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Sexual dysfunction in Turkish women with dyspareunia
and 1ts impact on the quality of life
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Summary

Purpose of Investigation: The authors aimed to determine the prevalence of female sexual dysfunction (FSD) among Turkish dys-
pareunic women and to establish the associated factors with FSD. Furthermore, they aimed to investigate if dyspareunia and possible
associated sexual complaints were related to impaired quality of life (QoL). Materials and Methods: The study included 154 women
admitted to the present gynecology department at a tertiary center in the west region of Turkey, 67 of which suffered from dyspareunia.
The remaining 87 sexually healthy women were included in the control group. FSD was assessed with 19-item validated female sexual
function index (FSFI). QoL was assessed using short form 36 (SF-36). The chi-squared test and t-test were used for analysing the group
differences. Pearson’s correlation test was used to determine the effect of the variables of FSFI on the SF-36. Multivariance analysis
and logistic regression was used to determine independent risk factors for FSD and to estimate odds ratio (OR) with 95% confidence
interval (CI). Results: The incidence of FSD in dyspareunic group and control group was 86.57% and 36.8%, respectively (» <0.001).
Dyspareunic women had lower scores with regards to sexual desire, arousal, lubrication, orgasm, satisfaction, and pain domains at sig-
nificant level (p < 0.001). Education level, time period after the last delivery, duration of marriage, parity, and dyspareunia were sig-
nificantly related to FSD. However, dyspareunia was an independent risk factor for FSD (OR 11.49; 95% CI 4.95-26.67). Regarding
the impact on the QoL, dyspareunic women had lower scores with regards to the physical role, social function, bodily pain, and vital-
ity domains. Conclusion: The present results show that dyspareunia has a major impact on women’s sexual function and QoL. Clini-
cians have an important role for encouraging women to report their sexual complaints. Identifying dyspareunia and treating FSD may
positively affect women’s sexual function and overall QoL.
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Introduction The commonly used scales in order to evaluate female sex-
ual function are brief index of sexual function (BISF), Index
of female sexual function (IFSF), and female sexual function
index (FSFI) questionnaires. The FSFI is useful for assessing

Female sexual dysfunction (FSD) was classified ac-
cording to the two main systems until 1998s: 1) Regard-
ing the International Classification of Diseases-10 A , .
(ICD-10) of the World Health Organisation (WHO), FSD specific domains of sexual function such as sexual arousal,
is the various ways in which a person is unable to partic- desire, satisfaction, 1u?br1cat10n, orgasm, and pain [5],' .
ipate in a sexual relationship as he or she would wish.” Whether dyspareunia affects the other sexual functions like

[1]. 2) Regarding the classification of the mental disor- desire or arousal or whether lower sexual scores are associ-
ders (DSM-4) of the American Psychiatric Association, ated with impaired quality of life (QoL) is assured very little.

FSD is comprised of the disorders in sexual desire and in The authors aimed to investigate the association of sexual
the psycho-physiological changes that characterize the complaints between women with dyspareunia.and s§xually
sexual response cycle and lead to marked distress and in- healthy women. Furthermore, .they aimed to 1nve§t1gate if
terpersonal difficulty [2]”. In 1998, American Founda- dyspareunia and possible associated sexual complaints were
tion of Urological Diseases (AFUD) proposed a related to impaired QoL. They hypothesize th.at women With
classification including the criteria of both DSM-4 and dyspareunia have also other sexual complaints, including
ICD-10 and also including psychogenic and organic sexual desire or arousal decrease, which result in low QoL.

causes [3]. Accordingly, FSD is classified into four main
categories: 1) sexual desire disorders; 2) sexual arousal  Materials and Methods

disorders; 3) orgasmic disorders; 4) sexual pain disorders Study design, study setting, and participants

[3]. . o This is a cross-sectional case-control study comprising of sexually
The estimated prevalence of female sexual dysfunctionis  active, reproductive-aged women with a stable sexual partner, admit-
approximately 40-50% [4]. However, the point is that all ted to the present gynecology outpatient clinic between February 2013

sexual plaints do not cause personal distress or interper- and June 2013. The study was approved by the Institutional Ethics
Committee. Two hundred women were asked to participate in the

sonal difficulty. study. Sixty-seven women with dyspareunia and 87 sexually healthy
women were included in the study and completed the questionnaires.
Revised manuscript accepted for publication October 8, 2013 Forty-six women rejected to complete the FSFI questionnaire.
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Table 1. — Demographic features of the dyspareunia and
control group.

Table 2. — FSFI scores in dyspareunia and control groups.

Dyspareunia

Control group p

Dyspareunia Control group ~ p n=67 n=87
n=67 n=87 Desire (mean+SD) 260+£1.12  325£090 <0.001
Age (mean+SD) 32.94+9.50 32.29+9.50 0.673 Arousal (mean+SD) 275+122  3.60+1.24 <0.001
Parity (mean+SD) 1.58+1.35 1.19+096  0.040* Lubrication (mean+SD) 3.11=1.56 424148 <0.001
Gravida (mean+SD) 2.22+1.55 1.82+1.31 0.890 Orgasm (mean=SD) 295+ 1.70 441+154 <0.001
Abortus (mean+SD)  0.60£0.85  0.62£0.71  0.822 Satisfaction (meantSD) 3.60 £ 1.55  5.14+1.16  <0.001
Education level 0.062 Pain (mean+SD) 248£122 497+290 <0.001
Primary school 36 34 Total score (mean+SD) _ 17.58 £6.92 2531580 < 0.001
High school 27 43
University 4 10
OCCEIIZ) z;t;(:;ilfstatus 57 7 0275 Table 3. — SF-36 scores in dyspareunia and control groups
Employed 15 15 Dyspareunia Control group 4
Level of income 0.002% Physical function 63.34+19.13  7421+21.98 0.09
Low 15 10 (PF) (mean+SD)
Moderate 49 59 Restriction of physical 51.36 +38.88  72.17+34.80 0.05
Good 3 18 role (RP) (mean+SD)
Mode of delivery 0.459 Bodily pain (BP) 4720+£22.52 63.79+26.12 0.01
No delivery 15 27 (mean+SD)
SVL 31 33 General health (GH) 4740+ 18.38 66.46+58.54 0.30
CS 17 23 (mean=SD)
SVL, then CS 4 4 Vitality (VT) 41.13+£1734 53.81£2091 0.01
Contraceptive use 0.275 (mean+SD)
Non-user 24 34 Social function (SF)  55.67 £23.92 69.71+2492 0.05
Barrlf:r use 13 17 (mean+SD)
g&c s ;‘ Zs Restriction of emotional 49.00 = 34.34  68.00 3423  0.09
Traditional 12 13 role (RE) (mean+SD)
L Mental health (MH) 51.76 +15.88  60.08 +18.10  0.15
Tubal sterilisation 6 1 (mean+SD)
*significant

Women with neurologic diseases such as history of stroke, spinal
cord injury, parkinson disease, multiple sclerosis; women with gen-
ital atrophy, previous genital surgery; women with endocrinopathies
such as thyroid disease, diabetes, hyperprolactinoma; women with
peripheric vascular disease; women taking some medications like
antihistamines, antiandrogens, sedatives, antidepressants, and hyp-
notics, were excluded from the study. Women who were not sexu-
ally active, or women having pregnancy or being in puerperium,
were also excluded from the study. Women who could not com-
plete questionnaires were also excluded. All the participants signed
informed consent at the time of the visit at outpatient clinic, com-
pleted the study questionnaire during the same day, and returned it
to the doctor at the outpatient clinic.

QOutcome measures and instruments

The primary outcome in this study is sexual function assessment
of the women with dyspareunia compared to the sexually healthy
women. The assessment was made with the 19-item validated FSFI
[5]. The Turkish version of the FSFI was validated by Oksuz and
Malhan [6]. The FSFI determines sexual function status and com-
plaints during the last four weeks. The questionnaire consists of
six main domains of sexual function: sexual desire, arousal, lubri-
cation, orgasm, satisfaction, and pain. For each domain, a score is
computed. Total score is the sum of the all domains. The minimum
total score is 2.0, and the maximum total score is 36.0. A total score
of more than 25.0 is mentioned as ‘normal sexual function’;
whereas a total score less than 25.0 is defined as FSD [6].

The secondary outcome in this study was the assessment of the
quality of life in patients with dyspareunia. This assessment was

made with the Turkish version of the short form-36 (SF-36) which
was validated by Pinar [7]. SF-36 is a 36-item questionnaire com-
prising of eight main domains: physical functioning (PF), role lim-
itations due to physical problems (RP), bodily pain (BP), general
health perceptions (GH), vitality (VT), social functioning (SF), role
limitations due to emotional problems (RE), and mental health
(MH). Each domain is scored between 0.0 and 100.0 and evaluated
separately, namely there is no total score ranging. Lower scores are
associated with the impairment of that function.

Statistical analysis

The FSFI and SF-36 questionnaire scores of the women suffering
from dyspareunia were compared to that of the control group. SPSS
software version 20 was used for statistical analysis. The group dif-
ferences were analysed with Chi-squared test and t-test. Pearson’s
correlation test was used to determine the effect of the variables of
the FSFI on the SF-36. Multi variance analysis and logistic regres-
sion was used to determine independent risk factors for FSD. A two-
tailed p value < 0.05 was considered to be statistically significant.

Results

The demographic features of the dyspareunia and con-
trol groups are shown in Table 1. Dyspareunic women had
significantly higher parity and significantly lower level of
income (p = 0.040 and p = 0.002 respectively). In multi-
variate analysis, parity and level of income were not found
to be independent predictors for dyspareunia.
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Table 4. — Pearson correlation coefficients to determine of FSFI on the SF-36 scores.
FSFI/SF-36 PF RP BP GH VT SF RE MH
Total score 0.377 0.367 0.505" 0.162 0.305" 0.334" 0.227 0.53
Desire 0.297 0.249" 0.372" 0.135 0.182 0.272" 0.076 0.014
Arousal 0.245 0.322" 0.399" 0.102 0.208" 0.268" 0.155 0.014
Lubrication 0.318" 0.230 0.435" 0.060 0.206" 0.280" 0.150 -0.001
Orgasm 0.288" 0.326" 0.417° 0.173 0.300" 0.269" 0.223" 0.112
Satisfaction 0.367 0.402 0.443" 0.160 0.331" 0.311" 0.210 0.107
Pain 0.299 0.222" 0.316" 0.132 0.206" 0.215" 0.065 0.011

“Correlation is significant at the 0.05 level (2-tailed).

Table 5. — Comparison of demographic variables between
women with FSD and normal sexual function (NSF).

Table 6. — Comparison of SF-36 scores between women
with FSD and NSF women.

FSD =90 NFS n=87 » FSD NFS P
Age (mean+SD) 33.79+£9.73 30.86+89 0.058 Physical function (PF) 65.85+20.66 74.68+31.58 0.046
Parity 1.58+1.28 1.06+0.89 0.006 (mean+SD)
Education level 0.035 Restriction of physical 54.0+39.03 77.23+31.58 0.030

Primary school 49 21 role (RP) (mean+SD)

High school 34 36 Bodily pain (BP) 4753 +£23.18 71.23+£23.18 <0.001

University 7 7 (mean*5D)

- General health (GH) 5496 +£52.98 61.25+20.62 0.500
Occupational status 0.527 (mean+SD)

Housewife 74 50 Vitality (VT) 43.68 £1846 55.09+2145 0.006

Employed 16 14 (mean+SD)

Level of income 0.098 Social function (SF) 59.45+2535 69.28+2431 0.062

Low 17 8 (mean=SD)

Moderate 65 43 Restriction of emotional ~ 58.13 +34.39 61.03+37.42  0.696

Good 8 13 role (RE) (mean+SD)

Mode of delivery 0334 Mental health (MH) 55.04+£16.65 57.83+19.07 0.447

No delivery 20 2 (mean=SD)

SVL 40 24

CS 24 16

SVL,then CS 6 2 six domains at the statistically significant level (p <
Time after the last 0.001).
delivery (year) 798860 499+6.81 0.022 Table 3 shows SF-36 scores in dyspareunia and control
(mean+SD) groups. Women with dyspareunia had lower RP and SF
Contraceptive use 0.528 scores at p 0.05 level; lower BP and VT scores at p 0.01 level.

Non-user 31 27 The correlations between FSFI scores and SF-36 do-

Barrier use 19 11 mains are shown in Table 4. Total FSFI scores showed pos-

COC’s 5 6 itive correlations with PF, RP, BP, VT, SF, and RE at

RIA_ ) 13 10 significant level. Furthermore, total FSFI scores were

Tradltlona.l o 16 9 highly correlated to BP (r 0.505).

Tqbal sterlllsz'ltlon 6 1 The demographic features of the FSD and NSF groups are
Duration of marriage  12.58 £10.66 9.12£8.76 ~ 0.035 shown in Table 5. Parity, duration of the marriage, time period
(year) (mee'miSD) after the last delivery, education level, and dyspareunia were
Dyspareunia significantly related to FSD. Dyspareunia was independent
<0.001 risk factor for developing FSD (OR 11.49; CI 4.95-26.67).

E"’)) gg 25 Table 6 shows SF-36 scores in FSD and NSF groups.

The incidence of FSD in dyspareunia group and control
group was 86.57% (58 of 67 women) and 36.8% (32 of
87 women) respectively (p < 0.001). FSFI scores in both
groups are shown in Table 2. The women with dyspareu-
nia had lower total scores and lower scores in each of the

Women with FSD had lower PF, RP, BP, and VT scores at
significant level (p < 0.05).

Discussion

FSD is a common problem accounting for 40% to 50%
of all women [4, 8, 9]. Recent Turkish studies estimated sim-
ilar rates of FSD such as 48.3% [6], 46.9% [10], and 50%
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[11]. In a recent study from Iran, FSD rate was reported as
56% among infertile women [12]. Dyspareunia is a very
common and probably under-estimated clinical condition
which deteriorates women’s sexual life. FSD was as high as
86.57% in the present dyspareunia group. Whether dys-
pareunia itself is a sexual dysfunction or whether it should
be handled as a part of generalized pain syndrome is still
controversial. Due to interfering with sexual intercourse, it
has been classically thought as a sexual dysfunction [13].
However, the typical pain of dyspareunia can be created also
by non-sexual stimuli such as gynecologic examination or
tampon insertion. In the recent classification of DSM, dys-
pareunia was classified as genital pain disorders [4,13]. The
present authors hypothesized that dyspareunia affects a
woman’s sexual life at multidimensional aspects. In a Turk-
ish study by Dogan comprising of 54 women admitted to a
psychiatry department with sexual complaints, the most
common FSD was vaginismus which was highly correlated
with dyspareunia. In vaginismic women, there was also a
high frequency of hypoactive desire and orgasm disorders
[14]. Similarly in the present study, beside the pain domain,
dysparonic women had significantly lower scores in sexual
desire, arousal, lubrication, orgasm, and satisfaction do-
mains. Vaginismus and dyspareunia are classified together
as pain disorders and they cannot truly be differentiated
from each other [13]. Furukawa ef al. evaluated dyspareu-
nia and sexual function in infertile women. The rate of dys-
pareunia was 37.6% in controls and 30.7% in infertile
group. The rate of FSD was not significantly different in
both groups [15].

In this study, the authors also evaluated the associated
factors affecting FSD. Low education level, time period
after the last delivery, duration of marriage, and presence of
dyspareunia were main predictors for FSD (p < 0.05). Fur-
thermore, dyspareunia was independent risk factor for FSD.
Women suffering from dyspareunia were 11 times more
vulnerable for developing FSD. In contrast to the present
study, age was the main risk factor for some other studies
[12, 16].

Healthy sexual life is one of the major components of
well-being and quality of life. In the present study, dys-
pareunic women had significantly lower scores in RP, BP,
VT, and SF domains. Total FSFI scores showed positive cor-
relations with PF, RP, BP, VT, SF, and RE at significant
level. Dyspareunia clearly has significant impact on
women’s sexual life and quality of life. Similarly, Knoepp et
al. showed that dyspareunic women had clinically signifi-
cant levels of sexual stress [17]. In this aspect, it is very im-
portant to evaluate dyspareunic women to improve their
overall QoL .

As dyspareunic women had lower scores for vitality and
bodily pain, they are more vulnerable to depression. The
main limitation of this present study was that the authors ex-
cluded only women self-reporting depressive symptoms or
using medications affecting sexual function such as SSRI’s.

However, women who may have concomitant depression
without reporting symptoms were included in the study. The
second limitation was that the possible concomitant factors,
such as partner compatibility, was not assessed in this study.
However, recent studies showed no significant relation be-
tween FSD and partner’s sexual performance difficulties
[17]. The third limitation was the population sample. The
present study population consisted of women living at the
west region in Turkey, where the generality of the popula-
tion was conservative. Therefore, the present results cannot
be generalized to the whole population in Turkey.

On the other hand, the present study is unique as it as-
sessed the associated factors to FSD in dyspareunic women
and as it assessed the association of dyspareunia to both
FSD and QoL. The results showed that dyspareunia had
strong association to FSD (OR 11.49). The authors addi-
tionally found that the greater the time period after the last
delivery and the greater the duration of the marriage, the
greater was the FSD. Besides, the lower the women’s edu-
cation level, the greater was the FSD. However, these fea-
tures were not found to be independent predictors of FSD in
the present multivariate statistical model. Dyspareunia was
the only independent predictor for FSD in the present mul-
tivariate model. Furthermore, the authors found no associa-
tion between the mode of contraception, the mode of
delivery, woman’s occupational status, socio-economic sta-
tus, and FSD. However, the present study population may
have not been large enough to establish this association.

FSD with longer duration of marriage may be due to de-
creased interest of the partners to each other, financial prob-
lems, or it simply may be a physiologic result of normal
sexual behavior. In a study from Germany comprising of
1,865 students aged 19-32 who reported to be heterosexual
and to live in a steady partnership, the association of dura-
tion of relationship and sexual motivation was evaluated.
Similarly to the present results, they proposed that sexual
activity decreased as the duration of partnership increased.
Besides, sexual desire declined only in women as the du-
ration of partnership increased [18].

FSD in women with longer duration after the last deliv-
ery was not assessed before. The present authors suppose
that FSD may be due to increased responsibilities of the
partners to their growing children and parents may face
with some different problems of their children as they grow
up (childrens’s needs, financial need for school, problems
during adolescence period etc.).

Regarding the contraceptive methods, Li et al. evaluated
the impact of the commonly used contraceptive methods
on the QoL and sexual function among 361 Hong Kong
Chinese women. They suggested that the combined oral
contraceptives (COC), intrauterine devices, and female
sterilization do not have significantly adverse effect on
women’s sexual life and QoL [19].

Regarding the mode of delivery, similarly to the present
results, Baytur ef al. suggested that there was no significant
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relation between long-term sexual function and mode of
delivery [20]. However, in early postpartum period, women
with vaginal delivery had better sexual scores [21].

Conclusion

The present authors suggest that FSD is very common
among dyspareunic woman. Dyspareunia is the only inde-
pendent predictor for FSD. Additionally, dyspareunia and
FSD have negative impact on QoL at multidimensional as-
pects. Clinicians have an important role for encouraging
women to report their sexual complaints. Identifying dys-
pareunia and treating FSD may positively affect on
women’s sexual function and overall QoL.
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