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ABSTRACT

Introduction. Many articles have been written about the deterioration of male sexual function, mainly in relation to
metabolic diseases and aging. With younger men, unless they have a complaint, sexual issues are rarely discussed
during medical consultations. No articles could be found about anthropometric parameters as factors potentially
inﬂuencing sexual performance.
Aim. The aim of this study was to ﬁnd the anthropometric parameters with the closest correlation with sexual
activity.
Main Outcome Measures. Main outcome measures included self-reported weekly intercourses, age, body weight and
height, body mass index (BMI), and waist circumference.
Methods. Data for 531 heterosexual men aged 20–54 years were collected in three andrological centers. Past and
recent morbidity, medications, and some lifestyle elements were recorded; anthropometric parameters were
measured; and andrological examination was performed. The average weekly number of intercourses was asked
conﬁdentially.
Results. The mean weekly coital frequency (±SD) was 2.55 ± 1.08. The highest self-reported weekly coital frequency
was recorded for men between the ages of 25 and 29 (3.02 ± 1.27). Coital frequency was higher among men with a
height of less than 175 cm (2.69 ± 1.24), weight of less than 78 kg (2.74 ± 1.18), normal BMI (2.74 ± 1.16), normal
waist circumference (2.69 ± 1.19), and no metabolic disease (2.57 ± 1.11). Logistic regression described an inverse,
statistically signiﬁcant association between age and coital frequency, with the following odds ratios for coital
frequency (ORcf): ORcf≥2 = 0.932, P < 0.001; ORcf≥2.5 = 0.935, P < 0.001; ORcf≥3 = 0.940, P < 0.001; ORcf≥3.5 = 0.965,
P = 0.041. Among men who reported a coital frequency of more than 3.5 times a week, waist circumference
(ORcf≥3.5 = 0.986, P = 0.066) showed borderline association with lower sexual activity, while lesser height
(ORcf≥3.5 = 0.951, P = 0.005) was associated with higher activity.
Conclusion. In this study’s age range, none of the examined anthropometric parameters was perfectly correlated with
sexual activity. Obesity and metabolic diseases can cause all types of sexual function to deteriorate in older age,
whereas their effects may not yet be prominent at younger ages (below 45 years). Health promotion for all ages
should focus on prevention of obesity so as to improve quality of life and sexual health. Rurik I, Varga A, Fekete
F, Ungvári T, and Sándor J. Sexual activity of young men is not related to their anthropometric parameters.
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Introduction

I

s sex just fun? Jannini et al. asked this question
in a review article and followed it with an explanation of how sexual activity improves health. In
past centuries, on the basis of nonscientiﬁc, religious, or superstitious arguments, sexual activity
was regarded as harmful to health. This opinion is
now rejected, and intercourse is generally considered as healthy [1]. Sexually active life expectancy
has been extended in both sexes and in all societies
owing to increases in overall life expectancy.
There are many articles about the deterioration
of sexual function among middle-aged and older
men. The most frequent reasons are metabolic
diseases and the process of aging itself. Obesity is
considered as the main contributor among metabolic diseases and can be characterized by evaluation of anthropometric factors. Obesity in men has
been associated with infertility in numerous
studies; most obese men may be affected by
decreased libido and erectile dysfunction [1–3].
Higher BMI is associated with greater impairment
in sexual quality of life among men; however,
sexual behavior differs less among women of different body mass indices [3,4]. Besides general
health status, waist circumference has also been
considered as a factor that affects sexual life [5].
There is scant information on people’s beliefs
about weight and sexuality and about sexuality of
obese individuals [6–8].
There are even fewer data on how sexuality is
inﬂuenced by social status and general health. Psychological conditions can also inﬂuence sexual
behaviour in both genders; moreover, these factors
are not easy to identify and quantify. At older ages,
couples’ sexual life, including sexual activity, is
more inﬂuenced by the health status of both partners and their interpersonal relationship. Studies
have mostly dealt with sexual dysfunctions experienced by middle-aged or older men, mainly erectile dysfunction, and there are fewer data on
younger generations [6,9]. Despite important
achievements in sexual medicine during previous
decades, questions regarding sexual life are still
mostly neglected during routine consultations in
almost all medical specialties. There is no scientiﬁc
deﬁnition of or consensus on average levels of
sexual activity, which generally means the frequency of intercourse. In the literature available to
date, only public (lay) surveys with very different
questions and methods with noncomparative
analysis of sexual activity of different male populations can be found [10–12].
J Sex Med **;**:**–**
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Aims

We tried to ﬁnd instances of medical consultations
where the reasons for consultation were closely
related to sexuality and questions related to sexual
activity could be properly addressed.
The objectives of this study are to determine
whether age and anthropometric parameters, such
as body height, weight, body mass index (BMI),
and waist circumference, are correlated with selfreported weekly coital frequency among young
men (below 45 years) and to ﬁnd the anthropometric parameter most closely correlated with
coital frequency.
Patients and Methods

Selection of Patients
Men participating in the study were recruited in
three andrological centers during the study period
from November 2010 to October 2013. Family
planning was the main reason for consultation.
Criteria for Inclusion and Exclusion
The only inclusion criterion was an active sexual
life with a steady female partner, without any
related complaints.
Besides admitted homosexuality or bisexuality,
other exclusion criteria were impaired psychological health (evaluated during the consultation) and
conditions affecting sexual desire or performance,
including erectile dysfunction, which was diagnosed when International Index of Erectile
Function-5 score was below 21 [13].
Procedure of Evaluation
Medical history, recent morbidity, and medications were recorded, with special focus on the
presence of metabolic diseases (hypertension and
diabetes). This was followed by physical examination of the genital organs. Semen volume
and sperm number, morphology, and motility
were assessed during the routine andrological
examination.
Body height, weight, and waist circumference
were measured, and BMI was calculated.
Among the questions related to health and
lifestyle (smoking, alcohol consumption, physical
activity), the average weekly number of intercourses was asked conﬁdentially.
Categorization of Variables
Data on sexual activity were based on patients’
self-reported coital frequency. Patients usually

3

Anthropometry and Coital Frequency of Hungarian Men
Table 1

Mean
SD
Range

Anthropometric characteristics of study sample (N = 531)
Age
(years)

Height
(cm)

Weight
(kg)

Body mass
index (kg/m2)

Waist
circumference (cm)

35.01
6.11
20–54

179.10
7.06
159–198

89.65
16.54
58–175

27.93
4.78
18.39–54.01

95.23
13.61
66–155

gave a range (e.g., 1–2 or 3–4). When ranges were
given, their means were recorded (e.g., 1.5 or 3.5).
Speciﬁc numbers were recorded at face value.
For BMI, the men were divided into four groups
according to the categories established by the
World Health Organization (WHO): underweight
(<18.5 kg/m2), normal (18.5 kg/m2–24.9 kg/m2),
overweight (25–29.9 kg/m2), and obese (over
30 kg/m2).
Data on waist circumference were classiﬁed
into three categories according to the predicted
cardiovascular risk of abdominal obesity: normal
(<94 cm), elevated (94–102 cm), and high
(>102 cm).
The study protocol was approved by the
regional ethical committee (DEOEC RKEB/
IKEB 3657-2012), and permission was issued by
the county’s chief medical ofﬁcer.
The inﬂuence of anthropometric parameters
and metabolic disorders on weekly number of
intercourses was analyzed using multivariate logistic regression models. Dichotomized coital frequency was deﬁned as outcome. The analyses were
implemented for ﬁve threshold values of coital frequency (2, 2.5, 3, 3.5, and 4 intercourses a week).
The statistical tests for the odds ratio of coital
frequency (ORcf) were considered signiﬁcant at
P < 0.01, taking into consideration the multiple
hypothesis testing. Stata 10.1 (StataCorp LP,
College Station, TX, USA) was used to analyze
statistical data.

weighing less than 78 kg (2.74 ± 1.18), those with
normal BMI (2.74 ± 1.16), those with normal waist
circumference (2.69 ± 1.19), and those without
cardiometabolic disease (2.57 ± 1.11).
The mean coitus frequency per week was
2.55 ± 1.08, with a range of 0.2 to 7.5. According
to the Kolmogorov–Smirnov test (Z = 2.993,
P < 0.001), the distribution deviated signiﬁcantly
from normal; therefore, coitus frequency was
dichotomized using cutoffs of 2, 2.5, 3, 3.5, and 4
intercourses a week, and its determinants were
investigated by logistic regression analysis.
Figures 1–5 show the distribution of coital frequency with regard to the different anthropometric
parameters.

Table 2 Weekly number of intercourses by
anthropometric characteristics and presence of metabolic
disorders

Age (years)*

Height (cm)†

Weight (kg)†

Results

Data for 531 men (from 20 to 54 years of age) were
analyzed. The main anthropometric characteristics of the study population are presented in
Table 1.
Table 2 shows the mean reported weekly
number of intercourses by anthropometric parameters, age, and presence or absence of
cardiometabolic disorders within the study population. The highest levels of coital activity were
reported by men 25–29 years of age (3.02 ± 1.27),
those shorter than 175 cm (2.69 ± 1.24), those

Body mass
index‡

Waist
circumference‡
Cardiometabolic
disorders
Total

20–24
25–29
30–34
35–39
40–44
45–49
50–54
159–174
175–177
178–182
183–198
58–77
78–87
88–99
100–175
Underweight
Normal
Overweight
Obese
Normal
Elevated
High
None
Present

Weekly number
of intercourses,
mean (SD)

Patients,
n (%)

2.74 ± 1.19
3.02 ± 1.27
2.68 ± 0.98
2.30 ± 0.95
2.38 ± 1.05
2.81 ± 1.43
1.22 ± 0.81
2.69 ± 1.24
2.32 ± 0.95
2.51 ± 0.97
2.59 ± 1.11
2.74 ± 1.18
2.51 ± 1.22
2.45 ± 0.95
2.49 ± 0.97
2.50 ± 0.00
2.74 ± 1.16
2.45 ± 1.07
2.50 ± 1.01
2.69 ± 1.19
2.28 ± 0.84
2.46 ± 1.00
2.57 ± 1.11
2.31 ± 0.79
2.55 ± 1.08

17 (3.2)
63 (11.9)
174 (32.8)
153 (28.8)
75 (14.1)
27 (5.1)
11 (2.1)
132 (24.8)
85 (16.0)
163 (30.7)
151 (28.4)
130 (24.5)
129 (24.3)
138 (25.9)
133 (25.0)
2 (0.4)
148 (27.9)
234 (44.1)
146 (27.5)
270 (50.8)
91 (17.1)
167 (31.5)
483 (91.3)
48 (9.0)
531 (100.0)

*Categories divided by 5-year intervals
†Categories divided by quartile
‡Categories determined according to World Health Organization criteria
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Figure 1 Distribution of weekly number of intercourses by
body height.
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Discussion

Main Findings
Among the young men, no anthropometric
parameters were found to be perfectly correlated
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Figure 2 Distribution of weekly number of intercourses by
body weight.
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ity with increasing age (ORcf≥2 = 0.926, P < 0.001;
ORcf≥2.5 = 0.930, P < 0.001; ORcf≥3 = 0.938, P <
0.001; ORcf≥3.5 = 0.964, P = 0.045) and height
(ORcf≥3.5 = 0.951, P = 0.005) were conﬁrmed by
multivariate analysis (Table 3).
In 404 men (76% of the study population), the
sperm count was above 15 million/mL. In 16 men
(3%), no spermatogenetic cells were found, and in
111 patients (21%), oligozoospermia was diagnosed according to the WHO threshold of a sperm
count lower than the ﬁfth percentile for fertile
men [14]. Spermatological and anthropometric
parameters did not show any association; therefore, they were not analyzed any further in this
study.
Data for smokers did not differ from those of
men who had quit smoking or never smoked.
Drinking habits were not recorded or analyzed.
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Figure 4 Distribution of weekly number of intercourses by
body mass index.
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Figure 3 Distribution of weekly number of intercourses by
waist circumference.

Univariate logistic regression described inverse,
statistically signiﬁcant associations with sexual
activity for age (ORcf≥2 = 0.932, P < 0.001;
ORcf≥2.5 = 0.935, P < 0.001; ORcf≥3 = 0.940, P <
0.001; ORcf≥3.5 = 0.965, P = 0.041) and body
height (ORcf≥3.5 = 0.970; P = 0.038; ORcf≥4 = 0.960;
P = 0.041). Waist circumference (ORcf≥3.5 = 0.986;
P = 0.066) showed a borderline direct association
with lower sexual activity. Decreases in sexual activJ Sex Med **;**:**–**
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Table 3 Correlations of anthropometric characteristics and presence or absence of metabolic disorders with sexual
activity by univariate and multivariate logistic regression analysis
Sexual activity
Cutoff (weekly
number of
intercourses)

Patients at
or above
cutoff (n)

2

418

93

2.5

297

191

3

208

273

3.5

124

331

60

390

4

Patients
below
cutoff (n)

Explanatory
variables

Crude
OR

P

Adjusted
OR

P

Age (years)
Height (cm)
Waist (cm)
Weight (kg)
MD (Y/N)
Age (years)
Height (cm)
Waist (cm)
Weight (kg)
MD (Y/N)
Age (years)
Height (cm)
Waist (cm)
Weight (kg)
MD (Y/N)
Age (years)
Height (cm)
Waist (cm)
Weight (kg)
MD (Y/N)
Age (years)
Height (cm)
Waist (cm)
Weight (kg)
MD (Y/N)

0.932
0.999
0.993
0.995
1.558
0.935
1.008
0.996
0.996
0.700
0.940
0.996
0.989
0.994
0.656
0.965
0.970
0.986
0.991
0.467
0.970
0.960
0.986
0.985
0.335

<0.001*
0.936
0.361
0.408
0.297
<0.001*
0.528
0.500
0.428
0.249
<0.001*
0.719
0.103
0.276
0.207
0.041*
0.038*
0.066†
0.147
0.091
0.189
0.041*
0.178
0.095
0.137

0.926
0.995
1.009
0.988
1.992
0.930
1.006
1.018
0.986
0.806
0.938
0.982
0.988
1.009
0.722
0.964
0.951
0.971
1.024
0.500
0.967
0.955
0.994
1.001
0.383

<0.001*
0.771
0.604
0.456
0.110
<0.001*
0.714
0.232
0.257
0.510
<0.001*
0.226
0.400
0.476
0.362
0.045*
0.005*
0.081
0.113
0.140
0.163
0.051†
0.786
0.950
0.203

*P < 0.05
†Borderline association
OR = odds ratio; MD = metabolic disease

with sexual activity. Self-reported sexual activity
was strongly and inversely correlated with age,
with the highest frequency reported by men
between 25 and 30 years. Only among the
most active men, with more than 3.5 weekly
intercourses, was number of intercourses inversely
correlated with body height and waist circumference. Body weight did not prove to be signiﬁcantly
related to coitus frequency. The presence of a
metabolic disorder showed a borderline association with decreased sexual activity. The highest
mean level of sexual activity was reported by men
within the “normal” anthropometric ranges.

Comparison with Previous Research
No previous study could be found where selfreported sexual activity was recorded in any
medical setting; only population surveys were
available for comparison of data. Greater height
(>74″ = 181 cm), lower level of education, and
younger age were predictive of increased coital
frequency among men surveyed in the United
States [15]. Within the examined cohort (25–45
years of age), men with the lowest BMI were the

most active, followed by the obese and overweight.
Self-reported health was not predictive of sexual
activity, and the reported monthly number of
intercourses ranged from 4.8 to 6.8. Most of these
observations were conﬁrmed by our study,
although highest activity was reported among
shorter men, and activity in all age categories was
even higher.
When data on coitus frequency are based on
self-report, asking about weekly frequency seems
most practical. People usually ﬁnd it easier to
remember their activities in recent weeks, and
asking men to make precise recordings of
intercourses in a diary seems unrealistic.
Body size and shape, characterized by anthropometric parameters like weight, height, BMI, and
waist circumference, may have an effect on some
domains of sexuality. Weight gain is usually a lifelong process, and people who are overweight in
their childhood or youth are usually candidates for
obesity in middle age [16–19]. As the factor mainly
responsible for obesity, the metabolic syndrome is
to be considered the most important threat to male
sexual health of the 21st century [20]. The proporJ Sex Med **;**:**–**
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tion of the population that is overweight and obese
is on the rise and already includes more than 50%
of the adult Western male population [21–23].
There are no available data on whether an obese
man’s sexual experience would be similar to that of
a normal-weight man [7]. The proportion of
overweight/obese men in our younger Hungarian
study population was higher compared with the
ﬁndings of a French survey that studied both sexes
and more than one generation (72% vs. 40%) [24].
There is a lack of comparable and reliable data
regarding sexual activity in the younger age
cohort. Within our study population, 93% were
considered as young, being below 45 years of age.
Higher activity in the age group between 45 and
50 years might be explained by a new partner,
although this was not examined. Epidemiological
studies in older generations often report deteriorated sexual performance, mainly because of the
higher prevalence of erectile dysfunction. The
ﬁndings of epidemiological studies suggest that
metabolic parameters, particularly waist circumference, are key predictors of low testosterone.
Taking this widely accepted fact into consideration, testosterone level was rarely measured and
was not analyzed in this study; it is not included in
the protocol of the ﬁrst stage of family planning
consultations in Hungary. Hormone proﬁle was
always measured for azoospermic men, but only in
the later stages of evaluation. Lower testosterone
levels are common in older men [25]. The effect of
late-onset hypogonadism on both sexuality and
fertility can also be a factor in older patients [26].
However, it was not a factor in our cohort, in
which only 20% of men were above 40 years old,
with most of them considered young.
The observed prevalence of hypertension was
7.7% (n = 41), and that of diabetes mellitus was
1.3% (n = 7). According to Hungarian age-speciﬁc
prevalence data, the expected prevalence rates in
the study sample would have been 8.56% (n = 38)
for hypertension and 1.41% (n = 6) for diabetes
mellitus [27]. The relative risks (RRs) of disorders
did not differ signiﬁcantly from the Hungarian
reference values (hypertension, RR = 0.88, 95%
conﬁdence interval 0.65–1.20; diabetes mellitus,
RR = 0.91, 95% conﬁdence interval 0.44–1.92).
The basic anthropometric data for this cohort did
not deviate from those from the latest national
survey in Hungary [28].
There is a temporal trend for spermatological
parameters to deteriorate in parallel with the
increasing prevalence of obesity in the developed
world [29,30]. No evidence-based treatment for
J Sex Med **;**:**–**
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the infertility associated with male obesity has
been demonstrated to date that increases the likelihood of pregnancy [2]. Our data did not show any
statistical correlations between sperm count and
anthropometric characteristics; therefore, these
parameters were not analyzed in our study.
There have been controversial studies on the
impact of fertility problems on sexuality and the
frequency of intercourse [31,32]. However, these
studies were conducted before the revolutionary
changes in assisted reproduction. For the majority
of couples in which the man has a low sperm
count, assisted reproduction is recommended in
our clinics as a solution or therapeutic option.
Nevertheless, infertility does not preclude high
levels of sexual activity. It could even be the explanation why men between 40 and 50 years old
reported high activity. Even after decades of
research, the connections between psychological
stress (as a cause or reaction) and infertility have
still not been fully explained [33]. Most men in our
study were examined between 0.5 and 1.5 years
after they and their partners began trying for pregnancy; this should be considered as a short period,
without psychological consequences.

Limitations and Strengths
Although questions about previous smoking and
drinking habits were asked during consultation, only current habits were recorded, and this
information was insufﬁcient for proper statistical
comparison.
Data were derived from a cross-sectional study;
differences between participants with regard to
sexual practices and previous weight changes were
not evaluated. Presentation of data and analysis of
correlations were done mainly based on cutoff
points, which were chosen according to age, by
which participants were grouped using ranges of 5
years.
Although data regarding the incidence of morbidities and basic anthropometric values were representative, the study was conducted in a medical
setting where patients were recruited consecutively. The population could not be considered a
“healthy population,” and the study did not ﬁt all
the requirements and standards for clinical trials in
male sexual dysfunction [34].
No data were collected on either education or
social circumstances. Data recorded on current
jobs were insufﬁcient for proper comparison.
Interpersonal relationships between partners,
which have a strong impact on couples’ sexual life,
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were also not evaluated. It was considered that
living together with a common desire for pregnancy was an adequate determinant of relationship
strength.
The strength of the study is the reliability of the
data, which were obtained from conﬁdential conversation between doctor and patient. This
method seems better than asking participants to
ﬁll out a web-based evaluation form or questionnaire, keep a sexual diary, or take a survey [11,12].
More studies in medical settings are needed to
compare different populations.
Conclusion

Obesity and metabolic diseases can cause deterioration of male sexual function at any age, although
the effects are not as prominent in younger men.
Results from weight loss intervention studies are
less conclusive but also point toward improvement
in sexual function with reduced weight [35].
Health promotion for men of all ages should
focus on prevention of obesity so as to improve
quality of life and sexual health [9].
Although the importance of good sexual health
is already recognized by most health professionals,
sexual issues are rarely discussed with patients,
especially with the younger generation. Sexual
health still remains a sensitive area and usually is
not properly explored. Our study may lead others
to do this.
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