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Abstract
Background: Erectile dysfunction (ED) is associated with 
cardiovascular events, and a significant proportion of men 
with coronary artery disease (CAD) exhibit early signs of ED. 
Moreover, both of these disorders shared common risk factors in 
previous studies. This study was conducted to determine which 
risk factors and conditions in CAD patients might contribute to 
the occurrence of ED.
Methods: This analytical cross-sectional study was conducted 
in the North of Iran from October 2016 to September 2017. 
316 patients with coronary artery disease were enrolled. 
Demographic information were collected using a checklist, 
and the International Index of Erectile Function (IIEF-15) 
questionnaire  was used to determine the participant’s ED 
status. Univariate and multivariate logistic regression were used 
to investigate associated factors.
Results: The mean age of the participants was 56.51±9.88 years. 
About 55.1% of the patients had ED. Moreover, the severity of 
CAD was independently associated with an increased risk of 
ED (OR=4.11, 95%CI=1.69-9.97), with patients having more 
than one involved coronary artery and greater coronary artery 
stenosis had a higher risk of developing ED occurrence (OR=3.74, 
95%CI=1.72-8.09). Besides, age (OR=1.23, 95%CI=1.18-1.29) 
and BMI (OR=1.26, 95%CI=1.13-1.41) were independent 
predictors of ED occurrence in CAD patients. 
Conclusion: Higher CAD severity, older age, and higher BMI 
were all independent predictors of ED occurrence in CAD 
patients. While, diabetes mellitus, dyslipidemia, and smoking 
were not independent risk factors, they could contribute to the 
development of ED when combined with other risk factors.
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What’s Known

•	 A significant proportion of men with 
coronary artery disease exhibit early signs 
of erectile dysfunction.
•	 Both erectile dysfunction and 
coronary artery disease come from 
endothelial dysfunction.

What’s New

•	 Patients with greater coronary artery 
stenosis have a higher risk of developing 
erectile dysfunction.
•	 Diabetes mellitus, dyslipidemia, and 
smoking might not be independent risk 
factors for erectile dysfunction in patients 
with coronary artery disease. However, 
they could increase the risk of developing 
erectile dysfunction when combined with 
other risk factors.
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Introduction

Coronary artery disease (CAD) is a prevalent disorder that 
occurs due to aortic coronary artery stenosis.1 This disease is 
one of the leading causes of mortality and disability worldwide,1 
accounting for about 20% of deaths in developed countries.2 
The most prevalent risk factors for developing CAD included 
older age, high body mass index (BMI), smoking, dyslipidemia, 
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hypertension, and diabetes mellitus.3-5 The 
pathophysiology of CAD involves the formation 
of atherosclerotic plaque within the lumen of 
the blood vessels, resulting in compromised 
blood flow and inadequate oxygen supply to the 
myocardial tissue and other body organs.6

Erectile dysfunction (ED) is a prevalent 
disorder in men that interferes with men’s 
normal sexual function. It is defined as an 
inadequate penile erection for acceptable 
sexual intercourse.7 ED might result from 
several underlying pathogenic factors, including 
psychological, vascular, neurologic, urinary 
tract disorder, and behavioral issues.8 However, 
vascular endothelial impairment is the primary 
cause, and vasculogenic ED caused by arterial 
or inflow impairment is the most common cause 
of ED.9

ED and CAD are interrelated because they 
both occur due to endothelial dysfunction.10 
Endothelium, as an inner vessel lining, plays 
an important function in managing blood flow 
and preventing the formation of plaques and 
its impairment can lead to the incidence of 
both disorders.11 Furthermore, the correlation 
between ED and CAD could be attributed to 
the common risk factors they share.12 Several 
studies demonstrated that ED and CAD could 
be predictors and risk factors for one another, 
and individuals with CAD were at a higher risk of 
developing ED and vice versa.10, 12-14 This study 
aimed to evaluate the associated factors for 
developing ED in men with CAD and highlight 
the probable correlation between ED occurrence 
and CAD severity.

Patients and Methods

Study Design
This analytical cross-sectional study was 

conducted on 316 patients with CAD at the Dr. 
Heshmat Educational and Medical Center and 
Golsar Hospital (Rasht, Iran), from October 2016 
to September 2017.

This study was approved by the Ethics 
Committee of Guilan University of Medical 
Sciences (code: IR.GUMS.REC.1395.166). This 
research was conducted according to the ethical 
standards of the Declaration of Helsinki in 1964. 
Prior to any intervention, written informed 
consent was obtained from all participants. 
Besides, the authors have ultimately observed 
ethical issues, including plagiarism, data 
fabrication, and double publication.

The inclusion criteria for this study were 
satisfaction for participation in the study, being 
married, aged between 30-70 years, having 
coronary artery stenosis based on angiography 

findings, being literate to fill out the first section 
of the International Index of Erectile Function 
(IIEF-15) questionnaire.

The exclusion criteria included incomplete 
or unreturned IIEF-15 questionnaires, urgent 
surgery for coronary artery bypass graft, any 
previous conditions that might affect sexual 
activity, such as liver cirrhosis, renal failure, 
thyroid impairment, anxiety, depression, history 
of pelvic, genital, or prostate surgery, and 
medications (such as beta-blockers, digoxin, 
diuretics, and opioids).

Data Collection Procedures
All patients in both hospitals underwent 

coronary angiography by a single cardiologist 
in accordance with the standard protocol. 
All the angiography films from both hospitals 
were collected and blindly assessed by two 
other cardiologists. In case of disagreement 
between the two cardiologists, the cases were 
reviewed by a third cardiologist, who reached a 
unanimous decision through discussion. Higher 
CAD severity was described as the presence 
of more than one involved coronary artery 
and a coronary artery stenosis percentage 
greater than 50% based on angiography 
findings. Demographic information, including 
age, history of any co-morbidities, smoking, 
alcohol consumption, and family history of heart 
diseases was obtained from the patients using 
a demographic characteristics questionnaire. 
The height and weight of the participants were 
measured, and their BMI was calculated. 
Dyslipidemia status was determined based 
on the laboratory data, including triglycerides, 
cholesterol, high-density lipoprotein (HDL), 
and low-density lipoprotein (LDL). The erectile 
function status was determined by the patient’s 
self-report using the first part of the IIEF-15 
questionnaire.

International Index of Erectile Function (IIEF-15) 
The IIEF-15 is a self-reported questionnaire 

used to investigate erectile function (EF) 
and other sexual status in men. This scale 
consists of 15 items in five dimensions. The 
first dimension, which was used in this study, 
evaluated EF and developed to diagnose the 
occurrence and severity of ED. This dimension 
included six questions about ED (scored 0 to 
5) with a score range of 0 to 30. The cut point 
in this study was set on 25, and a score of 
more than 25 was considered normal EF and 
less considered ED occurrence. The IIEF-15 
questionnaire was validated linguistically in 
about 32 languages and was used in several 
studies.15, 16 
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Statistical Analysis
The data were analyzed using the IBM SPSS 

statistics software (version 24, IBM Corporation, 
Armonk, NY, USA). The Chi square test was 
used to compare the frequency distribution of 
ED and non-ED patients. The mean comparison 
of quantitative variables was performed using 
an independent t test. The study employed 
both univariate and multivariate binary logistic 
regression to investigate the risk factors 
associated with ED. P<0.05 was considered  
statistically significant. 

Results

Out of the 320 patients who received the 
questionnaire, 316 individuals completed 
the questionnaires and returned them to us, 
resulting in a response rate of 98.8%. Results 
demonstrated all participants were men, with 
a mean age of 56.51±9.88 years and a mean 
BMI of 25.81±3.45 Kg/m2. The majority of the 
participants had no family history of CAD, did 
not smoke or consume alcohol, and had no 
diabetes mellitus or dyslipidemia. The majority of 

Table 1: Baseline demographic and clinical characteristics of the participants
Variable Frequency

N (%)
Sex Male 316 (100)
Family history of CAD No 242 (76.6)

Yes 74 (23.4)
Smoking No 209 (66.1)

Yes 107 (33.9)
Alcohol Consumption No 260 (82.3)

Yes 56 (17.7)
Diabetes Mellitus No 268 (84.8)

Yes 48 (15.2)
Dyslipidemia No 203 (64.2)

Yes 113 (35.8)
Involved Artery Number One 220 (69.6)

More than one 96 (30.4)
Coronary Artery Stenosis <50% 224 (70.9)

>50% 92 (29.1)
Erectile Dysfunction No 142 (44.9)

Yes 174 (55.1)
N: Number; CAD: Coronary artery disease

Table 2: Frequency distribution of patients’ characteristics according to erectile dysfunction status
Variable Erectile Dysfunction P valueф

NO (N=142) Yes (N=174)
N (%) N (%)

Family history of CAD No (N=242) 110 (45.5) 132 (54.5) 0.738*

Yes (N=74) 32 (43.2) 42 (56.8)
Smoking No (N=209) 105 (50.2) 104 (49.8) 0.008*

Yes (N=107) 37 (34.6) 70 (65.4)
Alcohol Consumption No (N=260) 119 (45.8) 141 (54.2) 0.521*

Yes (N=56) 23 (41.1) 33 (58.9)
Diabetes No (N=268) 127 (47.4) 141 (52.6) 0.038*

Yes (N=48) 15 (31.3) 33 (68.8)
Dyslipidemia No (N=203) 100 (49.3) 103 (50.7) 0.039*

Yes (N=113) 42 (37.2) 71 (62.8)
Involved Artery number One (N=220) 109 (49.5) 111 (50.5) 0.013*

>One (N=96) 33 (34.4) 63 (65.6)
Coronary Artery Stenosis <50% (N=224) 109 (48.7) 115 (51.3) 0.037*

>50% (N=92) 33 (35.9) 59 (64.1)
Variable Mean±SD Mean±SD P valueф

Age (year) 49.16±7.98 62.48±6.75 <0.001**

BMI (Kg/m2) 24.70±3.17 26.72±3.42 <0.001**

N: Number; SD: Standard Deviation; CAD: Coronary artery disease; BMI: Body mass index; фP<0.05 was considered 
statistically significant. *Chi Square test was used for comparison of erectile dysfunction (Yes/No). **Independent t test
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the studied patients had CAD, with one involved 
coronary artery and coronary artery stenosis of 
less than 50%. In terms of erectile dysfunction 
status, more than half of patients had ED (55.1%) 
(table 1).

Table 2 presents the frequency and 
percentage of patients with and without ED 
based on various demographic and clinical 
characteristics. According to the findings, the 
frequency of ED was higher among patients 
who smoked, had diabetes, dyslipidemia, more 
than one involved artery, and coronary artery 
stenosis greater than 50%. The results also 
showed that age and BMI were significantly 
associated with ED, with older age and higher 
BMI being associated with an increased risk of 
ED. The frequency of family history of CAD, and 
alcohol consumption according to ED status was 
not statistically significant, which indicated that 
these variables were not associated with ED in 
this sample population. The findings indicated 
that smoking, diabetes, dyslipidemia, the number 
of involved arteries, coronary artery stenosis, 
age, and BMI might all be essential factors to 
consider in the assessment and management of 
ED (table 2).

Table 3 presents the results of univariate 
and multiple logistic regression analyses for 
various risk factors associated with ED. The 
results indicated that diabetes, dyslipidemia, 
smoking, number of involved arteries, coronary 
artery stenosis, age, and BMI were significantly 
associated with ED in the univariate regression 
analysis. However, after adjusting variables for 
confounders in the multiple logistic regression 
analysis, only higher involved artery number, 
greater coronary artery stenosis, older age, and 
higher BMI remained significant independent 
predictors of ED. These results indicated  

that, with a one-year increase in age and a  
one Kg/m2 increase in the BMI, the risk of 
developing ED increased by 1.23 95% CI 
(1.18-1.29) and 1.26 95% CI (1.13-1.41) times, 
respectively. In terms of CAD severity, the risk of 
developing ED was 3.74 times higher in patients 
with more than one involved artery than those 
with only one involved artery. Additionally, the 
risk of developing ED was 1.69 95% CI (1.02-
2.79) times higher in patients with coronary 
artery stenosis greater than 50% than those 
with less than 50% stenosis. These findings 
suggested that the severity of CAD was 
associated with an increased risk of ED. In 
multiple logistic regression analysis, diabetes 
mellitus, dyslipidemia, and smoking were not 
found to be independent risk factors for ED. 
However, the univariate analysis showed that 
these risk factors, when accompanied by other 
risk factors, could increase the risk of developing 
ED. The odds ratio for developing ED was 2.39 
95% CI (0.90-6.37) for diabetes mellitus, 2 
95% CI (0.91-4.40) for dyslipidemia, and 1.30 
95% CI (0.63-2.69) for smoking. These results 
suggested that while these risk factors might 
not be independent predictors of ED, they can 
contribute to its development when combined 
with other risk factors (table 3).

Discussion

The findings of the present study indicated that 
there was a significant association between CAD 
severity and ED. This finding was in line with the 
results of a previous study, which reported that 
CAD severity could result in a higher rate of ED 
occurrence.12 Al-Daydamony and colleagues 
assessed the correlation between ED severity 
and CAD severity (three-vessel disease or left 

Table 3: The correlation between demographic and clinical risk factors and ED occurrence using univariate and multivariate 
logistic regression
Risk Factors Univariate Regression Multiple Logistic Regression

95% CI OR P valueф 95% CI OR P valueф

Lower Upper Lower Upper
Diabetes Yes 1.02 3.81 1.98 0.041 0.90 6.37 2.39 0.079

No (Ref)
Smoking Yes 1.18 3.09 1.91 0.008 0.63 2.69 1.30 0.466

No (Ref)
Dyslipidemia Yes 1.02 2.62 1.64 0.039 0.91 4.40 2.00 0.083

No (Ref)
Involved artery 
number

>One 1.14 3.08 1.87 0.013 1.72 8.09 3.74 <0.001
One (Ref)

Coronary artery 
stenosis

>50% 1.02 2.79 1.69 0.039 1.69 9.97 4.11 0.002
<50%(Ref)

Age (Year) 1.16 1.26 1.21 <0.001 1.18 1.29 1.23 <0.001
BMI (Kg/m2) 1.20 1.29 1.20 <0.001 1.13 1.41 1.26 <0.001
CI: Confidence interval; OR: Odds ratio; Ref: Reference, BMI: Body mass index; фP<0.05 was considered statistically 
significant.
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main) and found that higher CAD severity was 
associated with more severe ED.17 Moreover, a 
study conducted by Hamur and others revealed 
that the severity of ED can be independently 
associated with the degree of CAD.18 According 
to Baharvand Ahmadi and others, the occurrence 
of ED was significantly higher in CAD men than in 
non-CAD individuals, as well as in CAD patients 
with higher involved vessel numbers.19 These 
findings suggested that ED might be regarded 
as a predictor of early-stage CAD, and early 
detection of ED might enable the identification 
of patients at risk of CAD and timely intervention 
to prevent cardiovascular events.

The results of the present study also revealed 
that age and BMI were independent predictors of 
ED occurrence in CAD patients, older age and 
higher BMI resulted in a higher ED occurrence 
rate. This finding was consistent with the the 
findings of a study by Pauker-Sharon and 
colleagues, who reported age as an independent 
risk factor for ED.20 In a study of CAD patients, 
the researchers found that the prevalence of 
ED increased as age increased.21 A review also 
reported a correlation between older age and the 
prevalence of ED in various patients.22 Obesity 
is one of the most serious public health issues 
worldwide,23 and its correlation with ED was 
confirmed in several studies. Zhang and others 
reported that obesity and BMI>30 Kg/m2 were 
independent risk factors for developing ED.24 
Another study found that BMI was a significant 
risk factor for ED.25 Obesity and higher BMI were 
associated with an increased risk of CAD, and 
older age was a significant risk factor for CAD. 
Losing weight and maintaining a healthy weight 
could help the patients prevent ED and improve 
their overall health. Therefore, it is essential to 
use BMI to assess obesity, identify high-risk 
children and adolescents, provide to evidence-
based obesity treatments, and address social 
determinants of health to prevent late outcomes.

According to the findings of the present study, 
diabetes mellitus, dyslipidemia, and smoking 
were not found to be independent risk factors for 
ED in CAD patients. However, when combined 
with other risk factors, they could contribute to 
the development of ED. According to a study 
by Kao and others, elderly diabetic individuals 
who continue to smoke had a significantly 
higher risk of experiencing diabetes-related 
erectile dysfunction.26 Moreover, Bortolotti and 
colleagues found that smoking and diabetes 
could result in an increased risk of ED.27 A study 
by Zhang and others also indicated that smoking 
and diabetes mellitus were significantly related 
to ED occurrence.24 Parmar and others found 
that diabetic patients and those with higher 

cholesterol had a higher incidence of ED.25 
Overall, these studies indicated that diabetes 
mellitus, dyslipidemia, and smoking might not 
be independent risk factors for ED in CAD 
patients. However, they could increase the risk 
of developing ED when combined with other 
risk factors. Therefore, to effectively prevent or 
treat ED, all relevant risk factors for ED must be 
considered and addressed.

Therefore, it is critical to recognize the 
correlation between ED and CAD, as highlighted 
in the present study. Patients with CAD should 
be screened for ED, and also patients with ED 
should be evaluated for CAD. The presence 
of ED should be considered as a prompt 
comprehensive cardiovascular risk assessment. 

Assessing the relationship between CAD 
severity and ED occurrence, which was studied 
rarely in previous studies, was a strength point of 
the present study. However, focusing solely on 
patients with CAD could be a limitation, and the 
results might not be generalizable to the general 
population or patients with other underlying 
disease conditions.

Conclusion

This study indicated that CAD severity was 
independently associated with an increased 
risk of developing ED. Patients with more 
than one involved coronary artery and greater 
coronary artery stenosis were at a higher risk 
of experiencing ED. Age and BMI were also 
independent predictors of ED occurrence in 
CAD patients. Although diabetes mellitus, 
dyslipidemia, and smoking were not found to 
be independent risk factors, when combined 
with other risk factors, they can contribute to 
the development of ED. This study provided 
valuable information on the predictors of ED 
occurrence in men with CAD. The findings of 
this study might help identify individuals who 
are at a higher risk of developing ED and might 
benefit from early intervention. Furthermore, 
this study might help us better understand the 
relationship between ED and CAD and lead 
to the development of innovative treatment 
strategies for both conditions.

Acknowledgement

The authors would like to thank the staff at the 
Cardiovascular Diseases Research Center and Mr. 
Amirali Rezaeifar for his moral support in this thesis. 
This work was based on the general practitioner 
thesis of Dr. Mohammad Hamidi Madani and 
was financially supported by Guilan University of 
Medical Sciences (Grant code: 95052309).



Erectile dysfunction in patients with CAD

Iran J Med Sci� 7

Authors’ Contribution

A.H.M, F.M, M.H.M, M. N, M.GH, S.Z, T.H: 
Study concept and design, acquisition, and 
interpretation of data, drafting and critical 
revision of the manuscript. All authors have 
read and approved the final manuscript and 
agree to be accountable for all aspects of the 
work in ensuring that questions related to the 
accuracy or integrity of any part of the work are 
appropriately investigated and resolved.

Conflict of Interest: None declared.

References

1	 Buntsma N, van der Pol E, Nieuwland R, 
Gasecka A. Extracellular Vesicles in Coro-
nary Artery Disease. Adv Exp Med Biol. 
2023;1418:81-103. doi: 10.1007/978-981-
99-1443-2_6. PubMed PMID: 37603274.

2	 Cassar A, Holmes DR, Jr., Rihal CS, 
Gersh BJ. Chronic coronary artery dis-
ease: diagnosis and management. Mayo 
Clin Proc. 2009;84:1130-46. doi: 10.4065/
mcp.2009.0391. PubMed PMID: 19955250; 
PubMed Central PMCID: PMCPMC2787400.

3	 Hanif MK, Fan Y, Wang L, Jiang H, Li Z, Ma M, 
et al. Dietary Habits of Patients with Coronary 
Artery Disease: A Case-Control Study from 
Pakistan. Int J Environ Res Public Health. 
2022;19. doi: 10.3390/ijerph19148635. 
PubMed PMID: 35886483; PubMed Central 
PMCID: PMCPMC9318796.

4	 Farsani MK, Sourani M. The effect of a 
10-week aerobic exercise on cardiac function 
among overweight female breast cancer sur-
vivors; a randomized clinical trial. Immuno-
pathol Persa. 2023;9:15220. doi: 10.34172/ 
ipp.2023.15220.

5	 Teimouri K, Khoshgard K, Rouzbahani M, 
Pakravan S. Cardiac alterations follow-
ing radiation therapy in individuals with 
breast cancer. Journal of Renal Endocri-
nology. 2023;9:e25066. doi: 10.34172/
jre.2023.25066.

6	 Wu C, Liu X, Ghista D, Yin Y, Zhang H. 
Effect of plaque compositions on fractional 
flow reserve in a fluid-structure interaction 
analysis. Biomech Model Mechanobiol. 
2022;21:203-20. doi: 10.1007/s10237-021-
01529-2. PubMed PMID: 34713361.

7	 Yafi FA, Jenkins L, Albersen M, Corona G, 
Isidori AM, Goldfarb S, et al. Erectile dysfunc-
tion. Nat Rev Dis Primers. 2016;2:16003. 
doi: 10.1038/nrdp.2016.3. PubMed PMID: 
27188339; PubMed Central PMCID: 
PMCPMC5027992.

8	 Madani AH, Akhavan A, Madani MH, Farah 
AS, Esmaeili S, Maroufizadeh S, et al. Eval-
uation of the frequency of metabolic syn-
drome and assessment of cardiometabolic 
index among men with erectile dysfunction: 
a prospective cross-sectional study. J Dia-
betes Metab Disord. 2023;22:1191-6. doi: 
10.1007/s40200-023-01231-3. PubMed 
PMID: 37975074; PubMed Central PMCID: 
PMCPMC10638291.

9	 Irfan M, Ismail SB, Noor NM, Hussain NHN. 
Efficacy of Aspirin for Vasculogenic Erec-
tile Dysfunction in Men: A Meta-Analysis 
of Randomized Control Trials. Am J Mens 
Health. 2020;14:1557988320969082. doi: 
10.1177/1557988320969082. PubMed 
PMID: 33111628; PubMed Central PMCID: 
PMCPMC7607788.

10	 Dsouza SC, Rahman O. Association of erec-
tile dysfunction with coronary artery disease 
in Type 2 Diabetes mellitus. Ghana Med J. 
2023;57:43-8. doi: 10.4314/gmj.v57i1.7. 
PubMed PMID: 37576376; PubMed Central 
PMCID: PMCPMC10416276.

11	 Wang X, Shen Y, Shang M, Liu X, Munn 
LL. Endothelial mechanobiology in athero-
sclerosis. Cardiovasc Res. 2023;119:1656-
75. doi: 10.1093/cvr/cvad076. PubMed 
PMID: 37163659; PubMed Central PMCID: 
PMCPMC10325702.

12	 Sai Ravi Shanker A, Phanikrishna B, Bhaktha 
Vatsala Reddy C. Association between erec-
tile dysfunction and coronary artery disease 
and its severity. Indian Heart J. 2013;65:180-
6. doi: 10.1016/j.ihj.2013.02.013. PubMed 
PMID: 23647898; PubMed Central PMCID: 
PMCPMC3861235.

13	 Imprialos K, Koutsampasopoulos K, Mano-
lis A, Doumas M. Erectile Dysfunction as a 
Cardiovascular Risk Factor: Time to Step 
Up? Curr Vasc Pharmacol. 2021;19:301-12. 
doi: 10.2174/157016111866620041410255
6. PubMed PMID: 32286949.

14	 Kalka D, Gebala J, Biernikiewicz M, Mrozek-
Szetela A, Rozek-Piechura K, Sobieszc-
zanska M, et al. Erectile Dysfunction in 
Men Burdened with the Familial Occur-
rence of Coronary Artery Disease. J Clin 
Med. 2021;10. doi: 10.3390/jcm10184046. 
PubMed PMID: 34575155; PubMed Central 
PMCID: PMCPMC8470252.

15	 Pakpour AH, Zeidi IM, Yekaninejad MS, 
Burri A. Validation of a translated and 
culturally adapted Iranian version of the 
International Index of Erectile Function. 
J Sex Marital Ther. 2014;40:541-51. doi: 
10.1080/0092623X.2013.788110. PubMed 
PMID: 24308814.



Hamidi Madani A, Mirbolouk F, Naghshbandi M, Hasandokht T, Gholipour M, Zabihi MS, Hamidi Madani M

8� Iran J Med Sci

16	 Rosen R. International Index of Erectile 
Function (LIEF): A multidimensional scale for 
assessment of erectile dysfunction. Urology. 
1997;14:1-28. 

17	 Al-Daydamony MM, Shawky A, Tharwat A. 
Erectile dysfunction severity as a predictor 
of left main and/or three-vessel disease in 
acute coronary syndrome patients. Indian 
Heart J. 2018;70:S56-S9. doi: 10.1016/j.
ihj.2018.05.006. PubMed PMID: 30595321; 
PubMed Central PMCID: PMCPMC6309152.

18	 Hamur H, Duman H, Keskin E, Inci S, 
Kucuksu Z, Degirmenci H, et al. The rela-
tion between erectile dysfunction and extent 
of coronary artery disease in the patients 
with stable coronary artery disease. Int J 
Clin Exp Med. 2015;8:21295-302. PubMed 
PMID: 26885069; PubMed Central PMCID: 
PMCPMC4723914.

19	 Baharvand Ahmadi B, Namdari M, Mobara-
keh H. Erectile dysfunction as a predictor 
of early stage of coronary artery disease. J 
Tehran Heart Cent. 2014;9:70-5. PubMed 
PMID: 25861322; PubMed Central PMCID: 
PMCPMC4389195.

20	 Pauker-Sharon Y, Arbel Y, Finkelstein A, 
Halkin A, Herz I, Banai S, et al. Cardio-
vascular risk factors in men with ischemic 
heart disease and erectile dysfunction. Urol-
ogy. 2013;82:377-80. doi: 10.1016/j.urol-
ogy.2013.03.034. PubMed PMID: 23769116.

21	 Inman BA, Sauver JL, Jacobson DJ, 
McGree ME, Nehra A, Lieber MM, et al. A 
population-based, longitudinal study of erec-
tile dysfunction and future coronary artery 
disease. Mayo Clin Proc. 2009;84:108-
13. doi: 10.4065/84.2.108. PubMed PMID: 
19181643; PubMed Central PMCID: 

PMCPMC2664580.
22	 Eardley I. The Incidence, Prevalence, and 

Natural History of Erectile Dysfunction. Sex 
Med Rev. 2013;1:3-16. doi: 10.1002/smrj.2. 
PubMed PMID: 27784558.

23	 Moon KH, Park SY, Kim YW. Obesity and 
Erectile Dysfunction: From Bench to Clini-
cal Implication. World J Mens Health. 
2019;37:138-47. doi: 10.5534/wjmh.180026. 
PubMed PMID: 30079640; PubMed Central 
PMCID: PMCPMC6479091.

24	 Zhang X, Yang B, Li N, Li H. Prevalence and 
Risk Factors for Erectile Dysfunction in Chi-
nese Adult Males. J Sex Med. 2017;14:1201-
8. doi: 10.1016/j.jsxm.2017.08.009. PubMed 
PMID: 28874333.

25	 Parmar RS, Verma S, Neelkamal, Pathak 
VK, Bhadoria AS. Prevalence of erectile dys-
function in Type 2 diabetes mellitus (T2DM) 
and its predictors among diabetic men. J 
Family Med Prim Care. 2022;11:3875-9. 
doi: 10.4103/jfmpc.jfmpc_1130_21. PubMed 
PMID: 36387626; PubMed Central PMCID: 
PMCPMC9648286.

26	 Kao YH, Celestin MD, Jr., Walker CD, Yu 
Q, Couk J, Moody-Thomas S, et al. Smok-
ing Relapse and Type 2 Diabetes Mellitus-
Related Emergency Department Visits 
Among Senior Patients with Diabetes. Prev 
Chronic Dis. 2019;16:E164. doi: 10.5888/
pcd16.190027. PubMed PMID: 31858955; 
PubMed Central PMCID: PMCPMC6936672.

27	 Bortolotti A, Fedele D, Chatenoud L, Colli 
E, Coscelli C, Landoni M, et al. Cigarette 
smoking: a risk factor for erectile dysfunc-
tion in diabetics. Eur Urol. 2001;40:392-6. 
doi: 10.1159/000049805. PubMed PMID: 
11713392.


