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ÖZET:
Bir populasyon çalışmasında kadın ve 
erkeklerde vücut kitle indeksi ve cinsel işlev 
bozuklukları

Obezite ile cinsel işlev bozukluklarının ilişkisi 
karmaşıktır ve tam olarak açıklığa kavuşmamaıştır. 
Önceki çalışmaların birçoğu küçük örneklemlerle 
gerçekleştirilmiştir ve birçok olası değişken kontrol 
edilmemiştir. Çalışmanın amacı, ulusal olarak temsil 
edici bir örneklemde yaş, kardiyovasküler sorunlar, 
diyabet, hipertansiyon, tiroid hastalıkları, uyku 
bozuklukları, anksiyete ve depresyon değişkenlerinin 
kontrol edilmesinden sonra, vücut kitle indeksi (VKI) 
ile şu andaki cinsel işlev bozukluklarının ilişkisinin 
kadın ve erkeklerde incelenmesidir. Örneklem 4162 
olguyu içermektedir (2081 kadın ve 2081 erkek). 
Erkeklerde en sık raslanan cinsel işlev bozukluğu 
prematür ejekulasyon (8.8%) iken kadınlarda hipoaktif 
cinsel istek (13.9%) olarak saptanmıştır. Tek değişkenli 
analizler erkeklerde hipoaktif cinsel istek ve ereksiyon 
disfonksiyonunun; kadınlarda ise hipoaktif cinsel istek, 
cinsellikten zevk almama ve cinsel ağrı yakınmalarının 
obezite ile ilişkili olduğunu göstermiştir. Çok değişkenli 
analizler ise yaşın her iki cinsiyette de hemen hemen 
bütün cinsel işlev bozuklukları ile ilişkili olduğunu 
ortaya koymaktadır. Aktif cinsel yaşam olmaması, 
hipoaktif cinsel istek, cinsellikten zevk almama ve 
ereksiyon bozukluğu riskleri diyabetik erkeklerde 
daha yüksek bulunmuştur.Kadınlarda depresyon ve 
anksiyete belirtileri bütün cinsel işlev bozuklukları ile 
yakın bir ilişki gösterirken, erkeklerde hipoaktif cinsel 
istek, ereksiyon disfonksiyonu ve prematür ejekulasyon 
ile ilişkilidir. Her iki cinsiyette de diğer değişkenler 
kontrol edildikten sonra VKİ cinsel sorunlarla ilişkili 
değildir. Bu bulgular, obezite ile cinsel işlev bozuklukları 
arasındaki ilişkinin diğer faktörlerin etkisiyle ortaya 
çıkabileceğini düşündürmektedir. 

Anahtar sözcükler: cinsel işlev bozuklukları, obezite, 
depresyon, anksiyete
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ABS TRACT:
Body mass index and sexual dysfunction in 
males and females in a population study 

The association of obesity with sexual dysfunctions 
is complex and far from clear. Most former studies 
consisted of small samples and did not control several 
possible confounding factors.
Our aim was to investigate the association of BMI with 
current sexual dysfunction in males and females in 
a nationally representative population sample after 
controlling for age, the presence of cardiovascular 
disorders, diabetes, hypertension, thyroid diseases, 
anxiety and depression and also menopause in women. 
The sample included a total of 4162 subjects (2081 
females and 2081males). The most frequent sexual 
problem was premature ejaculation (8.8%) in males 
and hypoactive sexual desire disorder (13.9%) in 
females. Univariate analysis showed that hypoactive 
sexual desire and erectile dysfunction in males and 
hypoactive sexual desire, lack of pleasure from sexuality 
and sexual pain in females were associated with 
obesity. Multivariate analysis indicated that age was 
significantly associated with almost all types of sexual 
problems in both sexes. The risks of having no active 
sexual life, hypoactive sexual desire, lack of pleasure 
from sexuality and erectile dysfunction were higher in 
males with diabetes mellitus. Depression and anxiety 
were associated with all types of sexual problems in 
females and with no active sexual life, hypoactive sexual 
desire, erectile dysfunction and premature ejaculation 
in men. In both sexes BMI was not associated with 
sexual problems after the confounding factors were 
controlled. The association of obesity with sexual 
dysfunction might be mediated by other factors.

Keywords: sexual dysfunction, obesity, depression, 
anxiety 
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 INTRODUCTION

 According to the World Health Organisation, 
obesity is a chronic condition defined by 
increased body-mass index (BMI>30). Although 
this definition can be considered as a rough 
guide because it may not correspond to the same 
degree of fatness in different individuals, it is 
useful for a population level study. The 
prevalence of obesity has been increasing in the 
world. Obesity has serious consequences for 
health1. The association of obesity with sexual 
health has also been studied in various samples. 
The results to date have suggested that obesity is 
associated with erectile dysfunction in males2-7; 
neural, endothelial, endocrine and psychosocial 
factors are likely to be involved. Although less 
widely studied, it has been reported that sexual 
dissatisfaction8 and impaired sexual quality of 
life9 might also be more common in subjects with 
obesity. In fact, males who had a high waist 
circumference, even with a BMI<30, had poor 
sexual quality of life10. A recent study reported 
that while obese females were less likely to have 
had a sexual partner in the last year, BMI was not 
associated with sexual dysfunction11. However, 
another study reported fewer life-time partners 
in obese males while BMI was not associated with 
the number of partners in females12. Kolotkin et 
al. reported greater impairment in sexual quality 
of life in subjects with a higher BMI9. It is 
important to note that there are several kinds of 
sexual dysfunction in males and females. It has 
been shown that higher BMI was associated with 
a lower Female Sexual Function Index (FSFI) 
score,  indicat ing more frequent  sexual 
dysfunction13. The authors also reported negative 
correlat ions between BMI and arousal , 
lubrication, orgasm and satisfaction but not with 
desire or pain13. 
 Most of these former studies included small 
sample sizes (e.g. 13-14). The study by Bajos and 
colleagues had a large population sample11; 
however, that study did not investigate the 
association of BMI with several types of sexual 
dysfunction like sexual arousal, orgasmic 

disorder and sexual pain disorder. Another 
serious limitation of the previous studies was not 
controlling several possible confounding factors 
(e.g. 7). It is known that anxiety and depression 
are more common in individuals with obesity 
and both anxiety and depression are closely 
linked with sexual dysfunction15. Obesity is a risk 
factor for cardiovascular disorders, hypertension 
and diabetes16. Cardiovascular diseases are 
associated with endothelial thickening and have 
been linked to erectile dysfunction in males17. 
Both male and female hypertensive patients have 
been reported to have an increased prevalence of 
sexual dysfunction18. Metabolic syndrome and 
diabetes mellitus, which are closely linked with 
o b e s i t y,  h a v e  b e e n  s h o w n  t o  i m p a c t 
sexuality17,19-21. Untreated thyroid problems may 
also lead to sexual dysfunction17. Therefore, a 
comprehensive analysis must control for these 
important confounding factors to show the 
relative contribution of high BMI to sexual 
problems. 
 In this study, our aim was to investigate the 
association of BMI with sexual dysfunction in 
males and females in a nationally representative 
population sample after controlling for age, the 
presence of cardiovascular disorders, diabetes, 
hypertension, thyroid diseases, depression and 
anxiety. The model included menopause in 
women. 

 METHODS

 Population

 This report is part of a larger study investigating 
the prevalence of sleep problems in Turkey. The 
questionnaire was applied using a face to face 
sampling survey method to a sample representing 
the adult population of Turkey. The sampling plan 
which consisted of 5021 test subjects was created 
with a multi-stage stratified sampling method from 
the census population. The sample represented 
the age, gender, and urban-rural distribution of the 
Turkish adult population. Block and house 
selection for sampling was carried out by the 
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Turkish Statistical Institute (TurkStat). Census 
addresses were used to reach the houses. The 
individuals to be interviewed in the houses were 
selected by using a table of random numbers after 
listing all the individuals who were 18 years old or 
older. The response rate was 83%. 
 The approval of the Ethical Committee (HEK 
10/34-25) was obtained from the Scientific 
Research Assessment Commission of Hacettepe 
University. Informed consent was signed by the 
participants. Signed informed consent was 
obtained before the interview. The research was 
supported by the Gen İlaç ve Sağlık Ürünleri and 
Cephalon Pharmaceuticals firms. 

 Assessment

 The presence of sexual problems was evaluated 
by a self-rated survey designed for males and 
females separately. Questions regarding absence of 
active sexual life, hypoactive sexual desire and lack 
of pleasure from sexuality were common in both 
sexes. There were also items related with male 
sexual dysfunctions such as erection problems and 
premature ejaculation and female sexual 
dysfunctions such as sexual pain and orgasmic 
problems. The items on sexual problems were 
taken from a previous study, supported by the 
European Union and the Ministry of Health which 
investigated several aspects of sexual behaviors 
and health in a Turkish urban population over 
1500 subjects22. The presence of other medical 
conditions was also evaluated with a self-rated 
survey. Depression was assessed with the Beck 

Depression Inventory Screening Form23 and Beck 
Anxiety Inventory Short Form. The cut-off score 
was 4 for both forms. 

 Main Outcome Measures

 Data Analysis: We used chi-square tests as 
univariate analysis to compare the frequency of 
sexual problems in normal weight, overweight and 
obese subjects. We also compared the non-
responders (n=851) with responders (n=4162). 
Binary logistic regression was used to evaluate the 
effects of age, marital status, BMI category (normal 
weight (BMI<25), overweight (BMI 25-30), obese 
(BMI>30)), presence of cardiovascular disorders, 
hypertension, diabetes mellitus, thyroid problems 
and psychiatric problems on the presence of sexual 
problems in males and females, separately. P<0.01 
was reported as statistically significant. 

 RESULTS

 Sample Characteristics

 The sample included a total of 5016 subjects 
(2597 females and 2424males). Complete 
questionnaires were obtained from 4162 (2081 
females and 2081 males) subjects. The age range 
was 18 to 84 in females (mean±standard deviation: 
39.3±13.5) and 18 to 90 (mean±standard deviation: 
41.9±16.3) in males. Marital status, socioeconomic 
variables, the frequency of chronic general medical 
and psychiatric conditions and BMI groups are 
summarized in Table 1.

Tab le 1: Demographics, medical and BMI conditions of the subjects

  Females (n=2081) Males (n=2081)

Marital Status: Married 1666 (80.1%) 1464 (70.4%)
Cardiovascular diseases 127 (6.1%) 153 (7.4%)
Hypertension 315 (15.1%) 219 (10.5%)
Diabetes Mellitus 158 (7.6%) 110 (5.3%)
Depression 623 (29.9%) 407 (19.9%)
Anxiety 893 (42.9%) 620 (29.8%)
Thyroid disorders 107 (5.1%) 21 (1.0%)
BMI: Normal 869 (41.8%) 952 (45.7%)
 Overweight 618 (29.7%) 809 (38.9%)
 Obese 594 (28.5%) 320 (15.4%)
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 Prevalence of Sexual Problems

 The frequency of sexual problems in males 
males and females are summarized in Table 2. The 
most frequent sexual problem was premature 
ejaculation (8.8%) in males and hypoactive sexual 
desire disorder (13.9%) in females. 

 Responders vs Non-Responders

 In males, non-responders (11.4%) had a higher 
frequency of cardiovascular disorders when 
compared with responders (7.4%, χ2=6.4, p=0.017). 
In women, hypertension was more common in 
non-responders (19.8%) than responders (15.2%, 
χ2=6.6, p=0.013). The BMI group was not 
significantly different between responders and 
non-responders. 

 Obesity and Sexual Problems

 Univariate Analysis: Tables 2 and 3 reveals 
univariate analysis regarding the association 
between BMI groups and the frequency of sexual 
problems in males and females, separately. The 
results suggest that, for most of the variables, 
both in males and females, the prevalence of 
sexual problems increased with BMI, indicating 
a dose-response relationship. However, in males 
this was statistically significant for hypoactive 
sexual desire and erectile dysfunction and in 
females hypoactive sexual desire, lack of 
pleasure from sexuality and sexual pain. As 
expected, higher BMI was also associated with 
cardiovascular disorders, diabetes mellitus, 
hypertension, thyroid problems and depression 
(Table 4).

Tab le 2: The frequency of sexual problems and their association with BMI groups in men

BMI No Active Hypoactive Do not Take Erectile Premature
 Sexual Life Sexual Desire Pleasure from dysfunction Ejaculation
   Sexuality

Normal weight 7.9% 3.6% 3.9% 5.3% 8.1%
Overweight 8.6% 6.8% 5.6% 7.4% 8.6%
Obese 11.3% 9.1% 7.5% 11.3% 11.6%
Total 8.7% 5.7% 5.1% 7.0% 8.8%
χ2, p 3.4, 0.18 16.7, <0.001 7.0, 0.03 13.5, <0.001 3.7, 0.16

Tab le 3: The frequency of sexual problems and their association with BMI groups in women

BMI No Active Hypoactive Do not Take Sexual Pain Orgasmic 
 Sexual Life Sexual Desire Pleasure from  Problems
   Sexuality

Normal weight 8.0% 7.5% 10.3% 9.3% 8.8%
Overweight 9.2% 9.2% 13.7% 10.0% 9.9%
Obese 10.6% 12.8% 19.2% 14.8% 12.5%
Total 9.5% 13.9% 11.1% 9.1% 10.2%
χ2, p 2.7, 0.26 11.7, 0.003 22.9, <0.001 11.8, 0.003 5.4, 0.07

Tab le 4: Association of BMI with cardiovascular disorders, diabetes mellitus, hypertension and thyroid problems

BMI Cardiovascular Hypertension Diabetes Depression Anxiety Thyroid
 disorders  Mellitus   Problems

Normal weight 3.7% 5.2% 2.3% 24.1% 37.0% 2.2%
Overweight 7.7% 14.1% 6.9% 23.1% 33.8% 3.4%
Obese 12.9% 29.1% 13.7% 28.7% 38.9% 4.8%
Total 7.1% 13.6% 6.4% 24.7% 36.4% 3.2%
χ2, p 94.8, <0.001 359.6, <0.001 158.7, <0.001 10.0, 0.007 6.8, 0.03 17.5; . <.001
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 Multivariate Analysis: Logistic regression 
analysis results are summarized in Tables 5 and 6. 
 Males: The results indicated that in males, older 
age was associated with all types of sexual 
dysfunctions (Table 5). Diabetes mellitus was 
related to hypoactive sexual desire, no active sexual 
life and erectile dysfunction with ORs ranging from 
2.3 to 2.5, but not with premature ejaculation and 
lack of pleasure from sexuality. Depression was 
associated with hypoactive sexual desire (OR=2.2), 
lack of pleasure (OR=2.2) and premature ejaculation 
(OR=1.7). Anxiety was associated with erectile 
dysfunction (OR=1.8). Being married was associated 

with more active sexual life. BMI was not associated 
with male sexual dysfunction after controlling for 
the confounding factors.
 Females (Table 6): In women, older age was 
associated with hypoaactive sexual desire and lack 
of pleasure from sexuality. Anxiety, depression and 
being married were associated with hypoactive 
sexual desire, lack of pleasure, sexual pain and 
orgasm problems. Depression (OR=2.1) and 
cardiac problems were associated with less active 
sexual life (OR=1.5). BMI greater than 30 was 
associated with sexual pain, but this did not reach 
the defined statistical significance (p=0.02). 

Tab le 5: Multiple regression results indicating the association of age, marital status, cardiovascular disorders, hypertension, diabetes 
mellitus (DM), psychiatric disorders, thyroid disorders and body mass index (BMI) groups with sexual problems in men.

 No Active Sexual Hypoactive Do not Take Pleasure Erectile  Premature
 Life  Sexual Desire from Sexuality Dysfunction Ejaculation

 OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

Age 1.05 1.04-1.06* 1.07 1.06-1.09* 1.06 1.05-1.08* 1.06 1.05-1.08* 1.0 1.0-1.03*
Depression  0.99 0.65-1.5 2.2 1.3-3.5* 2.2 1.4-3.6* 1.5 0.98-2.4 1.7 1.1-2.5*
Anxiety  1.4 0.98-2.1 1.6 1.0-2.6 1.8 1.1-2.9 1.8 1.2-2.8* 1.5 1.0-2.1
Cardiovascular  1.1 0.67-1.9 1.3 0.73-2.2 .81 0.44-1.5 1.1 0.68-1.9 0.97 0.57-1.6
Hypertension  1.0 0.63-1.6 0.85 0.51-1.4 1.4 0.83-2.4 1.1 0.73-1.9 1.6 .99-2.5
DM 2.3 1.4-3.8* 2.5 1.5-4.3* 1.9 1.1-3.5 2.3 1.3-3.8* 1.5 0.88-2.7
Thyroid disorders 0.97 0.25-3.7 0.28 0.04-2.3 1.4 0.37-5.5 0.99 0.26-3.8 0.34 0.05-2.6
BMI          
Overweight 0.80 0.55-1.2 1.1 0.70-1.8 0.81 0.50-1.3 0.80 0.53-1.2 0.82 0.57-1.2
Obese 1.0 0.65-1.6 1.4 0.82-2.5 1.1 0.60-1.9 1.2 0.72-1.9 1.1 0.67-1.6
Marital Status
(married) 0.38 0.26-56* 1.1 0.61-2.0 1.3 0.68-2.3 1.4 0.80-2.4 1.2 0.79-1.8

OR: odds ratio, CI: Confidence interval. *p<0.01

Tab le 6: Multiple regression results indicating the association of age, marital status, cardiovascular disorders, hypertension, diabetes 
mellitus (DM), depression, anxiety, thyroid disorders and body mass index (BMI) groups and menopause with sexual problems in women. 

 No Active Sexual Hypoactive Do not Take Pleasure Sexual   Orgasmic 
 Life  Sexual Desire from Sexuality Pain  Problems

 OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

Age 1.03 1.01-1.05 1.02 1.0-1.04* 1.02 1.0-1.04* 0.98 0.96-0.99 1.0 1.0-1.04
Depression  2.1 1.5-2.9* 2.5 1.9-3.4* 2.8 2.0-3.8* 2.3 1.6-3.2* 2.4 1.7-3.4*
Anxiety  1.5 1.1-2.2 2.2 1.6-2.9* 1.9 1.4-2.7* 1.8 1.2-2.5* 1.7 1.2-2.4*
Cardiovascular  1.9 1.2-3.2* 1.8 1.1-2.9 1.2 0.70-2.1 1.6 0.83-3.0 1.5 0.85-2.5
Hypertension  0.95 0.62-1.5 0.76 0.51-1.1 0.85 0.55-1.3 0.81 0.47-1.4 0.84 0.54-1.3
DM 1.4 0.87-2.2 1.1 0.71-1.8 1.1 0.70-1.9 1.1 0.55-2.1 1.0 0.61-1.8
Thyroid disorders 1.3 0.71-2.3 1.1 0.67-1.9 1.5 0.90-2.6 1.5 0.83-2.7 1.3 0.77-2.3
BMI          
Overweight 0.86 0.58-1.3 1.0 0.74-1.5 0.80 0.55-1.2 1.3 0.86-1.9 0.84 0.58-1.2
Obese 0.90 0.60-1.4 1.3 0.89-1.8 1.0 0.70-1.5 1.6 1.1-2.5 0.90 0.61-1.3
Marital Status
(married) 1.0 0.70-1.5 3.4 2.2-5.3* 3.8 2.3-6.2* 7.3 3.4-15.9* 3.5 2.1-5.8*
Menopause 1.4 0.90-2.1 1.4 0.97-2.1 1.5 0.96-2.2 0.60 .33-1.1 1.6 1.0-2.4

OR: odds ratio, CI: Confidence interval. *p<0.01
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 DISCUSSION

 This study reports several interesting findings in 
a nationally representative population sample. 
First, the most common self-reported sexual 
problem was premature ejaculation in males and 
hypoactive sexual desire in females. The present 
prevalence numbers, particularly when life-time 
problems were taken into account, were consistent 
with previous studies (reviewed in 24). 
 Second, in univariate analysis, BMI was 
associated with hypoactive sexual desire in both 
males and females, with erectile dysfunction in 
males and with sexual pain and lack of pleasure 
from sexuality in females. Obesity was reported to 
be associated with erection problems2-4. 
Consistent with our results, obesity has been 
reported to be associated with lack of enjoyment 
from sexual activity and lack of sexual desire 
before9. Although there have been conflicting 
results11,12, a number of studies have reported 
greater sexual impairment in females with higher 
BMI9,13. Therefore, a higher prevalence of sexual 
problems in subjects with obesity was consistent 
with some of the previous studies, although the 
exact nature of the problem might not be the 
same. Previous studies have showed that BMI was 
associated with problems in arousal, lubrication, 
orgasm and satisfaction but not with desire or 
pain13,14. Former studies also reported fewer sexual 
partners in obese females11. However, none of 
these studies controlled several possible 
confounding factors which can be related with 
both obesity and sexual problems, such as 
psychiatric and medical disorders. 
 As expected, and consistent with the 
literature16, subjects with higher BMIs were at 
higher risk for cardiovascular disorders, diabetes 
mellitus, thyroid disorders, hypertension, 
depression and anxiety. Multivariate analysis 
indicated that BMI was not directly linked with 
sexual dysfunctions both in males and females 
after controlling for these confounders. On the 
other hand, several other factors associated with 
sexual problems emerged. The results showed that 
older age was significantly associated with all types 

of sexual problems in males. This was consistent 
with previous studies, which have reported that 
almost half of sexually active people older than 59 
years of age have sexual problems15. It has been 
suggested that lower testosterone levels were 
associated with worse sexual functioning and 
erectile dysfunction in aging males25. Desire and 
orgasmic problems were increased in older 
females15. In our study, diabetes mellitus was also 
an important risk factor for hypoactive sexual 
desire, absence of active sexual life and erection 
problems. It is well known that metabolic 
syndrome and diabetes mellitus lead to sexual 
dysfunction17,19,20. It has been reported that risk of 
premature ejaculation increased significantly in 
diabetes mellitus subjects with poor metabolic 
control26. It can be argued that one of the 
mediators of the association of high BMI with 
sexual desire problems, lack of pleasure and 
erection problems could be diabetes mellitus. 
Hypogonadism may be another mediator, 
however, we did not have data to verify this in the 
present study.
 Consistent with previous data, both in males 
and females, anxiety and depression were 
significantly associated with sexual problems. It 
has been reported that almost 80% of subjects with 
depression have sexual problems27-29, and a 
s ignif icant  proportion of  patients  with 
schizophrenia also have sexual dysfunctions30. 
Sexual problems in psychiatric disorders might be 
due to symptoms, social problems related with the 
primary disorder or psychotropic medications30-33. 
In males, anxiety was associated with erectile 
dysfunction. Both in males and females, 
depression was associated with decreased sexual 
desire and lack of pleasure from sexuality. 
Depression was also associated with sexual pain 
and orgasmic problems in females and premature 
ejaculation in males. The former studies reporting 
higher prevalence of sexual problems in subjects 
with high BMI did not control for the presence of 
psychiatric disorders, which are significantly 
associated with sexual problems. Our data filled 
this gap in the literature.
 There were some limitations of the study. First 
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of all, we evaluated each aspect of sexual 
dysfunction with a single item. This might limit 
the variability of the data. Second, we did not 
collect data considering metabolic syndrome, 
which is an important factor in the obesity – 
sexual dysfunction link. In fact, BMI is a rough 
index for obesity and it has been shown that 
increased waist circumference in males with 
BMI<30 was related to impaired sexual quality of 
life10. Third, this was a cross-sectional study, and a 
limitation inherent in this study design made it 
impossible to comment on causality. Therefore, 
we reported only associations and longitudinal 
studies are necessary to establish cause-effect 
relationships. Fourth, there were a considerable 
number of non-responders. However, responders 
and non-responders were quite similar in terms 
of the studied variables. On the other hand, there 
were several strengths of the present study. First 
of all, the sample was a random, nationally 
representative population sample which makes 
the findings generalizable. Second, the large 
sample size allowed us to control for several 
important factors in a single study, which was 

clearly very important to assess the relative 
contribution of obesity to sexual dysfunction in 
males and females.
 The main therapy and prevention of obesity is a 
combination of energy restriction and increased 
physical activity. Weight loss and a Mediterranean-
style diet may have positive impacts on the sexual 
life of females with metabolic syndrome (Esposito 
et al., 2008). Although our results suggested that 
obesity was not associated directly with sexual 
dysfunction when other important factors were 
controlled, weight control is very important in 
diabetes mellitus and cardiac disorders, which 
were very significant factors with respect to sexual 
functioning. 

 CONCLUSION

 In a nationally representative population 
sample, our results showed that after controlling 
for the presence of cardiovascular disorders, 
diabetes, hypertension, thyroid diseases, anxiety 
and depression, obesity was not associated with 
any sexual dysfunction in males and females.
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