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Abstract
Physical activity (PA) has beneficial effects on erectile dysfunction (ED). It has been
proposed to affect ED physiologically via the vascular and nervous systems. This
study aimed to evaluate the effect of physical activity on endothelial erectile function,
sex hormones and sperm production in healthy males. Sixty-one healthy men aged
18–35 years were eligible to participate in this biochemical and questionnaire-based
study. The participants were classified into two groups according to their physical
activity level: a physically active group (PA = 38) and a physically inactive group
(PINA = 23). PA was evaluated using the ACTi graph GT1M accelerometer. Erectile
function was evaluated using the International Index of Erectile Function (IIEF-15)
questionnaire. The levels of the sex hormones testosterone (T) and free testosterone
(f-T), and the nitric oxide (NO) and E-selectin levels were measured by enzyme linked
immuno sorbent assay (ELISA). In addition, a complete semen analysis was performed
for all subjects. Better sperm production was reported in physically active subjects
than in nonactive subjects. There was a significant increase (p = 0.001) in the IIEF-
15 score, and the levels of T, f-T, NO and E-selectin were estimated in physically active
subjects compared with those in nonactive subjects. Erectile function (IIEF-15 score)
correlated positively with PA and with increased levels of T, f-T, NO and E-selectin,
whereas the IIEF-15 score correlated negatively with age and adiposity. Seminological
parameters such as the spermatozoa concentration, sperm viability, motility, morphology
and normal forms were significantly improved in physically active subjects. Physical
activity at mild to moderate levels is significantly associated with improved erectile
function, increased endothelial function, increased sex hormone levels and better sperm
production in healthy men aged 18–35 years. This study proposes that physical activity
physiologically affects erectile function and spermatogenesis via cellular free radical-
antioxidant mechanisms.
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1. Introduction

Erectile dysfunction (ED) refers to the occasional or habitual
inability ofmen to obtain andmaintain an adequate penile erec-
tion for satisfactory sexual intercourse [1, 2]. This situation has
important implications for the quality of life and psychosocial
health of men and their partners [3]. More than 40% of
individuals aged between 40 and 70 years are influenced by
ED, which significantly tends to increase with advancing age
[1–3], whereas only 2% of men under the age of 40 experience
ED [4–8].
Both neurogenic and vascular factors are the most frequent

causes of ED. Both factors reportedly interfere with the mecha-
nisms that lead to the relaxation of cavernous smooth muscles,
the key event in penile erection [1, 9, 10].
In most studies, the onset and development of ED in men

becomes evident and tends to increase with age, often in com-
binationwith other pathologies, such as neurological disorders,
hypertension, diabetes, atherosclerosis, systemic arterial heart
disease, smoking, excessive alcohol intake, obesity, depres-
sion, hyperdyslipidemia, poor dietary choices and metabolic
syndrome [9–13], and in many clinical instances, ED is re-
garded as an indicator of heightened cardiovascular risk [12–
15].

Moderate-intensity physical activity (PA) has been shown
to promote a healthy lifestyle and prevent individuals from
experiencing chronic diseases [16], including disorders in sex-
ual function. Recently, it was reported that PA works as an
important promoter of vascular health and is associated with
normal erectile function and a lower risk of ED among men
[16–23].

In addition, humans with regular PA have reported an en-
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hancement in their overall quality of life as well as improve-
ments in other aspects of life such as psychological wellbeing,
depression, obesity and other risk factors that collectively
lead to enhanced sexual function [24–26]. Supporting results
showed that sexual functionwas significantly improved in both
men and women with regular PA following participation in
moderate exercise training interventions [27].
Previous studies have shown that physical activity (PA)

produces physiological changes in the vascular and nervous
systems. However, it plays a crucial role in ensuring proper
blood flow to support a healthy erection, as any disruption
in blood circulation can result in erectile dysfunction [16].
In addition, in men, PA also improves psychological issues
such as depression and enhances neural activity, both of which
are also influenced by intricate interactions between vascular
tissues and concurrent health conditions; collectively, these
factors can improve ED [16, 26–33].
Furthermore, age and the level of physical activity have

been identified as significant factors related to ED. Younger
men who maintain higher levels of physical activity and better
physical fitness are less prone to experiencing erectile dys-
function [34]. Aerobic exercise performed at moderate-to-
vigorous intensities is effective in enhancing erections through
the regulation of testosterone and endothelial nitric oxide (NO)
levels.
Testosterone plays a crucial role in regulating physical per-

formance, and assessing blood levels of this hormone is es-
sential for evaluating erectile dysfunction [35]. Furthermore,
nitric oxide (NO) is primarily necessary for the relaxation
and erection of the smooth muscle in the penis [13, 36].
Additionally, the cell adhesion molecule E-selectin has shown
promise as a serum biomarker for assessing erectile function,
particularly in individuals with diabetes and ED [37].
We hypothesized that, in men free of associated comorbidi-

ties, the association of modifiable behavioural factors such as
physical activity, body weight, smoking, alcohol consumption
and dietary patterns, with ED could represents a means for pre-
venting and potentially improving erectile function in patients
with ED. Therefore, we studied the influence of factors such
as PA on nitric oxide (NO), E-selectin and testosterone levels
as well as sperm production in healthy males. Few studies
have aimed to elucidate the effect of lifestyle interventional
strategies such as PA in healthy men with ED on erectile
function and spermatogenesis [26–37].
Generally, lifestyle changes, such as increased physical ac-

tivity, a healthy diet and reduced caloric intake, are associated
with the amelioration of erectile dysfunction among males
[29, 38–40]. Recently, a dietary pattern characterized by high
consumption of fruits, vegetables, legumes, whole grains, fish
and olive oil and low consumption of red meat, processed
foods, and simple sugar has been associated with numerous
health benefits, including improved sexual function [40–42].
Thus, physical activity could be a good preventive and

therapeutic measure for managing erectile dysfunction among
healthy men. In this study, we aimed to evaluate the effect of
physical activity on endothelial erectile function, sex hormone
levels and sperm production in healthy males aged 18–35
years.

2. Materials and methods

2.1 Subjects
This study involved the recruitment of 120 healthy young
men between the ages of 18 and 35 years through a random
selection process. Individuals with a medical history involving
reproductive issues, vasectomy, renal dysfunction, such as
macroalbuminuria, pelvic injuries, prostatic conditions, pe-
ripheral or autonomic nerve issues, diabetes, abnormal lipid
profiles, psychiatric disorders or hypertension, were inten-
tionally excluded from the study. Additionally, participants
who used herbal supplements, antioxidants, multivitamins or
drugs that may affect erectile function and sex hormones were
excluded. In addition, participants with history of alcohol or
cigarette use were also excluded from this study. To avoid the
influence of dietary parameters on our PA intervention in our
analysis of ED, all participants were asked to follow a healthy
dietary pattern that included a high content of whole-grain
foods, legumes, vegetables and fruits and limited consumption
of red meat, full-fat dairy products, and food and beverages
high in added sugars as a healthy diet is associated with a
reduced risk of ED asmentioned in the literature [38, 39]. After
the exclusion of 69 individuals who did not meet the eligibility
criteria (30; did not meet the protocol eligibility criteria, 30
unwilling to participate; and 19 withdrew and declined to
follow up), the study included only 61 men.
Blood samples were collected from all the subjects, and

after a 1-minute centrifugation at 1400 rpm, serum samples
were extracted from whole blood. These samples were then
stored at −20 ◦C until further use. Detailed demographic and
clinical information about the included participants is shown
in Table 1.

2.2 Anthropometric measurements
To gather height and weight measurements from all partici-
pants, we employed a standardized approach utilizing a tape
measure and a calibrated Salter Electronic Scale (Digital Pear-
son Scale; ADAM Equipment Inc., Columbia, MD, USA)
[43, 44]. Furthermore, we computed adiposity indicators,
namely, body mass index (BMI) and the waist-to-height ratio
(WHtR), by applying universally validated cut-off values. The
BMI threshold values, as outlined in earlier studies, were as
follows: underweight (BMI <18.5 kg/m2), normal weight
(BMI 18.5–24.9 kg/m2), overweight (BMI 25–30 kg/m2) and
obese (BMI ≥30 kg/m2) [43, 44].

2.3 Assessment of physical activity
Physical activity (PA) is widely assessed at all ages, from
childhood to old age, using validated and reliable accelerom-
eters [45–47]. This study employed the GT1M accelerometer
(model WAM 7164; ACTi graph co., Fort Walton Beach, FL,
USA) to assess physical activity, which has been shown to
yield comprehensive and objective information across various
dimensions of physical activity [48–50]. As previously de-
scribed [45–51], all participants were subjected to this evalua-
tion. In this investigation, individuals engaging in regular en-
durance exercise, including activities such as walking, jogging,
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TABLE 1. Baseline of clinical and laboratory characteristics of the study groups.

Parameters Physically active
(PA; n = 38)

Physically inactive
(PIA; n = 23) p-value

Ethnicity Asian Asian -
Socioeconomic Levels Medium Medium -
Occupational activity

Employed 30 (79%) 20 (87%)
-

Unemployed 8 (21%) 3 (13%)
Environmental factors

Healthy (no exposure) 38 (100%) 23 (100%)
-

Unhealthy (exposure) 0 (0%) 0 (0%)
Marital status

Married 36 (95%) 21 (91%)
-

Single 2 (5%) 2 (9%)
Diet

Carbohydrates (%) 52 ± 6 54 ± 6

0.487

Protein (%) 11 ± 3 11 ± 3
Fat (%) 32 ± 6 31 ± 5
Saturated 14 ± 3.5 14 ± 3.4
MUFA 12 ± 1.5 12 ± 1.4
PUFA 9 ± 0.7 8 ± 1.2
Omega-3 fatty acids (g/d) 0.7 ± 0.13 0.7 ± 0.11
Olive oil (g/d) 16 ± 2.5 15 ± 2.6
Fruits, vegetables, nuts and legumes (g/d) 211 ± 52 208 ± 56

Age in yr 26.5 ± 1.6 26.3 ± 1.8 0.068
BMI (kg/m2) 18.6 ± 2.3 20.1 ± 1.9 0.180
Waist (cm) 79.3 ± 5.1 84.5 ± 4.5 0.230
Hips (cm) 91.5 ± 2.9 89.8 ± 3.7 0.420
WHR 88.9 ± 2.7 92.7 ± 1.21 0.810
WHtR 0.65 ± 0.15 0.96 ± 0.21 0.082
Glucose, mg/dL 86.5 ± 8.5 92.3 ± 4.2 0.120
Insulin, µU/mL 22.8 ± 1.5 21.8 ± 3.1 0.160
Physical activity (PA)

BMR (kcal/d) 5.9 ± 4.1 3.2 ± 4.3
0.001TEE (kcal/d) 8.9 ± 4.6 3.2 ± 2.8

PA scores 9.2 ± 3.5 4.4 ± 1.8
Values are expressed as mean ± SD; Kruskal-Wallis one-way ANOVA, and post-hoc (Tukey HSD) test were used to compare the
mean values of the studied variables. Variables were considered significantly different at p < 0.05. Abbreviation: BMI: body
mass index; WHR: waist to hip ratio; WHtR: waist to height ratio; PA: physical activity; BMR: basal metabolic rate (kcal/d);
TEE: total energy expenditure (kcal/d); MUFA: monounsaturated fatty acid; PUFA: poly unsaturated fatty acid; Environmental
factors like pesticides, solvents, heat or other toxicants.

swimming and jumping rope, excluding bicycling, for at least a
year and wearing the monitor for a minimum of 10 hours a day
over a span of 3 days (comprising 2 weekdays and 1 weekend
day) were considered physically active. Conversely, those who
had not consistently engaged in any physical activity over the
past year were categorized as physically inactive (sedentary).
To determine the average intensity of physical activity for each

participant, we calculated the total minutes spent at different
intensity levels, employing count thresholds and daily activity
counts per minute. Participants with accelerometer counts of
100 or fewer counts per minute were classified as leading a
sedentary lifestyle [51–55]. Subsequently, based on the anal-
ysis using the ACTi graph GT1M accelerometer, the subjects
were divided into two groups: a physically active group (n =
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38) and a physically inactive depressive group (n = 23).

2.4 Assessment of energy expenditure rates
To account for variations in resting energy expenditure among
all subjects [52], we applied an age-specific equation [53]. To
determine the total energy expenditure (TEE), we computed
the basal metabolic rate (BMR) for each participant based
on their body mass, height, age, sex and type of physical
activity, employing a validated equation as previously de-
scribed [52–56]. Physical activity (PA) was categorized into
two levels: moderate physical activity (defined by thresh-
olds of 4 metabolic equivalents METs) and vigorous physical
activity (defined by thresholds of 7 METs) [54, 55]. Here,
it is important to note that 1 MET corresponds to either an
energy expenditure of 1 kcal/kg/h or an oxygen uptake of 3.5
mL/kg/min while in a seated, quiet position. Additionally, we
utilized a prevalidated questionnaire to capture information on
various sports participation activities within the past year and
the number of days within the last week during which subjects
engaged in aerobic, strength, or flexibility exercises [54].

2.5 Assessment of erectile function
To assess the erectile function of all participants, we utilized a
prevalidated questionnaire, namely, the International Index of
Erectile Function (IIEF-15), which has been previously cited in
the literature [57, 58]. This questionnaire is a comprehensive
tool comprising 15 questions that delve into various aspects of
male sexual function. In this study, we only assessed erectile
function for each participant by completing questions 1 to 5 and
question 15, as shown in Table 2. The IIEF score was derived
from the summation of questions 1 to 5 and question 15, with
a maximum attainable score of 30 indicating optimal erectile
function. Conversely, a score of 24 or lower was indicative of
erectile dysfunction, as highlighted in previous research [59,
60]. The maximum score for each participant was categorized
into different levels of dysfunction: no dysfunction (25–30),
mild dysfunction (19–24), mild to moderate dysfunction (13–
18), moderate dysfunction (7–12) and severe dysfunction (0–
6), as previously described [59].

2.6 Assessment of erectile endothelial
function and sex hormone levels
Enzyme-linked immunosorbent assay (ELISA) was used to
assess peripheral levels of NO and E-selectin, which serve
as markers of endothelial function, following the manufac-
turer’s instructions, as previously described. In particular, the
NO composition was determined by measuring nitrate (NO3)
and nitrite (NO2) levels using a NO assay kit (12345AB678,
Thermo Fisher Scientific, San Diageo, CA, USA) [59, 60].
Additionally, soluble E-selectin levels were quantified using
an E-selectin assay kit (ES1234-5678, Thermo Fisher Scien-
tific, San Francisco, CA, USA). The concentrations of NO
and E-selectin were determined by measuring the absorbance
at 540 nm for the NO assay and the absorbance at 450 nm
for the E-selectin assay [59]. A competitive immunoassay
technique was used to estimate testosterone levels in the sera
of all participants [61, 62].

2.7 Semen analysis
At the time of entry into the study and after one year of
regular endurance exercise, semen was collected into sterile
collection cups from each participant following a period of
refraining from sexual relations of 3–6 days. All physical and
qualitative parameters of the sperm were evaluated 30 minutes
after sample collection, as previously reported [63].

2.8 Sample power calculation
The sample size was calculated to detect significant differences
in the viability of erectile function in healthy men according to
whether they were physical active and sedentary, as reported
previously [64, 65]. Therefore, a calculated total of 61 partici-
pants were deemed adequate to ensure robust statistical power
(greater than 85%) for the evaluation of the potential impact of
physical activity on parameters related to erectile function and
sex hormone levels under the assumption of a two-sided 95%
confidence interval.

2.9 Statistical analysis
We utilized SPSS version 18 (SPSS Inc., Chicago, IL, USA)
statistical software for the data analysis. The outcomes are
presented as the mean values and standard deviations across
the various groups. To assess the mean values of the variables
under investigation, we employed Kruskal-Wallis one-way
analysis of variance ANOVA, followed by post hoc analyses
using the Turkey’s honestly significance difference (Turkeys
HSD test). Furthermore, one-way analysis of covariance was
applied to determine whether noteworthy variations existed
in the study variables among the study groups. To pinpoint
significant differences between specific groups, post hoc pair-
wise multiple comparisons were carried out, incorporating
Bonferroni correction. A p value less than 0.05 indicated
statistical significance.

3. Results

A total of 120 healthy men aged 18–35 years were included
in this study. Only 61 participants were ultimately eligible
for inclusion in this biochemical and questionnaire-based study
based on the exclusion criteria. A higher physical activity score
was identified in 62.3% (n = 38) of the study population, and
37.7% were considered physically inactive (n = 23) (Table 1).
The physical activity parameters BMR, TEE and the PA score
were significantly higher (p = 0.001) in the physically active
group of me men compared to inactive group (Table 1). In
addition, no significant change was observed for the adiposity
markers BMI, WHR and WHtR between the groups (Table 1).
Baseline data showed no significant differences in nutrient
intake, including the consumption of carbohydrates, proteins,
fats, saturated fatty acids, mono and polyunsaturated fatty
acids (MUFAs and PUFAs), omega-3 fatty acids, olive oil,
fruits, vegetables, nuts and legumes (g/day) (Table 1).
To study the effect of physical activity on erectile func-

tion and semen characteristics, all participants were subjected
to seminal analysis, and erectile function was estimated by
using the International Index of Erectile Function (IIEF-15)
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TABLE 2. Erectile function questions from International Index questionnaire of Erectile Function (IIEF-15).

Question
numbers

Erectile function questions
(IIEF-15 questionnaire) Response Score Range

1 How often were you able to get an
erection during sexual activity?

0. No sexual activity
1. Almost never or never

2. A few times (less than half the time)
3. Sometimes (about half the time)

4. Most times (more than half the time)
5. Almost always or always

0–5

2 When you had erections with
sexual stimulation, how often were
your erections hard enough for

penetration?

0. No sexual activity
1. Almost never or never

2. A few times (less than half the time)
3. Sometimes (about half the time)

4. Most times (more than half the time)
5. Almost always or always

0–5

3 When you attempted sexual
intercourse, how often were you
able to penetrate (enter) your

partner?

0. No sexual activity
1. Almost never or never

2. A few times (less than half the time)
3. Sometimes (about half the time)

4. Most times (more than half the time)
5. Almost always or always

0–5

4 During sexual intercourse, how
often were you able to maintain
your erection after you had

penetrated (entered) your partner?

0. No sexual activity
1. Almost never or never

2. A few times (less than half the time)
3. Sometimes (about half the time)

4. Most times (more than half the time)
5. Almost always or always

0–5

5 During sexual intercourse, how
difficult was it to maintain your

erection to completion of
intercourse?

0. No sexual activity
1. Almost never or never

2. A few times (less than half the time)
3. Sometimes (about half the time)

4. Most times (more than half the time)
5. Almost always or always

0–5

15 Over the last month, how do you
rate your confidence that you can

get and keep your erection?

0. No sexual activity
1. Almost never or never

2. A few times (less than half the time)
3. Sometimes (about half the time)

4. Most times (more than half the time)
5. Almost always or always

0–5

IIEF-15: International Index of Erectile Function.

questionnaire, as shown in Table 3. No cases of erectile
dysfunction were reported among the physically active (PA)
men. The IIEF-15 score was greater (26.0 ± 3.0) in the
PA group than in the physically inactive group, who reported
mild to moderate erectile dysfunction (18.0 ± 2.0; p = 0.001)
(Table 3). In addition, the spermatozoa concentration, sperm
viability, sperm motility, sperm morphology and normal forms
were significantly increased (p = 0.01) in the physically active
group compared to physically inactive group (Table 3).
The effective effects of PA on erectile endothelial function

(NO and E-selectin levels) and sex hormone levels (testos-
terone (T) and free T) were reported in this study as in Table 4.
A significant increase in erectile endothelial function (NO and
E-selectin levels) and sex hormone levels (testosterone (T) and

f-T) was observed in the physically active group (p = 0.001)
compared to inactive group (Table 4).
Being physical activity (PA) was significantly correlated

with erectile function (IIEF-15 score), increased erectile
endothelial function (NO and E-selectin levels) and increased
sex hormone levels (testosterone (T) and free-T), as well as
reduced adiposity (Table 5). In addition, erectile function
measured by the IIEF-15 score correlated positively with
NO, E-selectin, testosterone (T) and f-T levels and correlated
negatively with adiposity (Table 6).
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TABLE 3. Erectile dysfunction score and semen characteristics for all participants at entry of the study and after one
year of regular endurance exercise.

Parameters
Physically active
(PA; n = 38)

Physically inactive
(PIA; n = 23) p-value

Baseline 1 yr Baseline 1 yr
Erectile dysfunction score** 16.0 ± 2.0 26.0 ± 3.0 17.9 ± 2.1 18.0 ± 2.0 0.001
Semen parameters:

pH 7.5 (6.5–8.5) 8.0 (7.0–8.7) 8.1 (8.0–8.6) 8.0 (8.0–8.5) 0.140
Volume (mL) 3.1 (2.5–5.3) 3.9 (2.6–5.6) 3.0 (2.6–5.4) 3.1 (2.5–5.3) 0.120
Total spermatozoa (×106) 73.2

(36.9–120.3)
75.4

(40.9–125.5)
74.36

(42.1–120.5)
74.4

(40.9–125.5)
0.110

Spermatozoa concentration (×106) 58.3 ± 8.25 68.6 ± 11.36 56.6 ± 11.29 56.5 ± 11.28 0.001
Viability (%) 66.0% 86.0% 76.4% 76.5% 0.001
Total motility: 35.5% 48.9% 41.4% 41.5%

0.001
Progressive motility (%) 26.3% 33.9% 31.5% 31.6%
Non-progressive motility (%) 10.8% 7.6% 17.1% 17.3%
Immotile spermatozoa (%) 24.3% 25.6% 31.3% 31.5%

Sperm morphology:
Normal up to 4% 4.3% 3.8% 4.6% 4.5% 0.001
Normal forms (%) 12.6 ± 1.4 18.3 ± 2.36 13.5 ± 2.12 13.6 ± 2.16 0.001

Values are expressed as mean ± SD; Kruskal-Wallis one-way ANOVA, and post-hoc (Tukey HSD) test were used to compare the
mean values of the studied variables. Variables were considered significantly different at p< 0.05. **Based on the International
Index of Erectile Function (IIEF-range, 1–30).

TABLE 4. Effect of physical activity (PA) on erectile function score (IIEF-score), erectile endothelial function (NO) and
sexual hormones in healthy Men (N = 61).

Parameters
Physically active
(PA; n = 38)

Physically inactive
(PIA; n = 23) p-value

Baseline 1 yr Baseline 1 yr
Erectile dysfunction score 16.0 ± 2.0 26.0 ± 3.0 17.9 ± 2.1 18.0 ± 2.0 0.010
Sexual hormones and endothelial function:

T (ng/dL) 18.9 (17.5–22.7) 25.5 (23.4–27.6) 11.3 (8.0–13.7) 7.5 (6.5–10.5) 0.001
f-T (ng/dL) 12.8 (10.5–14.7) 14.5 (13.5–16.7) 9.5 (8.1–11.8) 8.7 (8.1–10.8) 0.001
Nitric oxide (NO) 21.6 (18.3–26.3) 25.4 (22.3–27.1) 13.4 (9.1–15.5) 11.5 (9.5–13.2) 0.001
E-selectin 9.1 (8.5–11.5) 11.8 (6.5- 13.6) 5.7 (4.5–7.6) 5.1 (3.9–6.9) 0.001

Values are expressed as mean ± SD; Kruskal-Wallis one-way ANOVA, and post-hoc (Tukey HSD) test were used to compare the
mean values of the studied p < 0.01 (Kruskale-Walis, Dunn’s post hoc test). p < 0.001 (Kruskale-Walis, Dunn’s post hoc test).
PA-score: physical activity score; T: testosterone; f-T: free-testosterone; NO: nitric oxide; IIEF: International Index of Erectile
Function.

4. Discussion

Physical activity (PA) has been identified as the lifestyle factor
most strongly correlated with erectile function; PA can poten-
tially decrease ED by promoting vascular health in men with
associated comorbidities and has consistently been shown to
improve erectile function [16, 21, 29].
In the present study, engaging in physical activity demon-

strated a noteworthy correlation with enhanced erectile func-
tion and improved semen characteristics in healthy men be-
tween the ages of 18 and 35. Additionally, there was a marked
increase in nitric oxide (NO) and E-selectin levels, both of

which are indicators of endothelial function related to erectile
health. In addition, physical activity was shown to be linked
to improved levels of both testosterone (T) and free T, which
are considered significant modulators of physical performance,
and low levels of these two hormones in the blood significantly
indicate erectile dysfunction. In addition, semen parameters
such as the spermatozoa concentration, sperm viability, sperm
motility, sperm morphology and normal forms were signifi-
cantly greater in physically active subjects than in physically
inactive subjects.
Prior research has indicated that adopting a nutritious diet

and engaging in regular physical activity can contribute to
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TABLE 5. Correlations between erectile function score (IIEF-score), adiposity, erectile endothelial function and sexual
hormones with physical activity scores in healthy Men (N = 61).

Parameters
Physically active
(PA; n = 38)

Physically inactive
(PIA; n = 23)

R p-value R p-value
Erectile dysfunction score 0.48 0.001 0.125 0.001
T (ng/dL) 0.38 0.003 0.250 0.010
f-T (ng/dL) 0.27 0.001 0.280 0.001
NO 0.38 0.001 0.780 0.001
E-selectin 0.35 0.010 0.235 0.010
Adiposity −0.35 0.010 −0.350 0.010
T: testosterone; f-T: free-testosterone; NO: nitric oxide.

TABLE 6. Correlations between erectile function score (IIEF-score) with erectile endothelial function and sexual
hormones in healthy Men based up on different physical activity (N = 61).

Parameters
Physically active (PA; n = 38)

IIEF-score (26.1 ± 2.5)
Physically inactive (PIA; n = 23)

IIEF-score (18.3 ± 3.8)
R p-value R p-value

T (ng/dL) 0.21 0.001 0.180 0.001
Free-T (ng/dL) 0.56 0.001 0.570 0.001
NO 0.48 0.001 0.780 0.001
E-selectin 0.48 0.001 0.310 0.001
Adiposity −0.35 0.050 −0.530 0.050
Age −0.76 0.001 −0.651 0.001
T: testosterone; f-T: free-testosterone; NO: nitric oxide; IIEF: International Index of Erectile Function.

lowering the likelihood ofmale erectile dysfunction and female
sexual dysfunction [13, 66, 67]. Moreover, lifestyle modifi-
cations that encompass increased physical activity and weight
loss have been observed to enhance both erectile function and
sexual performance, especially among obese men [29].
In this investigation, we observed a positive correlation be-

tween the level of physical activity and erectile function. Com-
pared with those who were not physically active, physically
active individuals displayed a noteworthy increase in their
IIEF-15 scores. These findings align with prior research in the
field [68, 69], which has consistently established a connection
between physical activity levels and the occurrence of erectile
dysfunction. These studies have consistently concluded that
men who engage in higher levels of physical activity are less
susceptible to experiencing erectile dysfunction. Additionally,
meta-analyses have reinforced these observations, demonstrat-
ing that both moderate and vigorous physical activity is signif-
icantly linked to a reduced risk of erectile dysfunction [70],
whereas men with low or inadequate physical activity tend
to exhibit greater rates of erectile dysfunction [71]. Earlier
studies have further highlighted the role of increased energy
expenditure (ranging from 1000 to 4000 kcal/w.) in signif-
icantly lowering the risk of erectile dysfunction among men
[72].
In our research, we found that physical activity was linked

to an increase in nitric oxide (NO) and E-selectin levels, which
serve as indicators of erectile endothelial function. Physically
active men exhibited increased levels of both NO and E-

selectin. This observation aligns with previous studies that
have emphasized the critical role of nitric oxide (NO) in the
physiological relaxation and erection of penile smooth muscle
[73–75]. Both NO and E-selectin were shown to have a signif-
icant positive impact on erectile function. Nitric oxide (NO),
in particular, acts as a potent vasoactive neurotransmitter that
is part of the nonadrenergic, noncholinergic (NANC) system
and plays a crucial role in erectile function within the corpora
cavernosa [73]. Additionally, E-selectin, an endothelial cell
adhesion molecule, is considered one of the most important
biomarkers for assessing erectile function. Its activation is
triggered by cytokines and it plays a significant role in the
context of inflammation [75, 76].
The effect of physical activity on male sex hormones was

reported in this study. There was a significant increase in
the levels of testosterone (T) and free T in physically active
men compared with physically inactive men. Physical activity
levels were positively correlated with NO oxide, E-selectin,
testosterone (T) and free-T levels and negatively correlated
with adiposity and age. In a randomized controlled trial,
treating men with regular aerobic physical activity for 43
h/week plus a phosphodiesterase type 5 inhibitor significantly
reduced erectile dysfunction compared to medication alone
[77]. Additionally, several studies conducted in middle-aged
and older men who participated in different exercise programs
indicated higher concentrations of circulating testosterone with
either regular exercise [78, 79] or resistance exercise [54,
55]. Previously, compared with sedentary subjects, physically
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active subjects showed improvements in follicle–stimulating
hormone (FSH), Leutenising hormone (LH) and Testosterone
(T), cortisol (C) levels, and the T/C ratio [80].
Our results showed that erectile function, as measured by

the IIEF-15 score, was positively correlated with the PA score,
parameters of erectile endothelial function (NO and E-selectin
levels) and sex hormone levels (testosterone (T) and free-T),
and negatively correlated with adiposity and age. It has been
demonstrated that erectile dysfunction increases with age. An
increase in age leads to a reduction in the IIEF-15 score of
0.195, which greatly affects the risk for erectile dysfunction
[81, 82].
Finally, in this study, several seminological parameters, in-

cluding the spermatozoa concentration, sperm viability, sperm
motility, sperm morphology and normal forms, were signif-
icantly improved in the physically active subjects. These
findings align with enhancements in estimated sex hormone
levels (T and free-T) and indicators of erectile endothelial
function (NO and E-selectin levels). This association may be
attributed to an active lifestyle, consistent with prior research
[83–86] showing a more favourable anabolic environment and
improved preservation of spermatogenesis under physically
active conditions.
Previously, it was proposed that physical exercise of dif-

ferent intensities significantly activates cellular free radical
and antioxidant pathways, which are needed for many phys-
iological processes [87, 88]. Reactive oxygen species (ROS)
and antioxidant enzymes function as intracellular signalling
molecules that can trigger an adaptive response to exercise
following a hormetic pattern [87]. As proposed in earlier
research, antioxidant enzymes are believed to activate certain
cellular cofactors, including NF-κB and Mitogen-activated
protein kinase (MAPK) [88]. These cofactors are known to
play a significant role in spermatogenesis, germ cell apop-
tosis, and various sperm functions, such as sperm motility
and fertilization potential [81–88]. Thus, improvements in
sex hormone levels, erectile function and semen production
among physically active men occurs via cellular free radical-
antioxidant mechanisms.

5. Conclusions

In conclusion, mild to moderate physical activity was signif-
icantly associated with improved erectile function, increased
endothelial function, increased sex hormone levels, and better
sperm production in healthy men aged 18–35 years. This
study proposes that physical activity physiologically affects
erectile function and spermatogenesis via cellular free radical-
antioxidant mechanisms, but further studies are needed to
confirm and expand this knowledge, especially regarding re-
active oxygen species (ROS)-antioxidant pathways and the
appropriate threshold of physical activity.

AVAILABILITY OF DATA AND MATERIALS

The datasets used and/or analyzed during the current study are
available from the corresponding author on reasonable request.

AUTHOR CONTRIBUTIONS

SAG—design of the study protocol, practical analysis and
interpretation of data. AHA, SAG and AI—made substantial
contribution to study conception; been involved in the initial
drafting of the manuscript; critically revised the manuscript
for important intellectual content. AHA—supervision. All
authors read, understood and approved the final manuscript
version to be published and agreed to be accountable for all
aspect of the work were appropriately investigated and resolve.

ETHICS APPROVAL AND CONSENT TO
PARTICIPATE

The study was performed between January and July 2016.
According to the ethical guidelines of the 1975 Declaration
of Helsinki, the study protocol was reviewed and approved by
the Ethics Sub-Committee, King Saud University, Kingdom of
Saudi Arabia, under file number ID: RRC-2016-028. Before
data collection, written informed consent was obtained from
all participating patients as a proof of consent-to-participate in
this study.

ACKNOWLEDGMENT

The authors are grateful to the Researchers Supporting Project
number (RSP2024R382), King Saud University, Riyadh,
Saudi Arabia for funding this research.

FUNDING

This study was funded by the Researchers Supporting Project
number (RSP2024R382), King Saud University, Riyadh,
Saudi Arabia.

CONFLICT OF INTEREST

The authors declare no conflict of interest.

REFERENCES
[1] Argiolas A, Argiolas FM, Argiolas G, Melis MR. Erectile dysfunction:

treatments, advances and new therapeutic strategies. Brain Sciences.
2023; 13: 802.

[2] Lewis RW, Fugl-Meyer KS, Bosch R, Fugl-Meyer AR, Laumann EO,
Lizza E, et al. Definitions, classification, and epidemiology of sexual
dysfunction. In Lue TF, Basson R, Rosen R, Giuliano F, Khoury S,
Montorsi F (eds.) Sexual medicine: Sexual dysfunctions in men and
women (pp. 37–72). Health Publications Ltd.: Paris, France. 2004.

[3] Fisher WA, Eardley I, McCabe M, Sand M. Erectile dysfunction (ED)
is a shared sexual concern of couples I: couple conceptions of ED. The
Journal of Sexual Medicine. 2009; 6: 2746–2760.

[4] O’Leary MP, Rhodes T, Girman CJ, Jacobson DJ, Roberts RO, Lieber
MM, et al. Distribution of the brief male sexual inventory in community
men. International Journal of Impotence Research. 2003; 15: 185–191.

[5] Mulhall JP, Luo X, Zou KH, Stecher V, Galaznik A. Relationship between
age and erectile dysfunction diagnosis or treatment using real-world
observational data in the USA. International Journal of Clinical Practice.
2016; 70: 1012–1018.

[6] Corona G, Lee DM, Forti G, O’Connor DB, Maggi M, O’Neill TW, et
al. Age-related changes in general and sexual health in middle-aged and



69

older men: results from the Europeanmale ageing study (EMAS). Journal
of Sexual Medicine. 2010; 7: 1362–1380.

[7] Prins J, Blanker MH, Bohnen AM, Thomas S, Bosch JLHR. Prevalence
of erectile dysfunction: a systematic review of population-based studies.
International Journal of Impotence Research. 2002; 14: 422–432.

[8] Ayta IA, McKinlay JB, Krane RJ. The likely worldwide increase in
erectile dysfunction between 1995 and 2025 and some possible policy
consequences. BJU International. 1999; 84: 50–56.

[9] Saenz de Tejada I, Angulo J, Cellek S, Gonzalez-Cadavid NF, Heaton J,
Pickard R, et al. Physiology of erectile function and pathophysiology of
erectile dysfunction. The Journal of Sexual Medicine. 2004; 1: 254–265.

[10] Xiong Y, Zhang F, Zhang Y, Wang W, Ran Y, Wu C, et al. Insights into
modifiable risk factors of erectile dysfunction, a wide-angled mendelian
randomization study. Journal of Advanced Research. 2024; 58: 149–161.

[11] Andersson KE. Mechanisms of penile erection and basis for pharma-
cological treatment of erectile dysfunction. Pharmacological Reviews.
2011; 63: 811–859.

[12] Hehemann MC, Kashania JA. Can lifestyle modification affect men’s
erectile function? Translational Andrology and Urology. 2016; 5: 187–
194.

[13] Allen MS, Walter EE. Erectile dysfunction: an umbrella review of meta-
analyses of risk-factors, treatment, and prevalence outcomes. Journal of
Sexual Medicine. 2019; 16: 531–541.

[14] Pellegrino F, Sjoberg DD, Tin AL, Benfante NE, Briganti A, Montorsi
F, et al. Relationship between age, comorbidity, and the prevalence of
erectile dysfunction. European Urology Focus. 2023; 9: 162–167.

[15] Shin D, Pregenzer Jr G, Gardin J M. Erectile dysfunction: a disease
marker for cardiovascular disease. Cardiology in Review. 2011; 19:  .11–5

[16] Gerbild H, Larsen CM, Graugaard C, Areskoug Josefsson K. Physical
activity to improve erectile function: a systematic review of intervention
studies. Sexual Medicine. 2018; 6: 75–89.

[17] Maiorino MI, Bellastella G, Esposito K. Lifestyle modifications and
erectile dysfunction: what can be expected? Asian Journal of Andrology.
2015; 17: 5–10.

[18] Johansen PP, Zwisler A, Hastrup-Svendsen J, Frederiksen M, Lindschou
J, Winkel P, et al. The CopenHeartSF trial—comprehensive sexual
rehabilitation programme for male patients with implantable cardioverter
defibrillator or ischaemic heart disease and impaired sexual function:
protocol of a randomised clinical trial. BMJ Open. 2013; 3: e003967.

[19] Horasanli K, Boylu U, Kendirci M, et al. Do lifestyle changes work for
improving erectile dysfunction? Asian Journal of Andrology. 2008; 101:
28–35.

[20] Hannan JL, Maio MT, Komolova M, Adams MA. Beneficial impact of
exercise and obesity interventions on erectile function and its risk factors.
The Journal of Sexual Medicine. 2009; 6: 254–261.

[21] Cheng JY, Ng EM, Ko JS, Chen RY. Physical activity and erectile
dysfunction: meta-analysis of population-based studies. International
Journal of Impotence Research. 2007; 19: 245–252.

[22] Meldrum DR, Gambone JC, Morris MA, Ignarro LJ. A multifaceted
approach to maximize erectile function and vascular health. Fertility and
Sterility. 2010; 94: 2514–2520.

[23] La Vignera S, Condorelli R, Vicari E, D’Agata R, Calogero AE.
Physical activity and erectile dysfunction in middle-aged men. Journal
of Andrology. 2012; 33: 154–161.

[24] Apostolopoulos V, Borkoles E, Polman R, Stojanovska L. Physical and
immunological aspects of exercise in chronic diseases. Immunotherapy.
2014; 6: 1145–1157.

[25] Durstine JL, Benjamin G, Zhengzhen W, Xijuan L. Chronic disease and
the link to physical activity. Journal of Sport and Health Science. 2013;
2: 3–11.

[26] Marquez DX, Aguiñaga S, Vásquez PM, Conroy DE, Erickson KI,
Hillman C, et al. A systematic review of physical activity and quality of
life and well-being. Translational Behavioral Medicine. 2020; 10: 1098–
1109.

[27] Jiannine LM. An investigation of the relationship between physical
fitness, self-concept, and sexual functioning. Journal of Education and
Health Promotion. 2018; 7: 57.

[28] Almuqahwi A, Alabdrabulridha H, Aljumaiah RM, Alfaifi AJ, Alnaim
MF, Alfaifi IA, et al. A systematic review on the relationship between
physical activity and sexual function in adults. Cureus. 2023; 15: e51307 .

[29] Esposito K, Giugliano F, Di Palo C, Giugliano G, Marfella R, D’Andrea
F, et al. Effect of lifestyle changes on erectile dysfunction in obese men:
a randomized controlled trial. JAMA. 2004; 291: 2978–2984.

[30] World Health Organization. Global strategy on diet, physical activity and
health.  .2004 Available at: https://www.who.int/publications/
i/item/9241592222 (Accessed: 22 May 2024).

[31] Begot I, Peixoto TC, Gonzaga LR, Bolzan DW, Papa V, Carvalho AC, et
al. A home-based walking program improves erectile dysfunction in men
with an acutemyocardial infarction. TheAmerican Journal of Cardiology.
2015; 115: 571–575.

[32] Kalka D, Domagala ZA, Kowalewski P, Rusiecki L, Koleda P, Marciniak
W, et al. Effect of endurance cardiovascular training intensity on erectile
dysfunction severity in men with ischemic heart disease. American
Journal of Men’s Health. 2015; 9: 360–369.

[33] Schuch FB, Vancampfort D, Richards J, Rosenbaum S, Ward PB, Stubbs
B. Exercise as a treatment for depression: a meta-analysis adjusting for
publication bias. Journal of Psychiatric Research. 2016; 77: 42–51.

[34] Agostini LC, Netto JM, Miranda MV Jr, Figueiredo AA. Erectile
dysfunction association with physical activity level and physical fitness
in men aged 40–75 years. International Journal of Impotence Research.
2011; 23: 115–121.

[35] Duca Y, Calogero AE, Cannarella R, Giacone F, Mongioi LM, Condorelli
RA, et al. Erectile dysfunction, physical activity and physical exercise:
recommendations for clinical practice. Andrologia. 2019; 51: e13264.

[36] Vlachopoulos C, Rokkas K, Ioakeimidis N, Stefanadis C. Inflammation,
metabolic syndrome, erectile dysfunction, and coronary artery disease:
common links. European Urology. 2007; 52: 1590–1600.

[37] Patel DP, Craig JR Jr, Myers JB, Brant WO, Hotaling JM. Serum
biomarkers of erectile dysfunction in diabetes mellitus: a systematic
review of current literature. SexualMedicine Reviews. 2017; 5: 339–348.

[38] Wang F, Dai S, Wang M, Morrison H. Erectile dysfunction and
fruit/vegetable consumption among diabetic Canadian men. Urology.
2013; 82: 1330–1335.

[39] Sehrawat N, Sharma U, Yadav M, Sharma V, Dey A, Emran TB, et al.
Dietary patterns and fertility status in men: Mediterranean diet does make
a difference in ameliorating the rise in male infertility problems due to
changing lifestyle. International Journal of Surgery. 2023; 109:  .567–564

[40] Muscogiuri G, Verde L, Sulu C, Katsiki N, Hassapidou M, Frias-Toral
E, et al. Mediterranean diet and obesity-related disorders: what is the
evidence? Current Obesity Reports. 2022; 11: 287–304.

[41] Tomada I, Tomada N. Mediterranean diet and male fertility. Endocrines.
2023; 4:  .406–394

[42] Cole TJ, Bellizzi MC, Flegal, KM, Dietz WH. Establishing a standard
definition for child overweight and obesity worldwide: international
survey. The BMJ. 2000; 320: 1240–1243.

[43] Ashwel M, Lejeune S, McPherson K. Ratio of waist circumference to
height may be better indicator of need for weight management. The BMJ.
1996; 312: 377.

[44] Troiano RP. A timely meeting: objective measurement of physical
activity.Medicine & Science in Sports & Exercise. 2005; 37: S487–S489.

[45] Dencker M, Svensson J, El-Naaman B, Bugge A, Andersen LB.
Importance of epoch length and registration time on accelerometer
measurements in younger children. The Journal of Sports Medicine and
Physical Fitness. 2012; 52: 115–121.

[46] Dencker M, Andersen LB. Accelerometer-measured daily physical
activity related to aerobic fitness in children and adolescents. Journal of
Sports Sciences. 2011; 29: 887–895.

[47] Trost SG. Objective measures of physical activity with youth: current
issues, future directions. Exercise and Sport Sciences Reviews. 2001; 29:
32–36.

[48] Plasqui G, Westerterp KR. Physical activity assessment with accelerom-
eters: an evaluation against doubly labeled water. Obesity. 2007; 15:
2371–2379.

[49] Dencker M, Andersen LB. Health related aspects of objectively measured
daily physical activity in children. Clinical Physiology and Functional
Imaging. 2008; 28: 133–144.

[50] Alghadir AH, Gabr SA, Rizk AA. Physical fitness, adiposity, and diets as
surrogate measures of bone health in schoolchildren: a biochemical and
cross-sectional survey analysis. Journal of Clinical Densitometry. 2018;
21: 406–419.

https://www.who.int/publications/i/item/9241592222
https://www.who.int/publications/i/item/9241592222


70

[51] Harrell JS, McMurray RG, Baggett CD, Pennell ML, Pearce PF,
Bangdiwala SI. Energy costs of physical activities in children and
adolescents. Medicine & Science in Sports & Exercise. 2005; 37: 329–
336.

[52] Trost SG, Pate RR, Sallis JF, Freedson PS, Taylor WC, Dowda M, et al.
Age and gender differences in objectively measured physical activity in
youth. Medicine & Science in Sports & Exercise. 2002; 34: 350–355.

[53] Booth M. Assessment of physical activity: an international perspective.
Research Quarterly for Exercise and Sport. 2000; 71: S114–S120.

[54] Mäder U, Martin BW, Schutz Y, Marti B. Validity of four short physical
activity questionnaires in middle-aged persons. Medicine & Science in
Sports & Exercise. 2006; 38: 1255–1266.

[55] Alghadir AH, Iqbal ZA, Gabr SA. Differences among Saudi and
expatriate students: body composition indices, sitting time associated
with media use and physical activity pattern. International Journal of
Environmental Research and Public Health. 2020; 17: 832.

[56] Rosen RC, Riley A,Wagner G, Osterloh IH, Kirkpatrick J, Mishra A. The
international index of erectilefunction (IIEF): a multidimensional scale
for assessment of erectile dysfunction. Urology. 1997; 49: 822–830.

[57] Rosen RC, Cappelleri JC, Gendrano N 3rd. The international index
of erectile function (IIEF): a state-of-the-science review. International
Journal of Impotence Research. 2002; 14: 226–244.

[58] Salas-Huetos A, Muralidharan J, Galiè S, Salas-Salvadó J, Bulló M.
Effect of nut consumption on erectile and sexual function in healthy
males: a secondary outcome analysis of the FERTINUTS randomized
controlled trial. Nutrients. 2019; 11: 1372.

[59] Cadeado AN, Machado CC, Costa MQ, Silva SG. A palm-sized wireless
device for colorimetric nitrite determination in water. Microchemical
Journal. 2022; 183: 108–138.

[60] SharmaV, Boonen J, Chauhan NS, ThakurM, De Spiegeleer B, Dixit VK.
Spilanthes acmella ethanolic flower extract: LC-MS alkylamide profiling
and its effectson sexual behavior in male rats. Phytomedicine. 2011; 18:
1161–1169.

[61] Vaamonde D, Da Silva-Grigoletto ME, García-Manso JM, Barrera
N, Vaamonde-Lemos R. Physically active men show better semen
parameters and hormone values than sedentary men. European Journal
of Applied Physiology. 2012; 112: 3267–3273.

[62] Esposito K, Ciotola M, Giugliano F, Maiorino MI, Autorino R, De Sio
M, et al. Effects of intensive lifestyle changes on erectile dysfunction in
men. The Journal of Sexual Medicine. 2009; 6: 243–250.

[63] Kirilmaz U, Guzel O, Aslan Y, Balci M, Tuncel A, Atan A. The effect of
lifestyle modification and glycemic control on the efficiency of sildenafil
citrate in patients with erectile dysfunction due to type-2 diabetesmellitus.
The Aging Male. 2015; 18: 244–248.

[64] Allen MS, Walter EE. Health-related lifestyle factors and sexual
dysfunction: a meta-analysis of population-based research. The Journal
of Sexual Medicine. 2018; 15: 458–475.

[65] Bacon CG, Mittleman MA, Kawachi I, Giovannucci E, Glasser DB,
RimmEB. Sexual function in men older than 50 years of age: results from
the health professionals follow-up study. Annals of Internal Medicine.
2003; 139: 161–168.

[66] Bacon CG, Mittleman MA, Kawachi I, Giovannucci E, Glasser DB,
Rimm EB. A prospective study of risk factors for erectile dysfunction.
The Journal of Urology. 2006; 176: 217–221.

[67] Kongkanand A. Prevalence of erectile dysfunction in Thailand. Thai
erectile dysfunction epidemiological study group. International Journal
of Andrology. 2000; 23: 77–80.

[68] Kratzik CW, Lackner JE, Märk I, Rücklinger E, Schmidbauer J,
Lunglmayr G, et al. How much physical activity is needed to maintain
erectile function? Results of the Androx Vienna Municipality Study.
European Urology. 2009; 55: 509–516.

[69] Leslie SW, Sooriyamoorthy T. Erectile Dysfunction. 2004. Available at:
https://www.ncbi.nlm.nih.gov/books/NBK562253/ (Accessed:
09 January 2024).

[70] Araña Rosaínz Mde J, Ojeda MO, Acosta JR, Elías-Calles LC, González
NO, Herrera OT, et al. Imbalanced low-grade inflammation and
endothelial activation inpatients with type 2 diabetes mellitus and erectile
dysfunction. The Journal of Sexual Medicine. 2011; 8: 2017–2030.

[71] Maio G, Saraeb S, Marchiori A. Physical activity and PDE5 inhibitors in

the treatment of erectile dysfunction: results of a randomized controlled
study. The Journal of Sexual Medicine. 2010; 7: 2201–2208.

[72] Ari Z, Kutlu N, Uyanik BS, Taneli F, Buyukyazi G, Tavli T. Serum
testosterone, growth hormone, and insulin-like growth factor-1 levels,
mental reaction time, and maximal aerobic exercise in sedentary and
long-term physically trained elderly males. International Journal of
Neuroscience. 2004; 114: 623–637.

[73] Muller M, den Tonkelaar I, Thijssen JH, Grobbee DE, van der Schouw
YT. Endogenous sex hormones in men aged 40–80 years. European
Journal of Endocrinology. 2003; 149: 583–589.

[74] Izquierdo M, Häkkinen K, Ibañez J, Garrues M, Antón A, Zúñiga A, et
al. Effects of strength training on muscle power and serum hormones in
middle-aged and older men. Journal of Applied Physiology. 2001; 90:
1497–1507.

[75] Nicklas BJ, Ryan AJ, Treuth MM, Harman SM, Blackman MR, Hurley
BF, et al. Testosterone, growth hormone and IGF-I responses to acute and
chronic resistive exercise in men aged 55–70 years. International Journal
of Sports Medicine. 1995; 16: 445–450.

[76] Kratzik CW, Schatzl G, Lunglmayr G, Rucklinger EJ. The impact of age,
body mass index and testosterone on erectile dysfunction. The Journal of
Urology. 2005; 174: 240–243.

[77] Allen MS, Walter EE. Health-related lifestyle factors and sexual
dysfunction: a meta-analysis of population-based research. The Journal
of Sexual Medicine. 2018; 15: 458–475.

[78] Feldman HA, Johannes CB, Derby CA, Kleinman KP, Mohr BA, Araujo
AB, et al. Erectile dysfunction and coronary risk factors: prospective
results from the Massachusetts male aging study. Preventive Medicine.
2000; 30: 328–338.

[79] Tan JK, Hong CY, Png DJ, Liew LC, Wong ML. Erectile dysfunction
in Singapore: prevalence and its associated factors–a population-based
study. Singapore Medical Journal. 2003; 44: 20–26.

[80] Grandys M, Majerczak J, Duda K, Zapart-Bukowska J, Kulpa J, Zoladz
JA. Endurance training of moderate intensity increases testosterone
concentration in young, healthy men. International Journal of Sports
Medicine. 2009; 30: 489–495.

[81] Radak Z, Chung HY, Goto S. Systemic adaptation to oxidative challenge
induced by regular exercise. Free Radical Biology and Medicine. 2008;
44: 153–159.

[82] Sachdev S, Davies KJ. Production, detection, and adaptive responses to
free radicals in exercise. Free Radical Biology and Medicine. 2008; 44:
215–223.

[83] Safarinejad MR, Azma K, Kolahi AA. The effects of intensive, long-term
treadmill running on reproductive hormones, hypothalamus–pituitary–
testis axis, and semen quality: a randomized controlled study. Journal
of Endocrinology. 2009; 200: 259–271.

[84] Kostaropoulos IA, Nikolaidis MG, Jamurtas AZ, Ikonomou GV,
Makrygiannis V, Papadopoulos G, et al. Comparison of the blood redox
status between long-distance and short-distance runners. Physiological
Research. 2006; 55: 611–616.

[85] Pentikäinen V, Suomalainen L, Erkkilä K, Martelin E, Parvinen M,
Pentikäinen MO, et al. Nuclear factor κB activation in human testicular
apoptosis. The American Journal of Pathology. 2002; 160: 205–218.

[86] Rogers R, Ouellet G, Brown C, Moyer B, Rasoulpour T, Hixon M. Cross-
talk between the Akt and NF-κB signaling pathways inhibits MEHP-
induced germ cell apoptosis. Toxicological Sciences. 2008; 106: 497–
508.

[87] Li MW, Mruk DD, Cheng CY. Mitogen-activated protein kinases in male
reproductive function. Trends in Molecular Medicine. 2009; 15: 159–
168.

[88] Wang CM,WuBR, Xiang P, Xiao J, HuXC.Management of male erectile
dysfunction: from the past to the future. Frontiers in Endocrinology. 2023;
14: 1148834.

How to cite this article: Ahmad HAlghadir, Sami A Gabr, Amir
Iqbal. Effect of physical activity on erectile and sexual function
in healthy males. Journal of Men’s Health. 2024; 20(9): 61-70.
doi: 10.22514/jomh.2024.150.

https://www.ncbi.nlm.nih.gov/books/NBK562253/

	Introduction
	Materials and methods
	Subjects
	Anthropometric measurements
	Assessment of physical activity
	Assessment of energy expenditure rates
	Assessment of erectile function
	Assessment of erectile endothelial function and sex hormone levels
	Semen analysis
	Sample power calculation
	Statistical analysis

	Results
	Discussion
	Conclusions

