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Abstract- Coronary artery disease (CAD) and vascular insufficiency are consequences of modern lifestyle, and vasogenic erectile 

dysfunction (ED) is one of the leading causes of sexual dysfunction which could be prevented like ischemic heart disease if the risk 

factors are discovered and managed. Seventy-five men scheduled for coronary angiography were asked to fill out the IIEF5 

questionnaire and underwent serum lipoprotein-a, uric acid, lipid profile, testosterone, Sex Hormone Binding Globulin (SHBG), 

dehyderoepiandrostendion sulfate (DHEAS) tests; and the results were compared with those of erectile dysfunction patients with and 

without coronary artery disease. Ten out of 32 CAD patients (30%) and 6 of 43 normal coronary men had ED Prevalence (P=0.04). 

The average serum uric acid in ED patients with normal coronary was 5.6 (± 0.68) 6.5 ±078 mg/dl in ED patients of CAD group 

P=0.034. Men with both ED and CAD had significantly higher levels of lipoprotein-a compared to those CAD patients with normal 

sexual function. Higher uric acid and lipoprotein-a levels are correlated with the presence of ED in patients with CAD. 
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Introduction 
 

As  proposed  by  current evidence,  vascular 
insufficiency is a prevalent etiology of erectile 
dysfunction (1) and  has a well-established correlation 
with  systemic  atherosclerosis, leading mainly to 
coronary artery disease as the major  health issue of the 
modern  world (2,3,4). 

As postulated by previous studies, (3,5) elevated 
uric acid levels may exacerbate the atherosclerosis 
process and is known as a vascular disease risk factor 
(8,9); therefore, the medical manipulation of serum 
uric acid  level is  supported by clinical practice 
guidelines (6,7). It may be of interest to know that 
uric acid is actually related to the emergence of 
erectile dysfunction in middle-aged men with 
coronary artery disease (CAD) and should be used as 
a predictive factor to identify CAD patients at risk of 
ED aiming at trying to justify medical hypouricemic 
agents in this subgroup. Consequently, the erectile 
function of the newly diagnosed CAD patients was 
assessed, and their serum uric acid level was checked 
and compared to patients who had normal coronary 
angiography. 
  

Materials and Methods 
 

To answer such questions, after acquiring local 
university ethical committee approval for the study 
design, patients referred to Tehran Heart Center for 
coronary angiography for the first time were enrolled 
after obtaining an informed consent and based on their 
angiography results. Two matched groups of men–
according to age, smoking, lipid profile- with and 
without CAD were investigated by means of IIEF 5 
questions for ED. Patients with diabetes mellitus, 
previous urologic or pelvic or spinal cord disease or 
surgery or trauma were excluded. 

Seventy-five men with the mean age of 54 ± 10.9 
years scheduled for coronary angiography who 
consented to participate in this study were enrolled to fill 
out IIEF-5 questionnaire and underwent blood uric acid, 
LDL, Triglyceride, HDL, Testosterone, Sex hormone 
binding globulin (SHBG), dehyderoepiandrostendion 
sulfate (DHEAS) and lipoprotein-a prior to their 
admission to the catheterization lab. 

A patient was considered CAD negative if the 
angiography was normal or only a single vessel disease 
less than 75% occlusion was present, and an occlusion 
of more than 75% of one or more arteries was defined as 
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CAD. The prevalence of erectile dysfunction, according 
to IIEF score was compared in patients with and without 
CAD. Serum Uric acid, LDL, Triglyceride, HDL, 

testosterone, SHBG, DHEAS were also compared. 
 

 

 
Figure 1. Flow chart of studyCandidates of coronary angiography consented to participate in the study (n=75) 

 
 
Results 
 

A total of 75 men undergoing coronary angiography 
consented to participate in our survey, filled out the 
standardized Persian translated version of the IIEF-5 
questionnaire and their blood samples were taken. 

Thirty-two patients had significant CAD, and 43 had 
normal coronary angiography. Five out of 32 CAD 
patients (15%) had severe and the other 5 (15%) had 
moderate ED [score<7 & <12, respectively]. The 
prevalence of ED in the normal angiography group was 

13% for moderate (n=4) & severe (n=2) disease 
(P=0.04). 

Regardless of erectile dysfunction, the mean uric 
acid level was 6.58 (± 1.22) ng/dl in the normal group & 
6.60 ± 1.20 in CAD patients (P= 0.9) (ANOVA). 

The average serum uric acid in ED patients with 
normal coronary was 5.6 ±0.68 and 6.5 ±078 mg/dl in 
ED patients of the CAD group P=0.034 (ANOVA). 
Dehydroepiandrostenedione sulfate levels were higher 
among ED patients regardless of CAD compared to the 
ones without ED. 

 

 
 
Discussion 
 

Current results revealed that serum uric acid levels 
are significantly lower among ED patients with normal 
coronary compared to the ones with both CAD and ED 
(P=0.034); however, the overall serum uric acid levels 

were not different among normal coronary and CAD 
patients (P=0.9) which are contradictory to recent 
publications (10, 11). 

It could be conferred that high uric acid levels are 
more prevalent among those with concomitant CAD and 
ED, 6.5 (±078) mg/dl vs. 5.6 (±0.68) P=0.034. 

Surprisingly, the prevalence of ED in the normal 

Table 1. Serum biochemistry results 

NO CAD  CAD 

 
NO ED 

P-values 
inside 

no CAD 
ED 

ANOVA 
P-value( 

crosstab of two 
ED groups) 

ED 
P-values 

inside 
CAD 

No ED 

SHBG 25.6±23.4 (P=0.6) 39.2 ± 18.9 (0.5) 55.6±13.7 P=0.5 50±25 

DHEASO4 181.7±92.8 (P=0.16) 233.3±72.4 (0.03) 145±75 P=0.4 121±52 
TESTOSTERONE 3.79±1.85 (P=0.7) 3.78±1.38 (0.13) 5.72±1.5 P=0.15 4.2±1.8 

LPA 34.0±38.9 (P=0.8) 31± 31.7 (0.7) 89.2±68 P=0.06 40.9±43.1 
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coronary group was 13% compared to 30% in the CAD 
group who had significant ED (P=0.04) (10). 

Another interesting finding was higher levels of 
DHEAS among CAD Positive ED patients compared to 
ED patients without CAD (P=0.03) which was not 
mentioned in the literature yet (13). 

Present findings support that higher LPa Levels are 
associated with the higher probability of ED among 
CAD patients (P=0.03). However, such a correlation 
was not observed among patients with normal coronary 
angiography (14). Previous studies on the correlation 
between ED and CAD (15, 16) found that presence of 
erectile dysfunction in young men may be a predictor of 
future CAD, but such correlation was not observed in 
older patients even with multiple risk factors present; 
unfortunately, most researches conducted in this domain 
are performed by cardiologists and from a different 
point of view which tries to identify the risk factor for 
cardiovascular accidents but data on the new incidence 
of ED in CAD patients. 

Regarding present results, it can be postulated that 
higher uric acid and lipoprotein-a levels are correlated 
with the presence of ED among CAD patients where 
such an association was not observed in the normal 
coronary population and further cohort studies are 
needed to investigate the effects of high uric acid and 
LPa on CAD patients, not in molecular, but more 
clinical settings. 
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