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Abstract

Introduction. Sexual health is a fundamental part of everyone’s physical, mental and social well-being.
Despite the considerable interest of scientists in studying the impact of behavioral risk factors on sexual
dysfunctions, most of them are fragmented and address specific aspects of the problem. However,
comprehensive research on this issue is still lacking.

Aim. To analyze the impact of behavioral factors on the sexual dysfunctions in men.

Materials and methods. An analytical retrospective epidemiological study of 402 men with sexual
dysfunctions and 200 men in the control group was conducted at private health care facilities. The
diagnosis of sexual dysfunctions was carried out using standardized questionnaires: International Index
of Erectile Function and Premature Ejaculation Diagnostic Tool. Lifestyle factors were studied according
to the original author’s program. The main group consisted of 232 men (57.7%) with erectile dysfunction,
89 (22.1%) with premature ejaculation, 61 (15.2%) with hypoactive sexual desire disorder and 20 (5.0%)
with orgasmic dysfunction. Among the men with erectile dysfunction, 65 (28.0%) had mild, 130 (55.9%)
had moderate, and 37 (16.1%) had severe dysfunction.

Results. The sexual dysfunctions in men were associated with high-risk alcohol consumption in
both frequency (2-4 times per month) and quantity (2-3 standard doses per episode): OR=25.50
(95%CI=13.75-47.27) and 3.34 (2.22-5.02), respectively. The odds of sexual dysfunction significantly
increased with harmful alcohol use (2-3 times per week and 4-6 standard doses per episode) to OR=70.83
(95%CI=4.36-1151.73) and 26.45 (6.43-108.79). The sexual dysfunctions were also accompanied with
high odds of drug use (52.30; 3.21-853.30), tobacco smoking (10.38; 6.75-15.98), in particular, for more
than 5 years (11.73; 6.79-20.27) and more than 10 cigarettes per day (5.96; 2.69-13.19), as well as with
physical inactivity (9.39; 6.34-13.91) and irregular eating (4.22; 2.13-8.36) against the background of
insufficient (up to 1.5 liters per day) fluid intake (4.30; 3.00-6.16).

Conclusions. Preventive counseling and care aimed at correcting individual lifestyles should be
a mandatory component of sexual dysfunction management.
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INTRODUCTION

Sexual health is a fundamental part of everyone’s
physical, mental and social well-being, and is of great
medical and social importance.

The main sexual dysfunctions in men that can
negatively affect the quality of life and relationships
include: erectile dysfunction (ED), premature ejaculation
(PE), orgasmic dysfunction (OD), and hypoactive sexual
desire disorder (HSDD).

Scientific studies show that the most important risk
factors for the development of sexual dysfunctions are
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biomedical (age, obesity) and behavioral (smoking, alcohol/
drug abuse, physical inactivity) [1-5]. For example, it
has been proven that the incidence of erectile dysfunction
among smokers is 15-20% higher than among non-smokers.
Moreover, the risk of ED depends on the length of smoking
and the number of cigarettes used per day [6-7]. Data
obtained by Rohilla J. et al. (2020) indicate that more than
half of men (58.6%) with alcohol addiction have sexual
dysfunctions, among which ED (70%) and HSDD (62.8%)
are the most common [8]. Also, patients with alcohol abuse
have a reduced level of pleasure from orgasm, which can
lead to the orgasmic dysfunction development [9].
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Studies have also shown the impact of eating habits
on sexual health [10]. In overweight men, a low-calorie diet
reduced body weight and improved erectile function [11].

Physical activity has an effective impact on men’s
sexual function. A Pitta R. M. et al. study (2022) showed
that physical activity reduces the risk of ED by 20%
in men aged 40 years and older [12]. And according to
the results of the study by Zhang M. et al. (2024), the
probability of reducing the development of ED on the
background of physical activity was 34% and depended
on its duration. At the recommended amount of physical
activity of 150-300 min/week and > 300 min/week, the
risk of ED was reduced by 22% and 39%, respectively,
compared with men who had physical activity <150 min/
week [13-14].

Despite the considerable interest of scientists in
studying the impact of behavioral risk factors on sexual
dysfunctions, most of them are fragmented and address
specific aspects of the problem. At the same time,
comprehensive studies of the role of individual lifestyle
factors in the formation of the main types of sexual
dysfunctions are still lacking.

AIM

To analyze the impact of behavioral factors on the
sexual dysfunctions in men.

MATERIALS AND METHODS

During 2023-2024, an analytical retrospective
epidemiological medical and sociological study was
conducted on a representative sample of 402 men with
sexual dysfunctions who seek care in private health care
facilities in Ivano-Frankivsk.

The study of medical and social characteristics
and lifestyle was conducted on the basis of the authors’
questionnaire, which was initially tested on 11 people
to evaluate the adequacy of the survey material, the
clarity of the questions, and the time required to answer
them. The questionnaire contained questions about
the respondents’ bad habits (smoking, psychoactive
substance use), exercise practices, regular eating, etc. In
particular, to assess the level of alcohol consumption, the
recommendations of the WHO Regional Office for Europe
[15] were used, according to which its consumption 1-4
times a month in the amount of 2-3 standard doses (50
ml of strong alcohol/150 ml of wine/330 ml of beer) at
one time was assessed as risky, and 2-3 times a week 4-6
doses, respectively, as harmful.

The International Index of Erectile Function (IIEF)
was used for the diagnosis of erectile dysfunction and its
severity, hypoactive sexual desire disorders, and orgasmic
dysfunction [16]. The Premature Ejaculation Diagnostic
Tool (PEDT) was used to detect premature ejaculation [17].
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In the main group of 402 men, ED was diagnosed in
232 (57.7%), PE in 89 (22.1%), HSDD in 61 (15.2%) and
OD in 20 (5.0%). Among men with erectile dysfunction,
65 (28.0%) had mild, 130 (55.9%) — moderate and 37
(16.1%) — severe ED.

The control group consisted of 200 men who
visited the same health care facilities for a preventive
examination and were found to be essentially healthy and
also agreed to participate in the study.

The median age of the control group did not differ
from that of the main group (p>0.05) and was 34.0
[27.0-41.0] and 33.0 [27.0-42.0] years, respectively. The
median age of the surveyed patients with ED was 35.0
[27.0-43.0] and increased with the severity of the disorder
from 26.0 [23.0-29.0] years in mild to 36.0 [31.0-42.0]
years in moderate and 51.0 [46.0-57.0] years in severe.
The median age of men with PE was 33.0 [26.0-39.0]
years, with HSDD — 33.0 [26.0-40.0] years, with OD —
32.5[25.0-40.5] years.

The comparison groups also did not differ in their
place of residence (p>0.05). Among those surveyed, urban
residents accounted for 78.9% in the main group and
80.5% in the control group, and rural residents for 21.1%
and 19.5%, respectively.

All statistical calculations were performed using the
Microsoft Excel data analysis software tool.

The statistical processing of categorical (qualitative)
data was carried out by calculating the prevalence
of characteristics per 100 people who answered the
corresponding question. The reliability of the differences
in indices in different observation groups was assessed by
the chi-square test (y2).

To identify the risk factors associated with sexual
dysfunction in men, we used the method of calculating
the odds ratio (OR) and its 95% confidence interval
(95% CI) [18].

RESULTS

It was found that among the respondents of the
main group, regardless of the type and severity of sexual
dysfunction (p>0.05), only 33.6% had never smoked,
while in the control group there were 84.0% of them
(p<0.001). In general, 66.4% of the main group indicated
that they had smoked, including 31.3% who admitted to
smoking regularly, and 35.1% who had already quit this
habit at the time of the study (Fig. 1).

Of those who smoke or have smoked in the past,
76.0% of the main group respondents vs. 50.0% of the
control group (p<0.001) had been smoking for more than
5 years (Fig. 2). Smoking intensity was also higher in the
main group: 73.0% smoked more than 10 cigarettes per
day vs. 31.3% in the control group (p<0.001).
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p<0.001
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Figure 1. Smoking among respondents.
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Figure 2. Duration and intensity of smoking among respondents.

The results of the Odds Ratio calculations indicate
(Fig. 3) that the risk factor for the development of
sexual dysfunction is the fact of smoking (OR=10.38;
95%CI=6.75-15.98; p<0.001), as well as smoking more
than 5 years (OR=11.73; 95%CI=6.79-20.27; p<0.001)
and smoking more than 10 cigarettes per day (OR=5.96;
95%CI=2.69-13.19; p<0.001).

The study of the issue of psychoactive substance use
showed that the proportion of people who do not drink
alcohol at all or drink it sporadically (once a month or less)
in the main group was 2.5 times lower (p <0.001) than in
the control group: 38.1% vs. 94.0%, respectively (Fig. 4).
Instead, almost half of the respondents in the main group
(47.0% vs. 6.0% of the control group) drank alcohol 2-4
times a month, which is at a risky level, and another 14.9%
vs. 0%, respectively, did it 2-3 times a week or more, which
is a harmful level. It has been proven that with a risky
alcohol consumption, the chances of sexual dysfunction
increase by 25.5 times (OR=25.50; 95%CI=13.75-47.27;
p<0.001), and with a harmful one — by more than 70 times
(OR=70.83; 95%CI=4.36-1151.73; p<0.001).
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The comparison groups also differed significantly
(p<0.001) in the number of standard doses of alcohol
they usually drink in one occasion (Fig. 5). No more than
one dose during an episode of alcohol use was consumed
by 25.5% of respondents in the main group vs. 53.3% in
the control group. The rates of those who consume 2-3
standard doses at a time (risky drinking) were almost
the same: 46.4% and 45.3%, respectively. However,
the proportion of those who take 4-6 standard doses or
more at a time (harmful level of alcohol consumption)
in the main group was many times higher than in the
control group: 28.2% vs. 1.5%. At the same time,
there was nobody in the control group who consumed
six or more doses of alcohol at once, while in the main
group almost a tenth of the respondents (9.4%) did
so. It has been proven that risky alcohol consumption
in quantity triples the odds of sexual dysfunction
(OR=3.34; 95%CI=2.22-5.02; p<0.001), and at harmful
alcohol consumption, the Odds Ratio increases eightfold
(OR=26.45; 95%CI=6.43-108.79; p<0.001)
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Figure 3. Behavioral risk factors for sexual dysfunctions.
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Figure 4. Alcohol consumption frequency among respondents.
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Figure S. The distribution of respondents by the number of standard doses of alcohol they usually consume at once.
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It was found that in the control group there was no
one who had used or even tried to use drugs. In contrast,
in the main group, 9.2% admitted to having tried drugs,
and 2.2% admitted to using drugs occasionally. It has been
proven that sexual dysfunction is associated with experience
of drug use (OR=52.30; 95%CI=3.21-853.30; p<0.001).

It has been shown that men with sexual dysfunctions
usually consume insufficient amount of fluid per day
(less than 1.5 liters): 18.2% vs. 5.0% in the control
group, which may be a risk factor for sexual dysfunction
(OR=4.30; 95%CI=3.00-6.16; p<0.001).

It was found that sexual dysfunction is also
associated with irregular eating: 18.2% of respondents in
the main group vs. 5.0% in the control group reported that
they eat less than three times a day, and the odds ratio was
4.22 (95%CI=2.13-8.36; p<0.001).

It was found that the respondents in the main
group were significantly less active in physical exercise.
Only 15.9% of them, compared to 64.0% in the control
group (p<0.001), indicated that they practiced them
systematically. Only 15.9% of them, compared to 64.0% of
the control group, either practiced them sporadically (43.8%
vs. 33.0%, respectively) or did not do so at all (40.3%
vs. 3.0%). It has been proven that physical inactivity
significantly increases the chances of sexual dysfunction in
men (OR=9.39; 95%CI=6.34-13.91; p<0.001).

DISCUSSION

In our study, the relationship between sexual
dysfunction in men and behavioral risk factors was
established and studied in more detail.

It is known that considerable attention in scientific
research is paid to such a risk factor as smoking. In
particular, Bhattacharyya R. et al. (2020) in their study
show a clear relationship between sexual dysfunction
and tobacco addiction [2]. According to the findings of
Biebel M. G. et al. (2016), based on a review analysis,
the risk of developing ED correlates with the duration
of smoking and the number of smoked cigarettes [6].
A positive relationship between the amount and
length of smoking and the risk of developing ED was
also confirmed by a review of one cohort and nine
cross-sectional studies [7]. The results of our study
(by calculating the Odds Ratio) also confirmed the
existence of a relationship between sexual dysfunction
and smoking, as well as its length (more than 5 years) and
the number of cigarettes smoked per day (more than 10).

In their research, scientists pay no less attention to the
impact of psychoactive substances, in particular alcohol,
on men’s sexual function. The findings of Rohilla J. et al.
(2020) indicate a strong correlation between alcohol
addiction and the development of sexual dysfunction
in men [8]. In our study, we conducted a more detailed
assessment of the development of sexual dysfunction
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depending on the frequency and dose of alcohol
consumption. It has been proven that with a risky alcohol
consumption (2-4 times a month), the odds of sexual
dysfunction increase by 25.5 times, and with a harmful one
(2-3 times a week, indicating possible alcohol addiction) —
by more than 70 times. It has been established that the
amount of alcohol consumed in one occasion is also
important: a risky level (2-3 standard doses) increases the
chances of sexual dysfunction three times, and a harmful
level (4-6 standard doses or more) — 26.5 times.

The study also proved that sexual dysfunction is
associated with more than 50 times higher chances of drug
use. Similar results were obtained in other studies of this
issue [19-20].

Scientific studies show a negative impact on men’s
sexual function, especially erectile function, of low physical
activity [12-14]. The results of our study also confirmed
that physical inactivity significantly (more than 9 times)
increases the chances of sexual dysfunctions in men.

Despite the fact that we did not find any scientific
articles in the available literature on the impact of eating
habits on the development of sexual dysfunctions, our
study found that the presence of such pathology is
associated with a 4 times higher prevalence of irregular
eating and insufficient fluid intake during the day (less
than 1.5 liters). In our opinion, this is one more evidence
of inappropriate behavioral patterns regarding a healthy
lifestyle in patients with sexual dysfunctions.

Limitations of the study

The survey addressed some sensitive issues
(in particular, alcohol and drug use) that respondents do
not always want to answer honestly.

The design of analytical retrospective epidemiological
studies, and, accordingly, the methodology for calculating
the Odds Ratio in this case, does not provide a final
answer to the question of whether psychoactive substance
use and smoking are the causes of sexual dysfunctions
or its consequences. That is, whether sexual dysfunction
occurs in those who use alcohol, drugs and smoke, or
whether bad habits are more common in men with sexual
dysfunction due to psychological effects of sexual health
problems.

CONCLUSIONS

It was found that sexual dysfunctions in men
were associated with high-risk alcohol consumption
in both frequency (2-4 times per month) and
quantity (2-3 standard doses per episode): OR=25.50
(95%CI=13.75-47.27) and 3.34 (2.22-5.02), respectively.
The odds of sexual dysfunction significantly increased
with harmful alcohol use (2-3 times per week
and 4-6 standard doses per episode) to OR=70.83
(95%CI=4.36-1151.73) and 26.45 (6.43-108.79).
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It was revealed that sexual dysfunctions were
also accompanied with high odds of drug use (52.30;
3.21-853.30), tobacco smoking (10.38; 6.75-15.98), in
particular, for more than 5 years (11.73; 6.79-20.27) and
more than 10 cigarettes per day (5.96; 2.69-13.19).

It has been proven that the chances of developing
sexual dysfunctions in men increase significantly with
physical inactivity (9.39; 6.34-13.91) and irregular eating
(4.22; 2.13-8.36) against the background of insufficient
(up to 1.5 liters per day) fluid intake (4.30; 3.00-6.16).

Preventive counseling and care aimed at correcting
individual lifestyles should be a mandatory component of
sexual dysfunction management.

Perspectives for further research will be to develop
a set of measures to prevent sexual dysfunction in men
based on the data obtained in the study.
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MOBEQIHKOBI YNHHUKU PU3UKY, ACOLIMOBAHI 3 CEKCYANIbHUMMU UCOYHKLIAMM Y HYOMOBIKIB

Bonogumup . Tpiw, Opuna 3. feumk

IBaHO-®paHKiBCbKMI HALiOHAMbHMIA MEANYHMI YHIBEPCUTET, M. IBaHO-PpaHKiBCbK, YkpaiHa

Bceryn. CekcyasbHe 3/10pOB’Sl € 3aMOPYKOI0 (i3UYHOTO, MCUXIYHOTO CTAHY Ta COLiaJIbHOTO GJIArONOJIyYy4ysi KOXKHOI
JoauHy. Ilonmpy 3HaYHUM iHTepec 3 6GOKYy HAyKOBLIB [0 BHMBYEHHS BIUIMBY INOBEAIHKOBHUX YHWHHMKIB DPHU3UKY
Ha BUHUKHEHHSI CEKCyaJlbHUX JAUCPYHKLIH, OiNbIIICTh 3 HUX PparMeHTOBaHi i CTOCYIOTbCS OKpeMHX aCHEeKTiB
npo6JieMu. Pa3oM 3 TUM, KOMIIJIEKCHUX JOCJIi/PKeHb 3 LIbOI'0 MMTAHHSA BCe llle HeJOCTaTHbO.

Merta. [IpoaHasnizyBaTy BIUIMB IOBEAIHKOBUX YNHHHKIB Ha PO3BUTOK CEKCYyalIbHUX JUCOYHKIIN ¥ YOJIOBIKIB.
Marepiasiu Ta Metoau. Ha 6a3si 3ak/a/[iB OXOpOHU 3/J0POB’sl MPUBATHOI GOPMHU BJIACHOCTI MPOBEJH aHAJITHYHE
peTpocrneKTUBHe enigemiosioriyne gocaimpxeHHs1 402 4os10BiKiB i3 cekcyanbHUMHU AuchyHKissMu Ta 200 4os10BiKiB

KOHTPOJIbHOI TPYIIH.

JliarHoCcTHKa ceKcyaJbHUX AUCOYHKIIN 3AiHCHIOBaIach 3a AONOMOrow yHidpiKOBAaHUX ONUTYBaJbHUKIB: MiXKHapoz-
HUH iHJeKC epeKTU/IbHOI JUcYHKLiI Ta [HCTpyMeHT JJig AiarHOCTHUKHU NepeAdacHoi esaky/snil. YUHHUKH CIOCo6y
KUTTS BUBYa/IM 32 OPUTiHAJIBHOI aBTOPCbKOIO Nporpamoro. OCHOBHY rpymy ckJaau 232 4ososika (57,7%) 3 epek-
THIbHOIO AuchyHKIiem, 89 (22,1%) - 3 nepeayacHoo eskyasuieto, 61 (15,2%) - 3 rinoakTUBHUM pO3J/1aJi0OM CTaTe-
Boro notAry i 20 (5,0%) 3 oprasmiunorw AucoyHKIi€w. Cepe/; YOMOBIKIB 3 epeKTU/IBbHOK AucOYHKIiEW 65 (28,0%)
Mauu nerkui, 130 (55,9%) - cepeaniit i 37 (16,1%) - Baxkkui ii cTynine.

Pe3ynbratu. HasBHiCTh cekcyasbHUX AUCOYHKLIA y 4YoJIOBIKIB acoliroBatacs

i3 PU3UKOBAaHHUM BXXHWBaHHAM

HUMU aJIKOTOJII0 33 4acTOTOw (2-4 pa3u Ha Micsup) i KinbkicTio (2-3 craHzgapTHi fo3u 3a mpuiiom): OR=25,50
(95%CI=13,75-47,27) Ta 3,34 (2,22-5,02) BignosigHo. [llaHcK nopyiieHb cekcyanbHOI QYHKL{i CyTTEBO 3pOCTaId MpPU
Hebe3NeYHOMY BXKMBaHHI ajkoroJifo (2-3 pasu B TWKJAeHb Ta 4-6 CTaHJAPTHHX 03 3a oAWH mpuiom) go OR=70,83
(95%CI=4,36-1151,73) i 26,45 (6,43-108,79). HasiBHiCTb ceKCya/IbHUX JUCOYHKIIHA Gy/1a MOEHAHA i 3 BACOKUMH IIaHCAMH
BXXMBaHHs HApKOTUYHUX peyoBuH (52,30; 3,21-853,30), 3 KypiHHAM TioTIoHY (10,38; 6,75-15,98), 30kpeMa 6Giblile 5 pokiB
(11,73; 6,79-20,27) Ta noHag 10 curapet B AeHb (5,96; 2.69-13,19), 3 rinoguHamiero (9,39; 6,34-13,91) i HeperynsipHUM
Xap4yBaHHAM (4,22; 2,13-8,36) Ha Tu1i HefocTaTHBOTO (0 1,5 J1 B ieHb) BxkuBaHHA piaunu (4,30; 3,00-6,16).

BUCHOBKHU. B MeHe[KMeHTI ceKcyaJbHUX AUCOYHKILIH 0OOB’SI3KOBOI0 CKJIaZ0BOI0 MOBUHHI GYTH NpodinakTH4HI
KOHCyJ/IbTAL{l i JomoMora, CIpsiMoOBaHa Ha KOPEKI[ilo iHANBIAyaIbHOTO CIOCOGY KU TTH.

Kawouosi ci0ea: 350poB’st 40/10BiKiB, ceKcyaibHi AncPyHKIil, NOBeJiHKOBI YUHHMKH PU3HUKY, NpodilaKTUKa,
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