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Abstract: The erectile dysfunction (ED) is the inability to get or maintain an erection for a satisfied intercourse. This can
affect the patient's life with an impact on his partner life and their relationship. We had conducted a transversal descriptive and
analytical study based on prospective data's during a period of six month time (January 1st to June 30th). The sample
population were Yalgado Ouedraogo University medical center male outpatient aged 18 year and up from the urologyandrology department. The evaluation of the ED was done by using a self survey form of the International Index of the Erectile
Function simplified in five questions (IIEF5). A total of 440 patients, 410 had and exploited survey. The average age of the
included patients was 52.4 +/- 14.1 (the extremes were 24 and 68 years old). 111 patients had an ED with a prevalence of 27%.
The average age who had an ED was 48.2 +/-11.9 years old. The ED by age prevalence showed an progressive increase with
age. The ED is frequent in our hospital urology department. This concerns almost 1/3 of our department patients. Its occurence
and severity are influenced by its length, the age, the smokes, the obesity, the cardiovascular diseases, and the SBAU.
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1. Introduction
The erectile dysfunction (ED) is the inability to get or
maintain an erction for a satisfied intercourse. This can affect
the patient's life with an impact on his partner life and their
relationship. [1].
The real prevalence of the ED is unknown cause the
problem is sometime a taboo and the evaluation methods are
different from study. Ayta [2] in a multinational study based
on the general population had estimated in 1999 at nearly 322
millions the number of men that would have an ED in 2025.
In France the prevalence of ED will be 31.6% [3] against
35% in the USA [4]. In Africa the prevalence of the ED has
been evaluated at 46% in Senegal [5], 32.9% in Morroco [6].
In Burkina Faso the prevalence of the ED had been evaluated
at 57% among diabetic [7].
No study in our knowledge had been conducted to evaluate
the prevalence of ED in urological area in Burkina Faso.

The purpose of our study was to evaluate the prevalence of
ED and its severity among urology patients and to identify
the ED etiologics factors in urology -andrology department
of the Yalgado Ouedraogo University Medical Center.

2. Methods
We had conducted a transversal descriptive and analytical
study based on prospective data's during a period of six
month time (January 1st to June 30th). The sample
population were Yalgado Ouedraogo University medical
center male outpatient aged 18 year and up from the urologyandrology department.
All the patient must give their clear consensus verbally
before their inclusion in the study. The non inclusion criteria
was to reject the participation at the study. Considering 520
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patients, 440 patients did accept to participate at the study;
approximately a value 84.6%.
The databases were collected from a standard questions.
Our studied area were:
Socio demographics: ages, statuses, level of education, and
occupation.
Clinics: the ED characteristics (types, installations modes,
the lasting time) the sides effects associated (effect on the
libido, ejaculations problems), painful intercourse and the
impact on life's quality.
Etiological: Tabac and alcohol consumption, the diabete,
the obesity (the body mass index > 30kg/m2), the high blood
pressure, the cardiovascular diseases, the neurological
diseases, and others comorbidities.
The evaluation of the ED was done by using a self survey
form of the International Index of the Erectile Function
simplified in five questions (IIEF5) Rosen [8]. The patients
who had an ED (IIEF5 less or equal to 20) were classified in
three groups: the severe ED with an IIEF5 scored between 5
and 10, the moderate ED with an IIEF5 scored between 11
and 15, the low ED with an IIEF5 scored between 16 and 20.
The scores that were less than 5 weren't take in consideration.
All the patients diagnosed with an ED had a full clinical test
including the fasting glucose test, the lipids screen, the total
testosterone level in the morning (between 7 and 8 am), and
the realisation of electrocardiogram.
The impact of the patient's life qualities was evaluated by
these following question:
If you should spend the rest of your lifetime with your
actual sexual trouble, that will be? «moderately supportable»,
«supportable», «insupportable», «difficult to support»
«insupportable at all».
The databases received were taped and analyzed with a
2008 SPSS (Statistical Package for Social Science) logiciel,
version's 17.00 Chicago. SPSS inc. The results were
presented in term of frequencies, mean, standard deviation
for the quantitative variables and in percentage for the
qualitative variables. The bivariate analysis using the Khi2
test square brut of Person were used to evaluate the
correlation between qualitative variables. The statistical level
of signification "P" has been fixed at 0.05. A multivariate
analysis (logistics regression) has been used to evaluate the
correlation between the etiological different factors of the ED
(odd ratios, the confidence interval 95%,). The statistical
significant level p=0.05 were used.

3. Results
A total of 440 patients, 410 had and exploited survey. The
average age of the included patients was 52.4 +/- 14.1 (the
extremes were 24 and 68 years old). One hundred and eleven
patients had an ED with a prevalence of 27%. The average
age who had an ED was 48.2 +/-11.9 years old. The ED by
age prevalence showed an progressive increase with age.
[Table 1]

Table 1. IIEF5 score by age.

Age

[18-30]
[30-40]
[40-50]
[50-60]
[60-70]

Total

Score IIEF
5-10
1
2
3
8
15
29

11-15
2
7
15
26
7
57

16-20
5
11
7
2
0
25

Total
8
20
25
36
22
111

The average time of ED prevalence before any medical
consultation was 2.7 year and 1.8 year, the extremes used
were 3 months and 8 years old. Most of the patients (86.5%,
n=96) were consulting a year after the beginning of the ED.
The consultation time limit was strongly correlated when a
severe ED happened (p=0.0001). Eighty five patients
(85.6%) were ashamed to talk about their feelings to their
doctor. The reasons for consultation were dominated by the
low urinary symptoms. [Table 2].
Table 2. Distribution of patients according to the reason for consultation
(n=111).
Reason for consultation
Checkup
Symptoms of lower urinary tract
urolithiasis
Infertility
testicular pain
anejaculation
erectile dysfunction
Peyronie's Disease
hematuria
premature ejaculation

Effective
35
39
7
2
1
1
15
2
4
5

Percentage
31.5%
35.1%
6.3%
1.8%
0.9%
0.9%
13.5%
1.8%
3.7%
4.5%

Hundred and ten patients had a secondary ED (99.1%).
The ED was low among 25 patients (21.6%), medium among
57 patients (51.4%), and severe among 29 patients (27%).
The ED was progressively installed on 106 patients (80.2%),
it was very lowered on 21 patients (19.1%). The ejaculations
troubles were associated among 71 patients (64%). It was an
early ejaculations in 47 cases (66.2%), late in 2 cases (2.8%),
hard in 8 cases (11.3%), and 14 cases of anejeculation
(19.7%). The most common comorbidities were:
dyslipidemia (n=61, 54.9%), high blood pressure (n=18,
16.2%), and the diabetes (n=15.13.5%) [Table 3].
Table 3. Characteristics of patients who had ED (n=111).
Characteristics
Age
[18-30]
[30-40]
[40-50]
[50-60]
[60-70]
marital status
Married
Single
Widower
Study level
No schooling
Primary
Secondary

Nomber (n)

Fréquency (%)

8
20
25
36
22

7.2 %
18 %
22.5 %
32.4 %
19.8 %

76
27
8

68.5 %
24.3 %
7.2 %

16
21
41

14.4 %
18.9 %
37.9 %
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Characteristics
university
professional activity
yes
No
HTA
Yes
No
Diabetes
Yes
No
Alcohol
Yes
No
Tobacco
Yes
No
Dyslipidemia
Yes
No
IMC
<30kg/m2
>30kg/m2
ECG abnormalities
Yes
No

Nomber (n)
33

Fréquency (%)
29.7 %

80
31

72 %
28 %

18
93

16.2 %
83.8 %

15
96

13.5 %
86.5 %

47
64

43.3 %
56.7 %

29
82

26.1 %
73.9 %

61
50

54. 9 %
45.1 %

80
31

72 %
28 %

50
61

45 %
55 %
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The most frequent anomalies at the ECG were the the
hypertrophy of the left auricular and ventricular with
respectively 14.4% (n=16) and 11.7% (n=13). The existence
of an anomaly at the ECG was significantly correlated at an
ED start (p=0.04%) [Table 4].
Table 4. IIEF5 score based on the results of ECG.
Results ECG
Left Ventricular Hypertroph
Hypertrophy Atrium G
myocardial infarction
Atrio Ventricular block type I
Hypertrophy Left Heart
Right Ventricle Hypertrophy
Normal
TOTAL

SCORE IIEF-5 Effective (%)
5-10
11-15
16-20
7 (43.7%)
9 (56.3%)
0 (0%)
6 (46.2%)
7 (53.8%)
0 (0%)
5 (50%)
4 (40%)
1(10%)
3(75%)
1(25%)
0 (0%)
3 (60%)
2 (40%)
0 (0%)
1 (50%)
1(50%)
0 (0%)
4(8%)
25 (50%)
22 (44%)
25(50%)
24 (48%)
1 (2%)

Only 7 patients declared their life's supportable with their
ED. [Table 5].

Table 5. Impact of ED on the quality of life.
Score IIEF-5
16-20
11-15
5-10
Total

quality of life
Insupportable at all
(n/%)
2/1.8
3/2.7
9/8.1
14/12.6

Insupportable
(n/%)
0/0
12/10.9
4/3.6
16/14.5

difficult to support
(n/%)
12/10.8
31/27.9
6/5.4
49/44.1

The ED prevalence by age tranches revealed and
progressive augmentation with age from 8% between 18-30
years old to 36% between 50-60years old. Age was
significantly associated when ED occurred. The

moderately supportable
(n/%)
11/9.9
9/8.1
5/4.5
25/22.5

Supportable
(n/%)
5/4.5
2/1.8
0/0
7/6.3

hypotestosteronemia, the sedentary lifestyle, the decrease of
the libido were the most risk factors at the multivariate
analysis. [Table 6].

Table 6. Multivariate analysis of risk factors associated with ED.
Risk factors
HTA
Diabetes
Age ≥ 40 years
sedentary lifestyle
Hypotestostéronémie
Decreased libido
Obesity BMI> 30
dyslipidemia
Alcohol
Tobacco

N/%
18/16.2
15/13.5
83/74.8
84/75.8
14/12.6
21/18.9
31/27.9
61/56.5
47/43.3
29/26.1

P
0.02
0.07
0.001
0.01
0.002
0.0001
0.07
0.3
0.1
0.8

4. Discussion
The ED is the most known sexual dysfunction, many
studies interested in his epidemiological aspect, clinical and
also therapeutic [1, 2]. Our prevalence was considerably
inferior than that of Leye (46%) in Senegal [5], Baka (32.9%)
in Morocco [6] and Nordin (81.5%) in Malaysia. A low
prevalence of 20% was mentioned by many authors [10-12].
The big disparity of these results makes their comparison

ODDS Ratio (IC 95%)
3.3 (0.9-12.2)
4.6 (0.9-37.4)
3.5 (2.1-6.1)
4.3 (1.6-11.4)
6.5 (3.3-20.6)
6.2 (2.8-15.4)
1.2 (0.5-3.6)
1.1 (0.5-2.9)
0.8 (0.3-2.2)
0.7 (0.8-3.4)

Significatif Yes/No
Yes
Yes
Yes
Yes
Yes
Yes
No
No
No
No

difficult because of the sample size, the target population,
and the ED evaluation strategies were different from one
study to another one. Many questioners exist but the IIEF
was the most valid reproducible. it was an object to a
complete psychometric evaluation and help to evaluate the
erectile function and also the sexual desire [8].
The ED prevalence by age had revealed a progressive
augmentation with the age going from 8% between 18-30 to
36% between 50-60 years. The distribution of the severity of
ED by age group varies according to the authors. leye [5] and

18

Fasnéwindé Aristide Kaboré et al.: Erectile Dysfunction: Prevalence, Characteristics and Etiological Factors
Among Urology Outpatients in Burkina Faso

Dougherty [13] have found a statistically significant and
steady increase of ED with age and increases in severity with
age. This relation between the age and the ED could be
explained by the comorbidies existence on older ages and the
oxidative saged stresses that could cause an nervous and
endothelial degeneracy on the elements that help the
erections mechanism.
The average consultation period was 2.7 years and most of
the patients had consulted one year after the beginning of the
symptomatologic. In our context in Africa, the recourse at the
traditional medicines more easy to access could explain the
late consultation. The occurrence of ED is influenced by the
level of education [14].
It is more and more acceptable that the ED and the
cardiovascular diseases are intimately reliable and that the
erection troubles would be an early stage of cardiovascular
diseases. according to Fang[15]. The ED and the
cardiovascular diseases have the same physiopathology
creating some endothelial anomalies. The cardiovascular
risks factors would also be the ED risks factors. The database
of our study corroborate those physiopathologics assertions.
The sedentary lifestyle, the alcoholism, the smoking which
are some cardiovascular risks factors were strongly
correlated to the ED. The high blood pressure was
significantly associated at the ED severity. The high blood
pressure is the most frequent vascular disease. In our study
the ED's risk on high blood pressure patients was 3.3 times
more elevated than patients without it. Some others
researches [4, 15, 16] were indicated that the high blood
pressure being one of the main risk factors explained the high
correlation between it and the ED.
The ED prevalence among diabetics was 13.5% in our
series of study. The ED risks on diabetics was 4.6% more
elevated. this result is in accepting the literature databases
which showed a high ED prevalence in diabetics population.
This prevalenceare not stable from 20% to 90% according to
publish. [5, 17]. Leye and al. showed a correlation between
the start of the ED and the evolution times of the diabetes but
couldn't find any difference in the starting of the ED
according to the type of diabetes [5]. For other authors the
ED will be more frequent on type 1 diabetes than type 2 one,
and this difference could be persistent after the age effect
correction [9]. The development of the erectile disorders on
diabetics patients are the consequences of many mechanism
acting between themselves: vascular problems, endothelial
dysfunction, neuropathies, hormones disorders, and
psychological troubles in a chronic disease case. [17].
Rimtebaye and al. did notice that the level of ED increased
with the smoking intoxication time but there was no
correlation with the ED severity [18]. The smoking sid
effects on the erectile function are revealed by many authors
and were incriminating many mechanism: the inability of the
muscular fibers function, the blood hyper coagulability, the
fatty acids liberation, and the catecholamines and also a
direct toxic action of nicotine on vascular endothelium. [3,
19, 20].
The alcohol influence on erection was cited in the

literature. The correlation between alcoholism and ED has
been reported by many authors [21]. However, we did not
find any correlation between alcohol consumption and the
start of the ED
The SBAU were dominated in consultant reasons in our
study. This could be related to an selection biases cause the
sample population studied was constituted by outpatients
received in urology. Among this biases, many authors
reported a significant relation between the SBAU and the ED
[6, 14, 22].Baka & al [6] 2000 reported in their researches
72.2% of lower urinary tract on ED patients against 37.7% on
none ED patients. The link between SBAU and ED stay
incompletely clear. The prostatic pathology and others
comorbidities (diabetes, high blood pressure) most present
among older patients were seen as etiological factors.
Researches are necessary to have a good understanding on
the relation between underlying pathologies and the ED in
order to prevent the happening of ED on SBAU patients.

5. Conclusion
The ED is frequent in our hospital urology department.
This concerns almost 1/3 of our department patients. Its
occurence and severity are influenced by its length, the age,
the smokes, the obesity, the cardiovascular diseases, and the
SBAU. The patients were ashamed to talk about the subject
to their doctor where the importance to give them a good
understanding of the ED. The ED impact on patients life
qualities were important. Our results advise that a search of
ED should be systematic for all urology consultants patients
and inform and educate the population.
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