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ABSTRACT

ARTICLE HISTORY

The Female Sexual Function Index is one of the most common instruments
used to evaluate the female sexual function. The present study aimed to
analyze the test-retest reliability, internal consistency, and discriminant valid
ity of the index in clinical samples and to determine a specific and sensitive
cutoff point for the Spanish version of the Female Sexual Function Index. For
that purpose, a sample consisting of 117 Colombian women was recruited to
evaluate test-retest reliability, and a second sample, consisting of 185
women, was divided into diagnosis and no-diagnosis groups based on
DSM-5 criteria. Results showed adequate test-retest reliability after four
weeks, and satisfactory evidence of internal consistency was obtained for
subscale and overall scores. The inventory was found to have an adequate
criterion validity, and it confirmed the differences between diagnosis and nodiagnosis groups. The instrument’s cutoff point was determined to be 26
points, with a specificity of 73.9%, a sensitivity of 87.7%, and an area under
the curve of 85.9 (CI = 80.0–91.7). These results confirm that the Spanish
version of the FSFI is an adequate tool for evaluating female sexual dysfunc
tion based on DSM-5 criteria.
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Sexual dysfunctions are a set of heterogeneous sexual disorders that affect sexual pleasure or sexual
response capacity (APA 2013). The prevalence of sexual dysfunctions among women is high,
ranging from 22% to 70% (Biddle et al. 2009; Jaafarpour et al. 2013; Kingsberg and Rezaee 2013;
Laumann, Paik, and Rosen 1999; McCabe et al. 2015). However, in comparison with male sexual
dysfunction, research on female sexual dysfunction is still scarce (Rosen et al. 2000). According to
different studies, the prevalence of sexual dysfunction among Latin American women ranges from
21 to 94.5% (Blümel et al. 2009; Monterrosa-Castro, Márquez-Vega, and Arteta-Acosta 2014). In the
specific case of Colombia, the figure ranges from 20 to 83% (Ceballos, De la Rosa, and León 2008;
Espitia-De La Hoz 2016; García, Aponte, and Moreno 2005; Monterrosa-Castro, Márquez-Vega, and
Arteta-Acosta 2014; Raigosa-Londoño and Echeverri-Ramírez 2012). In terms of percentages,
individual disorders affecting Colombian women were 32.9% in the case of sexual desire disorder,
21.5% in the case of absence or low frequency of orgasm, 16.7% in the case of sexual arousal
disorder, and 8.4% in the case of dyspareunia (Espitia-De La Hoz 2016; Raigosa-Londoño and
Echeverri-Ramírez 2012). The prevalence of these disorders is higher in women over 40 years of age,
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who presented some type of sexual dysfunction in 79.41% of cases; the prevalence decreases to
21.08% for women under 40 years of age in some reports. Sexual desire disorder is the most
prevalent issue, with percentages of 38.4 among women over 40 years of age and 23.7 among
women under 40 years of age (Espitia-De La Hoz, 2018). Low sexual desire has been associated with
a decrease in other aspects of the sexual response, such as arousal, in addition to orgasm issues and
an overall reduction of sexual pleasure (Basson 2001, 2002). Incidentally, the population of AfroColombian women was found to have the lowest prevalence (38.4%) of sexual dysfunctions
(Monterrosa-Castro, Márquez-Vega, and Arteta-Acosta 2014).
In women, sexual dysfunction has been associated with a significant decrease in general health
status. It presents comorbidity with disorders such as depression and anxiety (Dennerstein et al.
2008; Dunn, Croft, and Hackett 1999). As a result of the difficulties in forming and maintaining
intimate relationships due to the sexual dysfunction, which often decreases satisfaction for both
members of the couple, these disorders are negatively associated with relationship stability
(Heiman 2013). Research has also found increased emotional distress as a result of sexual
dysfunction, as well as a deteriorating effect on family relationships (Leiblum et al. 2006).
Additionally, people suffering from sexual dysfunction are at a higher risk of presenting suicidal
ideation, which is associated with lower levels of arousal and sexual satisfaction (Blais, Monteith,
and Kugler 2017).
The Female Sexual Function Index (Rosen et al. 2000) is one of the most common instru
ments used to assess the female sexual function (Neijenhuijs et al. 2019). The original clinical
version, published by Rosen et al. (2000) and Wiegel, Meston, and Rosen (2005), consists of 19
Likert-type items scored on a scale from 1 to 5 where 0 indicates an absence of sexual activity.
The items are grouped into six dimensions: desire (items 1 and 2), arousal (items 3 to 6),
lubrication (items 7 to 10), orgasm (items 11 to 13), satisfaction (items 14 to 16), and pain
(items 17 to 19). A score of 26 or lower indicates the presence of sexual dysfunction. The
internal consistency indicators of the inventory were found to be adequate in all dimensions,
both for the general population and subsamples of patients with a diagnosed sexual dysfunction
disorder. The Spanish adaptation of the FSFI to the Colombian population, published by VallejoMedina, Pérez-Durán, and Saavedra-Roa (2018), presents the same six-factor structure resulting
from the 19 Likert-type items in the original scale by Rosen et al. (2000); it also presents good
internal consistency.
Although the U.S. Food and Drug Administration (2016) recommends the FSFI as the primary
method for assessing women’s sexual functioning, it can still be improved. Not inclusion of
a measure of sexual distress and inadequate coding for sexually inactive people are its two major
weaknesses (Meston et al. 2020). A systematic review found satisfactory evidence of the internal
consistency and validity of the FSFI (Neijenhuijs et al. 2019). Concerning the cutoff point of the
inventory, the value ranges from scores as low as 23.45 (Ma et al. 2014) and 24.75 (Fakhri et al. 2012)
to intermediate values between 26 (Zachariou, Filiponi, and Kirana 2017) and 26.55 (Wiegel,
Meston, and Rosen 2005), and the highest values are 27.5 (Nowosielski et al. 2013), 28.1 (Anis
et al. 2011) and 31.37 (Ryding and Blom 2015). Therefore, its central value is close to 26 points: the
cutoff point of the original version. Current Spanish validations (Pérez-Herrezuelo et al. 2019;
Sánchez-Sánchez et al. 2020; Vallejo-Medina et al. 2018) have failed to include clinical interviews.
Therefore, to date, it is not known whether the Spanish versions identify significant differences
between populations of women with and without sexual dysfunctions or if the 26-point threshold is
valid in Spanish-speaking countries.
Rosen et al.’s (2000) original FSFI allows for the differentiation of sexual dysfunction types based on
criteria established by the DSM IV-TR (APA 2000); however, the current standard is the DSM-5 (APA
2013). The latter has introduced certain changes, such as the merger of arousal and desire issues into
a single disorder. Therefore, the cutoff points of the FSFI use criteria no longer in use (Wiegel, Meston,
and Rosen 2005), and the discriminative capacity of the FSFI with respect to the new DSM-5 criteria is
still to be tested.
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The present study aimed to analyze the test-retest reliability, internal consistency, and discriminant
validity of the index using clinical samples and to determine a specific and sensitive cutoff point for the
Spanish version of the FSFI (Vallejo-Medina, Pérez-Durán, and Saavedra-Roa 2018).

Method
Participants
The present study used two different samples. The first sample included 117 women, and it was used
for the test-retest reliability analysis. This n allow us to have a statistical power of .99 given our
minimal r observed with an apha of .05 (Zou 2012). Inclusion criteria were being of legal age and
having engaged in sexual activity during the month prior to the study. The age range of the sample
was 18 to 32 years (M = 21.28; SD = 2.58). A total of 98 participants (81%) self-reported being
exclusively heterosexual, 4 (3.3%) being exclusively homosexual, and 19 (15.80%) reported different
degrees of bisexuality. Seventy-five women (62%) reported having a stable relationship (longer than
six months). The mode was 1 or 2 events of sexual activity per week. All participants were university
students from Konrad Lorenz University.
The second sample included 185 women who responded to the FSFI. The age range of the sample
was 18 to 52 years (M = 28.71; SD = 7.91). Of these participants, 127 (68.6%) were included in the
Non-diagnosis group, that is, women not meeting the DSM-5 criteria for any of the three sexual
disorders. Concerning the presence of disorders, 27 women (14.6%) met diagnostic criteria for
a single disorder (female sexual interest/arousal disorder, 37.04%; female orgasmic disorder, 33.33%;
genital/pelvic pain disorder, 29.63%). Twenty-three women (12.4%) presented comorbidity between
two disorders, and the remaining eight (4.32%) met the criteria for all three disorders. Thus,
according to parameters published by Wiegel, Meston, and Rosen (2005), all women who met the
criteria for at least one disorder were grouped in the group labeled as Diagnosis (n = 58). The statistic
power associated with this sample sizes and the given AUC is 1. Mean age was 32.57 (SD = 8.51) for
the diagnosis group, and 26.90 (SD = 6.94) for the no diagnosis group; the difference was statistically
significant t(180) = 4.76; p < .01; d = 0.73. Exclusion criteria for this subsample were being a victim of
sexual abuse, being unable to read or write, failing to provide consent to participate in the study, not
completing the questionnaire, and being underage. Table A1 presents descriptive variables for both
groups.

Instruments
Sociodemographic questionnaire. This instrument was composed of 15 items, and its purpose was to
collect data on sex, age, nationality, educational level, medical and psychological treatments, religios
ity, and sexual orientation, among other information.
Semi-structured interview using DSM-5 criteria for female sexual dysfunction. This semistructured interview used the DSM-5 diagnostic criteria for each of the three types of female sexual
dysfunction (female orgasmic disorder, female sexual interest/arousal disorder, and genito-pelvic
pain/penetration disorder).
Female Sexual Function Index (FSFI; Rosen et al. 2000; Vallejo-Medina, Pérez-Durán, and
Saavedra-Roa 2018). This instrument is a self-report measure consisting of 19 items grouped into
six domains: desire, arousal, lubrication, orgasm, satisfaction, and pain. Each question has five or six
response options, which are given a score from 0 to 5. The score for each domain is multiplied by
a homogenization factor, and the final result is the sum of all domains. Validity tests for the original
inventory (Rosen et al. 2000) showed high test-retest reliability coefficients for each of the domains
(r 0.79 to 0.86), and a high degree of internal consistency was observed (Cronbach’s alpha values of .82
and above).
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Procedure
Test-retest was carried out with female students in the final semesters of undergraduate programs at
Konrad Lorenz University. The interval between the first and second tests was four weeks. The study
used the convenience sampling method.
Women in the diagnosis group were surveyed in different clinics in Colombia, specifically, in the
cities of Armenia, Barranquilla, Bogotá, and Villavicencio. Thus, a total of five clinics or hospitals
participated in the present study. Different physicians and psychologists administered the battery,
which included a semi-structured interview on DSM-5 criteria, the FSFI, and the sociodemographic
battery. All evaluators, men and women over 30 years of age, were trained in this procedure. On the
other hand, participants in the no diagnosis group were given the tests in facilities of universities,
libraries, associations, and different companies. As with the previous sample, these two subsamples
were obtained using convenience sampling.
Ethical statement
The anonymity of participants and the confidentiality of data to be used in the study were guaranteed,
as well as the possibility of accessing the results of the study. All participants signed an informed
consent form, and treatment was provided to all participants who were diagnosed with a sexual
disorder. This study was approved and endorsed by an independent ethics committee from one of the
participating institutions. The authors declare no conflict of interest.
Data analysis
Data were analyzed using the R software (Version 3.6.0; R Core Team 2017) and the RStudio interface
(Version 1.1.463; RStudio Team 2016). Cor curves were obtained using the pROC package (R package,
Version 1.15.3; Robin et al. 2011), which was also used to calculate confidence intervals (95% CI) with
2000 stratified bootstrap replicates. Finally, the ggplot2 package (R package, Version 3.1.1; Wickham
2009) was used to create plots.

Results
Test-retest reliability
The main purpose of the present study was to evaluate the reliability of the FSFI. As can be observed in
Figure A1, both the total scale and its subscales showed temporal stability four weeks after the
evaluation. The subdimension of desire seemed to be the most unstable; however, intraclass correla
tion (ICC) was still high.

Internal consistency
Cronbach’s alpha values for the non-diagnosis group were as follows: desire = .89, arousal = .93,
lubrication = .94, orgasm = .91, satisfaction = .82, pain = .97, and total FSFI = .94. In the case of the
diagnosis group, the values were: desire = .88, arousal = .94, lubrication = .95, orgasm = .95, satisfac
tion = .64, pain = .97, and total FSFI = .91.

Criterion validity
The criterion validity of the inventory was tested. Figure A2 shows that the FSFI measured statistically
significant differences between diagnosis and non-diagnosis groups for all subdimensions and total
score. Moreover, except for one exception (pain), all observed effect sizes were high.
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Cutoff point
Finally, the cutoff point of the inventory was tested by using ROC curves. Figure A3 shows the
obtained function. The cutoff point that best discriminated was 26.5, that is, any woman with a score
lower than 26.5 was considered to be dysfunctional. This value represents a specificity of 73.9% and
a sensitivity of 87.7%; the area under the curve (AUC) was found to be 85.9 (CI = 80.0–91.7).

Discussion
Female sexual dysfunction is a public health problem (Fuentealba-Torres et al. 2018) affecting the
quality of life of women who suffer from sexual dysfunction and their partners’ (García, Aponte, and
Moreno 2005). The FSFI is the preferred and recommended self-report measure for assessing sexual
function in women (Meston et al. 2020). To that end, and to follow up on a previous Spanish
validation of the FSFI for Colombian population (Vallejo-Medina et al. 2018), the present study
sought to validate its test-retest reliability and adequate internal consistency and to determine a cutoff
point capable of discriminating the presence of sexual dysfunction in Colombian women per DSM-5
criteria.
Test-retest reliability was found to be adequate for individual dimensions and overall score;
the interval beteen tests was four weeks. Despite its high intraclass correlation, the dimension of
desire was more unstable than the rest of the dimensions. Hormonal (Caruso et al. 2014),
relational (Basson 2005), and social factors (Bodenmann et al. 2006) have been found to have
effects on sexual desire. Regardless of these factors, sexual desire fluctuates visibly over a given
month, and considerable fluctuations take place over short periods (Vowels et al. 2018). These
fluctuations could explain the variability of the levels of sexual desire observed in the present
study.
On the other hand, the Spanish version presents adequate evidence of internal consistency; the
results found in the present study were between .64 and .97 in the diagnosis and the non-diagnosis
group, respectively. These values are similar to those found in the original study by Rosen et al.
(2000), whose sample consisted of women in the general population and, as in the present study,
used two subgroups: one composed of women diagnosed suffering from a sexual dysfunction
disorder and the other of women without such diagnosis; a score lower than 26.5 was found to
indicate the possible presence of sexual dysfunction. This cutoff score matches the values reported
by Wiegel, Meston, and Rosen (2005) and Zachariou, Filiponi, and Kirana (2017), and is close to the
average cutoff point reported by Anis et al. (2011), Fakhri et al. (2012), Ma et al. (2014), Nowosielski
et al. (2013), and Ryding and Blom (2015). Therefore, the Spanish version allows for the differentia
tion of different sexual dysfunction disorders as described by the DSM-5. The discrimination
capacity of the inventory is compatible with current diagnostic criteria, at least in this Spanishspeaking sample.
The assessment of female sexuality must be more decisively addressed by research, and adequate
and reliable evaluation tools must be available for the allocation of intervention resources (Muñoz &
Camacho 2016). In this regard, validating these tools for specific populations is the recommended
practice; in the case of the FSFI, it should reliably determine significant differences between diagnostic
and non-diagnostic groups (Meston et al. 2020). In view of these recommendations and the evidence
found during the present study, we conclude that the FSFI provides a valid measure to determine such
difference, and the obtained cutoff point can discriminate the possible presence of sexual dysfunction
according to DSM-5 criteria. Therefore, the Spanish version of FSFI can be used during the evaluation
and treatment of female sexual dysfunction in the clinical and research contexts. However, the
inventory fails to provide information on the etiology or prognosis of the problem; therefore, one of
its limitations is that it must be used in combination with other instruments. Furthermore, despite that
the Spanish version of the FSFI was found to be compatible with DSM-5 criteria, the inventory lacks
a distress measure and its test-retest interval was only four weeks, whereas, the DSM-5 includes
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a distress criterion and recommends a six-month interval. Finally, in this study, the sample consisted
of Colombian participants only, most of them heterosexual. For this reason, it should be used with
caution in other Spanish-speaking populations, and other sexual orientations should be studied
separately.

Acknowledgments
This study was possible thanks to Fundación Universitaria Konrad Lorenz funding, associated with research project
(Number: 2015-009 55270152) granted to the last author.

Disclosure statement
No potential conflict of interest was reported by the authors.

Funding
This work was supported by the Fundación Universitaria Konrad Lorenz [Research project (Number: 2015-009
55270152)].

ORCID
Ana Álvarez-Muelas
Pablo Vallejo-Medina

http://orcid.org/0000-0001-6544-7303
http://orcid.org/0000-0002-8527-1584

References
American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders (4th ed., Text Revision).
Washington, DC: Author
Anis, T. H., S. A. Gheit, H. S. Saied, and S. A. Al_kherbash. 2011. Arabic translation of female sexual function index and
validation in an Egyptian population. The Journal of Sexual Medicine 8 (12):3370–78. doi:10.1111/j.17436109.2011.02471.x.
APA (American of Psychiatric Association). 2013. DSM-5. Diagnostic and statistical manual of mental disorder.
Washington, DC: American Psychiatric Association.
Basson, R. 2001. Using a different model for female sexual response to address women’s problematic low desire. Journal
of Sex & Marital Therapy 5 (5):395–403. doi:10.1080/713846827.
Basson, R. 2002. Rethinking low sexual desire in women. BJOG 4 (4):357–63. doi:10.1111/j.1471-0528.2002.01002.x.
Basson, R. 2005. Women’s sexual dysfunction: Revised and expanded definitions. Canadian Medical Association Journal
172 (10):1327–33. doi:10.1503/cmaj.1020174.
Biddle, A., S. West, A. D’Aloisio, S. Wheeler, N. Borisov, and J. Thorp. 2009. Hypoactive sexual desire disorder in
postmenopausal women: Quality of life and health burden. International Society for Pharmacoeconomics and
Outcomes Research (ISPOR) 12:763–72. doi:10.1111/j.1524-4733.2008.00483.x.
Blais, R., L. Monteith, and J. Kugler. 2017. Sexual dysfunction is associated with suicidal ideation in female service
members and veterans. Journal of Affective Disorders 5:52–57. doi:10.1016/j.jad.2017.08.079.
Blümel, J., P. Chedraui, G. Baron, E. Belzares, A. Bencosme, A. Calle, M. T. Espinosa, D. Flores, H. Izaguirre, P. LeonLeon, et al. 2009. Sexual dysfunction in middle-aged women: A multicenter Latin American study using the female
sexual function index. Menopause: The Journal of the North American Menopause Society 16 (6):1139–48.
doi:10.1097/gme.0b013e3181a4e317.
Bodenmann, G., T. Ledermann, D. Blattner, and C. Galluzzo. 2006. Associations among everyday stress, critical life
events, and sexual problems. The Journal of Nervous and Mental Disease 194 (7):494–501. doi:10.1097/01.
nmd.0000228504.15569.b6.
Caruso, S., C. Agnello, C. Malandrino, L. Lo Presti, C. Cicero, and S. Cianci. 2014. Do hormones influence women’s sex?
Sexual activity over the menstrual cycle. The Journal of Sexual Medicine 11 (1):211–21. doi:10.1111/jsm.12348.
Ceballos, G., L. De la Rosa, and E. León. 2008. Autoestima y disfunción sexual en estudiantes universitarias de programas
de salud de Santa Marta (Colombia). Psicología Desde El Caribe 22:50–62. http://www.redalyc.org/articulo.oa?id=
21311866005.

WOMEN & HEALTH

7

Dennerstein, L., J. Guthrie, R. Hayes, L. DeRogatis, and P. Lehert. 2008. Sexual function, dysfunction, and sexual distress
in a prospective, population-based sample of mid-aged, Australian-born women. TheJournal of Sexual Medicine 5
(10):2291–99. doi:10.1111/j.1743-6109.2008.00936.x.
Dunn, K., P. Croft, and G. Hackett. 1999. Association of sexual problems with social, psychological, and physical
problems in men and women: A cross-sectional population survey. Journal of Epidemiology and Community Health
53 (3):144–48. http://pubmedcentralcanada.ca/pmcc/articles/PMC1756846/pdf/v053p00144.pdf.
Espitia-De La Hoz, F. 2016. Prevalencia de disfunción sexual en mujeres del eje cafetero. Revista Ciencias Biomédicas
7:25–33. http://revistas.unicartagena.edu.co/index.php/cienciasbiomedicas/article/view/1398.
Fakhri, A., A. H. Pakpour, A. Burri, H. Morshedi, and I. M. Zeidi. 2012. The female sexual function index: Translation
and validation of an Iranian version. The Journal of Sexual Medicine 9 (2):514–23. doi:10.1111/j.17436109.2011.02553.x.
Fuentealba-Torres, M., D. Cartagena-Ramos, J. C. Sierra, L. A. Lara, S. P. Okano, T. Z. Berra, L. S. Alves, A. C. A. B. Leite,
M. Yamamura, I. A. Silva, et al. 2018. What are the factors that contribute to the development of sexual dysfunction in
breastfeeding women? A systematic scoping review protocol. BMJ Open 8:e022863. doi:10.1136/bmjopen-2018022863.
García, S., H. Aponte, and S. Moreno. 2005. Diagnóstico de la disfunción sexual femenina y su correlación con el perfil
hormonal en la población femenina que consulta los servicios de urología ginecología y personal femenino del
hospital de san José en Bogotá Colombia. Revista Urología Colombiana 14:75–80. http://www.redalyc.org/pdf/1491/
149120460012.pdf.
Heiman, J. 2013. Sexual dysfunction: Overview of prevalence, etiological factors, and treatments. Journal of Sex Research
39 (1):73–78. doi:10.1080/00224490209552124.
Jaafarpour, M., A. Khani, J. KhaJavikhan, and Z. Suhrabi. 2013. Female sexual dysfunction: Prevalence and risk factors.
Journal of Clinical and Diagnostic Research 7:2877–80. doi:10.7860/JCDR/2013/6813.3822.
Kingsberg, S., and R. Rezaee. 2013. Hypoactive sexual desire in women. Menopause:TheJournal of the North American
Menopause Society 20 (12):1284–300. doi:10.1097/gme.0000000000000131.
Laumann, E., A. Paik, and R. Rosen. 1999. Sexual dysfunction in the United States: Prevalence and predictors. JAMA 281
(6):537–44. doi:10.1001/jama.281.6.537.
Leiblum, S., P. Koochaki, C. Rodenberg, I. Barton, and R. Rosen. 2006. Hypoactive sexual desire disorder in
postmenopausal women: US results from the Women’s international study of health and sexuality (WISHeS).
Menopause:TheJournal of the North American Menopause Society 13 (1):46–56. doi:10.1097/01.
gme.0000172596.76272.06.
Ma, J., P. Lianjun, Y. Lei, A. Zhang, and Y. Kan. 2014. Prevalence of female sexual dysfunction in urban Chinese women
based on cutoff scores of Chinese version of female sexual function index: A preliminary study. The Journal of Sexual
Medicine 11 (4):909–19. doi:10.1111/jsm.12451.
McCabe, M., I. Sharlip, R. Lewis, E. Atalla, R. Balon, E Laumann, S. W. Lee, R. Lewis, and R. T. Segraves. 2015. Incidence
and prevalence of sexual dysfunction in women and men: A consensus statement from the fourth international
consultation on sexual medicine. The Journal of Sexual Medicine 13 (2):144–52. doi:10.1016/j.jsxm.2015.12.034.
Meston, C. M., B. K. Freihart, A. B. Handy, C. D. Kilimnik, and R. C. Rosen. 2020. Scoring and interpretation of the
FSFI: What can be learned from 20 years of use? Journal of Sexual Medicine 17 (1):17–25. doi:10.1016/j.
jsxm.2019.10.007.
Monterrosa-Castro, A., J. Márquez-Vega, and C. Arteta-Acosta. 2014. Disfunción sexual en mujeres climatéricas
afrodescendientes del caribe Colombiano. IATREIA 27:31–41. http://www.scielo.org.co/scielo.php?script=sci_arttex
tandpid=S0121-07932014000100004.
Muñoz, A., and P. Camacho. 2016. Prevalencia y factores de riesgo de la disfunción sexual femenina: Revisión
sistemática. Revista Chilena de Obstetricia y Ginecología 81:168–80. doi:10.4067/S0717-75262016000300002.
Neijenhuijs, K. I., N. Hooghiemstra, K. Holtmaat, N. K. Aaronson, M. Groenvold, B. Holzner, C. B. Terwee, P. Cuijpers,
and I. M. Verdonck-de Leeuw. 2019. The female sexual function index (FSFI)—A systematic review of measurement
properties. The Journal of Sexual Medicine 16 (5):640–60. doi:10.1016/j.jsxm.2019.03.001.
Nowosielski, K., B. Wrobel, U. Sioma-Markowska, and R. Poręba. 2013. Development and validation of the Polish
version of the female sexual function index in the Polish population of females. The Journal of Sexual Medicine 10
(2):386–95. doi:10.1111/jsm.12012.
Pérez-Herrezuelo, I., F. Hita-Contreras, A. Martínez-Amat, A. Aibar-Almazán, D. Cruz-Díaz, R. Wangensteen,
A. A. Ochoa, and E. Díaz-Mohedo. 2019. The female sexual function index: Reliability and validity in Spanish
postmenopausal women. Menopause 26 (4):401–08. doi:10.1097/GME.0000000000001305.
R Core Team. 2017. R: A language and environment for statistical computing [Computer software]. Vienna:
R Foundation for Statistical Computing. https://www.R-project.org/.
Raigosa-Londoño, G., and M. Echeverri-Ramírez. 2012. Prevalencia del desorden de deseo sexual hipoactivo en mujeres
colombianas y factores asociados. Revista Colombiana de Obstetricia y Ginecología 63 (2):127–33. http://www.scielo.
org.co/scielo.php?script=sci_arttextandpid=S0034-74342012000200005andlng=enandtlng=es.
Robin, X., N. Turck, A. Hainard, N. Tiberti, F. Lisacek, J. C. Sanchez, and M. Müller. 2011. pROC: An open-source
package for R and S+ to analyze and compare ROC curves. BMC Bioinformatics 12:77. doi:10.1186/1471-2105-12-77.

8

A. I. RINCÓN-HERNÁNDEZ ET AL.

Rosen, R., C. Brown, J. Heiman, S. Leiblum, C. Mestos, R. Shabsigh, D. Ferguson, and R. D´Agostino. 2000. The female
sexual function index (FSFI): A multidimensional self-report instrument for the assessment of female sexual function.
Journal of Sex & Marital Therapy 26 (2):191–208. doi:10.1080/009262300278597.
RStudio Team. 2016. RStudio: Integrated development for R [Computer software]. Boston, MA: RStudio, Inc. http://
www.rstudio.com/.
Ryding, E. L., and C. Blom. 2015. Validation of the Swedish version of the female sexual function index (FSFI) in women
with hypoactive sexual deride disorder. The Journal of Sexual Medicine 12 (2):341–49. doi:10.1111/jsm.12778.
Sánchez-Sánchez, B., B. Navarro-Brazález, B. Arranz-Martín, Ó. Sánchez-Méndez, I. de la Rosa-díaz, and M. TorresLacomba. 2020. The female sexual function index: Transculturally adaptation and psychometric validation in Spanish
women. International Journal of Environmental Research and Public Health 17 (3):994. doi:10.3390/ijerph17030994.
U.S. Food and Drug Administration. 2016. Center for Drug Evaluation and Research. The voice of the patient: Female
sexual dysfunction. Accessed June 15, 2020. http://www.fda.gov/ForIndustry/UserFees/PrescriptionDrugUserFee/
ucm326192.htm.
Vallejo-Medina, P., C. Pérez-Durán, and A. Saavedra-Roa. 2018. Translation, adaptation, and preliminary validation of
the female sexual function index into Spanish (Colombia). Archives of Sexual Behavior 47 (3):797–810. doi:10.1007/
s10508-017-0976-7.
Vowels, M. J., P. M. Kristen, L. M. Vowels, and N. D. Wood. 2018. Using spectral and cross-spectral analysis to identify
patterns and synchrony in couple´s sexual desire. Plos One 13:e0205330. doi:10.1371/journal.pone.0205330.
Wickham, H. (2009). ggplot2: Elegant Graphics for Data Analysis. New York: Springer-Verlag. ISBN 978-3-319-24277-4.
https://ggplot2.tidyverse.org
Wiegel, M., C. Meston, and R. Rosen. 2005. The female sexual function index (FSFI): Cross-validation and development
of clinical cutoff scores. Journal of Sex & Marital Therapy 31 (1):1–20. doi:10.1080/00926230590475206.
Zachariou, A., M. Filiponi, and P. S. Kirana. 2017. Translation and validation of the Greek version of the female sexual
function index questionnaire. International Journal of Impotence Research 29 (4):171–74. doi:10.1038/ijir.2017.18.
Zou, G. Y. 2012. Sample size formulas for estimating intraclass correlation coefficients with precision and assurance.
Statistics in Medicine 31 (29):3972–81. doi:10.1002/sim.5466.

Appendix A
Table A1. Description of sample variables for diagnosis and non-diagnosis groups.
Sample
Orientación sexual*
Completely heterosexual
2
3
4
5
6
Completely homosexual
Couple relationship
Yes
No
Marital status
Married
Single
Separated
Common law marriage
Disease
Thyroid
High/low blood pressure
Heart problems
Psychiatric diagnosis
Anxiety
Alcohol abuse
Drug abuse
Diabetes
Cancer
Blood problems
Depression
STIs

Diagnosis (n)
58

Non-Diagnosis (n)
124

54
2
2
0
0
0
0

104
13
1
3
1
0
3

54
3

104
22

26
18
3
11

26
71
6
22

8
1
1
4
6
2
1
1
1
1
2
1

8
6
6
16
15
3
2
0
1
4
9
3

Contrast
χ2 (3) = 7.58; p = .055

χ 2 (1) = 4.95; p = .02; η2 = 0.20
χ 2 (3) = 13.50; p < .01; η2 = 0.27

χ 2 (1) = 3.01; p = .83

(Continued)
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Table A1. (Continued).
Ovarian excision
Medications
Antihypertensive
Antidepressant
Tranquilizer/anxiolytic
Somnifer/hypnotic
Hormone replacement

Diagnosis (n)

Non-Diagnosis (n)

1

0

0
0
1
1
4

1
1
1
3
5

Contrast
χ 2 (6) = 2.15; p = .90

Sexual orientation. 2 = predominantly heterosexual, only incidentally homosexual; 3 = predominantly heterosexual, but more than
incidentally homosexual; 4 = equally heterosexual and homosexual; 5 = predominantly homosexual, but more than incidentally
heterosexual; 6 = predominantly homosexual, only incidentally heterosexual.

Figure A1. Test-retest reliability of total FSFI score and subscales.

Figure A2. Density plot for diagnosis and non-diagnosis groups. Mean and standard deviation M (SD) values for non-diagnosis group:
Desire = 4.17(1.15), arousal = 4.54(1.46), lubrication = 4.92(1.50), orgasm = 4.51(1.64), satisfaction = 4.90(1.14), pain = 4.73(1.76),
total FSFI = 28.3(6.30). Mean and standard deviation M (SD) values for diagnosis group: Desire = 2.88(1.26), arousal = 3(1.39),
lubrication = 3.88(1.70), orgasm = 2.74(1.31), satisfaction = 3.14(1.24), pain = 3.94(1.97), and total FSFI = 19.6(6.12). All contrasts are
significant (p < .01).
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26.3 (73.9%, 87.7%)

AUC: 85.9% (80.0%–91.7%)

Figure A3. ROC curves, total FSFI scale.
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