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Abstract

Background: Considerable interest has been gathered on the relevant impact of preventable factors, including
incorrect lifestyle and unhealthy habits, on female fertility. Smoking, alcohol and addictive drugs consumption
represent a major concern, given the broad range of diseases which might be favored or exacerbated by these
dependable attitudes. Despite the well-characterized effects of prenatal exposure on pregnancy outcomes and fetus
health, a substantial proportion of women of reproductive age is still concerned with these habits. At present, the
impact of smoke, alcohol and addictive drugs on women fertility, and, particularly, the specific targets and
underlying mechanisms, are still poorly understood or debated, mainly due to the scarcity of well-designed studies,
and to numerous biases.

Objective: The current review will provide a comprehensive overview of clinical and experimental studies in
humans and animals addressing the impact of smoke, alcohol and addictive drugs on female fertility, by also
embracing effects on ovary, oviduct, and uterus, with particular reference to primary endpoints such as
ovarian reserve, steroidogenesis, ovulation and menstrual cycle, oviduct function and uterus receptivity
and implantation. A brief focus on polycystic ovary syndrome and endometriosis will be also included.

Methods: A Pubmed literature search was performed with selected keywords; articles were individually retrieved by
each author. No limitation was set for publication date. Articles in languages other than English were excluded.
Additional articles were retrieved from references list of selected manuscripts.

Results and conclusions: Currently, the most consistent evidences of a detrimental effect of smoke, alcohol and
addictive drugs on specific domains of the female reproductive function are provided by experimental studies in
animals. Overall, clinical studies suggest that smoking is associated to decreased fertility, although causal inference
should be further demonstrated. Studies addressing the effect of alcohol consumption on female fertility provide
conflicting results, although the majority reported lack of a correlation. Extremely scarce studies investigated the
effects of addictive drugs on female fertility, and the specific actions of selected drugs have been difficult to
address, due to multidrug consumption.
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Introduction
A significant trend towards a progressive worldwide de-
cline in human fertility over the last five decades has been
reported by international literature [1]; therefore, much at-
tention has been raised on identifying environmental and
lifestyle modifiable risk factors affecting human reproduct-
ive function. Currently, the most commonly accepted def-
inition of infertility is the failure to establish a clinical
pregnancy after 12 months of regular unprotected sexual
intercourse [2]. Female factors contribute to about 37% of
infertility problems, whereas male factors account for about
29%, and combined female and male factors for about 18%
of causes; the remaining 16% is due to genetic factors (1%),
or to unexplained, or idiopathic, infertility, which is diag-
nosed in absence of a specific etiological factor (http://old.
iss.it/rpma/). Female factors of infertility include ovarian,
oviductal, and uterine disorders [3]. A schematic list of
causes of female infertility is presented in Table 1.
The detrimental role of incorrect lifestyle on human well-

being has been long time characterized, and unhealthy
habits, including smoking, alcohol and recreational or illicit
drug (addictive drugs) consumption (use and abuse), repre-
sent a primary source of preventable risk factors for several
human diseases, as well as a cause of increased morbidity
and mortality [4–6]. The effects of smoking, alcohol con-
sumption and drug addiction on female fertility have been
heterogeneously investigated. The negative effects of smok-
ing on female fertility have raised much interest in recent
years, although most of the evidence is gathered from retro-
spective studies. Nevertheless, available evidences point out
a significant association between both active and passive
smoking and reduced female fertility, and between in utero
exposure and multiple adverse pregnancy outcomes [7–10],
Table 1 Causes of female infertility

Ovarian disorders

Hypothalamus-pituitary-ovary axis dysfunction

Premature ovarian failure

Polycystic Ovary Syndrome

Oviductal disorders

Pelvic inflammatory disease

Surgery

Pelvic tuberculosis

Uterine disorders

Benign polyps or tumors (fibroids or myomas)

Endometriosis scarring or inflammation

Uterine abnormalities

Cervical stenosis

Cervical mucus defects

Endometriosis

Idiopathic infertility
and reduced female descendants fertility at adulthood [3].
These evidences implies that women with fertility disorders,
as well as pregnant women, should be advised to stop
smoking, or referred to smoking cessation programs [3].
Evidences on the impact of alcohol consumption on female
fertility are quite inconsistent, although the majority of
studies suggest that moderate alcohol consumption might
be unrelated to female fertility; nevertheless, alcohol con-
sumption during pregnancy has been linked to increased
risks of adverse pregnancy outcomes and fetal alcohol
spectrum disorders, therefore, excessive alcohol intake
should be disregarded by women attempting to achieve a
pregnancy and pregnant women, and episodes of alcohol
intoxication should be avoided [3, 11]. Moreover, both
smoking and alcohol consumption might determine epi-
genetic changes and DNA damage in germ cells, potentially
resulting in inherited imprinting and genetic defects, and
associated syndromes [12, 13]. Lastly, although poorly in-
vestigated, some evidences suggest that use and abuse of
addictive drugs might adversely affect female reproductive
function, and reduce couple fertility potential; therefore, ac-
curate investigation on addictive drugs consumption should
be performed, in women with fertility disorders, and proper
counselling should be provided [3].
The current review provides a comprehensive overview on

the impact of smoke, alcohol consumption and drug addic-
tion on female fertility, by encompassing the effects on fertil-
ity outcomes, and on the ovary, oviduct, and uterus
physiology, with particular reference to primary endpoints
such as ovarian reserve, ovarian steroidogenesis, ovulation
and menstrual cycle, oviduct function, and uterus receptivity
and implantation; the relationship between smoke, alcohol
consumption and drug addiction and pregnancy outcomes
or neonatal health is tangential to the scope of this review
and is not covered by the present dissertation. A brief focus
on polycystic ovary syndrome (PCOS) and endometriosis, as
major causes of female infertility, is also included.

Search strategies and data extraction
For the present narrative review articles were individu-
ally retrieved by each author by literature search in
PubMed (MEDLINE) using each of the following terms:
“smoke”, “smoking”, “smoker”, “cigarette”, “tobacco”, “al-
cohol”, “alcoholic”, “beverage”, “drug”, “addictive drug”,
“addiction”, “recreational drug”, “marijuana”, “cocaine”,
“methamphetamine”, “heroin” combined to each of the
following terms: “female fertility”, “female infertility”,
“reproduction”, “reproductive function”, “ovary”, “ovarian
reserve”, “steroidogenesis”, “oviduct”, “uterus”, “ectopic
pregnancy”, “implantation”, “PCOS”, “polycystic ovary
syndrome”, “endometriosis”. No limit was set concerning
date of publication. Additional references included in the
retrieved articles, meta-analyses and reviews were in-
cluded. Articles in languages other than English were
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excluded. Articles mostly focusing on pregnancy out-
comes and fetal health were excluded, with the excep-
tion of data on pre-pregnancy outcomes, which were
considered for the present review. In case of duplication
of data, the most comprehensive or updated articles
were selected, same criterion applied for review articles.

Smoke and female fertility
Smoking represents a worldwide health concern, and has
been consistently demonstrated to play a role in a vast
number of human diseases [14], including reproductive dis-
orders [3, 15]. Despite the substantial evidence on its dele-
terious effects on female reproduction, and remarkable
campaigns against smoking sustained by health-care pro-
viders, still 175 millions of women aged 15 or older world-
wide are current, daily or non-daily, smokers [16, 17].
Robust evidences suggest that smoking affects several as-
pects of the female reproductive function, and, therefore,
natural female fertility, by exerting multiple differential ef-
fects on several targets, including the ovary, oviduct, and
uterus [18–20]. Moreover, smoking has been shown to de-
crease the outcome of assisted reproductive technologies
Fig. 1 Graphical summary of the main effects of smoking on the reproduc
female reproductive function. Smoking is associated to early menopause a
impairment of antral follicle development and growth, due to supportive g
cytotoxicity and production of poor quality oocytes. Smoking is associated
effects mediated by both ovarian and extra-ovarian actions, including: incre
production of estrogens metabolites with minimal estrogenic activity by pu
enzyme; increased expression of ovarian CYP1B1 enzyme; increased levels o
hydrohylase enzyme. Smoking is associated to an increased risk of ectopic
contractility, to delayed implantation, mediated by reduced endometrium
and to an increased risk of oligomenorrhea, dysmenorrhea and menstrual s
ovulatory dysfunction
(ART) [21]. Cigarette smoke contains about 4000 sub-
stances belonging to a variety of chemical classes, including
polycyclic aromatic hydrocarbons, heavy metals, and alka-
loids, which are all compounds displaying reproductive tox-
icity [20, 22–24]; therefore, cigarette smoke is a complex
mixture of compounds potentially exerting composite ef-
fects on different targets within the reproductive system.
The specific effects of the individual cigarette smoke con-
stituents on female reproductive function have been exten-
sively described elsewhere [18–20], and won’t be further
reported by the current review, which is an appraisal of the
impact of lifestyle, including smoking habits on female fer-
tility; the effects of smoking on female reproductive func-
tion and fertility have been investigated in clinical
observational studies in humans, in experimental studies on
human tissues and cells, and in animal models. A graphical
summary of the main effects of smoking on the reproduct-
ive function in women is depicted in Fig. 1.

Female fertility
Several observational studies evaluated the impact of
smoking on female natural fertility or ART outcomes; the
tive function in women. Smoking affects nearly all domains of the
nd reduced levels of ovarian reserve markers, mediated by an
ranulosa cells-directed oxidative stress and DNA damage, resulting in
to lower estrogens and progesterone and higher androgens levels,
ased levels of sex hormone binding globulin (SHBG); increased hepatic
shing the estrogens 2-hydrohylation pathway; inhibition of aromatase
f adrenocorticotropic hormone (ACTH); inhibition of adrenal 21-
pregnancy, mediated by affected oviductal smooth muscle
receptivity and cytotrophoblast proliferation, migration and invasion,
ymptoms, although apparently not determined by
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majority of studies supported the evidence of an increased
prevalence of infertility or subfertility in smokers. A met-
analysis of studies pointed out a significant association be-
tween smoking and infertility, by reporting, overall, a 60%
increase in the risk of infertility [25]. Noteworthy, these
results were consistent across studies with different
designs [25, 26], although definitive inference of a causal
association cannot be robustly supported; indeed, only
one study within the metanalysis had a prospective design,
and failed to detect any significant difference in fertility
between smokers and non-smokers, after adjusting for
potential confounders [27], and only few studies demon-
strated a dose-response relationship [28–31]. Neverthe-
less, the evidence that past smokers had no different odds
for infertility compared to non-smokers might suggest the
hypothesis that current, rather than past smoking might
affect female fertility [32, 33]. Limitations of the metanaly-
sis included clinical heterogeneity, mainly due to different
definitions or types of infertility and different age at diag-
nosis, the observational and mostly retrospective nature of
study designs, the misclassification of smoking habits due
to self-reported exposure and to women in the control
group quitting smoking because of pregnancy, and the se-
lection bias due to the evidence that a minority of infertile
women seek for medical treatment for infertility or to dif-
ferences in the demographic characteristics of women
seeking medical treatment for infertility compared to
women not referring to medical services. A prospective
observational cohort study evaluating the trans-
generational effects of smoking on female fertility demon-
strated that odds for fertility at adulthood were similarly
reduced in non-smokers with in utero exposure to mater-
nal smoke and in smokers without in utero exposure to
maternal smoke, compared to non-smokers without in
utero exposure to maternal smoke [34]; these findings
suggested that smoking during pregnancy does have an ef-
fect on female offspring fertility, which is in line with a
previous report using a data set from a prospective study
[35], and was confirmed by a more recent, large, cohort
study, reporting a higher proportion of time to pregnancy
>12 months in women with in utero exposure [36]. Obser-
vational studies on the relationship between smoking and
fertility in women undergoing ART are more controver-
sial; indeed, although inconsistent changes were reported
on number of oocytes retrieved and fertilization rates, sig-
nificantly lower and higher odds were detected for clinical
pregnancy per cycle, and ectopic pregnancy, respectively,
in smokers, by the majority of studies [8, 18, 21, 25, 37],
and passive smoking was found to be as damaging as
active smoking, concerning implantation and pregnancy
rate [38].
In conclusion, the majority of studies suggest that nat-

ural fertility is decreased in current smokers and women
with prenatal exposure to parental smoke, whereas
relatively scant studies report a controversial relationship
between smoking and ART outcomes.

Ovarian reserve
Observational and experimental studies in humans and
animals suggest that smoking might affect folliculogen-
esis and oogenesis, by means of direct ovotoxicity and
central actions on the hypothalamus-pituitary-ovary
(HPO) axis. An association between smoking and ele-
vated levels of follicle stimulating hormone (FSH) and
changes in anti-müllerian hormone (AMH) levels, a
marker of ovarian reserve, or antral follicle count (AFC)
has been highlighted in some human studies, suggesting
a role in ovarian aging; nevertheless, whereas experimen-
tal studies in animals consistently suggest an effect on
primordial follicle pool and ovarian reserve, human stud-
ies are limited and heterogeneous in design, and further
validation is needed. Scarce literature exists as concerns
the relationship between smoking and premature ovar-
ian failure (POF).
Current, but not past, smoking, has been shown to be

the most consistent and established independent risk
factor for younger age at natural menopause [39, 40],
with an estimated impact of about one year [40]; more-
over, although no association was found with serum
levels of AMH [41], current smokers were found to have
lower age-specific AMH percentiles [42], and a more
rapid decline in AMH slope, relative to age at final men-
strual period [43]. Studies in late-reproductive-age and
peri-menopausal women demonstrated that current
smokers had significantly reduced levels of AMH,
whereas past or passive smoking had no effect [44];
moreover, FSH levels were higher in current and passive
smokers, whereas past smoking had no effect [45]. These
results suggested a possible direct effect of current
smoking on antral, but not primordial follicles atresia, in
this subset of women. Indeed, the depletion of growing
follicles could lead to a decline in the level of their se-
creted markers AMH and inhibin B, with an increase in
FSH levels; unaffected primordial follicles could, on the
other hand, replenish growing follicles pool at smoking
cessation, by inducing the normalization of AMH, in-
hibin B, and FSH levels, as observed in past smokers
[44]. Studies on pre-menopausal women demonstrated
that smoking was not associated to non-growing follicle
(NGF) (primordial, intermediate, and primary follicles)
count [46], and, in line with results on peri-menopausal
women, was associated to increased FSH levels, but not
to AMH levels [47], suggesting that a direct role in an-
tral follicle atresia might be questionable. Studies on
women enrolled in ART are controversial in this regards;
indeed, no difference in AMH levels and in small AFC
was reported in smokers by one study [48], although dif-
ferent studies showed either decreased AMH levels and
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altered follicles size repartition in AFC [49], or decreased
follicular fluid AMH levels [50], highlighting the need of
further dedicated studies. Experimental studies on ovar-
ian cells retrieved from women undergoing ART demon-
strated that a major ovotoxic action of smoking is
oxidative stress and DNA damage in granulosa cells,
which might interfere with cell maturation, binding of
gonadotropins to their receptors, and oocyte fertilizing
capacity [18, 51]. Indeed, in smokers, a significantly in-
creased expression of antioxidant enzymes, suggestive of
smoke-induced oxidative stress, was detected in granu-
losa cells [52], and a significant increase in DNA damage
was reported in oocyte cumulus cells [53]; moreover,
morphological assessment of oocytes collected from
women undergoing ART demonstrated an increased
thickness of zona pellucida [54], and an increased fre-
quency of meiotic immature diploid oocytes, probably
resulting from prevention of first polar body extrusion
[55]. Fetal development is a crucial phase during which
germ cells complete proliferation, initiate meiosis and
form the lifetime stock of primordial follicles; few stud-
ies investigated the reproductive trans-generational ef-
fects of parental smoking. Studies on human fetal
ovaries from legal abortions demonstrated that maternal
smoking deregulated several genes involved in ovarian
developmental signalling [56], and significantly de-
creased the number of somatic cells, whereas the num-
ber of oogonia only displayed a trend towards reduction
[57]; since proper oocyte development and maturation
require that oogonia invading the developing ovary be-
come enclosed by somatic cells in a primordial follicle,
the results of this study suggested that long-term ovarian
function in female offspring might be affected. Neverthe-
less, no association between maternal smoking during
pregnancy and ovarian volume, AFC, and FSH, AMH
and inhibin B levels, assessed in female descendants at
adolescence, was reported by prospective cohort studies
[58, 59], whereas paternal smoking was associated to de-
creased AMH levels [60]. Lastly, few and dated studies
evaluating risk factors for POF in different populations
reported controversial results concerning the impact of
smoking; one case-control study investigating pre-
menopausal risk factors demonstrated that smoking was
associated to an increased risk of idiopathic POF [61],
whereas different studies failed to find any association
[62, 63]. Taken together, these evidences suggest that
the association of smoking with earlier age at natural
menopause and impaired, although controversial, levels
of ovarian reserve markers, might involve processes
other than accelerated follicular atresia and depletion of
ovarian primordial follicle pool, processes which might
include either impaired antral follicle development, or
HPO axis function, namely, increased FSH production
by the pituitary.
In such a complex, dynamic, and tightly regulated set-
ting, the cross-sectional design of most studies dampens
the possibility of differentiating between the two poten-
tial mechanisms and affects the reliability of hypothesis
on eventual causal relationships; indeed, theoretically,
active smoking could firstly determine a rise in FSH
levels, which would subsequently lead to follicle impair-
ment and decline in AMH levels, or the exact opposite
sequence of events. Moreover, time-frame of exposure
and of endpoints assessment might represent a crucial
point, given the differential susceptibility of the ovary
and the diverse developmental stages occurring from
fetal life onwards. Experimental studies on adult and
prenatal smoke exposure in animals do not support the
hypothesis of a primordial follicle-sparing action. An
in vivo study in mice subjected to direct nasal exposure
demonstrated primordial follicle depletion, antral follicle
oocyte atresia, and increased oxidative stress, resulting
in decreased fertility potential [64]. Underlying mechan-
ism of ovotoxicity included deregulation of genes associ-
ated with detoxification, inflammation, premature
primordial follicles activation and immune cell-mediated
apoptosis [64]. The effects of smoke exposure on ovarian
follicle growth were found to be persistent even after ex-
posure cessation [65]; in vivo studies in rats [66] and
mice [67, 68] demonstrated that smoke exposure de-
creased the number and maturation of ovarian follicles
[66], reduced oocytes quality, characterized by increased
thickness of zona pellucida [68], reduced oocyte diam-
eter and induced a misshapen first polar body [67], and
interfered with oocyte chromosome congression or mei-
otic spindle shape [68]. Experimental studies in animals
subjected to prenatal exposure to smoke consistently
suggested a detrimental effect of smoking on primordial
follicles. A study on rats exposed from proestrous phase
of estrous cycle throughout pregnancy demonstrated sig-
nificantly increased DNA damage and apoptosis in gran-
ulosa cells and ovarian surface epithelium, and
significantly reduced ovarian follicle counts, including
primordial and growing follicles, in female offspring
[69]. Consistently, studies in prenatally exposed mice
confirmed abnormal cell proliferation and increased
apoptosis in granulosa cells and oocytes, and a signifi-
cantly reduced ovarian follicle count, at neonatal age
[70]; moreover, at adulthood, abnormal cell proliferation
and reduced follicle counts, but not apoptosis, persisted,
and increased oxidative stress and aberrant metaphase II
spindle, markers of poor quality, were detected in oo-
cytes [70].
In conclusion, observational studies suggest that

smoking might affect ovarian aging and ovarian reserve
markers, although the relationship between smoking and
POF is controversial; moreover, experimental studies in
humans suggest that an impairment of antral follicle
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development and growth due to supportive granulosa
cells-directed toxicity, rather than primordial follicle
pool depletion, might mediate these effects.

Steroidogenesis
Observational studies highlighted that smokers are char-
acterized by lower estrogens and progesterone [71, 72],
and higher androgens [73–75] levels in the circulating
blood, as well as lower estrogens levels and an increased
androgens/estrogens ratio in the follicular fluids [76];
these evidences are suggestive of impaired steroidogene-
sis, or steroid hormones metabolism, occurring at both
extra-ovarian and ovarian level. A large body of evi-
dences from observational studies suggest that smoking
exerts multiple anti-estrogenic actions, by interfering
with estrogen biosynthesis, bioavailability, catabolism,
and clearance; the potential mechanisms underlying
these actions include: the increase of sex hormone bind-
ing globulin (SHBG) levels resulting in lower levels of
biologically active free estrogens [77]; the increase in
production of estrogen metabolites with minimal estro-
genic activity [78] which shifts away from the more es-
trogenically potent 16a-hydroxylation towards the 2-
hydroxylation pathway, with production of metabolites
which are rapidly cleared from the circulation [79]; and
the potential increased estrogen hepatic metabolism
[80], the latter being hypothesized by reduced estrogens
levels in a cohort of post-menopausal women under
hormone-replacement therapy. Consistently, smoke-
related mechanisms have been also shown to jeopardize
estrogen replacement therapy efficacy [81]. The pro-
androgenic actions of smoking might depend on the in-
creased adrenocorticotropic hormone (ACTH) release
from the pituitary, which subsequently increases adrenal
androgens secretion [82], and the inhibition of adrenal
21-hydroxylase enzyme [83]. As far as ovarian actions
are concerned, experimental in vitro studies on human
granulosa cells [84] and luteinized granulosa cells [85],
demonstrated that treatment with cigarette smoke ex-
tracts significantly inhibited the conversion of andro-
stenedione to estradiol, by a dose-dependent inhibition
of aromatase activity [84], and significantly decreased
both progesterone and estradiol levels, by a significant
dose-dependent increase in the expression of CYP1B1
enzyme [85]. The relationship between smoking and ste-
roidogenesis in relation to different phases of the men-
strual cycle was investigated in few and conflicting
observational studies. A prospective case-control study
evaluated plasma levels of luteinizing hormone (LH),
FSH, estradiol, androgens, and SHBG, salivary levels of
progesterone, and urinary levels of estradiol, estriol and
estrone, throughout the late follicular and luteal phase of
the menstrual cycle; follow up covered one entire men-
strual cycle [86]. The study highlighted that smoking did
not consistently suppress LH pulsatility, and had no ef-
fect on steroid hormones levels and estradiol/estrone ra-
tio [86]. Conversely, a more recent prospective case-
control study with a two menstrual cycles follow up re-
ported significantly higher levels of FSH and LH in the
early follicular phase and at menses, respectively, in
smokers, compared to non-smokers, although no signifi-
cant differences were observed in longitudinal models
for estradiol, progesterone, or SHBG [87]. Discrepancies
between studies might be attributable to very small sam-
ple size, and to the reliance upon self-reported smoking
data. Lastly, a larger population-based study evaluated
the relationship between smoking and follicular phase
serum levels of four different estrogens, namely, estra-
diol, estriol, estrone, and 16-hydroxyestrone, as well as
progesterone, by differentiating active from passive
smoking [72], demonstrating that, overall, smokers
tended to have lower serum estrogens and progesterone
levels, compared to non-smokers; in particular, estrone
and 16-hydroxyestrone exhibited an inverse dose-
dependent relationship with smoking status, with active
smokers displaying lower serum levels, compared to pas-
sive smokers, and passive smokers displaying lower
serum levels, compared to non-smokers, although sig-
nificance was reached only for 16-hydroxyestrone [72],
whereas, for progesterone levels, significant difference
was found only between passive smokers and non-
smokers, whereas active and passive smokers had only
slightly different progesterone levels [72]. Limitation of
the study included the cross-sectional design with a one-
point measurement of serum hormone levels, and cer-
tain discrepancies between self-reported smoking status
and serum levels of cotinine, an alkaloid found in to-
bacco and the predominant metabolite of nicotine used
as a biomarker of smoke exposure, which might reflect
some misclassification of participants. Larger and better-
designed prospective studies and additional experimental
studies are needed to definitely address the effects of
smoking on steroidogenesis, in relation to menstrual
cycle and female fertility.
In conclusion, smoking is associated to changes in the

female endocrine profile, mediated by both ovarian and
extra-ovarian directed actions, which determine the on-
set of a hormonal milieu characterized by lower estro-
gens and progesterone and higher androgens levels.

Ovulation and menstrual cycle
The relationship between smoking, ovulatory dysfunc-
tion, and menstrual cycle disorders or menstrual symp-
toms has been largely investigated in humans; the
majority of observational studies suggest that smokers
are at higher risk of a range of menstrual problems, in-
cluding oligomenorrhea, heavy bleeding, and dysmenor-
rhea. A large retrospective study on women enrolled in a
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weight reduction program demonstrated that heavy
smokers had increased risk of oligomenorrhea, with a
greater risk in women approaching menopause than for
younger women [88]. A prospective cohort study dem-
onstrated that smokers have a decreased duration of
bleeding, and an increased daily amount of bleeding, in
particular within the first two days of menses, whereas
no difference in cycle length was found; these changes
were dose-dependent, with heavy smokers reporting the
more severe effects [89]. Conversely, a different pro-
spective cohort study reported that heavy smoking was
associated with an increased risk of shorter menstrual
cycles (less than 25 days), most likely due to shortening
of follicular phase; moreover, no significant association
was found with the risk of anovulation, although odds
were increased [90]. A cross-sectional study on women
interviewed about specific menstrual symptoms demon-
strated that both current and past-smokers had an in-
creased risk of pre-menstrual tension, irregular periods,
and heavy periods, with heavy smokers and women with
younger age at starting smoking being at the highest
risk [91]. The relationship between smoking and the
prevalence of dysmenorrhea has been largely investi-
gated. The majority of studies reported an increased risk
in smokers [92–94], and a dose-dependent and time-
dependent relationship with both active and passive
smoking [95, 96]; moreover, severe grade dysmenorrhea
was found to be more likely to occur in smokers, and
the severity of symptoms increased with the number of
cigarettes smoked per day [94]. In addition, few longitu-
dinal studies showed that smoking was associated to an
increased probability of having a longer duration of se-
vere pain within the menstrual cycle [89, 97], and to
moderately increased risk of suffering from chronic dys-
menorrhea [98]. Only few studies failed to find an asso-
ciation between smoking and the risk of dysmenorrhea
[99–101].
In conclusion, smoking seems not to be associated to

ovulatory dysfunction, despite an increased risk of oligo-
menorrhea and several menstrual symptoms.

Oviduct function
Ectopic pregnancy is thought to be determined by em-
bryo retention within the oviduct, due to oviductal dys-
function. Migration throughout the oviduct of oocyte
cumulus complex and embryo is required for proper
fertilization, and transfer of the embryo to the uterus, re-
spectively, and for subsequent implantation, and involves
a concerted ensemble of oviductal functions which com-
prises adhesion of oocyte cumulus complex to oviductal
epithelium, ciliary activity of epithelial cells, which gen-
erates oviductal fluid movement, which in turn promotes
the transfer of the embryo to the uterus, and oviductal
smooth muscle contraction, which also contributes to
embryo transport [102]; each of these functions might
be a specific target of cigarette smoke, therefore contrib-
uting to the occurrence of ectopic pregnancy. Large
case-control and population-based studies reported that
both active and passive smoking are associated to signifi-
cantly higher odds for ectopic pregnancy [103–106],
with significantly increased odds for one or more ectopic
pregnancies in active smokers during reproductive age,
and in non-smokers participants with the highest levels
of lifetime passive exposure, compared to non-smokers
with no passive exposure [103]. Moreover, smoking was
identified as a major risk factor for ectopic pregnancy
[104], although this finding should be interpreted with
caution, given that smoking has also been found to be
associated with other risk factors for ectopic pregnancy,
such as tendency to have multiple sexual partners and
pelvic inflammatory disease [107]. Experimental studies
investigating the mechanisms beneath the association of
smoking with ectopic pregnancy mainly focused on ovi-
ductal smooth muscle contraction, epithelium ciliary
beat frequency, oocyte adhesion to oviductal ciliated epi-
thelium, and oocyte pick-up rate. One study on women
of child-bearing age demonstrated that oviductal motility
is compromised by smoke inhalation, as assessed by
Rubin test [108]. Results from an experimental study on
oviducts collected from women undergoing hysterec-
tomy demonstrated that oviducts from smokers had a
significantly higher expression of PROKR1 [109], a G-
protein-coupled receptor involved in smooth muscle
contractility [110], which was also found to be overex-
pressed in women with ectopic pregnancy [109]. Experi-
mental studies in hamsters further corroborate the
detrimental effect of smoking on oviductal smooth
muscle cells contraction. In particular, inhalation of ei-
ther mainstream or side-stream smoke raising the serum
level of cotinine to concentrations mimicking those
reached in active or passive smokers, respectively, sig-
nificantly inhibited muscle contraction of the ampulla,
and slowed embryo transport throughout the oviduct, an
effect which was not completely reversed upon inhal-
ation withdrawal [111], and decreased the ratio of cili-
ated to secretory cells in the ampulla [112]. In addition,
experimental studies investigating the effects of smoke
extracts from several brands and types of cigarette, dem-
onstrated a dose-dependent inhibition of oviductal cil-
iary beat frequency and muscle contraction (by 30–98%),
and inhibition of oocyte pick-up rate (by 50–80% )[19].
Interestingly, side-stream smoke extract slightly in-
creased or had no effect on oviductal ciliary beat fre-
quency, although it was still able to reduce oocyte pick-
up rate [19], suggesting that different factors might be
responsible for smoke-induced decrease in oocyte pick
up. Indeed, an experimental in vitro study using the
hamster infundibular model, demonstrated that both
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mainstream and side-stream smoke extracts increased
adhesion of the oocyte cumulus complex to the tips of
the oviductal cilia, therefore affecting oocytes pick-up
rate [113], an effect which also contribute to delay or in-
hibit the transport throughout the oviduct, and poten-
tially increases the chance for ectopic implantation.
In conclusion, significantly higher odds for ectopic

pregnancy were found in smokers, which is probably
mediated by detrimental actions on oviductal smooth
muscle contraction.

Uterus receptivity and implantation
Uterine implantation involves a tight interaction be-
tween a receptive endometrium and a competent blasto-
cyst, and a properly and precisely timed remodelling of
endometrium is required prior to embryo arrival within
the uterus [114]; priming of endometrium might be af-
fected by an estrogen-deficient environment, or poor
corpus luteum development, which determine low endo-
metrial receptivity and implantation failure [114]. More-
over, trophoblast gene expression might have a
significant role in the interaction with endometrial lin-
ing, and damaged trophoblast may not succeed in im-
plantation [114]. Both endometrium receptivity and
trophoblast gene expression have been shown to be af-
fected by smoking, and current smoking was found to be
associated to delayed implantation [115]. A retrospective
study sought to determine the specific effect of smoking
on uterus receptivity, by excluding confounders, such as
the effect of smoking on ovary, oocyte quantity and
quality, embryo quality, and oviductal transport [116].
To this aim, the study investigated implantation rate and
pregnancy rate, after embryo transfer in oocyte donor
cycles, by restricting the analysis to oocyte donors with
known no-smoking or light smoking status (0-10 ciga-
rettes per day), and non-smoker husbands, to further ex-
clude the effect of passive smoking; the results of the
study demonstrated that both implantation and preg-
nancy rate were reduced in heavy smoker recipients,
compared to the joint non-smoker and light smoker
group of recipients, although only changes in pregnancy
rate were significant [116]. Consistently, experimental
studies demonstrated that human endometrial tissue
from smokers had a significantly decreased expression of
uterine receptivity markers, and the in vitro treatment
with cigarette smoke extract of endometrial stromal cells
significantly reduced the expression of these markers
[117], and treatment with smoke solution significantly
and dose-dependently decreased endometrial epithelial
cell proliferation, by interfering with nitric oxide (NO)-
mediated pathways [118]. Lastly, human uterine endo-
thelial cells incubated with smoke-conditioned medium
displayed aberrant expression and localization of mole-
cules involved in endothelial cell adhesion, and had
impaired morphology and migration potential, results
which suggested an effect of smoke on endometrial
angiogenesis [119]. Experimental studies on human tis-
sues suggested that maternal smoking also affects
trophoblast proliferation, migration and invasion, effects
which might justify the reduced implantation rate ob-
served in smokers. In particular, experimental studies on
first-trimester chorionic villi demonstrated that, in sam-
ples retrieved from mothers who smoked more than 20
cigarettes per day, the number of Ki67-positive cytotro-
phoblasts was dramatically decreased, hence indicating
that maternal smoking reduced mitotic index and pro-
gression of cell cycle [120]; moreover, floating villi dis-
played focal defects including absence of cytotrophoblast
stem cells, and thinner syncytium [120]. These results
suggested that maternal smoking induced a premature
depletion of the cytotrophoblast stem cell population
[120]. A different study demonstrated that maternal
smoking dose-dependently down-regulated the cytotro-
phoblast expression of selectin system, comprising cell
adhesion molecules involved in the connection between
the fetal portion of the placenta and the uterus, which is
required for proper migration and invasion of the uter-
ine cavity, and, therefore, implantation [121].
In conclusion, smoking affects both endometrium re-

ceptivity and cytotrophoblast proliferation, migration
and invasion, therefore determining delayed uterine
implantation.

Alcohol and female fertility
Alcohol abuse, conceived as either acute episodes of binge
drinking, or steady drinking, intended as daily chronic al-
coholism, represents a threat to human health, by increas-
ing the risk of several harmful conditions, such as injuries,
violence, poisoning, and of severe chronic diseases [5];
moreover, alcohol use and abuse during pregnancy exerts
well known detrimental effects on the fetus, including
miscarriage, stillbirth or fetal alcohol spectrum disorders
[3, 122]. The effects of alcohol consumption on the female
reproductive function and fertility are less described and
presently still pose more questions than answers. Most
studies compared the differential effect of different rates
(low, moderate, high) of alcohol consumption, whereas
others focused on a specific level of intake, by mainly ad-
dressing the effects of moderate intake of alcohol; never-
theless, heterogeneity of classification has to be carefully
accounted, which is based on highly discordant cut-off
values for alcohol intake categories, and on the choice of
different units for intake measurement, with only a minor-
ity of studies routinely applying the “gram”, and a majority
of studies quoting the more elastic variable of “drink”,
therefore making it challenging to determine a standard-
ized threshold for consumption extent and frequency.
Moreover, most studies did not distinguish between binge
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and steady drinking, or addressed the occurrence of hang-
over, which might be relevant if large loads of alcohol are
consumed during the fertile timeframe of the menstrual
cycle. Lastly, the effects of alcoholism on fertility should
be considered with caution, since chronic liver disease per
se plays a relevant role on the female reproductive func-
tion. A graphical summary of the main effects of alcohol
on the reproductive function in women is depicted in Fig.
2.

Female fertility
Observational studies evaluating the impact of alcohol
consumption on female natural fertility provide conflict-
ing results, although the majority of studies reported
lack of a correlation, whereas studies on assisted
reproduction are more consistent, and suggest a detri-
mental effect of alcohol on ART outcomes; only few
studies specifically investigated fertility outcomes in al-
cohol abusers. A large prospective cohort study evalu-
ated the relationship between alcohol consumption and
hospitalization for pregnancy outcomes and infertility
examinations, by reporting an increased risk of undergo-
ing to infertility examination with high (more than 140 g
per week) alcohol intake [123]. A major bias of the study
included the lack of information on smoking habits, to-
gether with the fact that estimates on alcohol consump-
tion was in most cases collected several years before
conception. Consistently with these results, however, a
retrospective population-based study reported increased
time to pregnancy in women with high (more than 7
drinks per week) alcohol consumption [124]. A different
Fig. 2 Graphical summary of the main effects of alcohol consumption on t
associated to higher estrogens and lower progesterone levels, effects med
hepatic oxidation of estradiol to estrone; increase of aromatase activity; dec
cholesterol uptake; decreased expression of luteinizing hormone (LH) hum
cells. Alcohol consumption is associated to reduced oviductal smooth mus
ectopic pregnancy rate, and to reduced cytotrophoblast proliferation, and
associated to irregular menstrual cycles and ovulatory dysfunction
prospective cohort study on couples seeking first time
pregnancy demonstrated an inverse dose-dependent re-
lationship between alcohol consumption and odds of fe-
cundability [125]. Moreover, a reduction of more than
50% in the conception rate was reported in a menstrual
cycle during which participants had consumed alcohol
(1-90 g per week) [126]. Lastly, one case-control study
addressing the impact of alcohol consumption on female
infertility, as stratified by cause of infertility, demon-
strated that both moderate (0-1 drinks per day) and high
(more than 1 drink per day) alcohol consumption signifi-
cantly increased the risk of ovulatory infertility [127]. By
contrast, numerous studies highlighted that alcohol con-
sumption was unrelated to female infertility, by report-
ing consistent results across different study designs and
assessed endpoints. A large population-based cohort
study suggested that consumption of any amount of al-
cohol (0-7+ drinks per week) was unrelated to infertility
among younger women, although it was a significant
predictor for infertility among women above age 30
[128]. A different study based on data retrieved from a
case-control study on risk factors for spontaneous abor-
tion, found no differences in the occurrence of difficulty
in conception, defined as taking two or more years to
conceive or receiving medical treatment for infertility, in
women with moderate (1-3 drinks per day) alcohol con-
sumption [129]. A more recent prospective cohort study
focusing on ovulatory infertility, further confirmed the
lack of a relationship between alcohol consumption and
the risk of infertility, a result which persisted in sensitiv-
ity analyses accounting for different types of alcoholic
he reproductive function in women. Alcohol consumption is
iated by both ovarian and extra-ovarian actions, including: decreased
reased hepatic conversion of pregnenolone to progesterone; reduced
an chorionic gonadotropin (hCG) receptors expression in granulosa
cle cells contractility, although apparently not resulting in increased
increased cytotrophoblast apoptosis. Alcohol consumption is



Angelis et al. Reproductive Biology and Endocrinology           (2020) 18:21 Page 10 of 26
beverages, including wine, beer and spirits [130]. A
population-based case-control study on fertile women
and women with any cause of primary infertility, found
no significant changes in the average time to conception
across levels of alcohol consumption (0-5+ drinks per
week) [131]; these findings were also confirmed in a
retrospective study on pregnant women, which failed to
detect any association of alcohol consumption at any
level (0.5-14+ drinks per week) with increased time to
pregnancy, in nulliparous women, although a very mod-
est borderline significant association was found in par-
ous women with high alcohol consumption (14+ drinks
per week) [132]. Lastly, a prospective cohort study fo-
cused on the impact of lifestyle factors on fertility dem-
onstrated that pregnancy rate was not affected by
alcohol intake, independently from the level of con-
sumption (less than 5-10+ drinks per week) [133]. The
two most recent studies investigating the relationship
between alcohol consumption and female fertility
attempted to determine the relative contribution of dif-
ferent types of alcoholic beverages to the putative risk of
infertility. A case-control study [134] nested within the
‘Seguimiento Universidad de Navarra’ (SUN) cohort, a
prospective cohort of Spanish university graduates en-
rolled by the multipurpose SUN project [135], investi-
gated the relationship between self-reported difficulty in
getting pregnant and alcohol intake [134]; the study in-
cluded women reporting difficulty in getting pregnant
and women which did not consult due to difficulty in
conceiving and had at least one child during follow-up,
and reported no association between self-reported diffi-
culty in getting pregnant and alcohol intake (0-5+ drinks
per week), a result which persisted irrespective to the
type of alcoholic beverage [134]. A prospective cohort
study enrolled women naïve to fertility treatment and
followed until pregnancy or start of fertility treatment,
or until the end of observation for a maximum of 12
menstrual cycles; no significant changes were reported
in fecundability ratios across alcohol consumption levels
(1-14+ drinks per week), compared to no alcohol con-
sumption [136]. Moreover, compared with no alcohol
intake, the consumption of only wine (≥3 drinks per
week), only beer (≥ 3 drinks per week), or only spirits
(≥2 drinks per week) did not significantly change fecund-
ability ratios [136]. Lastly, a different cohort study sug-
gested that wine drinkers had a slightly reduced risk of
time to pregnancy of more than 12 months, compared
to both non-drinkers and consumers of beer or spirits
[137]. Moreover, no association was reported between
beer drinking and risk of time to pregnancy of more
than 12 months, whereas a J-shaped relationship was
found for spirits, with a decreased risk in the moderate
intake group, and increased risk in the higher intake
group [137]. A case-control study in women with a
diagnosis of alcoholism and a control group of non-
alcohol abuser women with depression, both hospital-
ized at a psychiatric clinic, reported a non-significant
difference in number of pregnancies between the groups
[138]. Clinical studies investigating the relationship be-
tween alcohol consumption and ART outcomes are
scant. A prospective cohort study on women enrolled in
ART demonstrated that alcohol consumption during the
year before the technique was negatively associated with
the number of oocyte retrieved and any documented al-
cohol consumption during the month preceding the
technique tended to increase the risk of not achieving a
pregnancy, although this trend was not significant [139].
These findings were confirmed by a cross-sectional
study investigating the impact of lifestyle interventions,
due to upcoming infertility treatment, in women en-
rolled in ART; the results of the study demonstrated that
women who abstained from drinking or reduced alcohol
intake had increased odds of becoming pregnant, com-
pared to women who maintained their habitual alcohol
consumption prior to ART [140]. Additionally, a dose-
dependent negative effect of alcohol consumption on
embryo quality [141, 142], and reduced odds for blasto-
cyst formation [142] were also detected. The discrepancy
between findings on the impact of alcohol consumption
on natural fertility and assisted reproduction are harsh
to address, due to highly heterogeneous study designs,
proxy reporting of exposure, and non-standardized as-
sessment and quantification of exposure to alcohol, limi-
tations affecting both types of studies; moreover,
misalignment of results may be generated by the exist-
ence of extremely scarce investigations in the ART cat-
egory, probably due to the high motivation in achieving
a pregnancy in women enrolled in ART programs, which
likely reduced the number of women reporting alcohol
consumption prior to ART.
In conclusion, the majority of studies suggest that al-

cohol consumption might be unrelated to natural fertil-
ity, whereas a consistent detrimental effect of alcohol
consumption has been reported in ART outcomes.

Ovarian reserve
Observational and experimental studies in humans and
animal models investigating the effects of alcohol con-
sumption on folliculogenesis and oogenesis are scant.
Experimental studies on animals are fairly limited, due
to the scarcity of suitable models of alcohol consump-
tion; nevertheless, ovotoxicity of alcohol intake has been
reported, although the exact mechanisms underlying
such an effect, and whether it implies a local action on
the ovary or a central action on the HPO axis has still to
be completely elucidated. Human studies provided inad-
equate results and further investigation is still required
to definitely clarify whether alcohol consumption has
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any definite direct effect on the ovary. Scarce observa-
tional studies investigated the relationship between alco-
hol consumption and primordial follicle pool, ovarian
reserve, or the risk of POF, and findings have remained
inconclusive so far, although either no association [61,
143–147] or a positive association [148–152] between al-
cohol consumption and older age at menopause has
been reported. Alcohol intake was found to be not asso-
ciated with serum AMH and FSH levels in a large cross-
sectional study [47], nor to age-specific AMH percentiles
in a large population-based study [42], suggesting that
alcohol consumption might not be involved in follicle
atresia, nor might affect the number or function of an-
tral follicles, although a different small study showed sig-
nificantly increased serum FSH levels, and a decreased
number of antral follicles, in moderate drinkers com-
pared to non-drinkers [153]. Similarly, a prospective co-
hort study on women undergoing ART failed to detect
any relationship between alcohol consumption and
serum AMH levels and small AFC [48], therefore cor-
roborating the assumption of the lack of an effect of al-
cohol consumption on the antral follicle cohort. More
importantly, a cross-sectional study on pre-menopausal
women undergoing incidental oophorectomy at the time
of hysterectomy, demonstrated that cumulative alcohol
consumption, measured as drink-years calculated as
average drinks per day multiplied by years of alcohol
use, was positively associated with ovarian NGF count
[46]; in particular, women reporting light (0-1 drink-
years) and moderate (1–3 drink-years) alcohol intake
had increased NGF counts, whereas women with high
(more than 3 drink-years) intake only displayed a trend
to an increase, compared to women with no intake of al-
cohol [46]. Moreover, sensitivity analyses performed by
stratifying results based on the recency of alcohol con-
sumption, highlighted that women with both current
(consumption within previous year) and past (no con-
sumption within previous year, but positive history of
consumption) alcohol consumption had increased NGF
counts [46]. These results are in line with those studies
reporting delayed menopause in alcohol users, compared
to non-users [148–152]. Taken together, these studies
might suggest that alcohol consumption at adulthood
positively impacts on primordial follicle pool and has no
effect on antral follicles; nevertheless, these studies did
not account for prenatal alcohol exposure, occurring
within an exceptionally sensitive timeframe, coinciding
with ovarian development and primordial follicle pool
formation, which might represent a strong limitation of
studies. A longitudinal, population-based birth cohort
study focusing on the impact of in utero exposure to
parental alcohol consumption, found that neither mater-
nal nor paternal alcohol intake during pregnancy was re-
lated to serum AMH levels in daughters, as assessed at
adolescence [60]; these results on trans-generational al-
cohol exposure, might either suggest that in utero alco-
hol exposure might have, theoretically, a negligible or no
effect on primordial follicle pool development, and,
therefore, ovarian reserve markers at adolescence, or, on
the other hand, simply confirm the lack of effect of alco-
hol exposure on antral follicle cohort, as claimed by
studies on adult alcohol exposure [42, 47, 48]. Anyhow,
the gap between in utero exposures and any assessment
performed later in life might represent a source of over-
looked confounders: no studies so far coupled in utero
exposure to alcohol with a direct measurement of prim-
ordial follicle pool; therefore, validation is needed to def-
initely clarify whether a putative link between alcohol
consumption and the status of primordial follicle cohort
exists. Lastly, case-control studies investigating pre-
menopausal risk factors related to POF failed to find any
association between alcohol consumption and the occur-
rence of POF [61, 62]. Experimental in vivo studies in-
vestigating the direct effects of ethanol administration
on human ovarian cells are lacking. Nevertheless, one
in vitro study on human granulosa cells demonstrated
that ethanol treatment had no direct toxic effects, at the
tested concentrations, therefore suggesting that granu-
losa cell viability, a crucial factor which may impact on
follicle development, might not be affected by alcohol
[154]. Experimental in vivo studies on genetically modi-
fied UCh strain rats, an animal model for alcoholism se-
lectively manipulated to generate animals with a
differential preference and tolerance to 10% ethanol bev-
erage, and comprising ethanol drinker (UChB) displaying
higher, and low-ethanol drinker (UChA) displaying
lower tolerance, have been widely used to assess the ef-
fects of alcohol on different alcoholism-related diseases;
nevertheless, the effects of alcohol consumption on folli-
culogenesis, oogenesis and ovarian reserve are extremely
scarce. One study demonstrated that both UChB and
UChA females had a significantly reduced number of
primordial follicles, compared to control animals, with
UChA females displaying the most severe reduction
[155]. Moreover, follicle atresia was found in both UCh
strains, although significantly increased atresia was only
evidenced in UChB animals, compared to controls, and
was markedly detected in antral follicles [155]. Lastly, an
experimental in vivo study in a different strain of rats
subjected to chronic ethanol administration, suggested
that local ethanol metabolism within the ovary increased
susceptibility to oxidative stress, which might in turn in-
duce tissue damage, therefore suggesting a local action
of ethanol on ovarian structure [156]. Taken together,
these results suggest that ethanol affects folliculogenesis
and oogenesis, in vivo, nevertheless, dissecting the impli-
cation of local actions on the ovary or central actions on
the HPO axis requires further investigation.
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In conclusion, human studies provided inadequate re-
sults to definitely clarify whether alcohol consumption
has any effect on ovarian aging and/or ovarian reserve.

Steroidogenesis
Observational, interventional and experimental studies
demonstrated that even moderate alcohol consumption
and acute alcohol administration affect the endocrine pro-
file in women of reproductive age, by elevating, and sup-
pressing, estrogens and progesterone levels, respectively;
the mechanisms underlying these endocrine effects are still
to be completely elucidated; nevertheless, proposed mecha-
nisms include a decreased rate of hepatic estradiol oxida-
tion and an increased aromatization of testosterone to
estradiol, a decreased rate of hepatic conversion of preg-
nenolone to progesterone and reduced uptake of choles-
terol, and a dose-dependent and time-dependent decrease
in LH/human chorionic gonadotropin (hCG) receptors in
granulosa cells, therefore involving both ovarian and extra-
ovarian actions of alcohol [157]. Opposite endocrine effects
were reported in alcohol abusers, which displayed reduced
estrogens and increased progesterone levels compared to
non-alcohol abusers. A major role in estrogens-related and
progestins-related endocrine derangement induced by alco-
hol has to be ascribed to the liver, in particular in the case
of chronic alcohol consumption, with changes in steroid
hormones occurring before liver damage has appeared;
nevertheless, in cases of alcoholism determining severe liver
damage, disentangle a selected effect of alcohol on estro-
gens and progestins metabolism from the general effects of
liver disease is quite puzzling, therefore dampening the re-
sults presented by studies on alcoholism [158]. An observa-
tional prospective cohort study attempted to address the
relationship between alcohol consumption and estradiol
levels, by trying to minimize intra-individual variability and
circadian hormone variations by repeating hormone meas-
urement twice, at a one-year interval, within the same
phase and on the same day of the menstrual cycle, and at
the same hour of the day, by also accounting for other con-
founders [159]. The results of the study demonstrated that
women who consumed alcohol had significantly higher
serum levels of total estradiol, compared with abstainers,
when estradiol levels were analysed as average of two mea-
surements over a year [159]; moreover, when stratifying
women according to alcohol intake categories, estradiol
serum levels were found to be higher in the higher-intake
categories, suggesting a dose-dependent effect, although dif-
ferences in estradiol levels among different strata did not
reach statistical significance [159]. Observational studies
specifically addressing the impact of alcoholism on estro-
gens and progesterone levels attained inconsistent findings.
In particular, two prospective studies conducted in alcohol
abusers vs. non-alcohol abusers found no significantly dif-
ferent levels of estradiol and estrone, although opposite
trends, specifically, higher [160], or lower [161] levels were
reported, in alcohol abusers vs. non-alcohol abusers; the
same studies highlighted that alcoholism did not signifi-
cantly change progesterone levels, although progesterone
levels tended to be higher in the follicular phase of the
menstrual cycle [160], and lower in the mid-cycle [160] and
luteal phase of the menstrual cycle [160, 161], in alcohol
abusers. Conversely, a different case-control study demon-
strated that estradiol levels were significantly reduced, and
progesterone levels were significantly increased, in alcohol
abusers, as compared to non-alcohol abusers [158]. Dis-
crepancies among studies in alcohol abusers might be
accounted by differences in the definition of alcoholism, in
the amount of alcohol consumed, and in the age of partici-
pants. Moreover, none of these studies took into consider-
ation the circadian variations of hormones levels. Lastly,
although these studies were performed in alcohol abusers
in absence of overt liver damage, a contribution of liver dys-
function on the observed endocrine derangements can’t be
completely disregarded. An interventional study on healthy
women subjected to acute administration of ethanol solu-
tion (0.695 g/kg), prepared with 40% beverage ethanol
(vodka), and administered during the follicular phase of the
menstrual cycle over a 19 minutes interval, demonstrated
that acute administration of alcohol significantly increased
plasma estradiol levels within minutes from alcohol admin-
istration [162]; these findings were in line with previous re-
ports from similar studies performed during the mid-luteal
phase of the menstrual cycle [163], but were in contrast
with a previous study on pregnant women with alcohol
abuse reporting reduced estradiol levels [164], therefore
suggesting a dose-dependent, biphasic, effect of alcohol in-
take on estrogens, or, again, a contribution of liver dysfunc-
tion to decreased estradiol levels in alcohol abusers. The
mechanisms beneath the acute response to moderate alco-
hol ingestion have not been fully addressed in humans,
nevertheless, the rapidity of estradiol surge potentially rules
out the hypothesis of an effect of alcohol on aromatase ac-
tivity and testosterone aromatization to estradiol, which has
only been demonstrated in a long-term chronic setting of
alcohol ingestion, in men [165] and male animal models
[166], and indirectly postulated in experimental in vitro
studies on human granulosa cells [167]; more likely, a role
for the decrease in the liver NAD+/NADH ratio caused by
increased ethanol hepatic metabolism might be hypothe-
sized, indeed, in these conditions, hepatic estradiol to es-
trone oxidation is less favored, and might determine
estradiol accumulation [157, 162]. Consistently, a different
interventional study on healthy women subjected to acute
administration of ethanol solution (0.4g/kg), prepared as
8% ethanol in lingonberry juice, demonstrated that intake
of alcohol significantly increased and decreased plasma tes-
tosterone and androstenedione levels, respectively, reflect-
ing a reduced liver oxidation of androgens [168]. These
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results corroborate the implication of hepatic steroids me-
tabolism as the mechanisms driving the alcohol-induced in-
crease in estrogens levels; on the other hand, the excess of
testosterone might also represent a stimulus to push hep-
atic aromatase activity toward increased estradiol produc-
tion, nevertheless, this mechanism has not been validated
in interventional or experimental in vivo studies so far. A
different interventional study performed across six consecu-
tive menstrual cycles evaluated the effects of moderate alco-
hol consumption on pooled plasma and urinary estrogens
levels, at different time-points within the menstrual cycle,
in the attempt to detect differential changes in estrogens
levels, according to different phases of the menstrual cycle
[169]. Alcohol consumption was set as 30 g of ethanol per
day, for three consecutive menstrual cycles, with ethanol
withdrawal for the last three cycles. The hormonal assess-
ment showed significantly increased plasma levels of es-
trone and estradiol, and urinary levels of estradiol during
the periovulatory phase, whereas, in the luteal phase, a sig-
nificant increase in urinary levels of estrone, estradiol and
estriol were found [169]. These results further strengthen
the evidence of a link between alcohol consumption and in-
creased estrogens levels. Moreover, in the specific experi-
mental setting, the lack of changes in the excretion of
estrogens catabolites pinpoints to increased estrogens pro-
duction, rather than variations in estrogens clearance [169].
Conversely, an observational prospective cohort study
across a single monitored menstrual cycle, failed to find any
association between self-reported alcohol consumption and
pooled plasma estrogens levels, in any of the menstrual
cycle phases [170]; nevertheless, the pattern of alcohol in-
take was not accounted for, in this study, in which the me-
dian weekly alcohol intake was 51 g [170], therefore,
discrepancies between the two studies might be due to dif-
ferent experimental settings. Lastly, the alcohol-induced in-
crease in estrogens levels has been also shown in post-
menopausal women, and has been shown to enhance the
effects of estrogen replacement therapy and to maintain es-
trogens levels, after medication removal [157]. Interven-
tional human studies suggested that alcohol ingestion
might have adverse effects on progesterone production. A
study on women subjected to acute administration of etha-
nol solution (0.34-1.02 g/kg), demonstrated that intake of
alcohol significantly decreased progesterone levels, although
no dose-dependent effects were detected [171]. Moreover,
two different studies found that alcohol ingestion signifi-
cantly inhibited progesterone raise during the early follicu-
lar phase of the menstrual cycle in women receiving
naltrexone [172], and during the luteal phase of the men-
strual cycle in women receiving hCG [173]. The hypothe-
sized mechanism driving the observed alcohol-induced
progesterone suppression implies a reduced rate of hepatic
conversion of pregnenolone to progesterone, an enzymatic
process which might be adversely affected by the decreased
liver NAD+/NADH ratio caused by increased ethanol hep-
atic metabolism [172]. Experimental in vitro studies on hu-
man luteinized granulosa cells confirmed the stimulatory
effect of alcohol on estradiol production. In particular,
treatment with ethanol at different concentrations induced
a dose-dependent increase in basal estradiol secretion by
reaching a significant increase at 20 mM [154]; neverthe-
less, ethanol concentrations above 20 mM did not further
increase estradiol secretion by granulosa cells, therefore
supporting the hypothesized biphasic action of ethanol ob-
served in vivo. Increased aromatase activity has been indir-
ectly proposed as the driving mechanisms of increased
basal estradiol production, since ethanol treatment was
shown to significantly increase estradiol levels, in the pres-
ence of androstenedione excess [167]. Moreover, at a low
concentration of 5 mM, ethanol significantly enhanced
FSH-induced estradiol secretion, but this effect was not
observed at higher concentrations of ethanol [154]; con-
versely, ethanol dose-dependently and significantly de-
creased LH-induced estradiol secretion [154]. The same
in vitro study on human luteinized granulosa cells
highlighted comparable effects of ethanol treatment on
progesterone secretion; in particular, a weak although sig-
nificant increase in basal progesterone secretion, an incon-
sistent effect on FSH-induced progesterone secretion, and
a significant decrease in LH-induced progesterone secre-
tion [154]. Further in vitro experiments showed that etha-
nol treatment induced a significant dose-dependent and
time-dependent decrease in LH/hCG receptors in granu-
losa cells, therefore explaining the observed effects of
ethanol on LH-induced estradiol and progesterone secre-
tion [154]. These experimental results suggest that ethanol
might exert direct and indirect effects on ovarian steroido-
genesis by potentially acting at two different levels,
namely, increased aromatization of androgens, and de-
creased LH/hCG receptors expression, therefore stimulat-
ing basal estrogens secretion while simultaneously
reducing the ovarian response to LH stimulation on estra-
diol and progesterone synthesis. These results might also
address the inhibitory effect of alcohol ingestion on
naltrexone-stimulated and hCG-stimulated progesterone
production observed in clinical studies. Lastly, an in vitro
study on human cytotrophoblast cells isolated from
normal-term placenta demonstrated that ethanol treat-
ment dose-dependently decreased progesterone secretion,
by possibly blocking the trafficking of cholesterol within
cytotrophoblast cells organelles [174]; nevertheless, the
exact mechanisms beneath this action are still unclear,
and need further investigation.
In conclusion, alcohol consumption has been associ-

ated to derangements of the endocrine function, me-
diated by both ovarian and extra-ovarian actions,
although mechanisms underlying the endocrine effects
are still to be completely elucidated, in particular in
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moderate drinkers, displaying higher estrogens and
lower progesterone levels, whereas a more complex
and opposite profile occurs in alcohol abusers, with a
prominent role of non-specific interference of chronic
alcoholism, and therefore general liver dysfunction in
such endocrine picture.

Ovulation and menstrual cycle
Observational and experimental studies suggest that al-
cohol consumption might affect puberty, although a
more consistent effect has only been shown in animal
models. The specific effects of alcoholism on menstrual
cyclicity and ovulation are difficult to address, in the
presence of overt alcoholic liver disease, which might in-
dependently affect these functions; conversely, observa-
tional and experimental studies demonstrated that even
moderate alcohol consumption might disrupt menstrual
cycling in female humans and animals, by inducing a
variety of menstrual cycle disorders, including irregular
menstrual cycles and anovulation. The HPO axis has
been identified as a main target of alcohol, and hypothal-
amic dysfunction has been pointed out as a primary site
of action, determining decreased LH levels, and driving
ovulatory dysfunction and menstrual cycle disorders, in-
cluding luteal phase insufficiency. Scant investigation
has been performed in humans, in mother-daughter
couples, addressing the impact of prenatal alcohol ex-
posure on age at menarche; two studies reported that
low to moderate alcohol consumption during pregnancy
had no effect on the timing of puberty of female descen-
dants [175, 176], a result which was also observed in
mothers reporting at least one binge drinking episode,
defined as having more than eight drinks in a night or
day, during pregnancy [175]. Conversely, an earlier study
showed that heavy drinking during pregnancy was re-
lated to delayed puberty onset in female daughters,
which showed a trend to late menarche [177]. Several
observational studies investigated the relationship be-
tween alcohol consumption at adulthood and menstrual
cycle disorders and menstrual symptoms. Observational
studies in alcohol abusers are scarce, and provide no
substantial insights into the specific effects of chronic
high intake of alcohol on menstrual cycle disorders; in-
deed, it is known that ovulatory dysfunction and men-
strual cycle disorders are associated to chronic liver
disease [178], and amenorrhea, anovulation and luteal
phase dysfunction appear to be overrepresented in
women with alcohol abuse-induced liver damage, due to
aberrant estrogens metabolism and HPO axis misalign-
ment [179, 180], therefore, disentangle a specific effect
of alcohol consumption from an overall effect of liver
disease and general health impairment is quite challen-
ging in studies involving alcohol abusers, unless investi-
gation is replicated in women prior to liver damage. A
dated case-control study reported a significantly in-
creased frequency of irregular menstrual cycles in alco-
hol abusers, although the results were not controlled for
relevant confounders including smoke and drug abuse,
which significantly differed in the case and control
groups [181]. A different case-control study evaluating
the impact of active alcoholism on the menstrual pattern
demonstrated that menstrual cycle length and menstrual
flow were unrelated to the duration of alcohol abuse,
and the average menstrual cycle length did not differ,
whereas average duration of the menstrual flow was sig-
nificantly shorter, in alcohol abusers vs. non-alcohol
abusers [182]. Moreover, greater fluctuations in cycle
length and duration of menstrual flow were reported
during active alcohol abuse, compared to non-alcohol
abusers; in particular, maximal and minimal cycle length
were significantly longer and shorter, respectively, and
minimal duration of the menstrual flow was significantly
shorter, whereas no differences were noted in maximal
duration of the menstrual flow [182]. Furthermore, the
occurrence of menstrual cycle disorders was significantly
more frequent in alcohol abusers vs. non-alcohol
abusers, and mainly included metrorrhagia, whereas no
differences were reported in the frequency of oligomen-
orrhea, hypermenorrhea, hypomenorrhea, polymenor-
rhea and polymenorrhagia [182]. Lastly, a different study
reported two cases of menses cessation after 3-7 months
of heavy drinking, which occurred in absence of signifi-
cant liver disease [183]. Further studies attempted to de-
termine the mechanisms driving alcohol-induced
menstrual cycle disorders in non-cirrhotic alcohol
abusers, and reported that serum levels of FSH and LH
were similar in the alcohol abusers and non-alcohol
abusers throughout the menstrual cycle [160, 161], sug-
gesting that heavy alcohol drinking might have only
minor effects on the secretion of gonadotropins, in ab-
sence of a frank liver injury, and that the hypogonado-
tropic hypogonadism observed in the amenorrheic
women with alcoholic liver cirrhosis might be more
dependent on liver injury than on chronic alcohol con-
sumption as such [160, 161]; nevertheless these results
might be interpreted with caution, considering the small
sample size of studies. The majority of studies failed to
find any association between alcohol consumption and
dysmenorrhea [93, 95, 99, 100], although a prospective
cohort study reported that consuming alcohol more than
once per week was associated to an increased probability
of having a longer duration of severe pain within the
menstrual cycle [97]. A national survey on a representa-
tive sample of healthy women investigated the relation-
ship between alcohol consumption and the probability
of reporting one or more menstrual cycle disorders and
symptoms, among pre-menstrual discomfort, dysmenor-
rhea and heavy menstrual flow [184]. The results of the
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study demonstrated that alcohol consumption dose-
dependently increased the probability of reporting men-
strual cycle problems; moreover, a significant association
between episodes of binge drinking and increased
reporting of menstrual cycle problems was found [184].
Additionally, a different and more recent study investi-
gating the relationship between the level of alcohol in-
take over three consecutive weeks of alcohol availability,
demonstrated that 50% of women defined as social
drinkers (~3.84 drinks per day) and 60% of heavy
drinkers (~7.81 drinks per day) had significant distur-
bances of the menstrual cycle, compared to occasional
drinkers (~1.22 drinks per day), and to social drinkers
consuming less than 3 drinks per day [185]; the most
prominent abnormality found in social drinkers was
anovulation, which was associated to reduced levels of
LH [185]. Interestingly, an interventional study on
healthy women administered luteinizing hormone releas-
ing hormone (LHRH) and ethanol solution (0.694 g/kg),
demonstrated that alcohol ingestion had no effect on
LHRH-stimulated LH secretion, in both the early follicu-
lar and mid-luteal phase of the menstrual cycle [186],
suggesting an intact hypothalamus-pituitary crosstalk,
and that alcohol intake might affect LH secretion from
the pituitary by acting upstream to the pituitary; anyhow,
these endocrine actions of alcohol might potentially pre-
vent LH surge and ovulation, by leading to luteal phase
dysfunction. Nevertheless, the results of a large pro-
spective cohort study did not support the notion that
consuming alcohol affects ovulatory function to the
point of increasing the frequency of infertility due to
ovulation disorders [130], although the lack of an effect
on fertility might result as a net balance between delayed
menopause and impaired ovulation. Overall, ovulatory
and menstrual dysfunction might be more prominent
than expected in women with moderate alcohol con-
sumption, and melt off the reliability of findings from
studies on alcohol abusers, which seemed to suggest no
effect of alcohol on gonadotropins; indeed, although the
primary site of action of alcohol within the HPO axis
has not been clearly indicated by human studies, experi-
mental in vivo studies in both rats and monkeys demon-
strated an alcohol-induced reproductive disruption
similar to that seen in humans and provided further in-
sights into the mechanisms beneath the effects of alco-
hol intake on puberty onset, ovulatory dysfunction and
estrous and menstrual cycle disorders, by suggesting a
central action of alcohol on the hypothalamic function.
Pioneering in vivo studies on prenatally exposed rodents
and pre-pubertal rodents demonstrated that chronic
ethanol administration caused deferred puberty, as re-
vealed by late vaginal opening and absent or irregular es-
trous cycles, changes which were accompanied by
suppressed serum estrogens, LH, and insulin-like growth
factor 1 (IGF-1) levels [187–191]. Studies in pre-pubertal
non-human primates similarly reported that chronic
ethanol administration affected pubertal hormonal acti-
vation; in particular, suppressed serum levels of estro-
gens and LH were reported, along with suppression of
the night-related increase in serum growth hormone
(GH) levels, which was expected in late juvenile develop-
ment, and these changes were paralleled by a decrease in
serum IGF-1 levels and irregular monthly pattern of
menstruation [192]. Further studies traced back to both
LHRH-LH-estrogens and growth hormone releasing
hormone (GHRH)-GH-IGF-1 axes as major targets of al-
cohol [190, 193], and demonstrated that alcohol might
exert inhibitory actions indirectly, via diminished IGF-1
neuroendocrine signaling, which, in turn, affects in an
integrative and bidirectional manner the functionality of
both axes, and, directly, at the hypothalamic level, via in-
hibition of the synthesis and release of LHRH, by inter-
ference with kisspeptins, and via inhibition of GHRH
release [190, 193]. An additional role of alcohol in de-
layed puberty, by means of increased opioid restraint on
pubertal progression has also been hypothesized [187].
Besides the effects of alcohol on the complex neuroen-
docrine and endocrine networking occurring prior to,
and orchestrating, the onset of puberty, and consistently
with human studies, alcohol exposure at even acute and
moderate levels was reported to affect ovulatory function
and estrous and menstrual cyclicity in in vivo studies on
animal models. Experimental studies in rats demon-
strated that acute administration of ethanol at moderate
doses or at doses mimicking binge drinking significantly
disrupted normal estrous cycling, blocked the proestrous
LH surge and ovulation, and significantly reduced serum
estrogens and progesterone levels [194–196], although
strain differences were noted in the degree of ovulatory
dysfunction and normal cyclicity in chronic exposure
studies [197]. Additional experiments attempted to de-
termine whether ethanol-induced LH surge suppression
was driven by estrogens deprivation and subsequently
prevented positive feedback on the hypothalamus, or by
direct actions at the hypothalamic-pituitary level [194];
the results of the study demonstrated that acute ethanol
administration maintained its inhibitory effects on LH
surge in ovariectomized females administered estrogens,
therefore disproving the hypothesis of an indirect effect
evoked by the lack of estrogens-driven positive feedback,
whereas exogenous administration of LHRH to ethanol-
treated animals restored LH secretion and ovulation, in-
dicating a central action of ethanol on hypothalamic
LHRH synthesis or secretion [194]. Similar results were
replicated in studies on non-human primates, which fur-
ther reported alcohol-induced suppression of basal LH,
decreased number and frequency of LH pulses, and de-
layed or absent LH surge, in estrogens repleted,
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ovariectomized, monkeys [198, 199]; therefore strongly
corroborating the centrality of the hypothalamus-
pituitary crosstalk in ovulatory and menstrual dysfunc-
tion, in models of alcohol intoxication. These neuroen-
docrine findings are consistent with menstrual cycle
disruptions observed in a primate model of alcoholism
[200, 201], and consistently resume aberrations found in
alcohol-dependent women [183] and social drinkers
[185, 186].
In conclusion, moderate alcohol consumption is sug-

gested to affect the onset of puberty and regular men-
strual cycling, and to increase the rate of anovulatory
cycles, although the exact mechanisms in humans have
not been definitely clarified.

Oviduct function
Observational and experimental studies addressing the re-
lationship between alcohol consumption and the occur-
rence of ectopic pregnancy, and the effects of alcohol
consumption or intake on oviduct function are extremely
scarce, and no clear evidence has been provided so far. A
dated case-control study reported that regular alcohol
consumption was unlikely to represent a predisposing fac-
tor to ectopic pregnancy, based on the similar incidence of
alcohol use between women with ectopic pregnancy and a
control group comprising women with intra-uterine preg-
nancies planned to continue to term and intra-uterine
pregnancies deliberately interrupted [202]. A more recent
large prospective cohort study evaluated the relationship
between alcohol consumption and hospitalization for
pregnancy outcomes and infertility examinations, by
reporting no significant differences in the risk of ectopic
pregnancy across alcohol consumption categories, which
included non-drinkers plus low consumers, moderate con-
sumers, and high consumers, based on qualitative ques-
tionnaires [123]. Lastly, a case-control study in women
with a diagnosis of alcoholism and a control group of
non-alcohol abusers with depression, both hospitalized at
a psychiatric clinic, reported a non-significant difference
in number of ectopic pregnancies between the groups
[138]. Although no sufficient amount of observational data
exists to definitely establish whether alcohol consumption
might be linked to the occurrence of ectopic pregnancy,
experimental studies in humans and animal models sug-
gested that alcohol intake during early pregnancy affects
oviduct function and embryo transport. An experimental
study on human fallopian tubes obtained from salpingec-
tomy for ectopic pregnancy and hysterectomy or postpar-
tum sterilization samples demonstrated that in vitro
treatment with ethanol significantly and reversibly inhib-
ited frequency and amplitude of spontaneous contractions
of both ampulla and isthmus smooth muscle, an effect
which was accompanied by a significant increase in NO
synthase expression and in NO content; these effects were
attenuated in the presence of a NO synthase competitive
inhibitor [203]. Moreover, in vivo acute (74 hours) expos-
ure experiments on female mice selected for the presence
of vaginal plugs, and treated with ethanol (4g/kg/day) at
different time-points after vaginal plug detection, demon-
strated that acute intake of ethanol at early pregnancy
stage significantly delayed embryo transport within the
oviduct and early embryo development, as demonstrated
by the recovery of a larger number of embryos at the 2-
cell, 4-cell and morula stages at day 4 of pregnancy, and
by the presence of asynchronous development [203]; these
aberrations were mostly rescued by co-treatment with a
NO synthase competitive inhibitor, therefore suggesting
that NO pathway and inhibition of oviductal smooth
muscle contractions might have mediated ethanol-
induced defects [203]. In a similar setting, a chronic (30
days) exposure to ethanol (4g/kg/day) determined the de-
struction of the oviductal epithelium in the isthmus re-
gion, whereas the epithelium lining of the ampulla region
was disorganized, with loss of ciliated epithelial cells and
breakdown of ciliary structure [203], therefore suggesting
that, other than smooth muscle, ciliated epithelium might
be a target of ethanol toxicity within the oviduct.
In conclusion, alcohol consumption seems unrelated

to ectopic pregnancy, although experimental studies in
humans suggest that it might affect oviductal smooth
muscle contraction.

Uterus receptivity and implantation
Chronic alcohol consumption during pregnancy is
known to be associated with severe detrimental effects
on the fetus [3, 122]; nevertheless, the effects of alcohol
consumption around peri-conceptional and pre-
implantation period potentially affecting development of
the embryo prior to placental development and/or im-
plantation itself or uterus receptivity is unclear. Human
studies specifically addressing this issue are lacking,
mostly due to difficulties in reporting precisely the
amount of alcohol consumed during this definite period;
however, mechanistic insights are provided by in vitro
studies. In vivo studies in animal models trying to ad-
dress the effects of ethanol on uterine physiology and
pre-implantation events have been unsatisfactory so far,
since administration methods itself elicited responses
which might independently affect outcomes, therefore
acting as potential confounders, which included ethanol-
induced reduction of caloric intake leading to undernu-
trition, and stress response via activation of glucocortic-
oid pathway [204]. Alcohol is able to enter into uterine
lumen, where it may directly affect the developing pre-
implantation embryo [205]. Noteworthy, several experi-
mental in vitro studies on pre-implantation mouse and
porcine embryos highlighted dose-dependent biphasic
effects of alcohol, with low doses shown to speed-up
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pre-implantation morphogenesis, mediated by calcium-
induced enhanced cavitation, cell proliferation, blasto-
cyst outgrowth and precocious differentiation [204], and,
as opposite, high doses shown to disturb embryo devel-
opment, as evidenced by increased apoptosis, reduced
total cell number, and reduced blastocyst formation and
hatching [204]. Moreover, direct effects of ethanol have
also been examined in cultured human cytotrophoblasts,
which demonstrated reduced cell proliferation [206],
likely determined by induction of apoptosis [207, 208].
Lastly, experimental studies in human undifferentiated
embryonic stem cells treated with ethanol demonstrated
DNA hypermethylation, with downregulation of stem
cell maintenance markers including Oct4, Nanog and
Sox2 [209]; nevertheless, whether ethanol might pass
into the blastocoel and reach the embryonic stem cells
in vivo has not been determined so far.
In conclusion, studies on alcohol consumption and

uterus receptiveness and/or implantation in humans are
scarce, although experimental in vitro studies suggest
that alcohol might exert detrimental effects on cytotro-
phoblast development and pre-implantation events.

Drug addiction and female fertility
Drug addiction represents a serious concern, being associ-
ated to a wide range of short-term and long-term, direct
and indirect effects on human health, depending on the
specific drug or drugs, route of administration, and fre-
quency of use or abuse [210]. Despite the well character-
ized effects on other domains of human health, and the
evidence that the consumption of addictive drugs during
pregnancy poses real risks to the developing fetus and
neonate, the effects on female reproductive function and
fertility of drug addiction, and, even less, of drug use at
lower levels, have been scantly investigated in clinical ob-
servational studies [3, 210], the majority of studies focus-
ing on marijuana, which is the most commonly abused
drug worldwide, whose psychoactive component is Δ9-
tetrahydrocannabinol (Δ9-THC) [211], whereas other ad-
dictive drugs have been disregarded. Moreover, an explicit
association between selected addictive drugs and specific
reproductive effects is severely dampened by the predom-
inance of multi-drug consumption, by the heterogeneity
in levels and patterns of use, and by the presence of con-
founding factors represented by the general health conse-
quences of addiction, which include multiple debilitating
stressors, overall unhealthy lifestyle, and poor decision
making, which might independently affect reproductive
outcomes and fertility. Lastly, some studies have suggested
that addictive women are also more prone to attitudes
which might represent a confounder in the assessment of
fertility potential and pregnancy rate, such as risky sexual
behaviours, more frequent intercourses, and adolescent
pregnancy [212, 213]. Most of the evidence on the
reproductive effects of addictive drugs has been retrieved
from experimental studies in animal models, which were
mostly focused on marijuana.

Marijuana
Few observational studies assessed the effects of marijuana
on ovulatory function and menstrual cycle in humans, and
reported controversial results, due to heterogeneity in study
design, selection of women with occasional or chronic
marijuana use, lack of control for the amount of marijuana
at each dose and/or for the simultaneous use of different
drugs. A population-based case-control study on women
with ovulatory dysfunction and women with tubal infertil-
ity, and age-matched fertile women, demonstrated that
marijuana significantly increased the risk of ovulatory infer-
tility [214], although a different population-based case-
control study on women with any cause of primary infertil-
ity surprisingly demonstrated that the average time to con-
ception was significantly shorter for women who had used
marijuana regularly [131]. A prospective cohort study inves-
tigating the effects of marijuana on menstrual cycle disor-
ders reported an association between occasional marijuana
use and longer follicular phase of the menstrual cycle,
resulting in delayed ovulation, and a slightly elevated rate of
anovulatory cycles [215]. The study also reported no effect
of marijuana on luteal phase length [215]. Conversely, a dif-
ferent study demonstrated that chronic marijuana use was
associated to an increased percentage of menstrual cycles
with a shorter luteal phase and, in line with different stud-
ies, to an increased rate of anovulatory cycles [216]. Studies
on the effects of marijuana on the HPO axis are scarce; the
results of these studies demonstrated that an acute inhaled
dose of marijuana suppressed serum LH levels during the
luteal, but not follicular phase of the menstrual cycle [217,
218]. Interestingly, a significant increase of serum LH levels
was reported following marijuana inhalation during the
periovulatory phase [219]. Experimental studies in animal
models, mostly rhesus monkeys, subjected to acute, sub-
chronic and chronic dosing of Δ9-THC, clearly identified
HPO axis disruption as the mechanisms underlying the dis-
turbance of ovulatory function and menstrual cycle by
marijuana. An in vivo study in rhesus monkeys demon-
strated that a single injection of Δ9-THC during the mid-
luteal phase of the menstrual cycle decreased serum proges-
terone levels, an effect which was reversed by the adminis-
tration of hCG [220], suggesting that the effect of Δ9-THC
was mediated by suppression of gonadotropin release from
the pituitary, rather than a local effect on the ovary. This as-
sumption was consistent with previous findings from an
in vivo study on ovariectomized rhesus monkeys, which
demonstrated that a single injection of Δ9-THC decreased
serum levels of both LH and FSH [221]. Studies with sub-
chronic Δ9-THC administration demonstrated a differential
susceptibility of menstrual cycle phases to the effects of Δ9-
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THC; specifically, daily injections throughout the luteal
phase of the menstrual cycle failed to affect serum proges-
terone levels, and to affect luteal phase length [222],
whereas a similar treatment regimen throughout the fol-
licular phase was shown to increase menstrual cycle length,
to decrease estrogen and progesterone serum levels, to dis-
rupt follicular development, and to inhibit LH surge and
prevent ovulation, therefore increasing the rate of anovula-
tory cycles, effects which were reversed by mid-cycle go-
nadotropin administration [223]. Studies with chronic Δ9-
THC administration by 3 injections per week throughout
several consecutive menstrual cycles strongly decreased
serum levels of estradiol, progesterone and LH, and blocked
ovulation and menses; nevertheless, animals developed tol-
erance to Δ9-THC, and these effects were overcame with
time [224]. Additional experimental studies aimed at fur-
ther characterizing the endocrine effects of Δ9-THC pro-
vided robust evidence that the hypothalamus, rather than
the pituitary, is the specific target within the HPO axis re-
sponsible for dropping of serum gonadotropins levels upon
treatment; indeed, Δ9-THC-induced decrease of gonadotro-
pins levels was efficiently recovered by the administration
of exogenous gonadotropin releasing hormone (GnRH)
[221], suggesting that the pituitary maintained responsive-
ness to hypothalamic hormones in the presence of Δ9-
THC. Lastly, Δ9-THC failed to suppress GnRH secretion
in vitro [225], therefore, modulation of neuronal stimuli
inhibiting GnRH release, rather that inhibition of GnRH re-
lease into the pituitary portal vasculature has been pro-
posed as the mechanism of Δ9-THC action at the
hypothalamic level [226, 227].
In conclusion, marijuana seems to induce disturbance

of ovulatory function and menstrual cycle, leading to in-
creased ovulatory infertility rate, effects which are pro-
posed to be mediated by central actions at the
hypothalamic level, as suggested by in vitro studies and
studies in animal models.

Other addictive drugs
Few observational studies and experimental studies in
animals have been performed, concerning the relation-
ship between cocaine and female fertility, whereas only
one observational study has been performed on heroin
addicts, and the effects of methamphetamine have been
scantly investigated in experimental studies in animal
models.
A population-based case-control study on women with

ovulatory dysfunction and women with tubal infertility,
and age-matched fertile women demonstrated that co-
caine significantly increased the risk of primary tubal in-
fertility [214]. A different and larger population-based
case-control study on fertile women and women with
any cause of primary infertility demonstrated that co-
caine did not modify the risk for infertility, and that the
average time to conception was significantly shorter and
the risk of conceiving was significantly increased (as
assessed restrictively in live-born pregnancies), for
women who had ever used cocaine than for women who
had never used cocaine [131]. Although reporting op-
posite results, both studies had inherent limitations
linked to the retrospective design, which included recall
biases, lack of information concerning the quantity and
frequency of cocaine use, and the recency of cocaine use
relative to conception; therefore, a dose-dependent rela-
tionship could not be evaluated, and further studies are
required to draw definitive conclusions. Experimental
in vivo studies in rats demonstrated that chronic treat-
ment with subcutaneous injections of 1-20 mg/kg/day
cocaine induced a dose-dependent impairment of es-
trous cyclicity, and that, at 20 mg/kg cocaine, estrous
cycle disruption was permanent, even after discontinu-
ation of treatment [228]; moreover, serum LH levels and
ovulation rate were significantly reduced by treatment
with 10 and 20 mg/kg/day cocaine, whereas cocaine had
no effect on serum levels of FSH [228]. These results
were confirmed by in vivo studies in rhesus monkeys,
which reported significantly impaired menstrual cyclicity
and increased rate of anovulation, upon chronic cocaine
self-administration sessions; moreover, over 25% of men-
strual cycles remained anovulatory during cocaine with-
drawal [229]. The mechanism underlying the observed
alterations of estrous and menstrual cyclicity and de-
crease in LH levels might include either direct inhibition
of LH release from the pituitary, or an indirect action on
ovarian hormones, and subsequent impairment of the
feedback loop on the pituitary. Nevertheless, in vivo
studies on rhesus monkeys demonstrated that acute
treatment with intravenous injections of cocaine signifi-
cantly increased LH levels [230], and significantly en-
hanced exogenous LHRH-induced stimulation of LH
secretion from the pituitary [231], therefore suggesting
that cocaine does not directly suppress the hypothalamus-
pituitary crosstalk. Conversely, one in vivo study on rats
injected intraperitoneally with 15 mg/kg cocaine, thrice a
day, for one day, demonstrated that cocaine significantly
increased serum progesterone levels, although progester-
one returned to baseline after three hours [232], suggest-
ing that this change was an acute effect of cocaine
administration. Nevertheless, a different in vivo study on
rats investigating the reciprocal interactions among ovar-
ian hormones, hypothalamus-pituitary-adrenal axis, and
responses to cocaine, demonstrated that a single intraperi-
toneal injection of 15 mg/kg cocaine increased progester-
one secretion in sham-adrenalectomized, but not in
adrenalectomized rats, pinpointing to an extra-ovarian
source of cocaine-induced progesterone secretion [233],
and suggesting that adrenally-derived progesterone might
contribute to cocaine-induced inhibition of LH release by
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negative feedback mechanisms. Lastly, an in vivo study in
mice subjected to chronic treatment with 40 mg/kg co-
caine administered by 2 subcutaneous daily injections,
demonstrated that treated animals had significantly de-
layed puberty, and were impregnated at older ages than
controls, but cocaine treatment had no discernible effects
on their offspring [234]. Only one very dated study evalu-
ated the effects of heroin addiction on female fertility, by
retrieving records on women addicts from mixed sources,
including women included in previous studies assessing
different endpoints, women seeking for assistance at late
pregnancy, and prisoners incarcerated during pregnancy
and attending clinics for heroin withdrawal and delivery.
The results of the study demonstrated that amenorrhea
invariably occurred in heroin addicts with an addiction
history of 1 to 4 months, whereas menstrual cyclicity was
restored upon withdrawal [235]. One experimental in vivo
study on rats treated by daily subcutaneous injections of 5
mg/kg methamphetamine, for approximately nine weeks,
starting prior to pregnancy and throughout lactation, dem-
onstrated that there was a significant difference in the regu-
larity of the estrous cycle in methamphetamine-treated
animals, compared to controls, with methamphetamine-
treated females cycling irregularly in 100% cases, although
no differences were found in the incidence of successful
pregnancy and litter size [236]; nevertheless, gestation was
significantly longer in methamphetamine-treated animals,
and a trend toward a lower incidence of successful delivery
was found [236]. Conversely, a different in vivo study on
mice treated by intraperitoneal injections of 5 mg/kg
methamphetamine, once a day for three consecutive days
per week, from the 21st postnatal day for eight consecutive
weeks, demonstrated that there was no significant differ-
ence in the regularity of the estrous cycle, between
methamphetamine-treated and untreated animals [237].
Nevertheless, the results of the study demonstrated that
methamphetamine significantly reduced primordial folli-
cles pool and the percentage of growing follicles, and in-
creased follicle atresia [237], changes which were
accompanied by reduced expression of AMH, and in-
creased or decreased expression of pro- and anti-apoptotic
factors, respectively, within the ovary [237]. Lastly, in vitro
secretion of AMH, estradiol and progesterone was signifi-
cantly reduced, in ovarian granulosa cells isolated from
the methamphetamine-treated mice, although no obvious
morphological abnormalities were detected [237].
In conclusion, the most consistent effect of cocaine is

an increase in progesterone and a decrease in LH levels,
which are suggested to be driven by extra-ovarian pro-
duction of progesterone, namely, secretion by the ad-
renal gland, which in turn exerts negative feedback on
LH secretion, in in vivo studies in animals. These hor-
monal changes are likely connected to the impaired es-
trous and menstrual cyclicity and increased rate of
anovulation observed in treated animals. Experimental
in vitro studies on ovarian granulosa cells isolated from
treated animals demonstrate that methamphetamine re-
duces both estradiol and progesterone, suggesting a dir-
ect effect on ovarian steroidogenesis. No data are
available on the effects of heroin on steroidogenesis,
however, amenorrhea invariably occurs in heroin ad-
dicts, although menstrual cyclicity is recovered upon
withdrawal.

PCOS and endometriosis
The majority of observational studies addressing the re-
lationship between smoking and PCOS features, demon-
strated that smoking further increased androgens levels
in PCOS patients [238, 239], a result which is largely
consistent with the endocrine profile displayed by
healthy non-PCOS smokers, although biochemical
hyperandrogenism was not reflected by clinical hyperan-
drogenism [238, 239], whereas no effect was reported on
different clinical signs of PCOS, including acne, men-
strual disorders and oligo-anovulation [238, 239], neither
on polycystic ovary morphology or different ultrasound
parameters [238, 239]. Studies on in utero exposure to
parental smoke or alcohol consistently demonstrated
lack of an association between maternal smoking [240–
242] or alcohol consumption [243, 244] and the risk of
developing endometriosis in the female descendants;
interestingly, one study demonstrated a linear positive
association between indoor exposure to passive smoking
during childhood and the risk of endometriosis [245].
Metanalyses of studies on patients with clinically and/or
histologically diagnosed endometriosis provided no evi-
dence of an association between smoking at adulthood
and the risk of endometriosis, irrespective to smoking
status, amount of cigarettes smoked, and type of endo-
metriosis and study design [246], whereas an increased
risk of endometriosis in women reporting current, but
not former, alcohol consumption at adulthood was de-
scribed, in fertile but not infertile women [247]. More-
over, alcohol consumption was found to be associated to
an increased risk of deep endometriotic nodules, but not
peritoneal endometriosis [247].

Conclusions
Despite mounting interest on the impact of preventable
lifestyle-related factors on female reproductive function,
studies addressing the effects of smoke, alcohol and ad-
dictive drugs are still controversial, and inherent limita-
tions rule out the possibility to establish definitive
inference of causality. The majority of studies suggest
that natural fertility is decreased in current smokers and
prenatally smoke-exposed women, whereas alcohol con-
sumption seems to be unrelated to natural fertility, and
sparse and inconclusive data exist concerning addictive
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drugs. Moreover, relatively scant studies report a contro-
versial relationship between smoking and ART outcomes
and a more consistent detrimental effect of alcohol con-
sumption. Insufficient or no experimental investigation
has been performed so far, therefore, although targeted
actions have been reported, further studies are needed to
definitely identify the specific affected domains of the fe-
male reproductive function, and to clearly depict the
underlying mechanisms of reproductive toxicity. Obser-
vational studies suggest that smoking might affect ovar-
ian reserve markers, although the relationship between
smoking and POF is controversial; experimental studies
in humans suggest that an impairment of antral follicle
development and growth due to supportive granulosa
cells-directed toxicity, rather than primordial follicle
pool depletion, might mediate these effects. Observa-
tional, interventional and experimental studies in
humans demonstrate that smoke and moderate alcohol
consumption are associated to significant derangements
of the female endocrine profile, mediated by ovarian and
extra-ovarian actions; in particular, smokers are charac-
terized by lower estrogens and progesterone and higher
androgens levels, whereas moderate drinkers display
higher estrogens and lower progesterone levels. More-
over, despite an increased risk of oligomenorrhea and
menstrual symptoms, smoking seems not to be associ-
ated to ovulatory dysfunction, whereas moderate alcohol
consumption is suggested to affect the onset of puberty
and regular menstrual cycling, and to increase the rate
of anovulatory cycles. Studies on alcohol abusers report
inconsistent findings, due to heterogeneous definition of
alcoholism and non-specific interference of liver dys-
function on steroidogenesis, menstrual disorders and
ovulation. Observational studies highlight that smoking,
but not alcohol consumption, is associated to signifi-
cantly higher odds for ectopic pregnancy, although ex-
perimental studies in humans suggest that both might
affect oviductal smooth muscle contraction; moreover,
smoking affects both endometrium receptivity and cyto-
trophoblast proliferation, migration and invasion, there-
fore determining delayed uterine implantation, whereas
evidences of a direct effects of ethanol administration on
cytotrophoblast are only provided by few experimental
studies. Observational studies on the effects of addictive
drugs on steroidogenesis and ovulatory function are
sparse and fragmented. The most consistent effect of
marijuana is a menstrual cycle phase-dependent decrease
of progesterone and LH levels, and an increased rate of
anovulatory cycles, which might explain the observed
association between marijuana and ovulatory infertility.
As opposite, the most consistent effect of cocaine is an
increase in progesterone and a decrease in LH levels. No
data are available on the effects of heroin on steroido-
genesis; nevertheless, amenorrhea invariably occurs in
addicted women, although menstrual cyclicity is recov-
ered upon heroin withdrawal.
Lastly, studies specifically addressing the relationship

between smoking and two major causes of infertility,
namely, PCOS and endometriosis, suggest that, except
for exacerbated biochemical, but not clinical, hyperan-
drogenism, smoking might not affect clinical signs or
ovarian morphology, in PCOS patients; moreover, smok-
ing seems to be unrelated to the risk of endometriosis,
independently from the timing of exposure or amount of
cigarettes smoked, although passive smoking during
childhood might increase the risk. Conversely, alcohol
consumption is associated to an increased risk of devel-
oping endometriosis, with relevant differences concern-
ing current vs. former alcohol consumption, fertility
status, and differential diagnosis of deep endometriotic
nodules vs. peritoneal disease. Taken together, available
data suggest that each of the described, preventable, un-
healthy habits, might affect some domains of the female
reproductive function, although these aberrations are
not precisely reflected by definite effects on fertility, in
some cases, due to heterogeneity or scarcity of investiga-
tion; considering that more questions than answers still
characterize the effects of smoke, alcohol and addictive
drugs on female fertility, relinquishing of these modifi-
able risk factors is robustly warranted.

Abbreviations
ACTH: Adrenocorticotropic hormone; AFC: Antral follicle count; AMH: Anti-
müllerian hormone; ART: Assisted reproductive technologies; FSH: Follicle
stimulating hormone; GH: Growth hormone; GHRH: Growth hormone
releasing hormone; GnRH: Gonadotropin releasing hormone; hCG: Human
chorionic gonadotropin; HPO: Hypothalamus-pituitary-ovary; LH: Luteinizing
hormone; LHRH: Luteinizing hormone releasing hormone; NGF: Non-growing
follicle; NO: Nitric oxide; PCOS: Polycystic ovary syndrome; POF: Premature
ovarian failure; SHBG: Sex hormone binding globulin; Δ9-THC: Δ9-
tetrahydrocannabinol

Acknowledgements
Not applicable.

Authors' contributions
CdA conceived and developed the manuscript in all its aspects, performed
the literature search, critically wrote the manuscript, conceived and prepared
tables and figures. AN substantially contributed to the writing, and revised
the manuscript. FG and CP contributed to literature search and manuscript
preparation. AS, AC, CDD, DG and FS contributed to the writing of, and
critically revised, epidemiological sections. CA and AI provided a significant
expert contribution in the scientific content revision process. AC critically
reviewed and revised the manuscript. RP is the principal investigator, helped
conceive and supervised the manuscript drafting, critically reviewed and
revised it for important intellectual content. All authors read and approved
the final manuscript.

Funding
Not applicable.

Availability of data and materials
Literature search results are available from the authors on reasonable
request.

Ethics approval and consent to participate
Not applicable.



Angelis et al. Reproductive Biology and Endocrinology           (2020) 18:21 Page 21 of 26
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Since Prof. Pivonello and Prof. Colao served as Guest Editor of the thematic
series "The Influence of Environment and Lifestyle on Human Fertility", peer
review of the present manuscript was handled by another member of the
Reproductive Biology and Endocrinology editorial board.

Author details
1I.O.S. & COLEMAN Srl, Naples, Italy. 2Dipartimento di Medicina Clinica e
Chirurgia, Università “Federico II” di Napoli, Via Sergio Pansini 5, 80131
Naples, Italy. 3FERTISEXCARES Centro di Andrologia, Medicina della
Riproduzione e della Sessualità Maschile e Femminile, Università “Federico II”
di Napoli, Naples, Italy. 4Dipartimento di Sanità Pubblica, Università “Federico
II” di Napoli, Naples, Italy. 5Department of Experimental Medicine, Faculty of
Medicine and Dentistry, University of Rome “Sapienza”, viale Regina Elena
324, 00162 Roma, Italy. 6Department of Neuroscience, Reproductive
Medicine, Odontostomatology, University of Naples Federico II, Naples, Italy.
7Cattedra Unesco “Educazione alla salute e allo sviluppo sostenibile”,
Università “Federico II” di Napoli, Naples, Italy.

Received: 14 May 2018 Accepted: 21 January 2020

References
1. Fertility Rates http://data.worldbank.org/indicator/SP.DYN.TFRT.IN [https://

data.worldbank.org/indicator/SP.DYN.TFRT.IN].
2. Zegers-Hochschild F, Adamson GD, Dyer S, Racowsky C, de Mouzon J, Sokol

R, Rienzi L, Sunde A, Schmidt L, Cooke ID, et al. The International Glossary
on Infertility and Fertility Care, 2017. Hum Reprod. 2017;32:1786–801.

3. Health NCCfWsaCs. Fertility: Assessment and Treatment for People with
Fertility Problems. In Fertility: Assessment and Treatment for People with
Fertility Problems. London: National Institute for Health and Clinical
Excellence: Guidance; 2013.

4. Centers for Disease C, Prevention. State-specific smoking-attributable
mortality and years of potential life lost--United States, 2000-2004. MMWR
Morb Mortal Wkly Rep. 2009;58:29–33.

5. Alcohol Use and Your Health [https://www.cdc.gov/alcohol/fact-sheets/
alcohol-use.htm].

6. Commonly Abused Drugs Charts [https://www.drugabuse.gov/drugs-abuse/
commonly-abused-drugs-charts].

7. Clausson B, Cnattingius S, Axelsson O. Preterm and term births of small for
gestational age infants: a population-based study of risk factors among
nulliparous women. Br J Obstet Gynaecol. 1998;105:1011–7.

8. Hughes EG, Brennan BG. Does cigarette smoking impair natural or assisted
fecundity? Fertil Steril. 1996;66:679–89.

9. Raymond EG, Cnattingius S, Kiely JL. Effects of maternal age, parity, and
smoking on the risk of stillbirth. Br J Obstet Gynaecol. 1994;101:301–6.

10. Kleinman JC, Pierre MB Jr, Madans JH, Land GH, Schramm WF. The effects of
maternal smoking on fetal and infant mortality. Am J Epidemiol. 1988;127:
274–82.

11. Anderson K, Nisenblat V, Norman R. Lifestyle factors in people seeking
infertility treatment - A review. Aust N Z J Obstet Gynaecol. 2010;50:8–20.

12. Nugnes R, Zito E, Mozzillo E, Camarca ME, Riccio MP, Terrone G, Melis D,
Bravaccio C, Franzese A. Good cognitive performances in a child with Prader-Willi
syndrome. Ital J Pediatr. 2013;39:74. https://doi.org/10.1186/1824-7288-39-74.

13. Mussa A, Russo S, De Crescenzo A, Freschi A, Calzari L, Maitz S, Macchiaiolo
M, Molinatto C, Baldassarre G, Mariani M, Tarani L, Bedeschi MF, Milani D,
Melis D, Bartuli A, Cubellis MV, Selicorni A, Cirillo Silengo M, Larizza L, Riccio
A, Ferrero GB. (Epi)genotype-phenotype correlations in Beckwith-
Wiedemann syndrome. Eur J Hum Genet. 2016;24(2):183–90. https://doi.org/
10.1038/ejhg.2015.88.

14. Health Effects of Cigarette Smoking [https://www.cdc.gov/tobacco/data_
statistics/fact_sheets/health_effects/effects_cig_smoking/index.htm].

15. Sansone A, Di Dato C, de Angelis C, Menafra D, Pozza C, Pivonello R, Isidori
A, Gianfrilli D. Smoke, alcohol and drug addiction and male fertility. Reprod
Biol Endocrinol. 2018;16:3.

16. Tobacco control [http://www.who.int/gho/tobacco/en/].
17. Practice Committee of the American Society for Reproductive M. Smoking
and infertility: a committee opinion. Fertil Steril. 2012;98:1400–6.

18. Budani MC, Tiboni GM. Ovotoxicity of cigarette smoke: A systematic review
of the literature. Reprod Toxicol. 2017;72:164–81.

19. Talbot P, Riveles K. Smoking and reproduction: the oviduct as a target of
cigarette smoke. Reprod Biol Endocrinol. 2005;3:52.

20. Dechanet C, Anahory T, Mathieu Daude JC, Quantin X, Reyftmann L,
Hamamah S, Hedon B, Dechaud H. Effects of cigarette smoking on
reproduction. Hum Reprod Update. 2011;17:76–95.

21. Waylen AL, Metwally M, Jones GL, Wilkinson AJ, Ledger WL. Effects of
cigarette smoking upon clinical outcomes of assisted reproduction: a meta-
analysis. Hum Reprod Update. 2009;15:31–44.

22. de Angelis C, Galdiero M, Pivonello C, Salzano C, Gianfrilli D, Piscitelli P,
Lenzi A, Colao A, Pivonello R. The environment and male reproduction: The
effect of cadmium exposure on reproductive function and its implication in
fertility. Reprod Toxicol. 2017;73:105–27.

23. Rzymski P, Tomczyk K, Rzymski P, Poniedzialek B, Opala T, Wilczak M. Impact
of heavy metals on the female reproductive system. Ann Agric Environ
Med. 2015;22:259–64.

24. Alviggi C, Guadagni R, Conforti A, Coppola G, Picarelli S, De Rosa P, Vallone
R, Strina I, Pagano T, Mollo A, et al. Association between intrafollicular
concentration of benzene and outcome of controlled ovarian stimulation in
IVF/ICSI cycles: A pilot study. Journal of Ovarian Research. 2014;7.

25. Augood C, Duckitt K, Templeton AA. Smoking and female infertility: a
systematic review and meta-analysis. Hum Reprod. 1998;13:1532–9.

26. Phipps WR, Cramer DW, Schiff I, Belisle S, Stillman R, Albrecht B, Gibson M,
Berger MJ, Wilson E. The association between smoking and female infertility
as influenced by cause of the infertility. Fertil Steril. 1987;48:377–82.

27. de Mouzon J, Spira A, Schwartz D. A prospective study of the relation
between smoking and fertility. Int J Epidemiol. 1988;17:378–84.

28. Baird DD, Wilcox AJ. Cigarette smoking associated with delayed conception.
JAMA. 1985;253:2979–83.

29. Bolumar F, Olsen J, Boldsen J. Smoking reduces fecundity: a European
multicenter study on infertility and subfecundity. The European Study
Group on Infertility and Subfecundity. Am J Epidemiol. 1996;143:578–87.

30. Laurent SL, Thompson SJ, Addy C, Garrison CZ, Moore EE. An epidemiologic
study of smoking and primary infertility in women. Fertil Steril. 1992;57:565–72.

31. Suonio S, Saarikoski S, Kauhanen O, Metsapelto A, Terho J, Vohlonen I. Smoking
does affect fecundity. Eur J Obstet Gynecol Reprod Biol. 1990;34:89–95.

32. Howe G, Westhoff C, Vessey M, Yeates D. Effects of age, cigarette smoking,
and other factors on fertility: findings in a large prospective study. Br Med J
(Clin Res Ed). 1985;290:1697–700.

33. Curtis KM, Savitz DA, Arbuckle TE. Effects of cigarette smoking, caffeine
consumption, and alcohol intake on fecundability. Am J Epidemiol. 1997;
146:32–41.

34. Jensen TK, Henriksen TB, Hjollund NH, Scheike T, Kolstad H, Giwercman A,
Ernst E, Bonde JP, Skakkebaek NE, Olsen J. Adult and prenatal exposures to
tobacco smoke as risk indicators of fertility among 430 Danish couples. Am
J Epidemiol. 1998;148:992–7.

35. Weinberg CR, Wilcox AJ, Baird DD. Reduced fecundability in women with
prenatal exposure to cigarette smoking. Am J Epidemiol. 1989;129:1072–8.

36. Ye X, Skjaerven R, Basso O, Baird DD, Eggesbo M, Cupul Uicab LA, Haug K,
Longnecker MP. In utero exposure to tobacco smoke and subsequent
reduced fertility in females. Hum Reprod. 2010;25:2901–6.

37. Sadeu JC, Hughes CL, Agarwal S, Foster WG. Alcohol, drugs, caffeine,
tobacco, and environmental contaminant exposure: reproductive health
consequences and clinical implications. Crit Rev Toxicol. 2010;40:633–52.

38. Neal MS, Hughes EG, Holloway AC, Foster WG. Sidestream smoking is
equally as damaging as mainstream smoking on IVF outcomes. Hum
Reprod. 2005;20:2531–5.

39. Sun L, Tan L, Yang F, Luo Y, Li X, Deng HW, Dvornyk V. Meta-analysis
suggests that smoking is associated with an increased risk of early natural
menopause. Menopause. 2012;19:126–32.

40. Schoenaker DA, Jackson CA, Rowlands JV, Mishra GD. Socioeconomic
position, lifestyle factors and age at natural menopause: a systematic review
and meta-analyses of studies across six continents. Int J Epidemiol. 2014;43:
1542–62.

41. Jung S, Allen N, Arslan AA, Baglietto L, Brinton LA, Egleston BL, Falk R,
Fortner RT, Helzlsouer KJ, Idahl A, et al. Demographic, lifestyle, and other
factors in relation to antimullerian hormone levels in mostly late
premenopausal women. Fertil Steril. 2017;107:1012–22 e1012.

http://data.worldbank.org/indicator/SP.DYN.TFRT.IN
https://data.worldbank.org/indicator/SP.DYN.TFRT.IN
https://data.worldbank.org/indicator/SP.DYN.TFRT.IN
https://www.cdc.gov/alcohol/fact-sheets/alcohol-use.htm
https://www.cdc.gov/alcohol/fact-sheets/alcohol-use.htm
https://www.drugabuse.gov/drugs-abuse/commonly-abused-drugs-charts
https://www.drugabuse.gov/drugs-abuse/commonly-abused-drugs-charts
https://doi.org/10.1186/1824-7288-39-74
https://doi.org/10.1038/ejhg.2015.88
https://doi.org/10.1038/ejhg.2015.88
https://www.cdc.gov/tobacco/data_statistics/fact_sheets/health_effects/effects_cig_smoking/index.htm
https://www.cdc.gov/tobacco/data_statistics/fact_sheets/health_effects/effects_cig_smoking/index.htm
http://www.who.int/gho/tobacco/en/


Angelis et al. Reproductive Biology and Endocrinology           (2020) 18:21 Page 22 of 26
42. Dolleman M, Verschuren WM, Eijkemans MJ, Dolle ME, Jansen EH,
Broekmans FJ, van der Schouw YT. Reproductive and lifestyle determinants
of anti-Mullerian hormone in a large population-based study. J Clin
Endocrinol Metab. 2013;98:2106–15.

43. Sowers MR, McConnell D, Yosef M, Jannausch ML, Harlow SD, Randolph JF
Jr. Relating smoking, obesity, insulin resistance, and ovarian biomarker
changes to the final menstrual period. Ann N Y Acad Sci. 2010;1204:95–103.

44. Plante BJ, Cooper GS, Baird DD, Steiner AZ. The impact of smoking on
antimullerian hormone levels in women aged 38 to 50 years. Menopause.
2010;17:571–6.

45. Cooper GS, Baird DD, Hulka BS, Weinberg CR, Savitz DA, Hughes CL Jr.
Follicle-stimulating hormone concentrations in relation to active and
passive smoking. Obstet Gynecol. 1995;85:407–11.

46. Peck JD, Quaas AM, Craig LB, Soules MR, Klein NA, Hansen KR. Lifestyle
factors associated with histologically derived human ovarian non-growing
follicle count in reproductive age women. Hum Reprod. 2016;31:150–7.

47. Kline J, Tang A, Levin B. Smoking, alcohol and caffeine in relation to two
hormonal indicators of ovarian age during the reproductive years. Maturitas.
2016;92:115–22.

48. Nardo LG, Christodoulou D, Gould D, Roberts SA, Fitzgerald CT, Laing I. Anti-
Mullerian hormone levels and antral follicle count in women enrolled in
in vitro fertilization cycles: relationship to lifestyle factors, chronological age
and reproductive history. Gynecol Endocrinol. 2007;23:486–93.

49. Freour T, Masson D, Dessolle L, Allaoua D, Dejoie T, Mirallie S, Jean M,
Barriere P. Ovarian reserve and in vitro fertilization cycles outcome
according to women smoking status and stimulation regimen. Arch
Gynecol Obstet. 2012;285:1177–82.

50. Fuentes A, Munoz A, Pommer R, Arguello B, Galleguillos A, Torres A, Jesam
C. Decreased anti-Mullerian hormone concentration in follicular fluid of
female smokers undergoing artificial reproductive techniques.
Chemosphere. 2012;88:403–6.

51. Alviggi C, Cariati F, Conforti A, De Rosa P, Vallone R, Strina I, Pivonello R, De
Placido G. The effect of FT500 Plus® on ovarian stimulation in PCOS women.
Reproductive Toxicology. 2016;59:40–4.

52. Budani MC, Carletti E, Tiboni GM. Cigarette smoke is associated with altered
expression of antioxidant enzymes in granulosa cells from women
undergoing in vitro fertilization. Zygote. 2017;25:296–303.

53. Sinko I, Morocz M, Zadori J, Kokavszky K, Rasko I. Effect of cigarette smoking
on DNA damage of human cumulus cells analyzed by comet assay. Reprod
Toxicol. 2005;20:65–71.

54. Shiloh H, Lahav-Baratz S, Koifman M, Ishai D, Bidder D, Weiner-Meganzi Z,
Dirnfeld M. The impact of cigarette smoking on zona pellucida thickness of
oocytes and embryos prior to transfer into the uterine cavity. Hum Reprod.
2004;19:157–9.

55. Zenzes MT, Wang P, Casper RF. Cigarette smoking may affect meiotic
maturation of human oocytes. Hum Reprod. 1995;10:3213–7.

56. Fowler PA, Childs AJ, Courant F, MacKenzie A, Rhind SM, Antignac JP, Le
Bizec B, Filis P, Evans F, Flannigan S, et al. In utero exposure to cigarette
smoke dysregulates human fetal ovarian developmental signalling. Hum
Reprod. 2014;29:1471–89.

57. Lutterodt MC, Sorensen KP, Larsen KB, Skouby SO, Andersen CY, Byskov AG.
The number of oogonia and somatic cells in the human female embryo
and fetus in relation to whether or not exposed to maternal cigarette
smoking. Hum Reprod. 2009;24:2558–66.

58. Hart R, Sloboda DM, Doherty DA, Norman RJ, Atkinson HC, Newnham JP,
Dickinson JE, Hickey M. Prenatal determinants of uterine volume and
ovarian reserve in adolescence. J Clin Endocrinol Metab. 2009;94:4931–7.

59. Ernst A, Kristensen SL, Toft G, Thulstrup AM, Hakonsen LB, Olsen SF, Ramlau-
Hansen CH. Maternal smoking during pregnancy and reproductive health of
daughters: a follow-up study spanning two decades. Hum Reprod. 2012;27:
3593–600.

60. Fraser A, McNally W, Sattar N, Anderson EL, Lashen H, Fleming R, Lawlor DA,
Nelson SM. Prenatal exposures and anti-Mullerian hormone in female
adolescents: the Avon Longitudinal Study of Parents and Children. Am J
Epidemiol. 2013;178:1414–23.

61. Chang SH, Kim CS, Lee KS, Kim H, Yim SV, Lim YJ, Park SK. Premenopausal
factors influencing premature ovarian failure and early menopause.
Maturitas. 2007;58:19–30.

62. Testa G, Chiaffarino F, Vegetti W, Nicolosi A, Caliari I, Alagna F, Bolis PF,
Parazzini F, Crosignani PG. Case-control study on risk factors for premature
ovarian failure. Gynecol Obstet Invest. 2001;51:40–3.
63. Progetto Menopausa Italia Study G. Premature ovarian failure: frequency
and risk factors among women attending a network of menopause clinics
in Italy. BJOG. 2003;110:59–63.

64. Sobinoff AP, Beckett EL, Jarnicki AG, Sutherland JM, McCluskey A, Hansbro
PM, McLaughlin EA. Scrambled and fried: cigarette smoke exposure causes
antral follicle destruction and oocyte dysfunction through oxidative stress.
Toxicol Appl Pharmacol. 2013;271:156–67.

65. Paixao LL, Gaspar-Reis RP, Gonzalez GP, Santos AS, Santana AC, Santos RM,
Spritzer PM, Nascimento-Saba CC. Cigarette smoke impairs granulosa cell
proliferation and oocyte growth after exposure cessation in young Swiss
mice: an experimental study. J Ovarian Res. 2012;5:25.

66. Lee HM, Kim CW, Hwang KA, Sung JH, Lee JK, Choi KC. Cigarette
smoke impaired maturation of ovarian follicles and normal growth of
uterus inner wall of female wild-type and hypertensive rats. Reprod
Toxicol. 2017;73:232–40.

67. Mai Z, Lei M, Yu B, Du H, Liu J. The effects of cigarette smoke extract on
ovulation, oocyte morphology and ovarian gene expression in mice. PLoS
One. 2014;9:e95945.

68. Jennings PC, Merriman JA, Beckett EL, Hansbro PM, Jones KT. Increased
zona pellucida thickness and meiotic spindle disruption in oocytes from
cigarette smoking mice. Hum Reprod. 2011;26:878–84.

69. Kilic S, Yuksel B, Lortlar N, Sertyel S, Aksu T, Batioglu S. Environmental
tobacco smoke exposure during intrauterine period promotes granulosa
cell apoptosis: a prospective, randomized study. J Matern Fetal Neonatal
Med. 2012;25:1904–8.

70. Camlin NJ, Sobinoff AP, Sutherland JM, Beckett EL, Jarnicki AG, Vanders RL,
Hansbro PM, McLaughlin EA, Holt JE. Maternal Smoke Exposure Impairs the
Long-Term Fertility of Female Offspring in a Murine Model. Biol Reprod.
2016;94:39.

71. Kapoor D, Jones TH. Smoking and hormones in health and endocrine
disorders. Eur J Endocrinol. 2005;152:491–9.

72. Soldin OP, Makambi KH, Soldin SJ, O'Mara DM. Steroid hormone levels
associated with passive and active smoking. Steroids. 2011;76:653–9.

73. Zhao J, Leung JY, Lin SL, Schooling CM. Cigarette smoking and testosterone
in men and women: A systematic review and meta-analysis of observational
studies. Prev Med. 2016;85:1–10.

74. Randolph JF Jr, Sowers M, Gold EB, Mohr BA, Luborsky J, Santoro N,
McConnell DS, Finkelstein JS, Korenman SG, Matthews KA, et al.
Reproductive hormones in the early menopausal transition: relationship to
ethnicity, body size, and menopausal status. J Clin Endocrinol Metab. 2003;
88:1516–22.

75. Sowers MF, Beebe JL, McConnell D, Randolph J, Jannausch M. Testosterone
concentrations in women aged 25-50 years: associations with lifestyle, body
composition, and ovarian status. Am J Epidemiol. 2001;153:256–64.

76. Gustafson O, Nylund L, Carlstrom K. Does hyperandrogenism explain lower
in vitro fertilization (IVF) success rates in smokers? Acta Obstet Gynecol
Scand. 1996;75:149–56.

77. Daniel M, Martin AD, Drinkwater DT. Cigarette smoking, steroid hormones,
and bone mineral density in young women. Calcif Tissue Int. 1992;50:300–5.

78. Shulman A, Ellenbogen A, Maymon R, Bahary C. Smoking out the
oestrogens. Hum Reprod. 1990;5:231–3.

79. Michnovicz JJ, Hershcopf RJ, Naganuma H, Bradlow HL, Fishman J.
Increased 2-hydroxylation of estradiol as a possible mechanism for the anti-
estrogenic effect of cigarette smoking. N Engl J Med. 1986;315:1305–9.

80. Jensen J, Christiansen C, Rodbro P. Cigarette smoking, serum estrogens, and
bone loss during hormone-replacement therapy early after menopause. N
Engl J Med. 1985;313:973–5.

81. Ruan X, Mueck AO. Impact of smoking on estrogenic efficacy. Climacteric.
2015;18:38–46.

82. Szostak-Wegierek D, Bjorntorp P, Marin P, Lindstedt G, Andersson B.
Influence of smoking on hormone secretion in obese and lean female
smokers. Obes Res. 1996;4:321–8.

83. Hautanen A, Manttari M, Kupari M, Sarna S, Manninen V, Frick MH,
Adlercreutz H. Cigarette smoking is associated with elevated adrenal
androgen response to adrenocorticotropin. J Steroid Biochem Mol Biol.
1993;46:245–51.

84. Barbieri RL, McShane PM, Ryan KJ. Constituents of cigarette smoke inhibit
human granulosa cell aromatase. Fertil Steril. 1986;46:232–6.

85. Vidal JD, VandeVoort CA, Marcus CB, Lazarewicz NR, Conley AJ. In vitro
exposure to environmental tobacco smoke induces CYP1B1 expression in
human luteinized granulosa cells. Reprod Toxicol. 2006;22:731–7.



Angelis et al. Reproductive Biology and Endocrinology           (2020) 18:21 Page 23 of 26
86. Thomas EJ, Edridge W, Weddell A, McGill A, McGarrigle HH. The impact of
cigarette smoking on the plasma concentrations of gonadotrophins, ovarian
steroids and androgens and upon the metabolism of oestrogens in the
human female. Hum Reprod. 1993;8:1187–93.

87. Whitcomb BW, Bodach SD, Mumford SL, Perkins NJ, Trevisan M, Wactawski-
Wende J, Liu A, Schisterman EF. Ovarian function and cigarette smoking.
Paediatr Perinat Epidemiol. 2010;24:433–40.

88. Hartz AJ, Kelber S, Borkowf H, Wild R, Gillis BL, Rimm AA. The association of
smoking with clinical indicators of altered sex steroids--a study of 50,145
women. Public Health Rep. 1987;102:254–9.

89. Hornsby PP, Wilcox AJ, Weinberg CR. Cigarette smoking and disturbance of
menstrual function. Epidemiology. 1998;9:193–8.

90. Windham GC, Elkin EP, Swan SH, Waller KO, Fenster L. Cigarette smoking
and effects on menstrual function. Obstet Gynecol. 1999;93:59–65.

91. Mishra GD, Dobson AJ, Schofield MJ. Cigarette smoking, menstrual symptoms
and miscarriage among young women. Aust N Z J Public Health. 2000;24:413–20.

92. Burnett MA, Antao V, Black A, Feldman K, Grenville A, Lea R, Lefebvre G,
Pinsonneault O, Robert M. Prevalence of primary dysmenorrhea in Canada. J
Obstet Gynaecol Can. 2005;27:765–70.

93. Kritz-Silverstein D, Wingard DL, Garland FC. The association of behavior and
lifestyle factors with menstrual symptoms. J Womens Health Gend Based
Med. 1999;8:1185–93.

94. Sundell G, Milsom I, Andersch B. Factors influencing the prevalence and severity
of dysmenorrhoea in young women. Br J Obstet Gynaecol. 1990;97:588–94.

95. Parazzini F, Tozzi L, Mezzopane R, Luchini L, Marchini M, Fedele L. Cigarette
smoking, alcohol consumption, and risk of primary dysmenorrhea.
Epidemiology. 1994;5:469–72.

96. Chen C, Cho SI, Damokosh AI, Chen D, Li G, Wang X, Xu X. Prospective
study of exposure to environmental tobacco smoke and dysmenorrhea.
Environ Health Perspect. 2000;108:1019–22.

97. Harlow SD, Park M. A longitudinal study of risk factors for the occurrence,
duration and severity of menstrual cramps in a cohort of college women. Br
J Obstet Gynaecol. 1996;103:1134–42.

98. Ju H, Jones M, Mishra GD. Smoking and trajectories of dysmenorrhoea
among young Australian women. Tob Control. 2016;25:195–202.

99. Unsal A, Ayranci U, Tozun M, Arslan G, Calik E. Prevalence of dysmenorrhea
and its effect on quality of life among a group of female university
students. Ups J Med Sci. 2010;115:138–45.

100. Nohara M, Momoeda M, Kubota T, Nakabayashi M. Menstrual cycle and
menstrual pain problems and related risk factors among Japanese female
workers. Ind Health. 2011;49:228–34.

101. Weissman AM, Hartz AJ, Hansen MD, Johnson SR. The natural history of
primary dysmenorrhoea: a longitudinal study. BJOG. 2004;111:345–52.

102. Li S, Winuthayanon W. Oviduct: roles in fertilization and early embryo
development. J Endocrinol. 2017;232:R1–R26.

103. Hyland A, Piazza KM, Hovey KM, Ockene JK, Andrews CA, Rivard C,
Wactawski-Wende J. Associations of lifetime active and passive smoking
with spontaneous abortion, stillbirth and tubal ectopic pregnancy: a cross-
sectional analysis of historical data from the Women's Health Initiative. Tob
Control. 2015;24:328–35.

104. Bouyer J, Coste J, Shojaei T, Pouly JL, Fernandez H, Gerbaud L, Job-Spira N.
Risk factors for ectopic pregnancy: a comprehensive analysis based on a
large case-control, population-based study in France. Am J Epidemiol. 2003;
157:185–94.

105. Chow WH, Daling JR, Weiss NS, Voigt LF. Maternal cigarette smoking and
tubal pregnancy. Obstet Gynecol. 1988;71:167–70.

106. Stergachis A, Scholes D, Daling JR, Weiss NS, Chu J. Maternal cigarette
smoking and the risk of tubal pregnancy. Am J Epidemiol. 1991;133:332–7.

107. Jonsson M, Karlsson R, Rylander E, Gustavsson A, Wadell G. The associations
between risk behaviour and reported history of sexually transmitted
diseases, among young women: a population-based study. Int J STD AIDS.
1997;8:501–5.

108. Neri A, Eckerling B. Influence of smoking and adrenaline (epinephrine) on
the uterotubal insufflation test (Rubin test). Fertil Steril. 1969;20:818–28.

109. Shaw JL, Oliver E, Lee KF, Entrican G, Jabbour HN, Critchley HO, Horne AW.
Cotinine exposure increases Fallopian tube PROKR1 expression via nicotinic
AChRalpha-7: a potential mechanism explaining the link between smoking
and tubal ectopic pregnancy. Am J Pathol. 2010;177:2509–15.

110. Evans J, Catalano RD, Morgan K, Critchley HO, Millar RP, Jabbour HN.
Prokineticin 1 signaling and gene regulation in early human pregnancy.
Endocrinology. 2008;149:2877–87.
111. DiCarlantonio G, Talbot P. Inhalation of mainstream and sidestream
cigarette smoke retards embryo transport and slows muscle contraction in
oviducts of hamsters (Mesocricetus auratus). Biol Reprod. 1999;61:651–6.

112. Magers T, Talbot P, DiCarlantonio G, Knoll M, Demers D, Tsai I, Hoodbhoy T.
Cigarette smoke inhalation affects the reproductive system of female
hamsters. Reprod Toxicol. 1995;9:513–25.

113. Gieseke C, Talbot P. Cigarette smoke inhibits hamster oocyte pickup by
increasing adhesion between the oocyte cumulus complex and oviductal
cilia. Biol Reprod. 2005;73:443–51.

114. Kim SM, Kim JS. A Review of Mechanisms of Implantation. Dev Reprod.
2017;21:351–9.

115. Jukic AM, Weinberg CR, Baird DD, Wilcox AJ. The association of maternal
factors with delayed implantation and the initial rise of urinary human
chorionic gonadotrophin. Hum Reprod. 2011;26:920–6.

116. Soares SR, Simon C, Remohi J, Pellicer A. Cigarette smoking affects uterine
receptiveness. Hum Reprod. 2007;22:543–7.

117. Sahin Ersoy G, Zhou Y, Inan H, Taner CE, Cosar E, Taylor HS. Cigarette
Smoking Affects Uterine Receptivity Markers. Reprod Sci. 2017;24:989–95.

118. Khorram O, Han G, Magee T. Cigarette smoke inhibits endometrial epithelial
cell proliferation through a nitric oxide-mediated pathway. Fertil Steril. 2010;
93:257–63.

119. Soghomonians A, Thirkill TL, Mariano NF, Barakat AI, Douglas GC. Effect of
aqueous tobacco smoke extract and shear stress on PECAM-1 expression
and cell motility in human uterine endothelial cells. Toxicol Sci. 2004;81:
408–18.

120. Genbacev O, McMaster MT, Lazic J, Nedeljkovic S, Cvetkovic M, Joslin R,
Fisher SJ. Concordant in situ and in vitro data show that maternal cigarette
smoking negatively regulates placental cytotrophoblast passage through
the cell cycle. Reprod Toxicol. 2000;14:495–506.

121. Zdravkovic T, Genbacev O, Prakobphol A, Cvetkovic M, Schanz A, McMaster
M, Fisher SJ. Nicotine downregulates the l-selectin system that mediates
cytotrophoblast emigration from cell columns and attachment to the
uterine wall. Reprod Toxicol. 2006;22:69–76.

122. Wilhoit LF, Scott DA, Simecka BA. Fetal Alcohol Spectrum Disorders:
Characteristics, Complications, and Treatment. Community Ment Health J.
2017;53:711–8.

123. Eggert J, Theobald H, Engfeldt P. Effects of alcohol consumption on female
fertility during an 18-year period. Fertility Sterility. 2004;81:379–83.

124. Mutsaerts MA, Groen H, Huiting HG, Kuchenbecker WK, Sauer PJ, Land JA,
Stolk RP, Hoek A. The influence of maternal and paternal factors on time to
pregnancy--a Dutch population-based birth-cohort study: the GECKO
Drenthe study. Hum Reprod. 2012;27:583–93.

125. Jensen TK, Hjollund NHI, Henriksen TB, Scheike T, Kolstad H, Giwercman A,
Ernst E, Bonde JP, Skakkebaek NF, Olsen J. Does moderate alcohol
consumption affect fertility? Follow up study among couples planning first
pregnancy. Brit Med J. 1998;317:505–10.

126. Hakim RB, Gray RH, Zacur H. Alcohol and caffeine consumption and
decreased fertility. Fertility Sterility. 1998;70:632–7.

127. Grodstein F, Goldman MB, Cramer DW. Infertility in Women and Moderate
Alcohol-Use. Am J Public Health. 1994;84:1429–32.

128. Tolstrup JS, Kjaer SK, Holst C, Sharif H, Munk C, Osler M, Schmidt L,
Andersen AMN, Gronbaek M. Alcohol use as predictor for infertility in a
representative population of Danish women. Acta Obstetricia Et
Gynecologica Scandinavica. 2003;82:744–9.

129. Parazzini F, Chatenoud L, Di Cintio E, La Vecchia C, Benzi G, Fedele L.
Alcohol consumption is not related to fertility in Italian women. Brit Med J.
1999;318:397.

130. Chavarro JE, Rich-Edwards JW, Rosner BA, Willett WC. Caffeinated and
Alcoholic Beverage Intake in Relation to Ovulatory Disorder Infertility.
Epidemiology. 2009;20:374–81.

131. Joesoef MR, Beral V, Aral SO, Rolfs RT, Cramer DW. Fertility and use of
cigarettes, alcohol, marijuana, and cocaine. Ann Epidemiol. 1993;3:592–4.

132. Juhl M, Andersen AMN, Gronbaek M, Olsen J. Moderate alcohol
consumption and waiting time to pregnancy. Human Reprod. 2001;16:
2705–9.

133. Florack EIM, Zielhuis GA, Rolland R. Cigarette-Smoking, Alcohol-
Consumption, and Caffeine Intake and Fecundability. Preventive Medicine.
1994;23:175–80.

134. Lopez-del Burgo C, Gea A, de Irala J, Martinez-Gonzalez MA, Chavarro JE,
Toledo E. Alcohol and Difficulty Conceiving in the SUN Cohort: A Nested
Case-Control Study. Nutrients. 2015;7:6167–78.



Angelis et al. Reproductive Biology and Endocrinology           (2020) 18:21 Page 24 of 26
135. Segui-Gomez M, de la Fuente C, Vazquez Z, de Irala J, Martinez-Gonzalez
MA. Cohort profile: the 'Seguimiento Universidad de Navarra' (SUN) study.
Int J Epidemiol. 2006;35:1417–22.

136. Mikkelsen EM, Riis AH, Wise LA, Hatch EE, Rothman KJ, Cueto HT, Sorensen
HT. Alcohol consumption and fecundability: prospective Danish cohort
study. Bmj-Brit Med J. 2016;354.

137. Juhl M, Olsen J, Andersen AM, Gronbaek M. Intake of wine, beer and spirits
and waiting time to pregnancy. Hum Reprod. 2003;18:1967–71.

138. Bark N. Fertility and Offspring of Alcoholic Women: An Unsuccessful Search
for the Fetal Alcohol Syndrome. Brit J Addiction. 1979;74:43–9.

139. Klonoff-Cohen H, Lam-Kruglick P, Gonzalez C. Effects of maternal and
paternal alcohol consumption on the success rates of in vitro fertilization
and gamete intrafallopian transfer. Fertil Steril. 2003;79:330–9.

140. Gormack AA, Peek JC, Derraik JG, Gluckman PD, Young NL, Cutfield WS.
Many women undergoing fertility treatment make poor lifestyle choices
that may affect treatment outcome. Hum Reprod. 2015;30:1617–24.

141. Wdowiak A, Sulima M, Sadowska M, Grzegorz B, Bojar I. Alcohol
consumption and quality of embryos obtained in programmes of in vitro
fertilization. Ann Agric Environ Med. 2014;21:450–3.

142. Braga DP, Halpern G, Setti AS, Figueira RC, Iaconelli A Jr, Borges E Jr. The
impact of food intake and social habits on embryo quality and the
likelihood of blastocyst formation. Reprod Biomed Online. 2015;31:30–8.

143. Kaczmarek M. The timing of natural menopause in Poland and associated
factors. Maturitas. 2007;57:139–53.

144. Dorjgochoo T, Kallianpur A, Gao YT, Cai H, Yang G, Li H, Zheng W, Shu XO.
Dietary and lifestyle predictors of age at natural menopause and
reproductive span in the Shanghai Women's Health Study. Menopause.
2008;15:924–33.

145. Nagata C, Takatsuka N, Inaba S, Kawakami N, Shimizu H. Association of diet
and other lifestyle with onset of menopause in Japanese women. Maturitas.
1998;29:105–13.

146. Nagel G, Altenburg HP, Nieters A, Boffetta P, Linseisen J. Reproductive and
dietary determinants of the age at menopause in EPIC-Heidelberg.
Maturitas. 2005;52:337–47.

147. Mikkelsen TF, Graff-Iversen S, Sundby J, Bjertness E. Early menopause,
association with tobacco smoking, coffee consumption and other lifestyle
factors: a cross-sectional study. BMC Public Health. 2007;7:149.

148. Kinney A, Kline J, Levin B. Alcohol, caffeine and smoking in relation to age
at menopause. Maturitas. 2006;54:27–38.

149. Morris DH, Jones ME, Schoemaker MJ, McFadden E, Ashworth A, Swerdlow
AJ. Body mass index, exercise, and other lifestyle factors in relation to age at
natural menopause: analyses from the breakthrough generations study. Am
J Epidemiol. 2012;175:998–1005.

150. Brett KM, Cooper GS. Associations with menopause and menopausal
transition in a nationally representative US sample. Maturitas. 2003;45:89–97.

151. Cooper GS, Baird DD, Darden FR. Measures of menopausal status in relation
to demographic, reproductive, and behavioral characteristics in a
population-based study of women aged 35-49 years. Am J Epidemiol. 2001;
153:1159–65.

152. Torgerson DJ, Avenell A, Russell IT, Reid DM. Factors associated with onset
of menopause in women aged 45-49. Maturitas. 1994;19:83–92.

153. Li N, Fu S, Zhu F, Deng X, Shi X. Alcohol intake induces diminished ovarian
reserve in childbearing age women. J Obstet Gynaecol Res. 2013;39:516–21.

154. Wimalasena J, Meehan D, Dostal R, de Silva M. Selective inhibition of
luteinizing hormone action by ethanol in cultured human granulosa cells.
Alcohol Clin Exp Res. 1993;17:340–4.

155. Chuffa LG, Padovani CR, Martinez FE. Ovarian structure and hormonal status
of the UChA and UChB adult rats in response to ethanol. Maturitas. 2009;62:
21–9.

156. Faut M. Rodriguez de Castro C, Bietto FM, Castro JA, Castro GD: Metabolism
of ethanol to acetaldehyde and increased susceptibility to oxidative stress
could play a role in the ovarian tissue cell injury promoted by alcohol
drinking. Toxicol Ind Health. 2009;25:525–38.

157. Gill J. The effects of moderate alcohol consumption on female hormone
levels and reproductive function. Alcohol Alcohol. 2000;35:417–23.

158. Pettersson P, Ellsinger BM, Sjoberg C, Bjorntorp P. Fat distribution and
steroid hormones in women with alcohol abuse. J Intern Med. 1990;228:
311–6.

159. Muti P, Trevisan M, Micheli A, Krogh V, Bolelli G, Sciajno R, Schunemann HJ,
Berrino F. Alcohol consumption and total estradiol in premenopausal
women. Cancer Epidemiol Biomarkers Prev. 1998;7:189–93.
160. Valimaki MJ, Laitinen K, Tiitinen A, Steman UH, Ylostalo P. Gonadal function and
morphology in non-cirrhotic female alcoholics: a controlled study with hormone
measurements and ultrasonography. Acta Obstet Gynecol Scand. 1995;74:462–6.

161. Valimaki M, Pelkonen R, Harkonen M, Tuomala P, Koistinen P, Roine R,
Ylikahri R. Pituitary-gonadal hormones and adrenal androgens in non-
cirrhotic female alcoholics after cessation of alcohol intake. Eur J Clin Invest.
1990;20:177–81.

162. Mendelson JH, Lukas SE, Mello NK, Amass L, Ellingboe J, Skupny A. Acute
alcohol effects on plasma estradiol levels in women. Psychopharmacology
(Berl). 1988;94:464–7.

163. Valimaki M, Harkonen M, Ylikahri R. Acute effects of alcohol on female sex
hormones. Alcohol Clin Exp Res. 1983;7:289–93.

164. Halmesmaki E, Autti I, Granstrom ML, Stenman UH, Ylikorkala O. Estradiol,
estriol, progesterone, prolactin, and human chorionic gonadotropin in
pregnant women with alcohol abuse. J Clin Endocrinol Metab. 1987;64:153–6.

165. Gordon GG, Altman K, Southren AL, Rubin E, Lieber CS. Effect of alcohol
(ethanol) administration on sex-hormone metabolism in normal men. N
Engl J Med. 1976;295:793–7.

166. Gordon GG, Southren AL, Vittek J, Lieber CS. The effect of alcohol ingestion
on hepatic aromatase activity and plasma steroid hormones in the rat.
Metabolism. 1979;28:20–4.

167. Saxena S, Meehan D, Coney P, Wimalasena J. Ethanol has direct inhibitory
effects on steroidogenesis in human granulosa cells: specific inhibition of
LH action. Alcohol Clin Exp Res. 1990;14:522–7.

168. Sarkola T, Adlercreutz H, Heinonen S, von Der Pahlen B, Eriksson CJ. The role
of the liver in the acute effect of alcohol on androgens in women. J Clin
Endocrinol Metab. 2001;86:1981–5.

169. Reichman ME, Judd JT, Longcope C, Schatzkin A, Clevidence BA, Nair PP,
Campbell WS, Taylor PR. Effects of alcohol consumption on plasma and
urinary hormone concentrations in premenopausal women. J Natl Cancer
Inst. 1993;85:722–7.

170. Dorgan JF, Reichman ME, Judd JT, Brown C, Longcope C, Schatzkin A,
Campbell WS, Franz C, Kahle L, Taylor PR. The relation of reported alcohol
ingestion to plasma levels of estrogens and androgens in premenopausal
women (Maryland, United States). Cancer Causes Control. 1994;5:53–60.

171. Sarkola T, Makisalo H, Fukunaga T, Eriksson CJ. Acute effect of alcohol on
estradiol, estrone, progesterone, prolactin, cortisol, and luteinizing hormone
in premenopausal women. Alcohol Clin Exp Res. 1999;23:976–82.

172. Teoh SK, Mendelson JH, Mello NK, Skupny A. Alcohol effects on naltrexone-
induced stimulation of pituitary, adrenal, and gonadal hormones during the
early follicular phase of the menstrual cycle. J Clin Endocrinol Metab. 1988;
66:1181–6.

173. Teoh SK, Mendelson JH, Mello NK, Skupny A, Ellingboe J. Alcohol effects on HCG
stimulated gonadal hormones in women. NIDA Res Monogr. 1990;105:580–1.

174. Ahluwalia B, Smith D, Adeyiga O, Akbasak B, Rajguru S. Ethanol decreases
progesterone synthesis in human placental cells: mechanism of ethanol
effect. Alcohol. 1992;9:395–401.

175. Shrestha A, Nohr EA, Bech BH, Ramlau-Hansen CH, Olsen J. Smoking and
alcohol use during pregnancy and age of menarche in daughters. Hum
Reprod. 2011;26:259–65.

176. Windham GC, Bottomley C, Birner C, Fenster L. Age at menarche in relation
to maternal use of tobacco, alcohol, coffee, and tea during pregnancy. Am J
Epidemiol. 2004;159:862–71.

177. Robe LB, Robe RS, Wilson PA. Maternal heavy drinking related to delayed
onset of daughters menstruation. Curr Alcohol. 1979;7:515–20.

178. Karagiannis A, Harsoulis F. Gonadal dysfunction in systemic diseases. Eur J
Endocrinol. 2005;152:501–13.

179. Hugues JN, Coste T, Perret G, Jayle MF, Sebaoun J, Modigliani E.
Hypothalamo-pituitary ovarian function in thirty-one women with chronic
alcoholism. Clin Endocrinol (Oxf). 1980;12:543–51.

180. Mello NK, Mendelson JH, Teoh SK. Neuroendocrine consequences of
alcohol abuse in women. Ann N Y Acad Sci. 1989;562:211–40.

181. Jones-Saumty DJ, Fabian MS, Parsons OA. Medical status and cognitive
functioning in alcoholic women. Alcohol Clin Exp Res. 1981;5:372–7.

182. Becker U, Tonnesen H, Kaas-Claesson N, Gluud C. Menstrual disturbances and
fertility in chronic alcoholic women. Drug Alcohol Depend. 1989;24:75–82.

183. Ryback RS. Chronic alcohol consumption and menstruation. JAMA. 1977;
238:2143.

184. Wilsnack SC, Klassen AD, Wilsnack RW. Drinking and reproductive
dysfunction among women in a 1981 national survey. Alcohol Clin Exp Res.
1984;8:451–8.



Angelis et al. Reproductive Biology and Endocrinology           (2020) 18:21 Page 25 of 26
185. Mendelson JH, Mello NK. Chronic alcohol effects on anterior pituitary and
ovarian hormones in healthy women. J Pharmacol Exp Ther. 1988;245:407–12.

186. Mendelson JH, Mello NK, Teoh SK, Ellingboe J. Alcohol effects on luteinizing
hormone releasing hormone-stimulated anterior pituitary and gonadal
hormones in women. J Pharmacol Exp Ther. 1989;250:902–9.

187. Emanuele N, Ren J, LaPaglia N, Steiner J, Emanuele MA. EtOH disrupts
female mammalian puberty: age and opiate dependence. Endocrine. 2002;
18:247–54.

188. Bo WJ, Krueger WA, Rudeen PK, Symmes SK. Ethanol-induced alterations in
the morphology and function of the rat ovary. Anat Rec. 1982;202:255–60.

189. Esquifino AI, Sanchis R, Guerri C. Effect of prenatal alcohol exposure on sexual
maturation of female rat offspring. Neuroendocrinology. 1986;44:483–7.

190. Dees WL, Hiney JK, Srivastava VK. Alcohol and Puberty. Alcohol Res. 2017;38:
277–82.

191. Krueger WA, Bo WJ, Rudeen PK. Female reproduction during chronic
ethanol consumption in rats. Pharmacol Biochem Behav. 1982;17:629–31.

192. Dees WL, Dissen GA, Hiney JK, Lara F, Ojeda SR. Alcohol ingestion inhibits
the increased secretion of puberty-related hormones in the developing
female rhesus monkey. Endocrinology. 2000;141:1325–31.

193. Rachdaoui N, Sarkar DK. Effects of alcohol on the endocrine system.
Endocrinol Metab Clin North Am. 2013;42:593–615.

194. Ogilvie KM, Rivier C. Effect of alcohol on the proestrous surge of luteinizing
hormone (LH) and the activation of LH-releasing hormone (LHRH) neurons
in the female rat. J Neurosci. 1997;17:2595–604.

195. Alfonso M, Duran R, Marco J. Ethanol-induced alterations in gonadotrophins
secretion during the estrous cycle of rats. Alcohol Alcohol. 1993;28:667–74.

196. LaPaglia N, Steiner J, Kirsteins L, Emanuele MA, Emanuele N. The impact of
acute ethanol on reproductive hormone synthesis, processing, and secretion
in female rats at proestrous. Alcohol Clin Exp Res. 1997;21:1567–72.

197. Emanuele MA, Wezeman F, Emanuele NV. Alcohol's effects on female
reproductive function. Alcohol Res Health. 2002;26:274–81.

198. Mello NK, Mendelson JH, Bree MP, Skupny A. Alcohol effects on LH and FSH
in ovariectomized female monkeys. Alcohol. 1989;6:147–59.

199. Mello NK, Mendelson JH, Drieze J, Kelly M. Effects of alcohol on E2 beta-
stimulated luteinizing hormone in ovariectomized rhesus monkeys.
Neuropsychopharmacology. 1992;7:305–16.

200. Mello NK, Bree MP, Mendelson JH, Ellingboe J, King NW, Sehgal P. Alcohol
self-administration disrupts reproductive function in female macaque
monkeys. Science. 1983;221:677–9.

201. Mello NK, Mendelson JH, King NW, Bree MP, Skupny A, Ellingboe J. Alcohol
self-administration by female macaque monkeys: a model for study of
alcohol dependence, hyperprolactinemia and amenorrhea. J Stud Alcohol.
1988;49:551–60.

202. Thorburn J, Berntsson C, Philipson M, Lindblom B. Background factors of
ectopic pregnancy. I. Frequency distribution in a case-control study. Eur J
Obstet Gynecol Reprod Biol. 1986;23:321–31.

203. Xu T, Yang Q, Liu R, Wang W, Wang S, Liu C, Li J. Ethanol impedes embryo
transport and impairs oviduct epithelium. Toxicology. 2016;357-358:44–51.

204. Kalisch-Smith JI, Moritz KM. Detrimental effects of alcohol exposure around
conception: putative mechanisms. Biochem Cell Biol. 2018;96:107–16.

205. Sandor S, Garban Z, Checiu M, Daradics L. The presence of ethanol in the
oviductal and uterine luminal fluids of alcoholized rats. Morphol Embryol
(Bucur). 1981;27:303–9.

206. Lui S, Jones RL, Robinson NJ, Greenwood SL, Aplin JD, Tower CL.
Detrimental effects of ethanol and its metabolite acetaldehyde, on first
trimester human placental cell turnover and function. PLoS One. 2014;9:
e87328.

207. Clave S, Joya X, Salat-Batlle J, Garcia-Algar O, Vall O. Ethanol cytotoxic effect
on trophoblast cells. Toxicol Lett. 2014;225:216–21.

208. Bolnick JM, Karana R, Chiang PJ, Kilburn BA, Romero R, Diamond MP, Smith
SM, Armant DR. Apoptosis of alcohol-exposed human placental
cytotrophoblast cells is downstream of intracellular calcium signaling.
Alcohol Clin Exp Res. 2014;38:1646–53.

209. Khalid O, Kim JJ, Kim HS, Hoang M, Tu TG, Elie O, Lee C, Vu C, Horvath S,
Spigelman I, Kim Y. Gene expression signatures affected by alcohol-induced
DNA methylomic deregulation in human embryonic stem cells. Stem Cell
Res. 2014;12:791–806.

210. Health Consequences of Drug Misuse [https://www.drugabuse.gov/related-
topics/health-consequences-drug-misuse].

211. Management of substance abuse - cannabis [http://www.who.int/
substance_abuse/facts/cannabis/en/].
212. James WH. Cocaine, marijuana, fertility, and coital rates. Ann Epidemiol.
1994;4:423.

213. Zapata LB, Hillis SD, Marchbanks PA, Curtis KM, Lowry R. Methamphetamine
use is independently associated with recent risky sexual behaviors and
adolescent pregnancy. J Sch Health. 2008;78:641–8.

214. Mueller BA, Daling JR, Weiss NS, Moore DE. Recreational drug use and the
risk of primary infertility. Epidemiology. 1990;1:195–200.

215. Jukic AM, Weinberg CR, Baird DD, Wilcox AJ. Lifestyle and reproductive
factors associated with follicular phase length. J Womens Health (Larchmt).
2007;16:1340–7.

216. Bauman J: Health Consequences of Marihuana Use. pp. 85-88; 1980:85-88.
217. Mendelson JH, Mello NK, Ellingboe J. Acute effects of marihuana smoking on

prolactin levels in human females. J Pharmacol Exp Ther. 1985;232:220–2.
218. Mendelson JH, Mello NK, Ellingboe J, Skupny AS, Lex BW, Griffin M.

Marihuana smoking suppresses luteinizing hormone in women. J Pharmacol
Exp Ther. 1986;237:862–6.

219. Mendelson JH, Mello NK, Cristofaro P, Ellingboe J, Benedikt R. Acute effects
of marijuana on pituitary and gonadal hormones during the periovulatory
phase of the menstrual cycle. NIDA Res Monogr. 1984;55:24–31.

220. Almirez RG, Smith CG, Asch RH. The effects of marijuana extract and delta
9-tetrahydrocannabinol on luteal function in the rhesus monkey. Fertil Steril.
1983;39:212–7.

221. Smith CG, Besch NF, Smith RG, Besch PK. Effect of tetrahydrocannabinol on
the hypothalamic-pituitary axis in the ovariectomized rhesus monkey. Fertil
Steril. 1979;31:335–9.

222. Asch RH, Smith CG, Siler-Khodr TM, Pauerstein CJ. Effects of delta 9-
tetraphydrocannabinol administration on gonadal steroidogenic activity
in vivo. Fertil Steril. 1979;32:576–82.

223. Asch RH, Smith CG, Siler-Khodr TM, Pauerstein CJ. Effects of delta 9-
tetrahydrocannabinol during the follicular phase of the rhesus monkey
(Macaca mulatta). J Clin Endocrinol Metab. 1981;52:50–5.

224. Smith CG, Almirez RG, Berenberg J, Asch RH. Tolerance develops to the
disruptive effects of delta 9-tetrahydrocannabinol on primate menstrual
cycle. Science. 1983;219:1453–5.

225. Rettori V, Aguila MC, Gimeno MF, Franchi AM, McCann SM. In vitro effect of
delta 9-tetrahydrocannabinol to stimulate somatostatin release and block
that of luteinizing hormone-releasing hormone by suppression of the
release of prostaglandin E2. Proc Natl Acad Sci U S A. 1990;87:10063–6.

226. Murphy LL, Adrian BA, Kohli M. Inhibition of luteinizing hormone secretion
by delta9-tetrahydrocannabinol in the ovariectomized rat: effect of
pretreatment with neurotransmitter or neuropeptide receptor antagonists.
Steroids. 1999;64:664–71.

227. Murphy TF. Reproductive controls and sexual destiny. Bioethics. 1990;4:121–42.
228. King TS, Canez MS, Gaskill S, Javors MA, Schenken RS. Chronic cocaine

disruption of estrous cyclicity in the rat: dose-dependent effects. J
Pharmacol Exp Ther. 1993;264:29–34.

229. Mello NK, Mendelson JH, Kelly M, Diaz-Migoyo N, Sholar JW. The effects of
chronic cocaine self-administration on the menstrual cycle in rhesus
monkeys. J Pharmacol Exp Ther. 1997;281:70–83.

230. Mello NK, Mendelson JH, Drieze J, Kelly M. Acute effects of cocaine on
prolactin and gonadotropins in female rhesus monkey during the follicular
phase of the menstrual cycle. J Pharmacol Exp Ther. 1990;254:815–23.

231. Mello NK, Mendelson JH, Drieze J, Kelly M. Cocaine effects on luteinizing
hormone-releasing hormone-stimulated anterior pituitary hormones in
female rhesus monkey. J Clin Endocrinol Metab. 1990;71:1434–41.

232. Quinones-Jenab V, Perrotti LI, Ho A, Jenab S, Schlussman SD, Franck J, Kreek
MJ. Cocaine affects progesterone plasma levels in female rats. Pharmacol
Biochem Behav. 2000;66:449–53.

233. Walker QD, Francis R, Cabassa J, Kuhn CM. Effect of ovarian hormones and
estrous cycle on stimulation of the hypothalamo-pituitary-adrenal axis by
cocaine. J Pharmacol Exp Ther. 2001;297:291–8.

234. Chen CJ, Vandenbergh JG. Effect of chronic cocaine on reproduction in
female house mice. Pharmacol Biochem Behav. 1994;48:909–13.

235. Claman AD, Strang RI. Obstetric and gynecologic aspects of heroin
addiction. Am J Obstet Gynecol. 1962;83:252–7.

236. Slamberova R, Charousova P, Pometlova M. Maternal behavior is impaired
by methamphetamine administered during pre-mating, gestation and
lactation. Reprod Toxicol. 2005;20:103–10.

237. Wang L, Qu G, Dong X, Huang K, Kumar M, Ji L, Wang Y, Yao J, Yang S, Wu R,
Zhang H. Long-term effects of methamphetamine exposure in adolescent
mice on the future ovarian reserve in adulthood. Toxicol Lett. 2016;242:1–8.

https://www.drugabuse.gov/related-topics/health-consequences-drug-misuse
https://www.drugabuse.gov/related-topics/health-consequences-drug-misuse
http://www.who.int/substance_abuse/facts/cannabis/en/
http://www.who.int/substance_abuse/facts/cannabis/en/


Angelis et al. Reproductive Biology and Endocrinology           (2020) 18:21 Page 26 of 26
238. Cupisti S, Haberle L, Dittrich R, Oppelt PG, Reissmann C, Kronawitter D,
Beckmann MW, Mueller A. Smoking is associated with increased free
testosterone and fasting insulin levels in women with polycystic ovary
syndrome, resulting in aggravated insulin resistance. Fertil Steril. 2010;94:
673–7.

239. Xirofotos D, Trakakis E, Peppa M, Chrelias C, Panagopoulos P, Christodoulaki
C, Sioutis D, Kassanos D. The amount and duration of smoking is associated
with aggravation of hormone and biochemical profile in women with
PCOS. Gynecol Endocrinol. 2016;32:143–6.

240. Somigliana E, Vigano P, Abbiati A, Paffoni A, Benaglia L, Vercellini P, Fedele
L. Perinatal environment and endometriosis. Gynecol Obstet Invest. 2011;72:
135–40.

241. Vannuccini S, Lazzeri L, Orlandini C, Tosti C, Clifton VL, Petraglia F. Potential
influence of in utero and early neonatal exposures on the later
development of endometriosis. Fertil Steril. 2016;105:997–1002.

242. Upson K, Sathyanarayana S, Scholes D, Holt VL. Early-life factors and
endometriosis risk. Fertil Steril. 2015;104:964–71 e965.

243. Wolff EF, Sun L, Hediger ML, Sundaram R, Peterson CM, Chen Z, Buck Louis
GM. In utero exposures and endometriosis: the Endometriosis, Natural
History, Disease, Outcome (ENDO) Study. Fertil Steril. 2013;99:790–5.

244. Buck Louis GM, Hediger ML, Pena JB. Intrauterine exposures and risk of
endometriosis. Hum Reprod. 2007;22:3232–6.

245. Kvaskoff M, Bijon A, Clavel-Chapelon F, Mesrine S, Boutron-Ruault MC.
Childhood and adolescent exposures and the risk of endometriosis.
Epidemiology. 2013;24:261–9.

246. Bravi F, Parazzini F, Cipriani S, Chiaffarino F, Ricci E, Chiantera V, Vigano P, La
Vecchia C. Tobacco smoking and risk of endometriosis: a systematic review
and meta-analysis. BMJ Open. 2014;4:e006325.

247. Parazzini F, Cipriani S, Bravi F, Pelucchi C, Chiaffarino F, Ricci E, Vigano P. A
metaanalysis on alcohol consumption and risk of endometriosis. Am J
Obstet Gynecol. 2013;209:106 e101–10.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


	Abstract
	Background
	Objective
	Methods
	Results and conclusions

	Introduction
	Search strategies and data extraction
	Smoke and female fertility
	Female fertility
	Ovarian reserve
	Steroidogenesis
	Ovulation and menstrual cycle
	Oviduct function
	Uterus receptivity and implantation

	Alcohol and female fertility
	Female fertility
	Ovarian reserve
	Steroidogenesis
	Ovulation and menstrual cycle
	Oviduct function
	Uterus receptivity and implantation

	Drug addiction and female fertility
	Marijuana
	Other addictive drugs

	PCOS and endometriosis
	Conclusions
	Abbreviations
	Acknowledgements
	Authors' contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

