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A B S T R A C T 
 

Objective: The main purpose of this study is to investigate the relationships among female sexual dysfunction, self-esteem and sexual satisfaction. 
Method: The participants of the study were 321 women who applied for any sexual disorders to the Polyclinics of Gynecology of y Education and 
Research Hospital, x, Turkey. Their age ranged from 18 to 56. The participants completed a personal information form prepared by researcher, the 
Coopersmith Self-esteem Inventory developed by Stanley Coopersmith (1986) and the Golombok-Rust Inventory of Sexual Satisfaction validated by 
Tuğrul (1988). Golombok-Rust Inventory of Sexual Satisfaction ınventory raw scores obtained from the 28 questions can be converted into standard 
scores ranging from 1 to 9, and scores above 5 indicate the presence of problems in sexual functioning. In other words, an increase in scale scores 
represents sexual dissatisfaction and sexual dysfunction. 
Results: The results indicated that female sexual dysfunction (FSD) and self-esteem were moderately negatively correlated (r= -.598, p<.01). FSD 
and sexual satisfaction were strongly positively correlated (r= .712, p<.01). Sexual satisfaction and self-esteem were moderately negatively correlated 
(r= -.472, p <.01). These findings reveal that the higher sexual dysfunction women have the less self-esteem they have and the less sexual satisfaction 
they experience. 
Conclusion: With the proper treatment of sexual dysfunction and interventions for improving the self-esteem, women can evaluate themselves in a 
more positive way and become more sexually satisfied. Thus, it is very significant to teach sexuality in a correct way and to increase sexual education 
and awareness among women. 
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Introduction 
Sexuality has been a key part of human existence throughout 
history [1].Sexuality encompasses personal emotions, attitudes 
and behaviours that span over a lifetime and affect thoughts and 
feelings, social relations and self- and body image [2]. Men and 
women experience sexuality based on two different sexual 
response cycles. Understanding the sexual response cycle allows 
an accurate determination and classification of sexual problem 
[3]. Masters and Johnson divided the male and female sexual 
response cycle into four phases [4]. These stages, which 
describe the sexual response cycle in order of occurrence, are 
the excitement, plateau, orgasmic, and resolution phases. The 
desire phase is another crucial phase proposed by Kaplan [5]. 
Unlike other stages, the sexual desire phase is defined by a 
number of neuroendocrine, psychological and biological 
processes [6]. 
Sexual dysfunction refers to decreased sexual desire and 
arousal, dyspareunia or a persistent difficulty in achieving 
orgasm and a recurrent or persistent lack of sex drive [7]. 
Another definition is the inhibition of sexual satisfaction due to 
disruptions in the sexual response cycle [8]. Women may 
experience sexuality as a source of desire and love, and 
depending on the circumstances, they may experience it as a 
sensual, pleasant and emotional contact or sometimes as an 
obligation, which may result in it becoming a source of hesitation 
and repulsion. Older age has been associated with increased 
female sexual dysfunction [9]. The prevalence of female sexual 
dysfunction ranges 20%–73%.  

 

 

A study conducted in Turkey in 2021 found the prevalence 
of sexual dysfunction among women to be 68% [7]. Self-
esteem, which is synonymous with self-image, self-
respect, self-worth, and self-confidence, is an individual’s 
confidence in their own worth and encompasses self-
respect and self-acceptance [10]. Self-worth is very 
important to the concept of sexuality––individuals with 
self-dissatisfaction are afraid of being rejected or not being 
liked in an intimate relationship and, thus, may abstain 
from making themselves visible, attracting attention or 
engaging in sexual activity [11]. High self-esteem is 
associated with less distracting thoughts during sexual 
intercourse and increases in sexual satisfaction [11–13]. 
Women with sexual dysfunction usually have lower self-
confidence and feel more shy, timid and less attractive 
than women without sexual dysfunction. Thabet et al. 
reported a significant relationship between sexual 
satisfaction and self-esteem, and emphasised that obese 
individuals with low self-esteem may experience a 
decreased sexual desire [14]. These factors include conflict 
between the couples, sexual performance anxiety, 
damaged self-image or self-esteem, loss of sexual 
confidence and lack of communication [12–15]. 
The present study investigated whether there is a 
significant association between sexual dysfunction and 
self-esteem in women and which factors affect this 
association. 
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In addition, a common practice is to think that the pregnant 
woman will have a girl baby if the belly is flat, and a boy if it is 
pointed, and if the pregnant woman has become ugly in this 
process, it is thought that she will give her beauty to her 
daughter [9, 10].  
In the study that compiles the beliefs about gender prediction in 
some settlements of the Black Sea Region, it is believed that a 
pregnant woman who craves bitter food will have a baby girl, a 
pregnant woman with a sweet craving will have a baby boy, and 
a pregnant woman whose urine has wheat and barley will be a 
girl baby if wheat turns green, and a boy baby if barley turns 
green. It shows that there is a belief that if the salt disperses on 
the head of the pregnant woman who is thrown salt on her head, 
she will have a baby boy, and if it does not, she will have a girl 
baby [11]. The application of superstitions during pregnancy 
may adversely affect maternal and fetal health. A healthy 
mother means a healthy baby and society. Recognition and 
prevention of superstitious practices by health professionals are 
important for healthy mothers, babies, and society. This study 
aims to evaluate superstitions during pregnancy. 

Material and methods 
The study was conducted with the women who presented to 
the Obstetrics and Gynaecology Outpatient Clinic of Bozyaka 
Training and Research Hospital in İzmir and those who 
volunteered to participate in the study. The sample size was 
found to be 323 people, calculated with 95% confidence level 
and 5% margin of error, according to the unknown sample 
formula however, this number was limited to 321 because of 
loss data. The survey questions are not full filled.This research 
is a cross-sectional study designed to examine the association 
between sexual dysfunction, self-esteem and sexual 
satisfaction in women.  
Inclusion criteria were following: having applied to education 
and research hospital's gynecology and obstetrics outpatient 
clinic due to any sexual discomfort, being an individual aged 
18 or older, volunteering to participate in the study and the 
exclusion criteria were following; not consenting to participate 
in the study, being an individual under the age of 18. 
Data collection tools; This study used three basic data 
collection tools, which are as follows: a Personal Data Form 
prepared by the researcher, the Coopersmith Self-Esteem 
Inventory (1986) and the Golombok-Rust Inventory of Sexual 
Satisfaction (1986) [16–18].  
Personal Data Form; It inquires about age, educational level, 
type of marriage (love marriage vs. arranged marriage), 
spouse status, sexual activity status, income status, sexual 
orientation, having children and the number of children.   
The Coopersmith Self-Esteem Inventory; The ‘Coopersmith 
Self-Esteem Inventory’, was developed by Stanley 
Coopersmith in 1986 and was adapted to Turkish by Turan and 
Tufan in 1987; it was found to have a Cronbach alpha 
coefficient of r = 0.62 [18].  
Rust and Golombok demonstrated the GRISS to be a valid and 
reliable scale based on several analyses; the split-half 
reliability of the scale was found to be 0.94 for women, and 
internal consistency coefficients for sub-scales were found to 
range from 0.61 to 0.83 [17] 
The form of marriage is asked. In addition to loving and 
arranged marriages, reasons such as marriages of 
convenience, marriages for citizenship or other contractual 
agreements, and marriages due to compelling reasons like 
pregnancy have been written as "other. 

Data Collection and Analysis 

Preliminary interviews were held with women who accepted to 
participate in the study to provide them with information about 
the study and to hand them the questionnaires in person. 
During completion of the questionnaires, the researcher 
remained available to answer participants’ questions. Data 
collection was based on voluntary participation and 

confidentiality; participants who completed the data 
collection forms were asked to put them in a closed 
envelope. Data obtained from the research were analysed 
using the SPSS for Windows 15, and assessed using 
various analysis techniques including the Pearson 
product-moment correlation coefficient, ANOVA and t-
test. Statistical significance was set at p < 0.05. 

Statement of Ethics 
Our research was conducted ethically in accordance with 
the World Medical Association Declaration of Helsinki  
Study approval statement: We take ethical approval from 
X Ethics Committee with number/date 15/30.12.2013 
Consent to participate statement: We took written 
informed consent was obtained from participants to 
participate in the study. 

Results  
Descriptive Characteristics 

The mean age of the 321 women included in the study 
was 32.5 ± 8.64 years (18–56). 52% of them had a 
middle school-high school degree, 47% (151) were in the 
age group 18–30 years, 33% (106) were in the age group 
31–40 years, and 20% were aged 41 and over (Table 1).    

Table 1. Demographic Characteristics of Participants 

  N % 

Educational 

level  

Primary school 89 28 

Middle–high school 168 52 

University 64 20 

Sexual 

orientation 

Homosexual 1 - 

Heterosexual 320 100 

Income status 

 

Income more than expenditure 46 14 

Income equal to expenditure 174 54 

Income less than expenditure 101 32 

Length of 

marriage 

0–24 months 78 24 

25–132 months 152 48 

133 months + 91 28 

Birth given Yes 202 63 

No 119 37 

 

Participants’ demographic characteristics, data relating to 
sex life, marriage and children are given in Table 1 and 
Table 2. 

Factors Affecting Sexual dysfunction 

Calculation of sexual dysfunction scores by type of 
marriage shows that those who had a love marriage have 
significantly lower SD scores than those who had an 
arranged marriage. (t-value and p-value: t:−3.2; p < 
.01). Women with regular sexual intercourse were found 
to have significantly lower SD scores than women with 
irregular intercourse (t: −8.1; p < .01).  
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Table 2. Participant Characteristics Relating to Sex Life  

  N % 

Sex life status Regular sexual intercourse 179 56 

Irregular sexual intercourse 135 42 

No sexual intercourse 7 2 

Partner status Never had a partner 2 1 

Currently has no partner 22 7 

Has a partner but living in separate 

houses 

11 3 

Legally married and living together  275 86 

Cohabiting 11 3 

Type of marriage Love marriage 193 60 

Arranged marriage 115 36 

Other 13 4 

Having children  Have a child/children 202 63 

Have no children 119 37 

Number of 

children 

0 119 37 

1 85 27 

2 79 25 

3 30 9 

4+ 8 2 

 

Similarly, women with children were found to have significantly 
higher SD scores than women without children (t: 3.8; p < 
.01). The older the women were, and the lower their 
educational level and income level were, the lower their SD 
scores were (Table 4). 

Factors Affecting Self-Esteem 

Comparison of women’s self-esteem scores by the type of 
marriage shows that those who had an arranged marriage had 
significantly lower self-esteem scores than those who had a 
love marriage (t: 5.2; p < .01). Similarly, women with children 
were found to have significantly lower self-esteem scores than 
women without children (t:−4.2; p < .01). Comparison of 
women’s self-esteem scores by frequency of sexual intercourse 
showed that women with regular sexual intercourse had 
significantly higher self-esteem scores than women with 
irregular sexual intercourse (t: 5.1; p < .01). Self-esteem 
increased as age and length of marriage decreased, and as 
income and education level increased (Table 5).    

Association between Self-esteem and Sexual Dysfunction 

Participants with sexual dysfunction achieved significantly 
lower scores from the self-esteem inventory than those without 
sexual dysfunction (t = 14.25; p = 0.000). 

 

Table 4. Association between demographic 
characteristics and sexual dysfunctions 

 

 

SD Total Score 

 

N 

            

Mean  

SD  F    

p 

Ed
uc

at
io

na
l l

ev
el

 

Primary 

school 

89 48.8 18.88 15.84 .000 

Middle 

school-high 

school 

168 41.2 16.98 

University 64 33.1 14.84 

In
co

m
e 

Le
ve

l 

Income more 

than 

expenditure 

46 39.8 20 4.31 

 

 

.014 

 

 Income equal 

to 

expenditure 

174 39.7 16.4 

Income less 

than 

expenditure 

101  45.9 18.8 
Le

ng
th

 o
f 

m
ar

ri
ag

e 

0–24 months 78 38.7 18.1 2.75 .065 

 

 

25–132 

months 

152 41.2 17.4 

133+ months  91 45.1 18.3 

A
ge

 

18–30 years 151 39.4 17.7 2.33 .098 

31–40 years 106 42.6 18.4 

41+ years 64 45 17.4 

 

Discussion  
Our study found that sexual dysfunction in women 
differed significantly depending on the number of 
children. “Having children has been shown to be 
associated with lower sexual function and greater self-
esteem” This result is similar to the results of some 
studies [3].  A study published in 2019 found significantly 
higher SD rates in those with three or more children and 
those with a marriage length of 15 years or more [19]. 
Women who have given birth and have children were 
found to have more sexual dysfunction than women who 
have not given birth and have no children.  This may be 
due to the fact that increased number of children caused 
increased workload, and resulting time constraints 
caused increased stress, causing women to be unable to 
spare enough time for themselves, their husband and 
thereby for their sex life. It has been found that as 
occupation, number of children, economic dependency 
and women’s traditional roles such domestic labour 
increased, sexuality became less important, sexual 
dysfunctions increased and sexual satisfaction decreased 
[20]. 
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Table 5. Association between demographic characteristics and 
self-esteem 

 

 

SEI total score 

N Mean SD F p 

Ed
uc

at
io

na
l l

ev
el

 

Primary school 89 53.9 16.99 27.62 .000 

Middle school-

high school 

168 61.2 20.04 

University 64 76.3 16.11 

In
co

m
e 

le
ve

l 

Income more 

than 

expenditure 

46 66.9 23.8 7.15 

 

 

.001 

 

 Income equal to 

expenditure 

174 

 

64.3 

 

18.4 

 

Income less 

than 

expenditure 

101 56.2 19.6 

Le
ng

th
 o

f 
m

ar
ri
ag

e 

0–24 months 78 67 19.2 5.34 

 

 

.005 

 

 

25–132 months 152 62.7 19.7 

133+ months  91 57.1       

20.1 

A
ge

 

18–30 years 151 64.5        

19.3 

3.58 

 

.029 

31–40 years 106 62.1 20.9 

41+ years 64 56.6 19.2 

N
um

be
r 

of
 c

hi
ld

re
n 

0 119 68.1 18.6 8.1 

 

.000 

1 85 63.7 18.9 

2 79 56.9 19.8 

3 30 53.1 20.1 

4+ 8 43.5 16.2 

 
The study found that sexual dysfunctions in women differed 
significantly depending on the type of marriage; women who 
had an arranged marriage were found to have more sexual 
problems than women who had a love marriage. This result is 
in line with Öztürk's study. This result can be attributed to 
better communication, sharing and satisfaction in couples who 
had a love marriage [21,22]. 
This study found a significant association between women’s 
educational levels and sexual dysfunctions; women with a 
primary school degree were found to have a lower sex life 
quality and more sexual dysfunctions than women with a 
university degree. This result is in line with other studies in the 
literature. A study conducted with married female healthcare 
professionals found that as the educational level decreased, 
problems of sex life increased [23]. Erenel et al. reported that 

a low educational level was a risk factor for sexual 
dysfunction [24]. A study by Nogratlı that examined the 
sexual functioning, marital satisfaction and sexual 
satisfaction in women concluded that women with high 
school degrees had lower marital satisfaction scores than 
those with a university degree or a higher educational 
level [25]. 
Our study found that as women’s educational level 
decreased, their self-esteem decreased in parallel. 
Another study that investigated self-esteem in individuals 
in different age groups ranging from young adulthood to 
old age found higher self-esteem in participants with high 
educational levels of all ages [26]. Sexual satisfaction can 
decrease with increasing age due to several factors, both 
physical and psychological. However, it is essential to 
note that this is not a universal rule, and many people 
experience satisfying sexual lives as they age. Several 
studies have investigated these factors, and some key 
findings from the literature include Physical changes, 
reduced hormone levels, decreased blood flow, and age-
related health issues can affect sexual function and 
satisfaction, age-related medical conditions, such as 
heart disease, diabetes, arthritis, and neurological 
disorders, can impact sexual function and 
satisfaction,some medications taken for chronic illnesses 
may have side effects that can negatively affect sexual 
function and enjoyment, stress, anxiety, and depression 
can contribute to decreased sexual satisfaction, and older 
individuals may experience these issues more frequently 
due to age-related life changes ,changes in relationship 
dynamics can impact sexual satisfaction in older couples 
[27–31] Çam et al. reported that there was a statistically 
significant relationship between increased educational 
level and self-esteem, and they concluded that self-
esteem increased with increasing age [32]. As for why 
this might be different from the literature, there could be 
several reasons.The literature might focus on specific 
populations or age groups that are not representative of 
the general population, studies that find significant 
results are more likely to be published, which may lead 
to an overemphasis on age-related declines in sexual 
satisfaction, cultural and social norms around sexuality 
and aging have evolved over time, and the literature may 
not reflect these changes. Different studies may use 
different methods and measures to assess sexual 
satisfaction, making it difficult to draw consistent 
conclusions. Sexual satisfaction is a highly individual 
experience, and the literature may not capture the 
diversity of experiences people have as they age.It is 
essential to keep in mind that individual experiences may 
vary, and many older adults can continue to have 
satisfying sexual lives with appropriate support, 
communication, and medical care. 
This study also revealed that women with regular sexual 
intercourse had higher self-esteem than women with 
irregular sexual intercourse. Women with regular sexual 
activity were found to have higher sexual satisfaction 
than women with irregular sexual activity. It is known 
that regular and thus frequent sexual activity leads to 
higher levels of sexual satisfaction [33].  
Our study found that as women grew older, their sexual 
satisfaction decreased. A study conducted by Türkseven 
et al. in 2020 found that age did not affect sexual 
satisfaction in women [34].  

Our research showed that as women’s sexual 
dysfunctions increased, their self-esteem decreased.  It 
also revealed a significant difference between self-
esteem in women with sexual dysfunction and self-
esteem in women without sexual dysfunction; women 
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with sexual dysfunction had lower and negative self-esteem. 
This finding is supported by other studies in the literature. 
Indeed, women without sexual dysfunction have been found to 
have more positive self-perceptions than women with sexual 
dysfunction [35]. High self-esteem can help individuals be 
more confident in what they want and express their desires 
openly, thereby affecting behaviours and sexual attitudes as 
well. This can provide a more satisfactory and regular 
sexuality. 

Strengths and Limitations of the Study 

Strengths of our study is a new and original study in the field, 
as it examined multiple variables in combination such as sexual 
dysfunction, self-esteem and sexual satisfaction in women. The 
article is a comprehensive and detailed study aimed at 
examining the relationship between sexual dysfunction, self-
esteem, and sexual satisfaction among women. The study 
takes into account various demographic and socioeconomic 
variables in order to analyze how different factors affect sexual 
dysfunction and self-esteem. The results of the study are 
consistent with existing literature and support previous 
research on this topic. 

Weaknesses of or study are due to the cross-sectional design 
of the study, causal relationships cannot be determined. 
Therefore, we can only gain information about relationships 
and trends from the study results. The sample of the research 
consists of women who applied to the gynecology outpatient 
clinic of a hospital in a single province in Turkey. This may limit 
the generalizability of the results and may not be valid for 
women in different cultural and geographical regions. The 
scales and questionnaires used in the study are based on self-
reporting methods. This means that participants' responses 
may be affected by factors such as social desirability or recall 
bias. Although the research examines the effect of some 
factors on sexual dysfunction and self-esteem, other potential 
factors (e.g., psychological status, lifestyle factors) have not 
been considered. This may limit the scope of the study and 
further research may be needed to complete the results.        

Conclusion and Recommendations  

This study aims to investigate the relationships among sexual 
dysfunction in women, self-esteem, and sexual satisfaction. 
The study has shown that women with sexual dysfunction have 
lower self-esteem and various factors influence this 
relationship. For instance, factors such as education level, 
having children, and type of marriage have been found to 
create significant differences in women's levels of sexual 
dysfunction and self-esteem. 

The findings of the study suggest that with proper treatment 
of sexual dysfunction and interventions for improving self-
esteem, women can evaluate themselves more positively and 
achieve greater sexual satisfaction. Therefore, it is of great 
importance to teach sexuality accurately and to increase sexual 
education and awareness among women. 
Based on the findings of this study, the following 
recommendations can be made to address the issues related 
to sexual dysfunction, self-esteem, and sexual satisfaction 
among women. 
Increase access to information and education: Provide women 
with accurate information and education about sexuality, 
sexual health, and sexual dysfunction, in order to dispel myths 
and misconceptions and promote a healthy attitude towards 
sexuality. 
Encourage open communication: Promote open 
communication about sexual issues between partners, as well 
as between healthcare providers and patients. This can help 
address concerns and find appropriate solutions to sexual 
dysfunction. 
Provide comprehensive healthcare services: Healthcare 
providers should be trained to diagnose and treat sexual 

dysfunction in women, and to provide appropriate 
referrals to specialists when needed. This includes 
addressing both the physical and psychological aspects of 
sexual dysfunction. 
Develop targeted interventions: Design and implement 
interventions that specifically address the unique needs 
of women with sexual dysfunction, such as improving 
self-esteem and increasing sexual satisfaction. This could 
involve individual or group counseling, workshops, or 
support groups. 
Foster a supportive environment: Create a social 
environment that supports women's sexual health and 
well-being by challenging stigmas and stereotypes 
related to female sexuality and sexual dysfunction. 
Conduct further research: Further research is needed to 
better understand the complex relationships among 
sexual dysfunction, self-esteem, and sexual satisfaction, 
as well as the impact of various factors such as education 
level, having children, and type of marriage. This can 
inform the development of more effective interventions 
and policies to improve women's sexual health and well-
being.   
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