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Dear Readers,

We are delighted to present the first issue of 2026, marking the beginning of another year dedicated 
to advancing the global discourse on sexual science. At International Journal of Sexual Science, 
our commitment remains steadfast: to provide a rigorous platform for cutting-edge research that 
addresses the multifaceted nature of sexual and reproductive health.

This inaugural issue of the year features a diverse collection of articles that bridge the gap between 
clinical outcomes and social dynamics. The research presented explores a wide range of critical 
themes, from the physiological impact of surgical interventions on quality of life to the complex 
patterns of gender-based experiences and healthcare equity. By examining both the clinical 
nuances of sexual function and the systemic challenges faced by diverse populations, these studies 
offer invaluable insights for both practitioners and academics.

As an international publishing platform, we continue to evolve through the high-quality contributions 
of researchers and health professionals worldwide. We cordially invite you to submit your original 
work to our journal and join our mission to expand the boundaries of scientific knowledge in this 
field. We hope that this first issue of 2026 serves as an inspiring and informative resource for all our 
readers.
 
You can visit our website to access the full content of our journal and find detailed information: 
https://sexualsciencejournal.com/index.php/pub/index
 

Sincerely,

Prof. Dr. Cengiz GÜLEÇ
Editor-in-Chief

https://sexualsciencejournal.com/index.php/pub/index
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Abstract
Objective: Menopause is often accompanied by changes in sexual desire, arousal, orgasm, and genital pain. We 
aimed to examine how premenopausal sexual functioning predicts postmenopausal desire, orgasm, aversion, 
and vaginismus/dyspareunia, and to explore the predictive value of the Golombok-Rust Inventory of Sexual 
Satisfaction (GRISS).
Methods: In this cross-sectional clinic-based study, 113 postmenopausal women with DSM-5-TR–diagnosed 
female sexual dysfunction attending psychiatry, gynecology, or urology outpatient clinics of a university 
hospital were enrolled. Sociodemographic and clinical data were collected with a structured form. Using the 
GRISS framework, participants retrospectively rated premenopausal desire, arousal, orgasm, and attitudes, and 
concurrently rated current postmenopausal sexual functioning. Within-subject changes were analysed with the 
Wilcoxon signed-rank test; associations with clinical variables were examined by Spearman correlations and chi-
square tests. Binary logistic regression estimated odds ratios (OR) for postmenopausal aversion and vaginismus/
dyspareunia according to premenopausal GRISS items.
Results: Sexual desire significantly declined after menopause (p < 0.001). Higher premenopausal desire was 
positively associated with pre- and postmenopausal arousal and orgasm, and independently predicted 
maintenance of orgasm after menopause (OR = 4.02, 95% CI: 1.85–8.74, p < 0.005). Among women without 
premenopausal disgust, favourable responses to GRISS items on adequate foreplay and enjoyment of affection 
were associated with markedly reduced odds of postmenopausal aversion, whereas reporting disgust during 
intercourse (“always”) strongly predicted aversion (OR ≈ 24). In women without premenopausal vaginismus/
dyspareunia, more positive premenopausal responses regarding foreplay, comfortable penetration, relationship 
satisfaction, and orgasm were associated with substantially lower odds of postmenopausal vaginismus/
dyspareunia (OR range ≈ 0.04–0.17).
Conclusion: Premenopausal desire, arousal, and orgasm markedly shape postmenopausal sexual functioning. 
Item-level GRISS responses, especially those related to disgust, foreplay, and pain-free penetration, may help 
identify women at increased or decreased risk for postmenopausal aversion and vaginismus/dyspareunia and 
support more targeted counseling around the menopausal transition.

Keywords: aversion, dyspareunia, menopause, Golombok-Rust Inventory of Sexual Satisfaction, sexual function, 
vaginismus
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INTRODUCTION
Sexual health is defined by the World Health 
Organization as a state of physical, emotional, mental, 
and social well-being in relation to sexuality, and not 
merely the absence of disease or dysfunction (1). The 
menopausal transition is frequently accompanied by 
changes in sexual desire, arousal, orgasm, and genital 
pain or dryness, which may adversely affect women’s 
quality of life and intimate relationships (2–7). These 
complaints arise from a complex interplay of hormonal 
changes, psychosocial factors, and relationship 
dynamics, and they often persist rather than resolve 
spontaneously.

Several studies have suggested that sexual difficulties 
observed before menopause tend to continue into 
the postmenopausal period, and that premenopausal 
levels of sexual desire and arousal are important 
determinants of later sexual adjustment (6–8). 
Female sexual response is usually conceptualized 
as a sequence of desire, arousal, and orgasm with 
overlapping phases, and disturbances in one domain 
may influence the others (8–10). However, relatively 
few studies have examined how specific aspects of 
premenopausal sexual functioning, as recalled by 
women, are reflected in postmenopausal outcomes 
such as aversion or vaginismus/dyspareunia.

The Golombok-Rust Inventory of Sexual Satisfaction 
(GRISS) is a validated self-report instrument that 
assesses sexual difficulties and relationship quality 
in heterosexual couples and has been adapted for 
use in the Turkish population (3,4). Beyond providing 
subscale scores, GRISS item responses may offer 
clinically meaningful, item-level indicators of risk or 
protection. The present study aimed to examine how 
premenopausal sexual desire, arousal, and orgasm 
relate to postmenopausal sexual desire and orgasm, 
and to evaluate whether specific GRISS items can 
predict the development of postmenopausal aversion 
and vaginismus/dyspareunia in women with clinically 
diagnosed sexual dysfunction.

MATERIALS AND METHODS
Study Design and Setting
This was a cross-sectional observational study with 
retrospective assessment of premenopausal sexual 
functioning. It was conducted between 11 April 2006 
and October 16, 2007, at the psychiatry, obstetrics 

and gynecology, and urology outpatient clinics of a 
tertiary university hospital. During the study period, 
consecutive postmenopausal women presenting to 
these clinics for various reasons were screened for 
eligibility and invited to participate.

Participants
Women were eligible for inclusion if they met all of the 
following criteria:
•	 Being in natural or surgical menopause at the time 

of assessment (according to clinical evaluation and 
patient report),

•	 Being in a stable heterosexual relationship,
•	 Meeting DSM-5-TR diagnostic criteria for female 

sexual dysfunction, as evaluated by clinicians 
experienced in sexual disorders,

•	 Having sufficient cognitive capacity to understand 
and complete self-report questionnaires,

•	 Providing written informed consent.

Exclusion criteria were:
•	 Sexual dysfunction due to the direct physiological 

effects of a substance (e.g., alcohol, illicit drugs, 
or prescribed medication) or a general medical 
condition,

•	 Presence of major mental disorders accompanied 
by cognitive impairment (such as dementia or 
delirium),

•	 Not being in menopause at the time of the interview.

In line with these criteria, a total of 113 postmenopausal 
women with clinically diagnosed sexual dysfunction 
were included in the study.

Measures
Sociodemographic and Clinical Data Form
Participants completed a 28-item sociodemographic 
and clinical data form developed by the researchers. 
This form collected information on age, education, 
occupation, marital status, number of children, place 
of residence, origin (rural/urban), presence of systemic 
diseases, presence of psychiatric disorders, regular 
medication use, smoking status, and menopausal 
characteristics (type of menopause and duration).

Golombok-Rust Inventory of Sexual Satisfaction (GRISS)
Sexual functioning and satisfaction were assessed 
with the Golombok-Rust Inventory of ORSexual GRISS, 
a self-report instrument developed to evaluate sexual 

https://doi.org/10.33719/sexscij.2604.28
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difficulties and relationship quality in heterosexual 
couples. The GRISS consists of 28 items rated on a 
5-point Likert-type scale. Items are summed to yield 
a total score and several subscale scores; some items 
are reverse-coded, and higher scores indicate more 
pronounced sexual dysfunction and relationship 
difficulties.

The Turkish adaptation and standardization of the 
GRISS has demonstrated acceptable reliability and 
validity. In the present study, the GRISS was used to 
evaluate sexual desire, arousal, orgasm, aversion, and 
vaginismus/dyspareunia dimensions.

Sexual functioning before and after menopause was 
evaluated as follows: at the time of data collection 
(when all women were postmenopausal), participants 
were instructed to rate their sexual experiences both 
for the premenopausal period (“before menopause”) 
and for their current postmenopausal period (“after 
menopause”) using the GRISS framework. Thus, pre- 
and postmenopausal sexual desire, arousal, and 
orgasm could be compared within the same individual. 
The presence of orgasm was accepted according to the 
patients’ own perceptions and subjective experience.

Procedure
All potentially eligible women attending the participating 
clinics during the study period were informed about the 
aims and procedures of the study. Those who agreed 
to participate provided written informed consent. 
Afterwards, the sociodemographic and clinical data 
form and the GRISS were administered in a quiet room 
under the supervision of a clinician, who was available 
to clarify any questions. All questionnaires were 
completed prospectively at the time of the clinic visit.

Sample Size and Power
Prior to data collection, a power analysis was 
performed using G*Power software to determine the 
required sample size. Assuming a moderate effect size 
(Cohen’s d = 0.50), a power of 80%, and a two-tailed 
alpha level of 0.05, the minimum required sample size 
was calculated as 88 participants. To compensate for 
potential missing data and to increase the robustness 
of the analyses, 113 women who met the inclusion 
criteria were ultimately enrolled, which was considered 
statistically adequate according to the initial power 
calculations.

Statistical Analysis
Descriptive statistics were used to summarize 
sociodemographic and clinical characteristics. 
Continuous variables are presented as mean ± 
standard deviation (SD) and categorical variables as 
frequencies and percentages.

The distribution of GRISS scores and related 
variables was examined visually and descriptively. 
As the majority of these variables did not meet the 
assumptions of normality, non-parametric tests were 
preferred. Differences between premenopausal 
and postmenopausal GRISS domain scores (e.g., 
desire, arousal, orgasm) within the same individuals 
were analysed using the Wilcoxon signed-rank test. 
Associations between GRISS scores and clinical 
variables (such as presence of systemic disease, 
psychiatric disorder, or regular medication use) were 
examined using the chi-square (χ²) test for categorical 
variables and Spearman’s rank correlation coefficient 
for ordinal/continuous variables.

To estimate the strength of the relationships between 
premenopausal GRISS responses and postmenopausal 
outcomes such as aversion and vaginismus/
dyspareunia, separate binary logistic regression 
analyses were performed. In these univariate 
binary logistic regression models, the dependent 
variable was the presence or absence of the relevant 
postmenopausal symptom (e.g., aversion present 
vs. absent), and the independent variables were 
premenopausal GRISS items or subscale scores that 
had shown significant associations in the univariate 
binary analyses. Results of the logistic regression 
analyses are reported as odds ratios (OR) with 95% 
confidence intervals (CI).

All statistical analyses were carried out using the 
Statistical Package for the Social Sciences (SPSS) for 
Windows (SPSS Inc., Chicago, IL, USA). A two-tailed 
p-value < 0.05 was considered statistically significant.

Ethical Approval
The study protocol was approved by the Ethics 
Committee of Uludağ University (Date: 2006-04-11, 
Desicion: 2006-8) and conducted in accordance with 
the principles of the Declaration of Helsinki. Written 
informed consent was obtained from all participants 
prior to enrolment.

https://doi.org/10.33719/sexscij.2604.28
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RESULTS
Sociodemographic and Clinical Characteristics
A total of 113 postmenopausal women with clinically 
diagnosed sexual dysfunction were included in 
the study. The mean age of the sample was 53.3 ± 
8.5 years (range 25–74). Almost half of the women 
were housewives or retired, and the great majority 
were married and living with their spouse. Most 
participants had at least a primary school education, 
and the number of children was typically between 
two and three. Regarding family structure and living 
environment, a considerable proportion of the women 
had grown up in a village or district, whereas more 
than half were living in a provincial centre at the time of 
the study. Detailed sociodemographic characteristics, 
including education, marital status, family structure, 
and current place of residence, are presented in Tables 
1 and 2.

With respect to clinical and menopause-related 
variables, 67.6% of the women had at least one systemic 
disease, and 27.5% had a diagnosed psychiatric 
disorder. 69.1% were using regular medication, 

and 10.8% were current smokers. Among those 
with available data, most had entered menopause 
naturally, while a smaller proportion had undergone 
surgical menopause. Clinical and menopause-related 
characteristics of the sample are summarized in Table 
3.

Changes in Sexual Desire, Arousal, and Orgasm
There was a statistically significant decline in 
sexual desire after menopause compared with the 
premenopausal period (p < 0.001). Premenopausal 
desire was positively correlated with both 
premenopausal arousal (r = 0.53, p < 0.001; n = 104) 
and postmenopausal arousal (r = 0.20, p < 0.050; n = 
104). Similarly, premenopausal desire showed positive 
correlations with premenopausal orgasm (r = 0.52, p < 
0.010; n = 104) and postmenopausal orgasm (r = 0.29, 
p < 0.005; n = 104).

Premenopausal desire was not significantly related 
to general attitudes towards sexuality, whereas 
postmenopausal desire showed a significant association 
with patients’ current approach to sexuality (p < 0.050). 

Table 1. Sociodemographic characteristics of the 
participants

Variable (valid n) Category n %

Education level
(n = 111)

No literacy 2 1.8

Primary school 50 45.0

Middle school 12 10.8

High school 17 15.3

University / College 30 27.0

Marital status 
(n = 110)

Never married 1 0.9

Married 109 99.1

Form of marriage 
(n = 110)

Arranged marriage 60 54.5

Self-choice / by 
meeting

50 45.5

Occupation 
(n = 111)

Housewife 51 45.9

Worker 1 0.9

Officer 4 3.6

Retired 54 48.6

Other 1 0.9

Sexual partner 
(n = 101)

Present 91 90.1

Absent 10 9.9

Table 2. Family structure and living environment

Variable (valid n) Category n %

Number of children 
(n = 109)

0 4 3.7

1 12 11.0

2 48 44.0

3 36 33.0

4 6 5.5

5 3 2.8

Presence of an elderly 
person at home (n = 106)

None 82 77.4

Mother 2 1.9

Father 3 2.8

Mother-in-law 9 8.5

Father-in-law 2 1.9

Other 8 7.5

Current place of residence 
(n = 109)

Village 8 7.3

District 40 36.7

Province / City 61 56.0

Place of origin (n = 111)

Village 45 40.5

District 36 32.4

City 30 27.0

https://doi.org/10.33719/sexscij.2604.28
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Table 3. Clinical characteristics and menopause-
related variables

Variable (valid n) Category n %

Type of menopause 
(n = 87)

Natural 68 78.2

Surgical 19 21.8

Systemic disease 
(n = 111)

Present 75 67.6

Absent 36 32.4

Psychiatric disorder 
(n = 109)

Present 30 27.5

Absent 79 72.5

Regular medication use 
(n = 110)

Yes 76 69.1

No 34 30.9

Cigarette smoking 
(n = 111)

Yes 12 10.8

No 99 89.2

Among women with low premenopausal sexual desire, 
the correlation between pre- and postmenopausal 
attitudes towards sexuality was inverse (r = −0.37, p 
= 0.001; n = 76), indicating a further deterioration in 
sexual attitude after menopause. In contrast, in women 
who reported adequate premenopausal desire, no 
significant change was observed in their attitudes 
towards sexuality after menopause.

When premenopausal desire was entered into a 
logistic regression model, the odds of maintaining 
orgasm after menopause were approximately four 
times higher in women who had premenopausal desire 
compared with those who did not (OR = 4.02, 95% CI: 
1.85–8.74, p < 0.005).

Premenopausal Arousal, Systemic Disease, and 
Medication Use
Premenopausal arousal was moderately correlated 
with postmenopausal orgasm (r = 0.70, p < 0.050). 
Women who reported premenopausal arousal 
problems had significantly lower odds of reaching 
orgasm after menopause than those without such 
problems (OR = 4.02, 95% CI: 1.85–8.74, p < 0.005), 
whereas women without premenopausal arousal 
problems had a marked increase in the likelihood of 
achieving orgasm (OR = 4.02, 95% CI: 1.85–8.74, p < 
0.005).There was no statistically significant association 
between either premenopausal or postmenopausal 

desire and the presence of a psychiatric disorder (p > 
0.050). However, in women with systemic disease, low 
premenopausal desire was significantly associated with 
low postmenopausal desire (r = 0.37, p = 0.001; n = 104). 
In addition, postmenopausal desire was significantly 
related to regular medication use (p = 0.005; r = 0.30, p < 
0.050; n = 103). Among participants without psychiatric 
illness, both systemic disease and medication use were 
positively correlated with postmenopausal desire (r = 
0.44 and r = 0.32, respectively; both p < 0.001; n = 72). 

Determinants of Postmenopausal Aversion 
(disgust)
In women who did not report premenopausal disgust 
on the GRISS, several premenopausal items were 
significantly associated with the development of 
postmenopausal aversion. More favourable responses 
to the items “Do you think the time you and your partner 
spend on foreplay (kissing, caressing, etc.) is sufficient?” 
(item 5) and “Do you enjoy hugging and caressing your 
spouse?” (item 9) were negatively correlated with later 
aversion (r = −0.35 and r = −0.32, respectively; both p < 
0.005). By contrast, premenopausal reports of disgust 
during lovemaking, assessed by the item “Are you 
disgusted by what you do during lovemaking?” (item 
23), were positively correlated with postmenopausal 
aversion (r = 0.34, p < 0.005). Negative correlations 
were also observed for items 25 and 28 (r = −0.45 and r 
= −0.31, respectively; p < 0.005).

Binary logistic regression analyses confirmed these 
patterns. Compared with women who answered 
“never”, those who answered “most of the time” to item 
5 (“Do you think the time you and your partner spend 
on foreplay is sufficient?”) had an eight-fold reduction 
in the odds of developing postmenopausal aversion 
(OR = 0.09, 95% CI: 1.85–8.74 p < 0.050). Women who 
answered “most of the time” or “always” to item 9 (“Do 
you enjoy hugging and caressing your spouse?”) were 
also substantially less likely to develop aversion (OR = 
0.06 and OR = 0.05, respectively; both p < 0.050).

In contrast, women who answered “sometimes” to 
item 23 (“Are you disgusted by what you do during 
lovemaking?”) had approximately a six-fold higher 
risk of postmenopausal aversion than those who 
answered “never” (OR = 6.54, 95% CI: 1.85–8.74 p < 
0.050), and those who answered “always” had about 
a 24-fold higher risk (OR = 25.50, p < 0.050). In the 
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multivariable model, endorsement of “always” on item 
23 emerged as the strongest independent predictor of 
postmenopausal aversion (OR = 24.58, 95% CI: 1.85–
8.74,p < 0.050). Items addressing enjoyment of being 
loved and caressed (item 25) and satisfaction during 
intercourse (item 28) did not contribute additional 
explanatory power once these variables were included. 

Determinants of Postmenopausal Vaginismus/
Dyspareunia
Among women who had not experienced vaginismus 
or dyspareunia before menopause, several 
premenopausal GRISS items were associated with the 
emergence of these problems in the postmenopausal 
period. Significant differences in postmenopausal 
vaginismus/dyspareunia were observed according 
to responses to items 4, 5, 8, 17, 20, 22, and 26 (all p 
< 0.050). In the same subgroup, significant negative 
correlations were found between postmenopausal 
vaginismus/dyspareunia and items 5, 8, 10, 17, 21, 22, 
26, and 28 (r values ranging from −0.23 to −0.39; all p < 
0.050), suggesting a protective effect of more positive 
premenopausal sexual experiences.

Logistic regression analysis showed that women who 
answered “always” to item 5 (“Do you think the time 
you and your partner spend on foreplay, such as kissing 
and caressing, is sufficient?”) had about a nine-fold 
reduction in the risk of developing postmenopausal 
vaginismus or dyspareunia compared with those 
who answered “never” (OR = 0.06, 95% CI: 1.85–8.74, 
p < 0.050). Women who reported being able to reach 
satisfaction “sometimes” on item 8 (“Can you reach 
satisfaction (orgasm) during sexual intercourse?”) were 
approximately eight- to ninefold less likely to develop 
dyspareunia than those who answered “never” (OR = 
0.09 and OR = 0.07, both p < 0.050).

Women who answered “always” to item 10 (“Do 
you find your sexual relationship with your spouse 
satisfactory?”) were almost ninefold less likely to develop 
dyspareunia (OR = 0.06, 95% CI: 1.85–8.74, p < 0.050). 
Those who answered “most of the time” or “always” 
to item 21 (“Can your partner’s genitals enter your 
genitals without causing discomfort?”) had markedly 
reduced odds of postmenopausal vaginismus (OR = 
0.17 and OR = 0.06, respectively; p < 0.050). Likewise, 
affirmative answers (“most of the time” or “always”) to 
item 22 (“During lovemaking, is the time allocated only 

for intercourse sufficient for you?”) were associated 
with an approximately 8.8-fold reduction in the risk of 
vaginismus (OR = 0.17 and OR = 0.04, respectively; p < 
0.050). Finally, women who answered “always” to item 
28 (“Do you reach orgasm during sexual intercourse?”) 
were about ninefold less likely to develop vaginismus 
than those who answered “never” (OR = 0.06, 95% 
CI: 1.85–8.74, p < 0.050). The results of the logistic 
regression analyses examining premenopausal GRISS 
items as predictors of postmenopausal aversion and 
vaginismus/dyspareunia are summarized in Table 4.

DISCUSSION
The main finding of this study is the strong continuity 
between premenopausal and postmenopausal sexual 
desire in women with sexual dysfunction. Women who 
reported preserved desire before menopause were 
markedly more likely to report desire after menopause 
than those without premenopausal desire. This 
result is consistent with previous reports indicating 
that sexual problems in the premenopausal period 
frequently persist into the postmenopausal years and 
that premenopausal desire is a key determinant of later 
sexual adjustment (6,7). Clinically, our findings suggest 
that low desire before menopause should be regarded 
as a potential early marker of long-term hypoactive 
sexual desire rather than as a transient phase.

Our results also underscore the close relationship 
between desire, arousal, and orgasm. Premenopausal 
desire correlated positively with both pre- and 
postmenopausal arousal and orgasm, and women 
without premenopausal arousal problems were 
considerably more likely to continue to reach orgasm 
after menopause. This pattern supports models that 
view female sexual response as a dynamic sequence 
in which desire, arousal, and orgasm influence each 
other (8–10). As noted in earlier literature, women who 
experience chronic arousal difficulties rarely achieve 
orgasm and may be misclassified as having a primary 
orgasmic disorder (9). The present data reinforce 
the idea that premenopausal desire and arousal 
problems should be addressed proactively, as they 
may foreshadow persistent orgasmic difficulties in the 
postmenopausal period.

The role of systemic disease and medication use 
appeared more complex than expected. In most 
studies, climacteric symptoms, comorbid physical 
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Table 4. Logistic regression analysis of GRISS items predicting postmenopausal aversion and vaginismus/
dyspareunia

Outcome GRISS item (summary content) Response category*
(reference: “Never”) OR p

Aversion

Item 5 – “Do you think the time you and your partner 
spend on foreplay is sufficient?”

Most of the time 0.089 < 0.05

Item 9 – “Do you enjoy hugging and caressing your 
spouse?”

Most of the time 0.063 < 0.05

Always 0.048 < 0.05

Item 23 – “Are you disgusted by what you do during 
lovemaking?”

Sometimes 6.538 < 0.05

Always 24.575 < 0.05

Vaginismus / 
dyspareunia

Item 5 – “Do you think the time you and your partner 
spend on foreplay is sufficient?”

Always 0.059 < 0.05

Item 8 – “Can you reach satisfaction (orgasm) during 
sexual intercourse?”

Sometimes 0.089 < 0.05

Item 10 – “Do you find your sexual relationship with 
your spouse satisfactory?”

Always 0.057 < 0.05

Item 21 – “Can your partner’s genitals enter your 
genitals without causing discomfort?”

Most of the time 0.173 < 0.05

Always 0.064 < 0.05

Item 22 – “During lovemaking, is the time devoted only 
to intercourse sufficient for you?”

Most of the time 0.167 < 0.05

Always 0.044 < 0.05

Item 28 – “Do you reach orgasm during sexual 
intercourse?”

Always 0.061 < 0.05

conditions, and mood symptoms are associated with 
reduced sexual desire and satisfaction (5,11–13). In our 
sample, however, among women without psychiatric 
disorders, systemic disease and regular medication 
use were positively associated with postmenopausal 
desire. One plausible explanation is that effective 
treatment of chronic disease improves overall well-
being and indirectly enhances sexual interest (14). 
Another possibility is that women who are regularly 
followed for systemic illness may have greater access 
to health information and counseling, including 
opportunities to discuss sexual concerns. Because we 
did not differentiate between treated and untreated 
systemic conditions or examine disease severity 
and specific medications, these findings should be 
interpreted cautiously and considered hypothesis-
generating.

An important contribution of this study is the 
demonstration that specific GRISS items related to 
disgust and aversion provide clinically meaningful 
information. Among women without premenopausal 
disgust, items reflecting sufficient foreplay and 
enjoyment of affectionate contact were associated with 

a markedly reduced risk of postmenopausal aversion, 
whereas endorsing disgust during lovemaking was a 
strong predictor of later aversion. The item “Are you 
disgusted by what you do during lovemaking?” emerged 
as the most powerful single predictor. Aversion 
disorder, characterized by persistent or recurrent 
extreme disgust and avoidance of genital contact with 
a partner, has been conceptualized as a phobic-like 
condition in some frameworks (15–17). Our findings 
indicate that even subclinical or item-level indicators 
of disgust before menopause may foreshadow a 
postmenopausal aversion pattern. From a clinical 
point of view, careful attention to these GRISS items 
may allow earlier identification of women who would 
benefit from psychoeducational or psychotherapeutic 
interventions targeting disgust and avoidance (4,15–
17).

Similarly, analyses restricted to women without 
premenopausal vaginismus or dyspareunia showed that 
GRISS items reflecting adequate foreplay, satisfaction 
with the relationship, comfortable penetration, 
sufficient time allocated to intercourse, and the ability 
to reach orgasm were associated with a reduced risk of 
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postmenopausal vaginismus/dyspareunia. Vaginismus 
and dyspareunia in the menopausal period may arise 
from psychogenic mechanisms, vulvovaginal atrophy, 
or a combination of both, and can lead to avoidance 
behaviors that seriously impair sexual functioning 
(4,16,18). Our results support the view that positive 
sexual experiences before menopause, including 
sufficient foreplay, enjoyable intimacy, and pain-free 
penetration, provide a protective background. In 
contrast, even modest premenopausal difficulties in 
these areas may, in the context of hormonal changes 
and relationship stressors, contribute to the emergence 
of vaginismus or dyspareunia in later life (4,7,16,18).

Taken together, these findings highlight the value 
of GRISS as more than a global measure of sexual 
satisfaction. The scale offers a structured framework 
for simultaneously evaluating desire, arousal, orgasm, 
communication, avoidance, vaginismus, and pain (2–
4,8). Our study suggests that both subscale scores and 
specific items can help clinicians to identify women 
whose premenopausal sexual functioning places 
them at higher risk for postmenopausal problems, to 
recognize early signs of disgust and avoidance, and 
to detect protective patterns that may buffer against 
genital pain or vaginismus. Integrating such structured 
assessments into routine counseling before and 
during the menopausal transition may facilitate more 
individualized, preventive, and timely interventions 
in sexual medicine and menopause clinics (1,4–7,11–
13,16–18).

Limitations
This study has several limitations that should be 
acknowledged. First, the sample consisted exclusively 
of postmenopausal women who were diagnosed 
with sexual dysfunction and referred to psychiatry, 
gynecology, or urology clinics. Therefore, the results 
cannot be generalized to community samples or to 
women without clinically significant sexual complaints. 
Second, a cross-sectional observational study with 
retrospective assessment of premenopausal sexual 
functioning, information on premenopausal sexual 
functioning was based on retrospective self-report, 
which is vulnerable to recall bias and possible 
idealization or minimization of past experiences.
Third, we did not systematically assess important 
variables such as partner sexual function, marital 
satisfaction, relationship conflict, or partner’s health 

status, despite evidence that these factors are closely 
related to sexual satisfaction and sexual functioning 
in marriage (17). Fourth, we did not include biological 
markers such as hormone levels, degree of urogenital 
atrophy, or detailed information about hormone 
replacement therapy and other medications. As 
a result, we cannot fully disentangle psychogenic 
mechanisms from organic contributors.

Finally, a relatively modest sample size was used for 
multiple regression models that included numerous 
GRISS items and clinical variables. This increases the 
risk of unstable odds ratio estimates and type I error, 
particularly for subgroup analyses with smaller effective 
sample sizes. Correction for multiple comparisons was 
not performed, and the findings regarding specific 
items should therefore be considered exploratory and 
hypothesis-generating rather than confirmatory.

CONCLUSION
Menopause represents a critical turning point 
in women’s sexual lives. The present study 
demonstrates that sexual attitudes and behaviors 
before menopause—especially levels of desire, 
arousal, orgasm, and the presence of disgust or 
pain—are strongly reflected in postmenopausal 
sexual functioning. Our results show that women with 
preserved premenopausal desire and arousal are more 
likely to maintain desire and orgasm after menopause, 
whereas those with early desire and arousal difficulties 
remain at risk for persistent dysfunction (6–10). In 
addition, even in the absence of overt premenopausal 
aversion or vaginismus, certain patterns of disgust and 
discomfort captured by GRISS items may predict the 
subsequent development of postmenopausal aversion 
and vaginismus–dyspareunia (4,7,16–19).

From a clinical standpoint, these findings support 
the systematic use of validated instruments such as 
GRISS in the assessment of women approaching or 
undergoing menopause (2,3,8). Careful interpretation 
of both subscale scores and item-level responses can 
help clinicians to recognize high-risk profiles early, 
provide targeted counseling, and, when necessary, 
refer patients for specialized psychosexual or couple-
based interventions. In particular, addressing low 
desire, negative sexual cognitions, disgust, and pain 
symptoms before they become entrenched may 
prevent long-term deterioration in sexual health and 
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relationship quality (18,19).

In conclusion, sexual health after menopause is not 
determined solely by hormonal changes; it is also the 
continuation of a lifetime pattern of sexual attitudes, 
behaviors, and relationship dynamics. Evaluating 
these patterns with structured tools and integrating 
the findings into individualized counseling at the onset 
of menopause may help many women to preserve or 
regain a satisfying sexual life rather than accepting 
sexual dysfunction as an inevitable consequence of 
aging and menopause.
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Abstract
Objective: Sexual and gender-based violence (SGBV) remains a major public health and human rights concern, 
particularly in low-resource settings where access to timely, integrated survivor care is limited. Evidence on 
patterns of care is sparse.
Methods: A retrospective descriptive review was conducted at the National Obstetric Fistula Centre, Abakaliki, 
Southeast Nigeria. Records of all SGBV survivors managed between June 2023 and May 2025 were reviewed. 
Data on socio-demographic characteristics, type of violence, timing of presentation, and services provided were 
extracted using a structured proforma. Analysis was performed using SPSS version 25, with descriptive statistics 
and chi-square tests applied. Statistical significance was set at p < 0.05.
Results: A total of 312 SGBV cases were identified, with a mean age of 21.3 years; 97% were female, and 66% 
resided in rural areas. Sexual assault accounted for 60% of cases, followed by physical assault (30%). Adolescents 
and young adults were most affected. All survivors received psychological counselling, but only 22% received 
empirical prophylaxis for sexually transmitted infections. Among 186 sexual assault survivors, 35% presented 
within 72 hours and were eligible for HIV post-exposure prophylaxis (PEP). Of 129 survivors of reproductive age, 
36% received emergency contraception within the recommended timeframe. Legal action was initiated in only 3% 
of cases. Early presentation was significantly associated with receipt of PEP (p = 0.016).
Conclusion: SGBV disproportionately affects young females in Southeast Nigeria. Despite universal counselling, 
substantial gaps in timely care persist, largely due to delayed presentation. Strengthening integrated, survivor-
centred care and community awareness counts.
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INTRODUCTION
Sexual and gender-based violence (SGBV) is a pervasive 
violation of human rights and a major burden for public 
health. Nearly one in three women globally has suffered 
physical and/or sexual violence in her lifetime, most 
often at the hands of an intimate partner. The impact 
of SGBV is profound: survivors often sustain physical 
injuries (e.g., lacerations, fractures, obstetric fistulae) 
and are at increased risk of sexually transmitted 
infections (including HIV) and unintended pregnancy 
(2). Survivors commonly suffer from depression, post-
traumatic stress disorder (PTSD), and anxiety, which can 
persist for years if untreated (2). Socially, survivors may 
be stigmatised or abandoned by their communities, 
compounding their trauma (3).

In low- and middle-income countries like Nigeria, SGBV 
is exacerbated by weak health systems, cultural norms 
that condone violence, and poor law enforcement (4). 
Sub-Saharan Africa reports some of the world’s highest 
rates of intimate partner and non-partner violence (4). 
Factors such as early marriage, low female education, 
poverty, and entrenched patriarchy further increase 
women’s vulnerability (4). Nigeria, Africa’s most 
populous nation (>200 million), has alarmingly high 
SGBV prevalence. The 2018 Demographic and Health 
Survey found that 30% of Nigerian women (age 15–49) 
had experienced physical violence since age 15, and 
9% had experienced sexual violence[5]. Other studies 
report even higher rates in certain regions[6]. Although 
Nigeria’s 2015 Violence Against Persons (Prohibition) 
Act criminalised all SGBV, enforcement remains 
inconsistent, and under-reporting is common due to 
stigma and distrust (7).

Healthcare facilities are on the frontline of the 
SGBV response (8). Survivors often first present to 
hospitals, where they require comprehensive care: 
emergency medical treatment, psychosocial support, 
forensic documentation, prophylaxis against infection, 
emergency contraception, and referral to legal or social 
services (8). However, very few Nigerian hospitals have 
standardised SGBV protocols or dedicated teams for 
survivor care[9]. In Southeast Nigeria, cultural stigma, 
poverty, and limited healthcare access mean survivors 
often delay seeking care until complications arise 
(10). The National Obstetric Fistula Centre (NOFIC) in 
Abakaliki is a federal specialist hospital that traditionally 
treats obstetric fistula but has expanded its services 

to include reproductive health and SGBV care (10). To 
date, few studies have described NOFIC’s experience 
with SGBV survivors.

This study fills that gap by retrospectively reviewing 
NOFIC’s SGBV cases from June 2023 to May 2025. We 
aimed to characterise the socio-demographic profile 
and assault patterns of survivors, to evaluate the 
medical and psychosocial care they received, and 
to identify gaps in service delivery that could inform 
improvements.

MATERIAL AND METHODS
We conducted a retrospective descriptive study at the 
National Obstetric Fistula Centre, Abakaliki, Ebonyi 
State, Nigeria (NOFIC), Abakaliki. NOFIC is a federal 
referral centre specialising in fistula repair and other 
maternal health services, which has become a referral 
hub for SGBV survivors. We included all survivors of 
SGBV who presented to NOFIC from June 2023 to May 
2025 (n=312). A total of 28 records were excluded 
owing to incomplete documentation or falls outside 
the defined study period, leaving 312 eligible cases for 
final analysis. Data were collected using a structured 
proforma from hospital registers, inpatient files, 
counselling records, and pharmacy and laboratory 
logs. The proforma captured the following domains: 
survivor socio-demographics (age, sex, residential 
location, occupation, and educational level); type and 
nature of violence (sexual assault, physical assault, 
intimate partner violence, female genital mutilation, 
and other forms); timing and circumstances of the 
incident; clinical findings on presentation; interventions 
received (including STI prophylaxis, HIV post-exposure 
prophylaxis, emergency contraception, wound care, 
and psychosocial counselling); and legal referrals or 
actions taken. A census sampling approach was used 
(all eligible cases were included).

Data was entered into a secure database and analysed 
in SPSS version 25. Descriptive statistics (frequencies, 
percentages, means) summarised the sample. χ² tests 
assessed associations between categorical variables 
(significance set at p<0.050). Findings are presented in 
tables and text.

Ethical approval was obtained from the NOFIC Ethics 
and Research Committee (Approval No. NOFIC/
REC/2023/07; Date: 15th June 2023). As this was a 
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chart review, informed consent was waived. Patient 
identifiers were replaced with anonymised codes, and 
data were used solely for research and policy purposes.

RESULTS 
A total of 312 SGBV survivors were identified (mean 
age 21.3 years). Most were female (97%) and from rural 
areas (66%). Adolescents and young adults were over-
represented: 57% were aged under 21 years (Table 1).

Table 2 presents the distribution of diagnoses and 
interventions. The most common diagnosis was sexual 
assault (60%), followed by physical assault (30%). Other 
forms of violence were comparatively uncommon. All 
survivors (100%) received psychological counselling. 

Empirical prophylaxis for STIs was provided in 22% 
of cases, and physical injury intervention in 18%. 
Other care combinations (counselling combined with 
prophylaxis, PEP, or both) were provided to smaller 
subgroups.

Table 1. Socio-demographic characteristics of SGBV 
survivors (N=312).

Socio-Demographic 
Variables

Frequency 
(n=312)

Percentage 
(%)

Age in Years

1 – 10 75 (24)

11 – 20 102 (33)

21 – 30 61 (20)

31 – 40 46 (15)

41 – 50 17 (5)

51 – 60 (3) (1)

61 – 70 8 (3)

Mean Age = 21.3 ± 14.2 years

Gender	

Male 8 (3)

Female 304 (97)

Residence

Rural 206 (66)

Urban 106 (34)

Figure 1. Age distribution of survivors.
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Table 2. Diagnosis and Intervention of SGBV survivors 
(N=312).

Variable Frequency 
(n=312)

Percentage 
(%)

Diagnosis

Sexual Assault 186 (60)

Physical Assault 93 (30)

Psychological & Emotional 
Assault

22 (7)

Domestic Violence 4 (1)

Female Genital Mutilation 3 (1)

Abandonment 2 (1)

Forced Marriage 1 (0)

Socio-economic Assault 1 (0)

Intervention

Psychological Counselling 312 (100)

Empirical Prophylaxis STI 70 (22)

Empirical Prophylaxis & PEP 68 (22)

Physical Injury/Wound 
Intervention

55 (18)

Physical Injury & Psychological 
Counselling

26 (8)

Empirical Prophylaxis & 
Psychological Counselling

25 (8)

PEP, Empirical Prophylaxis, 
Physical Injury Intervention

23 (7)

PEP & Psychological 
Counselling

20 (6)

Empirical Prophylaxis, 
Psychological Counselling, 
Physical Injury Intervention

12 (4)

Empirical Prophylaxis STI, 
Physical Injury

8 (3)

Psychological Counselling, 
Empirical Prophylaxis & PEP

8 (3)

Shelter Provision 1 (0)

Table 3. Prevalence/Incidence charting	

Prevalence Frequency 
(n=312)

Percentage 
(%)

Month of Incidence

January 15 5

February 20 6

March 19 6

April 15 5

May 27 9

June 36 12

July 30 10

August 33 11

September 31 10

October 32 10

November 26 8

December 28 9

Year of Incidence

2023 149 48

2024 128 41

2025 35 11

Intimate Partner Violence

Yes 46 15

No 266 85

Period of Incidence Presentation for Sexual Assault 
Survivor (n=186)

Within 3 days of incidence 65 35

After 3 days of incidence 121 65

Sexually Assault Survivors in their reproductive age 
(n=186)

Yes 129 69

No 57 31

Sexual Assault Survivors in their reproductive age who 
got emergency contraceptive pills (n=129)

Within 3 days of incidence 46 36

After 3 days of incidence 83 64

Sought Legal Action Against Perpetrators (n=312)

Yes 10 3

No 302 97

Table 3 illustrates the prevalence of SGBV from several 
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months and years. June had the highest number of 
reported cases (12%), and January and April had the 
fewest number of cases (5%). The incidence of SGBV 
cases varied by month and year. By year, 48% of cases 
occurred in 2023, 41% in 2024, and 11% in early 2025. 
Only 15% of all cases were classified as intimate partner 
violence (IPV). Among the 186 sexual assault survivors, 
65 (35%) presented to NOFIC within 72 hours of the 
incident (and thus were eligible for PEP), while 121 (65%) 
presented later. Of the 186 sexual assault cases, 129 
(69%) were of reproductive age (15–49 years), but only 
46 of those (36%) received emergency contraception 
within 3 days. Legal action against perpetrators was 
pursued by only 3% of survivors (10 out of 312).

A series of chi-square analyses examined associations 
between key socio-demographic variables and 

outcomes (Table 4). A significant association was found 
between age category (seven groups: 1-10, 11-20, 21-
30, 31-40, 41-50, 51-60, and 61-70 years) and type of 
violence experienced (χ²(6) = 15.23, p = 0.019); post-
hoc review revealed that survivors in the youngest age 
groups (1-10 and 11-20 years) were disproportionately 
more likely to have experienced sexual assault. 
Residence (rural vs. urban) was significantly associated 
with access to psychological counselling (χ²(1) = 8.54, 
p = 0.003), with urban residents more likely to receive 
this support. Period of presentation (within 72 hours 
vs. after 72 hours of the incident) was significantly 
associated with receipt of empirical STI prophylaxis 
and PEP (χ²(1) = 5.78, p = 0.016), with early presenters 
considerably more likely to receive these time-sensitive 
interventions.

Table 4. Chi-Square Analysis Results

Socio-demographic Variable Diagnosis and Intervention χ² Value df p-value

Age Category Type of Violence 15.23 6 0.019

Residence Access to Psychological Counselling 8.54 1 0.003

Period of Incidence Presentation Empirical Prophylaxis STI 5.78 1 0.016

Figure 2. A pie chart, depicting the violence types based on our study findings.
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DISCUSSION
This review of NOFIC’s data provides important insight 
into the profile of SGBV survivors and services in 
Southeast Nigeria. The predominance of sexual assault 
(60%) is consistent with other Nigerian studies (14). The 
fact that nearly all survivors were female (97%), most 
of them adolescents or young women, underscores 
the gendered nature of SGBV. Our finding that younger 
survivors were significantly more likely to have 
experienced sexual assault highlights the urgent need 
for child and adolescent protection programmes. The 
majority of survivors coming from rural areas align with 
evidence that rural women face greater vulnerabilities 
due to limited education, poverty, and weaker legal 
protections (10-14).

The high provision of STI prophylaxis (22%) and injury 
treatment (18%) indicates that NOFIC appropriately 
prioritised immediate medical needs. Importantly, every 
survivor (100%) received psychological counselling. This 
universal counselling is a strength of care at NOFIC and 
reflects adherence to trauma-informed standards. 
Addressing psychological trauma is paramount to long-
term recovery (15). However, the finding that urban 
survivors were more likely to receive counselling than 
rural survivors suggests unequal access to mental 
health resources outside the centre. This urban–rural 
disparity may reflect the concentration of qualified 
counsellors in cities (15-17).

Timely presentation to care was critical. Survivors who 
presented within 72 hours were significantly more likely 
to receive PEP for HIV prevention. This reinforces global 
recommendations that PEP should be given as soon as 
possible after exposure (17). Unfortunately, only 35% 
of sexual assault survivors reached care in time for PEP. 
Delayed presentation is a well-known barrier; survivors 
often delay seeking help due to stigma, shame, lack 
of awareness of PEP, or logistical challenges [15-18]. 
Similar studies have documented low PEP utilisation 
linked to these factors (19-22).

Emergency contraception represented another 
critical gap: only 36% of reproductive-age survivors 
received it within 72 hours (23-25). Since emergency 
contraceptives are most effective soon after assault (17-
18), this underuse may reflect delayed presentation and 
missed counselling opportunities. Training healthcare 
providers to routinely offer emergency contraception 

could address this need.

Legal follow-up was almost nonexistent (3% pursued 
action), mirroring national trends (15). Barriers to 
justice include fear of retaliation, re-traumatisation 
by the legal system, and lack of trust in authorities 
(15). Enhancing legal aid and advocacy for survivors is 
therefore crucial (26).

This study’s strengths are considerable. It constitutes 
one of the few systematic, facility-based analyses of 
SGBV survivor profiles and service gaps in Southeast 
Nigeria, drawing on a two-year consecutive dataset of 
312 unselected cases. The census sampling approach 
eliminated selection bias, while triangulation of data 
from hospital registers, clinical case files, pharmacy and 
laboratory logs, and counselling records strengthened 
the validity of the extracted variables. The documented 
evidence on service gaps offers concrete, policy-
relevant findings in a region with limited published 
SGBV literature. Limitations include the retrospective 
design, which is subject to incompleteness of existing 
records, and the single-centre setting, which may limit 
generalisability beyond the Southeast Nigeria context. 
Future research should incorporate survivor-reported 
experiences and prospective designs to supplement 
the findings of this study (25-26).

RECOMMENDATIONS
Strengthening health systems constitutes the 
foundational priority. NOFIC and comparable 
facilities should establish standardised SGBV case 
documentation systems that capture the type and 
nature of violence, perpetrator relationship, survivor 
needs, and all interventions rendered, while enabling 
structured survivor follow-up. Healthcare providers 
at all levels, particularly in emergency departments 
and primary care settings, require formal training 
in SGBV protocols, PEP administration, emergency 
contraception counselling, and trauma-informed 
communication. Sexual Assault Referral Centre 
(SARC) units should be established within primary 
healthcare facilities, particularly in underserved rural 
communities, to deliver multidisciplinary care closer to 
where survivors reside.

Reducing barriers to timely care requires coordinated 
clinical and community-level action. Community 
outreach programmes targeting schools and high-
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risk populations should raise awareness of available 
services including PEP and emergency contraception, 
and should emphasise the critical importance of 
presenting within 72 hours of assault. Confidential 
pre-screening via telephone or telemedicine reduces 
stigma-related deterrents to care-seeking. PEP must 
be available at all hours in every emergency facility and 
should be decoupled from mandatory police reporting, 
so that survivors are not discouraged from accessing 
treatment by fear of legal proceedings. The adoption 
of unified national PEP guidelines across all facilities is 
needed to eliminate variability in clinical practice.

Psychosocial and financial support must be expanded 
concurrently with clinical services. Dedicated counselling 
facilities staffed by trained SGBV counsellors are 
needed within health centres, particularly to address 
the urban-rural disparity in access to psychological 
care identified by this study. Government subsidies, 
insurance coverage, or fully funded programmes for 
PEP and related SGBV services are essential to remove 
the financial burden on survivors, many of whom 
present from low-income rural backgrounds.

Justice system strengthening is indispensable to a 
complete survivor-centred response. Legal aid and 
advocacy services should be made readily available, 
with accessible information on survivor rights and 
assistance navigating judicial processes. Trauma-
informed training for police officers and judiciary 
personnel would foster a more supportive institutional 
response to SGBV disclosures and rebuild the public 
trust necessary to improve reporting rates.

CONCLUSIONS
This study provides valuable information on SGBV 
survivors and service delivery at NOFIC, Abakaliki. 
Young rural females suffering sexual assault were the 
predominant group. While immediate medical care 
(STI prophylaxis, wound treatment) and psychological 
counselling were consistently provided, other 
supports (e.g., emergency contraception, legal aid) 
were underutilised due to delayed presentation and 
system gaps. The low rate of timely PEP administration 
highlights the need for earlier access to care. 

Overall, these findings emphasise the importance 
of comprehensive, prompt SGBV care. Efforts must 
focus on reducing barriers to care and raising public 

and provider awareness to improve outcomes. Many 
gaps in SGBV service delivery and data management 
were identified and must be addressed to ensure high-
quality, accessible care in Southeast Nigeria.
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Abstract
Objective: To evaluate the impact of cataract surgery on sexual quality of life in female patients using the Sexual 
Quality of Life–Female (SQOL-F) questionnaire.
Material and Methods: This prospective observational study included 67 female patients who underwent cataract 
surgery. Sexual quality of life was assessed preoperatively and again at 3 months postoperatively using the Sexual 
Quality of Life–Female (SQOL-F) scale. This is a validated 18-item Likert-type instrument that assesses emotional, 
psychological, and relational aspects of sexual life. Scores were transformed to a 0–100 scale, with higher scores 
indicating better sexual quality of life. Demographic variables included age, education level, employment status, 
and economic status. Statistical comparisons between preoperative and postoperative scores were performed.
Results: Sixty-seven women participated. Sexual quality-of-life scores improved after cataract surgery. For patients 
over 60 years, SQOL-F scores rose from 58.7 ± 7.2 to 76.9 ± 11.3 (p < 0.05). Patients under 60 showed no significant 
improvement. Those with lower education and those with low or high economic status showed significant gains 
(p < 0.05), whereas university-educated or employed patients did not. These results show that cataract surgery’s 
impact on sexual quality of life differs by sociodemographic group.
Conclusion: Cataract surgery can improve sexual quality of life in women, especially older patients and those 
with lower socioeconomic status. This suggests cataract surgery offers psychosocial benefits beyond vision 
improvement. Larger studies are needed to confirm these findings.

Keywords: cataract surgery, functional vision, sexual function, Sexual Quality of Life–Female (SQOL-F)
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INTRODUCTION
Cataract is a leading cause of visual impairment 
worldwide, particularly among aging populations. It 
is associated with progressive deterioration in visual 
acuity and functional vision. This decline often results 
in significant restrictions in daily activities, reduced 
independence, and diminished overall quality of life. 

Cataract surgery remains the most effective treatment. 
It provides not only restoration of visual function but 
also meaningful improvements in general well-being, 
including psychological health and social engagement 
(1–4). Recent systematic reviews and meta-analyses 
have further confirmed improvements in vision-related 
quality of life and mental health outcomes after cataract 
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surgery (3,4). Improved vision following surgery has 
been shown to enhance autonomy and promote 
active participation in social life. It can also contribute 
to a more positive emotional state and greater life 
satisfaction (5,6).

Despite these benefits, few studies have examined 
how cataract surgery affects sexual quality of life, 
especially in women. Sexual health includes emotional, 
psychological, and relational factors, all of which visual 
impairment may affect. Reduced vision can lower 
self-esteem, lead to social withdrawal, and impair 
relationships (6), which may harm sexual quality of life. 
Whether cataract surgery improves these areas is still 
unclear.

A review of the existing literature reveals a notable 
gap. Only a limited number of studies address the 
relationship between visual function and sexual well-
being, and even fewer focus specifically on women. 
Moreover, most available studies have primarily 
evaluated sexual function rather than sexual quality of 
life. This approach overlooks important psychosocial 
dimensions, such as emotional well-being, self-
perception, and relational intimacy (7–10).

Therefore, the present study aims to evaluate changes 
in sexual quality of life in female patients following 
cataract surgery using the Sexual Quality of Life–Female 
(SQOL-F) questionnaire. Additionally, this study seeks 
to examine the association between improvements in 
visual function and changes in sexual quality of life. It 
also aims to explore the broader psychosocial effects of 
cataract surgery beyond visual rehabilitation.

MATERIALS AND METHODS
Study Design and Participants
We conducted a prospective observational study at 
the Ophthalmology Department. Female patients 
with age-related cataract who had uncomplicated 
phacoemulsification with intraocular lens implantation 
were included.

The study followed the Declaration of Helsinki and 
was approved by the Pamukkale University Non-
Interventional Clinical Research Ethics Committee 
(Approval No: E-60116787-020-767116; Date: October 
16, 2025). All participants gave written informed 
consent before enrollment.

Inclusion and Exclusion Criteria
Inclusion criteria: women 50 years or older, sexually 
active, diagnosed with senile cataract causing significant 
visual loss, and able and willing to complete the 
questionnaire. Sexually active was defined as having 
engaged in sexual activity within the last 3 months.

Exclusion criteria: diabetic neuropathy, advanced 
heart disease, chronic renal failure, major psychiatric 
illness, prior pelvic surgery, or use of drugs known 
to impair sexual function, including antidepressants, 
antipsychotics, and phosphodiesterase inhibitors.

Surgical Procedure
One experienced surgeon performed all operations 
using topical anesthesia and a standard clear corneal 
phacoemulsification technique. All patients received 
a foldable hydrophobic acrylic intraocular lens in the 
capsular bag. 

After surgery, patients used antibiotic and corticosteroid 
eye drops, gradually tapering over four weeks.

Data Collection
Uncorrected and best-corrected visual acuities (UCVA 
and BCVA) were assessed using a standard Snellen chart. 
Demographic and clinical data, including age, education 
level, employment status, and socioeconomic status, 
were recorded. Sexual quality of life was assessed 
preoperatively and again at 3 months postoperatively 
using the Sexual Quality of Life–Female (SQOL-F) 
questionnaire.

Assessment Tool: Sexual Quality of Life–Female 
(SQOL-F)
The SQOL-F is a validated, self-administered 
questionnaire consisting of 18 items. It evaluates the 
impact of sexual dysfunction on women’s quality of 
life across emotional, psychological, and relational 
domains. Each item is rated on a 6-point Likert scale (1 = 
completely agree to 6 = completely disagree). The total 
raw score ranges from 18 to 108 and is transformed 
to a standardized 0–100 scale using the formula: (raw 
score − 18) × 100 / 90. Higher scores indicate better 
sexual quality of life. The questionnaire assesses 
multiple aspects, including emotional well-being, sexual 
self-esteem, relationship satisfaction, and behavioral 
responses to sexual activity.
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Outcome Measures
The primary outcome was the change in SQOL-F scores 
between preoperative and three-month postoperative 
assessments. Secondary analyses compared subgroups 
by age, education, employment, and economic status.

Statistical Analysis
Statistical analyses were performed using SPSS version 
26.0 (IBM Corp., Armonk, NY, USA). The normality of 
data distribution was assessed using the Kolmogorov–
Smirnov test. Continuous variables were expressed as 
mean ± standard deviation.

Paired comparisons between preoperative and 
postoperative scores were performed using the paired 
t-test for normally distributed data and the Wilcoxon 
signed-rank test for non-normally distributed data. 
Between-group comparisons were conducted using the 
independent-samples t-test or the Mann–Whitney U 
test, as appropriate. A p-value <0.050 was considered 
statistically significant.

RESULTS
We studied 67 women undergoing cataract surgery. 
We measured changes in sexual quality of life scores 
before surgery and at three months, analyzing different 
demographic subgroups.

The mean preoperative best-corrected visual acuity 
(BCVA) was 0.53 ± 0.18 logMAR. This significantly 
improved to 0.14 ± 0.09 logMAR at the first postoperative 
month (p < 0.001), reflecting a substantial gain in visual 

function. This improvement may have contributed to 
better quality-of-life outcomes.

Overall, the mean SQOL-F score significantly increased 
from 51.6 ± 7.8 preoperatively to 64.5 ± 10.5 at 3 months 
postoperatively (p < 0.001).

Overall, postoperative SQOL-F scores demonstrated 
an increasing trend across most subgroups. In the age-
based analysis, patients older than 60 years showed a 
statistically significant improvement in sexual quality-
of-life scores, increasing from 58.7 ± 7.2 preoperatively 
to 76.9 ± 11.3 at 3 months postoperatively (p < 0.050). 
In contrast, patients younger than 60 years showed a 
non-significant increase from 44.8 ± 5.5 to 52.4 ± 6.4 (p 
> 0.050) .

Patients with primary or high school education had a 
significant increase in SQOL-F (60.3 ± 7.7 to 74.4 ± 9.8, p 
< 0.050). The increase for university-educated patients 
(53.4 ± 4.2 to 61.7 ± 5.8) was not significant (p > 0.050).

Regarding employment status, neither retired nor 
working patients demonstrated a statistically significant 
improvement in sexual quality of life. In retired patients, 
SQOL-F scores increased slightly from 46.9 ± 4.3 to 48.1 
± 7.4, while in working patients, scores increased from 
56.2 ± 6.1 to 65.5 ± 6.7; however, these changes did not 
reach statistical significance (p > 0.050 for both).

Analysis based on socioeconomic status revealed that 
patients with low and high economic levels experienced 

Table 1. Comparison of preoperative and postoperative 3rd-month SQOL-F scores according to demographic 
characteristics in female patients undergoing cataract surgery

Parameter Subgroup (n) Preoperative SQOL-F 
(Mean ± SD)

Postoperative 3rd Month 
SQOL-F (Mean ± SD) P value

Age
>60 years (n=33) 58.7 ± 7.2 76.9 ± 11.3 <0.050

<60 years (n=34) 44.8 ± 5.5 52.4 ± 6.4 >0.050

Education level
University (n=12) 53.4 ± 4.2 61.7 ± 5.8 >0.050

Primary–High school (n=55) 60.3 ± 7.7 74.4 ± 9.8 <0.050

Employment status
Employed (n=18) 56.2 ± 6.1 65.5 ± 6.7 >0.050

Retired (n=49) 46.9 ± 4.3 48.1 ± 7.4 >0.050

Economic status

Low (n=28) 52.7 ± 9.2 65.4 ± 11.8 <0.050

Middle (n=24) 50.3 ± 6.9 54.8 ± 6.3 >0.050

High (n=15) 48.2 ± 5.9 69.3 ± 9.4 <0.050
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significant improvements in SQOL-F scores (low: 52.7 ± 
9.2 to 65.4 ± 11.8; high: 48.2 ± 5.9 to 69.3 ± 9.4; both p < 
0.050). However, no statistically significant change was 
observed in patients with moderate economic status 
(50.3 ± 6.9 to 54.8 ± 6.3; p > 0.050).

These findings indicate that improvements in 
sexual quality of life following cataract surgery were 
more pronounced in older patients and in certain 
sociodemographic groups, particularly those with lower 
educational and economic status.

DISCUSSION
The present study demonstrates that cataract surgery 
is associated with improvements in sexual quality 
of life in women, particularly in domains related to 
emotional well-being, sexual self-esteem, and relational 
intimacy as assessed by the SQOL-F questionnaire. 
These improvements were more pronounced in older 
patients and certain sociodemographic subgroups, 
suggesting that baseline characteristics may influence 
postoperative outcomes.

Previous studies have shown that sexual quality of life 
is largely shaped by psychosocial factors, including 
emotional status, relationship dynamics, and overall life 
satisfaction, rather than purely physiological function 
(11). In this context, improvements in visual function 
may indirectly enhance sexual quality of life by positively 
affecting psychological and relational domains.

The greater improvement observed in patients aged 60 
years or older is consistent with prior research indicating 
that cataract surgery leads to significant gains in vision-
related quality of life, particularly in elderly populations 
(12,13). Furthermore, evidence from systematic reviews 
suggests that cataract surgery contributes not only to 
visual rehabilitation but also to improvements in overall 
well-being, mental health, and functional independence 
(4). Given the well-established association between 
visual impairment and depression, reduced autonomy, 
and impaired social functioning (6), restoration of vision 
may exert a more pronounced psychosocial impact in 
older individuals, thereby enhancing sexual quality of 
life.

Differences observed across educational and 
socioeconomic subgroups may reflect variations in 
baseline psychosocial status. Individuals with lower 

preoperative quality of life or limited psychosocial 
resources may experience greater relative 
improvements following visual rehabilitation, consistent 
with previous quality-of-life research demonstrating 
larger effect sizes in individuals with lower baseline 
functioning (14).

The strengths of this study include its prospective 
design, the use of a standardized surgical technique 
performed by a single experienced surgeon, and the 
application of a validated instrument (SQOL-F) to assess 
sexual quality of life.

Despite these strengths, several limitations should 
be acknowledged. The relatively small sample size 
may have limited the statistical power, particularly in 
subgroup analyses. In addition, the study’s inclusion of 
only female patients and the absence of a control group 
represent further limitations. As the follow-up period 
was limited to three months, the findings primarily 
reflect early postoperative outcomes. Further studies 
with larger sample sizes and longer follow-up durations 
are required to evaluate the long-term stability and 
progression of changes in sexual function.

Another important limitation of this study is the 
absence of a control group. Therefore, although 
significant improvements in sexual quality of life were 
observed following cataract surgery, these changes 
cannot be attributed solely to the surgical intervention. 
Other factors, including psychological adaptation, 
placebo effects, or unmeasured confounders 
(such as menopausal status, presence of a sexual 
partner, systemic diseases, and depression or overall 
psychological status), may have contributed to the 
observed outcomes. Further studies incorporating 
control groups and accounting for these variables 
are needed to better establish the causal relationship 
between cataract surgery and changes in sexual quality 
of life.

CONCLUSION
Cataract surgery not only improves functional vision 
but also substantially impacts overall quality of 
life by enhancing sexual quality of life through its 
psychosocial effects, particularly in the emotional, self-
perceptive, and relational domains. Further studies 
with larger sample sizes and longer follow-up periods 
are required to better understand the long-term effects 
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of this relationship and its variations across different 
subgroups.
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Abstract
Objective: The aim of this study was to investigate the relationships between physical activity types and intensity 
levels and the subdomains of sexual response during pregnancy.
Methods: Healthy pregnant women between 10 and 35 gestational weeks were included in the study. Participants’ 
descriptive characteristics and obstetric histories were recorded. Physical activity levels were assessed using 
the Pregnancy Physical Activity Questionnaire, and sexual responses were evaluated with the Pregnancy Sexual 
Response Inventory. Spearman correlation analysis was performed to examine relationships between numerical 
variables, and statistical significance was set at p < 0.05. 
Results: In the study, including a total of 139 pregnant women, positive correlations were observed between light- 
and moderate-intensity physical activity levels and various subdomains of sexual function (frequency, arousal, 
orgasm, satisfaction, etc.) (p < 0.05). In particular, sports/exercise activity levels were found to be associated with 
the greatest number of sexual function subdomains (p < 0.05). In contrast, no associations were identified between 
vigorous-intensity activity or household/caregiving activity levels and sexual response dimensions (p > 0.05). 
Conclusion: While light- to moderate-intensity activities and sports/exercise activities during pregnancy were 
associated with better sexual response, this was not the case for high-intensity activities or non-pleasurable 
household/caregiving tasks. Further studies are needed to elucidate the interaction between physical activity and 
sexual response during pregnancy. 
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INTRODUCTION
Pregnancy is a dynamic process in a woman’s life, 
involving numerous physical, physiological, and 
psychosocial changes. Hormonal fluctuations, increased 
cardiovascular load, metabolic adaptations, and weight 
gain during pregnancy affect the expectant mother’s 
physical capacity, body image, sleep quality, and energy 
levels (1,2). Moreover, psychological stress, altered 
body perception, decreased physical comfort, changes 
in the relationship with the partner, and beliefs about 
the potential negative consequences of sexual activity 
during pregnancy, as well as sociocultural factors, 
can influence sexual function dimensions in pregnant 
women, including sexual desire, frequency of sexual 
activity, arousal, satisfaction, and orgasm (3).

Sexual dysfunction in pregnant women has been 
reported to have a high global prevalence, reaching up 
to 70%. Considering that pregnancy is a natural process 
in a woman’s life, and that sexual dysfunction—an 
often neglected issue—significantly affects quality of 
life during this period, it is important to increase the 
evidence base regarding sexuality during pregnancy 
and to develop strategies for the prevention of these 
disorders (2,4). 

One of the important factors affecting sexual response 
is the level of physical activity. Physical activity is defined 
as any bodily movement produced by skeletal muscles 
that results in energy expenditure above resting levels. 
Regular physical activity is associated with numerous 
benefits, including a reduced risk of premature 
mortality, prevention of risks associated with various 
chronic diseases, alleviation of anxiety and depressive 
symptoms, and improvement of mental health (5).

Although studies investigating the effects of physical 
activity on sexual function in women are limited and 
inconsistent, some research has reported that higher 
levels of physical activity are associated with better 
sexual function in women (5). Exercise may enhance 
sexual function by promoting relaxation, reducing body 
fat percentage, increasing muscle mass, improving 
physical comfort, and enhancing self-confidence 
and body image (6,7). A systematic review and meta-
analysis conducted in 2025 demonstrated that sexual 
dysfunction is more prevalent among women with 
low or no physical activity compared to more active 
women (5). Various studies indicate that adequate 

levels of physical activity may play a significant role 
in the prevention of sexual dysfunction (6,7). In this 
context, multiple healthcare professionals may be 
involved in interventions related to sexual function; 
however, physiotherapists represent a professional 
group with overlapping expertise in pregnancy, sexual 
function, and physical activity. Therefore, the role of 
physiotherapists becomes increasingly important in the 
management of problems observed in this population.

Although the relationship between physical activity 
and sexuality has been examined in specific female 
populations, such as postmenopausal women, breast 
cancer survivors, and women with type 1 diabetes 
(6,8,9), to our knowledge, it has been addressed in only 
one study among pregnant women. In that study, the 
primary focus was not directly on physical activity and 
sexuality; rather, it aimed to compare sexual response 
in pregnant women with and without pelvic girdle 
pain and to examine whether sexual response was 
associated with physical activity levels (2). Therefore, 
the aim of the present study is to comprehensively 
examine sexual response during pregnancy and to 
investigate its relationship with physical activity levels. 

MATERIALS AND METHODS
This study was conducted on pregnant women referred 
for obstetric physiotherapy and rehabilitation to the 
Pelvic Health and Women’s Health Physiotherapy and 
Rehabilitation Unit at Hacettepe University Faculty 
of Physical Therapy and Rehabilitation. The study 
was carried out in accordance with the principles of 
the Declaration of Helsinki. The study protocol was 
reviewed and approved by the Non-Invasive Clinical 
Research Ethics Committee of Hacettepe University 
and was deemed ethically appropriate from a medical 
standpoint (Approval: GO 17/507-31, Date: 2017-07-04).

The inclusion criteria for the study were: age between 
20 and 45 years, gestational age between 10 and 35 
weeks, and no impediment to completing the study 
questionnaires. The exclusion criteria included pregnant 
women with conditions limiting or contraindicating 
physical activity, such as diabetes, hypertension, multiple 
pregnancy, heart disease, or chronic kidney disease, as 
well as conditions limiting or contraindicating sexual 
activity, including placenta previa, risk of preterm birth, 
cervical insufficiency, antepartum bleeding, premature 
rupture of membranes, and genital infections.
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Demographic, physical, obstetric, and medical 
information of the pregnant women was recorded. 
Physical activity levels were assessed using the Turkish 
version of the Pregnancy Physical Activity Questionnaire 
(PPAQ) (10), while sexual activity and sex-related 
problems were evaluated using the Turkish version of 
the Pregnancy Sexual Response Inventory (PSRI) (11).

The PPAQ determines the weekly physical activity level 
based on the time spent on a total of 32 activities. 
The questionnaire includes activity categories of 
household/caregiving activities (13 items), occupational 
activities (5 items), sports/exercise activities (8 items), 
transportation activities (3 items), and inactivity (3 
items). The PPAQ also calculates the MET value for 
each activity according to the time spent performing 
it. The intensity of each activity is classified as follows: 
sedentary (<1.5 MET), light (1.5–3.0 MET), moderate 
(3.0–6.0 MET), and vigorous (>6.0 MET). In this way, the 
average weekly energy expenditure in MET-hours/week 
is calculated for each activity level (12).

PSRI was developed to evaluate sexual activity during 
pregnancy and pregnancy-related sexual problems. 
The subheadings assessed by the PSRI include 
sociodemographic characteristics, perceptions of 
sexuality before and during pregnancy, and sexual 
behaviors. The questionnaire consists of a total of 38 
items. Questions related to sexuality and sexual activity 
are divided into nine domains, including frequency 
of sexual activity, sexual desire, sexual satisfaction in 
women/men, arousal, orgasm, dyspareunia, beginning 
of sexual intercourse, sexual difficulty in women, and 
the pregnant woman’s perception of her partner’s 
sexual response (sexual difficulty in men). For the 
total sexual function score, the PSRI is divided into 10 
domains, including 8 related to the woman’s feelings 
and 2 related to the pregnant woman’s perceptions of 
her partner. Scores range from 0 to 100, with higher 
scores indicating better sexual response (13).

We used the STROBE reporting guideline (14) to draft 
this manuscript, and the STROBE reporting checklist 
(15) when editing, included in supplement A.

Statistical Analysis
Statistical analyses were performed using IBM SPSS 
Statistics 27. The normality of numerical data was 
assessed both visually (histograms and probability 

plots) and analytically (Kolmogorov–Smirnov and 
Shapiro–Wilk tests). Descriptive numerical data were 
presented as means with standard deviations and 
minimum–maximum values. Relationships between 
variables were analyzed using Spearman’s correlation 
test. A p-value of <0.05 was considered statistically 
significant for all analyses. 

RESULTS
A total of 157 pregnant women were initially screened 
for the study, of whom 18 were excluded due to not 
meeting the inclusion criteria (insufficient literacy, n = 2; 
vaginal bleeding, n = 3; risk of miscarriage, n = 3; risk of 
preterm birth, n = 5; or unwillingness to participate, n = 
5). Consequently, 139 pregnant women were included 
in the study. A flow diagram of the study selection 
process is presented in Figure 1.

Figure 1. Flow Diagram of Study Participants

The participants had a mean age of 29.5 ± 4.8 years 
and a mean gestational age of 27.01 ± 6.21 weeks. 
Most participants were in their second or subsequent 
pregnancy (55.4%), while additional demographic and 
clinical characteristics are presented in Table 1. 

Table 1. Descriptive Characteristics of Pregnant Women

Parameters Participants (n=139)

Age (years) 29.5 ± 4.8 (20-40)

Body Weight (kg)
Height (m)
Body Mass Index (kg/m2)

75.2 ± 10.5 (45-110)
1.64 ± 0.06 (1.50-1.77)
26.95 ±4.56 (18.07-38.67)

Gestational Week 27.01 ± 6.21 (14-35)

Gravidity
First Pregnancy
Second and Subsequent 
Pregnancies

62 (44.6%)
77 (55.4%)

n: Number of participants, %: percentage. Data were presented 
as mean±standard deviation (minimum-maximum).

18 excluded
•	 insufficient literacy (n=2) 
•	 vaginal bleeding (n=3) 
•	 risk of miscarriage (n=3) 
•	 risk of preterm birth (n=5) 
•	 unwillingness to participate (n=5)

139 included in final analysis

157 screened
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No significant relationship was found between total 
physical activity, vigorous-intensity activity, and 
household/caregiving activity scores and sexual 
response scores (p>0.050). 

Sedentary activity scores were weakly and positively 
correlated with the male satisfaction subscale (p<0.050) 
(Table 2). 

Light-intensity activity scores showed weak-to-
moderate positive correlations with the frequency, 
arousal, orgasm, satisfaction, and male satisfaction 
subscales, as well as the total score (p<0.050) (Table 2).
Moderate-intensity activity scores showed weak 
positive correlations with the frequency, arousal, 
orgasm, female difficulty subscale scores, and the total 
score (p<0.050) (Table 2). 

Occupational activity scores showed weak-to-moderate 
positive correlations with the frequency, arousal, 
orgasm, satisfaction, female difficulty, and male 
satisfaction subscale scores, as well as the total score 
(p<0.050) (Table 2). 

Weak-to-moderate positive correlations were 
observed between sports/exercise activity scores and 
the frequency, desire, arousal, orgasm, satisfaction, 
intercourse initiation, female difficulty, and male 
satisfaction subscale scores, in addition to the total 
score (p<0.050) (Table 2). 

DISCUSSION
To our knowledge, this study is the first to examine 
the relationship between physical activity types and 
intensity levels and sexual response in pregnant women. 
The findings indicate that the association between 
physical activity and sexual response during pregnancy 
varies according to both the type and intensity of the 
activities. Total physical activity, vigorous-intensity 
activity, and household/caregiving activities were not 
found to be associated with sexual response. On the 
other hand, light- and moderate-intensity activities and 
occupational activities and sports/exercise activities 
demonstrated weak-to-moderate associations with 
various sexual response subdomains.  

Studies examining the effects of physical activity on 
female sexual function are limited and methodologically 
heterogeneous. Existing research has primarily 

focused on specific female populations, such as peri- 
and postmenopausal women, individuals with type 
1 diabetes, and breast cancer survivors (8,9). To our 
knowledge, only one study has addressed this topic 
during pregnancy, with a primary focus on pregnancy-
related pelvic girdle pain (2). In that study, sexual 
function was compared between pregnant women with 
and without pelvic girdle pain, and correlations between 
women’s physical activity levels and sexual function 
were also assessed, revealing significant positive 
associations similar to those observed in the present 
study. Furthermore, the study reported a marked 
decline in sexual function during pregnancy compared 
to the pre-pregnancy period, highlighting the impact of 
pregnancy on sexual health and the importance of not 
overlooking associated issues (2). In addition, several 
studies in non-pregnant populations have reported a 
positive association between higher levels of physical 
activity and sexual function (6,8,9).

In the present study, no significant associations were 
found between total physical activity, vigorous-intensity 
activity, or household/caregiving activity levels and 
sexual response subdomains. This suggests that, rather 
than the overall level of physical activity, the type and 
intensity of activity may be more influential on sexual 
function. The absence of an association between 
vigorous-intensity activity and sexual response may be 
explained by pregnant women rarely engaging in or 
avoiding vigorous activity due to fear, anxiety, or safety 
concerns (16). Additionally, the lack of association for 
household/caregiving activities may be attributed to 
their specific nature and the fact that a large proportion 
of the participants in the study were primiparous. 

A meta-analysis examining the prevalence of female 
sexual dysfunction according to physical activity levels 
reported a higher prevalence of sexual dysfunction 
among women with low physical activity levels or a 
sedentary lifestyle (5). The findings of the present 
study, in which low- and moderate-intensity physical 
activity was associated with various sexual response 
subdomains in pregnant women compared to sedentary 
activity, support this observation. 

In a retrospective cross-sectional study including 322 
pre- and postmenopausal women, it was reported that 
women with higher levels of physical activity had better 
sexual function compared to sedentary women, with 
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the differences being particularly pronounced in sexual 
desire, arousal, and lubrication. Interestingly, the 
‘highly active’ group with the highest levels of physical 
activity exhibited lower scores in certain psychosexual 
parameters. In this group, sexual satisfaction was 
reduced, and some psychopathological symptoms were 
more prevalent, with certain parameters even scoring 
lower than those in the sedentary group (6). Similarly, 
in the present study, no associations were observed 
between vigorous-intensity activity and sexual response 
subdomains. As previously noted, the avoidance or 
minimal engagement in vigorous physical activity by 
the pregnant population may be an important factor 
explaining this lack of association. 

Another key finding of the study is that sports/exercise 
activities were significantly associated with more sexual 
response subdomains than other activity types, while 
occupational activities were positively associated with 
several sexual response dimensions. This suggests 
that physical activity may be more effective in its 
sports or exercise component, but its benefits are 
not limited to these activities, as being active in daily 
life can also contribute positively to sexual health. On 
the other hand, no associations were found between 
household/caregiving activities and sexual response 
subdomains. This indicates that mandatory activities, 
such as household tasks, which may lack elements of 
enjoyment or pleasure, do not appear to have a positive 
impact on sexual function. 

The strength of this study lies in being the first to 
comprehensively and multidimensionally examine 
the relationship between physical activity and sexual 
response during pregnancy. In addition, the use of 
pregnancy-specific instruments rather than general 
scales to assess physical activity and sexual function 
represents another strength of the study. On the other 
hand, a major limitation is the cross-sectional and 
correlational design, which precludes causal inferences. 
Furthermore, the potential confounding effects of 
various factors that may influence sexual function, 
such as psychosocial factors, hormonal changes, and 
partner relationship dynamics, were not controlled, 
representing an additional limitation of the study.  

CONCLUSION
Based on the study findings, sexual response during 
pregnancy appears to vary according to the intensity 

and type of physical activity. Light- and moderate-
intensity activities, particularly those involving 
sports or exercise, may enhance sexual function in 
pregnant women, whereas high-intensity activities 
or physically demanding but non-pleasurable tasks, 
such as household chores, do not seem to contribute 
significantly to sexual function. High-quality, 
methodologically robust future research is needed 
to more clearly elucidate the relationship between 
physical activity and sexual function during pregnancy. 
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Abstract
Objective: Stigma remains a major barrier preventing LGBT+ individuals from accessing healthcare services. 
Many of these barriers arise from insufficient professional training and from persistent misconceptions that 
LGBT+ people seek care only for the treatment of sexually transmitted infections or for gender transition and 
reassignment procedures. This article explores healthcare discrimination experienced by LGBT+ populations in 
clinical settings and examines the role of arts-based mobilization strategies in improving healthcare provision in 
Brazil. 
Methods: A systematic review of empirical and literature-based studies published between 2020 and 2025 was 
conducted. Articles in Portuguese and English were retrieved from BVSalud, CINAHL, PsycINFO, PubMed, Scopus, 
Web of Science, CAPES, and SciELO, using the Boolean operators AND and OR and the following keywords: “arts-
based intervention,” “health disparities,” “health outcomes,” “knowledge mobilization,” “prejudice,” “sexism,” and 
“sexual and gender minorities.” 
Results: Knowledge mobilization through the arts remains an underexplored approach in the Brazilian context. 
The studies reviewed revealed that LGBT+ individuals face multiple barriers to healthcare access, frequently linked 
to prejudice, discrimination, and violence. Another recurring issue was the lack of professional preparedness, 
attributed to the absence of LGBT+ related content in academic training and to persistent gaps in continuing ed-
ucation across all levels of healthcare. Furthermore, the vulnerability of older LGBT+ individuals was highlighted. 
Conclusion: Overall, the findings depict a healthcare landscape marked by systemic inequalities, adverse effects 
on physical and mental health, limited technical and ethical readiness among professionals, and an urgent need 
for effective public policies and ongoing professional training to address these vulnerabilities.
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INTRODUCTION
Social stigma is defined as a condition in which an 
individual is denied full social acceptance (1,2). It is closely 
associated with the stress experienced by minority 
groups, including those related to sex and gender 
within the LGBT+ community(1). Stigma permeates 
multiple dimensions of LGBT+ individuals’ lives. It 
contributes to a higher prevalence of chronic illnesses, 
mental health disorders, psychoactive substance use, 
and economic instability (1,3). LGBT+ individuals are 
particularly vulnerable to diseases such as diabetes, 
cardiovascular conditions, and certain cancers, and 
they are frequently subjected to recurrent violence, 
discrimination, and social exclusion. In mental health, 
this translates into higher rates of depression, anxiety, 
substance abuse, and suicide (1,4). The consequences 
of stigma extend beyond psychological harm, affecting 
physical health and access to essential healthcare 
services. Approximately 24% of sexual and gender 
minority individuals report avoiding healthcare services 
or government resources due to fear of discrimination, 
an immediate consequence of stigma (1,5).

Miskolci and colleagues (6) highlight that stigma and 
discrimination by healthcare professionals, combined 
with a lack of specific training, limited access to care 
networks, deficiencies in the SUS information systems, 
and managerial priorities focused more on data 
collection than on meeting real needs, all reinforce 
these barriers. Furthermore, the often-idealized view 
of primary care rarely reflects the lived experiences of 
LGBT+ individuals. 

The social, economic, and emotional consequences 
of stigma include heightened vulnerability to 
unemployment and the deepening of social inequalities 
(1,7). Addressing these challenges requires that the 
specific needs of the LGBT+ population be incorporated 
into public policies and mental health strategies, 
ensuring their inclusion in psychological and psychiatric 
programs designed to mitigate symptoms such as 
anxiety and depression (1,5).

Family rejection and compromised mental health 
further contribute to risky behaviors, such as self-harm 
and substance abuse (1,8). Sexual and gender minorities 
exhibit significantly higher rates of suicidal behavior, 
from ideation to planning, alongside greater alcohol 
and tobacco use compared to the heteronormative 

population(9). These behaviors are often exacerbated 
by social isolation, family conflict, and the absence of 
supportive networks (1,9).

A persistent stereotype assumes that LGBT+ individuals 
seek healthcare primarily for the treatment of sexually 
transmitted infections or gender-affirming procedures 
(10,11). However, Caetano et al. (12) demonstrated that 
58.2% of LGBT+ participants reported having health 
insurance and accessing private services. Notably, 
58.7% avoided disclosing their sexual orientation or 
gender identity to professionals at Basic Health Units.

Another recurring challenge concerns the inadequacy of 
health information systems in addressing the needs of 
trans and non-binary individuals. For example, Miskolci 
et al. (6) describe barriers in conducting gynecological 
exams (e.g., Pap smears) for trans men and prostate 
exams for trans women, largely due to rigid systems that 
fail to recognize such demands. Moreover, the alleged 
lack of knowledge and need for training are often cited 
by professionals and managers as justifications for 
avoiding accountability in implementing public policies 
(6,13).

Caetano et al. (12) further demonstrate that access to 
primary healthcare services in Brazil is shaped by social 
determinants, including gender identity and sexual 
discrimination. Ensuring equitable care requires that 
LGBT+ individuals are made aware of their rights, that 
gender and sexual diversity guidelines are effectively 
enforced and monitored, and that healthcare 
professionals are adequately trained to provide non-
discriminatory services.

Findings underscore the urgency of continuous 
education for healthcare professionals, including 
those who identify as LGBT+, based on principles of 
humanization and free from biologicist frameworks 
that pathologize gender identities, such as in the case 
of HIV, thereby perpetuating stigma and negatively 
affecting mental health(10). The lack of LGBT+ specific 
content in healthcare training curricula compounds this 
issue (14).

The health needs of LGBT+ populations have become 
a structural concern, particularly in the field of public 
health policy. These needs challenge SUS and its 
care networks, requiring the attentive engagement 
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of science, professionals, and policymakers in both 
theory and practice (15). Reducing stigma and its 
consequences requires actions that actively denounce 
discrimination by public institutions, especially those in 
the health sector, while guaranteeing equal access to 
essential resources (1,5).

A promising approach lies in artistic interventions 
as tools for knowledge mobilization and perspective 
shifts. Hyde and O’Keefe-McCarthy (16) demonstrate 
that arts-based methods, when employed in patient 
and caregiver engagement processes, decentralize 
researcher power, minimize tokenism, and enhance 
the expression of lived experiences that are often 
difficult to articulate, such as emotions, feelings, and 
relationships. In this context, arts-based methods (ABM) 
can be understood as an approach that intentionally 
employs diverse artistic expressions to translate, 
circulate, and activate knowledge generated through 
research, thereby supporting the implementation of 
evidence-based practices. This approach is grounded 
in the understanding that knowledge is socially 
situated and constructed within specific contexts, and 
that engagement with art facilitates critical reflection, 
meaningful participation, and recognition of individuals’ 
lived experiences. Consequently, ABM foster creative, 
collaborative, and dialogical learning environments 
that enhance knowledge mobilization and shared 
understanding (16,17).

Art-based interventions include practices such as visual 
arts, theater, dance, music, and expressive writing, all 
of which contribute to positive health outcomes and 
well-being. According to Fancourt and Finn (17), these 
practices promote health, prevent mental illness and 
physical decline, support patients with chronic and 
neurological conditions, and provide care in palliative 
and end-of-life contexts. For example, concrete poetry 
enables metaphorical meanings to be conveyed through 
form, allowing readers to grasp concepts visually 
(18). The adoption of ABM has expanded in countries 
with research funding that supports this approach, 
promoting a shift from biomedical paradigms to person-
centered care (16). Recent studies confirm that ABM 
not only deepens understanding of stigmatized issues 
but also serve as effective tools for engaging vulnerable 
populations, fostering co-construction of knowledge, 
and encouraging inclusive public policies (19).

Access to healthcare services remains one of the most 
challenging for the LGBT+ population. These challenges 
intersect with broader discussions on human rights for 
populations not yet fully recognized by health policies. 
Recognizing LGBT+ needs requires expanding societal 
perspectives, acknowledging that visible diversity 
represents only the surface of numerous identities that 
remain “submerged” in the public sphere(6).

In this context, knowledge mobilization through artistic 
interventions emerges as a valuable ally in promoting 
structural change and advancing public health policies. 
Accordingly, this study poses the following research 
question: “What are the intersections between 
healthcare discrimination and arts-based mobilization 
in shaping health promotion for LGBT+ individuals?” 
To address this question, this review explores the 
discrimination experienced by LGBT+ individuals in 
healthcare settings and examines the potential of arts-
based mobilization strategies to improve healthcare 
provision in Brazil.

MATERIALS AND METHODS
A systematic review requires a structured and 
comprehensive plan with predefined research 
strategies designed to minimize bias through the 
identification, evaluation, and synthesis of relevant 
studies on the topic under investigation (20). In this 
study, the review was conducted in accordance with 
the PRISMA guidelines (Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses) proposed by 
Moher, Liberati, Tetzlaff, and Altman (21). The review 
protocol was registered in PROSPERO under registration 
number CRD42025641674.

The selected material consisted of empirical studies 
employing qualitative, quantitative, or mixed-method 
designs, as well as literature reviews addressing the 
use of arts-based interventions to mobilize healthcare 
professionals’ knowledge regarding LGBT+ healthcare. 
The inclusion criteria were as follows: 1) articles 
published between 2020 and 2025; 2) peer-reviewed 
and indexed journals; 3) available in full text; 4) written 
in Portuguese or English; and 5) classified as open 
access by their publishers. The primary outcome 
assessed was the identification of indicators examining 
the impact of healthcare discrimination against LGBT+ 
individuals and the potential of arts-based strategies 
for knowledge mobilization. 
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Exclusion criteria included duplicate records across 
databases, commentaries, editorials, theoretical 
essays, and studies that addressed discrimination in 
healthcare but did not focus on LGBT+ populations or 
the use of arts-based interventions.

The databases searched included BVSalud, CINAHL, 
PsycINFO, PubMed, Scopus, Web of Science, and the 
virtual libraries CAPES and SciELO (Scientific Electronic 
Library Online). These sources were selected due to 
their multidisciplinary coverage, inclusion of Brazilian 
publications, methodological relevance, and alignment 
with the scope of this review. Searches were conducted 
using Medical Subject Headings (MeSH) from the U.S. 
National Library of Medicine and Health Sciences 
Descriptors (DeCS) to identify appropriate terms in both 
English and Portuguese. The Boolean operators AND and 
OR were applied to combine the following descriptors: 
“arts-based intervention,” “health disparities,” “health 
outcomes,” “knowledge mobilization,” “prejudice,” 
“sexism,” and “sexual and gender minorities.” The full 
search strategy is outlined in Appendix A. 

RESULTS 
The initial database search retrieved a total of 17.413 
records, distributed as follows: SciELO (n=13), BVSalud 

(n=729), Scopus (n=799), PuBMed (n=8.688), CINAHL 
(n=5.347), PsycINFO (n=144), Web of Science (n=1.652), 
and CAPES (n=41). After applying the inclusion criteria, 
12.756 publications were excluded for reasons such as 
being letters to the editor or opinion pieces, duplicates, 
lack of focus on the target population, or language 
incompatibility. Subsequently, 4.657 titles and abstracts 
were screened for relevance. Of these, 4.552 articles 
were excluded because their title and abstract did not 
address the subject of the study.

Of the remaining records (n=105), full-text articles were 
retrieved and assessed in detail. Following this process, 
an additional 77 studies were excluded, primarily due to 
the absence of descriptions of arts-based interventions 
aimed at improving LGBT+ healthcare. 

In total, 28 studies met the inclusion criteria and were 
incorporated into the qualitative synthesis. These 
studies were analyzed to summarize and map the 
current evidence on the use of arts-based interventions 
to enhance healthcare for LGBT+ populations. Figure 1 
illustrates the PRISMA flow diagram detailing the study 
selection process. Table 1 provides a summary of the 
included studies, outlining the author(s), year, study 
objectives, sample characteristics, and main findings.

Identification of studies from databses and records
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Table 1. Summary of the included studies, outlining the author(s), year, study objectives, sample characteristics, 
and main findings.

Author / Year Objective Sample Characteristics Main Findings

Almeida et al., 
(22) 2024

To analyze the main 
psychiatric comorbidities 
affecting LGBTQIA+ 
populations.

Integrative review of 11 articles 
(six reviews, one clinical trial, 
two qualitative studies, and two 
quantitative studies).

Depression, anxiety, and suicidal ideation 
were the most prevalent comorbidities, 
followed by drug abuse, stress, and 
self-harm. Limited healthcare access 
exacerbated mental health issues.

Barchin et al., 
(23) 2021

To evaluate undergraduate 
students’ perceptions of 
LGBT+ health content 
during professional 
training.

335 undergraduate students 
in nursing, nutrition, medicine, 
physiotherapy, biomedicine, 
and pharmacy at a higher 
education institution in São 
Paulo (survey conducted online, 
Feb–Apr 2019).

48.36% did not feel prepared to 
provide comprehensive care for LGBTI+ 
populations; 82.39% reported that the 
National Policy for Comprehensive LGBT 
Health (PNSILGBT) was not covered during 
training. Students perceived insufficient 
coverage of LGBT+ health issues in their 
curricula.

Batista et al., 
(24) 2024

To analyze the association 
between internalized 
homophobia and 
depression among 
homosexual and bisexual 
individuals in Brazil.

926 participants from an online 
LGBT+ health survey conducted 
between August and November 
2020.

Internalized homophobia was positively 
associated with depression only among 
homosexual participants. The overall 
prevalence of depression was 23.7%.

Cardoso, Paim, 
Catelan, & 
Liebross (25) 
2023

To propose a schema 
therapy intervention 
for sexual and gender 
minorities (SGM), 
addressing sociocultural 
aspects to promote 
healthy functioning and 
counter internalized 
oppression.

Theoretical study without 
participants, focused on SGM 
populations.

The article proposed a schema therapy 
model tailored to minority stress 
and the “internal critic/sociocultural 
oppressor” schema mode. It emphasized 
strengthening individuals’ healthy schema 
modes and promoting interventions that 
extend beyond clinical settings to drive 
positive social change. Common adverse 
experiences (abandonment, shame, 
emotional deprivation, inhibition, social 
isolation, approval-seeking, vulnerability, 
and punishment) were found to 
activate maladaptive schemas. Therapy 
should focus on limited reparenting, 
strengthening the healthy mode, and 
confronting the internal critic.

Domene et al., 
(26) 2024

To present the state of the 
art regarding cisgender 
same-sex parenting within 
public health.

Scoping review of 31 studies 
(empirical research, opinion 
papers, dossiers, essays, and 
reviews).

Discussions on same-sex parenting 
emphasized barriers—including legal, 
ethical, technical, financial, and prejudice-
related—over facilitators such as 
acceptance, availability of reproductive 
methods, and professional training.

Ferreira, 
Batista, & 
Bouillet, (27) 
2024

To categorize barriers 
faced by LGBTQIA+ 
populations in accessing 
Primary Healthcare (PHC).

Integrative review of 14 
scientific articles.

Barriers were classified as (1) physical/
organizational (e.g., lack of gender-neutral 
bathrooms), (2) social (prejudice), and (3) 
professional (lack of adequate training).

Figueiredo, 
Rezende, & 
Moura, (28) 
2023

To examine the 
relationship between 
sexual prejudice and 
attitudes toward gay 
and lesbian individuals, 
assessing whether 
prejudice predicts such 
attitudes.

430 university students (mean 
age = 23.5 years; 72.5% women) 
from a public institution in João 
Pessoa, Paraíba. Instruments: 
Sexual Prejudice Scale and 
Attitudes Toward Gays and 
Lesbians Scale.

Sexual prejudice positively predicted 
pathologization, rejection of closeness, 
and heterosexism, while negatively 
predicting support for homosexuals. 
Prejudice was identified as a key 
explanatory mechanism for discriminatory 
attitudes.

https://doi.org/10.33719/sexscij.2604.27


38

Int J Sex Sci. 2(1):33-48. doi: 10.33719/sexscij.2604.27 Dullius WR, et al.

Guimarães et 
al., (29) 2024

To highlight the challenges 
faced by LGBTQIAP+ 
patients in dental care 
and strategies for 
improvement.

Integrative review of six 
scientific articles.

Oral health professionals often perceived 
their workplaces as welcoming; however, 
LGBTQIAP+ patients reported discomfort 
in environments that were not actively 
inclusive.

Guimarães, 
Lorenzo, & 
Mendonça, 
(30) 2021

 To investigate stigmatizing 
discourses among 
physicians and nurses 
in primary care units in 
Brazil.

Physicians and nurses from 
32 primary care units in the 
Midwest and Northeast regions 
of Brazil; qualitative discourse 
analysis.

 LGBT identities were associated with 
risk groups, mental disorders, and 
condemnable behaviors in professionals’ 
perceptions. Findings highlight the need 
for innovative training to challenge stigma 
within healthcare education.

Leite et al. (31) 
(2021)

To investigate the 
association between 
gender-based 
discrimination (GBD), 
medical consultations, and 
HIV testing among trans 
women in three major 
capitals of northeastern 
Brazil.

Cross-sectional study with 864 
trans women recruited through 
respondent-driven sampling 
(RDS) in Salvador (n = 166), 
Recife (n = 350), and Fortaleza 
(n = 348) in 2017. Eligible 
participants identified as trans 
women, travestis, or another 
gender identity different from 
the male sex assigned at birth, 
were aged 18 or older, lived/
studied/worked in the study 
cities, had at least one sexual 
partner in the previous 12 
months, and provided informed 
consent. Most reported having 
experienced gender-based 
discrimination at some point in 
life (87.3%).

Among participants, 67.0% had medical 
consultations and 45.8% underwent HIV 
testing in the last 12 months. Multivariate 
analysis showed that GBD was associated 
with reduced odds of medical consultation 
(OR = 0.29; 95% CI: 0.14–0.63) and HIV 
testing (OR = 0.41; 95% CI: 0.22–0.78). GBD 
reduced the likelihood of consultations by 
71% and HIV testing by 59%, confirming 
its predictive role in limiting access 
to healthcare and HIV prevention 
technologies for trans women.

Lima & Silva
Júnior (32) 
2024

To characterize 
interpersonal and self-
inflicted violence against 
LGBTIA+ individuals in 
Belém (PA) between 2009 
and 2022.

457 cases of violence were 
reported in the National System 
for Notifiable Diseases (SINAN).

Psychological/moral violence was most 
prevalent, occurring mainly in domestic 
settings and typically perpetrated by 
partners. Most victims were adults, mixed-
race, and homosexual.

Macedo et al., 
(33) 2022

To describe health 
strategies and 
actions aimed at 
LGBT+ populations, 
with emphasis on 
multidisciplinary 
approaches.

33 undergraduate students 
from nursing, psychology, 
nutrition, and physiotherapy 
programs at a higher education 
institution in Mogi das Cruzes, 
São Paulo.

Most students were unfamiliar with public 
health policies for LGBT+ populations. The 
main obstacles to humanized care were 
prejudice and lack of knowledge.

Mendonça & 
Barros, (30) 
2022

To identify barriers faced 
by older LGBTQIAPN+ 
individuals in accessing 
healthcare.

Integrative review of six studies 
(four cross-sectional and two 
qualitative), including 1,405 
participants aged 55 years or 
older.

The main barriers included 
heteronormativity in healthcare services, 
fear of discrimination, unprepared 
professionals, and lack of specialized 
services.

Moura et al., 
(34) 2023

To identify vulnerabilities 
in LGBT+ health within 
healthcare services.

Integrative review of six articles 
published between 2017 and 
2022.

Identified vulnerabilities included 
gender- and social-based inequalities, 
difficulties in STI prevention, prejudice, 
domestic violence, and lack of professional 
preparedness.

Oliveira et al., 
(35) 2022

To conduct a psychosocial 
analysis of violence against 
LGBT+ populations.

Literature review of articles, 
books, and reports.

Violence (physical, sexual, and 
psychological) and prejudice negatively 
affected LGBT+ physical and mental 
health, contributing to depression, anxiety, 
and suicidal ideation.
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Oliveira et al., 
(36) 2023

To map programmatic 
vulnerability among older 
LGBTQIA+ individuals.

Scoping review of 18 articles, 
analyzed qualitatively.

Older LGBTQIA+ individuals experience 
programmatic vulnerability in healthcare 
services and LTCIs, primarily due to stigma 
and prejudice from professionals.

Oliveira, 
Sousa, & 
Torres, (37) 
2024

To analyze the 
sociodemographic 
characteristics of sexual 
and gender minorities 
living with children and 
their association with 
healthcare.

958 participants from an online 
LGBT+ health survey conducted 
in Brazil in 2020.

The prevalence of living with children was 
5.3%, higher among cisgender women 
and Black/brown participants. Frequent 
cohabitation with children was associated 
with receiving lower-quality healthcare.

Oliveira, 
Teixeira, & 
Costa, (38) 
2023

To report the experience 
of a health group for 
LGBTQIA+ individuals in 
a primary care unit in 
northern Rio de Janeiro.

Group composed mainly 
of trans men, coordinated 
by female physicians and a 
community health agent.

The group increased discussions on sexual 
and gender diversity in the unit. The 
participation of a community health agent 
was crucial for conflict mediation and 
group sustainability.

Reis & 
Carvalho, (39) 
2023

To analyze key issues in 
healthcare delivery to 
LGBTI+ populations in 
Brazilian PHC.

Integrative review of 16 
publications (15 articles and 
one thesis) from 2012 to 2022, 
sourced from BVS and SciELO.

Moral and religious values influenced 
prejudice. Healthcare professionals, 
shaped by cultural and family teachings, 
contributed to the exclusion of LGBTI+ 
populations from SUS services.

Rufino, 
Carvalho Filho, 
& Madeiro, 
(40) 2022

To describe the 
experiences of violence 
against lesbian and 
bisexual women in Brazil.

437 cisgender women from 
all Brazilian regions; most 
were aged 20–29 (54.2%), 
white (59.5%), and with higher 
education (77.6%). 57.9% 
identified as lesbian and 37.2% 
as bisexual.

65% reported experiencing violence, 
predominantly psychological (39.8%), 
occurring mainly in public spaces (63%), 
perpetrated mostly by men (73.2%) and 
strangers (66.2%), and often repeated 
(82%). Lesbian women were more likely 
than bisexual women to experience 
repeated violence and public harassment. 
Narratives included intimidation, assault, 
sexual violence, insults, and denial of 
services in restaurants and bars. Such 
lesbophobic and biphobic events had 
severe repercussions, especially on mental 
health.

Santana et al., 
(41) 2020

To analyze barriers to 
healthcare access for 
LGBT+ individuals.

Integrative review of 10 
scientific articles.

Access was hindered by stigma, prejudice, 
exclusion, and indifference. Despite 
existing public policies, professional 
unpreparedness and patients’ fear of 
disclosing their identities remained 
significant barriers.

Santos et al., 
(42) 2024

To analyze LGBT+ access 
to Primary Healthcare 
(PHC) in Senhor do Bonfim, 
Bahia.

Ten LGBT+ individuals enrolled 
in municipal PHC services were 
interviewed through semi-
structured methods.

Weaknesses in LGBT+ reception were 
identified, including reports of unqualified 
professionals, prejudice, discrimination, 
and stigma.

Santos Junior 
& Oliveira, (43) 
2024

To analyze the weaknesses 
and strengths of PHC 
professionals in providing 
care to LGBTQIA+ users.

Integrative literature review 
(LILACS, BVS, SciELO) using 
descriptors: Reception, LGBT/
LGBTQIA+ individuals, Primary/
Basic Care.

Barriers included prejudiced and 
stigmatizing discourses, a lack of holistic 
care (overemphasis on STIs), and 
unqualified reception, which hindered 
access. Findings underscore the need for 
culturally sensitive professional training.

Santos, 
Vasconcellos, 
& Pereira (44) 
2023

To examine the 
interactions between 
SUS professionals and 
LGBTQIA+ individuals in 
hospital care.

Semi-structured interviews 
and field observations with 
five healthcare professionals 
(nurses and technicians) in a 
hospital in Rio de Janeiro.

LGBTQIA+ individuals experienced 
prejudice in hospital settings, resulting 
from both insufficient professional 
training and the social biases of healthcare 
providers.
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As shown in Table 1, the studies were published 
between 2020 and 2024, with a predominance of 
publications in 2023 and 2024. This trend reflects 
growing academic interest in LGBT+ health issues 
within the Brazilian context. Study objectives ranged 
from investigating barriers to healthcare access, 
analyzing the impacts of LGBTphobia, and assessing 
healthcare professional training, to proposing 
clinical and educational interventions. Study samples 
included LGBT+ individuals, healthcare professionals, 
and students, and the methodological approaches 
encompassed qualitative, quantitative, and literature 
review designs.

The included studies addressed multiple dimensions 
related to LGBT+ health. For analytical clarity, the findings 
were organized into thematic categories: (1) Prejudice, 
Stigma, and Discrimination in Healthcare Access and 
Provision, (2) Mental Health and Homophobia, (3) 
Professional Training and Capacity-Building, and (4) 
Physical, Psychological, and Institutional Violence.

Prejudice, Stigma, and Discrimination in Healthcare 
Access and Provision
The evidence indicates that LGBT+ individuals face 
persistent barriers in accessing healthcare services, 
often related to institutional and interpersonal 
discrimination. Prejudice manifested in inappropriate 
conduct by professionals, lack of recognition of 
gender identity, and inadequate care environments, 
compromising the quality and continuity of care. These 
barriers contribute to inequalities in service availability 
and reinforce mistrust toward healthcare institutions.

Mental Health and Homophobia
Several studies highlighted the negative effects of 
discrimination on mental health outcomes among 
LGBT+ individuals. Internalized homophobia emerged 
as a recurring factor, strongly associated with higher 
rates of depression and psychological distress. These 
findings emphasize the cumulative impact of stigma 
and social exclusion on both emotional well-being and 
health-seeking behaviors.

Senne et al., 
(45) 2023

To evaluate the quality of 
Primary Healthcare (PHC) 
as perceived by sexual 
and gender minorities 
(LGBTQIAP+).

314 LGBTQIAP+ individuals in 
Brazil (predominantly young, 
white, cisgender, homo/
bisexual). Online cross-sectional 
descriptive-analytical survey 
using the reduced PCATool.

Frequent conditions included alcohol/
drug use, weight changes, and mental 
illness. PHC was generally rated as low 
quality, with weaknesses in community 
orientation, coordination, family-
centeredness, accessibility, and continuity 
of care.

Torelli, Bessa, 
& Graeff, (46) 
2023

To investigate, describe, 
and analyze the scientific 
literature on prejudice 
against older LGBTQIA+ 
individuals in Long-Term 
Care Institutions for the 
Elderly (LTCIs).

Scoping review of 31 studies 
(qualitative, quantitative, 
bibliographic, documentary, 
and reviews) published 
between 2006 and 2021.

Lack of staff preparation and a history of 
prejudice foster fear of institutionalization 
among older LGBTQIA+ individuals. Staff 
training was identified as essential.

Torres, 
Gonçalves, 
Pinho, & 
Souza, (47) 
2021

To characterize the LGBT+ 
population during the 
COVID-19 pandemic and 
assess its impacts.

976 LGBT+ individuals 
(≥18 years) in Brazil; online 
cross-sectional study with 
convenience sampling.

Most participants resided in the Southeast 
(80.2%); the mean age was 31.3 years. 
4.8% tested positive for COVID-19. High 
levels of weekly discrimination (36%) 
and depression (24.8%) were reported. 
Mental health concerns and homophobia 
persisted, highlighting the continued need 
for professional training.

Vasconcelos et 
al., (48) 2023

To analyze the association 
between self-identified 
sexual orientation and 
violence in the Brazilian 
population.

Data from the 2019 National 
Health Survey (PNS), with 
88,531 individuals aged 18 
years or older.

LGBT+ individuals were more than 
twice as likely to experience violence 
(psychological, physical, or sexual) 
compared to heterosexual individuals.
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Professional Training and Capacity-Building
A consistent theme across the studies was the 
insufficient preparation of healthcare professionals to 
address the specific needs of LGBT+ populations. This 
gap was attributed to the absence of LGBT+ health 
content in undergraduate curricula and to shortcomings 
in continuing education policies across different levels 
of care. As a result, professionals often lack technical 
and ethical competencies to provide inclusive and 
humanized care. The findings reinforce the need for 
ongoing professional education, the promotion of 
humanized care practices, and the development of 
specific public policies targeting LGBT+ health. The 
studies advocate for structural interventions aimed at 
reducing institutional violence and ensuring equitable 
access to healthcare services, highlighting the urgency 
of coordinated actions within the healthcare system.

Physical, Psychological, and Institutional Violence
Finally, the studies also emphasized heightened 
vulnerability among specific subgroups, particularly 
older LGBT+ individuals. Intersecting factors such as 
gender, race, age, and social class were identified 
as elements that exacerbate exposure to violence, 
discrimination, and barriers to care. These intersecting 
vulnerabilities directly influence health outcomes and 
access to services.

As proposed in one of the objectives of this review, 
exploring arts-based mobilization as a strategy to 
engage healthcare professionals in Brazil, it was 
observed that none of the included studies employed 
this type of intervention. This finding highlights an 
important gap in the literature regarding the use of arts-
based approaches in the Brazilian healthcare context, 
suggesting an underexplored field with significant 
potential for future research and for the development 
of innovative practices in health education.

The present article aimed to explore the experiences 
of discrimination faced by LGBT+ individuals in 
healthcare contexts and to analyze the impact of arts-
based strategies in mobilizing healthcare professionals’ 
knowledge regarding this population. The use of 
artistic expressions as tools for awareness-raising 
and professional training in healthcare, specifically 
addressing LGBT+ populations, remains largely 
underexplored in the Brazilian context, with no studies 
on the subject identified in the databases consulted.

The study conducted by Dullius et al. (49) introduces an 
innovative approach by employing poems and paintings 
to convey LGBT+ perspectives on healthcare. However, 
the study does not address the direct applicability of 
these materials among healthcare professionals. In 
this study, arts‑based knowledge mobilization through 
art, poetry, and education demonstrated significant 
potential to foster understanding of LGBT+ experiences 
and to challenge barriers within the healthcare system. 
However, the limited number of published studies 
in this area represents a notable limitation of this 
review, restricting a broader assessment of the impact 
of arts-base approaches. The barriers and forms of 
discrimination experienced by LGBT+ individuals are 
diverse and, for analytical purposes, were organized 
into four main categories.

Prejudice, Stigma, and Discrimination in Healthcare 
Access and Provision
The findings of this review demonstrate that 
discrimination is a determining factor in restricting 
LGBT+ populations’ access to healthcare services, 
directly affecting the quality of care received. Studies 
such as those by Leite et al. (31) and Caetano et al. (12) 
show that gender- and sexuality-based discrimination 
is associated with lower rates of medical consultations 
and STI testing, as well as functioning as a predictive 
variable for the exclusion of trans women from 
healthcare services and HIV prevention strategies.

These barriers manifest in multiple dimensions, including 
social stigma, moral and religious factors, exclusion, 
indifference, social and gender vulnerabilities, domestic 
violence, inadequate professional training, institutional 
heteronormativity, lack of specialized services, and the 
recurrent fear of discrimination (27,30,34,42). Such 
factors contribute to the disengagement of LGBT+ 
populations from healthcare services, as noted by Reis 
and Carvalho (39), and underscore the urgent need for 
structural transformation in care models.

Furthermore, insufficient professional training and the 
absence of curricular content on sexual and gender 
diversity perpetuate discriminatory practices and limit 
the provision of humanized care (14,44). For example, 
reproductive care for same-sex couples continues 
to face significant barriers—even in contexts with 
welcoming attitudes and available methods—due to 
the lack of adequate professional training (26).
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The invisibility of specific groups, such as older LGBT+ 
individuals, also emerges as a critical gap. Espínola et 
al.(50) highlight the “double invisibility” faced by this 
group, characterized by the absence of social and family 
support, psychological distress, and generic healthcare 
practices that overlook their specific needs. This reality 
underscores the importance of an intersectional 
approach that considers the multiple social markers 
shaping experiences of discrimination and exclusion 
(51).

In light of this scenario, it becomes evident that the 
full implementation of Brazil’s National Policy for 
Comprehensive LGBT Health (52) is essential, with 
measures aimed at promoting equity, humanization, 
and recognition of the specific healthcare needs of 
LGBT+ populations. The inclusion of diversity-related 
content in undergraduate curricula and continuing 
professional education is a fundamental strategy to 
foster more inclusive practices and to dismantle the 
stigma that continues to permeate healthcare services 
in Brazil.

Professional Training and Capacity-Building
The gap in the training of healthcare students regarding 
the needs of LGBT+ populations is a recurring and 
concerning issue. Macedo et al. (33) found that most 
students are unaware of public health policies directed 
at this population, with prejudice and lack of knowledge 
being the main obstacles to adequate preparation. This 
lack of training compromises the quality of care and 
perpetuates discriminatory practices within healthcare 
services.

The need to strengthen social support networks is 
evident, particularly through the creation of welcoming 
care spaces and the training of professionals to address 
the specific health needs of older gay men. Bessa 
and colleagues (46) highlight the importance of safe 
intergenerational environments that promote mutual 
support, expand the perception of citizenship, and help 
prevent social isolation in old age.

Perceptions of unpreparedness are also reflected in 
the findings of Barchin et al. (23), whose study with 
healthcare students revealed that 48.36% did not feel 
prepared to provide comprehensive care for LGBT+ 
individuals, and 82.39% reported that the National Policy 
for Comprehensive LGBT Health was not addressed in 

their academic training. This gap extends to practicing 
professionals as well. For example, Guimarães et al. 
(29) identified a discrepancy between oral healthcare 
professionals’ perception of the inclusivity of their 
practice and LGBT+ patients’ lived experiences, 
with patients frequently reporting discomfort in 
environments that are not actively inclusive.

Negative perceptions of aging, combined with 
institutional hostility, unethical conduct, and the 
absence of specific competencies for LGBT+ care 
among healthcare professionals, reinforce the urgency 
of mandatory training in cultural competence. Such 
measures are essential for mitigating systemic 
discrimination in healthcare services (53).

In the context of primary care, which serves as the 
main entry point into the health system, significant 
shortcomings persist. Prejudiced discourses, a narrow 
focus on STIs, and unqualified care provision are 
recurrent barriers. However, this setting also offers 
opportunities for developing more humanized and 
inclusive practices(43). Strategies such as establishing 
clinical case discussion groups within health units may 
contribute to improving care quality and mediating 
conflicts (38).

Finally, the expansion of national research on LGBT+ 
health in the context of continuing education is 
essential for developing effective training programs 
for healthcare professionals. Educational interventions 
have the potential to foster significant improvements 
in clinical practice, ensuring equitable, stigma-free care 
and greater healthcare access for LGBT+ individuals 
(53).

Mental Health and Homophobia
The mental health of LGBT+ populations is profoundly 
impacted by experiences of prejudice, discrimination, 
and social exclusion, occurring both in family and 
institutional environments. Recent studies indicate 
that depression, anxiety, suicidal ideation, substance 
abuse, chronic stress, and self-harming behaviors are 
significantly more prevalent among LGBT+ individuals 
(22). These conditions are exacerbated by the lack of 
qualified access to healthcare services, revealing a 
critical gap in the psychosocial support available to this 
population.
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Internalized homophobia, for example, has been 
associated with depressive symptoms in a study 
conducted by Batista et al. (24), demonstrating how 
social prejudice can be subjectively incorporated, 
generating psychological suffering. This suffering 
is further aggravated by inadequate societal and 
healthcare responses, which often fail to recognize or 
address the specificities of LGBT+ mental health (47).

Family support also emerges as a determining factor in 
the mental health of LGBT+ individuals. Cohn-Schwartz 
et al. (54) found that relationships with biological family 
members tend to be more restricted and unstable, 
whereas bonds established with friends and partners, 
the so-called “chosen family”, offer greater acceptance 
and support. Coexistence with these chosen families 
is associated with improved mental health indicators, 
contrasting with the negative effects observed in family 
contexts marked by rejection.

Bessa and colleagues (46) reinforce this perspective, 
showing that older gay men report receiving more 
support from friends and partners than from biological 
relatives. Participants emphasized the impact of 
historical context and intersectionality, noting that 
minority stress is a direct consequence of lifelong 
stigmatization, influenced by families, communities, 
and society at large.

These findings underscore the urgent need to train 
healthcare professionals to address the specific 
mental health demands of LGBT+ populations. The 
absence of cultural and ethical competencies within 
healthcare services contributes to the perpetuation of 
institutional hostility and neglect (53). As a therapeutic 
alternative, Cardoso et al. (25) suggest schema therapy 
as an effective approach to fostering healthier coping 
strategies and promoting positive interventions in 
LGBT+ mental healthcare.

In primary care, the cornerstone of the health system, 
serious weaknesses remain evident. Unqualified care, 
a narrow focus on STIs, and prejudiced discourses still 
predominate, although there is also potential for more 
humanized and inclusive practices (43). Strategies such 
as clinical case discussion groups within health units 
may contribute to improved care provision and conflict 
mediation (38).

Finally, expanding national research on LGBT+ mental 
health in the context of continuing education is 
crucial for developing effective training programs for 
healthcare professionals. Educational interventions 
are fundamental to ensuring equitable, stigma-free 
care and improved access to mental health services for 
LGBT+ populations (53).

Physical, Psychological, and Institutional Violence
Despite advances in public policy and the growing 
visibility of LGBT+ demands, healthcare environments 
remain marked by structural and symbolic barriers that 
perpetuate various forms of violence. Vasconcelos et 
al. (48) demonstrate that LGBT+ individuals are more 
than twice as likely to experience violence of any kind, 
with psychological or moral violence being the most 
prevalent, often occurring in domestic settings and 
frequently perpetrated by spouses (32).

The situation worsens in the context of aging. Older 
LGBT+ individuals face programmatic vulnerability within 
healthcare services and long-term care institutions, 
where stigma and prejudice remain pervasive(38). 
Many elderly individuals, fearing discrimination, choose 
to conceal their sexual orientation or gender identity 
as a strategy to access care without facing violence or 
stigma (55). While understandable, this concealment 
contributes to the silencing of identities and the 
intensification of psychological suffering.

Violence against lesbian and bisexual women also 
reaches alarming levels. Rufino, Carvalho Filho, and 
Madeiro(40) found that 65% of these women had 
experienced some form of violence, predominantly 
psychological, occurring in public spaces, largely 
perpetrated by men, and often repeated. Such 
experiences have direct repercussions on mental 
health, intensifying anxiety, depression, and stress.

Regardless of its form, physical, sexual, or psychological, 
violence has profound and lasting impacts on the 
physical and mental health of LGBT+ individuals (35). 
Society remains structured around entrenched stigmas 
and beliefs about sexuality and aging, which contribute 
to fragmented care and the weakening of support for 
older adults.

Given this scenario, the implementation of strategies 
to foster safer, more welcoming, and discrimination-
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free care environments is urgently required. Training 
healthcare professionals is essential so that they can 
recognize and address the multiple forms of violence 
affecting LGBT+ populations. Schema therapy, as 
proposed by Cardoso et al. (25), offers a promising 
therapeutic approach to strengthening adaptive coping 
mechanisms and fostering positive interventions in 
mental healthcare for this population.

Some limitations should be considered when 
interpreting this study’s results. First, the search was 
restricted to the Brazilian context, which may limit 
the generalizability of findings to other countries and 
sociocultural realities. Additionally, the search period 
and the databases selected may have influenced the 
breadth of materials identified, particularly given the 
scarcity of publications on certain topics, such as the use 
of arts-based strategies in health education targeting 
LGBT+ populations. The exclusion of materials such as 
theses, dissertations, and other academic works may 
also have limited the diversity of perspectives analyzed. 
These limitations point to the need for methodological 
expansion in future studies, incorporating diverse 
geographic contexts, data sources, and interdisciplinary 
approaches to enrich the understanding of both the 
challenges and potentialities of LGBT+ healthcare.

CONCLUSION 
Healthcare provision for LGBT+ populations in Brazil 
continues to face numerous barriers and forms of 
discrimination, which manifest both directly and 
indirectly in care settings. Cultural assumptions and 
personal beliefs of healthcare professionals often 
override the principles of qualified care, thereby 
exacerbating these challenges. Insufficient academic 
training and deficiencies in continuing education 
perpetuate significant gaps in service delivery, 
particularly by neglecting the systematic incorporation 
of LGBT+ health into curricula and professional 
development programs.

Strengthening healthcare professionals’ cultural 
competence regarding LGBT+ specificities, through the 
regular provision of training and educational initiatives, 
is an urgent priority for consolidating a truly humanized 
and equitable practice of care. Within this context, the 
exploration of innovative approaches—particularly 
the use of arts-based interventions as pedagogical 
strategies for professional sensitization—emerges as 

a promising yet underexplored avenue in the Brazilian 
context. 

Future research should prioritize arts‑based approaches 
as potential tools to address persistent barriers to 
healthcare access and provision for LGBT+ populations. 
In particular, further studies should examine arts‑based 
educational interventions for healthcare professionals 
that explicitly engage with LGBT+ health discrimination 
and structural barriers embedded within healthcare 
systems. Such research is critical for addressing health 
inequities and for supporting the development of 
equal and equitable healthcare responses. In addition, 
systematic evaluation of the impact of arts‑based 
knowledge mobilization and educational initiatives 
on the attitudes, beliefs, and practices of healthcare 
professionals, policymakers, educators, and the 
general public is warranted. In the Brazilian context, 
where culturally entrenched heteronormative norms 
and ongoing discrimination against LGBT+ populations 
remain prevalent, arts‑based representations of LGBT+ 
healthcare experiences may play a crucial role in raising 
awareness and promoting more inclusive, responsive, 
and affirming healthcare practices.
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