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ABSTRACT 

Introduction.  Sexual dysfunction in women with diabetes, despite its important consequences to 

their quality of life, has been investigated only recently with conflicting results about its prevalence 

and association with complications and psychological factors. 

 

Aims.  To assess the prevalence of the alteration of sexual function and the influence of metabolic 

control and psychological factors on female sexuality. 

 

Methods.  Seventy-seven adult Italian women with type 1 diabetes, matched with a control group 

(n = 77), completed questionnaires evaluating sexual function (Female Sexual Function Index, 

FSFI), depressive symptoms (Self-Rating Depression Scale, SRDS), social and family support 

(Multidimensional Scale of Perceived Social Support), and diabetes-related quality of life (Diabetes 

Quality of Life). Clinical and metabolic data were collected. 

 

Main Outcome Measures.  Prevalence and magnitude of sexual dysfunction in terms of alteration 

of sexual functioning as measured by the FSFI scores. 

 

Results.  The prevalence of sexual dysfunction was similar in diabetes and control groups (33.8% 

vs. 39.0%, not significant), except for higher SRDS scores in the diabetes group (47.39 ± 11.96 vs. 

43.82 ± 10.66; P = 0.047). Diabetic patients with an alteration of sexual function showed a 

significantly higher SRDS score (53.58 ± 14.11 vs. 44.24± 9.38, P = 0.004). Depression symptoms 

and good glycemic control (A1C < 7.0%) were predictors of alteration of sexual function only in 

diabetic patients (odds ratio [OR] = 1.082; 95% confidence interval [CI]: 1.028–1.140; OR = 5.085; 

95% CI: 1.087–23.789), since we have not found any significant predictor of sexual dysfunction in 

the control group. 

 

Conclusions.  The prevalence of sexual dysfunction in our type 1 diabetes patients' sample is 

similar to those reported in other studies. Diabetic patients are similar to healthy people except for 

higher depression scores. Further studies are necessary to understand whether the correlation 

between an alteration of sexual function and good glycemic control may be related to the role of 

control as a mental attitude. Tagliabue M, Gottero C, Zuffranieri M, Negro M, Carletto S, Picci RL, 

Tomelini M, Bertaina S, Pucci E, Trento M, and Ostacoli L. Sexual function in women with type 1 

diabetes matched with a control group: Depressive and psychosocial aspects. J Sex Med 

2011;8:1694–1700. 

 

 

 

Introduction 

In 1974, the World Health Organization [1] recognized that human sexuality is an important 

element of an individual's health. In recent years, many studies have been conducted about 

prevalence of sexual dysfunction and comorbid mental disorders in patients with diabetes. 



 

Researches have initially focused on sexual dysfunction secondary to diabetes in male patients. 

Several studies have indeed shown that men with diabetes are subjected to a higher risk of 

developing erectile dysfunction, especially when other complications of diabetes are present [2]. 

 

Only recently, the sexual function of women with diabetes has been investigated, with results more 

conflicting than for men. 

 

The prevalence of female sexual dysfunction (FSD) in the general population is estimated at 

between 25% and 63% [3]. In the diabetic population, the prevalence varies widely between 

different studies: Nowosielski [4] reports a range between 14% and 85%, in particular in type 1 

diabetes, which varies between 17% and 71%. The prevalence data reported here, as well as those 

resulting from this work, relate more to a change in sexual functioning rather than to a diagnosis of 

FSD. The latter, as evidenced by Giraldi and colleagues [5], would require the assessment of 

distress. 

 

In the same review [5], type 2 diabetes mellitus is demonstrated to have a greater impact on 

women's sexuality than type 1. This, probably, is due to social and psychological factors, problems 

related to age, menopausal status, and comorbidities. 

 

It is unclear whether FSD is correlated to diabetic complications. Enzlin and coworkers wrote that 

women with diabetic complications did not report more sexual dysfunction than did women without 

complications [6]. In subsequent research on both men and women, they found an association 

between the number of complications and the occurrence of sexual dysfunction [7]. 

 

Several studies [4,8] found no association between metabolic control and sexual dysfunction in 

women with diabetes, unlike that reported for men. It appears that the etiology of sexual 

dysfunction in women is mainly related to psychological factors [7–9]. Influences on female 

sexuality are multifactorial and are attributable to biological, psychosocial, and context-related 

factors [10]. Nowosielski [4], in particular, has highlighted the importance of partner-related 

factors. In keeping with this, some researches have noted that sexual dysfunction is linked to having 

a poor relationship with the partner [11], to the duration of the relationship [12], to marital status 

[13], and to the quality of marital relations [6]. 

 

With regard to comorbidity of mental disorders in women with diabetes, several studies [4,6–8,14] 

highlight the correlation between sexual dysfunction and the presence of depressive symptoms [5]. 

Depression is more prevalent in diabetics in comparison with the normal population [15] and 

particularly in women with diabetes compared to men with diabetes [16]. 

 

Finally, there are conflicting results about the prevalence of sexual dysfunction. Some studies show 

a higher prevalence in women with type 1 diabetes as compared to healthy women [6,17], while 

other studies do not show this difference [18,19]. Salonia and colleagues [20] find a difference in 

the prevalence of sexual dysfunction between women with type 1 diabetes and the control group 

only in the luteal phase of the menstrual cycle, whereas in the follicular phase, the prevalence is 

similar. 

 

This work has sought to contribute knowledge on the subject by attempting to neutralize the effect 

of some factors on the presence of sexual dysfunction, on whose role there seems to be moderate 

agreement. Specifically, with regard to the influence of depression, we have chosen not to include 

in the study those subjects diagnosed with depressive disorder. We did this in order to assess the 

actual presence of greater symptomatology in the group of diabetic patients and to understand 



whether the role of these symptoms in female sexual function differs from a healthy population. In 

order to reduce a source of heterogeneity, we have chosen to include only women involved in a 

stable couple relationship for at least 1 year. To take into account certain indicators related to the 

intimate relationship, but not necessarily similar in couples united by stable relations, we also 

investigated perceived social support so that we could evaluate the effective comparability of the 

two samples. 

 

 

Aims 

The aims of this study are to assess (i) the prevalence of sexual dysfunction in terms of alteration of 

sexual functioning in a sample of Italian type 1 diabetic women in comparison with a matched 

control group, the members of both groups being in a stable couple relationship continuing for at 

least 1 year; and (ii) the role of depression symptoms, Diabetic Quality of Life and 

Multidimensional Perceived Social Support on sexual function in the patients' group compared with 

a matched control group. 

 

Were supposed to find no significant difference in the prevalence of sexual dysfunction between the 

type 1 diabetes and the control group in a sample with a stable intimate relationship. 

 

We also hypothesized a significant role of depressive traits relating to sexual dysfunction in diabetic 

patients even in the absence of a depressive disorder. 

 

 

Methods 

We conducted a case-control study with a total of 91 consecutive women with type 1 diabetes 

mellitus who attended seven diabetic centers in Piedmont (Italy) during a 2-month period. The 

study was approved by a local branch of the Italian Diabetes Society (S.I.D.). Eighty-three patients 

were eligible in terms of the following criteria: (i) 18–65 years of age; (ii) a stable couple 

relationship continuing for at least 1 year; and (iii) type 1 diabetes mellitus. We excluded patients 

with major health problems other than complications of diabetes, such as neoplasm, major 

depression or other psychiatric disorders, severe neurological diseases, and drug or alcohol abuse. 

Subsequently, an age- and education-matched group of healthy control women without diabetes (n 

= 77), recruited from women attending the general outpatient departments of the seven centers in 

Piedmont for routine screening reasons and from patients' relatives, was also invited to participate 

in the study. 

 

We distributed the questionnaires to women of childbearing age during the early follicular phase, in 

order to neutralize the influence of hormonal changes on emotional state, as did other authors [21]. 

 

Written informed consent was obtained from all participants prior to administering the 

questionnaires. In order to maintain privacy, a modified version of a self-generating code was used 

[22]. 

 

Instruments 

Patients and control participants were asked to complete four validated multiple-choice 

questionnaires at home and return them within 4 weeks. Established self-report questionnaires were 

used to assess depression, perceived social support, and relevant aspects of sexual function and 

diabetes-related quality of life. The last aspect was inquired only for the diabetic patients. All of the 

questionnaires used were validated for the Italian language. The scores for each instrument were 

calculated by the recommended scoring system. Each questionnaire was explained to the 

participants to ensure that they understood the questions. 



 

The Female Sexual Function Index (FSFI) [23,24] is a multidimensional self-reporting instrument 

for assessing the key dimensions of sexual function in women. It includes 19 items subdivided into 

six domains (frequency and degree of sexual desire, subjective arousal, lubrication, orgasm, 

satisfaction, and pain) referring to sexual activity in the last 4 weeks. Responses were graded on a 

scale of 1 (almost never or never) to 5 (almost always or always), where a score of 0 indicated no 

sexual activity. An alteration of sexual function was evidenced by a score 26.55 or less [25]. 

 

The Zung Self-Rating Depression Scale (SRDS) [26,27] is a 20-item self-reporting questionnaire 

that is widely used as a screening tool covering affective, psychological, and somatic symptoms 

associated with depression. It has been effectively used in a variety of settings that include primary 

care, psychiatric treatment, drug trials, and various research situations. For each item, the patient 

specifies the frequency with which the symptom is experienced on a Likert scale ranging from 1 

(rarely) to 4 (most of the time). A total score, ranging from 25 to 100, is derived by adding up the 

score of the individual items and then normalizing them, as suggested by the author. Most people 

with depression score between 62 and 74, while a score of 87 or above indicates severe depression. 

The scores provide indicative ranges of depression severity that can be useful for clinical and 

research purposes. 

 

The Multidimensional Scale of Perceived Social Support (MSPSS) [28,29], evaluates the perception 

of social support, particularly of family, friends, and other significant people. It has 12 items, which 

are divided into three subscales: family, friends, and significant other support. Responses are graded 

on a scale of 0 (completely false) to 5 (completely true). Total scores range from 0 to 84, with 

higher scores indicating a more positive social support. 

 

The Diabetes Quality of Life (DQOL) [30,31] is used to assess a patient's personal experience of the 

impact of diabetes care and treatment on major life domains. The scale consists of 46 items that 

address four major dimensions (satisfaction with treatment, impact of treatment, worries about long-

term complications, and worries about social issues). Each item is rated on a five-point Likert scale 

ranging from 1 (very satisfied) to 5 (very dissatisfied). Higher scores indicate a higher burden of 

diabetes treatment on the patient's quality of life. 

 

A venous blood sample to determine hemoglobin A1c (HbA1C) had been collected from all 

diabetic patients within the last 3 months prior to the day they were invited to participate in this 

study. HbA1C was determined using high-performance liquid chromatography the normal range of 

which is 4.5–6.2 mg/dL. The patients' medical records were used to obtain data on age, education, 

duration of marriage or relationship, previous or current pregnancies or menopausal state, smoking 

habit, years of diabetes, type of insulin and other medications used, presence of complications 

(neuropathy and/or nephropathy and/or retinopathy), and body mass index (BMI). 

 

Power Calculation 

For assessing the power of the test we used G*Power 3 software [32]. To have 90% power to detect 

an effect size of 0.40 in the global FSFI score comparing the women with diabetes with a matched 

healthy control group with two-sided significance level alpha of 0.05, we required 68 participants 

per each paired group. Taking into account the inclusion and exclusion criteria and a possible 

refusal rate, we decided to evaluate approximately 90 patients. 

 

Statistical Analysis 

Analyses were performed using the Statistical Package for Social Sciences (SPSS version 14.0; 

Chicago, IL, USA). Student's t-test and χ2 test were used to calculate differences between case and 

control groups and between patients without sexual dysfunction (FSFI > 26.55) and patients with an 



alteration of sexual function (FSFI ≤ 26.55). To study the predictors of sexual functioning in both 

groups, two binary logistic regressions were employed, taking the presence of sexual dysfunction as 

a dependent variable, and taking as independent variables are age, depression, the menopausal 

condition, and for the diabetic group only, complications and good glycemic control (A1C < 7.0%). 

 

 

Results 

Of 83 type 1 diabetes patients, 77 (response rate: 93%) agreed to participate and took the 

questionnaires home. Six refused to participate. All the 77 healthy control women without diabetes 

agreed to participate in the study. 

 

The patients' baseline characteristics and the differences between the two groups are depicted in 

Table 1. 

 

The patients' baseline characteristics and the differences between the two groups are depicted in Table 1. 

  

Case group Control group 

t-test/χ2P 

n = 77 n = 77 

 †Data are means ± SD or n (%). 

 ‡Possible scores range from 19 to 95, with higher scores indicating better sexual function. 

 §Considered as FSFI score ≤ 26.55. 

 ¶Possible scores range from 25 to 100, with higher scores indicating more severe symptoms. 

 ††Possible scores range from 1 to 28, with higher scores indicating higher perceived social support. 

 FSFI = Female Sexual Function Index; SDRS = Self-Rating Depression Scale; MSPSS = Multidimensional Scale of Perceived 

Social Support; HbA1C = hemoglobin A1c; n.s = not significant. 

Age in years 39.35 ± 9.77 40.22 ± 9.54 n.s. 

Education     n.s 

 Primary school 1 (1.3) 1 (1.3)   

 Secondary school 17 (22.1) 17 (22.1)   

 High school 43 (55.8) 43 (55.8)   

 University degree 16 (20.8) 16 (20.8)   

Duration of sexual relationship 12.06 ± 9.04 15.56 ± 9.90 0.029 

At least one pregnancy 34 (44.2) 47 (61.0) 0.004 

Number of pregnancies 1.21 ± 1.20 2.06 ± 1.21 0.012 

Women in menopausal state 9 (11.7) 10 (13.0) n.s. 

Actual smokers 23 (29.9) 21 (27.3) n.s. 

FSFI score‡ 25.99 ± 7.76 26.58 ± 8.97 n.s. 

http://onlinelibrary.wiley.com/doi/10.1111/j.1743-6109.2011.02262.x/full#t1
http://onlinelibrary.wiley.com/doi/10.1111/j.1743-6109.2011.02262.x/full#t1n2


 

 

There was no significant difference in the prevalence of sexual dysfunction, in terms of the 

reporting of more symptoms of FSD. In the diabetes group, we found 26 patients (33.8%) with a 

FSFI score ≤ 26.55 and 51 patients (66.2%) with a higher FSFI score. In the control group, there 

were 30 women (39.0%) with a FSFI score ≤ 26.55 and 47 women (61.0%) with a higher score. In 

addition, the mean FSFI score is similar in the two groups (25.99 ± 7.76 vs. 26.58 ± 8.97). Diabetic 

women reported more depressive symptoms (SRDS score: 47.39 ± 11.96 vs. 43.82 ± 10.66; P = 

0.047), while the scores of perceived social support (MSPSS score: 16.16 ± 4.35 vs. 15.80 ± 4.53) 

were similar in the two groups. 

 

We divided diabetic women into two subgroups based on the presence of FSD (FSFI score ≤ 26.55). 

Both subgroups were similar in respect to the main characteristics: age, BMI, number of women in 

menopausal state, duration of disease, A1C, complications, previous pregnancies, MSPSS total 

score, and DQOL score (Table 2). In particular, we found that five (9.8%) diabetic patients without 

sexual dysfunction, and six (23.1%) diabetic patients with sexual dysfunction had presented good 

glycemic control (A1C < 7.0%). 

 

 

  

Diabetic patients without sexual 

dysfunction‡(n = 51) 

Diabetic patients with sexual 

dysfunction§(n = 26) 
P 

 †Data are means ± SD or n (%). 

 ‡FSFI score > 26.55. 

 §FSFI score ≤ 26.55. 

 ¶HbA1C < 7.0%. 

 BMI = body mass index; HbA1C = hemoglobin A1c; MSPSS = Multidimensional Scale of 

Perceived Social Support; DQOL = Diabetes Quality of Life; n.s. = not significant. 

Age (years) 37.90 ± 8.63 42.19 ± 11.33 n.s. 

BMI (kg/m2) 23.94 ± 3.31 23.68 ± 2.89 n.s. 

Sexual dysfunction prevalence§ 26 (33.8) 30 (39.0) n.s. 

SDRS¶ 47.39 ± 11.96 43.82 ± 10.66 0.047 

MSPSS total score†† 16.16 ± 4.35 15.80 ± 4.53 n.s. 

Duration of disease in years 17.61 ± 10.11 — — 

HbA1C (%) 8.23 ± 1.10 — — 

HbA1C (%) < 7 11 (14.3) — — 

Diabetes complications 32 (41.6) — — 

Table 1.  Characteristics of the study groups† 

http://onlinelibrary.wiley.com/doi/10.1111/j.1743-6109.2011.02262.x/full#t2n2
http://onlinelibrary.wiley.com/doi/10.1111/j.1743-6109.2011.02262.x/full#t2n3
http://onlinelibrary.wiley.com/doi/10.1111/j.1743-6109.2011.02262.x/full#t1n3
http://onlinelibrary.wiley.com/doi/10.1111/j.1743-6109.2011.02262.x/full#t1n4
http://onlinelibrary.wiley.com/doi/10.1111/j.1743-6109.2011.02262.x/full#t1n5
http://onlinelibrary.wiley.com/doi/10.1111/j.1743-6109.2011.02262.x/full#t1n1


  

Diabetic patients without sexual 

dysfunction‡(n = 51) 

Diabetic patients with sexual 

dysfunction§(n = 26) 
P 

Women in 

menopausal state (%) 
4 (7.8) 5 (19) n.s. 

Duration of disease 

(years) 
17.06 ± 9.63 18.78 ± 11.18 n.s. 

HbA1C (%) 8.12 ± 1.09 7.94 ± 1.24 n.s. 

Good control (%)¶ 5 (9.8) 6 (23.1) n.s. 

Complications (%) 20 (39.2) 13 (50) n.s. 

Previous pregnancy 0.88 ± 0.91 1.17 ± 1.46 n.s. 

MSPSS (total score) 16.81 ± 4.19 14.71 ± 4.41 n.s. 

DQOL (total score) 89.86 ± 20.97 95.00 ± 30.48 n.s. 

Self-Rating 

Depression Scale 

score 

44.24 ± 9.38 53.58 ± 14.11 0.004 

Table 2.  Diabetic women and sexual dysfunction assessed by FSFI† 

 

 

To determine which factors predict the presence of sexual dysfunction in the diabetes group, binary 

logistic regressions were used. Depressive symptoms (odds ratio [OR] = 1.082; 95% confidence 

interval [CI]: 1.028–1.140) and good glycemic compensation (A1C < 7.0%; OR = 5.085; 95% CI: 

1.087–23.789) were associated with a higher likelihood of having sexual dysfunction. Age, number 

of complications, and menopausal state did not reach statistical significance. Neither depressive 

symptoms (OR = 1.033; 95% CI: 0.982–1.088) nor other variables were significant predictors of 

sexual dysfunction in the control group. 

 

 

Discussion 

The prevalence of sexual dysfunction in terms of alteration of sexual functioning in our sample of 

women with type 1 diabetes was similar to those reported by other studies [8,20]. As others have 

reported [18,19,33], we found no significant differences in prevalence between the diabetic and 

control groups. 

 

Few large-scale studies have examined the prevalence of FSD in apparently healthy women in 

Europe [34], in Italy [35] specifically, or in the United States [13]. Apart from age, other factors 

were generally not closely correlated to the presence of FSD, although life changes and distressing 

disorders play an important role. As other reports have indicated [7,36], we found that depression 

was higher in diabetic women than in the control group and affected their sexuality [37]. The Zung 

Self-Rating Depression Scale scores for both control and diabetes groups were not diagnostic of 

major depression (maximum score: 76), which was consistent with the inclusion criteria. As 

http://onlinelibrary.wiley.com/doi/10.1111/j.1743-6109.2011.02262.x/full#t2n2
http://onlinelibrary.wiley.com/doi/10.1111/j.1743-6109.2011.02262.x/full#t2n3
http://onlinelibrary.wiley.com/doi/10.1111/j.1743-6109.2011.02262.x/full#t2n4
http://onlinelibrary.wiley.com/doi/10.1111/j.1743-6109.2011.02262.x/full#t2n1


Wallner and colleagues [14] have found, women with type 1 diabetes are similar to women in the 

control group except for higher depression scores. In addition, we found that depression is effective 

as a predictor of FSD in the diabetic patients group but not in the control group. 

 

The negative correlation between good glycemic control and sexual dysfunction has no equivalent 

in other studies, which report either no correlation [8] or a close positive correlation [38] between 

sexual dysfunction and poor glycemic control. As we found a trivial lower limit and a very large 

upper limit of the confidence interval, it is difficult to determine the exact size of the differences in 

the two conditions. It is also for this reason that these results may need further specific investigation 

in order to assess whether a firm sense of control efficient for containing HbAlC levels within the 

optimal range can become too generalized—as an attitude—and affect the possibility to experience 

sexual pleasure. 

 

Following Franciosi and colleagues [39], we evaluated the number of complications as determinants 

of the quality of life. Like other studies [6], we found that complications had no influence on sexual 

function, thereby supporting the hypothesis that women's sexual function is predominantly linked to 

sexual context and psychological factors rather than to biological factors [7]. 

 

 

Conclusion 

According to previous studies, the prevalence of sexual dysfunction in terms of alteration of sexual 

functioning was similar in both type 1 diabetes and control groups. However, while it is known that 

depressive aspects play an important role in the sexual lives of people, in our study, depressive 

symptoms are associated with FSD only in the diabetes group. 

 

It is interesting to note the role that the diabetologist is called upon to play in an area that is not yet 

free of taboos, i.e., women's sexuality. This situation is more difficult than the equivalent one in 

male diabetic patients, who report an objective, organic disorder that can be dealt with medically. In 

women, the psychological and depressive component is a better predictor of dysfunction. Therefore, 

a complex evaluation must be made, for which our experience may not have prepared us and in 

which a multidisciplinary approach is surely useful. Thus, the problem of sexuality in the diabetic 

woman runs the risk of being limited to reproductive aspects, in terms of pregnancy as an organic 

event that can be tackled medically. 

 

Finally, there are some limitations to our study. We investigated the distribution of the alteration of 

sexual functioning rather than the prevalence of FSD defined according to diagnostic criteria, since 

to do so would require the assessment of distress. The subjective concerns of diabetic patients were 

investigated as secondary outcomes through the assessment of quality of life. 

 

Furthermore, no account was taken of the time sequence of the onset of sexual dysfunction with 

regard to other variables studied, because it is not possible in a case-controlled study. 

 

Conflict of Interest: None. 

 

 

Statement of Authorship 

Category 1 

(a)  

Conception and Design 

Milena Tagliabue; Cristina Gottero; Silvana Bertaina; Marina Trento; Luca Ostacoli 

(b)  



Acquisition of Data 

Cristina Gottero; Manuela Negro; Michela Tomelini; Silvana Bertaina; Enrico Pucci; Marina Trento 

(c)  

Analysis and Interpretation of Data 

Milena Tagliabue; Cristina Gottero; Marco Zuffranieri; Manuela Negro; Sara Carletto; Rocco L. 

Picci; Luca Ostacoli 

Category 2 

(a)  

Drafting the Article 

Milena Tagliabue; Cristina Gottero; Marco Zuffranieri; Michela Tomelini; Marina Trento 

(b)  

Revising It for Intellectual Content 

Milena Tagliabue; Cristina Gottero; Marco Zuffranieri; Luca Ostacoli; Rocco L. Picci 

Category 3 

(a)  

Final Approval of the Completed Article 

Milena Tagliabue; Luca Ostacoli 

 

References 

1 

WHO. Serie de rapports techniques, n°572. 1975. 

2 

Fedele D, Bortolotti A, Coscelli C, Santeusanio F, Chatenoud L, Colli E, Lavezzari M, Landoni M, 

Parazzini F. Erectile dysfunction in type 1 and type 2 diabetics in Italy. Int J Epidemiol 

2000;29:524–31. 

3 

Rosen RC, Taylor JF, Leiblum SR, Bachmann GA. Prevalence of sexual dysfunction in women: 

Results of a survey study of 329 women in an outpatient gynaecological clinic. J Sex Marital Ther 

1993;19:171–88. 

4 

Nowosielski K, Drosdzol A, Sipiński A, Kowalczyk R, Skrzypulec V. Diabetes mellitus and 

sexuality—Does it really matter? J Sex Med 2010;7:723–35. 

5 

Giraldi A, Kristensen E. Sexual dysfunction in women with diabetes mellitus. J Sex Res 

2010;47:199–211. 

6 

Enzlin P, Mathieu C, Van den Bruel A, Bosteels J, Vanderschueren D, Demyttenaere K. Sexual 

dysfunction in women with type 1 diabetes: A controlled study. Diabetes Care 2002;25:672–7. 

7 

Enzlin P, Mathieu C, Van Den Bruel A, Vanderschueren D, Demyttenaere K. Prevalence and 

predictors of sexual dysfunction in patients with type 1 diabetes. Diabetes Care 2003;26:409–14. 

8 

Enzlin P, Rosen R, Wiegel M, Brown J, Wessells H, Gatcomb P, Rutledge B, Chan KL, Cleary PA. 

DCCT/EDIC Research Group. Sexual dysfunction in women with type 1 diabetes: Long-term 

findings from the DCCT/EDIC study cohort. Diabetes Care 2009;32:780–5. 

9 

Thomas A, LoPiccolo J. Sexual functioning in persons with diabetes: Issues in research, treatment 

and education. Clin Psychol Rev 1994;14:61–86. 

10 

Jiann BP, Su CC, Yu CC, Wu TT, Huang JK. Risk factors for individual domains of female sexual 

function. J Sex Med 2009;6:3364–75. 



11 

Dennerstein L, Hayes RD. Confronting the challenges: Epidemiological study of female sexual 

dysfunction and the menopause. J Sex Med 2005;2(suppl):118–32. 

12 

Hayes RD, Dennerstein L, Bennett CM, Sidat M, Gurrin LC, Fairley CK. Risk factors for female 

sexual dysfunction in the general population: Exploring factors associated with low sexual function 

and sexual distress. J Sex Med 2008;5:1681–93. 

13 

Laumann EO, Paik A, Rosen RC. Sexual dysfunction in the United States: Prevalence and 

predictors. JAMA 1999;281:537–44. 

14 

Wallner LP, Sarma AV, Kim C. Sexual functioning among women with and without diabetes in the 

Boston area community health study. J Sex Med 2010;7:881–7. 

15 

Fisher L, Skaff MM, Mullan JT, Arean P, Glasgow R, Masharani U. A longitudinal study of 

affective and anxiety disorders, depressive affect and diabetes distress in adults with type 2 

diabetes. Diabet Med 2008;25:1096–101. 

16 

Adriaanse MC, Dekker JM, Heine RJ, Snoek FJ, Beekman AJ, Stehouwer CD, Bouter LM, Nijpels 

G, Pouwer F. Symptoms of depression in people with impaired glucose metabolism or type 2 

diabetes mellitus: The Hoorn Study. Diabet Med 2008;25:843–9. 

17 

Doruk H, Akbay E, Cayan S, Akbay E, Bozlu M, Acar D. Effect of diabetes mellitus on female 

sexual function and risk factors. Arch Androl 2005;51:1–6. 

18 

Jensen S. Diabetic sexual dysfunction: A comparative study of 160 insulin treated diabetic men and 

women and an age-matched control group. Arch Sex Behav 1981;10:493–504. 

19 

Schreiner-Engel P, Schiavi RC, Vietorisz D, De Simone Eichel J, Smith H. Diabetes and female 

sexuality. A comparative study of women in relationships. J Sex Marital Ther 1985;11:165–75. 

20 

Salonia A, Lanzi R, Scavini M, Pontillo M, Gatti E, Petrella G, Licata G, Nappi RE, Bosi E, 

Briganti A, Rigatti P, Montorsi F. Sexual function and endocrine profile in fertile women with type 

1 diabetes. Diabetes Care 2006;29:312–6. 

21 

Esposito K, Ciotola M, Giugliano F, Carleo D, Schisano B, Maglione E, Di Tommaso D, De Sio M, 

Giugliano D. Quantitative sensory and autonomic testing in nondiabetic women with sexual 

dysfunction. J Sex Med 2007;4:1367–72. 

22 

Galanti MR, Siliquini R, Cuomo L, Meleto JC, Panella M, Faggiano F. The EU-DAP study group. 

Testing anonymous link procedures for follow-up of adolescents in a school-based trial: The EU-

DAP pilot study. Prev Med 2007;44:174–7. 

23 

Rosen RC, Brown C, Helman J, Leiblum S, Meston CM, Shabsig R, Ferguson D, D'Agostino R. 

The Female Sexual Function Index (FSFI): A multidimensional self-report instrument for the 

assessment of female sexual function. J Sex Marital Ther 2000;26:191–208. 

24 

Nappi RE, Albani F, Vaccaro P, Gardella B, Salonia A, Chiovato L, Spinillo A, Polatti F. Use of 

the Italian translation of the Female Sexual Function Index (FSFI) in routine gynecological practice. 

Gynecol Endocrinol 2008;24:214–9. 

25 



Wiegel M, Meston C, Rosen R. The Female Sexual Function Index (FSFI): Cross-validation and 

development of clinical cutoff scores. J Sex Marital Ther 2005;31:1–20. 

26 

Zung WW. A self-rating depression scale. Arch Gen Psychiatry 1965;12:63–70. 

 

27 

Innamorati M, Lelli M, Aiello S, Di Lorenzo del Casale FL, Russo S, Ferrari V. Convergent and 

discriminant validation of the Italian version of the Zung Self-Rating Depression Scale. Psicoterapia 

Cognitiva e Comportamentale 2006;12:343–53. 

28 

Zimet GD, Powell S, Farley G, Werkman S, Berkoff K. Psychometric characteristics of the 

Multidimensional Scale of Perceived Social Support. J Pers Assess 1990;55:610–7. 

29 

Grassi L, Rasconi G, Pedriali A, Corridoni A, Bevilacqua M. Social support and psychological 

distress in primary care attenders. Psychother Psychosom 2000;69:95–100. 

30 

DCCT Research Group. Reliability and validity of a diabetes quality-of-life measure for the 

diabetes control and complications trial. Diabetes Care 1988;11:725–32. 

31 

Mannucci E, Mezzani B, Conti A, Rotella CM. Valutazione della qualità della vita nei pazienti 

adulti diabetici di tipo I. Il Diabete 1994;6:223–8. 

32 

Faul F, Erdfelder E, Lang AG, Buchner A. G*Power 3: A flexible statistical power analysis 

program for the social, behavioral, and biomedical sciences. Behav Res Methods 2007;39:175–91. 

33 

Dhatariya KK. Sexual dysfunction in women with type 1 diabetes: Long-term findings from the 

DCCT/EDIC study cohort: Response to Enzlin et al. Diabetes Care 2010;33:e19. 

34 

Ponholzer A, Roehlicha M, Racza U, Temml C, Madersbacher S. Female sexual dysfunction in a 

healthy Austrian cohort: Prevalence and risk factors. Eur Urol 2005;47:366–75. 

35 

Sessa A. Sexual dysfunctions in Italian general practice setting. BMJ 2003;327:423. 

PubMed,Web of Science® Times Cited: 69 

36 

Anderson RJ, Freedland KE, Clouse RE, Lustman PJ. The prevalence of comorbid depression in 

adults with diabetes: A meta-analysis. Diabetes Care 2001;24:1069–78. 

37 

De Groot M, Anderson R, Freedland KE, Clouse RE, Lustman PJ. Association of depression and 

diabetes complications: A meta-analysis. Psychosom Med 2001;63:619–30. 

PubMed,CAS,Web of Science® Times Cited: 338 

38 

Bhasin S, Enzlin P, Coviello A, Basson R. Sexual dysfunction in men and women with endocrine 

disorders. Lancet 2007;369:597–611. 

39 

Franciosi M, Maione A, Pomili B, Amoretti R, Busetto E, Capani F, Bruttomesso D, Di Bartolo P, 

Girelli A, Leonetti F, Morviducci L, Ponzi P, Vitacolonna E, Nicolucci A. Correlates of quality of 

life in adults with type 1 diabetes treated with continuous subcutaneous insulin injection. Nutr 

Metab Cardiovasc Dis 2010;20:7–14. 


