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ABSTRACT

Objective: We aimed to investigate the effects of migraine and tension-type headaches (TTH) on female 
sexual function.

Material and methods: In this prospective study, sexually active females; 45 who were suffering from mi-
graines, 47 who were TTH patients as diagnosed by a neurology clinic, and 50 who were healthy women that 
served as the control group were included. Sexual functions of the cases were evaluated through the Female 
Sexual Function Index (FSFI) with Turkish validation and the results were compared among the groups.

Results: There was no significant difference between the ages and body mass index (BMI) of the migraine, 
TTH, and control groups. Although there was no significant difference between the FSFI scores of women 
with migraines and TTH, the FSFI scores of these two groups were found to be statistically significantly 
lower than that of the control group (16.77±4.27, 17.56±3.47, 26.81±3.19) (p<0.001). When all subgroup 
scales of FSFI scores were examined, both migraine and TTH groups were found to be significantly lower 
than the control group (p<0.001).

Conclusion: This study shows that migraines and TTH disrupt the quality of life for patients and cause fe-
male sexual dysfunction. Therefore, it is important that patients with neurologic disorders are also evaluated 
for sexual dysfunction.
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Introduction

The migraine is a common disease with a prev-
alence of 3-35 percent of the population and is 
more common in women than it is in men. It 
is more prevalent for those between the ages 
of 30-50.[1,2] It is a disease accompanied by a 
severe headache, nausea, vomiting, and light 
and/or sound sensitivity. A migraine diagnosis 
is made clinically.

Tension-type headaches (TTH) are the most 
common type of headache in society.[1] A 
typical TTH has a bilateral, mild to moderate, 
non-throbbing pain pattern. The pain is felt 
as blunt, pressure, or compression. Blood test 

results, brain radiographic images, and spinal 
fluid analysis come back normal.

Sexuality is an important part of human life. It 
is a multidimensional, complex phenomenon 
with biological, social, interpersonal, and cul-
tural aspects.[3] Sexual function is closely related 
to a large number of different organ systems, 
including the neurological, mental, vascular, 
and endocrine systems.[4] Sexual dysfunction 
is defined as a level of impairment that can be 
caused by interpersonal difficulties and stress in 
psychophysiological changes that constitute the 
cycle of sexual desire or sexual response.[5]

Although there are established definitions, 
epidemiological data, diagnostic methods, and 
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treatments for male sexual dysfunction, studies on female 
sexual dysfunction (FSD) are still in the developmental phase. 
The aforementioned advances have served to increase the rates 
of admission to physicians for patients in developed countries 
due to sexual problems. In a study conducted by Berman et al.[5], 
42 percent of women with sexual complaints consulted a physi-
cian and 54 percent of those who did not seek a consultation 
indicated that, in truth, they desired one.

Migraines and TTH significantly affect the productivity of 
individuals and their daily activities.[1] Studies on sexual dys-
functions of migraine and TTH patients have shown different 
results.[6-8] It has also been demonstrated that chronic pain can 
cause sexual dysfunction.[9-11] Ambler et al.[11], in their review of 
such literature, stated that chronic pain has an adverse effect on 
sexual desire, stimulation, and activity. It has also been reported 
that the dopamine-prolactin axis plays an important role in some 
primary headaches-especially migraines.[6] 

In this study, we aimed to investigate the effect of migraines and 
tension-type headaches-which are closely associated to quality 
of life-on female sexual functions.

Material and methods

This study was performed as prospective, single center, and 
cross-sectional, while also using a control group. The ethics 
committee permission was obtained from the Samsun Training 
and Research Hospital (reference number: 33646832). Forty-
five migraine and forty-seven TTH suffering female patients, 
who were sexually active and newly diagnosed according to the 
diagnostic criteria required by the neurologist, were enrolled in 
the study. The control group consisted of fifty healthy women 
from the same age group.

The age at onset and duration of the disease were questioned, 
the neurological examinations of the patients were performed, 
and the medications used were recorded. Informed consent 
forms were obtained from the patients diagnosed with migraines 

and TTH by the neurology clinic after informing them about the 
study. Then, a detailed history of all patients was introduced to 
the study; the history included demographics, known diseases, 
past surgical procedures, smoking habits, alcohol habits, sexual 
life status, and urology physicians asked about any history of 
urogenital disease. Patients were then asked to complete the 
Female Sexual Function Index (FSFI) with a Turkish validation 
sexual function index.[12] FSFI is a six-aspect measure of sexual 
desire, arousal, lubrication, orgasm, satisfaction, and pain across 
19 questions that were developed by Rosen et al.[13] in 2000 to 
evaluate female sexual function. Higher scores indicate bet-
ter sexual function. A total FSFI score under 26.55 indicates 
low sexual function, with domain scores below 3.6 signifying 
abnormal function in the respective areas. Patients with known 
hormonal dysfunction and/or are receiving treatment for this 
reason, those diagnosed with psychiatric reasons and being 
treated for this purpose, and patients with malignities were 
excluded from the study.

Statistical analysis
IBM Statistical Package for the Social Sciences (IBM SPSS 
Corp.; Armonk, NY, USA) version 23 software was used for 
statistical evaluations. The Shapiro Wilk test was used for com-
pliance with normal distribution. The one way ANOVA was 
used for statistical analysis, and the Kruskal Wallis test was used 
for comparison of quantitative data without normal distribution. 
The results are presented in mean (± SD) and frequency (per-
cent). The significance level was taken as p<0.05.

Results

Forty-five migraine-suffering patients and forty-seven TTH-
suffering patients, all of whom sexually active females, and 
fifty healthy women from the same age group were enrolled 
in this study. There was no significant difference between the 
average age or body mass index (BMI) of these three groups 
(Table 1). The rates of smoking were 24% in the control 
group, 23% in the TTH group and, 22% in the migraine group 
respectively.

Table 1. Comparison of age, BMI, FSFI and FSD percentile of migraine, TTH and control groups

Control Migraine TTH p

Age (years) 37.0±1.43 36.6±1.06 37.18±1.53 0.310

BMI (kg/m²) 25.70±0.78 25.46±0.86 27.08±0.61 0.106

FSFI 26.81±3.19 16.77±4.27 17.56±3.47 <0.001*

FSD (%) 40% (n=20) 65% (n=29) 60% (n=28) 0.025

BMI: body mass index; FSFI: female sexual function index; FSD: female sexual dysfunction; TTH: tension-type headaches  
*Although there was no significant difference between the FSFI scores of women with migraines and TTH, the FSFI scores of these two groups were found to be statis-
tically significantly lower than the control group
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The mean FSFI of the migraine, TTH, and control groups was 
16.77±4.27, 17.56±3.47, and 26.81±3.19, respectively; the 
FSFI scores of migraine and TTH groups were statistically 
significantly lower than the control group (p<0.001). There was 
no statistically significant difference between the migraine and 
TTH group. When subgroup scales of the FSFI scores were 
examined, all subgroup scales of the migraine and TTH groups 
were found to be significantly lower than that of the control 
group (p<0.001) (Figure 1). Characteristic comparisons of the 
cases are summarized in Table 2.

In addition, the percentage of patients with sexual dysfunc-
tion according to the FSFI 26.55 cut-off was 65 percent in the 
migraine group and 60 percent in the TTH group. These values 
were significantly higher than that of the control group, which 
was 40 percent (p=0.025) (Table 1).

Discussion

Sexual dysfunction is an important health problem with myriad 
medical and social effects. It often cannot be expressed due to 
societal and cultural pressures and seriously disturbs the indi-
vidual’s quality of life.[14] There are several prevalence studies 
for European countries in literature. In a study that Braun et 
al.[15] conducted on 3,145 sexually active women, the prevalence 
of FSD was 31.1 percent. In Turkey, the prevalence study con-
ducted by Cayan et al.[16] indicated that the prevalence of FSD 
by age was as follows: 21.7 percent between the ages of 18-27, 
25.5 percent between the ages of 28-37, 53.5 percent between 
the ages of 38-47, 65.9 percent between the ages of 48-57, and 
92.9 percent between the ages of 58-67. In our study, FSD was 
prevalent in 40 percent of the control group, 65 percent in the 
migraine group, and 60 percent in the TTH group.

Several risk factors were examined in all studies, and smoking, 
length of marriage, past pelvic surgery, and contraceptive meth-
ods were found to not be risk factors for FSD; conversely, age, 
education level, unemployment, chronic disease, pregnancy, 
multiparity, and menopause were considered significant risk 
factors.[15-18]

 
The complexity of sexual response is universally known and 
there are many possible explanations for the link between 
primary headache and sexual dysfunction. In general, chronic 
pain has adverse effects on sexual desire, stimulation, and activ-
ity.[11] Indeed, women with a history of primary headaches are 
affected by a chronic condition that can affect pain thresholds 
and nociceptive pathways at different levels and impair genital 
arousal and orgasm function.[19] In addition, medical conditions, 
especially mood disorders, are very common in primary head-
ache sufferers and can significantly affect the neuroendocrine 
balance involved in the mechanisms controlling sexual arousal, 

Table 2. Comparison of the groups by FSFI and subgroup scales

Control (n=50) Migraine (n=45) TTH (n=47) p*

Total FSFI 26.81±3.19 16.77±4.27 17.56±3.47 <0.001

Desire 4.69±0.88 2.92±1.48 3.10±1.10 <0.001

Arousal 4.50±1.02 2.42±1.33 2.58±1.02 <0.001

Lubrication 4.27±1.15 3.06±1.66 3.08±0.90 <0.001

Orgasm 4.23±1.09 2.85±1.14 3.03±1.04 <0.001

Satisfaction 4.60±1.26 2.38±1.60 2.55±1.26 <0.001

Pain 4.53±1.04 3.15±1.14 3.22±1.06 <0.001

FSFI: female sexual function index; TTH: tension-type headaches  
*Although there was no significant difference between the FSFI scores of women with migraines and TTH, the FSFI scores of these two groups were found to be statis-
tically significantly lower than the control group

Figure 1. Comparison of FSFI subgroup scores of the groups
*Although there was no significant difference between the FSFI scores of wo-
men with migraines and TTH, the FSFI scores of these two groups were found 
to be statistically significantly lower than the control group
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mental stimulation, and overall satisfaction.[20,21] On the other 
hand, symptomatic medications such as psychoactive substanc-
es, beta-blockers, and painkillers may affect the modulation of 
neurotransmitters on both the central and peripheral systems.[22] 
Finally, various instinctual and interpersonal factors associated 
with the headache condition may be responsible for a negative 
attitude toward sexual behavior between couples.[23]

A limited number of studies evaluating the effects of primary 
headaches on sexual function, which are common in almost all 
populations, are available. Del et al.[24] observed a higher rate 
of self-reported masturbation in the control group, although 
they did not observe a difference in sexual desire between the 
headache and control groups. In another study, Ifergane et al.[7] 
reported that in researching migraine and sexual dysfunction 
in female students, there was more pain and less satisfaction 
during sexual activity in the migraine group despite there being 
no difference in sexual activity, desire, or orgasm frequency 
between the migraine and control groups. These researchers 
concluded that migraines adversely affect sexual life. In our 
study, FSD is more prevalent in migraine and TTH patients 
than the control group, but there was no significant difference 
between the migraine group and the TTH group.

In the evaluation performed by Bestepe et al.[25] using the 
Arizona Sexual Experiences Scale (ASEX), all parameters, 
except satisfaction, in the subgroup scores for sex drive, 
sexual stimulation, penile erection or vaginal lubrication, 
orgasm, and orgasmic satisfaction in the migraine group and 
5 sub-parameters of ASEX in the TTH group were found to 
be lower than the control group. In our study, all parameters 
of FSFI, such as sexual desire, arousal, lubrication, orgasm, 
satisfaction, and pain were found to be significantly lower in 
both the migraine and TTH groups than the control group. 
In the evaluation between the migraine group and the TTH 
group, Bestepe et al.[25] concluded that tension-type headaches 
are associated with higher levels of sexual dysfunction as 
compared to migraines.

Another study based on the hypothesis that migraines and sexual 
drive could be modified with similar serotonergic systems sug-
gests that migraine patients report a higher sexual drive than 
tension-type headache patients.[8] Our study, similar to the study 
conducted by Nappi et al.[26], did not show a significant differ-
ence in terms of FSD between migraine and TTH patients. These 
differences between studies may be due to symptomatic treat-
ments used by patients. For example, the chronic use of triptans 
may have adverse effects on female desire and stimulation via 
the serotonergic system.[27] It is also known that sexual dysfunc-
tion increases with age in women.[28,29] For this reason, differ-
ences in sexual function between studies may also be due to age 
differences in the studied populations. Similarly, some character-

istics of migraines, such as the frequency of attacks, may have 
produced this difference through the study population.[30]

There were some limitations of our study: we could not evalu-
ate some conditions that may affect sexual function, such as 
anxiety and depression, in our patients. In addition, cultural and 
religious differences specific to our country may have had an 
influence on our results. For this reason, there is a need for more 
extensive studies to be conducted by taking these parameters 
into account.

A primary headaches are a condition more frequently observed 
in women and severely impairs their quality of life. In our study, 
we examined the effects of migraines and TTH on female sexual 
functions frequently observed in society and found negative 
effects on female sexual function in both diseases. For this rea-
son, it should be taken into account that women with these types 
of primer headaches that are frequently observed in society may 
suffer from serious sexual dysfunction and these patients should 
be evaluated for sexual dysfunction.
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