variable in comparing both groups. An al-
pha level of 0.05 was considered for statistical significance.

Results
Descriptive statistics of the sociodemographic information
of the patients are given in Table 1. The average age of the
patients was 34.55 (±8.09) in the group without DM and
43.05 (±6.98) in the group with DM. In terms of marital
status, in the group without DM, the rate of those who
are single and not in a regular relationship is 57.5%, the
rate of those who are single and in a regular relationship
is 27.5%, the rate of those who are married is 15%; In
the DM group, the rate of those who were single and not
in a regular relationship was 35%, the rate of those who
were single and in a regular relationship was 37.5%, and
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Table 1. Sociodemographic data of the patients.

Categorical variables

Variables Variable levels
Patients with DM Patients without DM

χ2 (diff)
f % f %

Marital status

Single, occasional relationship (no partner) 14 35.0 23 57.5

4.28Single, in a stable relationship (has a partner) 15 37.5 11 27.5

Married 11 27.5 6 15.0

Total 40 100 40 100

Continuous Variables

M SD M SD t-values (diff)

Age (years) 43.05 6.98 34.55 8.09 5.03*

BMI (pre-surgery) 48.38 2.99 41.68 2.10 11.58*

BMI (6th month after surgery) 35.45 2.57 31.58 1.68 7.98*

*p<.05.

Table 2. Comparison of preoperative and postoperative sexual functions and depression, anxiety and stress scores of
patients without DM.

Variables Test X SD sd p η2

DASS-Stress
Before surgery 3.20 2.79

39 .720 –
After surgery 3.25 2.80

DASS-Anxiety
Before surgery 3.23 2.48

39 .675 –
After surgery 3.28 2.57

DASS-Depression
Before surgery 7.30 3.75

39 .000 .83***
After surgery 2.98 2.47

IIEF-Erectyl Function
Before surgery 19.85 5.86

39 .000 .35***
After surgery 22.55 4.21

IIEF-Orgasmic Function
Before surgery 6.75 1.60

39 .000 .44***
After surgery 7.80 1.38

IIEF-Desire
Before surgery 6.63 1.66

39 .000 .49***
After surgery 7.75 1.55

IIEF- Sexual Satisfaction
Before surgery 10.00 3.06

39 .000 .34***
After surgery 11.45 2.14

IIEF- General Satisfaction
Before surgery 6.65 1.78

39 .000 .51***
After surgery 7.95 1.55

Note: DASS= The Depression, Anxiety and Stress Scale; IIEF= International Index of Erectile FunctionQuestionnaire η2* = small effect; η2**
= moderate effect; η2*** = large effect.

the rate of those who were married was 27.5%. Consid-
ering BMI values, in the group without DM, it was 41.68
(±2.10) before surgery and 31.58 (±1.68) after surgery; In
the DM group, it was 48.38 (±2.99) before surgery and
35.45 (±2.57) after surgery. There were no complications
other than one wound infection in both groups.

Stress, anxiety, depression, erectile function, orgasmic
function, sexual desire, sexual satisfaction and general sat-
isfaction values of the groups with and without DM were
compared before and at the 6th month after surgery.

When Table 2 is examined, it is seen that there is no sta-
tistically significant difference in the stress and anxiety
levels of patients without DM before and after surgery
(p>0.05). It was found that the depression scores (X=

2.98) were lower than the preoperative depression scores
(X= 7.30) and this difference was significant. When the
effect size was examined, it was determined that the sig-
nificant difference had a large effect. Similarly, a statis-
tically significant difference was detected in the pre- and
postoperative erectile function, orgasmic function, sexual
desire, sexual satisfaction and general satisfaction levels of
patients without DM, with a large impact.

When Table 3 was examined, it was determined that the
stress, anxiety and depression levels of patients with DM
before and 6 months after surgery were statistically sig-
nificant, and the postoperative depression, stress and anx-
iety levels decreased and the statistical difference had a
large effect. While erectile function, orgasmic function,
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Table 3. Comparison of preoperative and postoperative sexual functions and depression, anxiety and stress scores of
patients with DM.

Variables Test X SD sd p η2

DASS-Stress
Before surgery 5.20 3.20

39 .000 .34***
After surgery 3.53 2.64

DASS-Anxiety
Before surgery 5.68 3.40

39 .000 .49***
After surgery 3.03 2.43

DASS-Depression
Before surgery 6.63 2.95

39 .000 .81***
After surgery 1.85 1.61

IIEF-Erectyl Function
Before surgery 16.45 4.03

39 .000 .32***
After surgery 17.38 4.10

IIEF-Orgasmic Function
Before surgery 5.68 1.40

39 .005 .19***
After surgery 6.03 1.39

IIEF-Desire
Before surgery 5.78 1.25

39 .160 –
After surgery 5.93 1.40

IIEF- Sexual Satisfaction
Before surgery 8.45 1.89

39 .001 .24***
After surgery 8.90 1.86

IIEF- General Satisfaction
Before surgery 5.70 1.11

39 .003 .21***
After surgery 6.08 1.19

Note: DASS= The Depression, Anxiety and Stress Scale; IIEF= International Index of Erectile FunctionQuestionnaire η2* = small effect; η2**
= moderate effect; η2*** = large effect.

sexual satisfaction and general satisfaction levels of pa-
tients with DM were found to differ statistically before
and after surgery (p<0.05), it was observed that the level
of sexual desire after surgery did not have a statistically
significant difference compared to the pre-operative one
(p>0.05).
The postoperative measurements of patients without DM
and patients with DM were subtracted from the preoper-
ative measurements and the average of the differences was
found. When Table 4 is examined, it is seen that the differ-
ences in depression levels between these two groups before
and after surgery are not statistically significant (p>0.05).
This result shows that the changes in depression levels of
individuals in both groups are close or similar, and it has
been determined that postoperative depression levels de-
creased in both groups.
It was determined that the stress levels of both patient
groups before and after surgery had a statistically signif-
icant difference. It was determined that while the stress
level of the patient group without DM (X= 0.05) increased
slightly, the stress level of the patient group with DM (X=
-1.68) decreased and this difference between the two groups
was significant and had a large effect size.
It was determined that the anxiety levels of both patient
groups before and after surgery had a statistically signifi-
cant difference. It was determined that while the anxiety
level of the patient group without DM increased slightly
(X=0.05), the anxiety level of the group with DM (X= -
2.65) decreased and this difference between the two groups
was significant and had a large effect size.
It was determined that the erectile function levels of both
patient groups before and after surgery had a statistically
significant difference. While the erectile function level of

the group without DM increased (X= 2.70), the erec-
tile function level of the group with DM (X== 0.93) de-
creased. It was determined that it increased less, but this
difference between both groups was significant and had a
moderate effect.
It was determined that there was a statistically signifi-
cant difference in the orgasmic function levels of both pa-
tient groups before and after surgery. It was determined
that while the orgasmic function level of the patient group
without DM increased (X= 1.05), the orgasmic function
level of the DM group (X= 0.35) increased less, but this
difference between both groups was significant and had a
moderate effect.
It was determined that there was a statistically significant
difference in the sexual desire levels of both patient groups
before and after surgery. It was determined that while
the sexual desire level of the patient group without DM
increased (X= 1.13), the sexual desire level of the DM
group (X= 0.15) increased less, but this difference between
the two groups was significant and had a large effect.
It has been shown that there is a statistically significant
difference in the sexual satisfaction levels of both patient
groups before and after surgery. It was determined that
while the sexual satisfaction level of the group without
DM increased (X= 1.45), the sexual satisfaction level of
the group with DM (X= 0.45) increased less, but this dif-
ference between the two groups was significant and had
a moderate effect. It was determined that the general
satisfaction levels of both patient groups before and after
surgery had a statistically significant difference.
It was determined that while the general satisfaction level
of the group without DM increased (X=1.30), the gen-
eral satisfaction level of the group with DM (X= 0.38)
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Table 4. Comparison of pre- and postoperative score differences in sexual functions and depression, anxiety and stress
scores of patients without and with DM by ANCOVA.

Variables Group N DiffX SD p η2

DASS-Stress
Patients without DM 40 0.05 0.88

.000 .22***
Patients with DM 40 -1.68 2.37

DASS-Anxiety
Patients without DM 40 0.05 0.75

.000 .32***
Patients with DM 40 -2.65 2.74

DASS-Depression
Patients without DM 40 -4.33 2.23

.381 –
Patients with DM 40 -4.78 2.34

IIEF-Erectyl Function
Patients without DM 40 2.70 3.72

.006 10**
Patients with DM 40 0.93 1.47

IIEF-Orgasmic Function
Patients without DM 40 1.05 1.26

.003 .13***
Patients with DM 40 0.35 0.74

IIEF-Desire
Patients without DM 40 1.13 1.16

.000 .24***
Patients with DM 40 0.15 0.66

IIEF- Sexual Satisfaction
Patients without DM 40 1.45 2.04

.005 .10***
Patients with DM 40 0.45 0.81

IIEF- General Satisfaction
Patients without DM 40 1.30 1.29

.000 .17***
Patients with DM 40 0.38 0.74

Note: DASS= The Depression, Anxiety and Stress Scale; IIEF= International Index of Erectile FunctionQuestionnaire η2* = small effect; η2**
= moderate effect; η2*** = large effect.

increased less, but this difference between the two groups
was significant and had a large impact.

Discussion
It is known that bariatric surgery has positive effects on de-
pression and quality of life and improves sexual functions
[27]. As far as we know, there are not enough studies in
the literature on how DM can change these effects. In our
study; while there was a statistically significant difference
in erectile function, orgasmic function, sexual desire, sex-
ual satisfaction, general satisfaction and depression symp-
toms after bariatric surgery in the patient group without
DM, no difference was detected in stress and anxiety. In
the DM patient group, after bariatric surgery, a difference
was detected in all independent variables before and at
6 months after surgery. When the groups are compared;
the improvement in sexual functions is more evident in the
patient group without DM, and the improvement in stress
and anxiety symptoms is more evident in the patient group
with DM.
The risk of ED in obese men is approximately 3 times
higher than in men with normal BMI [28]. There are mul-
tifactorial links between obesity and sexual dysfunction.
It has been reported that insulin resistance, widespread
inflammatory processes and T cell activity are effective in
the process [29]. Improvement in sexual functions with
bariatric surgery has been reported in many studies [9,
30, 31]. The most important factor in this improvement
is thought to be weight loss [32]. However, there are also
studies that did not find significant improvements in sex-
ual functions in the postoperative period [33, 34]. In fact,
deterioration in erectile function has also been reported
after surgery [35]. Our study, in line with the general
literature, shows that there is an improvement in sexual

functions in men after bariatric surgery. In addition to
the literature, it has been found that this improvement
is more pronounced in men without a diagnosis of DM.
Obesity accompanied by DM accelerates pathological pro-
cesses such as oxidative stress, inflammatory activity, and
microvascular damage; it can be explained as exacerbat-
ing the deterioration in penile blood flow and limiting the
recovery in sexual functions after surgery. However, the
effect of bariatric surgery on long-term glycemic control
and microvascular complications is not sufficient [36]. This
may limit its contribution to sexual functions in diabet-
ics. Obesity creates a psychopathological burden and neg-
atively affects the quality of life [37], and its relationship
with depression is also known [38]. A meta-analysis also
reported that anxiety and depressive symptoms are more
common in obese people [39]. Bariatric patients seeking
surgery have a higher prevalence of psychological distress
compared to other obese patients who do not seek surgery
[40]. Consistent with our study findings, there are studies
in the literature showing improvements in general men-
tal health and quality of life with bariatric surgery [41].
The most important factors affecting the improvement in
mental health of patients after surgery are; the type of
obesity surgery was determined as weight loss, comorbidi-
ties and social support, and it was observed that this im-
provement was supported by the physical, psychological
and social recovery that occurred with weight loss [42].
Recent studies also report that bariatric surgery relieves
symptoms of depression and anxiety [43]. However, there
are not enough studies on the effect of the presence of
DM on the improvement in mental health after surgery
in obese men. The coexistence of obesity and type 2 DM
increases the frequency of depression and anxiety [44]. In
another study, the deterioration of psychological health in
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the obese population has also been attributed to the de-
velopment of obesity-related comorbidities such as type 2
diabetes mellitus [45]. In our study, consistent with the
literature, depressive symptoms decreased after bariatric
surgery. However, in addition to the existing literature,
a decrease in stress and anxiety symptoms was observed
in the patient group with DM, while no significant change
was detected in the patient group without DM. It has been
observed that men with DM have more severe stress and
anxiety symptoms before surgery. The decrease in stress
and anxiety symptoms in men with DM compared to the
patient group without DM can be explained by the fact
that the coexistence of obesity and DM has increased the
psychopathological burden on the patients, and by the im-
provement of obesity and the alleviation of DM symptoms
after bariatric surgery. There are limitations in our study.
It is a single-center survey study. The sample size was rela-
tively small and consisted only of men. This might leads to
insufficiency of study detect meaningful differences in sex-
ual function and mental health outcomes. Variables other
than age, marital status and BMI, and hormones affecting
sexual functions were not studied. Diagnosis, treatment
processes and clinical conditions of diabetic patients have
not been studied. The follow-up period is relatively short,
limited to 6 months. There is no control group consist-
ing of obese individuals who have not undergone bariatric
surgery. Despite this, we think that the presence of DM in
patients contributes to the literature by examining its ef-
fects on sexual function and depression, anxiety and stress
after bariatric surgery.

Conclusion
Our study showed that; the presence of DM in men who
have bariatric surgery may limit the improvement in sexual
functions after surgery. However, diabetic individuals may
benefit more from surgery in terms of depression, stress
and anxiety. In order to better determine whether diabetes
is predictive of bariatric surgery outcomes; there is a need
for randomized controlled, prospective, multicenter studies
with high participation, in which the clinical conditions of
diabetic patients are evaluated in detail.

Ethical approval
Ethics committee approval for the research was given by
Omer Halisdemir University Non-Interventional Clinical
Research Ethics Committee (decision no: 20.23.61).

Author contributions
Idea and Concept: E.Y.; Design: E.Y., E.E.; Data Col-
lection: E.Y..; Analysis and Comment: E.Y.; Literature
Review: E.Y., E.E.; Article Writing: E.Y., E.E.; Critical
Review: E.Y., E.E.

References
1. Collaboration NRF. Trends in adult body-mass index in 200

countries from 1975 to 2014: a pooled analysis of 1698
population-based measurement studies with 19.2 million partic-
ipants. The lancet. 2016;387(10026):1377-96.

2. Organization WH. Obesity and overweight. Fact sheet N 311.
http://www who int/mediacentre/factsheets/fs311/en/. 2012.

3. Małczak P, Wysocki M, Pisarska-Adamczyk M, Strojek J, Rodak
H, Lastovetskyi I, et al. Influence of Bariatric Surgery on Erectile
Dysfunction—a Systematic Review and Meta-Analysis. Obesity
Surgery. 2023:1-7.

4. Cheng JYW, Ng EM. Body mass index, physical activity and
erectile dysfunction: an U-shaped relationship from population-
based study. International journal of obesity. 2007;31(10):1571-8.

5. Traish AM, Feeley RJ, Guay A. Mechanisms of obesity and re-
lated pathologies: androgen deficiency and endothelial dysfunc-
tion may be the link between obesity and erectile dysfunction.
The FEBS journal. 2009;276(20):5755-67.

6. Sharif, F., Asghari, M., Jaberi, Y., Salehi, O., & Mirzamoham-
madi, F. (2012). Independent Predictors of Erectile Dysfunction
in Type 2 Diabetes Mellitus: Is It True What They Say about
Risk Factors? ISRN Endocrinology, 2012, Article ID: 502353.

7. Bal, K., Öder, M., Şahin, A. S., Karataş, C. T., Demir, Ö., Can,
E., ... & Esen, A. A. (2007). Prevalence of metabolic syndrome
and its association with erectile dysfunction among urologic pa-
tients: metabolic backgrounds of erectile dysfunction. Urology,
69(2), 356-360.

8. Arterburn DE, Telem DA, Kushner RF, Courcoulas AP. Ben-
efits and risks of bariatric surgery in adults: a review. Jama.
2020;324(9):879-87.

9. Sarhan MD, Khattab M, Sarhan MD, Maurice KK, Hassan H.
Impact of bariatric surgery on male sexual health: a prospective
study. Obesity Surgery. 2021;31(9):4064-9.

10. Durmuşçelebi, E., & Akman, M. (2021). Obezite ile depresyon
ve benlik saygısı durumunun ilişkisinin değerlendirilmesi. OPUS
International Journal of Society Researches, 17(34), 903-919.

11. Askari, J., Hassanbeigi, A., Khosravi, H. M., Malek, M., Has-
sanbeigi, D., Pourmovahed, Z., & Alagheband, M. (2013). The
relationship between obesity and depression. Procedia-social and
behavioral sciences, 84, 796-800.

12. Ardic, A. (2020). The relationship between depression, anxiety
and stress levels of overweight and obese adolescents: the sample
of İstanbul. TJFMPC, 14, 384-390.

13. Wadden TA, Sarwer DB, Fabricatore AN, Jones L, Stack R,
Williams NS. Psychosocial and behavioral status of patients
undergoing bariatric surgery: what to expect before and after
surgery. Medical Clinics of North America. 2007;91(3):451-69.

14. Rutledge T, Adler S, Friedman R. A prospective assessment
of psychosocial factors among bariatric versus non-bariatric
surgery candidates. Obesity surgery. 2011;21:1570-9.

15. Thonney B, Pataky Z, Badel S, Bobbioni-Harsch E, Golay A.
The relationship between weight loss and psychosocial function-
ing among bariatric surgery patients. The American journal of
surgery. 2010;199(2):183-8.

16. Burgmer R, Petersen I, Burgmer M, de Zwaan M, Wolf AM,
Herpertz S. Psychological outcome two years after restrictive
bariatric surgery. Obesity surgery. 2007;17:785-91.

17. Strain GW, Saif T, Gagner M, Rossidis M, Dakin G, Pomp A.
Cross-sectional review of effects of laparoscopic sleeve gastrec-
tomy at 1, 3, and 5 years. Surgery for Obesity and Related Dis-
eases. 2011;7(6):714-9.

18. Burgmer R, Legenbauer T, Müller A, de Zwaan M, Fischer
C, Herpertz S. Psychological outcome 4 years after restrictive
bariatric surgery. Obesity surgery. 2014;24:1670-8.

19. 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.

20. Akkus E, Kadioglu A, Esen A, Doran S, Ergen A, Anafarta K, et
al. Prevalence and correlates of erectile dysfunction in Turkey: a
population-based study. European urology. 2002;41(3):298-304.

21. Serefoglu EC, Atmaca AF, Dogan B, Altinova S, Akbulut Z, Bal-
bay MD. Problems in understanding the Turkish translation of
the international index of erectile function. Journal of andrology.
2008;29(4):369-73.

22. Bayraktar Z, Atun AI. Despite some comprehension prob-
lems the International Index of Erectile Function is a reliable
questionnaire in erectile dysfunction. Urologia internationalis.
2012;88(2):170-6.

23. Lovibond SH. Manual for the depression anxiety stress scales.
Sydney psychology foundation. 1995.

24. Parkitny, L., & McAuley, J. (2010). The depression anxiety
stress scale (DASS). J Physiother, 56(3), 204.

25. Akın A, Çetin B. Depresyon anksiyete stres ölçeği (DASÖ):
Geçerlik ve güvenirlik çalışması. 2007.

26. Brethauer SA. Sleeve gastrectomy. Surgical Clinics.
2011;91(6):1265-79.

321



Yakut E. et al. Original Article 2024;31(4):316–322

27. Aras B, Uruç F, Akan S, Şahin A, Yıldırım Ç, Yuksel OH, et
al. Obezite cerrahisinin erkeklerde cinsel yaşam, depresyon ve
yaşam kalitesi üzerine olan etkileri. ÜROLOJİ. 2017:38.

28. Chitaley K, Kupelian V, Subak L, Wessells H. Diabetes, obesity
and erectile dysfunction: field overview and research priorities.
The Journal of urology. 2009;182(6):S45-S50.

29. Esposito K, Giugliano D. Obesity, the metabolic syndrome, and
sexual dysfunction. International journal of impotence research.
2005;17(5):391-8.

30. Gokalp F, Koras O, Ugur M, Yildirak E, Sigva H, Porgali SB,
et al. Bariatric surgery has positive effects on patients’ and
their partners’ sexual function: a prospective study. Andrology.
2021;9(4):1119-25.

31. Arolfo S, Scozzari G, Di Benedetto G, Vergine V, Morino M.
Surgically induced weight loss effects on sexual quality of life
of obese men: a prospective evaluation. Surgical Endoscopy.
2020;34:5558-65.

32. Mora M, Aranda GB, de Hollanda A, Flores L, Puig-Domingo
M, Vidal J. Weight loss is a major contributor to improved
sexual function after bariatric surgery. Surgical endoscopy.
2013;27:3197-204.

33. Fahmy A, Abdeldaiem H, Abdelsattar M, Aboyoussif T, Assem
A, Zahran A, et al. Impact of bariatric surgery on sexual dys-
function in obese men. Sexual medicine. 2021;9(2):100322-.

34. Machado FP, Rhoden EL, Pioner SR, Halmenschlager G, de
Souza LVB, Lisot BC, et al. Weight loss through bariatric
surgery in men presents beneficial effects on sexual function,
symptoms of testosterone deficiency, and hormonal profile. Sex-
ual medicine. 2021;9(4):100400-.

35. Ranasinghe WK, Wright T, Attia J, McElduff P, Doyle T,
Bartholomew M, et al. Effects of bariatric surgery on urinary
and sexual function. BJU international. 2011;107(1):88-94.

36. Vilarrasa, N., Rubio, M. A., Miñambres, I., Flores, L., Caixàs,
A., Ciudin, A., ... & Lecube, A. (2017). Long-term outcomes
in patients with morbid obesity and type 1 diabetes undergoing
bariatric surgery. Obesity surgery, 27, 856-863.

37. Collaboration PS. Body-mass index and cause-specific mortal-
ity in 900 000 adults: collaborative analyses of 57 prospective
studies. The Lancet. 2009;373(9669):1083-96.

38. Istvan J, Zavela K, Weidner G. Body weight and psychologi-
cal distress in NHANES I. International Journal of Obesity and
Related Metabolic Disorders: Journal of the International Asso-
ciation for the Study of Obesity. 1992;16(12):999-1003.

39. Amiri S, Behnezhad S. Obesity and anxiety symptoms: a sys-
tematic review and meta-analysis. Neuropsychiatrie: Klinik, Di-
agnostik, Therapie und Rehabilitation: Organ der Gesellschaft
Osterreichischer Nervenarzte und Psychiater. 2019;33(2):72-89.

40. Abilés, V., Rodríguez-Ruiz, S., Abilés, J., Mellado, C., García,
A., Pérez de la Cruz, A., & Fernández-Santaella, M. C. (2010).
Psychological characteristics of morbidly obese candidates for
bariatric surgery. Obesity surgery, 20, 161-167.

41. Sarwer DB, Wadden TA, Moore RH, Eisenberg MH, Raper SE,
Williams NN. Changes in quality of life and body image after
gastric bypass surgery. Surgery for obesity and related diseases.
2010;6(6):608-14.

42. Wimmelmann CL, Dela F, Mortensen EL. Psychological pre-
dictors of mental health and health-related quality of life after
bariatric surgery: a review of the recent research. Obesity Re-
search & Clinical Practice. 2014;8(4):e314-e24.

43. Fu R, Zhang Y, Yu K, Mao D, Su H. Bariatric surgery alleviates
depression in obese patients: A systematic review and meta-
analysis. Obesity research & clinical practice. 2022;16(1):10-6.

44. Svenningsson, I., Björkelund, C., Marklund, B., & Gedda, B.
(2012). Anxiety and depression in obese and normal-weight in-
dividuals with diabetes type 2: A gender perspective. Scandina-
vian journal of caring sciences, 26(2), 349-354.

45. Anderson, R. J., Freedland, K. E., Clouse, R. E., & Lustman, P.
J. (2001). The prevalence of comorbid depression in adults with
diabetes: a meta-analysis. Diabetes care, 24(6), 1069-1078.

322


