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Abstract 

Sexual dysfunction is a common malady. It causes immense emotional suffering and 

interferes with social wellbeing. Many physical and psychological ailments are 

frequently implicated in its development and progression. There are several 

therapeutic options available for its attenuation. However, more recently, the focus has 

shifted significantly to several lifestyle factors that can help in its prevention. A brief 

review of these influences exerted by the five major lifestyles, namely, smoking, 

obesity, exercise, alcohol intake, and diet is done in this manuscript.

Keywords: sexuality, smoking, lifestyles, exercise, alcohol, diet, obesity 

 

 

 

Introduction 

Sexuality is defined as a state of physical, psychological, social, and emotional well-being that is related to sexual desire and 

action [1]. Healthy sexuality is central to psychological well-being and quality of life [2]. Both the World Health Organization 

(WHO) and the World Association for Sexual Health state that sexuality is an integral part of being human, it is influenced by 

many factors, it is diverse and cannot be separated from the essential elements of human life [3, 4]. Sexual dysfunctions result in 

significant physical and psychological problems, both in the male and female [5, 6]. Besides being associated with (and caused 

by) major medical ailments such as hypertension, obesity, cardiovascular diseases, diabetes mellitus, depression, and pelvic 

surgery, it also affects fertility and pregnancy-related problems [5]. Emotionally, it interferes with self-esteem, body image, and 

interpersonal relationships [6]. Female sexual dysfunction negatively affects QOL [6]. For men, erectile dysfunction (ED) and 

premature ejaculation are the most common sexual dysfunctions [7]. In women, problems arise due to disordered sexual desire, 

sexual arousal, and orgasm, and painful sex [5]. Sexual disorders are more common in women. Studies of general populations of 

all ages have found that between 40% and 60% of women report some sexual dysfunction [8-10]. Sexuality is also affected by 

sexual violence (SV), infertility, and sexually transmitted diseases. SV is defined as any sexual act or attempt to obtain a sexual 

act by violence or coercion by any person regardless of their relationship to the victim in any setting [11]. SV is common, with 

reports indicating that an estimated 18.3% of women in the USA have been victims [12]. Infertility in both males and females 

impairs sexual relations [13]. Males develop sexual dysfunction as they often believe that male infertility is indicative of them 

losing their masculinity [14]. Scheduled sexual activity for conception purposes, also interferes with healthy sexuality [15]. Sexually 

transmitted diseases such as HIV infection. Hepatitis B, hepatitis C, Chlamydia trachomatis, Neisseria gonorrhoeae, and syphilis 

can result from unprotective sex, which is often associated with promiscuity, and these further hamper sexuality [16]. Sexual 

disorders are strongly influenced by lifestyle factors and this manuscript looks at these associations. 
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Discussion 

The major modifiable risk factors for male and female sexual 

dysfunctions are smoking, physical inactivity, obesity, and 

excessive alcohol intake and high caloric quantity, and poor 

quality of food consumption [17, 18]. 

 

Smoking 

There are about 1.1 billion smokers worldwide (21% of the 

world’s population) aged 15 years and older [19]. Cigarette 

smoking is implicated in the development and a more rapid 

progression of a wide range of non-communicable disorders 
[20]. The average loss of life in smokers, compared with never-

smokers, is as high as 20 years [21]. Smoking also interferes 

with sexuality [22-31]. Smoking is a major cause of ED [22, 23]. 

Cao et al. did a systemic review of four prospective cohort 

studies and four case-control studies (28,000 participants) 

and found that the overall odds ratio of ED in cohort 

prospective studies was 1.51 for smokers, and 1.29 for the ex-

smokers [24]. Higher pack-years (>20) correlate with a higher 

risk of ED [25]. Smoking cessation in men improves ED by 

about 25% after one year when compared to non-quitters [26]. 

E-cigarette vaping is not without risk either - in men, it 

increases the risk of having ED by two times compared to 

non-vapers [27]. Secondhand exposure to smoke is also 

harmful and increases the risk of ED [28]. Smoking also 

impairs female sexual dysfunction [29-31]. Cigarette smoke 

induces a 30% reduction in genital stimulation [29], a 

reduction in uterine, clitoral, and labial vascularization and 

blood flow [30], a decrease in vaginal lubrication with delayed 

and often unsatisfactory orgasms [31]. Smoking can also affect 

fertility by altering men’s sperm, increasinh the risk of 

miscarriage during pregnancy, and resulting in birth defects 

in the offspring [32]. Several mechanisms are involved, 

including a reduction in androgens and estrogens [33]. 

 

Alcohol 

Alcohol intake is beneficial for several diseases so long it is 

consumed in low to moderate amounts-less than two standard 

drinks a day for men and one standard drink a day for women 
[34]. A standard drink in the USA is 12 fluid ounces of 5% 

beer, 5 fluid ounces of 12 % wine, or 1.5 fluid ounces of 40 % 

liquor [35]. Higher alcohol consumption is associated with 

several negative health consequences [36, 37]. A similar 

relationship is seen with sexual behavior [38-40]. It is estimated 

that 4.3 million American adults consume alcohol before 

indulging in sexual activity [38]. This is usually a low-dose 

intake that produces a slight euphoria, encouraging sexual 

activity. However, heavy alcohol intake reduces sexual 

performance, especially in men [39]. Further, although low to 

moderate amounts of alcohol intake may also reduce the risk 

of ED, heavy alcohol intake in men (alcohol use disorder - 

AUD), often leads to the development of ED [40]. Women 

with AUD demonstrate low sexual desire (55%), inability to 

reach orgasm (52, 5%), and unsatisfactory sexual pleasure 

(50%) [41]. Excessive alcohol intake in women is often 

associated with multiple casual sex partners [42] and 

unprotected sexual intercourse [43], increasing the risk for 

unwanted pregnancy [44], and contracting sexually transmitted 

infections [45]. Heavy drinking in young women is also 

associated with negative emotions [46] such as regret [47] and a 

feeling of sexual victimization [48]. Excessive alcohol use in 

men is also strongly associated with using physical force to 

have sex [49]. It is estimated that about half of all sexual 

assaults involve alcohol intoxication of the perpetrator, 

victim, or both [50]. Despite these serious problems, sexual 

activity continues to stay high both in acute and chronic 

alcoholic abuse [51].  

 

Obesity 

Obesity is a growing problem worldwide [52]. Obesity is 

defined as a BMI exceeding 30 kg/m2. It is subclassified into 

class 1 (30–34.9), class 2 (35–39.9), and class 3 or severe 

obesity (≥ 40) [53]. A BMI >50 Kg/m2 is considered morbid 

obesity [53]. Obesity is associated with a negative influence on 

several noncommunicable diseases [54, 55]. Obesity has 

significant psychological effects, such as a negative effect on 

body image [56] and self-esteem [57], and often results in 

depression [58]. Obese patients also experience a reduced 

quality of life [59]. Class III obesity also reduces life 

expectancy anywhere from 6 to 14 years [60]. Obesity also 

detrimentally affects sexual function [61-66]. Nagelkerke et al. 

found that overweight adults reported fewer sexual partners 

in the previous year than their normal-weight peers [62]. In one 

study, obese individuals showed a sexual dysfunction 

prevalence rate around 7–22% for women (diminished 

arousal, lubrication, coital pain, orgasm, sexual satisfaction, 

and infertility) and 5–21% for men (ED and decrease of 

desire) [63]. Obesity in adolescents is associated with many 

emotional and social problems, which may result in low 

sexual frequency and unprotected sex [64]. This is also seen in 

gay and bisexual men - probably related to obesity 

contributing to the lower self-esteem and self-efficacy often 

noted in these individuals [65]. Having a larger body weight 

also reduces sexual interest in postmenopausal women [66]. 

Weight loss treatments have been shown to improve sexual 

functioning [61, 67]. Obesity is also related to several other 

diseases that themselves increase sexual dysfunction, such as 

CVD, T2DM, metabolic syndrome, and depression [68, 69].  

 

Exercise 

Physical activity is defined as any bodily movement 

produced by skeletal muscles that result in energy 

expenditure [70] and is measured by metabolic equivalents 

(METs). One MET equals an energy expenditure of 1 

kcal/kg/hour or an oxygen uptake of 3.5 ml/kg/min - such as 

that expended sitting quietly in a chair [71]. Sedentary 

behavior is defined as any waking behavior characterized by 

an energy expenditure of 1 to 1.5 metabolic equivalents [72]. 

Exercise is a subcategory of physical activity and is planned, 

repetitive, and purposive [73]. Exercise is often classified by 

the number of METs expended: light-intensity activities 

expend less than 3 METs, moderate-intensity activities 

expend 3 to 6 METs, and vigorous activities expend 6 or more 

METs [74]. PA and exercise reduce the morbidity and 

mortality of most non-communicable diseases and help 

improve psychological health [75]. Physical exercise also 

improves sexuality-it increases sexual desire [76], frequency 
[77], sexual functioning [78], and the degree of sexual 

enjoyment [79] in both sexes [80], irrespective of the age [81]. In 

men, several studies have shown that exercise reduces ED [82, 

83]. McNamara found that on a 100-point sexual function 

scale (higher number means better), men who were sedentary 

scored 43 points; moderately active men scored 72; highly 

active men scored 70 [84]. After 3 months of aerobic physical 

activity (about 150 min per week) patients in the intervention 

group showed a significant increase (improvement) in the 

abridged International Index of Erectile Function (IIEF-5) 

score [85]. Exercise (regular aerobic about 3 hrs. per week for 
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3 months) when added to type 5 phosphodiesterase inhibitor 

for ED, increased the total score of the IIEF to 77.8% 

compared to 39.3% registered in controls [86]. Benefits of 

exercise have also been noted in hypertensive [87] and diabetic 

men [88] with ED. Another sexual dysfunction in men is 

premature ejaculation (PE) and this tends to worsen with a 

decrease in physical activity [89, 90]. As mentioned before, 

exercise also helps improve self-esteem and body image, 

which tend to be low in subjects with PE [91]. Men with 

prostate cancer frequently have ED and male sexual 

dysfunction [92] and these problems are attenuated to some 

degree with physical exercise [93]. Exercise helps increase the 

male sex hormone levels [94] and improves fertility in males 
[95]. It helps in attenuating of the negative effects of age or 

obesity on spermatogenesis [96, 97]. Overall, regular exercise 

improves sexual health in men [98]. However, frequent high-

intensity exercise can have reverse effects [99]. Sexual 

dysfunction is also common in sedentary females when 

measured by the Female Sexual Function Index [100]. The 

latter includes measurement of desire, subjective arousal, 

lubrication, orgasm, satisfaction, and pain. In a study by 

Cabral et al., almost 4 out of 5 non-exercising women 

reported sexual dysfunction [101]. Women are more aroused 
[102] and more responsive [103] to sexual activity following 

exercise. In a Finnish study, strenuous exercise improved 

orgasm experiences in middle-aged women [104]. Menopausal 

women often experience mood, sleep disorders, anxiety, 

depression, and musculoskeletal problems [105, 106]. Exercise-

induced improvements in perimenopausal symptoms also 

help the quality of their sexual life [107]. Post-menopausal 

women often suffer from reduced self-esteem [108] and a 

negative body image [109]. Some of these symptoms are 

related to menopause-associated weight gain [110]. PA (along 

with a restricted diet) helps reduce body weight [111], 

improves body image [112] and self-esteem [113], and thereby 

improves sexuality [114]. Another obstacle to healthy sexual 

health is SV [115, 116]. SV is defined as any sexual act or 

attempt to obtain a sexual act by violence or coercion by any 

person regardless of their relationship to the victim in any 

setting117. An estimated 18.3% of women in the USA have 

been victims of SV [118]. Females who had been sexually 

abused reported more body dissatisfaction and self-

consciousness, less satisfaction with themselves and in 

relationships, and less comfort with having sex with the lights 

on and undressing in front of their sexual partner than females 

who had not been sexually abused [115, 116]. SV has been 

shown to predict the development of trauma-related 

symptoms (clinical and subclinical posttraumatic stress 

disorder, PTSD) more strongly than from any other trauma 
[119]. Exercise is a low-cost and low-stigma non-

pharmaceutical modality that helps these patients reduce this 

trauma and improve sexuality [120]. As noted in men, T2DM 

is also a major factor for SD in women, and exercise helps 

alleviate this [121]. Several mechanisms have been postulated 

for these benefits [122, 123]. Exercise stimulates the sympathetic 

nervous system, increasing the blood flow to the genital area 
[122]. Other mechanisms involved include alterations in the 

levels of endorphins and neurotransmitters, and in the 

functioning of the hypothalamic-pituitary-adrenal axis. 

Exercise has also been shown to reduce inflammation and 

improve mood [123]. Exercise, like other major lifestyle 

factors, helps attenuate several disease-related causes such as  

cardiovascular disease, obesity, metabolic syndrome, and 

depression [124, 125]. 

 

Diet 

Diet has become a major global health issue [126]. The excess 

quantity of calories consumed (and unmatched by 

expenditure) leads to overweight/obesity [127]. Excess body 

weight increases the risk of major non-communicable 

diseases [128, 129]. It is also detrimental to sexual health [130]. 

Weight loss, even if achieved by bariatric surgery, has 

positive effects on sexuality [131]. In a study by Khoo et al, a 

10% weight loss resulted in improved testosterone levels, 

erectile function, and sexual desire in men [132]. The quality 

of diet plays a preventive and therapeutic role in several non-

communicable diseases [133]. A prudent diet is rich in non-

starchy vegetables, fruits, whole grains, and legumes; 

moderate in consumption of nuts, seafood, lean meats, low-

fat dairy products, and unsaturated vegetable oil, and limited 

or missing in trans-fats, saturated fats, sodium, red meat, 

refined carbohydrates, and sugar-sweetened beverages. It is 

low in salt, (<2,300 mg per day) and helps mitigate several 

non-communicable diseases [133, 134]. This diet is rich in 

flavanones, anthocyanins, and flavones (fruits and 

vegetables) and helps reduce ED in men (<70 years of age) 
[135]. The Mediterranean Diet (MedD) also helps reduce ED 
[136]. The MedD is a prudent diet and is a traditional eating 

pattern found among populations living in the Mediterranean 

Basin [137]. This diet includes very low consumption of red 

meat (beef, pork, and lamb were reserved only for special 

occasions), very low or no consumption of processed meats, 

occasional intake of poultry, low or no consumption of butter, 

ice creams, or other whole-fat dairy products (only fermented 

dairy products, cheese, and yogurt, are consumed in moderate 

amounts). It includes an abundant consumption of olive oil, 

especially extra-virgin olive oil together with high 

consumption of minimally processed, locally grown, fresh 

vegetables, fresh fruits, nuts, legumes, and cereals (mainly 

unrefined). An important source of protein is moderate 

consumption of fish and shellfish, and it also is associated 

with moderate consumption of wine [138-140]. In a study 

involving 65 men, the incorporation of fruits, vegetables, 

nuts, whole grains, and olive oil in the diet for two years 

improved the IIEF score [141]. Women on the MedD also 

report a decrease in sexual dysfunction and an increased 

frequency of sexual intercourse [142]. Plant-based diets 

improve endothelial function via a reduction in oxidative 

stress, subclinical inflammation, and improved insulin 

sensitivity [143]. They also help improve the sexual quality of 

life in postmenopausal women [144]. 

 

Conclusion 

Sexual dysfunction is strongly influenced by lifestyles. 

Healthy lifestyles help attenuate the risk of several co-

morbidities which have a detrimental effect on sexuality 

These include cardiovascular disease, diabetes mellitus, 

metabolic syndrome, high blood pressure, obesity, and 

depression. Prevention is the most effective way of mitigating 

sexual dysfunction, despite the plethora of therapeutic 

options available. Maintaining a healthy lifestyle is therefore 

critical to sustaining the multiple dimensions of sexual well-

being, in both men and women. 
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