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Abstract
Background: This study aimed to assess sexual functioning among women with poly-
cystic ovary syndrome (PCOS) in Iran.

Materials and Methods: A cross-sectional study was conducted to ascertain factors re-
lated to sexual functioning in 300 PCOS patients attending to the private practice centers 
in Kashan, Isfahan Province, Iran, from May to October 2012. The Female Sexual Func-
tion Index (FSFI) was used to measure sexual functioning. Moreover, the socio-demo-
graphic details and clinical information of PCOS including obesity, hirsutism, acne, men-
strual cycle disturbances, infertility and endocrine profile were recorded for each patient.  

Results: Overall the prevalence of female sexual dysfunction (FSD) was 16.6%. In par-
ticular patients indicated poorer sexual functioning for the desire (48.3%) and the arousal 
(44.7%) subscales. Multiple logistic regression analysis suggested patients with lower 
educational level (OR: 2.94; 95% CI: 1.46-5.92) and irregular menstrual status (OR: 
4.61; 95% CI: 1.93-11) were more likely to report sexual dysfunction. 

Conclusion: The findings suggest that desire and arousal were the most prevalent sexual 
disorders reported in this patient population. In addition, findings suggested that women 
with limited or no formal education and a history of menstrual irregularities were the most 
likely to report female sexual dysfunction. Further investigations are needed to examine 
female sexual functioning among women with PCOS, to educate their health care provid-
ers, and to develop therapeutic interventions.    
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Introduction 
Polycystic ovary syndrome (PCOS) is the most 

common endocrine disorder in women of repro-
ductive age. It is estimated that 5 to 10% of women 
suffer from the disease (1). The symptoms typi-
cally associated with PCOS are irregular menstrua-
tion, hirsutism, obesity, infertility, anovulation and 
acne, leading to a significant reduction in female 

quality of life (QOL), marital maladjustment and 
impaired sexual functioning (2, 3).

Sexuality is an important and complex domain 
in QOL studies. Prevalence of female sexual dys-
function (FSD) may vary according to cultural, 
racial and health status. Impaired sexual function-
ing in women with PCOS has been often neglected 
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or studied incidentally.  Characteristics associated 
with PCOS may adversely affect sexual health. 
Women struggling with PCO, have reported feel-
ing less attractive and having lower sexual satis-
faction when compared to women without PCOS 
(4). Contrary to hypothesis stating that elevated 
androgen levels in PCOS increase female libido, 
women with PCOS have reported decreased sex-
ual satisfaction and feeling less attractive (5-7). 
In one study findings suggested an elevated body 
mass index (BMI) did not affect sexual function or 
intercourse frequency, but a higher BMI resulted 
in a decrease in sexual satisfaction (8). Hahn et al. 
(2) reported that hirsutism decreased women sexu-
al function more than obesity.

 Studies examining the sexuality of patients with 
PCOS focused on the psychosexuality or subject’s 
sexual orientation (9-11). Since there are multiple 
factors that can impair the sexual function of these 
patients, it is essential to evaluate the importance 
of this problem and the main factors contributing 
to this disorder. In the Iranian population, there has 
been no study related to sexual functioning among 
women with PCOS yet. This study was designed 
to investigate whether clinical and hormonal char-
acteristics in women with PCOS influenced their 
sexual functioning. The intent is to facilitate an 
understanding of the relationships between these 
variables and to guide interventions that might im-
prove the sexual function of patients  struggling-
with symptoms of PCOS.

Materials and Methods
Design and data collection 

This was a cross-sectional study of women 
with PCOS who attended two private gyne-
cology clinics in Kashan, Isfahan Province, 
Iran, from May to October 2012. The Ethics 
Committee of the Tarbiat Modares University 
approved the study. Patients with confirmed 
diagnosis of PCOS were invited to participate 
in the study. After explaining the study objec-
tives, a written informed consent was obtained 
from all participants and they were then re-
quested to complete the study questionnaires. 
Inclusion criteria were as follows: 15-40 years 
of age, married, Iranian, as well as having two 
of the following Rotterdam diagnostic criteria: 
i. polycystic ovaries being detected by ultra-
sound scan (presence of 12 follicles or more in 

one or both ovaries and/or increased ovarian 
volume >10 ml), ii. clinical signs of hyperan-
drogenism (hirsutism score based on hirsutism 
score greater than 7 or obvious acne) and/or an 
elevated plasma testosterone (testosterone >2. 
0 nmol/l) (12-13), and iii. having an interval 
between menstrual periods >35 days and /or 
amenorrhea, defined as the absence of vaginal 
bleeding for at least 6 months (i.e.199 days) 
(14). Exclusion criteria were as follows: di-
agnoses of non-classical adrenal hyperplasia; 
thyroid dysfunction or hyperprolactinemia; 
communication concerns, specifically the ina-
bility to speak or listen attentively; previous or 
current psychiatric diagnosis or using psychi-
atric medications including antidepressants; 
and taking any prescription medication (ex-
cept allergy medications and occasional pain 
medications) for at least three months before 
entering the study.

Measures 
Sexual function

Female sexual function was evaluated using a 
detailed 19-item questionnaire [the Female Sexu-
al Function Index (FSFI)] described by Rosen et 
al. (15). This standardized questionnaire evalu-
ates six domains of female sexual functioning 
during a four-week period that is identified as 
desire, arousal, lubrication, orgasm, satisfaction 
and pain during sexual intercourse. The domain 
of female sexual arousal disorder is assessed in 
terms of frequency, level, confidence and satisfac-
tion with eight questions. It is further divided into 
two separate domains of lubrication (four items) 
and arousal (four items). These items assess both 
the peripheral (lubrication) as well as the central 
(subjective sexual arousal and desire) components. 
Other domains assessed include pain (three items), 
orgasm (three items) and satisfaction (three items). 
A scoring algorithm is applied to each domain and 
a composite score is obtained. Scores ranged for 
items 3-14 and 17-19 are 0-5, and for items 1, 2, 
15 and 16 are 1-5. By adding the scores of the in-
dividual items comprising the domain and by mul-
tiplying the sum by the domain factor, individual 
domain scores are then obtained. Maximum scores 
for factors are as follows: 0.6 for desire, 0.3 for 
arousal and lubrication, and 0.4 for orgasm, satis-
faction and pain. A total score is obtained by add-
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ing the six domain scores. The full-scale score range 
is from 2.0 to 36.0, with higher scores associated 
with a lower degree of sexual dysfunction. Women 
who scored <3.9 for all six domains are identified as 
sexual dysfunction. In this study, we used the cut-
off points of the Persian version translated by Mo-
hammadi et al.  Therefore, a score <3.3 in the desire 
domain, score <3.4 in arousal and orgasm, score 
<3.8 in satisfaction and pain, score <3.7 in lubrica-
tion, and total score <28 were considered as female 
sexual dysfunction (FSD). Validity and reliability of 
Persian version of the questionnaire has been well 
documented (16). In order to carry out the test-retest 
reliability, a total of 30 patients, randomly selected 
from the original group, completed again the FSFI 
two weeks later, in the same manner as the first one. 
The test-retest reliability of the scale was estimated 
by intraclass correlation coefficient (ICC). The ICC 
was satisfactory (0.80, p<0.05).

Clinical symptoms of PCOS
1. Menstrual history: patients were asked to 

choose the best option indicating their menstrua-
tion interval during the preceding 12 months of the 
following category: <21 days, 21-34 days, 35-60 
days, >199 days, and being variable.

2. Reproductive history: women were asked 
to categorize their reproductive history based on 
the following criteria: i. having been pregnant: all 
births, no losses; ii. having been pregnant: some 
births, some losses; iii. having been pregnant: no 
births, all losses; and iv. never being pregnant.

3. BMI: weight and height were calculated by 
the following formula for all participants, weight/ 
height squared (kg/m2).

4. Body hair: clinical assessment of hirsutism 
was determined using the Ferriman-Gallwey scor-
ing system (F-G score). Nine body sites (the upper 
lip, chin, chest, upper back, lower back, upper abdo-
men, lower abdomen, arm, and thigh) were graded 
from 0 (no terminal hair) to 4 (severe hirsutism). 
Scores can range from 0 to 36. A score of 7 or above 
was considered positive for hirsutism (17).

5. Acne: acne was determined using the Global 
Acne Grading System (GAGS). The GAGS con-
siders six locations on the face and chest/upper 
back. The borders on the face are defined by the 
hairline, jawline, and ears. The score of each loca-
tion is a factor presenting affected surface area as 

well as distribution and density of pilosebaceous 
units. The chest and upper back are also included 
because their involvement is critical in order to as-
sess the severity of acne and to decide on treatment 
option. The score of each location is separately de-
termined in a 0-4 point scale that means the sum of 
scores belonging to a location (18).

Socio-demographic status
The study used years of formal education as a 

measure of socioeconomic status that was catego-
rized into five levels: no education, first level (1 to 
5 years), second level (6-9 years), third level (10-
12 years) and fourth level (more than 12 years). 
Different studies from Iran showed that education 
could be a good proxy measure for socioeconomic 
status of Iranians (19).

Laboratory measures
An overnight 8-hour fasting venous blood sam-

ple was obtained from each subject on the second 
or third day of their spontaneous or progesterone-
induced menstrual cycles. Serum total testosterone 
(TT), sex hormone-binding globulin (SHBG), fol-
licle-stimulating hormone (FSH), and luteinizing 
hormone (LH) were concomitantly assessed in all 
participants by ELISA (DRG Instruments GmbH, 
Marburg, Germany). TT and SHBG were used 
to calculate the free androgen index (FAI) as TT 
(nmol/l)/ SHBG (nmol/l) ×100, suggesting to be a 
useful indicator of abnormal androgen status (20).

Data analysis 
Data are presented as number (%), unless other-

wise indicated. To explore the association between 
the socio-demographic and PCOS characteristics 
with sexual function (Table 1), the method of mul-
tivariate logistic regression analysis was applied. 
Odds ratios (ORs) and 95% confidence intervals 
(CI) were calculated. Independent variables in-
cluded the PCOS characteristics that were dichoto-
mized, converted and coded as dummy variables. 
For example, menstrual cycle was converted to 1 
that indicates amenorrhea, oligomenorrhea, poly-
menorrhea, or being variable, or to 0 that indicates 
the remaining, while the variables remaining in 
the model were reported. A value of p<0.05 was 
accepted as significant. Statistical analysis was 
performed using Statistical Package for the Social 
Sciences 15.0 (SPSS Inc., Chicago, IL, USA). 
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Table 1: Demographic and (bio) clinical characteristics of PCOS patients
Demographic data

26.56 ± 4.44Age (Y)*

Education **

32 (10.7)The first level

50 (16.7)The second level

126 (42)The third level

92 (30.7)The fourth level

10.02 ± 4.20Duration of marriage*

0.51 ± 0.77Parity* 

Clinical

6.7 ± 5.73Hirsutism score *

10.54 ± 7.26Acne score *

Interval between menstruation (days)**

8 (2.7)<21 

109 (36.3)21-34 

19 (6.3)35-60

31 (10.3)>199 

133 (44.3)Variable 

Reproductive history ** 

193 (64.3)Never being pregnant

32 (10.7)Having been pregnant: all births, no losses

17 (5.7)Having been pregnant: some births, some losses 

58 (19.3)Having been pregnant: no births, all losses

BMI (kg/m2)** 

130 (43.3)<25

120 (40)25-30

50 (16.7)>30

Endocrine

8.28 ± 6.16LH (IU/l)*

6.09 ± 4.42FSH (IU/l)*

1.24 ± 0.23Testosterone (nmol/L)*

55.57 ± 43.87SHBG (nmol/L)*

10.21 ± 34.45FAI *

PCOS; Polycystic ovary syndrome, BMI; Body mass index, LH; Luteinizing hormone, FSH; Follicle-stimulating hormone, 
SHBG; Sex hormone-binding globulin, FAI; Free androgen index, *; Mean ± SD and **; N (%).
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Results
Socio-demographic characterize and clinical 
symptoms 

In all, 300 women with PCOS were included in the 
study during the six-month enrollment. The mean 
(SD) age of patients was 26.5 (4.44) years. The ma-
jority of women had education beyond high school 
(72.7%, n=218). More than two-thirds of patients had 
never been pregnant and had not successfully carried 
a pregnancy to term (n=251), of whom most reported 
having abnormal menstruation (n=191). Our inclu-
sion criteria were FG score more than >7 and testos-
terone level >2.  However, our findings showed that 
the mean values of FG score and testosterone were 6.7 
and 1.24, respectively. According to Rotterdam crite-
ria, having two of the diagnostic criteria is enough. In 
other word, if a patient complains of irregular men-
strual cycles and her sonography results also indicates 
polycystic ovary, it is considered as a common case 
of PCOS. For this reason, the mean scores of hyper-
androgenism are lower than inclusion criteria. Socio-
economic and clinical characteristic of the patients are 
presented in table 1.

FSFI subscale’s scoress 
Fig 1 presents a summary of the mean scores of 

the six subscales, indicating FSFI, while the over-
all prevalence of FSD is 16.66% (n=50/300).  The 
items are arranged from highest to lowest scores as 
follows: i. desire (48.3%, n=145/300), ii. arousal 
(44.7%, n=134/300), iii. pain (39%, n=183/300), 
iv. lubrication (21.3%, n=64/300), v. orgasm 
(15%, n=45/300), and finally vi. satisfaction (13%, 
n=39/300).

Factors contributing to sexual dysfunction accord-
ing to logistic regression 

Multiple logistic regression analysis suggested a 
positive association between FSD and menstrual 
disturbance (OR: 4.61; 95% CI: 1.93-11).  In other 
word, women with menstrual irregularities report-
ed higher levels of sexual dysfunction when com-
pared to PCOS women with regular menstruation 
cycles. Moreover, FSD was significantly higher in 
the presence of low level of education (OR: 2.94; 
95% CI: 1.46-5.92, Table 2).

Fig 1:  Mean FSFI scores of subscales in PCOS patients.

Table 2: Logistic regression analysis including socio-demographic and clinical symptoms predicting FSFI score among 
PCOS patients

P valueSEOR (95% CI)Independent variables†

0.0020.352.94 (1.46-5.92)Education

0.0010.444.61 (1.93-11)Menstrual

†; Age, F/G and acne scores, duration of marriage, parity, endocrine profile and BMI were included in the regression analysis 
as continuous variables and other variables were used as dummy variables. Only significant results are presented. FSFI; Fe-
male sexual function index, PCOS; Polycystic ovary syndrome, CI; Confidence interval and OR; Odds ratio.
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Discussion
Since PCOS often manifests itself through mar-

riage and having sexual activity, its psychosexual 
implications are found to cause profound emotion-
al distress in affected women (21). The concept of 
sexual problems has not been discussed in Iranian 
PCOS patients. The objective of this study was to 
further examine the impact of PCOS on female 
sexual function in an Iranian population sample 
and to identify potential demographic and patient-
related risk factors for FSD.

Given the effect of PCOS on women’s physical 
health and emotional well-being, it is undoubted 
that a substantial proportion of patients reported 
sexual impairment and problems. In our study, the 
overall prevalence of FSD was 16.66%. The most 
significantly influenced domains in these partici-
pants were in line with the results of Aslan et al. 
(22) about desire and arousal. Sexual arousal as a 
separate component of the sexual response cycle 
was first recognized by Kaplan (23), while arous-
al problems are often considered to be attributed 
to inhibited desire that may occur independently 
(24). The changes that occur in a woman’s physi-
cal appearance as a result of PCOS, particularly 
hirsutism, acne and obesity, along with menstrual 
irregularity and infertility, have been found to be a 
leading cause of psychological morbidity (9, 25-
31). Moreover, psychological inhibition may result 
in inadequate vaginal lubrication and cause coital 
pain. Almost 39% of the women reported having 
pain during intercourse, while sexual aversion, in-
convenient relationship effects, and development 
of additional sexual dysfunction were also report-
ed. The pain may prevent intromission, while con-
sidering to prevalence of infertility in this popula-
tion, the importance of this issue is obvious.

In this study, 15% of the studied sample reported 
orgasm disorder. Depression, poor body image 
and low self-esteem were frequently seen in PCOS 
patients (32-36), indicating as a main cause of or-
gasm disorders in these women.  In our study, 13% 
of women experienced a lack of satisfaction with 
their sexual relationship. In a study by Hahn et al. 
they assessed the quality of life (QOL), psycho-
logical well-being and sexual satisfaction of 120 
patients with the diagnosed polycystic ovary syn-
drome and showed a subjective deterioration of 
general well-being as well as an increase of psy-

chological disturbances and sexual problems in 
women with PCOS (2). In another study by Elsen-
bruch et al. (9) they observed that the manifesta-
tions of PCOS, such as infertility, hirsutism, acne, 
and obesity, lead to reduction in QOL and to seri-
ous limitation of sexual satisfaction.

In the present study, we further determined fac-
tors that may influence sexual function in PCOS 
women. Of the socio-demographic data analyzed, 
education level showed strong correlation with the 
likelihood of FSD. Lower educational levels are 
positively associated with the presence of sexual 
dysfunctions, as also shown by similar findings 
of studies conducted in Turkish, Africa, and USA 
(37-41).

In the current study, women with menstrual ir-
regularities reported higher levels of sexual dys-
function when compared to PCOS women with 
regular menstruation cycles. A negative effect of 
menstrual problems on the quality of life of pa-
tients has been previously discussed by other au-
thors as well (28). Menstrual irregularities can 
have important social consequences, especially 
for Muslim women. For example, it is forbidden 
for a menstruating woman to perform many reli-
gious activates, like prayer; therefore, prolonged 
bleeding disrupts household patterns in such a way 
that family and community members may become 
aware of a woman’s situation if her period persists 
for more than the expected number of days (42, 43). 
Menstrual irregularities may also have adverse 
consequences for women’s intimate relations and 
for other aspects of their reproductive and general 
health. For example, in Islam, man is forbidden to 
have intercourse with his wife during her menses 
as in Judaism and Zoroastrianism.

Surprisingly, we did not find any association be-
tween FAI levels and FSFI domain scores. Our re-
sults are consistent with the findings by Davis et al. 
(44), indicating no association between low sexual 
domain scores and low free testosterone serum 
levels. Thus the hyperandrogenism characteristic 
of PCOS does not predict satisfactory sexual func-
tioning in our sample, even though endogenous 
testosterone is known to play an important role in 
this regard in normal women (45, 46). In contrast, 
a previous study in non PCOS women showed that 
a positive correlation between higher testosterone 
level and ability to achieve an orgasm in women of 
reproductive age (47). It is possible that a positive 
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association between androgen levels and satisfying 
sexual functioning is masked by the effects of the 
PCOS phenotype on self-esteem, which is crucial 
to sexual functioning. It is well known that the hy-
perandrogenic phenotype deleteriously affects the 
emotional condition of patients with PCOS. Such 
symptoms may be associated with reduced sexual 
and body image satisfaction (30, 48). In addition, 
a negative self-image, a higher BMI, depression, 
sexual dysfunction, reduced lubrication, and lower 
sexual excitement have been reported in women 
with higher testosterone levels (2).

As FSD is known as a common health problem in 
PCOS women, some controversy exists concern-
ing the prevalence of FSD, while unique national, 
religious and cultural variations may contribute to 
risk factors of FSD. However, a thorough evalu-
ation between different studies is affected by the 
lack of a uniform validated FSD questionnaire, set-
ting, definition of FSD characteristics of the study 
population and the method of evaluation. A main 
methodological problem is use of the internation-
ally accepted FSD questionnaires. At present, the 
FSFI is the most commonly used FSD question-
naire that has acceptable reliability and validity 
(16). Strengths of the current study were excellent 
response rate and verification of findings by gy-
necology physicians. We evaluated sexual func-
tion in married Iranian women with PCOS using 
a standardized questionnaire and a collection of 
questions designed for studying characteristics of 
PCOS, specifically. Despite the importance of the 
present findings, this study has some limitations. 
Firstly, we were not able to include a matched con-
trol group because of difficulties in screening and 
diagnosis of PCOS, as discussed above.

The current results, therefore, are applicable to 
identify the differences within the PCOS popula-
tion. Secondly, the data were collected from a mar-
ried Iranian patient sample; therefore, the findings 
should not be extrapolated to the general popula-
tion and need to be studied in larger sample size. 
Thirdly, we were not able to determine the direc-
tion of causality between our variables. Moreover, 
all included patients in this study were married for 
cultural reasons (sex and infertility) in Iran. Ad-
ditional prospective researches are needed to in-
vestigate the link between infertility and FSD and 
to determine the relationship between other known 
risk factors and sexual function.

Conclusion
This is a pioneer study in Iran investigating 

sexual problems in women with PCOS reporting 
sexual dysfunction, accounted as one-fifth of total 
participants. Desire and arousal disorders were the 
most common sexual dysfunction reported by Ira-
nian women with PCOS. Our finding revealed that 
subjects with limited or no formal education and a 
history of menstrual irregularities reported greater 
sexual dysfunction using the FSD scale. In order 
to determine the causes of FSD, the topic needs 
further exploration involving intervention at reg-
ular health care visits. Clinician should consider 
religious and cultural background of their patients, 
especially in view of the factors influencing FSD.  

Acknowledgements

This study was funded by grant of Tarbiat 
Modares University, Iran. The authors declare that 
they have no conflict of interest. 

References
1. Ehrmann DA. Polycystic ovary syndrome. N Engl J Med. 

2005; 352(12): 1223-1236.
2. Hahn S, Janssen OE, Tan S, Pleger K, Mann K, Sched-

lowski M, et al. Clinical and psychological correlates of 
quality-of-life in polycystic ovary syndrome. Euro J Endo-
crinol. 2005; 153(6): 853-860.

3. Bazarganipour F, Ziaei S, Montazeri A, Frozanfard F, 
Faghihzadeh S. Health-related quality of life and its re-
lationship with clinical symptoms among Iranian patients 
with polycystic ovarian syndrome. Iran J Reprod Med. 
2013; 11(5): 371-378.

4. Tan S, Hahn S, Benson S, Janssen OE, Dietz T, Kimmig 
R, et al. Psychological implications of infertility in wom-
en with polycystic ovary syndrome. Hum Reprod. 2008; 
23(9): 2064-2071.

5. Steck T, Wernze H. Is determination of the "free andro-
gen index" for hormone screening in polycystic ovaries of 
value?. Gynakol Geburtshilfliche Rundsch. 1993; 33(3): 
173-179.

6. Eden JA, Place J, Carter GD, Jones J, Alaghband-Zadeh 
J, Pawson M. Elevated free androgen index as an indicator 
of polycystic ovaries in oligomenorrhoea without obesity or 
hirsuties. Ann Clin Biochem. 1988; 25 ( Pt 4): 346-349.

7. Tan S, Hahn S, Benson S, Janssen OE, Dietz T, Kimmig 
R, et al. Psychological implications of infertility in wom-
en with polycystic ovary syndrome. Hum Reprod. 2008; 
23(9): 2064-2071.

8. Esposito K, Ciotola M, Giugliano F, Bisogni C, Schisano B, 
Autorino R, et al. Association of body weight with sexual 
function in women. Int J Impot Res. 2007; 19(4): 353-357.

9. Elsenbruch S, Hahn S, Kowalsky D, Offner AH, Sched-
lowski M, Mann K, et al. Quality of life, psychosocial well-
being and sexual satisfaction in women with polycystic 
ovary syndrome. J Clin Endocrinol Metab. 2003; 88(12): 
5801-5807.

10. Manlove HA, Guillermo C, Gray PB. Do women with poly-
cystic ovary syndrome (PCOS) report differences in sex-



Int J Fertil Steril, Vol 8, No 3, Oct-Dec 2014               280

Bazarganipour et al.

typed behavior as children and adolescents?: Results of a 
pilot study. Ann Hum Biol. 2008; 35(6): 584-595.

11. Battaglia C, Nappi RE, Mancini F, Cianciosi A, Persi-
co N, Busacchi P, et al. PCOS, sexuality, and clitoral 
vascularisation: a pilot study. J Sex Med. 2008; 5(12): 
2886-2894.

12. Talbott EO, Guzick DS, Sutton-Tyrrell K, McHugh-Pemu 
KP, Zborowski JV, Remsberg KE, et al. Evidence for as-
sociation between polycystic ovary syndrome and prema-
ture carotid atherosclerosis in middle-aged women. Arte-
rioscler Thromb Vasc Biol. 2000; 20(11): 2414-2421.

13. Guzick DS, Talbott EO, Sutton-Tyrrell K, Herzog HC, Kull-
er LH, Wolfson SK Jr. Carotid atherosclerosis in women 
with polycystic ovary syndrome: initial results from a case-
control study. Am J Obstet Gynecol. 1996; 174(4): 1224-
1229.

14. The Rotterdam ESHRE/ASRM-Sponsored PCOS con-
sensus workshop group. Revised 2003 consensus on 
diagnostic criteria and long-term health risks related to 
polycystic ovary syndrome (PCOS). Hum Reprod. 2004; 
19(1): 41-47.

15. Rosen R, Brown C, Heiman J, Leiblum S, Meston C, 
Shabsigh R, 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.

16. Mohammadi KH, Heydari M, Faghihzadeh S. The female 
sexual function index (FSFI): validation of The iranian ver-
sion. Payesh. 2008; 7(3): 269-278.

17. Ferrimanm D, Gallwey JD. Clinical assessment of body 
hair growth in women. J Clin Endocrinol Metab. 1961; 21: 
1440-1447.

18. Lever WF, Schaumburg-Lever G. Acne vulgaris. Histopat-
bology of the Skin. 7th ed. Philadelphia: JB Lippincott; 
1990; 218-219.

19. Donyavi T, Naieni KH, Nedjat S, Vahdaninia M, Najafi M, 
Montazeri A. Socioeconomic status and mortality after 
acute myocardial infarction: a study from Iran. Int J Equity 
Health. 2011; 10(1): 9.

20. Vankrieken L. Testosterone and the free androgen index 
(ZB158 ed). Los Angeles: Diagnostics Products; 1997.

21. Eggers S, Kirchengast S. The polycystic ovary syndrome-
a medical condition but also an important psychosocial 
problem. Coll Anthropol.  2001; 25(2): 673-685.

22. Aslan E, Beji NK, Gungor I, Kadioglu A, Dikencik BK. Prev-
alence and risk factors for low sexual function in women: a 
study of 1,009 women in an outpatient clinic of a university 
hospital in Istanbul. J Sex Med. 2008; 5(9): 2044-2052.

23. Kaplan HS. The new sex therapy: active treatment of 
sexual dysfunctions. New York: Brunner/Mazel; 1974; 86.

24. Reader F. Disorders of female sexuality. In: Studd J, 
editor. Progress in obstetrics and gynaecology. London: 
Churchill Livingstone; 1991; 303-317.

25. Guyatt G, Weaver B, Cronin L, Dooley JA, Azziz R. Health-
related quality of life in women with polycystic ovary syn-
drome, a self-administered questionnaire, was validated. 
J Clin Epidemiol. 2004; 57: 1279-1287.

26. McCook J, Reame N, Thatcher S. Health-related quality 
of life issues in women with polycystic ovary syndrome. J 
Obstet Gynecol Neonatal Nurs. 2005; 34(1): 12-20.

27. Barnard L, Ferriday D, Guenther N, Strauss B, Balen AH, 
Dye L. Quality of life and psychological well being in poly-
cystic ovary syndrome. Hum Reprod. 2007; 22(8): 2279-
2286.

28. Kitzinger C, Willmott J. The thief of womanhood’: women’s 
experience of polycystic ovarian syndrome. Soc Sci Med. 
2002; 54(3): 349-361.

29. Sonino N, Fava GA, Mani E, Bellurdo P, Boscaro M. Qual-
ity of life in hirsuit women. Postgrad Med J. 1993; 69(809): 
186-189.

30. Elsenbruch S, Benson S, Hahn S, Tan S, Mann K, Pleger 
K, et al. Determinants of emotional distress in women with 
polycystic ovary syndrome. Hum Reprod. 2006; 21(4): 
1092-1099.

31. Lipton MG, Sherr L, Elford J, Rustin MH, Clayton WJ. 
Women living with facial hair: the psychological and be-
havioral burden. J Psychosom Res. 2006; 61(2): 161-168.

32. Weiner CL, Primeau M, Ehrmann DA. Androgens and 
mood dysfunction in women: comparison of women with 
polycystic ovarian syndrome to healthy controls. Psycho-
som Med. 2004; 66(3): 356-362.

33. Himelein M, Thatcher SS. Depression and body image 
among women with polycystic ovary syndrome. J Health 
Psychol. 2006; 11(4): 613-625.

34. Hedden SL, Davidson S, Smith CB. Cause and effect: The 
relationship between acne and self-esteem in the adoles-
cent years. J Nurse Pract. 2008; 4(8): 595-600.

35. Keegan A, Liao LM, Boyle M. Hirsutism: a psychological 
analysis. J Health Psychol. 2003; 8(3): 327-345.

36. De Niet JE, de Koning CM, Pastoor H, Duivenvoorden HJ, 
Valkenburg O, Ramakers MJ, et al. Psychological well-
being and sexarche in women with polycystic ovary syn-
drome. Hum Reprod. 2010; 25(6): 1497-1503.

37. Laumann EO, Paik A, Rosen RC. Sexual dysfunction 
in the United States: prevalence and predictors. JAMA. 
1999; 281(6): 537-544.

38. Kadri N, Mchichi Alami KH, McHakra Tahiri S. Sexual 
dysfunction in women: population based epidemiological 
study. Arch Womens Ment Health. 2002; 5(2): 59-63.

39. Cayan S, Akbay E, Bozlu M, Canpolat B, Acar D, Ulusoy 
E. The prevalence of female sexual dysfunction and po-
tential risk factors that may impair sexual function in Turk-
ish women. Urol Int. 2004; 72(1): 52-57.

40. Abdo CH, Oliveira WM Jr, Moreira ED Jr, Fittipaldi JA. 
Prevalence of sexual dysfunctions and correlated condi-
tions in a sample of Brazilian women--results of the Bra-
zilian study on sexual behavior (BSSB). Int J Impot Res. 
2004; 16(2): 160-166.

41. Gramegna G, Blumel JE, Roncagliolo ME, Aracena B, 
Tacla X. Patterns of sexual behaviour in Chilean women. 
Rev Med Chil. 1998; 126(2): 162-168.

42. Omran AR. Family planning in the legacy of Islam. Lon-
don: Routledge; 1992.

43. Gottlieb A. Sex, fertility and menstruation among the Beng 
of the lvory coast: a symbolic analysis. Africa (Lond). 
1982; 52(4): 34-47.

44. Davis SR, Davison SL, Donath S, Bell RJ. Circulating an-
drogen levels and self-reported sexual function in women. 
JAMA. 2005; 294(1): 91-96.

45. Dow MG, Hart DM, Forrest CA. Hormonal treatments of 
sexual unresponsiveness in postmenopausal women:A 
comparative study. Br J Obstet Gynaecol. 1983; 90(4): 
361-366.

46. Lobo RA. Androgens in postmenopausal women: Produc-
tion, possible role, and replacement options. Obstet Gy-
necol Surv. 2001; 56(6): 361-376.

47. Van Anders SM, Dunn EJ. Are gonadal steroids linked with 
orgasm perceptions and sexual assertiveness in women 
and men?. Horm Behav. 2009; 56(2): 206-213.

48. Azziz R. Controversy in clinical endocrinology: diagnosis 
of polycystic ovarian syndrome: the Rotterdam criteria 
are premature. J Clin Endocrinol Metab. 2006; 91(3): 
781-785. 


