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Abstract: Obesity is a modern disease that may be associated with sexual dysfunction, the inability to participate in
a pleasurable sexual relationship. Sexual dysfunction is more common in women than men. The objective of this
study was to investigate risk factors for sexual dysfunction in obese women. Articles in English and Portuguese
published between 1996 and 2018 in the Medline/PubMed and SciELO databases were identified using the terms
"sexuality" AND "sexual dysfunction" AND "obesity" AND "overweight" AND "body mass index" AND "women".
The results showed that female sexual dysfunction, a complex multifactorial disease that is correlated to health
status, can be influenced by obesity. Thus, it can be concluded that weight loss, lifestyle changes and a healthy diet,
treatment of complications associated with obesity, and use of non-hormonal contraceptives can lead to an
improvement in female sexual function and, consequently, the quality of life of women.
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Introduction
Sexual dysfunction is defined as the presence of
changes in one or more response phases of sexual
intercourse and/or associated pain, resulting in
impairment of the experience of pleasure and
performance.1-3 In female sexual dysfunction, the
characteristics of the menstrual cycle and stages of
the life cycle such as menarche, pregnancy, lactation,
menopause and senility modify and are modified by
sexual activity.1,2,4
Changes in sexual quality of life are associated with
eating disorders, increased body mass index (BMI)
and consequently obesity.5-7 Studies suggest that
obese women tend to have higher levels of inactivity
and sexual dysfunction than obese men. 8 Thus,
obesity can impair the female sex life due to lack of
orgasm, reduced sexual desire and performance
difficulties.5-7
Obesity is associated with the risk of mortality and is
a serious public health problem.9,10 According to the
World Health Organization (WHO), it is estimated
that more than 1.9 billion adults were overweight
worldwide in 2016, of which 650 million are obese.11
Of the etiological agents of obesity, genetic,
environmental and individual factors are of note, as
are psychosocial and hormonal aspects.12,13
Considering the multidisciplinary approach to obesity
and female sexual dysfunction, studies contribute to
improve to the quality of life of women.1,14,15
Given this context, considering the impact of both
sexual dysfunction and obesity, it is important to
study risk factors for sexual dysfunction in obese
women, since excess weight may contribute to the

appearance or worsening of female sexual
dysfunction. The objective of this study was to
investigate risk factors for sexual dysfunction in
obese women by means of a literature review.
Methods
Articles in English and Portuguese published between
1996 and 2018 in the Medline/PubMed and SciELO
databases were identified using the terms "sexuality"
AND "sexual dysfunction" AND "obesity" AND
"overweight" AND "body mass index" AND "women
" in both English and Portuguese. Original articles,
systematic reviews and meta-analysis were
considered. Studies that did not address the
association between obesity and female sexual
dysfunction were excluded.
Epidemiology
Research conducted by the Reference and
Specialization Center in Sexology (Cresex) of the
Health Department of the state of São Paulo showed
that a lack or decrease in sexual desire affects 48.5%
of women.16 Of the factors investigated, difficulty in
achieving an orgasm was reported by 18.2% of the
patients, 9.2% had dyspareunia and 6.9% felt sexual
inadequacy (different levels of desire compared to
their partners). In relation to predominantly organic
causes, 13% of the patients had hormonal changes or
problems due to some disease.16
Of note, studies with Brazilian women show that
female obesity and excess weight may be related to
sexual dysfunction.17-19 This evidence is in agreement
with a study by Silva et al.19 who found that 73.9% of
women with sexual dysfunction were obese; lacking
desire and excitement were the most frequent
complaints.19 Of the patients at increased risk for
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sexual dysfunction, all had at least one risk factor
with dyslipidemia and systemic arterial hypertension
being the most common.
Research conducted in recent decades shows that
obesity will reach 20% of the Brazilian population in
2025, 40% in the United States and 30% in England.2
The worldwide prevalence of obesity has doubled
since 1980 and in 2014 more than 13% of adults were
obese.20 Around the globe, the estimated prevalence
of age-related obesity in 2014 was 10.8% among
adult males and 14.9% among adult females.21-23
These data indicate that women are at a higher risk of
obesity, while being overweight is more prevalent
among men.21
Obesity contributes to the development of diabetes
mellitus, cardiovascular disease and cancer, in
addition to causing significant economic costs to the
healthcare system.8 Regarding cancer, obese women
are at higher risk of developing endometrial cancer,
so as the prevalence of obesity continues to increase,
it becomes important to investigate the eating habits
of women in order to improve female sexual
dysfunction.24
Etiology
Sexual quality of life is multifactorial and includes
arousal, desire, satisfaction, physical functioning,
beliefs and values, comfort with sexual intimacy,
emotions, body image and self-esteem.5,10,25 In
women, sexual dysfunction is defined as a persistent
or recurrent decrease in sexual desire and sexual
arousal, dyspareunia and difficulty or inability to
reach orgasm.26
Sexuality is an important aspect of quality of life and
a growing body of evidence suggests that female
obesity negatively affects sexuality in both men and
women and may lead to sexual dysfunction. 8
Obesity, with a multifactorial etiology, is one of the
contributing factor of sexual dysfunction. Obesity is
widely considered to be a result of the imbalance
between energy intake and expenditure that may
result from low physical activity (sedentary lifestyle)
and excessive consumption of high energy foods
above the individual's needs.12,27
Obesity is associated with changes in the endocrine
system involving hormonal levels resulting from
changes in the secretion pattern and/or altered
metabolism and transport.13 The hormones oxytocin,
progesterone, and prolactin may be associated with
female sexual dysfunction along with obesity and
metabolic syndrome.7
Studies indicate that obesity can lead to worsening
sexual functioning and it can also be observed that
worsening of sexual functioning can lead to obesity
due to reduced physical activity or increased food
intake.28 In addition, psychiatric, psychological or
physiological/hormonal disorders that lead to weight
gain and worsening sexual functioning cannot be
discarded.28

Risk factors
Different
influences,
both
physical
and
psychological, affect sexual health.8 Sexual
dysfunction is worse in obese women than in obese
men, in whom erectile dysfunction is common and
improvement in sexual function usually occurs with
weight loss. Clinical studies show more problems in
women related to their weight, while population
studies show a tendency of more sexual difficulties
among men in relation to obesity.28 However, not all
obese individuals have sexual dysfunction or
inactivity.8
In the last decade, research has associated different
neurological diseases and pain syndromes with the
increased risk of female sexual dysfunction. One
example, the relationship between migraine and
female sexual dysfunction, has recently been studied
but is not well understood yet.29-31 Bond et al.32 found
that being overweight or obese is associated with
increased anxiety and increased risk of female sexual
dysfunction.
Low self-esteem and self-acceptance, negative body
image, difficulties with relationships and other
factors that negatively affect sexuality are observed in
obese women.8,33 Furthermore, female sexual
dysfunction is observed in women with other risk
factors such as diabetes, cardiovascular disease,
hypertension, metabolic syndrome and polycystic
ovary syndrome.26,34
Considering diabetes mellitus as a risk factor for
sexual dysfunction, AlMogbel et al.35 investigated the
prevalence of sexual dysfunction in women with type
2 diabetes mellitus to determine whether age,
glycemic control and obesity are associated with
female sexual dysfunction. In this study, obesity was
linked with a slight increase in sexual dysfunction;
the prevalence of dysfunction among women with
type 2 diabetes was high (88.7%) and increased with
age (92% in the over 50-year-old age group).35
However, hyperglycemia was the main determinant
of vascular diabetic complications and participated in
pathogenic mechanisms of sexual dysfunction in
diabetics.35
Cardiovascular disease shares several risk factors
with sexual dysfunction, and there is evidence of
common pathophysiologies such as atherosclerosis,
endothelial
dysfunction
and
subclinical
inflammation.26 Moreover, cardiovascular disease is
the leading cause of death in postmenopausal women,
since weight gain contributes to other diseases,
including cancer, arthritis, mood disorders and sexual
dysfunction. Thus, increased central body fat,
particularly visceral fat, is associated with adverse
metabolic consequences and increased risk of
cardiovascular disease.36
The use of antihypertensive drugs in women was
correlated to sexual dysfunction.26 In 200
hypertensive women, the prevalence of female sexual
dysfunction was greater in those who used
medications for hypertension.37
The early identification of cardiovascular disease
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could contribute to modify other risk factors and
potentially reduce the risk of adverse effects of this
disease.
The
implementation
of
lifestyle
modifications in patients with sexual dysfunction
could provide benefits related to cardiovascular
disease with potential improvements in sexual
activity.26
With regard to lifestyle changes, the results of studies
on the effect of the Mediterranean diet in men and
women with metabolic syndrome showed
improvements in sexual function for both sexes. 26
Women with metabolic syndrome with elevated
triglycerides had a two-fold higher risk of developing
sexual dysfunction compared to the female
population in general.38
In addition to metabolic syndrome, hormonal changes
are also related to female sexual dysfunction.
Endocrine aspects of sexual function are complex and
are related to the estrogen and androgen sex
hormones, however the effects are not yet clear.7
Considering the hormone prolactin, treatment of
hyperprolactinemia elicited a decrease in female
sexual dysfunction.7
Polycystic ovarian syndrome is a combination of
anovulation, obesity and hyperandrogenism that can
affect the sexual function of women of reproductive
age, as well as being associated with endometrial
cancer.39-41
Diagnosis
The diagnosis of female sexual dysfunction is made
when symptomatic and, when the disease is
untreated, it tends to evolve intensively and
chronically, and may have repercussions on general
relationships with the partner, self-image, work,
family and social relationships.1
The evaluation of female sexual dysfunction can be
performed through the Female Sexual Quotient
questionnaire (F-SQQ), which was created in English
by Fairbanks et al. and translated and adapted to
Portuguese by Abdo.42 The F-SQQ consists of ten
questions that assess the main domains of sexual
function: desire, excitement, orgasm, comfort, and
sexual satisfaction. Each question is scored from 0 to
5 with higher scores indicating a better function
except for question 7 [pain during intercourse] in
which the inverse is true, so the score for question 7
is subtracted, instead of being added to the overall
score. Scores of individual questions are multiplied
by two and so the maximum possible total score
therefore ranges from 0 to 100. In the interpretation
of the total score, sexual performance is categorized
as follows: absent to low (0-20 points), low to
unfavorable (22-40 points), unfavorable to reasonable
(42-60 points), reasonable to good (62-80 points) and
good to excellent (82-100 points). In addition, the
main type of disorder presented by the patient can be
diagnosed through an evaluation of individual scores
by domain (question or group of questions):
decreased desire and sexual interest (unfavorable
scores in questions 1, 2 and 8); dysfunction in the
various phases of excitation (unfavorable scores in
questions 3, 4, 5 and 6); presence of dyspareunia
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(unfavorable score in question 7); and orgasmic
dysfunction (unfavorable scores in questions 9 and
10). For question 7, a score of 4 or 5 is considered
unfavorable, while a score of 0 or 2 is considered
unfavorable for all the other questions.42,43
Among other factors, obesity has been the cause of
female sexual dysfunction most discussed in the
literature. Thus, it is important to evaluate the degree
of excess weight and especially obesity in patients
with female sexual dysfunction. The World Health
Organization (WHO) classification of excessive
weight is based on BMI.44 This index is defined as
weight in kilograms divided by the square of the
height in meters (kg/m2). For example, an adult who
weighs 70 kg and whose height is 1.75 m has a BMI
of 22.9 kg/m2 [calculation: BMI = 70 kg/(1.75 m2) =
70/3.06 = 22.9].44 Overweight is defined as a BMI
between 25 and 29 kg/m2 and obese is ≥ 30 kg/m2.
The BMI is independent of age and sex. However,
BMI may not correspond to the same degree of fat in
different populations due, in part, to different body
proportions. Health risks associated with increased
BMI are continuous and the interpretation of BMI in
relation to risk may vary for different populations. 44
Data from the literature show that postmenopausal
obese women present a higher risk of overall
mortality. Furthermore, deaths due to cardiovascular
diseases are four times higher in women with a BMI
greater than 29 kg/m2 compared to women with a
lower BMI.36
Clinical condition
Female sexual dysfunction is a disease consisting of
several complex symptoms. The association between
sexual symptoms, emotional and physical satisfaction
with sexual partners, and feelings of general
happiness is much more evident in women than in
men. Although the reporting of one sexual symptom
does not necessarily qualify as female sexual
dysfunction, this dysfunction affects from 40-50% of
women, regardless of age, with various differences
around the world.45
In women, both sexual motivation and performance
are influenced by sex hormones. Menopause is the
most studied condition in the context of female
sexual dysfunction from the organic point of view
due to hormonal deprivation, since hormones boost
the menstrual cycle and the extent of fertility is
important in women's motivation to engage in sexual
activity, both mentally and physically. 45 The
significant decrease in levels of circulating estrogen
with natural menopause, the decline of androgens
with age and possible surgical menopause contribute
to a different degree of sexual symptoms such as low
desire, low arousal, dyspareunia, unsatisfactory
orgasm and reduced satisfaction.45
On the other hand, menopause interferes in emotional
and cognitive aspects of sexuality through changes in
circulating sex hormones; however, the personal
history of the woman should be considered
individually as it also contributes to sexual function.
The most relevant variables are age, physical and
mental health, attainment of reproductive goals,
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education, body image, self-esteem, norms and
experiences. Furthermore, the duration, quality of
partnership, general and sexual health of the partner
are also important.46,47

improvements in arousal, lubrication and sexual
satisfaction with weight loss.25 Furthermore, levels of
cholesterol, triglycerides and insulin improved after
16 weeks.

Treatment
To treat female sexual dysfunction one should
consider changes in lifestyle that contribute to the
development of the dysfunction. The present study
will focus on weight-loss programs associated with
diet, treatment of cardiovascular diseases with the use
of antihypertensive drugs and intrauterine devices
(IUDs) to replace the use of contraceptive
medication.8,26,48

It is important to emphasize that patients should
consult a nutritionist to create an individualized diet
plan that meets their needs, preferences and lifestyle.
Patients should also be encouraged to use weight
management tools such as calorie counting
applications (MyFitnessPal, Lose It!) and online
resources (National Weight Control Registry). 36

Due to the relationship between obesity and
decreased sexual function, it is suggested that weight
loss may have positive effects on sexual functioning.
Thus, lifestyle modifications such as dietary
restrictions, increased weekly physical exercise, and
glycemic control were proposed as ways to reduce
the likelihood of developing sexual dysfunction.35,48
Weight loss can improve sexual response as it may
have positive biochemical effects resulting from
decreased adipose tissue, improve general health and
moderate deleterious effects of comorbidities such as
cardiovascular disease, diabetes and metabolic
syndrome. Alternatively, it can affect psychological
parameters such as self-esteem, confidence, body
image, depression and anxiety, leading to greater
sexual interest, more positive affection towards sex
and increased sexual desire.48
Since endothelial distension and dyslipidemia are
associated with an accumulation of visceral adipose
tissue in men and women, weight loss and other
lifestyle changes can presumably improve
hemodynamics and restore compromised vaginal
endothelial function in women.48
Thus, dietary treatments and their effects on sexual
function in women have been studied.48 Weight loss
has proven possible with good results achieved by
people who adhere to low-carbohydrate or low-fat
diets and different weight loss programs.49
According to the guidelines for the management of
overweight and obesity in adults,50 all adults should
be screened for excess weight (overweight or obesity)
and for those with a BMI of 30 kg/m2 or more,
intensive interventions should be offered to address
diet and physical exercise.8
In a study conducted with 24 women, the benefits of
weight loss were demonstrated through interventions
such as group meetings with discussion about diet,
calorie-conscious consumption, medication for
weight loss, and increased physical activity.28
Findings from this study showed that group treatment
and the reduction in BMI of these women were
associated with improvements in arousal and
orgasm.28
An investigation of the effects of an intensive diet
program based on restricted diet and exercise in 44
obese women showed that they showed significant
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Several drugs may influence hypoactive desire,
arousal and difficulty achieving an orgasm such as
antihypertensive agents, selective serotonin reuptake
inhibitors,
and
chemotherapeutic
agents.51
Antihypertensive drugs, diuretics and beta-blockers
appear to have a detrimental impact on sexual
function with nebivolol being the only beta-blocker
with favorable properties through increased nitric
oxide bioavailability.51
An association between hypertension and female
sexual dysfunction has not yet been elucidated.52-54
However, antihypertensive drugs act by relaxing the
smooth muscle of the tunica media in the blood
vessel, resulting in vasodilation with increased blood
flow to the vaginal tissues; arousal is also due to
smooth muscle relaxation.55 In a study with
antihypertensive drugs, women taking this type of
medication reported increased sexual dysfunction
compared to women who did not use this
medication.56
Another form of treatment of female sexual
dysfunction is the use of non-hormonal
contraceptives as several contraceptive methods have
been associated with changes in sexual function. Of
the contraceptive methods, long-term reversible
contraception, including levonorgestrel, copper
intrauterine contraception and etonogestrel, were
more widely accepted by women throughout their
reproductive life for their safety, efficacy and
convenience.56,57
Combined oral hormonal contraception was
associated with decreased lubrication, arousal, sexual
pleasure and frequency of orgasm, and increased
sexual pain.56 This association may be related to
decreased levels of circulating androgen due to
increased sex hormonal binding globulin (SHBG) and
decreased free testosterone together with suppressed
production of ovary androgen. The anti-androgenic
effect can be amplified with hormonal contraception
containing anti-androgenic progestin.56
Regarding the IUD, a study in Turkey showed a
positive correlation in the improvement of sexual
function in women with long-term use of the copper
coil.58 However, Sakinci et al. found that women who
used the copper IUD had more sexual pain compared
to women who did not use the coil, so the copper
IUD may have resulted in decreased sexual arousal,
lubrication, and orgasm in these women.59
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Conclusions
Female sexual dysfunction is a multifactorial disease
whose complexity involves physical, hormonal,
emotional and mental health conditions. Obesity and
associated complications may contribute to the onset
and/or worsening of sexual dysfunction in women.
Thus, programs of weight loss, healthy eating,
treatment of the complications associated with
obesity and use of non-hormonal contraceptives can
lead to an improvement in the female sexual function
and, consequently, the quality of life of women.
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