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Sexual dysfunction and associated factors in menopausal

women: A correlational study

Menopozdaki kadinlarda cinsel disfonksiyon ve iliskili faktorler:

Bir iliskisel calisma

Ekin Dila Topaloglu Oren'®, Gl Ertem?

ABSTRACT

OBJECTIVE: This study aimed to determine the risk of sexual
dysfunctions in menopausal women and to detect the associated factors
of sexual dysfunctions of women in western Tiirkiye.

MATERIAL and METHODS: This descriptive and correlational study was
conducted with 304 menopausal women who came to the gynecology
policlinic of a training and research hospital in Izmir, western Tiirkiye,
between June 2019 and February 2020. Data were collected using the
“Descriptive Information Form”, and “ Female Sexual Function Index

(ESFI)”.

RESULTS: More than half (258/84.9%) of the menopausal women
were at risk of sexual dysfunction with lower scores in the domains of
sexual desire, arousal, and satisfaction. Results showed that duration
of menopause (ORad 1.34; 95% CI 1.07-1.68) and women under
high school (ORad 2.67; 95% CI 1.07-6.70) and those who were
obese (ORad 15.09; 95% CI 3.27—69.66) and those who gave vaginal
delivery (ORad 2.91; 95% CI 1.11-7.62) was significantly associated

with sexual dysfunction.

CONCLUSIONS: Sexual dysfunction was reported with a high prevalence
in menopausal women. Sexual function was negatively affected by
increased duration of menopause, low education level, obesity, and
vaginal delivery. Health professionals (especially gynecologists and
gynecology nurses) should provide education and counseling to women
regarding the sexual dysfunctions experienced by menopausal women
and the associated factors.

Keywords: sexuality, sexual dysfunctions, women’s health, FSFI,
menopause
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AMAGC: Bu calismanin amact menopozdaki kadinlarda cinsel disfonk-
siyon riskini saptamak ve kadinlarin cinsel disfonksiyonlar: ile iliskili
fakedrleri belirlemektir.

GEREG ve YONTEMLER: Bu tanimlayict ve iliskisel calisma bir egitim
aragtirma hastanesinin jinekoloji polikligine gelen 304 menopozdaki ka-
din ile Tiirkiye'nin batist Izmirde Haziran 2019 ve Subat 2020 tarihleri
arasinda yiiriitiilmiistiir. Veriler “Tanitcr Bilgi Formu” ve “Kadin Cinsel
Fonksiyon Indeksi (KCFI)” ile toplanmistir.

BULGULAR: Menopozdaki kadinlarin yarisindan fazlasinin (%258/84,9)
cinsel islev bozuklugu riski altinda oldugu ve kadinlarin cinsel istek,
uyarilma ve tatmin alanlarindaki puanlarin daha diisiik oldugu belirlen-
mistir. Sonuglar, menopoz siiresinin (ORad 1,34; %95 IC 1,07-1,68)
ve lise altr egitim diizeyi olan (ORad 2,67; %95IC 1,07-6,70), obez
olan (ORad 15,09; %95 IC 3,27-69,66) ve vajinal dogum yapan ka-
dinlarin (ORad 2,91; %95 IC 1,11-7,62) cinsel disfonksiyonla anlamli
diizeyde iliskili oldugunu gostermekeedir.

SONUC: Cinsel disfonksiyonun menopozdaki kadinlarda yiiksek pre-
valansta goriildiigii saptanmistir. Menopoz siiresinin uzamast, egitim
diizeyinin diisiik olmast, obezite ve vajinal dogum yapmak cinsel fonk-
siyonlari olumsuz ydnde etkilemistir. Saglik profesyonelleri (6zellikle
jinekolojist ve jinekoloji hemsireleri), menopozdaki kadinlarin yasadigt
cinsel disfonksiyonlar ve bunlari etkileyen faktorler konusunda kadinla-
ra egitim ve danismanlik saglamalidir.

Anahtar Kelimeler: cinsellik, cinsel disfonksiyon, kadin sagligi, KCFI,
menopoz

INTRODUCTION

Sexuality is a complex process associated with the neuro-
logical, vascular, and endocrine systems and is an import-
ant determinant of women’s health status and quality of
life."# It is very difficult to understand because sexuali-
ty has a multifaceted and private aspect and is affected by
individual and cultural reasons. Many factors throughout
life can affect sexuality in women, causing sexual health
problems and sexual dysfunctions. Sexual dysfunction
in women is expressed as significant distress or difficulty

in interpersonal relationships, which is affected by many
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biological, psychological, and individual factors that in-

e.[356l Tn studies conducted in different

crease with ag
countries, sexual dysfunction in women was frequently
measured with the Female Sexual Function Index (FSFI),
and the results of the study showed that the risk of sexual
dysfunction in women varies between 42-86.6%.1"7-'? In
studies conducted in Tiirkiye, it was observed that the risk
of sexual dysfunction varies between 45.5-78% in wom-
en of reproductive age.?'*'® Studies in other countries
conducted in this area, the risk of sexual dysfunction in
women was found to be between 42-86.6%.17-1%12! In
previous studies, it was observed that sexual problems and

sexual dysfunction significantly negatively affect women’s

health and quality of life.[>7'2

Menopause is an important period when women experi-
ence physical, psychological, and hormonal changes and
some related problems. One of the most important prob-
lems experienced by women during menopause is sexual
dysfunction which is ignored but very common."4-61011
Sexual dysfunctions experienced by women during meno-
pause cause menopause to be more problematic and neg-
atively affect women’s sexual health. During menopause,
sexual life is affected by the type of menopause, vasomo-
tor, urogenital, psychosocial symptoms, and the physi-
cal and psychological changes women experience during
this period. Sexual dysfunction and sexual problems
during menopause is a health problem that significantly
affects the sexual health and sexual life of women. The
most common sexual problems and sexual dysfunction
in menopausal women are decreased sexual desire, arous-
al, and satisfaction, orgasmic disorder, loss of lubrication,
vaginal dryness, pain, and dyspareunia.?*¢'"'7! Previous
studies in Tiirkiye mostly focused on sexual dysfunc-
tions experienced by women of reproductive age.!*"371516]
Sexual dysfunctions of women in menopause period and
the associated factors of them are neglected. On the oth-
er hand, sexuality, sexual dysfunctions and sexual health
are multidimensional concepts that continue throughout
life. Menopause is an important part of women’s lives and
during this period, women experience many problems in
their sexual lives with the effect of physical and psycho-
logical changes. Very few study data examine the sexu-
al dysfunctions of menopausal women in Tirkiye.*'s!
However, in our study, we comprehensively determined
the risk of sexual dysfunctions and the associated factors
in menopausal women in Izmir in western Tiirkiye, and
we revealed the current results and have emphasised the
importance of the subject again in our study. Thus, in
our study, we have determined in detail the associated
factors that health professionals should pay attention to
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when counselling and educating women in the meno-
pausal period about sexuality, sexual dysfunction, and
sexual health. Based on this information; Our study will
enable health professionals to detect the risk of sexual
dysfunctions in menopausal women at an early stage and
it will enable them to take an active role in the care and
treatment of women who have this problem. In addition,
our study provides health professionals with data on the
associated factors of sexual dysfunctions. Based on this
rationale, this study aimed to determine the risk of sexu-
al dysfunctions in menopausal women and to detect the
associated factors of the sexual dysfunctions of women in

Izmir in western Tirkiye.

Research Questions

The present study was conducted to answer the following

questions;

e What is the risk of sexual dysfunctions in women in the
menopause period?

e Whart are the associated factors of sexual dysfunctions

of women in the menopause period?

MATERIAL and METHODS

Study Design and Participants

A descriptive and correlational study was conducted with
menopausal women who applied to the gynecology poli-
clinic of a training and research hospital in Izmir in west-
ern Tiirkiye from June 2019 to February 2020. 7he pop-
ulation of the study consists of 1100 women who applied
to the gynecology policlinic (for routine control) between
January and December 2018. On the other hand, the
sample size was calculated with a 95% confidence interval
and 0.05 sampling error using the N=t’pq /d* (N-1)+t*pq
formula with a known population sampling method and
was determined as approximately 280 people.!'® The gy-
necology policlinic of the designated hospital visited two
days a week between June 2019 and February 2020. A to-
tal of 448 menopausal women (Women who have amen-
orrhea for at least 12 months) were invited to participate
in this study. During the study, 144 women were not in-
cluded in the sample because 92 women did not meet
the inclusion criteria (29 women were sexually inactive,
16 women were unmarried, 21 women had a psychiatric
illness, 19 women did not know Turkish, 7 women were
illiterate), 33 women refused the study and 19 women
did not complete the questionnaires. This study was con-
ducted with 304 menopausal women. Volunteer women

who met the inclusion criteria were randomly selected.
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At the end of the study, post-hoc power analyses showed
that with an effect size of 0.80 and a 95% confidence
interval and 5% error for the ANOVA analyses results
showed that 272 individuals were sufficient to complete
the study. 7his study was completed with 304 sexually active

menopausal women.

Setting

This study was performed in a training and research hospi-
tal in Izmir in western Tiirkiye. Data collection took place
over nine months. The reason why the research was con-
ducted in this hospital; it is one of the most preferred hos-
pitals among women, having an obstetrics and gynecology

policlinic and easy access (in the city center).

Dependent and Independent Variables of the Study

The independent variables of the study were socio-demo-
graphic, obstetric, menopausal period, healthy lifestyle and
sexual life characteristics of menopausal women. The de-
pendent variables of the study were the sexual dysfunction

levels of menopausal women.

Data Collection Tools

The data of the study were collected using the “Descriptive
Information Form” and “Female Sexual Function Index
(ESFI)”. All forms were collected by face-to-face interview
and filled out by the women (self-reporting method). The

completion of forms took approximately 15 minutes.

Descriptive Information Form

The “Descriptive Information Form” was prepared by the
researchers based on previous studies.>*>'"71 The form
consists of 26 questions about the women’s socio-demo-
graphic characteristics (age, level of education, partner’s
level of education, working status, economic status, family
type, living place, satisfaction in marriage, duration of mar-
riage) (9 questions), obstetric characteristics (Number of
pregnancies, living child, first and last delivery age, mode
of delivery, abortion, family planning) (7 questions), char-
acteristics of the period of menopause (Menopause type,
duration of menopause, HRT [Hormone Replacement
Therapy] use) (3 questions), healthy lifestyle characteris-
tics (BMI, smoking, chronic disease, incontinence, urinary
tract infection) (5 questions) and sexual life characteristics
(Sexual intercourse frequency, problem with sexual life)
(2 questions). To improve the comprehensibility, appli-
cability, and filling time of the “Individual Introduction
Form,” a pre-application was administered to 10 meno-

pausal women before the research started. The menopausal

women included in the pre-application were not included
in the study sample. After the pre-application, some of the
questions that were found to be difficult to understand

were rearranged.

Female Sexual Function Index (FSFI)

The FSFI is a 19-item Likert-type scale that evaluates sexu-
al dysfunction in women. The validity and reliability study
of the FSFI was conducted by Rosen et al. in 2000, and
the Cronbach’s alpha coeflicient was found to be 0.82, and
the test-retest reliability was found to be 0.79-0.86.1"%' The
Turkish validity and reliability analysis of the scale was per-
formed by Oksiiz and Malhan in 2005. The Cronbach’s
alpha coeflicient of the scale, which was adapted into
Turkish, was 0.95, and the test-retest reliability was 0.75—
0.95.2%" The scale consists of six separate headings: desire,
arousal, lubrication, orgasm, satisfaction, and pain. Each
title is scored 0 or between 1 and 6. The lowest score is two
(2) and the highest score is thirty-six. A higher score means
better function. The FSFI is an important scale in the eval-
uation of women’s sexual functions, and the cut-off point
is specified as 26.55.1">2" The Cronbach’s alpha coeflicient
of the scale in the study was 0.97.

Data Collection

After obtaining ethical approval from the university and
the study hospital, the first researcher contacted the rele-
vant nursing departments at the hospital to support this
study. The researcher interviewed menopausal women who
came to the gynecology policlinic of a training and research
hospital for routine control. Before giving the forms, the
researcher made explanations about the purpose of the
study, the benefits to be obtained from the research, the
time they would spend for the interview, and obtained ver-
bal and written consent from the women. Informed con-
sent was obtained from all women included in the study.
After signing the consent forms, the recruited menopausal
women filled out a “Descriptive Information Form”, the
Turkish version of ESFI. Filling out the forms took ap-
proximately 15 minutes. Researcher were ready to explain
the women’s questions. All forms were collected by face-
to-face interview and filled out by the menopausal women
(self-reporting method) in a suitable room of the hospital.
The privacy of women was taken care of.

Ethics

Ethical approval was obtained from Izmir Katip Celebi
University Non-Interventional Clinical Research Ethics
Committee (Date: 25.04.2019, IRB: 179) and permis-
sion from the hospital where the study was conducted
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(Date: 10.06.2019, IRB: 67938315/604.02). The study
protocol was approved by the institutional review board
of the Izmir Provincial Health Directorate. Permission
was obtained from the researchers who conducted the
Turkish validity and reliability of the scales used in the
study. The purpose, nature, confidentiality, anonymity
and right of women to refuse to participate in the study
were explained to the participants. Written and ver-
bal consent was obtained from woman who voluntarily
agreed to participate in the study and met the inclusion
criteria. Informed consent was obtained from all wom-
an included in the study. The research was conducted
in accordance with the Principles of the Declaration of
Helsinki (Good clinical practices, and all applicable laws
and regulations).

Data Analysis

The analysis of the data obtained from the research was car-
ried out in the IBM Statistical Package for Social Sciences
(SPSS) program version 25.0 statistical package program.
Categorical variables were presented as numbers (n), and
percentages (%), whereas continuous variables were de-
scribed using means and standard deviations (SD). The
Kolmogorov-Smirnov test was used to evaluate normality.
Spearman correlation test was used to show the relationship
between FSFI domains and total score with the mean age,
marriage duration, and menopause duration (year). Mann
Whitney U test and Kruskal-Wallis test were used to test
the difference between FSFI domains and total score and
groups of categorical variables. The effect of the independent
variables on the response variable (FSFI score £26.55) was
assessed by multiple logistic regression, with adjusted odds
ratios (ORad) and 95% confidence intervals (95% Cls). For
the inclusion of variables in the logistic model, the criteri-
on of p<0.20 was established in the multivariate analysis. In
all tests, p<0.05 was adopted as a significant difference or

association.

RESULTS

The mean age and duration of marriage year of the wom-
en were 51.14£6.74 and 28.5219.21, respectively. Of the
women, 68.4% had an education level under high school,
82.3% were not working 57.2% had middle income and
82.9% had a vaginal delivery. More details of the socio-de-
mographic and obstetric data for the women are shown in
Table 1.

Most of the women were in physiological menopause
(73.7%) and the mean of the menopausal year was
5.69+4.98. Most of the women had a normal BMI (73.7%)
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Table 1. Characteristics of socio-demographic and obstetric

Characteristics

Mean £ SD

Age

Duration of marriage
First delivery age
Last delivery age

51.14+6.74 (min: 34, max: 67)
28.52+9.21 (min: 5, max: 52)

23.17+4.93 (min: 14, max: 37)
30.2745.23 (min: 18, max: 45)

n %
Education
Under high school 208 68.4
High school and above 96 31.6
Partner of Education
Under high school 182 59.9
High school and above 122 40.1
Work
Working 54 17.7
Not working 250 82.3
Economic status
Low 76 25.0
Medium 174 57.2
High 54 17.8
Family type
Nuclear 232 76.3
Extended 72 23.7
Living Place
Urban 98 32.2
Rural 206 67.8
Satisfaction in marriage
Satisfaction 280 92.1
Unsatisfaction 24 7.9
Number of pregnancies
0 12 3.9
1 28 9.2
2 80 26.3
3 74 24.4
4 and above 110 36.2
Living child
0 12 3.9
1 52 17.1
2 108 35.5
3 80 26.4
4 and above 52 17.1
Mode of deliveryt
Cesarean 50 17.1
Vaginal 242 82.9
Abortion/t
Experienced 92 31.5
Unexperienced 200 68.5
Family planning
No 32 10.5
Pill 22 7.2
RIA 122 40.1
Condom 46 15.1
Coitus interraptus 82 27.1

SD: Standard deviation; RIA: Intrauterine device;T'fCaIcuIated over: n=292.
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and were not smoking (77.6%). The frequency of sexual
intercourse was once a week in one-third of the women
(34.2%). More details information about the characteris-
tics of the women’s period of menopause, healthy lifestyle,
and sexual life are given in Table 2.

Risk of sexual dysfunction is observed in 84.9% of wom-
en (FSFI score <26.55). FSFl-related women; the total
score was 18.78+8.65, and the domain score was desire;
2.91+1.15, arousal 2.95+1.53, lubrication 3.32+1.75,
orgasm 3.24+1.78, satisfaction 2.96+1.57 and pain
3.38+1.78. In the study, while the scores of lubrication,
orgasm, and pain domains were higher, the scores of desire,

arousal, and satisfaction domains were lower (Table 3).

A statistically significant negative correlation was found
between the women’s age, marriage duration, and meno-
pause duration, and FSFI domains and total score. There
was a statistically significant difference between extend-
ed family, low economic status, unemployed, under high
school, unsatisfaction in marriage, not smoking, physio-
logical menopause, using Hormone Replacement Therapy
(HRT), obesity, had a chronic disease, incontinence, 4 or
more pregnant, vaginal delivery, and FSFI domains and
the total score (p<0.05). These women experience a higher
risk of sexual dysfunction (Table 4).

The results of multiple regression analysis regarding the
risk of sexual dysfunction for some characteristics of
women in menopause are shown in Table 5. Duration of
menopause (ORad 1.34; 95% CI 1.07-1.68) and women
with under high school (ORad 2.67; 95% CI 1.07-6.70)
and those who were obese (ORad 15.09; 95% CI 3.27—
69.66) and those who vaginal delivery (ORad 2.91; 95%
CI 1.11-7.62) showed greater chance of risk of sexual
dysfunction (p <0.05). There was no significant associ-
ation between the risk of sexual dysfunction and other

variables (p >0.05) (Table 5).

DISCUSSION

Risk of Sexual Dysfunction in Menopausal Women

This study aimed to determine the risk of sexual dysfunc-
tions of women in the menopause period and to detect the
associated factors of the sexual dysfunctions of women in
Izmir in western Tiirkiye. Female sexual function index is
an important scale and cut-off point of 26.55 in the evalua-
tion of women’s sexual functions, and it can evaluate wom-
en’s sexual functions in a multidimensional way."'>?" As a
result of the research, it was determined that 84.9% (FSFI

score <26.55) of menopausal women experienced a risk of

Table 2. Characteristics of a period of menopause, healthy
lifestyle, and sexual life

Characteristics Mean * SD

Duration of menopause 5.69+4.98 (min: 1, max: 25)

n %
Menopause type
Physiological 224 73.7
Surgical 80 26.3
HRT use
Yes 12 3.9
No 292 96.1
BMI (kg/m2)
Normal 132 43.4
Overweight 60 19.7
Obese 112 36.9
Smoking
Yes 68 22.4
No 236 77.6
Chronic disease
Yes 118 38.8
No 186 61.2
Incontinence
Yes 92 30.3
No 212 69.7
uTl
Yes 132 43.4
No 172 56.6
Sexual intercourse
iﬁe“:kncy 104 34.2

102 33.6
2/week

30 9.9
3-4/week 68 223
1/month ’
Problem with sexual life
Yest 24 7.9
No 280 92.1

SD: Standard deviation; HRT: Hormon replasman tedavisi; UTI: Urinary tract
infection; BMI: Body mass index 19.8-26 normal, 26.1-29 overweight, 29.1 and
above obese; [FAll women with sexual problems experience dyspareunia.

Table 3. Risk of sexual dysfunction, FSFI domain, and
total score

FSFI n %
FSFI score £26.55 258 84.9
FSFI score >26.55 46 15.1
Mean + SD
Desire 2.91+1.15
Arousal 2.95+1.53
Lubrication 3.32+1.75
Orgasm 3.24+1.78
Satisfaction 2.96+1.57
Pain 3.38+1.78
Total score 18.78+8.65

SD: Standard deviation; FSFI: Female Sexual Function Index.
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Table 4. Some factors affecting sexual dysfunction and FSFI domain and total score

Desire Arousal Lubrication Orgasm Satisfaction Pain Total score
r p r p r p r p r p r p r p
Age -0.402 0.000 -0.418 0.000 -0.370 0.000 -0.401 0.000 -0.438 0.000 -0.198 0.001 -0.396 0.000
Duration of marriage -0.317 0.000 -0.357 0.000 -0.267 0.000 -0.290 0.000 -0.367 0.000 -0.147 0.011 -0.323 0.000
Duration of menopause -0.357 0.000 -0.472 0.000 -0.427 0.000 -0.405 0.000 -0.487 0.000 -0.184 0.001 -0.430 0.000
Mean+SD p MeanSD p MeanSD P Mean+SD p MeantSD p Mean+SD p Mean+SD P

Family type®
Nuclear 3.01#1.14 | 0.004' | 3.06+1.48 | 0.025 | 3.45+1.69 | 0.105 | 3.41+1.73 | 0.002 | 3.07+1.52 | 0.029 | 3.48+1.74 0.031 19.51+8.39 | 0.003
Extended 2.60+1.13 2.58+1.65 2.91+1.88 2.70+1.84 2.58+1.67 3.04+1.86 16.43+9.13
Economic Status*
Low 2.90+1.33 2.66+1.70 3.04+2.01 2.90+1.94 2.60+1.71 3.02+1.95 17.14+9.69
Medium 2.86+1.04 0177 2.89+1.46 0.003 3.33+1.65 0.102 3.35¢1.71 0.262 2.91+1.49 0.001 3.38+1.71 0.016 18.74+8.32 0.017
High 3.11+1.23 3.52+1.40 3.70+1.60 3.37+1.72 3.61+1.42 3.88+1.63 21.2047.72
Work®
Employed 2.79+1.15 | 0.022 | 2.71+1.56 | 0.001 | 3.10+1.74 | 0.000 | 2.97+1.78 | 0.000 | 2.73+1.61 | 0.001 | 3.07+1.81 0.000 17.39+8.78 | 0.000
Unemployed 3.24+1.09 3.63+1.20 4.25+1.43 4.14+1.44 3.64+1.24 4.75+1.16 23.6846.33
Education®
Under high school 2.74+1.12 | 0.001 | 2.7341.52 | 0.000 | 3.18+1.71 | 0.027 | 3.02+1.73 | 0.000 | 2.75+1.56 | 0.001 | 3.20+1.80 0.105 17.65+8.53 | 0.000
High school and above 3.28+1.14 3.41+1.46 3.65+1.78 3.71+1.80 3.40+1.51 3.75£1.66 21.2348.46
Satisfaction in marriage®
Satisfaction 2.98+1.13 | 0.000 | 3.06+1.47 | 0.000 | 3.45+1.68 | 0.001 | 3.35+1.73 | 0.001 | 3.08+1.50 | 0.000 | 3.45+1.72 | 0.140 | 19.39+8.29 | 0.000
Unsatisfaction 2.10£1.10 1.62+1.65 1.87+1.87 1.96x1.84 1.53+1.64 2.56+2.24 11.66+9.82
Smoking®
Yes 3.28+1.12 | 0.013 | 3.50+1.30 | 0.006 | 4.18+1.35 | 0.000 | 3.85+1.55 | 0.000 | 3.52+1.29 | 0.004 | 3.98+1.69 0.001 22.34+7.29 | 0.000
No 2.81+1.14 2.79+1.56 3.08+1.77 3.06+1.80 2.79+1.61 3.20£1.76 17.75+8.76
Menopause type’
Physiological 2.83+1.20 | 0.041 | 2.79+1.62 | 0.024 | 3.13+1.85 | 0.023 | 3.04+1.85 | 0.001 | 2.80+1.66 | 0.015 | 3.24+1.84 0.106 17.86+9.20 | 0.018
Surgical 3.13+0.98 3.37+1.15 3.86+1.31 3.81+1.41 3.41+1.17 3.77+1.51 21.36%6.27
HRT®
Yes 2.00+0.93 | 0.005 | 1.50+1.55 | 0.003 | 2.15+2.36 | 0.031 | 1.86+2.02 | 0.010 | 1.46+1.6 | 0.002 | 2.46+2.63 0.405 | 11.45+11.11 | 0.008
No 2.95+1.15 3.01+1.51 3.37£1.70 3.30+1.75 3.02+1.54 3.41+1.73 19.08+8.43
BMI*
Normal 3.20+1.15 3.30+1.53 3.65+1.77 3.56+1.83 3.29+1.58 3.70+1.77 20.7248.76
Overweight 2.86+1.15 0.001 2.90+1.51 0.001 3.41+1.71 0.001 3.17+1.69 0.000 2.92+1.54 0.001 3.52+1.84 0015 18.78+8.15 0.000
Obese 2.61+1.08 2.56+1.46 2.89+1.66 2.90+1.71 2.58+1.50 2.92+1.67 16.49+8.30
Chronic disease®
Yes 2.43+1.10 | 0.000 | 2.36+1.64 | 0.000 | 2.59+1.91 | 0.000 | 2.62+2.02 | 0.000 | 2.42+1.71 | 0.000 | 2.81+2.05 0.000 15.24+9.68 | 0.000
No 3.22+1.08 3.32+1.34 3.79+1.45 3.63+1.49 3.30+1.37 3.74£1.47 21.02+7.09
Incontinence'¢
Yes 2.53+1.18 | 0.000 | 2.55+1.57 | 0.004 | 2.93+1.93 | 0.003 | 2.86+1.96 | 0.034 | 2.55+1.63 | 0.007 | 2.90+2.08 0.013 16.34+9.51 | 0.003
No 3.08+1.10 3.12+1.49 3.50+1.64 3.40+1.67 3.13+1.51 3.58+1.59 19.84+8.05
Number of pregnancies*
1 2.95+1.23 2.72+1.63 3.04+2.25 3.08+2.40 2.74+1.68 3.05+1.93 17.60+10.01
2 3.00+1.02 | 0.000 | 3.15+1.39 | 0.008 | 3.63+1.68 | 0.006 | 3.35+1.69 | 0.010 | 3.16+1.49 | 0.006 | 3.66+1.91 0.125 19.96+8.45 | 0.002
3 3.32+1.13 3.20+1.40 3.63+1.46 3.70+1.42 3.22+1.46 3.41+1.54 20.50+£7.57
4 and above 2.47+1.09 2.52+1.58 2.85+1.74 2.74+1.79 2.53+1.57 3.13£1.79 16.26+8.62
Mode of delivery
Cesarean 3.28+1.09 | 0.004 | 3.54+1.10 | 0.001 | 3.58+1.36 | 0.302 | 3.63+1.59 | 0.007 | 3.56+1.14 | 0.001 | 3.61+1.52 0.314 21.2347.33 | 0.003
Vaginal 2.79+1.14 2.75+1.55 3.22+1.81 3.09+1.81 2.76x1.59 3.28+1.83 17.91+8.78
Family planning*
No 2.73+1.21 2.81+1.45 2.83+1.74 2.62+1.92 2.77+1.44 3.90+1.35 17.68+7.76
Pill 3.21+0.87 3.08+1.38 3.92+1.74 3.85+1.47 3.16+1.45 4.03+1.67 21.2848.21
RIA 3.13:1.05 | 0-003 | 33547 28 | 0000 | 3 5647 35 | 0000 | 3 654 35| 0002 33947 35 | 0.000 | 3694767 | 0002 | 59774685 | 0-000
Condom 3.05+1.36 2.97+1.77 3.18+2.05 3.20+2.23 2.93+1.77 3.11+1.87 18.46+10.46
Coitus interraptus 2.50+1.11 2.34+1.63 2.64+1.78 2.69+1.91 2.35+1.69 2.69+1.91 15.23+9.25
Frequency of sexual
intercourse*
1/week 2.97+1.08 2.97+1.26 3.30+1.58 3.23+1.62 2.96+1.28 3.63%1.36 19.08+7.25
2/week 3.34+0.98 0.000 3.64+1.32 0.000 4.10+1.39 0.000 3.98+1.35 0.000 3.68+1.34 0.000 3.88+1.66 0.000 22.63%£7.05 0.000
3-4/week 3.44+1.22 3.60+1.48 3.90+1.61 3.89+1.51 3.60+1.46 3.44+1.49 21.8748.25
1/month 1.95+0.89 1.59+1.36 1.96+1.73 1.85+1.88 1.57+1.44 2.22+2.11 11.18+8.24
Problem with sexual®
Yes* 2.20+1.04 | 0.001 | 1.82+1.52 | 0.000 | 2.00+1.71 | 0.000 | 2.16+2.15 | 0.011 | 1.80+1.52 | 0.000 | 2.40+2.18 0.046 12.39+#9.17 | 0.000
No 2.97+1.14 3.04+1.50 3.44+1.70 3.33%1.72 3.06+1.54 3.46+1.72 19.33+8.40
SD: Standard deviation; "Spearman corelasyon test; “Kruskal Wallis H test; ®Mann Whitney U test; *All women with sexual problems experience dyspareunia.
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Table 5. Multiple logistic regression for risk of sexual dysfunction associated with some characteristics

Variables OR.} 95% CF? p
Age 0.10 0.86 1.15 0.962
Duration of marriage 0.95 0.86 1.04 0.228
Duration of menopause 1.34 1.07 1.68 0.012
Education (under high school) 2.67 1.07 6.70 0.036
Work (not working) 2.11 0.78 5.72 0.142
Smoking (yes) 1.22 0.46 3.23 0.694
Menopause (physiological) 1.23 0.38 3.99 0.729
BMI (obese) 15.09 3.27 69.66 0.001
Incontinence (yes) 0.46 0.19 1.11 0.082
Chronic disease (yes) 1.09 0.45 2.64 0.853
Mode of delivery (vaginal) 2.91 1.11 7.62 0.029

OR_: adjusted odds ratio; 95% Cl: 95% confidence interval; Multivariable logistic regression model; BMI: Body mass index.

sexual dysfunction. This was a very high rate. This result
showed the effect of the menopause process on sexual dys-
functions. Because estrogen decreases during menopause
increases the risk of sexual dysfunction.!®'""”! In addition,
this result may have revealed that menopausal women ig-
nore and neglect the problems they experience related to
sexual dysfunctions in our study. According to the FSFI
score £26.55, in previous studies conducted in Turkiye, the
risk of sexual dysfunction (45.5-78%) was lower in wom-

en of reproductive age than in our study.?'3-'¢

In the study conducted by Gozuyesil et al., in menopausal
women, the risk of sexual dysfunction was 82%." These re-
sults showed that the risk of sexual dysfunction is increased
and neglected in menopausal women in Turkiye. Studies
in other countries, the risk of sexual dysfunction was 42%
in North America?, 70.6% in Italy, 67% in Brazil”,
and 67.9% in Lithuania.""® However, in studies conduct-
ed in Iran, the risk of sexual dysfunction was 81.5% and
86.6%, respectively.®® In our study, the incidence of sex-
ual dysfunction in menopausal women was higher than in
other countries. We would like to draw attention to the
fact that the risk of sexual dysfunction in Asian countries
was parallel with the findings of our study. The reason for
this can be attributed to the region where the studies were
conducted, culture, the way women perceive sexuality, and
the differences in their mean age.

FSFI Domains and Total Score in Menopausal Women

Sexuality and sexual health are important in women during
menopause. Sexual dysfunctions affect both the physical
and psychological health of women by disrupting their sex-
ual health and quality of sexual life.*? In the study, the
FSFI total score of menopausal women was 18.78+8.65
(51.14+6.74 years; min: 34-max: 67 years), similar to Pérez-
Herrezuelo et al. in their study 18.22+10.60 (65.59+7.93
years)??, Gozuyesil et al. 18.8+£8.7 (49.5+6.0; 40-60

years).”! In addition, the FSFI total score was found to be
higher in some studies. These studies are by Jonusiene et
al. 22.6£6.64 (56.96+4.78; 45-65 years)"'?, Tekin et al.
20.20+7.00 (41-50 years)!"®!, Cabral et al. 20.9+11.2
(49.8£8.1 years)”, Jamali et al. 19.31£8.5 (60.10+6.89;
50—89 years)"?’, Zhang et al. 21.52+2.85 (58.56 2.01 years)
231 and Cagnacci et al. 21.3+8.06 (52-55 years). In the
studies conducted, the mean age of women and the differ-
ence in age groups should be taken into consideration. In
this study, the mean age of women is lower than in oth-
er studies. However, similar to the findings of this study,
studies show that women experience sexual dysfunction
with age.l"#1%22231 \Wylomanski et al. reported that while
the FSFI total score was 25.5 in premenopausal women,
it was 21.5 in postmenopausal women."** In this study, it
can be said that the lower FSFI total score of women is the
reason why women enter menopause at an earlier age, have
a longer period of menopause, and have to struggle with
more sexual dysfunction as a result. In addition, the period
of menopause is perceived negatively by women in Turkish
society, and women may face many different symptoms
during this process and this may negatively affect sexual

functions.[*1%22!

Some Associated Factors Sexual Dysfunction and
FSFI Domains and Total Score

Age, Duration of Marriage, and Duration of Menopause

The risk of sexual dysfunction increases with increasing
female age, duration of marriage, and duration of meno-
pause. Previous studies have shown that age has a nega-
tive effect on sexual dysfunction in menopausal women.

Increasing age has increased the risk of sexual dysfunction.
[1,10,8,14,16,22,23]

In our study, there was a negative correlation between the

duration of menopause and the risk of sexual dysfunction.
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Ishak et al. and Cagnacci et al. reported that menopause
affects sexual dysfunction in their studies.""® Trento et al.
in their study with postmenopausal women aged 40-65
years, reported that two-thirds (64%) of women experi-
enced sexual dysfunction.”® It is known that the meno-
pause process causes hormonal irregularity. Decreased es-
trogen during menopause causes sexual dysfunction.®'"17}
Therefore, we think that the increase in the menopause

period causes women to experience more sexual problems.

However, we would like to draw attention to the fact that
the increase in the duration of marriage increases the risk of
sexual dysfunction. We did not expect this result. Because
only 7.9% of the women experienced dissatisfaction in
their marriage and problems in their sexual lives. This re-
sult made us think that women were ignoring and nor-
malizing their sexual dysfunctions and problems of sexual
life. In the study of Ishak et al., Tekin et al., and Mamuk
& Dissiz, similar to this research findings, it was reported
that the increased duration of marriage negatively affected
the FSFI score.[®1614

Family Type, Economic Status, Working, Level of Edu-
cation, and Satisfaction in Marriage

In the study, it was determined that women who live in
extended families experience more sexual dysfunction.
The people we live within the house affect people in many
ways.?¢! Still today, the extended family structure is still
very common in Turkish society (patriarchal structure).
However, living in an extended family also affects married
life and partner relations. Women living in extended fam-
ilies (like a grandfather and grandmother) may experience
behaviors such as inability to act freely in their sexual life,
inability to do what they want, pressure, embarrassment,
and hesitation.!*”?®! Therefore, it can be said that women
living in extended families may have experienced more sex-

ual dysfunction.

In the study, it was determined that women who are low-in-
come status, unemployed, and under high school experience
more sexual dysfunction. Similarly, It has been reported that
in the study of Tekin et al. primary school graduates, low-in-
come, unemployed™®; in the study of Mamuk & Dissiz
primary school graduates™; in the study of Askin et al.
low-income women experience more sexual dysfunction.™!
We would like to draw attention to the similar findings in
previous studies in Turkiye. Unfortunately, the social status
of most of the women in Tiirkiye is not at the desired lev-
el. Low-income levels, unemployment, and low education
levels can cause increased life stressors, anxiety, and future

anxiety.””! This can lead to a decrease in the quality of life
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of women and problems in their sexual lives. In addition,
women with these socio-demographic characteristics have

11725271 For this rea-

difficulties in accessing health services.
son, women may not have received health services regarding
their sexual problems, they may have postponed their prob-

lems, and thus these problems may have increased.

The study determined that women who are unsatis-
fied with marriage experience more sexual dysfunction.
Unsatisfaction in marriages (mostly women) causes some
problems in married life. These problems change in many
areas such as professional issues, the economy, making
basic decisions, and sexual life.[?”?®! Women who are un-
satisfied in their marriage are not expected to be happy
in their sexual lives.’?*=3"! In this context, women who are
unsatisfied in their marriage may be at higher risk of sexual
dysfunction.

Smoking, Menopause Status, HRT, Chronic Disease,
Obesity, and Experience Incontinence

Although sexuality and sexual function are important
in women during menopause, sexual dysfunctions affect
women’s physical, psychological, and emotional health in
many ways.®*%22 In this study; sexual dysfunction was
found to be worse in women who do not smoke. This find-
ing in our study was surprising. In previous studies, it was
stated that women who smoke were more likely to experi-
ence sexual dysfunction. Because smoking causes chronic
diseases by disrupting the function of many systems, in-
cluding the cardiovascular system®? and chronic diseases
increase the risk of sexual dysfunction.?*** However, the
risk of sexual dysfunction was higher in non-smokers in
our study. This result may be because only one-fourth of
the women in our study were smokers (22.4%). Also, we
think that the duration of exposure to cigarettes and the

amount of cigarettes smoked daily are important.

Another important finding in our study was that women
with normal menopause had a higher risk of sexual dys-
function compared to women with surgical menopause.
Previous studies have indicated that surgical menopause
causes more sexual dysfunction.?***! However, the fact
that women in Tiirkiye experience menopause at an earli-
er age (47—48 age) than women in other countries causes
them to be exposed to menopausal symptoms for a lon-
ger period.®® This may have caused women with normal
menopause to experience more sexual dysfunction com-
pared to women with surgical menopause. In addition, in
our study, there was a significant negative correlation be-
tween the duration of menopause and sexual functions (r=-
0.430, p=0.000). This result also supported our findings.
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In this study, sexual dysfunction is seen more in those who
use HRT. The previous study was similar to our study."'?
This finding in our study was surprising. Because the use
of HRT was an important option to reduce genitourinary
symptoms in menopausal women and reducing sexual prob-
lems (dyspareunia etc.).®”*® However, we found the oppo-
site result in our study. We think that this is because very

few of the women in our study were using HRT (3.9%).

In our study, women with chronic diseases had a higher
risk of sexual dysfunction. Previous studies were similar to
our study.!"*'*331 Chronic diseases increase the risk of sexu-
al dysfunction. Because chronic diseases, their treatments,
and the side effects of the drugs used can cause sexual
dysfunctions.®*34 Therefore, we think that women with
chronic diseases have a higher risk of sexual dysfunction

in our study.

In this study; sexual function was found to be worse in wom-
en who obesity and experience incontinence. According to
Cagnacci et al. reported more sexual dysfunction in obese
women." Also it is stated that women who experience
psychological, somatic, and urogenital complaints due to
menopause experience more sexual dysfunction in some

studies.[>#410:22]

However, women with obesity and incontinence may have
problems with their body image and self-esteem as well as
their physiological problems."#"3%3% \When we think that
sexuality concerns the whole body; It is an expected re-
sult that women who have problems with body image and
self-esteem experience more sexual dysfunction in their

sexual lives.

Number of Pregnancies, Mode of Delivery, Family
Planning Method

In this research; It was determined that women with 4 or
more pregnancies and who had vaginal delivery experi-
enced more sexual dysfunction. It was consistent with our
study in previous studies.!'®%1640-421 Increasing number of
pregnancies and vaginal delivery are important factors that
cause pelvic floor dysfunction by causing pelvic relaxation,
nerve damage, and pelvic muscle deformities in women.
1431 Pelvic floor dysfunction leads to deterioration in sexu-
al functions.”¥ Therefore, these women may have experi-

enced more sexual dysfunction.

In this research, it was determined that women who used
the withdrawal method experienced more sexual dysfunc-
tion. Previous studies were parallel to our study.®'*16]
The withdrawal method is a traditional method that de-

pends on the male’s self-control and reduces sexual desire

and satisfaction by interrupting sexual intercourse.!”

Therefore, women who use the withdrawal method may
be at higher risk of experiencing sexual dysfunction. In ad-
dition, increased vaginal dryness and dyspareunia with the
effect of decreasing estrogen during menopause also cause
sexual life to be negatively affected.”®?*! When all these
reasons come together, we think that the risk of experienc-
ing sexual dysfunction increases.

Frequency of Sexual Intercourse and Problems with
Sexual

In this study, the sexual functions of women who had
problems in sexual (dyspareunia 24/7.9%) were found to
be worse. It has been stated that the study of Trento et al.
women experiencing sexual complaints and vaginal dry-
ness??; the study of Zhang et al. women experiencing vag-
inal dryness, dyspareunia, and vaginal maturation (evalu-
ating estrogen secretion)'??); the study of Cagnacci et al.
women who experience vaginal atrophy, vaginal dryness,
and dyspareunia experience excessive sexual dysfunction.

In this study, the sexual functions of women who had
sexual intercourse once a month were found to be worse.
Mamuk & Dissiz and Ishak et al. reported that the fre-
quency of sexual intercourse affects sexual dysfunction.®'*
Similar to the research findings in the studies, it is reported
that as the number of sexual intercourse decreases, wom-
en who have problems with sexual intercourse experience

more sexual dysfunction.®142325]

Multiple Logistic Regression for Risk of Sexual
Dysfunction Associated with Some Characteristics

Duration of menopause, women with under high school
education, those who were obese, and those who gave vagi-
nal birth was a factor that significantly increased the risk of

sexual dysfunction in women from Tiirkiye.

In this study, increased duration of menopause (5.69+4.98
years) was determined as a risk factor for sexual dysfunction
(34 to 67 years of age). This may be because the increased
duration of menopause causes women to experience more
menopausal symptoms and sexual problems (vaginal dry-
ness, dyspareunia, etc.). In the literature, it is stated that the
menopausal symptoms experienced by women cause sexu-
al problems.”6#”! Similarly, Trento et al. study identified
menopausal women (40 to 65 years of age) experiencing

51251 Pérez-Herrezuelo

sexual problems and vaginal drynes
et al. study identified menopausal women (65.59+7.93
years) experiencing urogenital symptoms'??, Cagnacci et
al. study identified menopausal women (40 to 55 years

of age) experiencing vaginal dryness, dyspareunia, vaginal
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atrophy as a risk factor for sexual dysfunction."” Although
there are age differences among the women included in the
study, the increase in the duration of menopause causes
more menopause symptoms and triggers the risk of sexual
dysfunction.

In the study, it was determined that women with an un-
der high school had a 2.7 times higher risk of sexual dys-
function. Similarly, in Tiirkiye!"¥, Brazil“®, Lithuania?,

Koreal®?!

, and Spain®® also found a higher risk of sexual
dysfunction in women with low education levels. The rea-
son for these results may be that women in the period of
menopause are not considered as a risk group regarding
sexuality and sexual health and that the counselling ser-
vices and information about sexuality and sexual health in
countries are insufficient (symptoms experienced during

menopause and sexuality and sexual health, etc.).

It has been reported that there is a significant relationship
between obesity and sexual dysfunction. This may be due
to the effect of the pathophysiology of obesity on sexu-
al functions, dissatisfaction with the body image experi-
enced by obese and menopausal women, feeling their cats
worthless, and/or social norms.®*"In this study, it was de-
termined that obese women have a 15.1 times higher risk
of sexual dysfunction. In parallel, Bag et al., Cagnacci et al.
and Pious & Amaresha studies indicate that obesity causes

sexual dysfunction.["3139!

It is stated that vaginal delivery causes sexual dysfunc-
tions.**?! In our study, there is a 2.9 times higher risk of
sexual dysfunction in women who have vaginal delivery.
According to Tavares et al., Dabiri et al., and Kabakian-
Khasholian et al. studies show that vaginal delivery causes
sexual dysfunction.*®*? The reason for this may be that
most of the vaginal deliveries are intervened (induction,
episiotomy, etc.), adversely affecting the pelvic muscles,
and nerve damage (perineal trauma, spontaneous lacera-

tion, etc.).[#445]

Strengths and Limitations

In conclusion, in this study, we aimed to determine the
risk of sexual dysfunctions of women in the menopause
period and to detect the associated factors of the sexual
dysfunctions of women in Izmir in western Tiirkiye. Sexual
dysfunctions in women with menopause are one of the im-
portant health problems that are ignored, postponed, and
neglected in Tiirkiye. Therefore, our study sheds light on
the risk of sexual dysfunction and its associated factors
in women with menopause in Izmir in western Tirkiye.
This is an essential strength of this research. Our research
has some limitations. First, the study sample consisted of

ANDROLOUJI BULTENI

menopausal women who came to the gynecology policlin-
ic. The second limitation is that the sample of the research
is limited to one hospital. Another limitation of our study
was that the subject of the research was sexuality and sex-
ual dysfunctions, which have a high level of privacy in
Tiirkiye. Therefore, some of the women did not want to
answer the questions or refused to participate in the study.
But, the data of the study were collected in nine months.
This process provided diversity in the sample population in
terms of introductory characteristics of women in meno-
pause. This is one of the strengths of this research. At the
same time, ethics committee permission for the study and
institutional approvals were obtained from the training
and research hospital where the research was conducted.
Necessary explanations were given to the menopausal
women about the study, and their written and verbal con-
sent was obtained. All forms were collected by face-to-face
interview and filled out by the menopausal women in a
suitable room of the hospital. The privacy of women was
taken care of. This is another strength of this research. In
addition, the research group consists of two academicians
who are experts in women’s health and gynecological dis-
eases. After the data collection process, the questions asked
by the menopausal women were answered, and training
and consultancy were provided about the subjects they
wanted to receive information about menopause, sexuality,

and sexual dysfunctions.

CONCLUSIONS

As a result of the study, our study showed that the vast ma-
jority of menopausal women were at risk of sexual dysfunc-
tion. In the study, while the scores of lubrication, orgasm,
and pain domains were higher, the scores of desire, arous-
al, and satisfaction domains were lower. In addition, some
descriptive characteristics of the women (age, duration of
the marriage, living in an extended family, unemployed,
low-income status, under high school, unsatisfaction in
marriage, not smoking, physiological menopause, using
HRT, obesity, chronic disease, with incontinence) and
some obstetric characteristics (four or more pregnant, vagi-
nal delivery, using withdrawal method), increased duration
of menopause, decreased frequency of sexual intercourse
and having problems with sexual negatively affect sexual
functions. More specifically, from the results of multiple re-
gression analysis, a relationship was found between the du-
ration of menopause, low education level, obesity, vaginal
delivery, and the risk of sexual dysfunction. Strategies and
suggested solutions need to be developed by health profes-
sionals (especially gynecologists and gynecology nurses) to

improve sexual dysfunctions experienced by menopausal
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women. It is recommended that quantitative and qualita-

tive studies in which sexual function and quality of sexual

life of menopausal women are evaluated together and the

associated factors them are taken into consideration should

be conducted with different sample groups.

Ethics Committee Approval
The study was approved by Izmir Katip Celebi University Non-Interventional Clinical
Research Ethics Committee. (date and number of approval: 25.04.2019/179).

Peer-review
Externally peer-reviewed.

Conflict of Interest
No conflict of interest was declared by the authors.

Financial Disclosure
No financial support has been received.

REFERENCES

1

10.

11.

12.

. Cagnacci A, Venier M, Xholli A, Paglietti C, Caruso S. Female

sexuality and vaginal health across the menopausal age. Menopause.
2020;27(1):14-9, [accessed 20 June 2023]. [CrossRef]

. Chedraui P, Pérez-Lépez FR, Mezones-Holguin E, San Miguel G,

Avila C. Collaborative Group for Research of the Climacteric in
Latin America (REDLINC). Assessing predictors of sexual function
in mid-aged sexually active women. Maturitas. 2011;68(4):387—
90. [CrossRef]

. Gélbagi Z, Tugut N, Erenel A, Eroglu K. Prevalence and some

related factors of sexual dysfunction among married women
admitted to the gynecologic outpatient clinic. Cumhuriyet Med J.
2014;36(1):1-10. [CrossRef]

. Gozuyesil E, Gokyildiz Surucu S, Alan S. Sexual function and

quality-of-life-related problems during the menopausal period. J
Health Psychol. 2018;23(14):1769-80. [CrossRef]

. Clayton AH, Juarez EMV. Female sexual dysfunction. Medical

Clinics. 2019;103(4):681-98. [CrossRef]

. Parish SJ, Cottler-Casanova S, Clayton AH, McCabe MD

Coleman E, Reed GM. The evolution of the female sexual disorder/
dysfunction definitions, nomenclature, and classifications: a review
of DSM, ICSM, ISSWSH, and ICD. Sex Med Rev. 2021;9(1):36—
56. [CrossRef]

. Cabral PUL, Candrio ACG, Spyrides MHC, Uchéa SADC,

Eleutério JJ, Giraldo PC, et al. Physical activity and sexual function
in middle-aged women. Rev Assoc Med Bras (1992). 2014;60:47—
52. [CrossRef]

. Ishak TH, Low WY, Othman S. Prevalence, risk factors, and

predictors of female sexual dysfunction in a primary care setting: a
survey finding. J Sex Med. 2010;7(9):3080-7. [CrossRef]

. Jamali S, Rahmanian A, Javadpour S. Examining the sexual

function and related attitudes among aged women: a cross-
sectional study. Int J Reprod Biomed. 2016;14(1):29. [CrossRef]

Jonusiene G, Zilaitiene B, Adomaitiene V, Aniuliene R, Bancroft
J. Sexual function, mood and menopause symptoms in lithuanian
Climacteric.  2013;16(1):185-93.

postmenopausal  women.

[CrossRef]

Neijenhuijs KI, Hooghiemstra N, Holtmaat K, Aaronson NK,
Groenvold M, Holzner B, et al. The Female Sexual Function Index
(FSFI) -a systematic review of measurement properties. ] Sex Med.
2019;16(5):640-60. [CrossRef]

Shaeer O, Skakke D, Giraldi A, Shacer E, Shaeer K. Female orgasm

and overall sexual function and habits: a descriptive study of a

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

cohort of US women. ] Sex Med. 2020;17(6):1133—43. [CrossRef]

Askin M, Ko¢ EM, Sézmen MK, Sahin EM, Aydogmus S.
Evaluation of factors affecting sexual functions and contraceptive
method preferences of women. Duzce Med J. 2019;21(3):172-6.
[CrossRef]

Mamuk R, Dissiz M. Evaluation of sexual functions of married
women in Istanbul. Int J Caring Sci. 2018;11(2):1169-75.
Available from: http://www.internationaljournalofcaringsciences.
org/docs/60_dissiz_original_10_2.pdf

Kiigiikyildiz I. Sexual dysfunction in women during COVID-19
pandemic: a  hospital-based,  prospective,  cross-sectional
comparative study. Cumhuriyet Med J. 2021;43(3):241-8.
[CrossRef]

Tekin YB, Ural UM, Ustiiner I, Balik G, Giiven ESG. Evaluation
of female sexual function index and associated factors among
married women in North Eastern Black Sea region of Tiirkiye.

Turk J Obstet Gynecol. 2014;11(3):153. [CrossRef]

Liu P, YuanY, Liu M, Wang Y, Li X, Yang M, et al. Factors associated
with menopausal symptoms among middle-aged registered nurses
in Beijing. Gynecol Endocrinol. 2015;31(2):119-24. [CrossRef]

Singh AS, Masuku MB. Sampling techniques & determination of
sample size in applied statistics research: an overview. Int J Econ
Commerce Manag. 2014;2(11):1-22. Available from: heep://
ijecm.co.uk/wp-content/uploads/2014/11/21131.pdf

Rosen R, Brown C, Heiman J, Leiblum C, Meston R, Shabsigh D,
et al. The female sexual function index (FSFI): a multidimensional
self-report instrument for the assessment of female sexual function.
J Sex Marital Ther. 2000;26(2):191-208. [CrossRef]

Oksiiz E, Malhan S. Validity and reliability analysis of female
sexual function index. J Syndr. 2005;17:54-62. Available
from: https://www.researchgate.net/profile/Ergun-Oksuz/
publication/285879607_Reliability_and_validity_of_the_
Female_Sexual_Function_Index_in_Turkish_population/
links/566aab6108ae430ab4f81892/Reliability-and-validity-of-
the-Female-Sexual-Function-Index-in-Turkish-population.pdf

Wiegel M, Meston C, Rosen R. The female sexual function index
(FSFI): cross-validation and development of clinical cutoff scores.
J Sex Marital Ther. 2005;31(1):1-20. [CrossRef]

Pérez-Herrezuelo I, Aibar-Almazdn A, Martinez-Amat A, Fébrega-
Cuadros R, Dfaz-Mohedo E, Wangensteen R, et al. Female sexual
function and its association with the severity of menopause-related
symptoms. Int ] Environ Res Public Health. 2020;17(19):7235.
[CrossRef]

Zhang C, Cui L, Zhang L, Shi C, Zang H. Sexual activity and
function assessment in middle-aged Chinese women using the
female sexual function index. Menopause. 2017;24(6):669-76.
[CrossRef]

Wylomanski S, Bouquin R, Philippe H, Poulin Y, Hanf M,
Dréno B, et al. Psychometric properties of the French Female
Sexual Function Index (FSFI). Qual Life Res. 2014;23:2079-87.
[CrossRef]

Trento SRSS, Madeiro A, Rufino AC. Sexual function and
associated factors in postmenopausal women. Rev Bras Ginecol
Obstet. 2021;43(07):522-9. [CrossRef]

Page CE, Soreth B, Metcalf CA, Johnson RL, Duffy KA,
Sammel MD, et al. Natural vs. surgical postmenopause and
psychological symptoms confound the effect of menopause on
executive functioning domains of cognitive experience. Maturitas.

2023;170:64—73. [CrossRef]

Demir Z. The unchanging characteristics of the family in changing
societies. Cukurova University ] Faculty Divinity. 2021;21(2):770—
91. [CrossRef]

ANDROLOUJI BULTENI

26

Androl Bul 2024;26:16-27


https://doi.org/10.1097/GME.0000000000001427
https://doi.org/10.1016/j.maturitas.2010.12.004
https://doi.org/10.7197/1305-0028.2434
https://doi.org/10.1177/1359105317742194
https://doi.org/10.1016/j.mcna.2019.02.008
https://doi.org/10.1016/j.sxmr.2020.05.001
https://doi.org/10.1590/1806-9282.60.01.011
https://doi.org/10.1111/j.1743-6109.2010.01848.x
https://doi.org/10.29252/ijrm.14.1.29
https://doi.org/10.3109/13697137.2012.682746
https://doi.org/10.1016/j.jsxm.2019.03.001
https://doi.org/10.1016/j.jsxm.2020.01.029
https://doi.org/10.18678/dtfd.593920
https://doi.org/10.7197/cmj.973939
https://doi.org/10.4274/tjod.43815
https://doi.org/10.3109/09513590.2014.971237
https://doi.org/10.1080/009262300278597
https://doi.org/10.1080/00926230590475206
https://doi.org/10.3390/ijerph17197235
https://doi.org/10.1097/GME.0000000000000812
https://doi.org/10.1007/s11136-014-0652-5
https://doi.org/10.1055/s-0041-1735128
https://doi.org/10.1016/j.maturitas.2023.01.007
https://doi.org/10.30627/cuilah.940820

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

ANDROLOJI BULTENI
Topaloglu Oren and Ertem m Sexual dysfunction and associated factors in menopausal women: A correlational study

Yal¢in H. Relationship between adaptation of the marriage and
demographic characteristics. ] Res Educ Teach. 2014;3(1):250—
61. Available from: http://jret.org/FileUpload/ks281142/File/24.
yalcin.pdf

Kong J, Easton SD, Zhang Y. Sexual and marital satisfaction in
older adulthood: effects of childhood and adulthood violence
exposure. The Gerontologist. 2023;63(2):285-96. [CrossRef]

McNulty JK, Wenner CA, Fisher TD. Longitudinal associations
among relationship satisfaction, sexual satisfaction, and frequency
of sex in early marriage. Arch Sex Behav. 2016;45:85-97. [CrossRef]

Pious AA, Amaresha AC. Factors of sexual health, sexual function,
and sexual satisfaction of married adults: a Systematic Review. ]
Positive School Psychol. 2023;1471-81. Available from: https://
journalppw.com/index.php/jpsp/article/view/15587/10034

Cheng ES, Velentzis LS, Weber M, Steinberg J, Canfell K, Yu
XQ. Female reproductive and hormonal factors and lung cancer
mortality among never-smokers: a prospective cohort study of
287,408 Chinese women. Int J Cancer. 2023;1-13, [CrossRef]

Armeni A, Armeni E, Augoulea A, Stergiotis S, Kaparos G,
Alexandrou A, et al. Climacteric symptoms, age, and sense of
coherence are associated with sexual function scores in women
after menopause. ] Sex Med. 2023;20:313-323. [CrossRef]

Topaloglu Oren ED. ( Avdal U, editor). Algorithms and clinical
decision making in the treatment and care of chronic diseases:
internal nursing diseases, sexuality and sexual health in chronic
diseases. Use of grounded theory (Chap. 77). Tiirkiye: Hippocrates
Publishing. 2022. pp. 1143-58.

Page SJ. Religion and intimate life: Marriage, family, sexuality.
In: The Routledge Handbook of Religion, Gender and Society.
Routledge 2022. pp. 234—48. [CrossRef]

Ikiisik H, Turan G, Kutay E Karamanli DC, Giilen E, Ozdemir
E, et al. Awareness of menopause and strategies to cope with
menopausal symptoms of women aged between 40 and 65 who
consulted a tertiary care hospital. ESTUDAM Public Health J.
2020;5(1):10-21. [CrossRef]

Gonzilez M, Viifara G, Caba F Molina E. Sexual function,
menopause and hormone replacement therapy (HRT). Maturitas.
2004;48:411-20. [CrossRef]

Pop AL, Nasui BA, Bors RG, Penes ON, Prada AG, Clotea
E, et al. The current strategy in hormonal and non-hormonal
therapies in menopause -a comprehensive review life. Life (Basel).

2023;13(3):649. [CrossRef]

Bag S, Akbas F. The impact of obesity on sexual functions and
dyadic consensus in patients with obesity. Metab Syndr Relat
Disord. 2020;18(6):308-312. Available from: https://www.
liebertpub.com/doi/pdf/10.1089/met.2020.0012 [CrossRef]

Dabiri E, Yabandeh AP, Shahi A, Kamjoo A, Teshnizi SH. The effect
of mode delivery on postpartum sexual functioning in primiparous
women. Oman Med J. 2017;29:276-9. [CrossRef]

41.

42,

43,

44,

45.

46.

47.

48.

49.

50.

51.

Kabakian-Khasholian T, Ataya A, Shayboub R, El-Kak F. Mode
of delivery and pain during intercourse in the postpartum
period: Findings from a developing country. Sex Reprod Health.
2015;6(1):44—7. [CrossRef]

Tavares IM, Schlagintweit HA, Nobrea PJ, Rosen NO. Sexual
wellbeing and perceived stress in couples transitioning to
parenthood: A dyadic analysis. Int J Clin Health Psychol.
2019;19(3):198-208. [CrossRef]

Hajihashemy M, Zamansaraei S, Pourmomeni A, Sarmadi V,
Ebrahim Babaei M. Pelvic floor dysfunction among primiparous
woman after vaginal delivery and cesarian section: a prospective
cohort study. ] Health Sci Surveill Syst. 2023;11(1):50-5.
Available from: heeps://jhsss.sums.ac.ir/article_48953_
d6739b105f08c0a1b97eb64804547 1da.pdf

Torres J, Chaparro M, Julsgaard M, Katsanos K, Zelinkov Z,
Agrawal M, et al. European Crohn’s and Colitis guidelines on
sexuality, fertility, pregnancy, and lactation. J Crohns Colitis.
2023;17(1):1-27. [CrossRef]

Cakmak V, Uysal Keme Z, Unal I, Oztiirk Can H. Investigating
the reasons for using and quitting the coitus interruptus method
of women applying to the family planning clinic to use an effective
family planning method. Forbes ] Med. [Internet]. 2021;2(1):31—
40. [CrossRef]

Demirtas FA, Firat B, Sahin N. Menopause and sexual life:
systematic review. Androl Bul [Internet]. 2022;24(2):155-62.
[CrossRef]

Karakus A, Yanikkerem E. Sexual dysfunction in climacteric
period: the last 5 years’ studies used the Female Sexual Function
Index (FSFI). Giimiishane University ] Health Sci. 2016;5(1):64—
85.

Cabral PU, Canario AC, Spyrides MH, Uchoa SA, Eleuterio
J, Gongalves AK. Determinants of sexual dysfunction among
middle-aged women. Int J Gynaecol Obstet. 2013;120(3):271—4.
[CrossRef]

Chae HD, Choi SY, Cho EJ, Cho YM, Lee SR, Lee ES, et al.
Awareness and experience of menopausal symptoms and hormone
therapy in Korean postmenopausal women. ] Menopausal Med.
2014;20(1):7—13. [CrossRef]

Perez-Lopez FR, Fernandez-Alonso AM, Trabalon-Pastor M, Vara
C, Chedraui P; Menopause Risk Assessment (MARIA) Research
Group. Assessment of sexual function and related factors in mid-
aged sexually active Spanish women with the Six-item Female Sex
Function Index. Menopause. 2012;19(11):1224-30. [CrossRef]

McNabney SM. Obesity, body image dissatisfaction, and sexual
dysfunction: a narrative review. Sexes. 2022;3(1):20-39. [CrossRef]

27


https://doi.org/10.1093/geront/gnac126
https://doi.org/10.1007/s10508-014-0444-6
https://doi.org/10.1002/ijc.34508
https://doi.org/10.1093/jsxmed/qdac031
https://doi.org/10.4324/9780429466953-18
https://doi.org/10.35232/estudamhsd.632194
https://doi.org/10.1016/j.maturitas.2003.10.005
https://doi.org/10.3390/life13030649
https://doi.org/10.1089/met.2020.0012
https://doi.org/10.5001/omj.2014.72
https://doi.org/10.1016/j.srhc.2014.09.007
https://doi.org/10.1016/j.ijchp.2019.07.004
https://doi.org/10.1093/ecco-jcc/jjac115
https://doi.org/10.5222/forbes.2021.77487
https://doi.org/10.24898/tandro.2022.54837
https://doi.org/10.1016/j.ijgo.2012.09.023
https://doi.org/10.6118/jmm.2014.20.1.7
https://doi.org/10.1097/gme.0b013e3182546242
https://doi.org/10.3390/sexes3010002

