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Abstract  

Context: Sexual dysfunction is one of the challenges faced by heart patients. In Iran, because of the 

cultural structure, addressing sexual issues and problems is difficult in these patients and the follow-

up of heart problems causes these patients’ sexual relations to be marginalized. Considering the fact 

that there is no general conclusion about the prevalence and types of sexual dysfunction in these 

patients in the Iranian society, in order to gain comprehensive knowledge about this phenomenon, this 

study was conducted as a systematic review to investigate the sexual dysfunction status in Iranian 

heart patients. Evidence Acquisition: In this systematic review, articles published in Persian and 

English were retrieved from Web of Science, PubMed, Scopus, Medlib, Magiran, SID, Iranmedex, 

and Google Scholar databases using keywords without time limits. Then, the articles meeting the 

inclusion criteria were studied and analyzed. Out of the 1011 articles retrieved, 12 were reviewed and 

analyzed. To extract the data, two experienced researchers reviewed and analyzed the articles 

simultaneously, and the co-working professors of the research team evaluated the quality of the 

articles separately to increase the validity and reliability of the study. Results: All reviewed articles 

were quantitative studies. The results of extracting the findings indicated male sexual dysfunction, 

including erectile dysfunction, orgasmic function, sexual desire, sexual satisfaction, and marital 

satisfaction. In female patients, sexual satisfaction and marital satisfaction were impaired. 

Conclusions: According to the results, heart diseases caused sexual dysfunction in heart patients. 

Patients with heart diseases had significant problems, such as lack of sexual desire, sexual 

dissatisfaction, and decreased frequency of sexual activity. Considering the severity of this disorder in 

the Iranian society, the treatment team is recommended to pay serious attention to sexual relations in 

these patients and consider the improvement of their sexual function as an integral part of the cardiac 

rehabilitation function. 

Cardiovascular diseases are from the most common causes of death worldwide, accounting for 31.5% 

of all deaths (1). These diseases have been reported to cause more than 17.7 million deaths worldwide 

annually, 80% of which belong to middle- and low-income countries (2). In Iran, many people suffer 

from cardiovascular diseases. The prevalence of this disease was reported to be 32.2% in Iran in 2015 

(3), and the resulting death rate was 46% (4).After Coronary Artery Bypass Graft (CABG) surgery, 

various physical and psychological problems are observed in the lives of patients with cardiovascular 

diseases. Their health-related quality of life is also impaired after the occurrence of these problems (5, 

6). A study by Serber et al. (2008) showed that heart patients with more complex mental and 

psychological problems had poorer quality of life in terms of physical, psychological, and social 

dimensions and had higher levels of depression and anxiety (7).Sexual dysfunction is one of the 

common problems in heart patients and can cause imbalance in interpersonal relationships and 

familial issues and affect the couples’ quality of life (8). Sexual relationships are considered one of 

the most important components of patients’ quality of life, and sexual health and sexual function are 



among the important factors in life satisfaction (6, 9). Optimal sexual intercourse is a key factor in 

stabilization of the family and is a basis for the acquisition and consolidation of a steady culture (10). 

A large number of patients suffer from dysfunction in sexual relations after heart attacks, 

Percutaneous Coronary Intervention (PCI), CABG surgery, and valve surgery. In this regard, the 

prevalence of erectile dysfunction was reported to be 46% (11) in patients with coronary artery 

disease and 84% in those with Congestive Heart Failure (CHF) (12). According to studies, age, drug 

treatment, and risk factors such as diabetes, hypertension, hyperlipidemia, and tobacco use caused 

sexual dysfunction and erectile dysfunction in most people with heart diseases, resulting in disorder in 

the quality of their sexual life (13). Research has indicated that the causes of problems in sexual 

relationships due to these diseases were fear and anxiety of the patient’s spouse about sudden death 

during sexual activity, misinterpretation of natural symptoms of sexual arousal such as increased heart 

rate and respiration as heart symptoms, anxiety, and depression after a heart attack (13, 14). Sexual 

dysfunction, for whatever reason, reduces sexual satisfaction, causes deprivation, endangers mental 

health, and leads to family breakdown, reduced quality of sexual life, and ultimately disorder in the 

quality of public life (15). If sex-related issues are not considered a part of the nursing care for 

patients with cardiovascular problems, patients may impose great and unavoidable restrictions on their 

spouses, assuming that they are unable to engage in sexual activities, or experience sudden death by 

doing improper sexual activities (6, 15).Evidence has demonstrated that one of the barriers against 

sexual education in heart patients is the negative attitude towards talking about sex. In Iran, due to 

cultural and social backgrounds, talking about marital relationships and sexual problems is introduced 

as a taboo in the society, causing the marital problems raised for these patients to be forgotten (16, 

17). In fact, culture is one of the factors influencing the follow-up or non-follow-up of sexual 

problems after cardiovascular problems. Hence, nurses and other members of the treatment team 

should be familiar with cultural issues (18, 19). Iranian culture and the prevailing norms in the 

atmosphere of Iran restrict the discussion of sexual issues, and patients and the treatment team prefer 

to keep silent in this regard (18). Despite the importance of paying attention to the status of sexual 

relations in heart patients, the discussion of sexual issues is silenced due to the modesty of the heart 

patients admitted to the hospital. Sexual counseling that is one of the areas of nursing activity has 

been forgotten, as well (20, 21). Although sexual dysfunction is not life-threatening, it can lead to a 

decline in sexual function, eventually leading to a reduction in the quality of sexual life, reduction in 

work performance, and increase in the need for health care (22). 

Based on what was mentioned above, due to the influential cultural factors in Iran, sexual function 

and satisfaction are not often asked by doctors. Patients also tend to avoid referring to these problems 

(16, 23). Up to now, studies have been done in the field of sexual dysfunction among patients with 

cardiovascular diseases in Iran, but there is no general conclusion about the status of sexual 

dysfunction in these patients in the Iranian society. Thus, in order to gain more comprehensive 



knowledge about this phenomenon that can eventually affect different dimensions of individuals’  

health, the present study aMLHFQ at determining the status of sexual dysfunction in cardiac patients 

in Iran as a systematic review.  

2. Evidence Acquisition 

2.1. Search Strategy 

This systematic review was based on the Cochrane Handbook for Systematic Reviews (24) and was 

developed using the PRISMA statement (25). This study was designed to answer the question ‘what is 

the status of sexual dysfunction in heart patients in Iran’. The search strategy was prepared using 

search terms related to PICO (Patient or Population, Intervention, Control, and Outcomes) for related 

studies. For this purpose, the studies conducted in Iran were searched using Mesh strategy and free 

strategy by two researchers without time limit. Investigations and the information needed were first 

obtained by searching for the following keywords: “cardiovascular diseases”, “coronary artery 

disease”, “myocardial infarct”, “sexual function”, “coronary artery bypass graft”, “sexual 

dysfunction”, and combining all keywords with “Iran” in CINAHL, PubMed, Google Scholar, and 

Science Direct databases as well as Persian databases such as Medlib, Magiran, SID, and Iranmedex. 

Resources and articles on sexual function in cardiovascular diseases in Persian and English were 

reviewed. In the search strategy, logical operators (AND, OR) were used. It should be noted that the 

studies were done from 2007 onwards (Figure 1). 

2.2. Inclusion Criteria 

The inclusion criteria of the studies were 1- being conducted in Iran, 2- being conducted on patients 

with cardiovascular problems, 3- having at least one report and desired and related results in this field, 

4- being written in Persian or English, 5- availability of the main part of the selected article, and 6- 

being an original research. 

2.3. Study Selection 

In the initial search, 1011 articles were identified, 542 ones of which were in English and 369 ones 

were in Persian. During the screening phase, 347 duplicate articles were deleted. After reviewing the 

titles and abstracts, 589 articles whose titles and abstracts were not related to sexual function and 

sexual relations of patients with cardiovascular diseases were omitted in line with the research 

objectives. In the next phase, 75 articles were reviewed by the two researchers based on the inclusion 

and exclusion criteria, and 35 articles were omitted. There were 17 papers as posters and lectures in 

conferences whose full texts were not available. Finally, the full texts of the remaining 23 articles 

were read and based on the inclusion and exclusion criteria of the study, 12 articles that were fully 



consistent with the research were included in the analysis. All these steps were performed 

independently by two researchers. The process of selecting the articles has been presented in Figure 1. 

2.4. Extracting the Data 

The two researchers independently extracted the data related to the objectives of the research and final 

analysis, and other team members reviewed 12 studies in terms of quality and consistency with the 

study objectives. Cochrane data extraction form was used for the systematic review. The two 

researchers separately extracted data from the included studies and came to a consensus after 

exchange of views. The form of data extraction included author’s name, article title, year of 

publication, sample size, research tools, and study findings. 

2.5. Evaluating the Quality of Imported Studies.  

 In order to assess the quality of the studies, the team utilized the NIH Study Quality Assessment 

Tools for observational, cohort, cross-sectional, case-control, and pre/post studies (25). In order to 

increase the accuracy and robustness of the research methodology, evaluate the quality of the 

collected articles, and prevent the possible biases, two experienced researchers in systematic reviews 

reviewed and analyzed the articles in terms of abstract, introduction, working method, results, 

discussion, and sources. During the quality evaluation process, attention was paid to such important 

factors as clearly defined population, clear and accurate measurement of consequences and results, 

sample size, tools, and inclusion and exclusion criteria. Disagreements between the opinions of the 

two researchers were resolved through discussion with the entire research team. It should be noted 

that no studies were omitted based on the results of the quality evaluation and the 12 articles were 

approved. 

3. ResultsOut of the 1011 articles obtained in the initial search, 12 were selected and included in the 

study. The studies were done since 2007 onwards (Figure 2). All reviewed articles were original 

quantitative studies. Seven articles were conducted on coronary artery transplant patients (58.3%), one 

article on patients with systolic heart failure (8.3%), three articles on patients with Coronary Artery 

Disease (CAD) (24.9%), and one article on patients with high blood pressure (Figure 1).Kazemi Saleh 

et al. (2007) (26) conducted a research on the fear of having sex among married men with heart 

attacks. The results showed that fear of sex disrupted the sexual function of some of these patients. 

The study included 87 patients with CAD with a mean age of 59 years. Clinical, demographic, and 

psychological symptoms were examined. The results revealed fear of having sex in 29 men (33.3%), 

and the presence of this fear was associated with sexual dysfunction and depression symptoms. In 

2008, Kazemi Saleh et al. (27) examined sexual activity and psychiatric symptoms among patients 

with CAD and the relationship between these variables was investigated among 550 married patients 

with CAD. The study involved 397 men and 153 women with a mean age of 57 years. The results 



indicated that 48.8% of the women with CAD had anxiety symptoms and 20.3% had depression. 

Among the men with CAD, 16.6% reported anxiety symptoms and 9.9% reported depression 

symptoms. The results indicated sexual dysfunction in these patients. Accordingly, there was a high 

level of sexual dysfunction in relation to the symptoms of depression in both sexes. However, fear of 

sex was only associated with male gender, CAD, and depression symptoms. In 2011, a study was 

conducted by Forouzan Nia et al. (13) on the incidence of sexual dysfunction in men after open heart 

surgery in Yazd. That study was performed descriptively-analytically on 278 patients aged 25 - 69 

years who had undergone heart surgery. Sexual function was measured using the International Index 

for Erectile Function (IIEF) before and 12 weeks after the heart surgery. The results demonstrated that 

the incidence of sexual dysfunction increased from 20.1% before surgery to 76.4% after that, and the 

difference was statistically significant (P < 0.05). In addition, the prevalence of impotence increased 

from 6.5% to 34.8%, the rate of premature ejaculation increased from 4.3% to 21.5%, and the rate of 

libido decreased from 9.3% to 20.1% after open heart surgery. In 2011, Zeighami et al. (2011) (28) 

examined the prevalence of erectile dysfunction in men with hypertension referring to health centers 

in Tonekabon and Ramsar. That study was conducted on 200 married men with hypertension within 

the age range of 30 to 69 years with a mean age of 55.35 years. The study data were collected using 

the IIEF questionnaire. The results showed that erectile dysfunction increased by 75.5% among men 

with hypertension. Accordingly, 18% of the men had severe erectile dysfunction, 27.5% had moderate 

erectile dysfunction, and 30% had mild erectile dysfunction. The results also indicated that the score 

of erectile function was negatively correlated to body mass index, number of cigarettes smoked, 

systolic blood pressure, diastolic blood pressure, and duration of hypertension. In 2012, Padash et al. 

(29) compared 50 patients with CAD and 50 healthy individuals with respect to marital satisfaction. 

In that study, the Index of Marital Satisfaction (IMS) questionnaire was used to measure marital 

satisfaction. The results revealed that the patients with heart coronary disorders had lower marital 

satisfaction compared to healthy people. Accordingly, 62.22% of the heart patients had significant 

problems with their marital satisfaction. After controlling for age and education level, the results of 

ANOVA showed a significant difference between the patients and healthy individuals regarding the 

scores of marital satisfaction (P < 0.05, F = 2.31, E = 0.87). In 2012, Foruzan-Nia et al. (30) 

conducted a study on sex hormone levels and sexual dysfunction in 40 male patients after CABG 

surgery. IIEF questionnaire was used before surgery and 12 weeks after that in order to measure 

sexual function. The mean age of the participants was 51.27 years. The rate of sexual dysfunction was 

22.5% before the surgery and 47.7% after that. The types of sexual dysfunction included premature 

ejaculation (5% before and 2.5% after the surgery), impotence (7.5% before and 12.5% after the 

surgery), and decreased libido (10% before and 32% after the surgery). The levels of sex hormones 

were also measured before and after CABG surgery, which showed a decrease in the secretion of 

these hormones after the surgery, but only the decrease in estrogen level was statistically significant 

(P = 0.02). Mohammadi et al. (28) conducted a study in 2012 to evaluate sexual dysfunction among 



100 male patients with systolic heart failure with a mean age of 59.23 years. The results showed that 

the mean score of erectile dysfunction was 14.02 ± 6.26. Erectile dysfunction was detected in 80% of 

the patients with systolic heart failure, 36% of whom had severe erectile dysfunction. Erectile 

dysfunction was statistically correlated to age, education level, occupation, left ventricular ejection 

fraction, high blood cholesterol, hypertension, kidney disease, digoxin consumption, angiotensin 

converting enzyme inhibitors, beta-blocker consumption, diuretics consumption, depression, and 

quality of life. In a 2013 study, Pournaghash et al. (31) examined the relationship between 

psychological factors and sexual dysfunction and quality of life of 160 male patients with a mean age 

of 60 years after CABG surgery. In that study, the data were collected using anxiety, depression, 

stress, and IIEF questionnaires, and 85.5% of the patients reported some degrees of impotence. 

Accordingly, 27.3%, 26.1%, and 32.1% of the patients reported severe, moderate, and mild 

impotence, respectively. The results also revealed a significant relationship between impotence and 

the scores of anxiety (P = 0.03) and depression (P = 0.001). In 2014, Ziabakhsh Tabary et al. (32) 

investigated sexual dysfunction in patients undergoing on-pump CABG surgery. That study was 

performed on 426 male patients with a mean age of 58.69 years, and the data were collected. 

Using the IIEF questionnaire before and six months after the surgery, the results demonstrated that the 

mean score of erectile function was 13.95 ± 5.44 before the surgery and 14.20±5.69 after that. 

Additionally, mild erectile dysfunction was reported in 77 patients, mild to moderate erectile 

dysfunction in 98, moderate erectile dysfunction in 136, and severe erectile dysfunction in 51 patients 

before the surgery. These measures were obtained as 85, 101, 133, and 35, respectively after the 

surgery. In 2019, Rahimi et al. (23) investigated sexual function among male patients before and after 

CABG surgery. That semi-experimental study was performed on 90 patients with a mean age of 52.4 

years who had undergone CABG surgery. In that study, sexual function was measured before and 10 

weeks after the heart surgery via the IIEF questionnaire. The results showed that the male patients 

experienced a significant decline in sexual function after coronary artery transplantation. The mean 

score of total sexual function decreased from 13.43 to 6.93, representing a significant reduction in 

sexual function after the surgery. Besides, the mean scores of erectile function, orgasmic function, 

sexual desire, sexual satisfaction, and marital satisfaction were respectively 2.44, 2.68, 2.87, 2.65, and 

2.80 before the surgery and 1.28, 1.38, 1.51, 1.31, and 1.43 after that. Accordingly, the results showed 

a decrease in all abovementioned dimensions after coronary artery transplantation. In 2019, Dehestani 

et al. (33) examined the sexual function of patients before and after CABG surgery. That study was 

conducted on 70 male patients, and the data were gathered using the IIEF questionnaire. The results 

indicated that CABG surgery intensified the patients’ sexual dysfunction. The results also 

demonstrated that the mean score of erectile dysfunction decreased from 19.91 ± 4.6 to 17.46 ± 6.8. 

The mean score of orgasmic function decreased from 7.19 ± 2.62 before the surgery to 6.17 ± 2.99 

after that. The mean score of sexual desire declined from 6.44 ± 2.47 before the surgery to 4.91 ± 2.76 



after that. The mean score of intercourse satisfaction also decreased from 8.59 ± 3.37 to 7.4 ± 3.77 

after the surgery. Finally, the mean score of overall satisfaction decreased from 6.71 ± 2.29 before the 

surgery to 5.34 ± 2.77 after that, and the total score of the IIEF questionnaire declined from 18.84 ± 

13.26 to 41.29 ± 14.75 after the surgery (P < 0.001). In a 2019 study, Nekounam et al. (34) assessed 

the relationship between sexual satisfaction and marital stress, marital satisfaction, and psychological 

symptoms of coronary artery bypass heart disease patients. That descriptive-correlational study was 

performed on 300 male and female patients with a mean age of 62 years who had undergone CABG 

surgery. The findings demonstrated that 115 participants (37.3%) had marital dissatisfaction and 185 

ones (61.7%) had low marital satisfaction. In terms of sexual satisfaction, the results indicated that all 

300 participants had low sexual satisfaction. The results also revealed a significant inverse 

relationship between sexual satisfaction and depression, stress, anxiety, and marital stress. However, 

no significant correlation was observed between sexual satisfaction and marital satisfaction. The 

selected articles and the summary of their results have been presented in Table 1. 

4. Discussion 

This systematic review aimed to answer the question ‘what is the status of sexual dysfunction in heart 

patients in Iran’. The results disclosed that cardiovascular diseases had a serious impact on these 

patients’ performance and sexual satisfaction, and could cause sexual dysfunction. Accordingly, heart 

diseases led to a decline in erectile dysfunction, orgasmic function, sexual desire, sexual satisfaction, 

and marital satisfaction among males (13, 23, 28, 30, 32, 33) and a decrease in marital satisfaction and 

sexual satisfaction among females (29, 34). Moreover, age, medication, depression (26-28, 31, 34), 

anxiety (31, 34), hypertension (28, 35), hyperlipidemia (35), and smoking (28) affected sexual 

function and erectile dysfunction in patients with cardiovascular diseases, eventually impairing the 

quality of their sexual lives. Generally, sexual dysfunction can be divided into decreased libido, 

decreased sexual desire, declined relationship satisfaction, erectile dysfunction, and premature 

ejaculation (13). These five areas were clearly seen in the present study (13, 23, 30, 32). Erectile 

dysfunction was cited as a common disorder in most patients in these studies (13, 23, 30, 31, 35, 36). 

It seemed that the prevalence of erectile dysfunction increased with age and underlying diseases such 

as heart disease. In fact, erectile dysfunction was common in elderly people. Erectile dysfunction was 

intensified in parallel with aging due to factors, such as smoking, hypertension, hyperlipidemia, taking 

beta-blockers and digoxin, angiotensin blocker consumption, and some hormonal disorders such as 

estrogen depletion, and stress and anxiety associated with open heart surgery, each of which alone has 

been considered a risk factor for erectile dysfunction. In the present study, the mean age of the 

participants in all studies was over 50 years. Therefore, impairment of sexual function in these 

patients might be due to changes in penile arteries, reduction in penile blood circulation, androgen 

depletion, cell depletion of smooth muscles, and reduced production of nitric oxide. The current study 

findings showed that high blood pressure, hyperlipidemia, and smoking provided the ground for the 



incidence of artery disorders associated with erectile dysfunction. Therefore, modification of lifestyle 

and use of medication for control and decrease of cholesterol and blood pressure can be effective in 

reducing the severity of sexual dysfunction. The present study results noted the role of depression and 

anxiety in reducing performance and sexual satisfaction in patients (26, 27, 31, 34, 35). Depression is 

one of the psychological problems faced by heart patients, which prevents the effective treatment of 

the disease, because it reduces the patients’ motivation to continue the treatment (34). Anxiety caused 

by heart surgery should not be ignored, as well. Open heart surgery is one of the most stressful events 

that can occur in a person’s life (6). According to the results of the current investigation, stress, 

depression, and anxiety led to a low quality of life among heart patients (34). In fact, sexual activity 

played an important role in quality of life, but the treatment team focused only on maintaining and 

continuing patients’ lives and paid less attention to their sexual functions (23). This lack of attention 

to sexual issues could aggravate depression in these patients, reduce their self-confidence and 

understanding of their health status, reduce their sexual satisfaction, and impair the quality of their 

sexual lives (36).In heart patients, the fear of having sex was considered a deterrent to having sex, 

which reduced the rate of intercourse and impaired sexual satisfaction and marital satisfaction (26, 

27). According to the research findings, the fear and anxiety of the patients and their wives about 

sudden death during sexual activities led to the misinterpretation of the natural symptoms of sexual 

arousal, such as increased heart rate and respiration, as heart symptoms. This fear was accompanied 

by anxiety and depression after heart problems and resulted in sexual dysfunction in these patients 

(13, 14). Fear, anxiety, and depression are the main problems that exist in the normal lives of these 

patients, but caregivers and the treatment team can affect their sexual function according to these 

symptoms. 

5. Conclusion 

The study results indicated the heart patients’ sexual dysfunction and dissatisfaction. Considering the 

cultural structure of the society and the fact that it is difficult for both patients and medical staff to talk 

about sexual relations, paying attention to sexual relations in these patients has been forgotten. 

Although sexual dysfunction does not threaten life, it can reduce the quality of life, reduce social 

abilities, exacerbate mental illnesses such as depression and anxiety, and increase the need for 

healthcare. Given the fact that organic, psychological, and mixed risk factors have been proven to be 

involved in sexual dysfunction in these patients, these factors should be identified and the quality of 

sexual life should be improved in these patients. 
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