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ABSTRACT

Background: The present study was undertaken to evaluate the prevalence and
pattern of sexual dysfunction in dysglycemic females and to examine its association
with glycemic status, duration of disease, depression, comorbidities, age, and
treatment profile. The study also aimed to identify whether dysfunction is already
apparent at the stage of prediabetes, thereby supporting the concept that sexual
health impairment may begin early in the metabolic disease continuum.

Materials and Methods: This observational cross-sectional study was conducted
in the Department of Medicine, J.K. Hospital, Bhopal .324 dysglycemic women
recruited from OPD and IPD services over the study period of 18 months. Sexual
function was assessed using the Female Sexual Function Index (FSFI), depression
was measured using the Hamilton Depression Rating Scale (HAM-D), and clinical
and biochemical variables including age, body mass index, HbAlc, duration of
disease, medication type, and comorbidities were documented. Statistical analysis
was performed using SPSS version 22, with p < 0.05 considered significant.
Results: The cohort comprised women aged 18-50 years with a mean age of
approximately 35 years. Prediabetes was present in 24.4% and diabetes in 75.6%,
while 62.3% of participants were overweight or obese and the mean HbAlc was
7.61 + 1.27%. Sexual dysfunction was present in 40.5% of prediabetic women and
62.0% of diabetic women, indicating that impairment begins before overt diabetes
and becomes more frequent with worsening glycaemia. Depression was highly
prevalent, and all FSFI domains showed significant negative correlation with HAM-
D scores, demonstrating that greater depressive severity accompanies worse sexual
function. Among the examined factors, duration of disease, glycaemic burden,
depression severity, comorbidities, and treatment intensity showed statistically
significant associations with sexual dysfunction, whereas BMI alone did not
independently predict FSFI severity.

Conclusion: Female sexual dysfunction is a highly prevalent, early, and progressive
complication of dysglycaemia that affects multiple domains of sexual life and
extends beyond physical symptoms to psychological and relational well-being .The
findings indicate that sexual dysfunction is not restricted to long-standing or poorly
controlled diabetes alone, but may already be present in prediabetic women,
reinforcing the need for earlier screening and intervention, A holistic model of
diabetes care in which sexual health assessment, psychological evaluation, and
optimized metabolic management are integrated into routine clinical practice is
needed. Timely counselling, sensitive physician communication, lifestyle
modification, glycaemic control, and multidisciplinary care may improve quality of
life and reduce the persistent under-diagnosis of this neglected complication.
Keywords: Female sexual dysfunction; Dysglycaemia; Diabetes mellitus;
Prediabetes; FSFI.
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INTRODUCTION

Diabetes mellitus has become one of the most
important non-communicable diseases worldwide,
affecting women across the reproductive lifespan and
increasingly appearing at younger ages.The
dysglycaemic spectrum extends from prediabetes to
overt diabetes, and this continuum is characterized by
progressive  metabolic,  vascular,  hormonal,
inflammatory, and psychological alterations that
together influence quality of life in ways that are not
always captured by conventional outcome measures
While the classical complications of diabetes such as
retinopathy,  nephropathy,  neuropathy, and
cardiovascular disease are routinely evaluated, issues
related to sexual well-being remain substantially
under-recognized in women . This is particularly
relevant in hospital-based Indian settings, where
cultural inhibition, lack of physician enquiry, and
social stigma often prevent discussion of intimate
symptoms even when these symptoms cause major
distress.

Female sexual dysfunction is a multidimensional
disorder involving impairment in one or more
domains including desire, arousal, lubrication,
orgasm, satisfaction, and pain. In women with
dysglycaemia, several mechanisms may contribute
simultaneously. Chronic hyperglycaemia promotes
endothelial dysfunction, autonomic neuropathy, and
microvascular compromise, all of which may affect
genital blood flow and vaginal lubrication. Metabolic
disturbances may coexist with obesity, hypertension,
thyroid disease, and polycystic ovarian syndrome,
further amplifying physiological risk. In parallel,
depression, anxiety, reduced self-esteem,
relationship stress, and body image concerns can
aggravate or even mediate sexual difficulties. Thus,
female sexual dysfunction in dysglycaemia should
not be viewed as a narrow gynecological complaint;
rather, it reflects the combined impact of metabolic
disease and psychosocial burden.

The prediabetic state deserves particular attention
because it represents an opportunity for early
detection and prevention. The attached study base
emphasizes that sexual dysfunction may appear
before the onset of overt diabetes, suggesting that
subtle metabolic injury can affect sexual function
earlier than often appreciated. If true, this has
important clinical implications. It means that
clinicians should not wait for advanced disease or
overt complications before discussing sexual health.
Instead, sexual symptoms may be considered an early
warning sign of broader metabolic and psychological
deterioration. In practical terms, identification of
sexual dysfunction in women with dysglycaemia may
prompt more comprehensive evaluation of glycaemic
control, mental health, comorbidity burden, and
lifestyle risk factors.

Another important issue is the bidirectional
relationship  between depression and sexual
dysfunction. Women with diabetes commonly

experience depressive symptoms due to chronic
illness burden, treatment fatigue, social role conflict,
body image disturbance, and fear of complications.
Depression can lower desire, reduce arousal, blunt
orgasmic response, and worsen relationship
intimacy, while persistent sexual dysfunction can in
turn deepen depressive symptoms and lower self-
worth. Therefore, studying sexual dysfunction
without accounting for depression provides an
incomplete picture. The present study incorporated
HAM-D assessment alongside FSFI scoring to better
understand this interplay in dysglycemic women.
The current study was designed as a single-centre,
hospital-based, observational cross-sectional study
with the purpose to evaluate the prevalence and
domain-wise pattern of sexual dysfunction in
dysglycemic females and to examine associations
with age, glycaemic profile, disease duration,
treatment intensity, comorbidities, and depressive
burden. By focusing on both diabetic and prediabetic
women, the study seeks to broaden the clinical
understanding of sexual health across the full
dysglycaemic continuum. The findings are intended
to support patient-centered diabetes care, encourage
clinician sensitivity toward intimate symptoms, and
highlight the need for early, multidisciplinary, and
stigma-aware intervention.

MATERIALS AND METHODS

This study was a single-centre, hospital-based,
observational cross-sectional investigation carried
out in the Department of General Medicine, L.N.
Medical College & Research Centre and associated
J.K. Hospital, Bhopal, a tertiary-care institution in
Madhya Pradesh. Ethical clearance was obtained
from the Institutional Ethics Committee before
initiation of participant recruitment, and the conduct
of the study adhered to accepted ethical principles
including confidentiality, privacy protection,
voluntary participation, and informed consent, which
were particularly important because of the sensitive
nature of sexual health data.

The study period covered 18 months and included
three phases: planning, participant recruitment with
data collection, and analysis with report writing. All
dysglycemic females attending the General Medicine
outpatient and inpatient services during the study
period constituted the study universe. The attached
manuscript describes adult women with diabetes
mellitus or prediabetes diagnosed according to ADA
criteria as eligible for enrollment. Inclusion criteria
were: female sex, age 18 years or older, diagnosis of
diabetes or prediabetes, and willingness to provide
written informed consent. Exclusion criteria were age
below 18 years, postmenopausal status, and refusal to
consent. Although one planning statement in the
source mentions 200 intended participants, the
analyzed results section consistently presents a final
cohort of 324 women; all tabulations, percentages,
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and interpretations in this manuscript are therefore
based on the analyzed dataset of 324 participants.

After counselling regarding study purpose and
confidentiality, written informed consent was
obtained from all participants. Sociodemographic and
clinical details were recorded, including age, body
mass index, glycaemic status, HbAlc, duration since
diagnosis, medication profile, and associated
comorbidities. Glycaemic categorization included
prediabetes and diabetes, with further stratification
among diabetics according to glycaemic control
status. Treatment status was classified into no
pharmacologic therapy, oral hypoglycaemic agents
only, insulin only, and combined insulin plus oral
agents. Comorbidities such as hypertension, obesity,

hypothyroidism, polycystic ovarian syndrome,
hyperthyroidism, and others were also documented.

Female sexual function was assessed using the
Female Sexual Function Index, a multidomain
questionnaire covering desire, arousal, lubrication,
orgasm, satisfaction, and pain. Domain scores and
total scores were computed, and a total FSFI score
below 26.55 was used to define sexual dysfunction,
as reported in the attached study base. Depression
was evaluated using the Hamilton Depression Rating
Scale, and participants were categorized as normal,
mild, moderate, or severe depression according to
HAM-D score ranges provided in the source
document. These standardized instruments allowed
simultaneous assessment of sexual function and
psychological burden within the same clinical cohort.

RESULTS
Table 1: Distribution Of Age Groups Among Study Participants
Age group Frequency (n) Percentage (%)
18-30 years 104 32.1
31-40 years 144 44.4
41-50 years 76 235
Total 324 100.0
Mean age + SD 35.38 + 6.82 years Range: 18-50 years

Table 2: distribution of BMI categories among study participants

BMI category Frequency (n) Percentage (%)
Underweight (<18.5 kg/m?) 8 25

Normal (18.5-24.9 kg/m?) 114 35.2

Overweight (25.0-29.9 kg/m?) 116 35.8

Obese (>30.0 kg/m?) 86 26.5

Total 324 100.0

Mean BMI £ SD 27.07 £ 5.78 kg/m? Range: 17.2-39.8 kg/m?

Table 3: distribution of duration since disease diagnosis

Duration Frequency (n) Percentage (%)
<5 years 202 62.3

6-10 years 92 28.4

>10 years 30 9.3

Total 324 100.0

Mean duration + SD 4.99 + 3.49 years

Table 4: distribution of glycemic status among study participants

Glycemic status

Frequency (n)

Percentage (%)

Prediabetes (HbAlc 5.7-6.4%) 79 24.4
Diabetes (HbAlc >6.5%) 245 75.6
Total 324 100.0

Mean HbAlc + SD

7.61+1.27%

Range: 5.7-11.4%

Table 5: glycemic control among diabetic participants

Glycemic control Frequency (n) Percentage (%)
Good control (HbAlc <7.0%) 65 26.5

Fair control (HbAlc 7.1-9.0%) 140 57.1

Poor control (HbAlc >9.0%) 40 16.3

Total (diabetics) 245 100.0

Table 6: FSFI domain scores and dysfunction prevalence
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FSFI domain Mean * SD Normal n (%) Dysfunction n (%) Cutoff
Desire 3.47+1.83 142 (43.8) 182 (56.2) >3.3
Arousal 2.90 + 1.54 117 (36.1) 207 (63.9) >3.9
Lubrication 2.96 + 1.56 130 (40.1) 194 (59.9) >3.8
Orgasm 2.84 + 151 108 (33.3) 216 (66.7) >3.9
Satisfaction 332+1.74 157 (48.5) 167 (51.5) >3.8
Pain 3.16 + 1.69 172 (53.1) 152 (46.9) >3.8
FSFI total 18.65 + 9.80 140 (43.2) 184 (56.8) >26.55
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A total of 324 dysglycemic females constituted the
analyzed study cohort, with most participants
belonging to the 31-40 years age group and a mean
age of 35.38 + 6.82 years. The sample represented
predominantly reproductive-age women, indicating
that sexual dysfunction in dysglycaemia is not
confined to elderly females or advanced chronic
disease alone. Diabetes constituted 75.6% of the
cohort, whereas 24.4% had prediabetes, and the mean
HbAlc was 7.61 £ 1.27%, reflecting a substantial
burden of suboptimal glycaemic control. More than
three-fifths of participants were overweight or obese,
and hypertension was the most frequent comorbidity,
highlighting the metabolically vulnerable profile of
the study population.

Female sexual dysfunction was highly prevalent,
affecting 56.8% of participants by FSFI total score
criteria.  Among individual domains, orgasm
dysfunction was most common at 66.7%, followed by
arousal, lubrication, desire, satisfaction, and pain.
Sexual dysfunction was already present in 40.5% of
prediabetic women but increased to 62.0% in those
with diabetes, supporting the concept of an early
metabolic influence on female sexual function.
Disease duration demonstrated the strongest gradient,
with dysfunction present in 41.6% of women with
duration below 5 years, 76.1% with duration 6-10
years, and 100% among those with disease duration
above 10 years.

Depression was also common, with moderate
depression forming the largest HAM-D category and
overall depressive symptomatology present in most
participants. Mean FSFI scores declined as glycaemic
control worsened and as depression severity
increased, while HAM-D scores increased with
poorer glycaemic status and longer disease duration.
Women with sexual dysfunction had significantly
higher HbAlc, longer disease duration, greater
depressive burden, and older age than women without
dysfunction, whereas BMI did not differ significantly
between the two groups. Insulin-based therapy,
hypertension, moderate-to-severe depression, and
longer-standing disease were all associated with
markedly greater prevalence of sexual dysfunction,
underscoring that this condition is multifactorial and
closely linked to cumulative metabolic and
psychological burden.

Statistical analysis: For multi-group comparisons in
the attached manuscript, one-way ANOVA was used
in several tables to compare mean HbAlc, HAM-D,
and FSFI values across categories. A p value below
0.05 was considered statistically significant. The
collected data were summarized using frequency,
percentage, mean, and standard deviation. Qualitative
outcome measures were compared using Chi-square
test or Fisher's exact test, while quantitative outcome
measures were analyzed using independent t test. If
data did not follow normal distribution, Mann-
Whitney U test was used. For comparisons across
multiple groups, one-way ANOV A was applied in the
analyzed dataset to compare mean HbAlc, HAM-D,

and FSFI values across glycaemic control, age,
duration, and treatment categories. Statistical
analysis was performed using SPSS version 22
software, and a p value of less than 0.05 was
considered statistically significant.

DISCUSSION

The present study demonstrates that sexual
dysfunction in dysglycemic females is common,
clinically meaningful, and strongly associated with
the severity and chronicity of metabolic disease.
More than half of the analyzed women had overall
sexual dysfunction, and abnormalities were
documented across all six FSFI domains, with
orgasmic and arousal disturbances being especially
prominent. These observations indicate that female
sexual health is deeply influenced by dysglycaemia
and should no longer be treated as a peripheral or
optional topic in routine diabetes care.

The present study adds to the growing evidence that
female sexual dysfunction is a major but
underrecognized complication of dysglycaemia. In
our cohort of 324 women, more than half had sexual
dysfunction by FSFI criteria, and dysfunction was
already evident in 40.5% of prediabetic women and
62.0% of women with diabetes, showing that sexual
impairment begins early in the metabolic continuum.
This aligns with the broad literature indicating that
sexual health is closely linked to overall health and
well-being rather than being a separate or purely
reproductive concern. Our findings also support the
global burden described in diabetic populations,
where sexual dysfunction is common and clinically
relevant across settings.[*l

When compared with the pooled estimates from
Gebeyehu et al., our overall prevalence of 56.8% is
slightly lower than the global pooled female
prevalence of 58.81% among diabetic patients, but it
is still within the same range and reinforces that this
problem is frequent in women with diabetes. The
similarity between our results and the meta-analytic
evidence suggests that our single-centre Indian
hospital-based sample reflects a pattern seen
internationally, despite differences in geography,
case mix, and measurement methods. Importantly,
our inclusion of prediabetic women extends the
published evidence because many prior studies
focused only on overt diabetes. This makes our study
especially relevant for early screening, since the
burden appears before long-standing disease
develops.[t2!

Our domain-wise findings showed that orgasmic
dysfunction was the most common abnormality,
followed by arousal and lubrication problems, while
pain was comparatively less frequent. This pattern is
broadly consistent with the multidimensional nature
of female sexual dysfunction described in clinical
reviews, where desire, arousal, lubrication, orgasm,
satisfaction, and pain are recognized as distinct but
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overlapping domains. Kershaw and Jha emphasized
that female sexual dysfunction should be understood
as a syndrome affecting several phases of sexual
response, and our results mirror that concept by
showing impairment across all FSFI domains rather
than a single isolated symptom cluster. Likewise, the
Mayo Clinic overview notes that symptoms may
involve reduced desire, difficulty with arousal,
inadequate lubrication, orgasmic difficulty, and pain,
all of which were represented in our cohort.[

The relationship between dysglycaemia and sexual
dysfunction in our study is particularly important
because sexual impairment was clearly worse with
increasing glycaemic burden. Women with poorer
glycaemic control had lower FSFI scores, and
dysfunction increased progressively with higher
HbAlc, indicating a dose-response pattern. This
finding is consistent with the diabetes-focused
reviews and observational studies that describe
sexual dysfunction as a quality-of-life determinant in
women with type 2 diabetes, especially when
metabolic control is suboptimal. Rahmanian et al. and
later observational reports also highlighted that
female sexual dysfunction in diabetes is associated
with worse disease control and greater symptom
burden, which is directionally similar to our
observations. Our data therefore strengthen the
argument that HbAlc is not only a biochemical
marker but also a proxy for broader functional well-
being in women. 1461

A particularly notable contribution of the present
study is the finding that prediabetes itself was
associated with substantial sexual dysfunction. This
extends earlier work that generally described diabetes
as the clinical context for sexual problems, but not the
prediabetic state. The implication is that metabolic
injury affecting wvascular, neuroendocrine, and
psychological pathways may begin before frank
diabetes is diagnosed. In practical terms, this means
sexual health assessment should not be postponed
until complications accumulate; instead, it may serve
as an early indicator of deteriorating metabolic
health. This early-stage signal is clinically useful in
settings where prediabetes is often underestimated or
managed conservatively.[-:56]

Duration of disease emerged in our study as one of
the strongest determinants of sexual dysfunction,
with a striking gradient across categories and very
high prevalence among women with longer disease
duration. This is in keeping with the chronic disease
model proposed in diabetes-related sexual health
literature,  where  prolonged  exposure  to
hyperglycaemia  contributes  to  endothelial
dysfunction, autonomic  neuropathy, vascular
compromise, and cumulative psychological stress.
Our findings are also consistent with observational
studies from India and elsewhere showing that longer
diabetes duration is associated with worse female
sexual function . The steep rise in dysfunction with
disease chronicity in our sample suggests that time
since diagnosis should be considered a clinically

meaningful marker when screening for sexual
symptoms,[-45]

Depression showed a strong negative association
with FSFI scores in our study, and women with more
severe depressive symptoms had worse sexual
function across domains. This pattern closely
parallels the broader evidence base, where sexual
health and psychological well-being are repeatedly
shown to be linked. Vasconcelos et al. reported
strong correlations between positive sexual health
indicators and lower depression, lower anxiety, and
better quality of life across diverse populations.
Arcos-Romero and Calvillo similarly concluded that
women’s sexual health is tightly associated with
psychological well-being. Our data therefore fit well
within this larger framework, but they also add
disease-specific evidence showing that depression is
not merely a comorbidity in dysglycaemic women; it
appears to be one of the main amplifiers of sexual
dysfunction.[27]

The psychological component of our findings is also
consistent with Kirat’s review on sexual dysfunction
across the female life cycle, which emphasized
important implications for psychological health. In
our cohort, the coexistence of depressive symptoms
and sexual dysfunction suggests a bidirectional
relationship: dysglycaemia may worsen mood
through chronic illness burden, while depression may
reduce desire, arousal, satisfaction, and intimacy.
This reinforces the argument that female sexual
dysfunction should not be interpreted only through a
vascular or hormonal lens. Rather, it should be
approached as a biopsychosocial problem in which
emotional distress, body image, relationship strain,
and chronic disease interact.[*"l

Although body mass index was high in much of our
sample, BMI alone did not independently predict
sexual dysfunction severity. This is an interesting
point of contrast with literature linking obesity, body
image, and sexual difficulties in middle-aged women.
Afshari et al. found that body image correlates with
sexual function, and obesity-related reviews also
suggest that excess weight and comorbid conditions
may contribute to sexual problems. In our study,
however, metabolic burden, disease duration, and
depression appeared more influential than BMI
alone. This suggests that obesity may act indirectly
through diabetes severity, psychosocial distress, or
associated comorbidities rather than as a single
independent driver in dysglycaemic women, [£:9:10-18]
Comorbidity burden and treatment intensity also
mattered in our cohort, especially hypertension and
insulin-based therapy, both of which were associated
with higher dysfunction rates. This is compatible
with the broader literature suggesting that sexual
dysfunction in chronic metabolic disease often
reflects cumulative systemic illness rather than one
isolated factor. Di Francesco et al. noted that
components of metabolic syndrome can adversely
affect female sexual dysfunction, and our results
support that multidisease burden perspective.
Likewise, insulin use may be a marker of more
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advanced or less controlled diabetes rather than a
direct causal factor, which is a clinically plausible
explanation for the severity seen in our sample,[t511]
Our findings also fit well with the general position
that sexual health is integral to overall health and
well-being. The WHO-focused systematic review by
Vasconcelos et al. found strong associations between
sexual health and physical as well as psychological
outcomes, including lower depression and higher
quality of life. In our study, sexual dysfunction was
not an isolated complaint but a marker of wider
distress, involving mood, disease chronicity, and
metabolic control. This supports the idea that
clinicians should view sexual function as part of
routine chronic disease assessment rather than as a
secondary issue. Wood et al.’s postpartum review
also highlights the importance of context-specific
sexual health research in women, and our work
contributes a similar women-centered perspective in
dysglycaemic disease.[+241%-24]

Compared with observational studies from India,
such as Gupta et al., Mukhopadhyay and Sinha, and
Mohan et al., our prevalence estimates are broadly
similar, but our study differs by including women
with prediabetes and by explicitly analyzing
depression alongside FSFI domain scores. That
broader design helps explain why our discussion can
go beyond prevalence alone and address early
detection and psychological integration. Studies
limited to diabetes-only cohorts are valuable, but they
may miss the earlier point at which sexual
dysfunction begins. Our sample therefore offers a
more continuous view of dysglycaemia-related
sexual impairment.t]

The present study has practical implications for
clinical care in India and other low-resource settings.
AlShamlan’s narrative review on female sexual
dysfunction barriers in primary care and Kaundal et
al.’s survey of medical fraternity barriers both
highlight the persistent silence around sexual health.
Our findings suggest that this silence may be costly,
because sexual dysfunction is common, measurable,
and linked to treatable factors such as glycaemic
control and depression. Routine, sensitive screening
could therefore improve detection and open the door
to counseling, lifestyle modification, psychiatric
assessment, and multidisciplinary management.[-42

This study also contributes to the wider evidence that
sexual dysfunction carries consequences beyond the
bedroom. The WHO systematic review found that
sexual health is associated with better life satisfaction
and lower psychological burden. Our results extend
this by showing that, in dysglycaemic women, worse
sexual function clusters with worse mood and greater
metabolic disease burden, suggesting a substantial
effect on daily functioning and quality of life. This is
especially important in reproductive-age women,
who formed the majority of our sample, because
sexual well-being may influence relationships, self-
esteem, and overall psychosocial health during highly
active life stages.[*213

Finally, our study supports a shift from disease-
centered diabetes care to person-centered care.
Rather than treating HbAlc, comorbidity burden, and
depression as separate issues, clinicians should
recognize them as interlinked parts of a broader
quality-of-life picture. The literature consistently
shows that sexual health and well-being move
together, and our findings confirm that this
relationship is especially relevant in dysglycaemic
women. In that sense, the present study does not just
document prevalence; it argues for earlier, more
holistic, and more compassionate care for women
with metabolic disease.?7]

CONCLUSION

An important contribution of this study is the
observation that sexual dysfunction was not limited
to women with established diabetes. A substantial
proportion of prediabetic participants also exhibited
dysfunction, which suggests that sexual impairment
may begin early in the course of metabolic
dysregulation. This finding is clinically relevant
because prediabetes is often perceived as a reversible
or comparatively benign condition, yet the present
data show that important quality-of-life domains may
already be affected before the onset of overt diabetes.
Early counselling, lifestyle intervention, risk-factor
control, and sensitive enquiry into sexual symptoms
may therefore be justified even at the prediabetic
stage.

The study further establishes that duration of disease
is one of the strongest determinants of female sexual
dysfunction in this population. Women with disease
duration beyond 10 years demonstrated extremely
high domain-wise dysfunction rates, supporting the
view that chronic exposure to hyperglycaemia results
in cumulative neurovascular, hormonal, endothelial,
and psychological injury. Poor glycaemic control
also showed a clear dose-response pattern with
worsening FSFI scores and increasing depressive
burden. In this context, HbAlc should be interpreted
not merely as a biochemical index of diabetes control
but also as a meaningful clinical correlate of broader
functional well-being.

The psychological dimension of the findings is
equally notable. Depression was highly prevalent,
and higher HAM-D scores correlated negatively with
FSFI total and domain scores. This supports the
understanding that female sexual dysfunction in
dysglycaemia is not solely organic or vascular in
origin, but arises from an interaction between body,
mind, illness experience, and relationship context.
Routine screening for mood symptoms in
dysglycemic women presenting with sexual
complaints may therefore improve case detection and
management outcomes. Similarly, sexual health
assessment in women with diabetes and depression
may reveal an unrecognized source of distress that
otherwise remains untreated.
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Comorbidity burden and treatment intensity also
influenced outcomes.  Hypertension  showed
particularly high sexual dysfunction prevalence,
while insulin-based therapy was associated with
severe impairment across multiple FSFI domains.
These patterns likely reflect more advanced systemic
disease rather than a simple medication effect, and
they reinforce the need to interpret sexual symptoms
within the wider framework of cardiovascular risk,
endocrine health, and chronic disease complexity.
Notably, BMI alone was not an independent predictor
of sexual dysfunction severity in this dataset,
suggesting that glycaemic burden, disease duration,
and depression may exert stronger direct influence
than body weight alone.

Taken together, the findings support a holistic and
multidisciplinary —approach to the care of
dysglycemic women. Physicians should actively but
sensitively inquire about sexual concerns, normalize
discussion of these symptoms, evaluate depressive
burden, optimize glycaemic control, address
comorbidities, and where needed collaborate with
psychiatry,  gynecology, endocrinology, and
counselling services. Sexual dysfunction should be
recognized as an important marker of cumulative
disease burden and reduced quality of life in women
with dysglycaemia. Integrating sexual health into
routine metabolic care may help move practice from
disease-centered treatment toward person-centered
healing, where improvement is measured not only in
glucose values but also in comfort, intimacy,
confidence, and overall well-being.
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