
 
 

 

 
Int. J. Environ. Res. Public Health 2025, 22, 157 https://doi.org/10.3390/ijerph22020157 

Review 

Sexual Dysfunction in Patients with Chronic Non-Genital 
Physical Disease: An Umbrella Review 
Charlotte Leemans *, Stephan Van den Broucke and Céline Jeitani 

IPSY, 1348 Louvain-la-Neuve, Wallonia, Belgium; stephan.vandenbroucke@uclouvain.be (S.V.d.B.);  
celine.jeitani@uclouvain.be (C.J.) 
* Correspondence: charlotte@psycho-sexo.be 

Abstract: Many primary studies and reviews have been published on the influence of 
chronic diseases (CDs) on sexual dysfunction (SD), but CDs not involving the genitals are 
less well represented in the literature. Aim: To determine the prevalence of SD in patients 
with non-genital CD and assess the overall impact on sexual functioning. Methods: An 
umbrella review was performed of published systematic reviews on the relationship be-
tween the occurrence of CDs not involving the genitals and patients’ sexual functioning, 
following the PRISMA guidelines. PubMed, EMBASE, the Cochrane Library, PsycInfo, 
Scopus, and CINAHL were used to find publications for inclusion in the review, with two 
independent researchers performing the search and selection of articles, data extraction, 
and quality assessment. The relative risk (RR) or odds ratio (OR) with 95% confidence was 
used as an indicator of the association between CD and SD across studies. The quality of 
studies included in the review was assessed using Amstar-2. Outcomes: Forty-three sys-
tematic reviews, thirty of which included a meta-analysis, met the inclusion criteria, rep-
resenting a total of 880,586 patients (756,629 (85.9%) men, 68,388 (7.8%) women, and 
55,569 (6.3%) unspecified). Results: Among men, CD is associated with erectile dysfunc-
tion, and among females, with lower levels of desire, arousal, lubrication, orgasm, and 
sexual satisfaction and with increased pain during intercourse. For both men and women, 
depression, anxiety, and fatigue are also reported, while women with CD are more af-
fected by a poor body image than men. Clinical implications: Patients with CD, especially 
females, should be more routinely assessed for the impact of their condition on sexual 
functioning. The impact of CD on men’s sexuality has been extensively studied in terms 
of erectile capacity, but other aspects of their sexuality are largely neglected. Strengths 
and limitations: This is the first umbrella review to bring together the documented find-
ings regarding sexual dysfunction among patients with various non-genital CDs. While 
the heterogeneity of the CDs makes the study unique and clinically relevant, it renders 
the interpretation of the results more difficult. The overrepresentation of men in existing 
studies reflects the current state of research but limits the applicability of the findings for 
women. Conclusion: Women and men with non-genital CDs can suffer from SD or re-
duced sexual function. Health professionals should pay more attention to managing these 
sexual disorders, even when the disease does not affect the genitals. 
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1. Introduction 
Sexual health refers to “a state of physical, mental and social well-being related to 

sexuality” [1]. Sexuality is a marker of health: it is important for maintaining good mental 
health and a basic need that cannot be separated from other aspects of human life. Yet, 
while quality of life is significantly influenced by sexual functioning [2], the latter can be 
impaired by CD [3]. It has been widely documented that living with a CD can cause sig-
nificant changes in the sexual functioning and/or body image of patients, which may affect 
the quality of their affective and sexual relationships as well as those of their partners. In 
addition, undergoing treatment or surgery for a chronic disease can bring about changes 
in one’s physical appearance and in the hormonal, vascular, and neurological systems [4]. 
These changes can also negatively affect sexual desire and self-esteem, thus reducing the 
patient’s sexual satisfaction and psychological well-being [5]. This effect can be further 
exacerbated by psychological factors such as depression, anxiety, and antidepressant use, 
which can have a significant impact on sexual functioning and affect the quality of their 
relationship with their partners [6]. 

Chronic diseases, defined as long-term conditions lasting at least six months and 
evolving over time, represent a significant global health burden, accounting for approxi-
mately 17 million deaths annually [1]. The Community of Patients for Research [7] classi-
fies CDs into 15 categories: (1) cardiovascular diseases, (2) cancers, (3) endocrine diseases, 
(4) respiratory and ear, nose, and throat (ENT) diseases, (5) digestive system diseases, (6) 
rheumatological diseases, (7) neurological and muscular diseases, (8) psychiatric and psy-
chological diseases, (9) renal, urinary and genital diseases, (10) skin diseases, (11) eye dis-
eases, (12) systemic diseases, (13) chronic infectious diseases, (14) hematological diseases, 
and (15) neurodiversities. This classification is also recognized in the list of CDs adapted 
from the International Classification of Primary Care, drawn up by the International Or-
ganization of General Practitioners [8] and the International Classification of Diseases, 
which provides a common language for CD [9]. Such classifications are critical for under-
standing the diverse health impacts of chronic diseases, including their influence on sex-
ual functioning and overall quality of life. 

Sexual functioning is defined as a person’s ability to experience sexual pleasure and 
satisfaction when desired [10]. A reduction in sexual functioning can lead to sexual distress. 
Sexual distress can be broadly described as the inability to enjoy sexual intercourse to the 
full. The reasons for this inability may be organic or non-organic [11]. Organic sexual dys-
function includes erectile dysfunction (ED), vaginismus, and dyspareunia, whereas non-or-
ganic dysfunction includes a lack of sexual desire, sexual aversion, a lack of sexual enjoy-
ment, the failure of genital response, orgasmic dysfunction, premature ejaculation, non-or-
ganic vaginismus, and non-organic dyspareunia [12]. The World Health Organization de-
fines sexual dysfunction as “a disturbance of sexual desire and psychophysiological changes 
that characterize the sexual response cycle and result in marked distress and interpersonal 
difficulties” [13]. Sexual functioning primarily encompasses the ability to actively partici-
pate in satisfying sexual activities, including arousal, desire, and orgasm. It is assessed using 
various criteria such as the frequency of intercourse, quality of arousal, and overall satisfac-
tion with sexual life. Sexual dysfunction is often diagnosed by means of self-report ques-
tionnaires or interviews. It should be noted that sexual functioning should not be confused 
with sexual distress, which refers more to the negative emotions associated with impaired 
or diminished sexual functioning. This distress can be caused by relationship difficulties, 
past traumas, addiction problems, and marital conflicts, as well as mental or physical health 
problems. It is possible for a person to have good sexual functioning but experience sexual 
distress, and vice versa. Our study focuses on the impact of chronic diseases on sexual func-
tioning and the resulting sexual distress [11]. 
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Despite the large number of patients who experience sexual dysfunction when suf-
fering from a chronic condition, many clinicians do not consider sexual health issues dur-
ing consultation [14]. As a result, the impact of the disease on the patient’s sexual func-
tioning is often underestimated and insufficiently addressed [4]. As revealed by a meta-
synthesis of qualitative studies [15], this may partly be due to a lack of time during the 
consultation, but also due to personal reasons, such as a lack of knowledge and awareness 
amongst health professionals, fear of offending the patient, or embarrassment. Physicians 
often do not consider the patient’s sexuality to be part of their profession or may feel in-
competent with regard to the matter due to a lack of training, as sexology courses are often 
missing in their curriculum. Others may hesitate to ask their patients about their sexual 
functioning, considering it to be part of their private life [16]. 

In the literature on the relationship between CD and sexual disorders, studies involv-
ing CD that affect the genitals are much more prevalent than those focusing on diseases 
that do not involve the sexual organs. Sexuality has long been studied primarily from the 
perspective of reproduction, with attention focused on the genital organs and reproduc-
tive functions. This perspective has led to a reductive view of sexuality, limited to its gen-
ital aspects [17]. As such, gynecologists and urologists are more aware of the impact of a 
disease on sexual health than, for example, gastroenterologists or diabetologists. Also, on-
cologists are more likely to discuss sexuality when a patient has cancer of the cervix, 
breast, or testicles than if he or she is affected by lung or colon cancer. Nevertheless, dis-
cussing the impact on sexual functioning of any chronic disease is important for the dis-
ease’s (self)-management. Since the latter not only involves addressing the disease symp-
toms and the treatment, but also coping with the chronic nature of the disease, properly 
addressing the sexual dysfunction that is associated with a disease is beneficial to the pa-
tient’s general well-being and disease self-management. In addition, a sexual dysfunction 
may be an indication of a CD of which the patient is as yet unaware, such as pre-diabetes 
[18], hyperprolactinemia [19], or heart failure [20]. As such, paying attention to sexual 
functioning can help to diagnose these hidden CD. 

The impact of specific CDs on sexual functioning is well documented; however, an 
integrative review examining this relationship across a range of CDs is currently lacking. 
This study seeks to fill this gap by reviewing the existing literature on the prevalence of 
sexual dysfunction among patients with various chronic non-genital physical illnesses 
and analyzing the impact of these conditions on patients’ sexual functioning. 

2. Methods 
To address the above question, an umbrella review was performed according to the 

Preferred Reporting Items for Systematic Reviews and Meta-analysis (PRISMA) guide-
lines [21]. The protocol for the review was registered on PROSPERO under ID: 
CRD42022306975. As this study focused on published research articles, it was not neces-
sary to obtain ethical approval or informed consent from participants. 

2.1. Search Strategy 

A systematic search was performed using PubMed, CINAHL Complete, Embase, 
PsycInfo, Cochrane Library, and Scopus between 8 and 24 June 2022. A second search was 
performed in March 2023 and December 2023 to include the most recent publications. The 
equations for the search terms (available on request) were developed around four basic 
themes: chronic diseases, sexual problems, adults, and literature review. The keywords 
for the search were the MeSH terms and thesauri considered appropriate for the sexual 
dysfunctions under study and for the chronic diseases that are listed in the ComPaRe plat-
form, with the addition of free vocabulary (Table 1). For the Cochrane Library database, 
only the MeSH terms were included and no free vocabulary, as the number of terms was 
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limited, and the original query string was too long for the software. No language criterion 
was applied, and no restrictions were placed on the publication date of the articles. 

Table 1. List of search themes and terms used for the search strategy. 

Search Themes Search Terms 

Chronic disease 

“chronic disease”, “chronic illness”, “cardiovascular diseases”, 
“fatigue syndrome, chronic”, “chronic pain”, “digestive disease”, 
“endocrine disease”, “hematologic disease”, “neoplasm”, 
“neurologic disease”, “respiratory tract disease”, “eye disease”, 
“skin disease”, “rheumatic disease”, “systemic disease”, “renal 
disease”. 

Sexual problems 

“sexual dysfunction, physiological, “sexual dysfunction, 
psychological”, “sexuality”, “premature ejaculation”, “sexual 
desire”, “sexual arousal”, “erectile dysfunction”, “libido”, 
“orgasm”, “vaginismus”, “dyspareunia” 

Study design Systematic reviews 
Study population Adult patients 

2.2. Eligibility Criteria 

To be included in the review, publications had to meet the following inclusion criteria: 
(1) be a systematic review with or without a meta-analysis focusing on adult humans; (2) 
involve patients with a CD (i.e., cardiovascular diseases; cancers; endocrine, respiratory, 
or ENT diseases; diseases of the digestive system; rheumatological, neurological, muscu-
lar, kidney, skin, eye, systemic, chronic infectious, or hematological diseases; chronic fa-
tigue; and chronic pain); and (3) investigate the impact of the chronic disease on sexual 
functioning by considering one of the following sexual dysfunctions: sexual desire disor-
ders, sexual arousal disorders (including erectile dysfunction), orgasm disorders (anor-
gasmia and anejaculation), premature ejaculation, or sexual pain (dyspareunia and vagi-
nismus). 

The following publications were not included (exclusion criteria): (1) Publications fo-
cusing on chronic genital gynecological disorders such as endometriosis, uterine fibroids, 
ovarian cysts, and fertility disorders, or on chronic genital urological disorders such as 
benign prostatic hypertrophy and adenoma, bladder leakage, overactive bladder, or pri-
mary erectile dysfunction. Also excluded were studies related to cancers of the genitals 
such as bladder, prostate, breast, cervical, vaginal, penile, and testicular. As these have an 
obvious impact on sexual functioning, they have already been studied extensively, and as 
such do not concur with the focus and objective of the present review. Although the breast 
is not really a sexual organ, studies on the effects of breast cancer on sexual functioning 
were also excluded for the same reason. Conversely, studies on anal cancer were included, 
as the anus is not considered a genital area. Other conditions excluded from the study 
were paraphilic disorders and gender identity disorders, as well as chronic malformations 
occurring after surgery (which are no longer listed as disorders), and chronic mental dis-
orders, the management of which is very different from that of chronic physical diseases. 

The sexual repercussions of aging and menopause were also excluded, as these are 
not considered chronic diseases. Aging and menopause are natural physiological pro-
cesses and part of the normal course of life. While they can significantly impact sexuality, 
they do not meet the criteria for chronic diseases, which typically involve an underlying 
pathology or medical disorder requiring specific management. 

Depression and anxiety are not considered as chronic diseases included in the study, 
because they are either chronic mental illnesses, which fall under the exclusion criteria, or 
comorbidities of other CDs. 
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In terms of populations, studies on children or adolescents were excluded from the 
review, as were studies involving animal testing because the links with sexuality cannot 
be established in any meaningful way in these contexts. (3) For the purposes of this um-
brella review, narrative reviews, case studies, primary reviews, clinical trials, cohort stud-
ies, case-control studies, and randomized controlled trials were excluded. (4) In addition, 
reviews not published in peer-reviewed journals, such as doctoral theses and conference 
presentations or posters, were also excluded. 

Study Selection 

Applying the criteria outlined in the previous section, a search of review studies was 
performed using the Cadima Software [22], which is an evidence synthesis tool for system-
atic reviews that automatically identifies and removes duplicates. A first selection was made 
on the basis of the title/abstract, followed by a full text evaluation of the selected articles. 
When an article was not immediately available, authors were contacted by email to obtain 
the full version and/or data. To secure intersubjectivity, the selection of the publications for 
inclusion was performed by two independent researchers (CL, CJ), whereby the criteria 
were fine-tuned in a preparatory phase until sufficient interrater reliability was achieved. 
Any disagreements were resolved by consensus or by consultation with a third person (SV). 

The literature search yielded 3997 potentially relevant records, of which 2592 were 
retained after removal of duplicates. After screening of the titles and abstracts, 77 articles 
were considered for full-text evaluation, of which 35 unique studies met the criteria for 
inclusion in the review. The update of 2023 yielded eight additional review studies, bring-
ing the total to 43 published review studies. Reasons for exclusion from studies can be 
provided on request. The PRISMA flowchart detailing the search and selection process is 
given in Figure 1. 

Of these 43 studies, 30 involved a meta-analysis and 13 a systematic review without 
meta-analysis. Together, they involved a total of 88,0586 patients with non-genital CD, 
756 629 (85.9%) of whom were male, 68 388 (7.8%) of whom were female, and 55 569 (6.3%) 
whose gender was not specified. Twelve of the studies were concerned with women only 
[23–34], 14 with men only [35–48], and 17 with both male and female patients [49–66]. In 
terms of diseases, 2 of the 43 studies involved patients suffering from cardiovascular dis-
eases (stroke [59], hypertension [32]), 4 involved cancers (colon [54], young adult cancer 
[62], low-grade glioma [63], Hodgkin’s lymphoma [35]) 8 involved endocrine diseases (di-
abetes [33,36,41], hypothyroidism [58], Klinefelter syndrome [37], polycystic ovarian syn-
drome [26,27,31]); 3 involved respiratory tract diseases (COPD [47,49], obstructive sleep 
apnoea [57]); 2 involved gastroenterological diseases (inflammatory bowel disease [52], 
cirrhosis [43]); 7 involved rheumatological diseases (musculoskeletal pains [50], fibrom-
yalgia [24], rheumatoid arthritis [29,48,66], gout [39], and systemic autoimmune rheu-
matic diseases [34]); 3 involved neurological and muscular diseases (Parkinson [55], mul-
tiple sclerosis [30,61]); 3 involved nephrological diseases (chronic renal failure [53], end-
stage renal disease [28,40]); 4 involved dermatological diseases (psoriasis [46], vitiligo [65], 
hidradenitis suppurativa [60,64]); 2 involved systemic diseases (lupus [56], primary 
Sjögren’s syndrome [23]); 1 involved inflammatory periodontal disease [38]; 3 involved 
hematological diseases (hyperuricemia [44,45], acute leukemia [51]); and 1 involved 
chronic pain (vulvodynia [25]). Eleven studies specifically investigated the impact of the 
disease on male erectile dysfunction. 
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Figure 1. Flow diagram of study selection process. 
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2.3. Data Extraction 

The full-text versions of all publications meeting the inclusion criteria were reviewed 
by two independent researchers (CL, CJ). They extracted the following information: 

1. Study characteristics: authors, year of publication, title, study design, number of re-
viewers, databases consulted, keywords, inclusion and exclusion criteria, quality as-
sessment, and diagnostic tool used for identifying sexual dysfunction; 

2. Population characteristics: gender, type of chronic disease, country of the study, and 
sample size; 

3. Clinical findings: presence of sexual dysfunction, counseling provided, study limita-
tions, and main conclusions. 

The data extracted from the included studies were summarized in a Microsoft Excel 
spreadsheet. Any disagreements or discrepancies were resolved through consensus or, if 
necessary, by consulting a third investigator (SV). 

2.4. Quality Assessment 

The quality of the studies selected for the review was assessed independently by two 
assessors (CL and CJ) using the AMSTAR-2 tool [67]. This tool allows for an evaluation of 
the quality of systematic reviews on 16 criteria: (1) formulation of the research question; 
(2) provision of an a priori design; (3) explanation of the choice of the study design of the 
studies included in the review; (4) comprehensiveness of the literature search; (5) ade-
quacy of the study selection; (6) adequacy of the data extraction; (7) availability of a list of 
excluded studies, along with reason for exclusion; (8) comprehensiveness of the descrip-
tion of the main features of the studies included; (9) risk of bias assessment; (10) inclusion 
of information about the sources of funding for the studies included in the review; (11) 
methods for statistical combination of results; (12) assessment of the potential impact of 
risk of bias of individual studies on the meta-analysis result; (13) discussion/interpretation 
of the potential impact of risk of bias of individual studies on the meta-analysis result; (14) 
discussion of the heterogeneity observed in the study results; (15) consideration of the 
likelihood of publication bias; and (16) declaration of study authors’ conflict of interest. 
Each of these criteria can be checked using the response options “yes”, “partially”, or 
“no”. Seven of the criteria (i.e., 2, 4, 7, 9, 11, 13, and 15) can affect the validity of the review 
and its conclusion and are therefore considered “critical domains”. While AMSTAR 2 is 
not intended to give a quantitative assessment of the review studies’ quality, it provides 
a useful set of criteria to detect potential weaknesses. As such, it allows one to distinguish 
between “high quality” studies (which show no or only one non-critical weakness); “mod-
erate quality” studies (showing more than one non-critical weakness but no critical flaws); 
“low quality” studies (showing one critical flaw with or without non-critical weaknesses); 
and “critically low quality” studies (showing more than one critical flaw with or without 
non-critical weaknesses). 

3. Results 
3.1. Study Quality 

The evaluation of the quality of the systematic reviews included in this umbrella re-
view revealed that nineteen of them could be regarded as “high quality”, ten as “moderate 
quality”, nine as “low quality”, and five as “critically low quality” (information on the 
quality of each article is available as Supplementary Materials). The most common critical 
shortcomings were failure to provide a list of excluded studies with the reasons for exclu-
sion (absent in six studies, and only partially provided in seventeen studies), the absence 
of an a priori design (only partially achieved in ten studies), insufficient comprehensive-
ness of the literature search (only partially achieved in ten studies), and poor estimation 
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of bias or risk assessment (absent in nine studies). For studies involving a meta-analysis, 
an assessment of the potential impact of the risk of bias of individual studies on the results 
of the meta-analysis was absent in 9 out of 27. Other, less critical flaws were the failure to 
carry out a selection of studies or to perform data extraction in duplicate (seven and six 
studies, respectively), a lack of comprehensiveness of the description of the main features 
of the studies (only partially achieved in twelve studies), a lack of discussion of the heter-
ogeneity observed in the studies, and insufficient consideration of the likelihood of pub-
lication bias (not addressed in three studies). None of the studies provided information 
about the sources of funding for the studies included in the reviews. 

3.2. Assessment of Sexual Functioning 

As shown from the review studies included in this umbrella review, the most fre-
quently used tools to assess sexual functioning are the International Index of Erectile 
Function (IIEF) [68,69] for males and the Female Sexual Function Index (FSFI) [70] for fe-
males. The IIEF is a 15-item questionnaire which measures sexual functioning in men 
across five subscales (erectile function, orgasmic function, sexual desire, sexual satisfac-
tion, overall satisfaction). A total score ranging between 5 and 25 (for IIEF-15) can be cal-
culated as the sum of the scores on the five subdimensions, enabling a diagnosis of severe 
(5–7), moderate (8–11), mild to moderate (12–16), mild (17–21), and no (22–25) erectile dis-
order. The FSFI is a 19-item self-report scale that assesses women’s sexual functioning 
over a 4-week period, on the basis of six criteria: (1) desire (the motivation to engage in 
sexual activity); (2) orgasm (the ability to reach orgasm); (3) lubrication (the ease or diffi-
culty with which lubrication is achieved and maintained during sexual activity); (4) 
arousal (the ability to become cognitively aroused); (5) satisfaction (the satisfaction with 
one’s actual sexual experiences); and (6) pain (feeling genital pain during or after vaginal 
penetration). With a maximum score of six on each subscale, the maximum total score is 
36, whereby a higher score indicates a better sexual functioning. A score of less than 26 is 
considered an indication of a clinically low level of sexual function. 

3.3. Impact of Chronic Disease on Sexual Functioning 

The details from the analysis of the 12 review studies that are concerned with women 
are summarized in Table 2, those of the 17 studies involving men are presented in Table 
3, and those of the 17 concerning both male and female patients are presented in Table 4. 
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Table 2. Summary of studies concerning women included in the review. 

Study Type of 
Study 

Disease N 
Studies 

Patient Group Control 
Group 

RR or OR p 
Prevalence of 

Sexual 
Dysfunction 

Negative Impacts on 
Sexuality 

Study Quality 

Endocrine diseases   

[27] 

SR and 
MA 

Polycystic 
ovary 

syndrome 
18 1932 1987 

OR = 1.6 p =0.015 

/ 

Sexual Satisfaction Moderate 
 OR = 1.34 p = 0.019 Arousal  

 OR =1.31 p = 0.023 Lubrification  

 OR =1.36 p = 0.028 Orgasm  

 OR =5.7 p < 0.001 Sexual Satisfaction  

[31] SR and 
MA 

Polycystic 
ovary 

syndrome 

 1163 1463 RR = 1.09; 95% 
CI 0.9–1.32 

/  Female Sexual Disorder High 

[26] SA and 
MA 

Polycystic 
ovary 

syndrome 
28 6256 1942 OR 1.32; 95% 

CI 1.07–1.61 
/ 35% Female Sexual Disorder Low 

[58] 
SR and 

MA 
Hypothyr

oidism 6 381 1154 
RR = 2.39 ; 

95% CI : 1.31–
4.39 

p = 0.005 / Female Sexual Disorder Low 

[33] SR and 
MA 

Diabetes 
type 1 

26 3168 2823 
OR 2.27 

95%CI: 1.34–
4.168 

p = 0.002  Female Sexual Disorder High 

  Diabetes 
type 2 

   OR 2.49 95%CI 
1.55 – 3.99 

p = 0.178  Female Sexual Disorder  

  "Any 
diabetes" 

   OR 2.02 95%CI 
1.49–2.72 

p = 0.001  Female Sexual Disorder  

Gastroenterological diseases   

[52] 
SR and 

MA 
Inflamma

tory 13 2003 / / p < 0.001 
53%: 95% CI (50–

55) Female Sexual Disorder High 
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bowel 
disease 

Systemic diseases  

[23] 
MA 

and SR 

Primary 
Sjögren’s 
Syndrom

e 

3 102 99 OR 5.402  
p < 

0.00001 
/ 

Femal sexual function 
index 

High 

Pain 
disease

s 

          

[25] SR 
Vulvodyn

ia 
21 1592 71 / / / Dyspareunia Moderate 

Systemic diseases   

[56] 
MA 

and SR Lupus  357 564 
RR: 1.56 95% 
CI (0.99–2.48) p = 0.057 / Sexual Dysfunction High 

Nephrological diseases  

[28] 
SR and 

MA 

End–
stage 
Renal 

Disease 

47 2340 / / / 
74%: 95% CI (67–

80) Female Sexual Disorder High 

  
Kidney 

transplan
t patients 

 353 / / / 
63%: 95% CI (43–

81) Female Sexual Disorder  

  Hemodya
lisis 

 1717 / / / 
80%: 95% CI (72–

87) 
Female Sexual Disorder  

  Peritoneal 
dialysis 

 270 / / / 
67%: 95% CI (46–

84) Female Sexual Disorder  

Rheumatology diseases  

[29] SR and 
MA 

Rheumat
oid 

arthritis 
5 346 237 OR: 

9193307.64 
p < 

0.00001 
79.67%: 95% CI 
(68.75 – 93.27) 

Score Femal sexual 
function index and 

Female Sexual Disorder 
High 
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[24] SR and 
MA 

Fibromya
lgia 

6 578 341 OR: 9002.6 p < 
0.0001 

/ Femal sexual function 
index 

Moderate 

[34] 
SR and 

MA 

systemic 
autoimm

une 
rheumatic 
diseases 

68 5457 / / / 
63% (95% CI: 56–

69) 
Female Sexual Disorder Moderate 

[66] 
SR and 

MA 

Rheumat
oid 

arthritis 
6 273 116 

RR 1.73; 95% 
CI:1.36 –2.22  p < 0.001 / Female Sexual Disorder Moderate 

[50] SR 
Musculos

keletal 
pain 

45 4298 /  / 95% Sexual Dysfunction Moderate 

Nephrological diseases  

[28] 
SR and 

MA 

End–
stage 
Renal 

Disease 

47 2340 / / / 
74% : 95% CI (67–

80) Female Sexual Disorder High 

  
Kidney 

transplan
t patients 

 353 / / / 
63%: 95% CI (43–

81) 
Female Sexual Disorder  

  Hemodya
lisis 

 1717 / / / 
80%: 95% CI (72–

87) Female Sexual Disorder  

  Peritoneal 
dialysis 

 270 / / / 
67%: 95% CI (46–

84) Female Sexual Disorder  

Neurological diseases  

[30] SR and 
MA 

Multiple 
sclerosis 

9 826 659 
RR = 1.87; 

(95% CI 1.25–
2.78) 

/ / Female Sexual Disorder High 

      OR= 79.143  p = 0.017 / 
Femal sexual function 

index 
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[61] SR Multiple 
sclerosis 

9 1129 323 / / 46.7% to 86.6% Female Sexual Disorder Critically Low 

Oncological diseases   

[62] SR 
Cancer 
(young 
adults) 

10 873 / / / / 

Sexual Frequency, 
Arousal, Orgasm, 

Sexual Satisfaction, 
Dyspareunia 

Critically Low 

Respiratory diseases   

[57] SR 
Obstructi
ve Sleep 

apnea 
6 226 / / / 32.2 % to 71% Female Sexual Disorder Moderate 

Cardia
c 

Diseas
es 

          

[32] SR and 
MA 

Hyperten
sion 

11 1057 715 RR = 1.81 (95% 
CI 1.10–2.97) 

p < 0.05 14.1 to 90.1% Female sexual 
dysfunction 

High 

[59] SR Stroke  182 / / / 29% to 94.8% Sexual Dysfunction Critically Low 
SR: Systematic Review; MA: Meta-analysis; OR: Odds Ratio; RR: Relative risk; CI: Confidence Interval. 
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Table 3. Summary of studies concerning men included in the review. 

Study 
Type of 
Study 

Disease N Studies 
Patient 
Group 

Control 
Group 

RR or OR of 
Sexual 

Dysfunction 
p 

Prevalence of 
Sexual 

Dysfunction 

Negative 
Impacts 

on 
Sexuality 

Study Quality 

Endocrine diseases   

[36] 

SR and MA Diabetes 145 88,577 / 
OR = 3.62 ; 

95% CI: 2.53–
5.16 

p < 
0.0001 

52.5%: 95% CI 
(48.8–56.2) 

Erectile 
Dysfuncti

on 
Low 

 Type 1  / /   37.50% 
Erectile 

Dysfuncti
on 

 

 Type 2  / /   66.30% 
Erectile 

Dysfuncti
on 

 

[37] SR and MA 
Klinefelter 
Syndrome 

16 608 / /  28%: 95% CI 
(19−36) 

Erectile 
Dysfuncti

on 
High 

        51%: 95% CI 
(36−66) 

Decrease
d Libido 

 

[41] SR and MA Diabete 6 2003 / /  54.3%: 95% CI 
(28.2–80.5) 

Erectile 
Dysfuncti

on 
Low 

[58] SR and MA 
Hypothyroidis

m 3 79  
RR = 2.26; 

95% CI: 1.42–
3.62 

p = 
0.001 

 
Sexual 

Dysfuncti
on 

Low 

Dermatological diseases  

[46] MA Psoriasis 9 36,242 1 657.711 
OR 1.35; 95% 
CI (1.29–1.41) 

p < 
0.0000

1 
/ 

Erectile 
Dysfuncti

on 
High 

Inflammatory diseases  
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[38] SR Periodontal 4 40,773 685.098 1.53 to 3.35 / / 
Erectyle 

Dysfuncti
on 

Low 

Hematological diseases  

[45] MA 
Hyperuricaemi

a 
8 85,406 / /  

33%: 
95% 
CI 

(13–
52) 

Erectile 
Dysfunction 

High 

[44] MA and SR 
Hypereuricaem

ia 11 6083 
350.
075 

OR = 
1.59; 
95% 
CI: 

1.29–
1.97  

p < 0.01 / 
Erectile 

Dysfunction High 

Oncological diseases  

[35] SR 
Hodgkin's 
lymphoma 

6 1710 / /  20% to 
54% 

Sexual 
Dysfunction 

Critically Low 

[62] SR 
Cancer (young 

adults) 
15 1416 / / / / 

Sexual 
Frequency 

Critically Low 

Gastroenterological diseases  

[43] MA and SR Cirrhosis 14 770 / / / 

79.08
%: 

95% 
CI 

(68.00
–

88.42) 

Erectyle 
Dysfunction 

High 

  Cirrhosis 
decompensated 

/ / / / / 

88.39
% : 

95% 
CI 

Erectyle 
Dysfunction 
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(77.64
–

96.32) 

  Cirrhosis 
compensated / / / / / 

53.61
% : 

95% 
CI 

(35.95
–

70.84) 

Erectyle 
Dysfunction 

 

[52]  Inflammatory 
Bowel Disease 15 34,673 /   

27 : 
95% 
CI 

(25–
29); p 

< 
0.001 

Masculine 
Sexual 

Disorder 
High 

Neurological diseases   

[61] SR 
Multiple 
sclerosis 

3 251 / / / 
76.9% 

to 
81.4 % 

Masculine 
Sexual 

Disorder 
Critically Low 

Respiratory diseases  

[49] SR and MA 

Chronic 
obstructive 
pulmonary 

disease 

12 1187    

74%: 
95% 
CI 

(68–
80) 

Erectile 
Dysfunction High 

[47]  
Chronic 

obstructive 
pulmonary 

disease 

4 519  

OR : 
2.89 
95% 
CI 

(1.93

p < 0.001 / Erectile 
Dysfunction 

High 
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–
4.32) 

[57] SR 
Obstructive 
Sleep apnea 

15 1446  /  74.60
% 

Erectile 
Dysfunction 

Moderate 

Systemic diseases   

[56] MA and SR Lupus  123 194  

RR : 
2.98 ; 
95% 
CI 

(2.41
–

3.68) 

p = 0.000  Sexual 
Dysfunction 

High 

Cardiac diseases   

[59] SR Stroke  1701 / / / 26% to 
60% 

Erectyle 
Dysfunction 

Critically Low 

        60% Ejaculatory 
Disorder 

 

Rheumatology diseases  

[39] SR and MA Gout 8 5011 
14.9
58 

RR 
1.20; 
95% 
CI: 

1.10–
1.31 

p < 0.001 / 
Erectile 

Dysfunction 
High 

Perez–Garcia et al. 
(2020) [48] 

SR 
Rheumatic 

diseases 
41 8133 

39.2
45 

OR 
2.7; 
95% 
CI; 

1.09–
6.05 

 / 
Sexual 

Dysfunction 
 

  Rheumatoid 
arthritis 

8 6625 
38.3
20 

OR 
1.67 

 33% to 
62% 

Erectyle 
Dysfunction 

Low 
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95% 
CI; 

1.36–
2.05  

  Sexual 
Dysfunction 

 

  Lupus 
erythematosus 

4 234 175 / 

 12% to 
68% 

Sexual 
Dysfunction 

 

 68% 
Erectyle 

Dysfunction 
 

  Antiphospholip
id Syndrome 

2 23 42 / 

 42% to 
45.5% 

Sexual 
Dysfunction 

 

 25% to 
36.4% 

Erectyle 
Dysfunction 

 

  Spondyloarthro
pathies 

15 842 525 /  30% to 
82.5% 

Sexual 
Dysfunction 

 

  Systemic 
Sclerosis 

7 245 55 / 

 66% to 
100% 

Sexual 
Dysfunction 

 

 38% to 
100% 

Erectyle 
Dysfunction 

 

  Behcet 
Syndrome 

5 164 128 /  63% to 
80 % 

Sexual 
Dysfunction 

 

[66] SR and MA 
Rheumatoid 

arthritis 
1 130 391 

RR 
1.99; 
95% 
CI:1.
64 –
2.43  

p<0.001 
73% to 

99% 
Sexual 

Dysfunction 
Moderate 

[50] SR 
Musculoskeleta

l pain 7 2342 /   72% 
Sexual 

Dysfunction Moderate 

Nephrological diseases  
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[40] SR and MA 
End–stage 

Renal Disease 
94 10,320 / /  

71%: 
95% 
CI 

(67–
74) 

Erectile 
Dysfunction 

High 

  
Kidney 

transplant 
patients 

2478 / / /  

59%: 
95% 
CI 

(53–
64) 

Erectile 
Dysfunction 

 

  Hemodyalisis / / / /  

79%: 
95% 
CI 

(75–
82) 

Erectile 
Dysfunction 

 

  Peritoneal 
dialysis 

/ / / /  

71%: 
95% 
CI 

(58–
83) 

Erectile 
Dysfunction 

 

  End–stage 
Renal Disease 

/ / / /  

82%: 
95% 
CI 

(75–
88) 

Erectile 
Dysfunction 

 

SR: Systematic Review; MA: Meta-analysis; OR : Odds Ratio ; RR : Relative risk ; CI : Confidence Interval. 

Table 4. Summary of studies concerning both men and women included in the review. 

Study 
Type of 
Study Disease N Studies 

Patient 
Group 

Control 
Group 

RR or OR of 
Sexual 

Dysfunction 
p Value 

Prevalence of Sexual 
Dysfunction 

Negative Impacts on 
Sexuality Study Quality 

Dermatological diseases  
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[60] SR 

Hidrade
nitis 

suppurat
iva 

11 42,729 / / / 51% to 62% Female Sexual Disorder Critically Low 

     / / / 52% to 60% Erectyle Dysfunction  

[64] 
SR and 

MA 

Hidrade
nitis 

suppurat
iva 

9 1529 / / / / 
Score of Female sexual 

fonction index 
Low 

      / / / Score of International 
Index of Erectile Function  

 

[65] SR Vitiligo 4 155 55 / / / Sexual Dysfunction Low 

Nephrological diseases 

[53] 
SR and 

MA 

Chronic 
Renal 

Failure  
10 737 2.988 

RR 2.07; 95% 
CI: 1.47–2.91 

p = 
0.000 

/ 
Female Sexual Disorder High 

RR 2.95 ; 95 
CI: 2.16–4.02 

p = 
0.000 Erectile Dysfunction  

Neurological diseases  

[55] SR and 
MA 

Parkinso
n's 

disease 
11 30,150 / 

RR = 1.79; 
95% CI: 1.26–

2.54 

p = 
0.001 

/ Masculine Sexual Disorder Moderate 

      RR= 1.3; 95% 
CI: 0.64–2.61 

p = 
0.469 

/ Female Sexual Disorder  

Oncological diseases  

[54] SR Colon 14 2777 / / / 24% to 68 % Sexual Dysfunction Moderate 
     /  / 44% to 78.2% Erectyle Dysfunction  

     /  / 22% to 47% Ejaculatory Disorder  

     /  / 28% Vaginal Dryness  

     /  / 9% to 27 % Dyspareunia  
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[63] 
SR and 

MA 

Low 
grade 

Glioma 
3 124 / / / 34% to 47% Sexual Dysfunction Moderate 

Hematological diseases  

[51] SR  24 10506 / / / 18% to 50%  Sexual Dysfunction Low 

  Accute 
leukemia 

 

517 

/ / 

/ 29% to 55% Sexual Activity  

206 / 9% to 18% Arousal  

629 / 18% to 32 % Sexual Satisfaction  

629 / 20% to 24% DSH  

878 / 17% to 28% Other  

  
chronic 
myeloid 
leukemia 

 

163 

/ / 

/ 44% to 62% Sexual Activity  

163 / 34% to 51% Sexual Satisfaction  

163 / 38% to 55% Hypoactive sexual desire  

163 / 41% to 45% Other  

  

Hodgkin 
lympho

ma 

 

1484 

/ / 

/ 0% to 63% Sexual Activity  

non–
Hodgkin 
lympho

ma 

2145 / 5% to 63 % Arousal  

 2190 / 12% to 58% Sexual Satisfaction  

 3476 / 0% to 73% Hypoactive sexual desire  

 1078 / 5% to 58% Orgasm  

 5596 / 12% to 50% Other  

SR: Systematic Review; MA: Meta-analysis ; OR : Odds Ratio ; RR : Relative risk ; CI : Confidence Interval. 
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3.3.1. Cardiovascular Disease 

As documented by a review by Dusenbury [59] involving 1701 male and 182 female 
patients, the prevalence of SD after stroke ranges from 29% to 94.8%. Although a return 
to sexual activity usually occurs between the third and sixth month after a stroke, contin-
ued sexual dissatisfaction is common, and the decrease in sexual frequency is significant 
in 44% to 77% of the patients. After a stroke, sexual problems may persist for another 2 
years. Women who had a stroke are significantly affected by changes in vaginal lubrica-
tion and sexual inhibition, which affect both sexual desire and orgasmic function. Among 
men who experienced a stroke, 60% report dysfunctions regarding ejaculation (whereby 
it is not specified whether it concerns premature ejaculation or anejaculation). Control 
groups have not always been clearly defined in all studies and the quality was assessed 
as “critically low”, so the results must be interpreted cautiously. An additional stressor is 
that of reliving a stroke during sexual activity. This underscores the fact that although 
stroke is considered an acute illness, it often has chronic effects. 

A review of studies of FSD in 1057 hypertensive women [32] revealed a prevalence 
of FSD of 14–90% in normotensive women. The study also highlighted that hypertensive 
women were 1.81 times more likely to develop FSD than non-hypertensive women [32]. 

3.3.2. Cancer 

A review by Stanton and colleagues [62] involving 1416 young male and 873 female 
cancer patients revealed that adolescents and young adults with cancer suffer from alter-
ations in sexual function, sexual desire, orgasm, and sexual satisfaction. Young men ad-
ditionally report problems with erection and ejaculation, whereas young women report 
impaired arousal, lubrication, and increased pain during sex. Control groups are not al-
ways clearly defined in all studies and the quality was assessed as “critically low”, so the 
results must be interpreted with caution. 

A review of studies of SD in 2777 male patients with colon cancer [54] showed a prev-
alence of ED of 44 to 78% compared to 10 to 15% in the general population. The prevalence 
of ejaculation problems was 22 to 47%, compared to 16 to 23% in the general population. 
In women, the prevalence of vaginal dryness among colon cancer patients is 28%, com-
pared to 14–19% in the general population, and that of dyspareunia is up to 27%, com-
pared to 13% in the general population. Male and female colon cancer patients report pain 
upon penetration in 9 to 27% of cases (compared to three to five percent in the general 
population). Control groups were not considered in this systematic review, and gender 
was not specified. 

A recent comprehensive review of the sexual health of 517 people with hematological 
malignancies, particularly acute leukemia [51], reported that 29 to 35% of them reported 
decreased sexual activity, while 9 to 18% experienced difficulties with sexual arousal, in-
cluding erectile dysfunction in men and vaginal dryness or dyspareunia in women. Of 
163 patients with chronic myeloid leukemia, 44% to 62% reported decreased sexual activ-
ity, and 38% to 55% reported decreased sexual desire. The same review concluded that 
among patients with Hodgkin’s or non-Hodgkin’s lymphoma (n = 1484 and n = 2145, re-
spectively), sexual dysfunctions were very common, with up to 63% of patients reporting 
decreased sexual activity and up to 73% decreased sexual desire. This concurs with Ar-
den-Close et al.’s [35] review study of 1710 men with Hodgkin’s lymphoma, showing that 
the prevalence of SD in this group of patients varies from 20 to 54%. Problems with orgasm 
were reported by 5 to 58% of both male and female patients with Hodgkin and non-Hodg-
kin lymphoma. Compared to other cancers, Hodgkin’s appears to have a greater impact 
on sexual function than other leukemias, but a lower impact than testicular cancer. It is 
noted that no review studies have been undertaken on the impact of Hodgkin’s 



Int. J. Environ. Res. Public Health 2025, 22, 157 22 of 35 
 

 

lymphoma on the sexual functioning of women. Control groups were not considered in 
this systematic review, and gender was not specified. 

3.3.3. Endocrine Diseases 

Endocrine diseases have an effect on SD in both men and women. Nevertheless, the 
majority of studies on SD among patients with endocrine diseases have focused on male 
erectile dysfunction (ED). A systematic review of studies of men with diabetes involving 
a total of 88,577 patients [36] reported a prevalence of ED of 59.1% (95% CI = 55.5 to 62.7), 
or more than one in two patients. A similar prevalence of ED of 54.3% (95% CI = 28.2–80.5) 
was reported in a meta-analysis of 2003 diabetic men living in Ethiopia [41]. The preva-
lence of ED is significantly higher among men with type 2 diabetes than among those with 
type 1 (66.3% versus 37.5%, p < 0.0001), and among those who are over 60 years of age 
(66.7%). Men with diabetes have a 3.62 times higher risk of developing an ED than men 
without diabetes. Moreover, men with diabetes tend to develop erectile dysfunction 10 to 
15 years earlier than non-diabetics [41], and patients who are over 40 years of age are 4.42 
times more likely to develop ED than those who are younger (OR= 4.42, 95% CI = 2.83–
6.00) [41]. The duration of the disease also influences the risk of ED, in the sense that pa-
tients who have diabetes for more than 5 years have a 3.2 times higher risk of developing 
ED (OR = 3.2, 95% CI = 1.74–4.66). 

A review of 3168 women with diabetes concluded that these women have a higher 
risk of developing SD than women without the disease (type 1 = OR 2.27 (95% CI = 1.34–
4.168; p = 0.0002) and type 2 = OR 2,49 (95% CI =1,55–3,99; p =0.178)) [71]. The total FSFI 
score is also lower in women with any type of diabetes, who are between 1.6 and 3.3 times 
more likely to have low FSFI scores. The study also highlights that the FSFI score is almost 
twice as likely to decrease if the subject has a BMI above 24 [33]. 

Other endocrine diseases can also cause SD. A review by Barbonetti et al. [37] involv-
ing 608 men with Klinefelter’s syndrome found an overall prevalence of 28% of SD (95% 
CI =19–36%). The overall prevalence of libido loss among men suffering from the disease 
was 51% (95% CI = 36–66%), indicating that one in every two men with KS suffer from a 
decrease in libido. Shen [58] reported that both men and women with hypothyroidism 
have a 2.26-fold higher risk of SD than the general population (RR = 2.26, 95% CI = 1.42 to 
3.62, p < 0.001). For women, the relative risk of developing SD is even slightly higher (RR 
= 2.39, 95% CI = 1.31–4.39, p < 0.005). 

A review of 6256 women with polycystic ovarian syndrome (PCOS) concluded that 
these women have a 1.32 times higher risk of developing SD than women without the dis-
ease [26]. This concurs with the results of other meta-analyses involving women with PCOS 
[27,31], which also report lower FSFI scores and risks of SD of up to 1.46 times higher than 
among healthy women, with particularly higher risks of having low levels of arousal (OR = 
1.34), orgasm (OR = 1.36), and lubrication (OR = 1.31). Although the prevalence of 35% of 
having SD is not significantly higher than the 29% found in women without PCOS, when 
comparing FSFI scores, women with PCOS have more sexual dissatisfaction. 

3.3.4. Respiratory Tract Diseases 

Men with chronic obstructive pulmonary disease (COPD) have a 2.89 times higher 
risk of developing ED than men without COPD (OR= 2.89, 95% CI =1.93–4.32, p < 0.001) 
[47]. A review of studies involving 1446 COPD patients estimated the weighted preva-
lence of ED among these men to be 74.6% [57]. Of the men, 28.7% had severe ED, 22.5% 
moderate ED, 19.5% mild ED, and 22.6% no ED. This estimation confirms the results of a 
previous review with a meta-analysis on a total of 1187 COPD patients, based largely on 
the same studies, in which the pooled prevalence of ED was 74% (95% CI = 68–80%), com-
pared with 56% (CI = 37–73%) in non-COPD controls [49]. 
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Other respiratory diseases may also impact sexual health. A review by Steinke [57] 
on 1446 men and 226 women with obstructive sleep apnea (OSA) showed a prevalence of 
ED among the men ranging from 40.9% to 66.1%, and a prevalence of FSD varying from 
32.2% to 71% for women, depending on the selected studies. 

3.3.5. Gastroenterological Diseases 

A systematic review by Zhang et al. [52] on 2003 men and 34,673 women with irrita-
ble bowel disease (IBD) indicated SD prevalence of 27% among men (95% CI 25–29%, p < 
0.001), while women with IBD (n = 34,673) had a prevalence of SD of 53% (95% CI 50–55%, 
p < 0.001). Among male patients with an active IBD, the risk of developing SD increases 
by a factor of 2.73. Treatment for IBD also has an influence: patients requiring a treatment 
with corticosteroids have 2.62 times the risk of developing SD; those who undergo surgery 
for IBD have a risk that is 1.33 times higher; those who are treated with antihypertensive 
drugs have a 2.60 risk increase; and those who receive biological medication have a risk 
that is 5.81 times higher [52]. This meta-analysis did not provide information on control 
groups. A meta-analysis of 770 men with liver cirrhosis [43] showed a prevalence of ED 
of 79.08% (IC 95% = 68.00–88.42). The prevalence of severe ED was 33% (95% CI = 23–44), 
of moderate ED was 10% (95% CI = 4–17), of mild to moderate ED was 13% (95% CI = 4–
25), and of mild ED was 11% (95% CI = 6–17). As liver function deteriorates, the prevalence 
of ED increases, with the prevalence of ED among compensated cirrhosis patients being 
53.61% (95% CI = 35.95–70.84) and among decompensated cirrhosis patients being 88.39% 
(95% CI = 77.64–96.32). The proportion of patients with severe ED among decompensated 
cirrhosis is 35% compared to 18% in compensated cirrhosis. This meta-analysis does not 
provide information on the control group, nor does it specify the sample size according 
to the type of cirrhosis. 

3.3.6. Rheumatological Diseases 

A review study by Perez-Garcia et al. [48] found that among 6625 men with rheuma-
toid arthritis, the risk of developing SD was 2.7 times higher than among men without the 
condition (OR = 2.7, 95% CI = 1.09–6.05), with SD prevalences ranging from 33 to 62%. 
Among men with antiphospholipid syndrome, the prevalence of SD ranged from 42 to 
45.5%, and among 842 male patients with spondyloarthropathy, it ranged between 30 and 
82.5%. Luo et al. [39] reported that the 5011 men with gout the included in their review 
have 1.2 times the risk of developing ED (RR = 1.20, 95% CI = 1.10–1.31, p < 0.001) than 
men without the disease, whereas Wang et al. [44] in their review of 6083 patients with 
hyperuricemia found the risk of ED to be 1.59 times higher (OR = 1.59, 95% CI = 1.29–1.97). 
A meta-analysis involving 85,406 men with hyperuricemia [45] found a prevalence of ED 
of up to 33%, which rose up to 50% if the patient also had type 2 diabetes as a comorbidity, 
but fell to 4% when diabetic patients were excluded. It may be that hyperuricemia and ED 
may simply share common risk factors related to a metabolic syndrome, without neces-
sarily having a causal link. This study provides no information on the control groups. 
Among women, Zhang [29] reported poorer sexual functioning in a sample of 346 women 
with rheumatoid arthritis (RA). RA patients scored lower on each FSFI dimension, partic-
ularly on the lubrication dimension. The low score for women with polyarthritis on lubri-
cation may be due to treatment with glucocorticoids, which can lead to decreased or ab-
normal androgen levels. Moreover, the average age of the women in the five studies in-
cluded in Zhang et al. [29]’s meta-analysis was 43 years (ranging between 36.68 and 48.65), 
which is close to the menopausal period. Inadequate estrogen levels often lead to sexual 
dysfunction in women due to adverse effects such as vaginal atrophy, increased vaginal 
pH levels, and genital tract infections, which may explain the decrease in vaginal lubrica-
tion. The impact of RA on sexual functioning among women is confirmed by another 
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meta-analysis [66], demonstrating that the 306 women involved showed significantly 
lower values for desire (OR = 8.35), arousal (OR = 6.36), lubrication (OR = 6.36), orgasm 
(OR = 10.76), satisfaction (OR = 9.48), and pain (OR= 3.97), as well as total FSFI scores (OR 
= 8.05) compared to healthy controls, particularly for the orgasm dimension. 

3.3.7. Neurological and Muscular Diseases 

A review of studies involving 245 men with systemic sclerosis [48] gave prevalence 
estimates of SD ranging from 66 to 100%, and of ED ranging from 38 to 100%. A review 
by Zhao et al. [55] revealed that male patients with Parkinson’s disease have a 1.79 times 
increased risk of suffering from SD (RR = 1.79; 95% CI = 1.26–2.54, p < 0.001). This is higher 
than for women with Parkinson’s, who have a 1.3 times higher risk of having SD (RR = 
1.3, 95% CI = 0.64–2.61, p = 0.469). Hypersexuality is not uncommon in Parkinson’s disease 
patients receiving dopamine replacement therapy [72], yet this meta-analysis did not dis-
tinguish between men and women. 

A review involving a total of 251 male patients with multiple sclerosis [61] reported 
a prevalence of SD ranging from 76.9 to 81.4% for this disease, and IIEF scores below 22, 
which clearly demonstrates that erectile quality is affected. For women with multiple scle-
rosis, prevalence estimates of FSD have been reported ranging from 46.7% to 86.6% [61]. 
Their mean FSFI scores are 15.27 (out of a maximum of 36), compared to 25.63 for women 
without the disease. The areas that appear to have the lowest scores are lubrication, or-
gasm, arousal, and pain. This systematic review by Gao et al. did not provide any addi-
tional information on control groups and was judged to be of critical quality. Another 
meta-analysis involving 826 women with MS [30] found these women to have a 1.87 times 
higher risk of developing FSD compared to healthy subjects (95% CI = 1.25–2.78, p = 0.002) 
and to have lower FSFI scores (SMD = 2.41, 95% CI = 3.87–0.96, p = 0.017). The FSFI score 
is also influenced by the duration of the disease, with women with a long duration of MS 
(>10 years) reporting lower total FSFI scores (SMD= 5.43, 95% CI =6.48–4.37, p < 0.001) than 
those with a duration of MS of less than ten years (SMD = 1.49, 95% CI = 2.61–0.36, p = 
0.009). Women with MS have significantly lower values in all areas of female sexual func-
tioning than healthy controls. They are 4.35 times more likely to have a low FSFI total 
score. For the different domains, they are more likely to have a low score for sexual desire 
(OR = 2.43), arousal (OR = 3.13), lubrication (OR = 4.76), orgasm (OR = 4.51), satisfaction 
(OR = 3.7), and pain (OR = 4.35). Among women over 40 years of age, the relationship 
between MS and FSD is confirmed, which is not the case among women under 40 years 
of age. These results suggest that as MS patients age, their sexual function declines [30]. 

With regard to muscular diseases, a review involving 2342 men and women experi-
encing musculoskeletal pain [50] showed the average IIEF score for the men to be 51.58 
on a scale ranging from 5 to 75, signifying erectile dysfunction among individuals with 
this medical condition. Women with musculoskeletal pain have a total FSFI score of less 
than 26.55 on a scale ranging from 2 to 36, and 96% of women with non-specific hip ar-
thritis report sexual dysfunction. The systematic review by Briggs et al. does not provide 
sufficient information on the control groups. 

3.3.8. Renal Diseases 

A review by Luo et al. [53] of studies involving 325 men with chronic renal failure 
showed that these patients are 2.95 times more likely than others to develop ED. The total 
sample of 737 patients presented in this meta-analysis does not specify the percentage of 
men and women. Although the study distinguishes according to the type of treatment, it is 
not precise with regard to patient gender. A meta-analysis of studies involving 3490 male 
chronic renal failure patients treated with hemodialysis reported a prevalence of ED of 79% 
(95% CI = 75–82%). For those who received a kidney transplant, an ED prevalence of 59% 
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was reported (95% CI = 53–64%); for those treated with peritoneal dialysis, the reported 
prevalence was 71% (95% CI = 58–83%); and for those with end-stage renal disease, the prev-
alence was 82% (95% CI =75–88%). Overall, the total prevalence of ED for these men, regard-
less of treatment, was 71% (95% CI = 67–74%). Among those with end-stage renal disease 
(ESRD), the overall prevalence of non-severe ED was 46% (95% CI = 43–50%), and of severe 
ED, the prevalence was 22% (95% CI = 18–27%). It should be noted that ED is very common 
among all ESRD patients, especially in those who are starting dialysis [40]. 

Women with chronic kidney disease receiving treatment have a 2.07 times greater 
risk of developing SD [28], with FSD being more common in patients receiving peritoneal 
dialysis (RR = 2.33, 95% CI = 1.29–4.21, p = 0.000) and hemodialysis (RR = 2.23, 95% CI = 
1.52–3.28, p = 0.000) than in patients receiving renal transplants (RR = 1.80, 95% CI = 1.04- 
3.12, p = .000). A review of studies involving 2340 women with end-stage renal disease 
[28] reported a prevalence of SD of 74% (95% CI = 67–80%). Among women with kidney 
transplantation, the prevalence of SD was 63% (95% CI = 43–81%); among those treated 
with hemodialysis or peritoneal dialysis, the reported SD was 80% (95% CI = 72–87%) and 
67% (95% CI = 46–84%), respectively. Women with end-stage renal disease treated with 
peritoneal dialysis also have a lower FSFI score. 

3.3.9. Dermatological Diseases 

A review of studies involving a total of 36,242 men with psoriasis [46] concluded that 
these patients are 1.35 times more likely to develop erectile dysfunction than healthy per-
sons, and that their IIEF-5 score is significantly lower than in control groups. A meta-anal-
ysis of 42,729 men and women with hidradenitis suppurativa (HS) revealed a prevalence 
of 52 to 60% of ED among male patients and of 51 to 62% SD among women [60]. The 
probability of developing SD was 38% higher in patients with HS, controlling for age, sex, 
and depressive and anxiety disorders (OR = 1.38, 95% CI = 1.28–1.48, p < 0.001). Men and 
women with HS also report significantly lower IIEF scores [60,64]. Patients with HS have 
greater sexual distress than healthy controls, and females more so than males. Another 
study [65] revealed that women with vitiligo score significantly lower on the AVFSFI (Ar-
abic version of the FSFI scale) than control groups, with a mean difference of 0.73 (95% CI 
= 1.49–0.03; p = 0.001). Statistical differences are observed for desire (MD = 0.26; 95% CI = 
0.48–0.03; p = 0.03), satisfaction (MD = 1.11; 95% CI = −1.49–0.73; p < 0.00001), and lubrica-
tion (MD = −0.47; 95% CI = −0.91–0.03; p = 0.04). The gender distinction was not systemat-
ically specified in the selected studies, which considerably complicates an accurate impact 
assessment. What is more, the sample size was limited to just 155 people, which raises 
questions about the representativeness of the survey. 

3.3.10. Systemic Disease 

A review by Perez-Garcia et al. [48] reported that among 234 men with lupus, the 
prevalence of developing SD varied from 12 to 68%. Women with lupus are 1.56 times 
more likely to have SD than women without the disease and have a lower overall FSFI 
score [56]. Women with Sjogren’s syndrome are 5.4 times more likely to have a lower total 
FSFI score than those without, 3.69 times more likely to report lower sexual desire, 6.96 
times more likely to achieve and maintain lubrication during sexual activity, 5.4 times 
more likely to have low arousal, 2.96 times more likely to have difficulties orgasming and 
less likely to report sexual satisfaction, and 5.3 times more likely to feel pain [23]. 

3.3.11. Other Chronic Diseases 

For other CDs (excluding psychiatric and psychological diseases), such as eye dis-
eases, neuro-diversities, and hematological or chronic infectious diseases, very few review 
studies were retrieved. One exception was a review involving 40,773 men with chronic 
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periodontitis, which concluded that these patients had a 1.53 to 3.35 times greater risk of 
ED than men without this inflammatory disease [38]. Other review studies mentioned the 
likelihood of SD in patients suffering from hematological or infectious diseases together 
with other patient groups. For instance, in their review of studies on SD in male and fe-
male patients with Hodgkin and non-Hodgkin lymphoma, [51] reported that no problems 
in this area were found for patients suffering from other hematological diseases. 

3.4. Addressing Sexual Problems Associated with Chronic Disease 

The demonstrated impact of CD on sexual functioning and the moderating role of 
the disease duration and treatment, the patient’s age, and the presence of comorbidity 
suggest that more attention should be paid to potential sexual problems in the treatment 
of CD. One way to achieve this is to improve diagnosis and follow-up by using validated 
screening tools such as the IIEF to detect sexual problems, ensuring early referral to spe-
cialists, and involving the specialist physician more in addressing sexual health issues 
[48]. In addition, pharmacotherapy can be offered to treat erectile dysfunction [53,57], for 
example, by prescribing urate-lowering treatment in men with hyperuricemia to reduce 
the risk of erectile dysfunction [44] or estrogen replacement in kidney disease [53]. Hor-
mone therapy can also normalize sexual desire, satisfaction, and pain in women with hy-
pothyroidism [58], as prolactin levels are likely to be higher in patients with hypothyroid-
ism, and hyperprolactinemia can lead to decreased sexual desire and erectile dysfunction. 

Other possibilities are the use of a continuous positive airway pressure (CPAP) ma-
chine for men with sleep apnea, which has also been shown to significantly improve erec-
tile dysfunction and reduce problems with desire, intimacy, arousal, and orgasm [57], as 
well as increasing physical activity [53] or psychotherapy [66,73]. A personalized sexual 
rehabilitation intervention is recommended for stroke patients [59]. 

In general, it seems essential to take a less medical look at sexuality and instead fol-
low a more holistic biopsychosocial approach focusing on chronic patients’ subjective 
complaints or distress and also include the partner, who is often forgotten, in the treat-
ment [49,54]. This implies communicating and providing information about sexuality dur-
ing consultations. It has been documented that more than 60% of COPD patients ask to 
discuss sexual issues, but this is often not done [74]. It is noted that interpersonal barriers, 
social stigma, and misconceptions about sexuality, such as the idea that “older people 
with chronic illnesses automatically lose interest in sexuality”, can hinder the initiation of 
sexual health screening and communication [75]. 

3.5. Comparative Analysis 

Due to the heterogeneity of the studies involved in the reviews, it was not possible 
to perform an overall meta-analysis or compare between diseases. However, the odds ra-
tios from eight studies that assessed the risk of erectile dysfunction using the FSFI could 
be synthesized, and the odds ratio for low FSFI scores from seven studies could be pooled. 
When odds ratios were not clearly provided, they were calculated from the standardized 
mean difference (SMD) available in the base study. The results of these subgroup studies 
are presented in Table 5. 

The data show that diabetes is the CD with the greatest impact on erectile quality, 
with men suffering from diabetes being almost four times as likely to develop erectile 
dysfunction than non-diabetic men. 

Furthermore, from his meta-analysis, Pyrigis [28] concluded that the type of treat-
ment for kidney disease (i.e., by dialysis or hemodialysis) may have a different impact on 
the risk of obtaining a low FSFI score. As such, treatment of the disease should be taken 
into account when assessing the risk of SD. 
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As for sexual satisfaction in women, fibromyalgia emerges as the CD with the great-
est risk of obtaining a low score on the FSFI. It should be noted that the calculated values 
are quite high, due in particular to Besiroglu’s meta-analysis [24], in which one of the in-
cluded studies clearly stands out from the others. As this one study may explain the sur-
prisingly high results in terms of low score risk, it is recommended to interpret this finding 
with caution. 

Table 5. Summary of risk of low FSFI score and chance of developing erectile dysfunction. 

Risks of Erectile 
Dysfunction 
(Odds Ratio) 

Diabetes 
[36] 

Chronic 
Periodontitis 

[38] 

Gout 
[39] 

Rheumatoid 
Arthritis[48] 

Psoriasis 
[46] 

Chronic Renal 
Failure [40] 

Chronic 
Obstructive 
Pulmonary 
Disease [47] 

Hyperur
icemia 

[45] 

N 88,577 40,773 5011 6625 36,242 3490 519 6083 

OR 3.62 1.53 to 3.35 1.20 1.67 1.35 2.95 2.89 1.59 

Risk of having a 
low FSFI score 

(Odds ratio) 

Fybromya
lgia [24] 

Sjogren's 
Syndrome 

[23] 

PCOS 
[27] 

Rheumatoid 
arthritis [66] 

Multiple 
sclerosis  

[30] 

Chronic renal 
disease with 

peritoneal dialysis 
[28] 

Chronic renal 
disease with 

hemodialysis [28] 

 

N 578 102 1932 306 826 134 169  

Desire 2227 3.69 NS 8.35 2.43 18.88 22.23  

Arousal 9940 5.4 1.34 6.36 3.13 12.44 9.8  

Lubrification 12 6.96 1.31 6.36 4.76 8.66 8.9  

Orgasm 32046 2.96 1.36 10.76 4.51 16.94 19.58  

Pain 49 5.3 NS 3.97 4.35 / 4.67  

Satisfaction 9000 2.96 NS 9.48 3.7 10.96 12.9  

OR: Odds ratio; FSFI: Female Sexual Function Index; PCOS: Polycystic ovary syndrome ; NS : not 
signified. 

4. Discussion 
While many studies and reviews have documented the impact of CD on sexual func-

tioning, none of the existing reviews thus far have considered this relationship across dif-
ferent non-genital CDs. To address this issue, the present study aimed to provide a de-
scriptive quantitative summary of the impact of different CDs on sexual functioning, 
based on published systematic reviews and meta-analyses. To that effect, when possible, 
prevalence rates and odds ratios were used to calculate the risk of having sexual dysfunc-
tion in relation to a chronic non-genital physical disease. The results show that for nearly 
all of the CDs considered, an increased prevalence or risk of experiencing sexual difficul-
ties was found. 

4.1. Sexual Problems Related to Chronic Disease 

Of the sexual problems reported in relation to CD, erectile dysfunction in men is the 
most often mentioned. This is not surprising, given that erectile dysfunction is the most 
often studied sexual pathology in general. Yet, it is interesting to note that of the 43 studies 
included in this umbrella review, 14 looked exclusively at the impact of CD on men’s sex-
ual health, and seven of these looked specifically at erectile quality. Of the different dis-
eases considered, diabetes reportedly has the strongest impact on erectile function. 

While the impact of CD on men’s sexual functioning is mostly focused on erectile 
dysfunction, the impact on women’s sexuality is considered more broadly. Since the ef-
fects of a CD on women are most often measured by means of the FSFI, most studies (and 
reviews) report effects on all six of the domains that are measured by the instrument, 
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namely sexual desire, lubrication, arousal, pain, orgasm, and satisfaction. Of the CDs con-
sidered for this review, fibromyalgia appears to have the strongest impact. 

The results of this review highlight a gender disparity, with women being under-
represented in studies of the impact of chronic diseases on sexuality. This under-repre-
sentation has led to a downplaying of women’s health issues, including their sexual 
health, which is considered a lower priority in studies of human sexuality [76,77]. On the 
other hand, female sexuality is typically perceived as more complex or difficult to assess, 
particularly when CD is accompanied by depression or mood disorders, which may dis-
courage researchers from investigating this area in depth [78]. This contributes to a lower 
understanding of the interactions between chronic diseases and sexuality in women, de-
spite the importance of these issues for their quality of life and overall well-being. Further 
research is needed to understand why the impact of chronic illnesses on sexuality differs 
between men and women, and to investigate the sexuality-related factors that influence 
this relationship and moderate its effects on sexual functioning. 

The effects on sexual functioning of cancer, lupus, or hyperuricemia appear to vary 
between individuals and the treatments received. As such, the reviews summarized in 
this paper suggest that in addition to the disease proper, medical treatments and associ-
ated comorbidities may also influence the sexual functioning of patients. 

In terms of treatment for cancer, the effect on women’s sexuality depends on the type 
of surgery. Being able to preserve one’s ovaries, for example, or the possibility of avoiding 
a mastectomy will decrease the impact on sexual functioning. On the other hand, treat-
ment-induced amenorrhea has been mentioned as an important predictor of sexual dys-
function in women [63]. Similarly, the type of treatment of kidney disease, i.e., by kidney 
transplantation, hemodialysis, or perineal dialysis, has a differential impact on sexual 
functioning, with perineal dialysis reportedly having the lowest effect [28,40]. Further-
more, the uses of medication, particularly antidepressants, to treat pain also contribute to 
sexual dysfunction. Antidepressants are indeed known to cause treatment-emergent sex-
ual dysfunction in a variable proportion of patients depending on the agent used [73]. 

Comorbidities such as fatigue, pain, anxiety, and depression can amplify sexual dys-
function. CD is often associated with fatigue and pain [48], whereas anxiety and depres-
sion are often related to both a CD itself and to sexual dysfunction. As such, there is often 
a bidirectional link between these pathologies. For example, patients with Sjögren’s syn-
drome are more likely to develop anxiety and depression than other patients in the 
healthy control group [23]. In a similar vein, the cardinal symptoms of pain and fatigue 
associated with fibromyalgia can have a detrimental effect on the sexuality of female pa-
tients, as demonstrated by the significantly lower FSFI scores of women with this condi-
tion. Depression and anxiety, which frequently accompany fibromyalgia, can further ex-
acerbate its impact on sexual dysfunction [24]. Mood disorders, particularly anxiety and 
depression, emerge as significant comorbidities that intensify sexual dysfunction. In gas-
trointestinal disorders, stress and anxiety induced by the underlying pathology play a 
critical role in the development of sexual dysfunction, emphasizing the psychological bur-
den these conditions impose on sexual health [79]. Similarly, in men with obstructive sleep 
apnea syndrome (OSAS), chronic fatigue and sleep disturbances directly affect both men-
tal and sexual health, worsening the symptoms of erectile dysfunction [80]. 

Some reviews also highlight the impact of age as an exacerbating factor in the sense 
that the older the patients are at diagnosis, the greater the impact of the disease on their 
sexual function [53]. For example, patients who develop erectile dysfunction as a result of 
cirrhosis are on average 5.8 years older than those who do not [42]. For cancers, the effects 
of the disease on sexual functioning are even more severe with older age and also last for 
several years after the diagnosis [62]. In women with multiple sclerosis, a relationship 
with SDF was reported for those over 40 years of age but could not be demonstrated 
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among those under 40. These results suggest that as MS patients get older, their sexual 
functioning declines [29]. In contrast, for rheumatological diseases, younger patients ap-
pear to be at greater risk of developing sexual dysfunction than older ones. Male patients 
with rheumatoid arthritis who are older than 45 years have a 1.47 times higher risk of 
developing erectile dysfunction compared to healthy persons, while those under 45 have 
a 3.30 times higher risk [65]. These results are surprising and may be due to stress disor-
ders in young people or influenced by drug or tobacco use, which are more common in 
young people. In men with hyperuricemia, a significant risk for the development of ED 
has been reported among those younger than 60 years old, whereas no such association is 
found among those who are over 60 years. In this case, it can be seen that advanced age 
does not contribute to the increase in ED. 

The duration of the disease is also a factor that can influence sexual functioning. 
Women who suffer from MS for more than 10 years have lower FSFI scores [29]. Similarly, 
male patients who have diabetes for more than 5 years reportedly have a 3.2 times higher 
risk of developing erectile dysfunction than those with diabetes for less than 5 years [40]. 

It is also worth noting that obesity can impact sexual function in both sexes, whether 
through hormonal disorders, blood circulation problems, medical complications, or psy-
chological problems linked to body image and self-esteem. Research has not only estab-
lished a correlation between obesity and reduced sexual function but has also shown that 
weight loss can improve sexual function [42]. Other factors that can moderate the effect of 
CD like cardiovascular disease or diabetes on sexual function are the neurovascular mech-
anisms underlying genital arousal, which may have a negative impact on sexual function 
in both sexes [80]. 

An additional factor moderating the effects of chronic illness on sexuality is patient 
acceptance and adaptation. Therapeutic patient education holds great promise for stabi-
lizing the disease and controlling its negative impacts. Health literacy, and more specifi-
cally, sexual health literacy, are innovative concepts that deserve further consideration in 
future research. In the case of heart failure, for example, it has been shown that the greater 
the acceptance of the disease, the higher the quality of every aspect of one’s sexual life, 
and the lower the incidence of erectile dysfunction [75]. 

4.2. Strengths and Limitations 

This study is the first umbrella review to systematically review and synthesize exist-
ing systematic reviews on sexual health in people with chronic non-genital physical ill-
ness. By adhering to the agreed-upon guidelines and criteria for umbrella reviews, includ-
ing pre-registration, methodological quality assessment, and the involvement of two re-
viewers to ensure the intersubjectivity of the review and reduce the risk of bias in selection 
and reporting, we believe that the study adds to the knowledge base that is important for 
the treatment of CD. 

An umbrella has the advantage of offering a comprehensive synthesis of the available 
literature, yet compiling the results of several systematic reviews entails risks, notably 
those of carrying over or exaggerating the errors of the studies that are included in the 
integrated reviews. The statistical, clinical, and methodological variability of these re-
views can jeopardize the reliability of the conclusions drawn. Consequently, careful and 
critical reading is essential to interpret results correctly and avoid being influenced by 
possible biases. We are therefore aware that the present study has its limitations. 

Firstly, as with any systematic review and meta-analysis, substantial heterogeneity 
was observed between the studies that were included, in terms of study design, frequency 
and severity of the disease, duration of the disease, age at diagnosis, sample size, mean 
age of participants, and participant characteristics. The use of different questionnaires, 
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some of which are non-standardized, to measure and diagnose sexual dysfunction also 
contributed to the heterogeneity, which makes it difficult to synthesize results. 

Secondly, it would have been interesting to perform a meta-analysis of the meta-
analyses included in this review, but this was not possible because the inclusion and ex-
clusion criteria of the different studies and the questionnaires used to measure the impact 
on sexuality were too different. 

Thirdly, the instruments that were used for most of the studies included in this re-
view (i.e., the FSFI and the IIEF) have some limitations. While the FSFI is the most widely 
used questionnaire to measure female sexual functioning, it should be realized that in 
order to calculate a total sexual functioning score, respondents must be sexually active 
and have attempted vaginal penetration within the past 4 weeks. However, sexuality 
should not be measured solely by vaginal penetration. In a similar vein, the IIEF also has 
some limitations, as it focuses only on current sexual functioning and only considers erec-
tile function, and as such does not take other aspects of male sexuality into account, such 
as sexual desire and orgasm [68]. Finally, it should be noted that the IIEF and FSFI remain 
measures of self-reported sexual dysfunction. The variability of the results may therefore 
still vary according to the patient’s personal interpretations and be influenced by false 
beliefs or social desirability. 

Fourthly, it should be noted that some of the studies included in the review rely on 
the same database [27,31] so that the patients included in these two studies may be dupli-
cated. This may overrepresent the results of these studies in our conclusions. Furthermore, 
more men are represented in the pooled sample than women. This may have led to a bias 
that erectile dysfunction is the main consequence of CD on sexuality, while other and less 
often studied dysfunctions may be underrepresented. 

Fifthly, in several of the studies included in this umbrella review, information on the 
age of participants and the effect of this variable was not always provided. This can influ-
ence the conclusions drawn from the studies. Also, not all selected studies systematically 
provided essential data, such as gender distinctions or references to control groups. In 
addition, the use of terms such as “sexual disorder” or “female sexual disorder” remains 
vague and does not fully capture the concrete impact of the condition, even when odds 
ratios are provided. It is important to recognize these limitations and take them into ac-
count when interpreting our results. 

Finally, it is important to note that many of the studies included in this review did 
not include control groups, which limits the ability to determine whether the reported 
effects differ significantly from natural trends in sexual functioning in the general popu-
lation, particularly the increasing incidence of sexual problems with age. Consequently, 
the conclusions should be interpreted with some caution. In addition, chronic illnesses, 
including multimorbidity, are particularly common, especially in elderly populations, 
making it difficult to create perfectly comparable control groups. These methodological 
limitations must be taken into account and underline the need for future research incor-
porating more rigorous approaches to explore these interactions more precisely. 

4.3. Perspectives for the Future 

While this umbrella review did not focus on gender, one of its main findings was the 
imbalance in research on the sexual health of chronic patients, which tends to focus more 
on male than female patients. This highlights the urgent need for further research into the 
impact of non-genital CD on women’s sexual functioning, to improve prevention, diag-
nosis, and treatment strategies and promote gender equality in healthcare. 

Additionally, it is crucial to consider the influence of societal and cultural factors, 
such as the stigmatization of sexuality, religious norms, lack of sex education, and age-
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related stereotypes, which often hinder the recognition and management of sexual dys-
function in patients with chronic illnesses. 

In this context, it seems that doctors could play a more active role by systematically 
including sexual health in the clinical assessment of chronic illnesses. Similarly, encour-
aging patients to discuss these issues more openly could lead to better care. A two-way 
approach, combining greater responsibility on the part of carers and greater involvement 
on the part of patients, could thus help to improve the management of sexual dysfunction. 

Another key point is whether the decline in sexual function associated with CD is 
primarily due to the direct effects of the disease or the psychological consequences it 
causes. This distinction warrants further research to better understand the underlying 
mechanisms and develop targeted interventions to improve sexual health in patients with 
chronic conditions. 

5. Conclusions 
Sexual function is an important aspect of health, and it is essential that it is better ad-

dressed in health care. To the best of our knowledge, this is the first umbrella review to 
analyze the impact of non-genitalized physical CD on sexual function. The results of the 
review demonstrate that CD has an important impact on the sexual health of both men and 
women, and that this impact is moderated by the patient’s age, the duration of the disease, 
medical treatments, and associated comorbidities. Despite the known effects of CD on sex-
uality, sexual health remains a frequently neglected aspect of the quality of life of patients 
with CD. It is recommended that physicians pay more attention to sexual health manage-
ment, both for CDs involving the genitals and for CDs not involving the genitals. 

Supplementary Materials: The following supporting information can be downloaded at: 
www.mdpi.com/xxx/s1. Supplementary Materials: Equations Used in the Study 

Author Contributions: Conceptualization, C.L. and S.V.d.B.; methodology, C.L.; validation, C.L. 
and C.J; formal analysis, C.L.; investigation, C.L. and C.J.; data curation, C.L. and C.J.; writing—
original draft preparation, C.L. and S.V.d.B.; writing—review and editing, C.L.; visualization, C.L.; 
supervision, S.V.d.B.; project administration, C.L.; funding acquisition, C.L. (Own Fund). All au-
thors have read and agreed to the published version of the manuscript. 

Funding: This research received no external funding. 

Institutional Review Board Statement: Not applicable. 

Informed Consent Statement: Not applicable. 

Data Availability Statement: No new data were created or analyzed in this study. 

Conflicts of Interest: The authors declare no conflicts of interest. 

References 
1. WHO Department of Reproductive Health and Research. Report of a Technical Consultation on Sexual Health; WHO: Geneva, 

Switzerland, 2006. Available online: https://www.who.int/teams/sexual-and-reproductive-health-and-research/key-areas-of-
work/sexual-health/defining-sexual-health (accessed on 21 March 2022). 

2. Nappi, R.E.; Cucinella, L.; Martella, S.; Rossi, M.; Tiranini, L.; Martini, E. Female sexual dysfunction (FSD): Prevalence and 
impact on quality of life (QoL). Maturitas 2016, 94, 87–91. 

3. Nusbaum, M.R.; Hamilton, C.; Lenahan, P. Chronic illness and sexual functioning. Am. Fam. Physician 2003, 67, 347–354. 
4. Colson, M.H. Dysfonctions sexuelles de la maladie chronique, l’état des lieux. Première partie: Fréquence, impact et gravité. 

Sexologies 2016, 25, 16–23. 
5. Laporte, A.; Beltzer, N. Sexualité et maladies chroniques. In Enquête sur la Sexualité en France; La Découverte: Paris, France, 2008; 

pp. 509–525. 



Int. J. Environ. Res. Public Health 2025, 22, 157 32 of 35 
 

 

6. Rowland, D.L.; Kolba, T.N. The burden of sexual problems: Perceived effects on men’s and women’s sexual partners. J. Sex Res. 
2018, 55, 226–235. 

7. La Communauté de Patients pour la Recherche (ComPare). Les Maladies Chroniques. Available online: https://com-
pare.aphp.fr/les-maladies-chroniques/ (accessed on 21 March 2022). 

8. O’Halloran, J.; Miller, G.C.; Britt, H. Defining chronic conditions for primary care with ICPC-2. Fam. Pract. 2004, 21, 381–386. 
9. Reed, G.; Daumerie, N.; Marsili, M.; Desmons, P.; Lovell, A.; Garcin, V.; Roelandt, J.L. Développement de la CIM-11 de l’OMS 

dans les pays francophones. L’Information Psychiatr. 2013, 4, 303–309. 
10. American Sexual Health Association. Sexual functioning. Available online: http://www.ashasexualhealth.org/sexual-

health/sexual-functioning/ (accessed on 4 December 2022). 
11. Hayes, R.D.; Dennerstein, L.; Bennett, C.M.; Sidat, M.; Gurrin, L.C.; Fairley, C.K. Risk factors for female sexual dysfunction in the 

general population: Exploring factors associated with low sexual function and sexual distress. J. Sex. Med. 2008, 5, 1681–1693. 
12. McCabe, M.P.; Sharlip, I.D.; Atalla, E.; Balon, R.; Fisher, A.D.; Laumann, E.; Lee, S.W.; Lewis, R.; Segraves, R.T. Definitions of 

sexual dysfunctions in women and men: A consensus statement from the Fourth International Consultation on Sexual Medicine 
2015. J. Sex. Med. 2016, 13, 135–143. 

13. Frank, J.E.; Mistretta, P.; Will, J. Diagnosis and treatment of female sexual dysfunction. Am. Fam. Physician 2008, 77, 635–642. 
14. McInnes, R.A. Chronic illness and sexuality. Med. J. Aust. 2003, 179, 263–266. 
15. Dyer, K.; das Nair, R. Why don’t healthcare professionals talk about sex? A systematic review of recent qualitative studies 

conducted in the United Kingdom. J. Sex. Med. 2013, 10, 2658–2670. 
16. Reynaert, C.; Dubois, T.; Jacques, D.; Zdanowicz, N. Chapitre 61. Le patient avec des troubles sexuels. In Psychiatrie de Liaison;. 

Lavoisier: Cachan, France, 2018; pp. 654–666. 
17. Romano, L.; Zagari, R.M.; Arcaniolo, D.; Crocetto, F.; Spirito, L.; Sciorio, C.; Gravina, A.G.; Dajti, E.; Barone, B.; La Rocca, R.; et 

al. Sexual dysfunction in gastroenterological patients: Do gastroenterologists care enough? A nationwide survey from the Italian 
Society of Gastroenterology (SIGE). Dig. Liver Dis. 2022, 54, 1494–1501. 

18. Colson, M.H.; Cuzin, B.; Faix, A.; Grellet, L.; Huyghes, E. La dysfonction érectile du diabétique. Sexologies 2018, 27, 53–58. 
19. Buvat, J.; Glasser, D.; Neves, R.C.S.; Duarte, F.G.; Gingell, C.; Moreira, E.D., Jr. Sexual problems and associated help-seeking 

behavior patterns: Results of a population-based survey in France. Int. J. Urol. 2009, 16, 632–638. https://doi.org/10.1111/j.1442-
2042.2009.02316.x. 

20. Andrianne, R.; Legros, J.J. Erectile Dysfonction, a Sentinel of Cardiovascular Disease. A symptom Not to Be Neglected. Acta 
Chir. Belg. 2010, 110, 153–158. https://doi.org/10.1080/00015458.2010.11680589. 

21. Moher, D.; Liberati, A.; Tetzlaff, J.; Altman, D.G.; PRISMA Group. Preferred reporting items for systematic reviews and meta-
analyses: The PRISMA statement. Ann. Intern. Med. 2009, 151, 264–269. 

22. Kohl, C.; McIntosh, E.J.; Unger, S.; Haddaway, N.R.; Kecke, S.; Schiemann, J.; Wilhelm, R. Online tools supporting the conduct 
and reporting of systematic reviews and systematic maps: A case study on CADIMA and review of existing tools. Environ. Evid. 
2018, 7, 1–17. 

23. Al-Ezzi, M.Y.; Pathak, N.; Tappuni, A.R.; Khan, K.S. Primary Sjögren’s syndrome impact on smell, taste, sexuality and quality 
of life in female patients: A systematic review and meta-analysis. Mod. Rheumatol. 2017, 27, 623–629. 

24. Besiroglu, M.H.; Dursun, M.M. The association between fibromyalgia and female sexual dysfunction: A systematic review and 
meta-analysis of observational studies. Int. J. Impot. Res. 2019, 31, 288–297. 

25. Chisari, C.; Monajemi, M.B.; Scott, W.; Moss-Morris, R.; McCracken, L.M. Psychosocial factors associated with pain and sexual 
function in women with Vulvodynia: A systematic review. Eur. J. Pain 2021, 25, 39–50. 

26. Loh, H.H.; Yee, A.; Loh, H.S.; Kanagasundram, S.; Francis, B.; Lim, L.L. Sexual dysfunction in polycystic ovary syndrome: A 
systematic review and meta-analysis. Hormones 2020, 19, 413–423. 

27. Pastoor, H.; Timman, R.; de Klerk, C.; Bramer, W.M.; Laan, E.T.; Laven, J.S. Sexual function in women with polycystic ovary 
syndrome: A systematic review and meta-analysis. Reprod. Biomed. Online 2018, 37, 750–760. 

28. Pyrgidis, N.; Mykoniatis, I.; Tishukov, M.; Sokolakis, I.; Nigdelis, M.P.; Sountoulides, P.; Hatzichristodoulou, G.; Hatzichristou, 
D. Sexual dysfunction in women with end-stage renal disease: A systematic review and meta-analysis. J. Sex. Med. 2021, 18, 
936–945. 

29. Zhang, Q.; Zhou, C.; Chen, H.; Zhao, Q.; Li, L.; Cui, Y.; Shen, B. Rheumatoid arthritis is associated with negatively variable 
impacts on domains of female sexual function: Evidence from a systematic review and meta-analysis. Psychol. Health Med. 2018, 
23, 114–125. 



Int. J. Environ. Res. Public Health 2025, 22, 157 33 of 35 
 

 

30. Zhao, S.; Wang, J.; Liu, Y.; Luo, L.; Zhu, Z.; Li, E.; Zhao, Z. Association between multiple sclerosis and risk of female sexual 
dysfunction: A systematic review and meta-analysis. J. Sex. Med. 2018, 15, 1716–1727. 

31. Zhao, S.; Wang, J.; Xie, Q.; Luo, L.; Zhu, Z.; Liu, Y.; Luo, J.; Zhao, Z. Is polycystic ovary syndrome associated with risk of female 
sexual dysfunction? A systematic review and meta-analysis. Reprod. Biomed. Online 2019, 38, 979–989. 

32. Santana, L.M.; Perin, L.; Lunelli, R.; Inácio JF, S.; Rodrigues, C.G.; Eibel, B.; Goldmeier, S. Sexual dysfunction in women with 
hypertension: A systematic review and meta-analysis. Curr. Hypertens. Rep. 2019, 21, 1–10. 

33. Pontiroli, A.E.; Cortelazzi, D.; Morabito, A. Female sexual dysfunction and diabetes: A systematic review and meta-analysis. J. 
Sex. Med. 2013, 10, 1044–1051. 

34. Minopoulou, I.; Pyrgidis, N.; Tishukov, M.; Sokolakis, I.; Baniotopoulos, P.; Kefas, A.; Doumas, M.; Hatzichristodoulou, G.; 
Dimitroulas, T. Sexual dysfunction in women with systemic autoimmune rheumatic disorders: A systematic review and meta-
analysis. Rheumatology 2023, 62, 1021–1030. 

35. Arden-Close, E.; Eiser, C.; Pacey, A. Sexual functioning in male survivors of lymphoma: A systematic review (CME). J. Sex. Med. 
2011, 8, 1833–1840. 

36. Kouidrat, Y.; Pizzol, D.; Cosco, T.; Thompson, T.; Carnaghi, M.; Bertoldo, A.; Solmi, M.; Stubbs, B.; Veronese, N. High prevalence 
of erectile dysfunction in diabetes: A systematic review and meta-analysis of 145 studies. Diabet. Med. 2017, 34, 1185–1192. 

37. Barbonetti, A.; D’Andrea, S.; Vena, W.; Pizzocaro, A.; Rastrelli, G.; Pallotti, F.; Condorelli, R.; Calogero, A.E.; Pasquali, D.; Ferlin, 
A.; et al. Erectile dysfunction and decreased libido in Klinefelter syndrome: A prevalence meta-analysis and meta-regression 
study. J. Sex. Med. 2021, 18, 1053–1064. 

38. Kellesarian, S.V.; Kellesarian, T.V.; Ros Malignaggi, V.; Al-Askar, M.; Ghanem, A.; Malmstrom, H.; Javed, F. Association be-
tween periodontal disease and erectile dysfunction: A systematic review. Am. J. Men’s Health 2018, 12, 338–346. 

39. Luo, L.; Xiang, Q.; Deng, Y.; Zhao, S.; Zhu, Z.; Liu, Y.; Wang, J.; Zhao, Z. Gout is associated with elevated risk of erectile dys-
function: A systematic review and meta-analysis. Rheumatol. Int. 2019, 39, 1527–1535. 

40. Pyrgidis, N.; Mykoniatis, I.; Nigdelis, M.P.; Kalyvianakis, D.; Memmos, E.; Sountoulides, P.; Hatzichristou, D. Prevalence of erectile 
dysfunction in patients with end-stage renal disease: A systematic review and meta-analysis. J. Sex. Med. 2021, 18, 113–120. 

41. Weldesenbet, A.B.; Kebede, S.A.; Tusa, B.S. Prevalence of erectile dysfunction and its associated factors among patients with 
diabetes in Ethiopia: A systematic review and meta-analysis. J. Int. Med. Res. 2021, 49, 0300060521993318. 

42. Kolotkin, R.L.; Zunker, C.; Østbye, T. Sexual functioning and obesity: A review. Obesity 2012, 20, 2325–2333. 
43. Yoo, H.J.; Lee, B.; Jung, E.A.; Kim, S.G.; Kim, Y.S.; Yoo, J.J. Prevalence and risk factors of erectile dysfunction in patients with 

liver cirrhosis: A systematic review and meta-analysis. Hepatol. Int. 2021, 17, 452–462. 
44. Wang, W.; Jing, Z.; Liu, W.; Zhu, L.; Ren, H.; Hou, X. Hyperuricaemia is an important risk factor of the erectile dysfunction: A 

systematic review and meta-analysis. Andrologia 2022, 54, e14384. 
45. Totaro, M.; Dimarakis, S.; Castellini, C.; D’Andrea, S.; Parisi, A.; D’Amato, F.; Tienforti, D.; Palazzi, S.; Baroni, M.G.; Francavilla, S.; 

et al. Erectile dysfunction in hyperuricemia: A prevalence meta-analysis and meta-regression study. Andrology 2022, 10, 72–81. 
46. Wu, T.; Duan, X.; Chen, S.; Chen, X.; Yu, R.; Yu, X. Association between psoriasis and erectile dysfunction: A meta-analysis. J. 

Sex. Med. 2018, 15, 839–847. 
47. Alcalá-Rivera, N.; Díez-Manglano, J. Disfunción eréctil en pacientes con EPOC. Una revisión sistemática y metaanálisis. Revista 

Clínica Española (English Edition). Female Sexual Function Index and validation in an Egyptian population. J. Sex. Med. 2023, 
8, 3370–3378. 

48. Perez-Garcia, L.; Winkel, B.T.; Carrizales, J.; Bramer, W.; Vorstenbosch, S.; van Puijenbroek, E.; Hazes, J.; Dolhain, R. Sexual 
function and reproduction can be impaired in men with rheumatic diseases: A systematic review. Semin. Arthritis Rheum. 2020, 
50, 557–573. 

49. Farver-Vestergaard, I.; Frederiksen, Y.; Zachariae, R.; Rubio-Rask, S.; Løkke, A. Sexual health in COPD: A systematic review 
and meta-analysis. Int. J. Chronic Obstr. Pulm. Dis. 2022, 17, 297–315. 

50. Briggs, A.M.; Slater, H.; Van Doornum, S.; Pearson, L.; Tassone, E.C.; Romero, L.; Chua, J.; Ackerman, I.N. Chronic primary or 
secondary noninflammatory musculoskeletal pain and disrupted sexual function and relationships: A systematic review. Ar-
thritis Care Res. 2022, 74, 1019–1037. 

51. Eeltink, C.; Embaby, A.; Incrocci, L.; Ket, J.C.; Liptrott, S.J.; Verdonck-de Leeuw, I.; Zweegman, S. Sexual problems in patients 
with hematological diseases: A systematic literature review. Support. Care Cancer 2022, 30, 4603–4616. 

52. Zhang, J.; Wei, S.; Zeng, Q.; Wu, X.; Gan, H. Prevalence and risk factors of sexual dysfunction in patients with inflammatory 
bowel disease: Systematic review and meta-analysis. Int. J. Color. Dis. 2021, 36, 2027–2038. 



Int. J. Environ. Res. Public Health 2025, 22, 157 34 of 35 
 

 

53. Luo, L.; Xiao, C.; Xiang, Q.; Zhu, Z.; Liu, Y.; Wang, J.; Deng, Y.; Zhao, Z. Significant increase of sexual dysfunction in patients 
with renal failure receiving renal replacement therapy: A systematic review and meta-analysis. J. Sex. Med. 2020, 17, 2382–2393. 

54. Stulz, A.; Lamore, K.; Montalescot, L.; Favez, N.; Flahault, C. Sexual health in colon cancer patients: A systematic review. Psycho-
Oncology 2020, 29, 1095–1104. 

55. Zhao, S.; Wang, J.; Xie, Q.; Luo, L.; Zhu, Z.; Liu, Y.; Luo, J.; Zhao, Z. Parkinson’s disease is associated with risk of sexual dys-
function in men but not in women: A systematic review and meta-analysis. J. Sex. Med. 2019, 16, 434–446. 

56. Jin, Z.; Yang, C.; Xiao, C.; Wang, Z.; Zhang, S.; Ren, J. Systemic lupus erythematosus and risk of sexual dysfunction: A systematic 
review and meta-analysis. Lupus 2021, 30, 238–247. 

57. Steinke, E.; Palm Johansen, P.; Fridlund, B.; Broström, A. Determinants of sexual dysfunction and interventions for patients 
with obstructive sleep apnoea: A systematic review. Int. J. Clin. Pract. 2016, 70, 5–19. 

58. Shen, M.; Li, X.; Wu, W.; Dou, R.; Mei, X.; Xu, W.; Lv, M.; Chen, J.; Zhao, S. Is There an Association Between Hypothyroidism 
and Sexual Dysfunction: A Systematic Review and Cumulative Analysis. Sex. Med. 2021, 9, 100345. 

59. Dusenbury, W.; Palm Johansen, P.; Mosack, V.; Steinke, E.E. Determinants of sexual function and dysfunction in men and 
women with stroke: A systematic review. Int. J. Clin. Pract. 2017, 71, e12969. 

60. Cuenca-Barrales, C.; Montero-Vílchez, T.; Szepietowski, J.C.; Matusiak, L.; Molina-Leyva, A. Sexual impairment in patients with 
hidradenitis suppurativa: A systematic review. J. Eur. Acad. Dermatol. Venereol. 2021, 35, 345–352. 

61. Gao, R.; Qing, P.; Sun, X.; Zeng, X.; Hu, X.; Zhang, S.; Yang, Y.; Qin, L. Prevalence of sexual dysfunction in people with systemic 
sclerosis and the associated risk factors: A systematic review. Sex. Med. 2021, 9, 100392. 

62. Stanton, A.M.; Handy, A.B.; Meston, C.M. Sexual function in adolescents and young adults diagnosed with cancer: A systematic 
review. J. Cancer Surviv. 2018, 12, 47–63. 

63. Lombard, A.; Duffau, H. Sexual dysfunction of patients with diffuse low-grade glioma: A qualitative review of a neglected 
concern. Cancers 2022, 14, 3025. 

64. Varney, P.; Guo, W.; Brown, M.; Usmani, H.; Marquez, J.; Ayasse, M.; Kaufmann, T.; Haughton, A. A systematic review and 
meta-analysis of sexual dysfunction in patients with hidradenitis suppurativa. Int. J. Dermatol. 2023, 62, 737–746. 

65. Liang, X.; Guo, F.; Cai, X.; Wang, J.; Chen, J.; Liu, L.; Chen, Y.; Liu, F.; Du, Y.; Li, L.; et al. Association between vitiligo and sexual 
dysfunction: Current evidence. Ann. Med. 2023, 55, 946–953. 

66. Zhao, S.; Li, E.; Wang, J.; Luo, L.; Luo, J.; Zhao, Z. Rheumatoid arthritis and risk of sexual dysfunction: A systematic review and 
metaanalysis. J. Rheumatol. 2018, 45, 1375–1382. 

67. Shea, B.J.; Reeves, B.C.; Wells, G.; Thuku, M.; Hamel, C.; Moran, J.; Moher, D.; Tugwell, P.; Welch, V.; Kristjansson, E.; et al. 
AMSTAR 2: A critical appraisal tool for systematic reviews that include randomised or non-randomised studies of healthcare 
interventions, or both. BMJ 2017, 358, j4008. 

68. Rosen, R.C.; Riley, A.; Wagner, G.; Osterloh, I.H.; Kirkpatrick, J.; Mishra, A. The international index of erectile function (IIEF): 
A multidimensional scale for assessment of erectile dysfunction. Urology 1997, 49, 822–830. 

69. Rosen, R.C.; Cappelleri, J.C.; Smith, M.D.; Lipsky, J.; Pena, B.M. Development and evaluation of an abridged, 5-item version of the 
International Index of Erectile Function (IIEF-5) as a diagnostic tool for erectile dysfunction. Int. J. Impot. Res. 1999, 11, 319–326. 

70. Rosen, C.; Brown, J.; Heiman, S.; Leiblum, C.; Meston, R.; Shabsigh, D.; Ferguson, R.; D’Agostino, R. The Female Sexual Function 
Index (FSFI): A multidimensional self-report instrument for the assessment of female sexual function. J. Sex Marital. Ther. 2000, 
26, 191–208. 

71. Cipriani, S.; Simon, J.A. Sexual dysfunction as a harbinger of cardiovascular disease in postmenopausal women: How far are 
we? J. Sex. Med. 2022, 19, 1321–1332. 

72. Nakum, S.; Cavanna, A.E. The prevalence and clinical characteristics of hypersexuality in patients with Parkinson’s disease 
following dopaminergic therapy: A systematic literature review. Park. Relat. Disord. 2016, 25, 10–16. 

73. Serretti, A.; Chiesa, A. Treatment-emergent sexual dysfunction related to antidepressants: A meta-analysis. J. Clin. Psychophar-
macol. 2009, 29, 259–266. 

74. Siltanen, H.; Aine, T.; Huhtala, H.; Kaunonen, M.; Paavilainen, E. The information needs of people with COPD—The holistic 
approach with special reference to gender and time since diagnosis. Nurs. Open 2021, 8, 2498–2508. 

75. Wiśnicka, A.; Uchmanowicz, I.; Dyjakon, D.; Cichoń, E.; Szczepanowski, R.; Jankowska, E.A. Acceptance of the disease and 
sexual functions of patients with heart failure. Eur. J. Cardiovasc. Nurs. 2021, 20, 220–230. 

76. Courtois, R. Conceptions et définitions de la sexualité: Les différentes approches. Ann. Médico-Psychol. Rev. Psychiatr. 1998, 156, 
613–620. 



Int. J. Environ. Res. Public Health 2025, 22, 157 35 of 35 
 

 

77. Thomas, H.N.; Thurston, R.C. A biopsychosocial approach to women’s sexual function and dysfunction at midlife: A narrative 
review. Maturitas 2016, 87, 49–60. 

78. Stegenga, J. Sex Differences in Sexual Desire. Philos. Sci. 2022, 89, 1094–1103. 
79. Mercer, B. Interviewing people with chronic illness about sexuality: An adaptation of the PLISSIT model. J. Clin. Nurs. 2008, 17, 

341–351. 
80. Cantone, E.; Massanova, M.; Crocetto, F.; Barone, B.; Esposito, F.; Arcaniolo, D.; Corlianò, F.; Romano, L.; Motta, G.; Celia, A. 

The relationship between obstructive sleep apnoea and erectile dysfunction: An underdiagnosed link? A prospective cross-
sectional study. Andrologia 2022, 54, e14504. 

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual au-
thor(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to 
people or property resulting from any ideas, methods, instructions or products referred to in the content. 


