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ABSTRACT
Background. We examined the nature, prevalence and

explanatory models of sexual concerns and dysfunction among
women in rural Tamil Nadu.

Methods. Married women between 18 and 65 years of
age, from randomly selected villages in Kaniyambadi block,
Vellore district, Tamil Nadu, were chosen by stratified sampling
technique. Sexual functioning was assessed using the Female
Sexual Function Index (FSFI). The modified Short Explanatory
Model Interview (SEMI) was used to assess beliefs about sexual
concerns and the General Health Questionnaire-12 (GHQ-
12) was used to screen for common mental disorders. Socio-
demographic variables and other risk factors were also assessed.

Results. Most of the women (277; 98.2%) contacted
agreed to participate in the study. The prevalence of sexual
dysfunction, based on the cut-off score on the FSFI, was
64.3%. However, only a minority of women considered it a
problem (4.7%), expressed dissatisfaction (5.8%) or sought
medical help (2.5%). The most common explanatory models
offered for sexual problems included an unhappy marriage,
stress and physical problems. Factors associated with lower FSFI
included older age, illiteracy, as well as medical illness and sexual
and marital factors such as menopause, poor quality of marital
relationship, history of physical abuse and lack of privacy.

Conclusion. The diagnosis of female sexual dysfunction
needs to be nuanced and based on the broader personal and
social context. Our findings argue that there is a need to use
models that employ personal, local and contextual standards
in assessing complex behaviours such as sexual function.

Natl Med J India 2014;27:4–8

INTRODUCTION
Female sexual disorders (FSD) are complex, diverse and associated
with multiple biological, medical and psychological factors. They
are said to be highly prevalent affecting 20%–50% of women;

however, they are often not recognized, diagnosed and managed.1

Though there are many studies from the West,2 epidemiological
data on FSD from the Indian subcontinent are limited.3–7 A major
barrier to clinical research and practice has been the absence of a
well-defined, broadly accepted diagnostic framework and
classification for FSD. A major issue is the need to include local and
cultural perceptions about sex in any diagnostic norm. There is a
paucity of studies evaluating the explanatory models of women
with sexual dysfunction from India, an evaluation of which would
help give a greater understanding of the subjective experience.

We attempted to estimate the prevalence and nature of female
sexual dysfunction in a rural community of Tamil Nadu and to
elicit the explanatory models of illness and risk factors.

METHODS
Setting
The Department of Community Health (CHAD), Christian Medical
College, Vellore, has been working in Kaniyambadi block for the
past 50 years. This region in Tamil Nadu is a geographically
defined area of 127.4 sq. km with a population of about 110 000.
The community health programme operates in all villages in the
area. A large proportion of the population is from the lower
socioeconomic strata. Agriculture and animal husbandry are the
major occupations.

The surveillance system
The surveillance system has been described elsewhere in detail.8

It consists of a four-tier monitoring system. The block is divided
into regions with specific personnel in charge of the health of
each. The system involves the village health worker, the community
health aide, the public health nurse and the doctor. Every week the
village health worker reports to the health aide about pregnancies,
deliveries, births, deaths, morbidity, marriages, immunization,
and couples eligible for contraception in the village. Data obtained
by the surveillance system are computerized. The data for the
whole block are collated and reviewed monthly by the entire
health team consisting of community health workers, health aides,
community health nurses, doctors and other development staff.

The sample

Four villages, from a total of 64 villages, in Kaniyambadi block
were randomly selected for the study. Currently married women
between 18 and 65 years of age, who spoke Tamil, were eligible
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to take part. Women from selected villages were chosen by
stratified sampling according to age (18–35, 36–50 and 51–65
years) from the computerized database. The number of married
women 18–65 years of age in the block and eligible women in the
selected villages were 23 877 and 1775, respectively.

Subjects were randomly selected from the database and were
contacted for possible recruitment to the study. Women who had
moved from the village or were away for long periods and those
who refused consent were replaced by the next person from the
computerized list. The study was restricted to married women as
it was felt that asking details regarding sexual practices and
problems to unmarried young women was not culturally appropriate
considering the social and cultural ethos of the region. Subjects
with severe language, hearing or cognitive impairment were
excluded. The health worker of the Community Health and
Development (CHAD) programme, who hailed from the village
and was familiar with the participants, accompanied the researcher
(SV) and introduced her to each of the subjects. Informed consent
was obtained from the participants.

Interviews
The following assessments were done:

Female Sexual Function Index (FSFI).9 The FSFI, a 19-item
self-report instrument, was used for assessing six different domains
of sexual function—desire, arousal, lubrication, orgasm,
satisfaction and pain. The FSFI total score was determined by the
sum of the six domains and could vary from 2 to 36, where higher
scores are associated with lower degree of sexual dysfunction.
Published thresholds recommended by western studies were also
used to estimate overall prevalence (threshold <26.55), hypoactive
sexual desire (threshold <4.28), arousal (threshold <5.08),
lubrication (threshold <5.45), orgasm (threshold <5.05),
satisfaction (threshold <5.04) and pain disorders (<5.51).9–11

Tamil versions of FSFI have been used in the region.3,6

The Short Explanatory Model Interview (SEMI).12 The SEMI
explores emic perspectives of health and illness. It uses open-ended
questions; subjects were encouraged to talk openly about their
attitudes and experience of health and illness with the aim of
eliciting concepts held and relationship to current situation and
culture. Probes were used to confirm the issues mentioned and to
explore areas, which the women did not volunteer. The interview
covered several areas including the nature of the presenting problem,
help-seeking behaviour, interaction with physician/healer, and
beliefs related to health and illness. Reason for consulting, name of
the problem, perceived causes, consequences, severity and its
effects on body, emotion, social network, home life and on work
were explored. Help-seeking behaviour, especially contact with
alternative non-medical sources (e.g. traditional healers) were also
examined. This instrument has been translated into Tamil and used
in the area to study diverse clinical concerns.13–16 It was modified to
study perspectives about sexual concerns.

General Health Questionnaire-12 (GHQ-12).17 The 12-item
GHQ-12, a standard instrument to identify people with depression
and anxiety in primary care and in the community, was used. The
Tamil version has been validated for use in a rural setting in
southern India;18,19 a total score of 4 or more implies a high
probability of a common mental disorder.19

Other data. Marital, sexual and obstetric data were collected.
Basic demographic information was also recorded.

Tamil versions of the instruments were used. They were
designed to use language as spoken by the local people, to ensure
that it would be appropriate to the study population. Standard

techniques of translation, which focused on conceptual, semantic
and technical equivalence, were used.

Procedure
The aims and details of the study were explained to the subjects who
were then invited to participate in the study. Informed consent was
obtained. SV interviewed the subjects and administered the
questionnaires. Since a large proportion of subjects were unable to
read or write, the questionnaires were read out to all participants to
ensure uniformity. The study protocol was approved by the
Institutional Review Board.

Statistical analysis
Mean, median and standard deviation were used to describe
continuous variables, while frequency distributions were obtained
for categorical data. The chi-square test and Student t-test were
used to assess the significance of bivariate associations for
categorical and continuous variables, respectively. Pearson
correlation coefficient was used to assess the correlation of
continuous variables. Logistic regression analyses were used to
adjust the bivariate analyses for age and literacy. Odds ratios and
95% confidence intervals were calculated.

The sample size for the study was calculated at 232 using the
statistical programme Epi Info version 6 with the following
assumptions: estimated prevalence of female sexual
dysfunction=32%,6 maximum permissible estimate of error ±6%.

RESULTS
Two hundred and seventy-seven (98.2%) of the 282 women
contacted agreed to participate in the study. The mean age of the
women was 40.9 years. The majority were housewives,
premenopausal, were able to read and write, had financial debts
and did not report chronic medical illness. The majority used
contraceptives, had a single sexual partner as a method of protection
from sexually transmitted infections, were satisfied with their
sexual function and with their marriage and felt that the purpose
of sex was for recreation (Table I).

Ninety-eight women (35.4%) reported a lack of privacy at
home for sexual intercourse, 13 women (4.7%) mentioned sexual
concerns and 16 (5.8%) reported dissatisfaction with their sexual
life, while 7 women (2.5%) reported that they consulted a doctor
or a nurse for such problems. A significant proportion of women
mentioned a reduced interest in sex (39.7%) and abstinence for
varying periods of time (20.2%). However, a much larger group
of 52 (18.8%) reported dissatisfaction in their marriage. The
reasons for marital dissatisfaction included alcohol abuse by the
spouse, unemployment and financial difficulties, marital discord,
spouse’s extramarital relationship, physical abuse, spouse’s
suspicion about subject’s fidelity, among others. Verbatim
responses (Box I) suggest a variety of beliefs and opinions.

On the other hand, the proportion of FSD diagnosed using
FSFI norms was: sexual dysfunction (n=178, 64.3%), desire
disorder (n=153, 55.2%), arousal disorder (n=144, 52%),
lubrication disorder (n=144, 52%), orgasm disorder (n=144,
52%), satisfaction disorder (n=141, 50.9%) and pain disorder
(n=143, 51.6%).

The risk factors significantly associated with presence of
sexual dysfunction, based on the traditional FSFI total score
threshold, were age, menopause, marital discord, history of physical
abuse, lack of privacy at home, and presence of medical illness
(Table II). Literacy was protective. The associations with other
variables including the high probability of psychiatric ‘caseness’
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TABLE I. Sociodemographic, marital and sexual profile of sample and data from the semi-structured interview

Data from Short Explanatory Model Interview (SEMI)
Sexual concerns 13 (4.7)
Satisfaction with sexual functioning 261 (94.2)
More than one sexual partner 0 (0.0)
Reduced interest in sex reported 110 (39.7)
Abstinence from sex reported for >1 month 56 (20.2)
Protection against sexually transmitted diseases
Single partner 272 (98.2)
Abstinence 2 (0.8)
Local hygiene 1 (0.4)
No specific precaution 2 (0.8)
Physical abuse present 59 (21.3)
Sexual abuse present 0 (0)
Spouse’s contact with sex worker 25 (9.0)
Spouse’s long-term extramarital relationship 19 (6.9)
Symptoms of venereal disease in partner 2 (0.7)
Dissatisfaction with marriage 52 (18.8)
Reason for dissatisfaction in marriage
Nil (satisfied with relationship) 225 (81.2)
Alcohol abuse by partner 24 (8.66)
Unemployment and financial difficulties 16 (5.77)
Marital discord 11 (3.97)
Spouse’s extramarital relationship 7 (2.52)
Physical abuse 5 (1.8)
Spouse’s suspicions about wife’s fidelity 2 (0.72)
Medical illness in partner 1 (0.36)
Large age gap between partners 1 (0.36)
No children 1 (0.36)
Purpose of sex (multiple responses)
For procreation 102 (36.8)
For recreation 187 (67.5)
A sin 2 (0.7)
A duty 30 (10.8)
First information about sex from
Friends 6 (2.2)
Relatives 55 (19.9)
Books 2 (0.7)
Husband 208 (75.1)
Sex education programmes 5 (1.8)
Doctor 1 (0.4)
Adequate privacy at home present 179 (64.6)

Characteristic Frequency (%)/Mean (SD)

Sociodemographic and clinical profile
Age (in years) 40.9 (13.4)
Monthly family income (`) 2585.3 (3031.29)
Debt: present 199 (71.8)
Amount of debt (`) 64 088.8 (117 951)
Schooling (in years) 5.1 (4.2)
Literate 180 (65.0)
Occupation: Housewife  172 (62.1)
Housing: Own 252 (91.0)
Residence, rural 277 (100)
Meals per day, 3 259 (93.5)
Able to buy food in the past 1 month 13 (4.7)
Living with family 277 (100)
Diabetes 11 (4.0)
Hypertension 12 (4.3)
Medication use 29 (10.5)
General Health Questionnaire-12 positive case 12 (4.3)
Sexual and marital details
Pregnancies 3.08 (1.7)
Abortions 0.31 (0.67)
Stillbirths 0.08 (0.29)
Live-births 2.66 (1.58)
Living children 2.44 (1.38)
Male children 1.26 (0.94)
Girl child 1.18 (1.21)
Menopausal 106 (38.3)
Vaginal discharge 34 (12.3)
Regular alcohol use by husband 47 (17.0)
Contraceptives used 175 (63.2)
Types of contraception
No contraception 102 (36.8)
Condom 4 (1.4)
Intrauterine contraceptive device 6 (2.2)
Tubectomy 154 (55.6)
Abstinence 3  (1.2)
Hysterectomy 5 (2.0)
Partner sterilized 3 (1.2)

Characteristic Frequency (%)/Mean (SD)

Box I. Some verbatim responses

Some explanations among women without dysfunction
1. (age 52 years) ‘I don’t have as much interest in sex as before menopause, but it is not a problem.’
2. (age 25 years) ‘I don’t have interest in sex, but it does not bother me. I have young children and I am tired after doing all the housework.’
3. (age 44 years) ‘The only problem is that we don’t have children because he has a low sperm count and I have a weak uterus.’
4. (age 32 years) ‘I have white discharge per vaginum.’

Some explanations among women with sexual dysfunction
1. (age 40 years) ‘Why do we need sex at this age?’
2. (age 41 years) ‘I don’t have much interest in sex; once in 2–3 months is enough. After all, we have children.’
3. (age 43 years) ‘I have no interest in sex. That is normal in our culture. Only males want it.’
4. (age 26 years) ‘I don’t like sex because of the pain during penetration.’
5. (age 53 years) ‘Where is the time to think of these things?’

on GHQ (score of >4) and presence of financial debt were not
statistically significant.

DISCUSSION
We examined sexual function and its relationship to explanations,

sociodemographic and clinical variables. We used a relatively
large sample size, had a low refusal rate and used standard
instruments to elicit data. The sample was chosen using a standard
technique to select a representative population. The interviews
were conducted in the subject’s home, after ensuring privacy, by
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A significant proportion of respondents felt that their sexual
problems/reduced desire were due to stress and unhappiness in their
marital lives suggesting that women felt that it is necessary to have
emotional well-being to be sexually fulfilled. A large proportion of
respondents reported that sex was not a priority in their lives. Many
also felt that as age increased it was only natural to have reduced
interest in sex, and that it was also inappropriate to be concerned
about sex with grown up children at home. Factors often associated
with marital discord (e.g. dissatisfaction with the relationship,
spouse’s extramarital sexual relationships, physical abuse, etc.)
also argue that sexual function should be viewed within the larger
personal and social context rather than in isolation.

Disease, dysfunction, norm
Our data indicate that sexual dysfunction cannot be considered a
single problem nor equated with disease. Many women did not
regard lack of sexual desire as a serious difficulty; many felt it was
a normal process of ageing. This finding is in concordance with
the experience in hospital settings where many men but very few
women seek help for sexual problems. The findings argue for a
contextual understanding of FSD.6,7

The use of screening instruments to diagnose sexual dysfunction
in women is fraught with difficulties. FSFI, a screening instrument,
when used to diagnose sexual dysfunction results in very high
prevalence rates.7 Sexual satisfaction and dysfunction are complex
and need to be evaluated within the context of the individual, the
sexual and marital relationships and culture. Dysfunctions per se
without significant personal and interpersonal distress cannot be
assumed to be disorders and diseases. FSFI fails to elicit these
dimensions and hence cannot be used to recognize FSD. In
addition, sexual dysfunctions can be discrete and isolated involving
one or few domains. This makes it difficult to use a single total
score to screen for several and diverse sexual disorders. The
clinical interview should also assess a history of not just the
specific problem but also its impact on personal and interpersonal
functioning and also assess personal, marital, interpersonal, social
and cultural issues and context.7

The success of Viagra for erectile dysfunction has increased
the interest in FSD. Many compounds are currently undergoing
clinical trials or are used ‘off-label’. Mechanistic application of
screening/diagnostic instruments, which exclude personal and
social contexts, results in the commodification of sexual function
and the manufacturing of disease resulting in profit for the
pharmaceutical industry and for academic researchers who promote
and market their own expertise and legitimacy.25 Moral evaluations
of sex, sexuality and sexual activity are determined by value
judgements; viewed as positive or negative. The current simplistic

a woman psychiatrist. Its limitations include that it was a cross-
sectional study and hence precluded evaluation of the direction of
causal associations.

Risk factors for women with scores suggestive of sexual
dysfunction were compared with scores among those without.
Common confounders such as age and literacy were adjusted for
using logistic regression. Such comparison provides for control
women from within the study population. While the use of an urban
sample would have added to the bigger picture, they would not be
good controls in the sense that the effects of education, employment
and income would necessarily have confounded the data.

Prevalence
There is a dearth of information about FSD in India.3–7 Studies
which have used instruments standardized in the West have
reported very high rates (e.g. 73%)3–5 than investigations which
have taken into account the woman’s context and culture and also
examined individual and partner distress (32%).6 The investigations
with very high rates used screening instruments (e.g. FSFI) to
diagnose FSDs without using confirmatory strategies. The findings
of this study also show the discrepancy between blindly using
screening instruments without contextualizing issues and assessing
distress and priorities of the women. A lack of a contextual
diagnosis of FSD in the Indian population has resulted in grossly
exaggerated reports of sexual dysfunction among women.3–5 There
is a need for a contextual diagnosis of dysfunction focusing on
distress, priorities and the broader personal and social context.
The mechanical use of screening instruments is bound to increase
the false-positive rates.

Factors associated

We documented a variety of personal, social and cultural factors
associated with sexual function. Increasing age, menopause,
marital discord, a history of physical abuse, lack of privacy at
home and medical illness were risk factors for dysfunction while
literacy offered protection. These relationships have been found
in other studies.3,6,20–24

The belief that sex was only for procreation was common and
suggests the role of social and cultural influence on sexual
behaviour. A majority of the participants reported that their first
information about sex was from their husband; this is in keeping
with a culture where discussion about sex is considered taboo and
is rarely discussed openly with adolescent children in India.

While only a few mentioned sexual concerns, a much larger
group reported dissatisfaction in their marital lives, suggesting
that sexual issues are not a primary concern for many women, as
compared to the emotional issues in their marital relationship.
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TABLE II. Factors associated with sexual dysfunction, defined by traditional Female Sexual Function Index (FSFI)
threshold

Characteristic Odds ratio (95% CI) p value Adjusted odds ratio (95% CI) p value

Age (in years) 1.15 (1.12–1.19) <0.001 1.14 (1.10–1.18) 1 <0.001
Literacy 0.16 (0.09–0.23) <0.001 0.41 (0.26–0.86) 2 0.018
Menopausal 37.11  (15.31–89.93) <0.001 5.68 (1.85–17.44) 3 0.002
Debt present 1.67 (0.98–2.82) <0.058 2.07 (0.98–4.36) 3 0.056
Husband’s extramarital relationships 3.26 (1.05–10.09) <0.040 2.37 (0.60–9.33) 3 ns
History of physical abuse 7.25 (2.23–16.00) <0.001 4.84 (1.86–12.56) 3 0.001
Marital discord 13.71 (4.78–39.31) <0.001 11.87 (3.72–37.92) 3 <0.001
Lack of privacy at home 4.22 (2.43–7.34) <0.001 2.32 (1.14–4.73) 3 0.020
Pregnancies >3 5.50 (3.27–9.25) <0.001 1.05 (0.51–2.16) 3 ns
Medical illness 15.77 (4.76–52.27) <0.001 6.91 (1.85–27.80) 3 0.004

Logistic regression used to adjust for following variables: 1 for  literacy, 2 for age, 3 for age and literacy  ns non-significant
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approach to FSD using symptom counts, sans context, misconstrues
the issues through its narrow focus on the medico-pharmaceutical
discourse. Examining the wider context reveals a more complex
ontology that problematizes the accounts of both medicine and
psychiatry.26 Psychiatric thought, throughout the 20th century,
from psychoanalysis to the DSM classification associated FSD
with mental illness with its associated fear of blaming or
disbelieving its sufferers. FSD despite being a generic and
descriptive term has now acquired diagnostic implications. The
prevalent discourse of medical FSD, despite its pretense at
neutrality, understands sexual problems as reductionistically
biological, ignoring the contextual (personal, interpersonal, social,
and cultural) factors shaping sexuality and its difficulties.

Sexuality finds a prominent place in India’s cultural heritage
and its ancient discourse. However, viewing Indian culture as
homogeneous essentially supports elitist concepts and dismisses
subaltern cultures as unimportant. The many diverse cultural and
social influences in modern India and their impact on sexuality
and practice mandate the need to individualize understanding and
issues.

Clinical and educational issues
A small minority of the women sought help for FSD in this study.
The rarity of help-seeking for FSD is also supported by clinical
experience in hospital settings. Nevertheless, there are specific
clinical situations where exploring for FSD is useful: women who
present with medically unexplained symptoms, infertility, and
pelvic pain; among those who report marital discord, physical,
sexual and emotional abuse and in people with endocrine disorders
(including thyroid) and those on medications known to cause FSD
(e.g. antidepressants, antipsychotics, antihypertensives, anti-
histamines, etc.). Direct questioning, within a culturally sensitive
approach, usually results in a clinically useful discussion of the
issues.

Despite the apparent simplicity and supposedly atheoretical
nature of the current definition and criteria for FSD, their use in
clinical practice requires caution. Routine screening to identify
FSD in clinical practice is fraught with the danger of identification
of false-positives. However, a culturally sensitive enquiry about the
possibility of sexual difficulties in women who present with
complaints will be useful. An understanding of the personal, social
and cultural context of women who complain of sexual problems is
mandatory for an understanding of the issues. There is a need to
establish the impact of FSD on personal and interpersonal
functioning. FSD mandates the need for considerable resultant
personal and interpersonal distress and for the exclusion of other
medical and psychiatric causes before highlighting it as a clinical
issue. In addition, there is a need to address the personal issues,
marital discord, social context and cultural conflicts before
highlighting the issues as abnormal. Educational and supportive
approaches, which examine the personal, social and cultural risk
factors, will be crucial. Medication-based strategies should be used
as a last resort in women with dysfunction and with distress in
whom other personal, social and cultural issues have been managed.

The findings also argue for the need for health and sex
education programmes in high schools to empower young people
with information about sex. The lack of such education often
results in the spreading of myths and falsehoods, increases anxiety
and suffering among the vulnerable, and exploitation by
unscrupulous healthcare practitioners.

There is a need to replicate a similar study in other populations
and communities. Our findings argue that the task of eliciting and

understanding FSD will require time, clinical skill and cultural
sensitivity. They also demand a nuanced understanding of the
complex issues.

ACKNOWLEDGEMENTS
This study was funded by a grant from the Christian Medical College,
Vellore, Tamil Nadu. The authors would like to thank the subjects for
their cooperation and the community health workers for their support.

REFERENCES
1 Basson R, Berman J, Burnett A, Derogatis L, Ferguson D, Fourcroy J, et al. Report

of the international consensus development conference on female sexual dysfunction:
Definitions and classifications. J Urol 2000;163:888–93.

2 Laumann EO, Paik A, Rosen RC. Sexual dysfunction in the United States: Prevalence
and predictors. JAMA 1999;281:537–44. Erratum in: JAMA 1999;281:1174.

3 Singh JC, Tharyan P, Kekre NS, Singh G, Gopalakrishnan G. Prevalence and risk
factors for female sexual dysfunction in women attending a medical clinic in south
India. J Postgrad Med 2009;55:113–20.

4 Kulhara P, Avasthi A. Sexual dysfunction on the Indian subcontinent. Int Rev
Psychiatry 1995;7:231–9.

5 Avasthi A, Kaur R, Prakash O, Banerjee A, Kumar L, Kulhara P. Sexual behavior of
married young women: A preliminary study from north India. Indian J Community
Med 2008;33:163–7.

6 Varghese KM, Bansal R, Kekre AN, Jacob KS. Sexual dysfunction among young
married women in southern India. Int Urogynecol J 2012;23:1771–4.

7 Varghese KM, Bansal R, Kekre AN, Jacob KS. Validation of the female sexual
function index in Southern India. Natl Med J India 2013;26:57.

8 Joseph A, Joseph KS, Kamaraj K. Use of computers in primary health care. Int J
Health Sci 1991;2:93–101.

9 Rosen R, Brown C, Heiman J, Leiblum S, Meston C, Shabsigh R, et al. The Female
Sexual Function Index (FSFI): A multidimensional self-report instrument for the
assessment of female sexual function. J Sex Marital Ther 2000;26:191–208.

10 Wiegel M, Meston C, Rosen R. The female sexual function index (FSFI): Cross-
validation and development of clinical cutoff scores. J Sex Marital Ther 2005;
31:1–20.

11 Meston CM. Validation of the Female Sexual Function Index (FSFI) in women with
female orgasmic disorder and in women with hypoactive sexual desire disorder. J Sex
Marital Ther 2003;29:39–46.

12 Lloyd KR, Jacob KS, Patel V, St Louis L, Bhugra D, Mann AH. The development
of the Short Explanatory Model Interview (SEMI) and its use among primary-care
attenders with common mental disorders. Psychol Med 1998;28:1231–7.

13 Das S, Saravanan B, Karunakaran KP, Manoranjitham S, Ezhilarasu P, Jacob KS.
Effect of a structured educational intervention on explanatory models of relatives of
patients with schizophrenia: Randomised controlled trial. Br J Psychiatry
2006;188:286–7.

14 Rajkumar AP, Saravanan B, Jacob KS. Perspectives of patients and relatives about
electroconvulsive therapy: A qualitative study from Vellore, India. J ECT
2006;22:253–8.

15 Joel D, Sathyaseelan M, Jayakaran R, Vijayakumar C, Muthurathnam S, Jacob KS.
Explanatory models of psychosis among community health workers in South India.
Acta Psychiatr Scand 2003;108:66–9.

16 Nambi SK, Prasad J, Singh D, Abraham V, Kuruvilla A, Jacob KS. Explanatory
models and common mental disorders among patients with unexplained somatic
symptoms attending a primary care facility in Tamil Nadu. Natl Med J India
2002;15:331–5.

17 Goldberg D, Williams P. A users guide to the General Health Questionnaire.
Slough:NFER-Nelson; 1988.

18 Kuruvilla A, Pothen M, Philip K, Braganza D, Joseph A, Jacob KS. The validation
of the Tamil version of the 12 item general health questionnaire. Indian J Psychiatry
1999;41:217–21.

19 John S, Vijaykumar C, Jayaseelan V, Jacob KS. Validation and usefulness of the Tamil
version of the GHQ-12 in the community. Br J Community Nurs 2006;11:382–6.

20 Halvorsen JG, Metz ME. Sexual dysfunction, Part I: Classification, etiology, and
pathogenesis. J Am Board Fam Pract 1992;5:51–61.

21 Jia SZ, Leng JH, Sun PR, Lang JH. Prevalence and associated factors of female
sexual dysfunction in women with endometriosis. Obstet Gynecol 2013;121:601–6.

22 Pontiroli AE, Cortelazzi D, Morabito A. Female sexual dysfunction and diabetes: A
systematic review and meta-analysis. J Sex Med 2013;10:1044–51.

23 Pérez-López FR, Fernández-Alonso AM, Trabalón-Pastor M, Vara C, Chedraui P;
MenopAuse RIsk Assessment (MARIA) Research Group. Assessment of sexual
function and related factors in mid-aged sexually active Spanish women with the six-
item Female Sex Function Index. Menopause 2012;19:1224–30.

24 Zhang H, Yip PS. Female sexual dysfunction among young and middle-aged women
in Hong Kong: Prevalence and risk factors. J Sex Med 2012;9:2911–18.

25 Fishman JR. Manufacturing desire: The commodification of female sexual dysfunction.
Soc Stud Sci 2004;34:187–218.

26 Angel K. The history of ‘Female Sexual Dysfunction’ as a mental disorder in the 20th
century. Curr Opin Psychiatry 2010;23:536–41.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        28.346460
        0
        28.346460
        28.346460
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


