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Abstract: This study was done to determine the prevalence, associated factors and severity factors of erectile dysfunction, in 

patients with hypertension in Yaounde. It was a cross sectional descriptive and analytical study that included 170 patients. All 

the participants were screened for erectile dysfunction using the International Index of Erectile Function 5 (IIEF-5). Results 

showed that the mean age of our participants was 55 +/- 8 years. The prevalence of erectile dysfunction was 50.6%. Among 

those affected, the severity was classified as mild (46,5%), moderate (33,7%) and severe (19,8%). After a multivariate analysis, 

erectile dysfunction remained significantly associated with age (p < 0,001), duration of hypertension of more than 5 years 

(p=0,001), higher grade of hypertension (p=0,011), diabetes (aOR= 24,56; 95% CI: 3,56 – 83,1; p=0,02), tobacco smoking 

(aOR= 4,83; 95% CI: 2,70 – 33,2; p=0,016), alcohol intake (aOR= 43,1; 95% CI: 2,53 – 732,7; p=0,009), multiple anti-

hypertensive medications (aOR = 3,7; 95% CI: 1,51 – 6,78; p=0,006) and usage of thiazide diuretics (aOR =14,3; 95% CI: 4,32 

– 47,3; p < 0,001). The severity of erectile dysfunction was significantly associated with age (p < 0,001), duration of 

hypertension (p < 0,001), severity of hypertension (p < 0,001), diabetes (p < 0,001), tobacco smoking (p = 0,003), alcohol 

intake (p = 0,003) and multiple antihypertensive medications (p = 0,001). In conclusion, erectile dysfunction has a high 

prevalence and severity among Cameroonian hypertensive patients. Age, duration of hypertension, severity of hypertension, 

diabetes, tobacco smoking, alcohol intake and usage of thiazide diuretics were factors associated with this high prevalence and 

severity. 
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1. Introduction 

Erectile dysfunction (ED) is the inability (at least 6 

months) to get or keep an erection firm enough for 

satisfactory sexual intercourse [1]. It is considered a public 

health issue as shown by the largest study done on it by 

Feldman in 1994, with a prevalence of 52% [2]. In Africa, 

few studies have been done on erectile dysfunction because 

of the taboo nature of sexuality and the legendary myth of 

virility in black people. The prevalence of erectile 

dysfunction in hypertensive patients from a similar study 

done in Togo was 53% [3]. 

Hypertension on the other hand is a global scourge. In 

2000, the world prevalence was 26,4% [4]. It is expected to 

rise to 29.2% by 2035 [4]. In Cameroon, the prevalence in 

the general population is 29.74% [5]. 

The relationship between hypertension and erectile 

dysfunction had been described long ago. The prevalence of 

ED is higher in patients with hypertension (35.2%) than in 

those without (14.1%) [6]. It is also higher among 

hypertensive patients receiving antihypertensive medications 

(40.4%) than in those who don’t take medications (19.8%) 
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[6]. 

In Cameroon, no specific study has been done to evaluate 

erectile function in people with hypertension. The goal of this 

study was to determine the prevalence, associated factors and 

severity factors of ED in patients with hypertension in 

Yaounde. 

2. Patients and Methods 

This was a cross sectional analytical study. Patients were 

recruited in the internal medicine unit of the Yaounde 

General Hospital and the cardiology unit of the Yaounde 

Central Hospital. 

We included any hypertensive male patient aged 18 and 

above, taking anti-hypertensive medication and having 

accurate memories of his erectile function before the 

initiation of anti-hypertensive treatment. 

We excluded any patient who had a non-vascular related 

disease that could impair erectile function: history of pelvic 

surgery, pelvic radiation therapy, obstructive urinary 

symptoms, psychiatric or neurologic diseases, medication 

known to disrupt erectile function except anti-hypertensive 

medications, marital conflicts. An informed consent was 

obtained from each patient. 

Data obtained from history taking, physical examination 

and patient files were recorded using a pre-established 

questionnaire. Data collected were: age, duration of 

hypertension, severity of hypertension, current medications, 

body mass index, abdominal circumference, and other 

cardiovascular risk factors such as diabetes, tobacco smoking 

and dyslipidemia. 

Evaluation of erectile function was done using the IIEF – 5 

(International Index of Erectile Function 5) questionnaire [7]. 

An IIEF-5 score of 5 to 20 was diagnostic of erectile 

dysfunction. It was classified as severe, moderate or mild for 

scores ranging from 5 to 10, 11 to 15 and 16 to 20 

respectively. 

Data analysis was done using Statistical package for social 

sciences version 20.0 (SPSS 20.0). Means were compared 

using the student t test or the analysis of variance (ANOVA) 

test. Variables significantly associated to erectile dysfunction 

on bivariate analysis were then analysed using multivariate 

logistic regression. The degree of association was measured 

by the Odds ratio (OR). 

3. Results 

One hundred and seventy patients were included in the 

study. The mean age was 55+/- 8 years, ranging from 40 to 

68 years. Most patients had a well-controlled blood pressure 

(BP) (31.2%) or a grade 1 hypertension (30.6%). 45.3% of 

the participants had hypertension for more than 10 years. 

Comorbidities found were diabetes (26.5%), tobacco 

smoking (8.2%), dyslipidemia (24,7%), obesity (27.6%), 

chronic alcohol intake (12.14%). The patients were treated 

for hypertension by monotherapy in 45.2% of cases and by 

polytherapy in 54,8%. (Table 1) 

Table 1. General characteristics of the study population. 

Variables Number Percentage 

Age (years)   

40-50 52 30,58 

50-60 60 35,30 

60-70 58 34,12 

Stage of hypertension   

Controlled blood pressure 53 31,2 

Stage 1 52 30,6 

Stage 2 46 27,0 

Stage 3 19 11,2 

Duration of hypertension (years)   

1-5 21 12,35 

5-10 72 42,35 

≥10 77 45,30 

CVRF   

Diabetes 45 26,5 

Tobacco smoking 14 8,2 

Dyslipidemia 42 24,7 

Obesity 41 27,6 

Anti-hypertensive therapy   

Monotherapy 75 45,2 

Polytherapy 91 54,8 

Antihypertensive medication class   

Thiazide diuretic 85 50 

Anti-aldosterone 4 2,4 

Calcium channel blocker 90 52,9 

ACE inhibitor 68 40,0 

Angiotensin II receptor blocker 18 10,6 

Beta blocker 13 7,6 

CVRF: Cardiovascular Risk Factor; ACE: Angiotensin Converting Enzyme 

Erectile dysfunction was diagnosed in 86 patients (50.6%). 

It was mild in 46,5%, moderate in 33.7% and severe in 

19.8% of the cases. 

After multivariate analysis, age above 50 (adjusted OR= 

4.8; 95% CI: [4.0 – 7.9]; p=0.001), high stage of 

hypertension (aOR = 16.7; 95% CI: [2.77 – 100.4]; p = 

0.001), diabetes (aOR = 24.56; 95% CI: [3.56 – 83.1]; 

p=0.02), tobacco smoking (aOR = 4.83; 95% CI [2.70 – 

3.33]; p= 0.016), chronic alcohol intake (aOR = 43.1; 95% 

CI:[2.53 – 732.7], p=0.009), antihypertensive polytherapy 

(aOR =3.7; 95% CI: [1.51 – 6.78]; p=0.006), thiazide 

diuretics (aOR= 14.3, 95% CI:[4.32 – 47.3]; p<0.001) were 

factors significantly associated with erectile dysfunction. No 

statistically significant association was found between 

erectile dysfunction and obesity, dyslipidemia, other classes 

of anti-hypertensive medications (calcium channel blockers, 

beta blockers, ACE inhibitors, angiotensin II receptor 

blockers). (Table 2) 

Table 2. Multivariate analysis of factors associated with erectile dysfunction 

among hypertensive patients. 

Variable Adjusted OR (95% CI) p-value 

Age (years)   

40-50 1 <0,001 

50-60 4,8(4-7,9)  

60-70 5,2(4,3-9,2)  

Duration of hypertension   

1-5 1 0,001 

5-10 10,1(3,67-92,7) 
 

≥10 13,2(2,11-106,4)  

Stage of hypertension   



 Cardiology and Cardiovascular Research 2019; 3(4): 90-93 92 

 

Variable Adjusted OR (95% CI) p-value 

Controlled BP 1 0,0011 

Stage 1 1,85(0,39-8,80)  

Stage 2 12,7(1,87-86,6) 
 

Stage 3 16,7(2,77-100,4)  

Tobacco smoking 4,83(2,7-33,2) 0,0016 

Dyslipidemia 0,29(0,08-1,11) 0,071 

Diabetes 24,6(3,56- 83,1) 0,02 

Chronic alcohol intake 43,1(2.53-732,7) 0,02 

Obesity 1,55(0,41-5,81) 0,518 

Anti-hypertensive medications   

Monotherapy 1 0,006 

Polytherapy 3,7(1,51-6,78)  

Calcium channel blockers 1,20(0,41-47,3) 0,744 

Thiazide diuretics 14,3(4,34-47,3 <0,001 

Beta blockers 3,53(0,55-22,6) 0,18 

OR: Odds Ratio, CI: Confidence Interval, BP: Blood Pressure 

The progressive decline in IIEF-5 score, implying an 

increase in severity of erectile dysfunction, was significantly 

associated with age (p < 0.001), duration of hypertension (p 

< 0.001), grade of hypertension (p < 0.001) tobacco smoking 

(p = 0.003), diabetes (p < 0.001), utilisation of multiple anti-

hypertensive medications (p = 0.025) and chronic alcohol 

intake (p = 0.003). Table 3. 

Table 3. Factors associated with the severity of erectile dysfunction. 

Variable IIEF-5 score (Mean ± SD) p-value 

Age (years)   

40-50 16,38±3,99 < 0,001 

50-60 16,24±2,86 
 

60-70 12,64±3,61  

Duration of hypertension   

1-5 16,36 ± 3,02 < 0,001 

5-10 12,76 ± 3,01 
 

≥10 9,22 ± 3,49  

Stage of hypertension   

Controlled BP 16,31 ± 3,21 < 0,001 

Stage 1 16,68 ±2,59  

Stage 2 12,96 ± 2,1 
 

Stage 3 9,00 ± 1,41  

Diabetes   

Yes 12,38 ±3,43 < 0,001 

No 15,56 ± 3,19  

Dyslipidemia   

Yes 13,42 ±3,98 0,109 

No 14,78 ± 3,39  

Tobacco smoking   

Yes 11,36 ± 4,23 0,003 

No 14,81 ± 3,22  

Anti-hypertensive medications   

Monotherapy 15,81 ± 3,21 0,025 

Polytherapy 13,81 ± 3,65  

Chronic alcohol intake   

Yes 12,21 ± 3,78 0,003 

No 14,98 ± 3,34  

IIEF-5: International Index of Erectile Function 5, BP: Blood Pressure, SD: 

Standard Deviation 

4. Discussion 

This study included 170 hypertensive patients. The 

prevalence of erectile dysfunction was 50.6%. This value is 

similar to 56.2% and 53% obtained by studies done in Togo 

and Thailand [3, 8]. In Nigeria, Fafiolu et al. had a 

prevalence of 65.8% which is higher than ours [9]. A study 

done among hypertensive patients in England by Aranda et 

al. found a prevalence of 35%, which is lower than what we 

obtained [10]. These differences can be explained by the 

differences in methodology of the studies concerning the 

tools used to evaluate erectile function and exclusion criteria. 

Age is a major risk factor of erectile dysfunction. Aging is 

accompanied by neurosensory deficits, lower testosterone 

levels, endothelial dysfunction and atherosclerosis, causing 

erectile dysfunction. In this study, the odds of having erectile 

dysfunction was 4.8 times higher for patients aged between 

50 and 60 years, and 5.2 for those aged between 60 and 70 

years. These results are similar to those of Fafiolu et al. in 

Nigeria, who found that the risk of erectile dysfunction was 

multiplied by 3 in hypertensive patients aged above 65 years 

[9]. 

Hypertension, its severity and duration, are known to be 

independent risk factors for erectile dysfunction due to 

atherosclerosis. Participants in this study had odds of erectile 

dysfunction multiplied by 1.85 for those with stage 2 

hypertension and by 16.7 for those with stage 3. The odds 

was multiplied by 13.2 for those who had hypertension for 

more than 10 years. These results are similar to those 

obtained by a study in Thailand, who had a fourfold increase 

in the prevalence erectile dysfunction in patients with 

hypertension for more than 5 years [8]. This finding can be 

explained by the progression of atherosclerosis and 

endothelial dysfunction with increasing duration and severity 

of hypertension [9]. 

Antihypertensive medications are known causes of erectile 

dysfunction. Thiazide diuretics impair the normal functioning 

of the smooth muscles of the cavernous bodies, causing a 

decrease response to catecholamines. Potassium sparing 

diuretics have an anti-androgenic effect. Some beta blocker 

through their anti-adrenergic effect are also causes of erectile 

dysfunction. Studies show that calcium channel blockers and 

blockers of the renin angiotensin aldosterone system have no 

effect on erectile function [11]. In this study, only thiazide 

diuretics were associated with erectile dysfunction (OR = 

14.3, p<001). The effect of anti-aldosterone medications on 

erectile function was not evaluated due to the low number of 

participants on these medications (4 patients). The THOMS 

study (Treatment in hypertensive men and women) had 

similar results, they found that only beta blockers, calcium 

channel blockers and thiazide diuretics were medications that 

significantly increased erectile dysfunction [12]. Also, 

polytherapy was significantly associated with erectile 

dysfunction (OR = 3.7; p=0.006). In France Hannon et al also 

showed that anti-hypertensive polytherapy was associated 

with erectile dysfunction [13]. 

Erectile dysfunction is severe in patients with 

hypertension. The presence of comorbidities explains this 

severity. This study showed that it was moderate to severe in 

53.5% of cases. 

Age was significantly associated with erectile dysfunction. 

It is mild before 60 years and moderate afterwards (p<0.001). 
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This can be explained by a decrease in levels of androgens 

and increase in atherosclerosis with age. Studies also showed 

that erectile dysfunction can be due to age related apoptosis 

of the corporal smooth muscle cells due to oxidative stress. 

Also, 40% of men aged 40 have some form of erectile 

dysfunction [14]. 

Souleymane P et al in Togo found that the severity of 

erectile dysfunction increased with the stage of hypertension 

[3]. Similar results were obtained in this study, with mild 

erectile dysfunction in patients with controlled and stage 1 

hypertension, moderate in those with stage 2 hypertension 

and severe in patients with stage 3 hypertension (p<0.001). 

The severity of erectile dysfunction in our sample was also 

associated with the presence of other cardiovascular risk 

factors: diabetes (p<0.001), tobacco smoking (p=0.003). This 

can be due to the fact that they have a common 

pathophysiologic mechanism causing erectile dysfunction: 

atherosclerosis, reduction in the synthesis of nitric oxide, 

autonomic neuropathy. 

Finally, chronic alcohol intake was associated with an 

increased severity of erectile dysfunction (p=0.003). The 

effect of alcohol on erectile function is unclear, a meta-

analysis found decreased odds of erectile dysfunction with 

moderate alcohol intake (<21 drinks per week) [15]. On the 

other hand, it is generally accepted that there is a dose 

response relationship between heavy alcohol intake and 

erectile dysfunction [15, 16]. 

5. Conclusion 

Erectile dysfunction has a high prevalence and severity in 

hypertensive Cameroonian patients. Age, duration of 

hypertension, stage of hypertension, diabetes, tobacco 

smoking, chronic alcohol intake, antihypertensive 

polytherapy and thiazide diuretics are factors associated with 

this high prevalence and severity. All these tend to have a 

common pathophysiology, causing atherosclerosis or 

vascular smooth muscle dysfunction. We recommend 

adequate control of blood pressure and other cardiovascular 

risk factors with a systematic screening of erectile 

dysfunction in hypertensive patients. Physicians should also 

be sensitised and encourage to discuss this issue with their 

patients to ensure adequate management of this condition, 

and improve their quality of life. 
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