
Introduction

 Sex and sexual problems are seen as taboo and they are not sufficiently handled in many commu-
nities. It has been displayed in a limited number of studies that primary headaches like chronic 
pains are also substantially related with sexual dysfunction. It is considered that particularly ten-
sion headache (THA) and sexual dysfunction are in correlation with each other to a great extent. 
Likewise, many psychiatric disorders, notably depression accompany THA and this comorbidity 
further increases sexual dysfunction.

In this study, it was aimed to investigate the importance given to sex, the tendency of depression 
that accompanies it, and in what level they affect sexual functions in female patients with THA.

Method 

Ninety female patients followed with THA diagnosis were included in the study. Ninety healthy 
women without any chronic disease history were included in the control group. In order to con-
duct the study, ethics committee approval was taken from Selçuk University. The patients who 
accepted to participate to the study were informed and their signed consents were taken.

1.	 All of the patients included in the study carried the clinical features of THA and were followed 
by us:

2.	 The patients having systemic diseases at the level that may affect their daily life quality
3.	 The patients having major psychiatric disease history

The patients who could not cooperate with the tests were not included in the study.

Medical histories of the participants were recorded and physical examinations were performed. 
Age, body mass index, marriage duration, number of pregnancies, family type, education level, 
monthly income, and economic statuses of the patients with THA and the control group were 
evaluated. Furthermore, the number of sexual intercourses per week, the importance of sexu-
al life, and female sexual function index (FSFI) and Beck depression index (BDI) values of both 
groups were studied.

Evaluation of Sexual Dysfunction in Female Patients with 
Tension-Type Headache 

Objective: Evaluation of sexual disfunction in female with tension type headache patients.    

Methods: In total, 90 female patients with tension type-headache were included in the patient group; furthermore, there were 90 healthy 
controls (control group). Sexual functions of patients were evaluated using the female sexual function index (FSFI) and their depression levels 
were measured using by Beck Depression Index (BDI). The controls were also evaluated using the FSFI and BDI. The patient and control groups 
appealed to evaluate the importance of sexual activities with a decimal analog scale.

Results: The total FSFI’s were more decreased when compared with control group in all subgroups. BDI’s were significantly higher in the patient 
group than in the control group. Further, in the patient group, the decimal analog scale values analzing the importance of sexual activities was 
significantly lower.

Conclusion: Tension type headache is closely associated with depresive predisposition in patients and it markedly influence sexual activities  
negatively.
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FSFI consists of six subgroups such as desire, sexual arousal, lu-
brication, orgasm, satisfaction, and pain. Frequency and level of 
sexual desire and interest were handled and evaluated in the first 
and second questions (score interval, 1-5); arousal frequency, level, 
sureness, and satisfaction in the third to sixth questions (score in-
terval, 0-5); lubrication frequency, difficulty and frequency, and 
difficulty of maintaining it in sexual intercourse in seventh to 
tenth questions (score interval, 0-5); frequency, difficulty, and sat-
isfaction of orgasm in 11th to 13th questions (score interval, 0-5); 
satisfaction, the ratio of closeness to the partner, and the level of 
satisfaction in sexual intercourse and the whole sexual life in 14th 
to 16th questions (score interval, 0-5); and pain and disturbance, 
existence of pain during entrance to the vagina, and pain level 
following entrance to the vagina in 17th to 19th questions (score 
interval, 0-5). 

Accordingly, the highest raw score that can be taken from the scale 
is 95 and the lowest raw score is 4. Simple mathematical algorithm 
calculation was designed to determine the composite full scale 
scoring of sub-dimensions, and factor loading was found as 0.6 for 
desire, 0.3 for arousal and lubrication, and 0.4 for orgasm, satisfac-
tion, and pain. After multiplying sub-dimension means with the 
factor loadings, the highest score that can be taken was calculated 
as 36 and the lowest score as 2 (1).

BDI is a valid and reliable method to measure the depressive 
symptoms in the society. It consists of 21 items related with de-
pressive symptoms, such as pessimism, the feeling of failure, 
dissatisfaction, guilt feelings, uneasiness, fatigue, diminishing 
appetite, indecision, sleep disorder, social withdrawal, etc. BDI 
is recommended for depression screening, as it is both short and 
not mixed with neurological symptoms. Each item is scored be-
tween 0 and 3. Total score varies between 0 and 63. In our study, 
BDI≥17 was assessed in favor of depression. Validity and reliabil-
ity study was conducted in Turkish by Hisli (2). It was reported 
that a BDI score of 17 and over reflected depression. While it 
was accepted that there was no depression in cases having scores 
between 0 and 10, those who took scores between 11 and 17 
were associated with mild depression, scores between 18 and 23 
with medium, and scores between 24 and 29 with the presence 
of severe depression. 

Statistical Analysis
Statistical analysis was conducted using the analysis program 
SPSS 21.0 package software (Statistical Package for the Social Sci-
ences Inc.; Armonk, NY, USA). The data were summarized as 
mean±standard deviation. Parametric data of the patients were 
compared with Student t test and non-parametric data with  c2 
analysis. In the patient groups, the relationship between their 
FSFI, BDI, age, body mass index, marriage duration, number of 
pregnancies, family type, education level, employment status, 
monthly income, and economic conditions were evaluated with 
Spearman’s correlation analysis. In the correlation coefficients, a 
score between 0 and 0.25 was evaluated as no correlation, a score 
between 0.25 and 0.50 as weak-to-medium correlation, a score be-
tween 0.50 and 0.75 as significant correlation, and a score between 
0.75 and 1.00 as very significant correlation.

Results

The mean age of patients who took part in the study was deter-
mined as 38.74±9.10 years. The duration of headache in patients 
was found as 5.69±5.83 years. Patient and control group displayed 
similar demographic characteristics.

The demographic data of patient and control group are shown in 
Table 1.

When the patient and control groups were compared with respect 
to the number of sexual intercourses per week, the frequency of 
intercourse was found to be significantly low compared to the 
control group (p<0.001). The comparison of frequency of sexual 
intercourse is shown in Table 2.

When the patient and control groups were compared with regard 
to FSFI scores, total FSFI and subgroup FSFI values (sexual desire 
or frequency of interest, arousal, lubrication, orgasm, sensation, 
pain) obtained were significantly low compared to the control 
group (p<0.001). The comparison of FSFI of patient and control 
groups is shown in Table 3. 

When the patient and control groups were compared in terms of 
depression tendency, BDI values in patient group were found to be 

Table 1. Demographic features of patient and control group

		  Tension headache (n=90)	 Control (n=90)	 p

Age		  38.74±9.10	 38.67±8.79	 0.954

BMI		  28.34±5.81	 28.93±6.15	 0.512

Duration of marriage		  18.78±9.68	 18.42±8.89	 0.798

Number of pregnancy		  3.44±1.97	 3.20±1.47	 0.348

The number of alive children	 2.76±1.34	 2.68±1.27	 0.690

Monthly income ($)		  543±250	 555±163	 0.312

Family type	 Nuclear/Extended	 %74.4 (67) / %25.6 (23)	 %66.7 (60) / %33.3 (30)	 0.327

Education	 Illiterate/Primary 	 %5.6 (5) / %74.4 (67) /	 %7.8 (7) / %81.1 (73)	 0.301 
	 /High school/University	 %13.3 (12) / %6.7 (6)	 %5.6 (5) / %5.6 (5)

Employment status	 Working/Housewife	 %7.8 (7) / %92.7 (83)	 %6.7 (6) / %93.3 (84)	 0.773

Economic status	 ILTE/IEE/IMTE	 %50 (45) / %50 (45) / 	 %36.7 (33) / %63.3 (57)/	 0.980 
		  %0 (0)	  %0 (0)

BMI: body mass index; ILTE: Income less than expenses; IEE: income equals expenses; IMTE: income more than expenses
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significantly high compared to the control group (p<0.001). Mean-
while, in comparison of the question “How important is sexual life 
for you?” which was evaluated with analog scale over 10 points, it 
was found that sexual life was considered less important in patient 
group (p<0.001). The values of BDI and the importance of sexual 
life are shown in Table 4.

Discussion

THA is the most frequently seen type of headache. It is also among 
the headache types that has high socioeconomic impacts (3). Life-
long prevalence of THA has been reported to be between 34.8% 
and 78%. While this rate is between 37.1% and 88% in female, it 
has been found to be between 32.3% and 69% (4). The studies have 
demonstrated that some psychiatric diseases, notably depression 
accompany primary headaches (5). Depressive disorder was re-
ported in 68.3% of patients with THA, anxiety disorder in 19.3% of 
them, panic disorder in 5.5% of them, and obsessive compulsive 
disorder in 1.1% of them (6). 

Sexuality and sexual functions are issues that are seen as taboo 
and people including health professionals hesitate to bring for-
ward. This issue affects 43% of females and 31% of males (7, 8). 
If the sexuality of a woman has deteriorated, this generally ends 
up with divorce and rupture of family ties (9). It is well-known 
that there is a high rate of comorbidity between THA and primary 

headaches associated with sexual intercourse (10). Although there 
are few studies conducted on sexual dysfunctions in our country, 
there has been an increase of studies in this issue in the recent 
years. The most frequently seen sexual dysfunctions in women are 
diminishing sexual interest, arousal disorders, orgasmic disorders, 
dyspareunia, vaginismus, and sexual anxiety disorder (11). Female 
sexual dysfunction is a multidisciplinary field that is affected by 
biological, psychological, medical, and many other factors (12). 
Studies indicate that female sexual dysfunction (FSD) is multifacto-
rial and also genetic susceptibility plays a role in it (13). 

It is known that chronic pains cause sexual dysfunction. Ambler et al. 
(14) in their studies reported that chronic pain affects sexual desire 
and activity negatively. It was indicated in our study in analog scale 
evaluation in which we questioned the importance of sexual life that 
the importance given to sexuality in the patients with THA was lower 
than the control group, and on the other hand, it was found in the 
comparison made with regard to the number of intercourse per week 
that the finding of the frequency of intercourse being significantly low 
compared to the control group supports the literature.

Headaches often increase in the productive years of the youth and 
highly affect social activity and work life like diseases leading to 
chronic pain (15). It has been discussed in the studies conducted 
in the recent years that chronic pain has a significant effect on 
female sexual function. Chronic pain leads to low sexual success 
and causes sexual dysfunction in varying degrees (16, 17). Studies 
demonstrate that THA has a closer relationship with sexual dys-
function compared to migraine (18). The thought that headache 
would increase or would be triggered during sexual activity may 
affect the sexual performance of the patient negatively. In our 
study, it was detected that FSFI total and subgroup scores used 
as indicators of sexual function were significantly low, and it was 
observed that sexual dysfunction was seen remarkably more. De-
pression and other psychiatric diseases that are known to cause 
sexual dysfunction may further increase these negative effects of 
migraine and THA (5, 18). Furthermore, in our study, depression 
levels of women with THA were found to be significantly high com-
pared to the control group.

There was not sufficient correlation detected between the fre-
quency and intensity of headaches and sexuality in the studies 
seeking an answer to the question “does frequency and intensity 
of headaches influence sexuality?” Maizels and Burchette (19) sug-
gested that the frequency of sexual problems in migraine patients 
did not vary with migraine attack frequency. Similarly, Bestepe et 
al. (20) in their study did not detect a correlation between sexuality 
and intensity, frequency and duration of headache. In our study, 
we did not investigate whether intensity, frequency, and duration 
of headache were correlated with sexual dysfunction. This may be 
accepted as a deficiency of our study. 

There are a few studies evaluating the effects of primary head-
aches that are believed to influence sexual activity and be seen 
more often in almost all societies on sexual activity (20). The aim of 
this study was to investigate the frequency of sexual dysfunction in 
patients having frequent THA. This study indicates that when com-
pared with the control group, sexualities of female patients THA 
are affected negatively and their tendency of depression increases. 
Further studies are needed to increase our knowledge about head-
aches and sexual dysfunction.

Table 2.Comparison of the number of sexual intercourse of 
patient and control groups per week

		  Tension Headache	 Control	 p

Number of 	 <1	 %41.1 (37)	 %7.8 (7)

sexual 	 1-2	 %42.2 (38)	 %52.2 (47)	
<0.001

intercourse 	 3-4	 %13.3 (12)	 %32.2 (29)

per week	 >5 	 %3.3 (3)	 %7.8 (7)

Table 3. Comparison of FSFI scores of patient and control 
groups

	 Tension Headache	 Control	 p

FSFI total	 18.32±4.36	 28.47±5.92	 <0.001

FSFI desire	 3.43±0.60	 4.18±1.18	 <0.001

FSFI arousal	 2.73±1.10	 4.45±1.08	 <0.001

FSFI lubrication	 3.21±1.21	 5.02±1.23	 <0.001

FSFI orgasm	 2.98±1.24	 4.84±1.18	 <0.001

FSFI satisfaction	 3.12±1.05	 4.82±1.32	 <0.001

FSFI pain	 2.83±1.53	 5.15±1.11	 <0.001

FSFI: female sexual function index

Table 4. Comparison of patient and control groups with 
regard to BDI and the importance given to the sexual life

BDI	 17.86±8.18	 8.97±5.77	 <0.001

Importance of sexual life	5.92±1.97	 7.24±2.35	 <0.001

BDI: Beck depression index
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