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ABSTRACT

Introduction: Over the past 20 years, the Female Sexual Function Index (FSFI) has been considered the gold
standard for the measurement of sexual function in women, with over 1,000 published manuscripts citing the
article. Despite the measure’s widespread usage and excellent psychometric properties, there has been some
confusion over how to best implement and score the measure and interpret corresponding ﬁndings.
Aim: The aim of the current article is to provide guidance, drawing from 20 years of use, on how to best
implement the FSFI in research settings and interpret results based on the validation studies that have been
conducted to date.
Methods: The overview of scoring and interpretation procedures found in this article is drawn from a review of
the published literature on the psychometric properties of the FSFI.
Main Outcome Measure: The measure of interest for the present review is the FSFI.
Results: This review article provides information about implementing, scoring, and interpreting the full-scale
FSFI. Domain-level scoring and interpretation procedures are also discussed across the 5 domains of the FSFI:
arousal, satisfaction, desire, pain, and lubrication. Additionally, guidance is provided for evaluating translated
versions of the FSFI and using the measure to examine sexual function in culturally diverse populations.
Clinical Implications: Guidance on appropriately scoring and interpretating the FSFI has the potential to
strengthen our empirical understanding of sexual function, and consequently, to guide theory-driven treatment
development and clinical practice.
Strength & Limitations: The present review provides applied guidance for the appropriate use of the FSFI
speciﬁcally, but does not cover other common measures of sexual function or adaptations of the original measure.
Conclusion: It is our hope that the guidance found in this review will ultimately lead to more rigorous and
appropriate usage of the FSFI in research settings. Meston CM, Freihart BK, Handy AB, et al. Scoring and
Interpretation of the FSFI: What can be Learned From 20 Years of use? J Sex Med 2019;XX:XXXeXXX.
Copyright  2019, International Society for Sexual Medicine. Published by Elsevier Inc. All rights reserved.
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INTRODUCTION
The study of women’s sexual function has increased substantially over the past 2 decades. As a result, a number of new
assessment instruments have been developed for use in diagnostic, epidemiological, and treatment outcome studies. Among
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these, the Female Sexual Function Index (FSFI)1 has become the
most widely used screening tool and outcome measure of female
sexual function, likely because of its clear wording and scale
structure, excellent psychometric properties, and relative brevity.
An English-only Google Scholar search using the terms “FSFI”
and “Female Sexual Function Index” led to almost 10,000 hits as
of May 1, 2019. The FSFI has been used in psychometric and
translation studies, studies examining female sexual function and
dysfunction, epidemiological studies on the prevalence of female
sexual dysfunction (FSD) in speciﬁc geographic locations or
populations of women with particular diseases or conditions, and
treatment studies and clinical trials that assessed the efﬁcacy of
therapies and interventions for FSD. These studies total over
1,000 published reports, and include at least 20 translations into
languages other than English.
1

2

The FSFI1 is a 19-item, self-report measure of female sexual
function that provides scores on overall levels of sexual function
as well as the primary components of sexual function in women,
including sexual desire, arousal, orgasm, pain, and satisfaction.
The instrument was developed in the year 2000 by a panel of 8
experts in the ﬁeld of female sexuality who created the initial
items based on an extensive literature review and their understanding of FSD at that time, which was inﬂuenced by the
Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition (DSM-IV)2 and International Classiﬁcation of Diseases,
Tenth Edition (ICD-10).3 An emphasis was placed on items
related to Female Sexual Arousal Disorder (FSAD) given that,
with the introduction of sildenaﬁl by Pﬁzer just 2 years prior in
1998, there was an explosion of interest in developing drugs for
the treatment of arousal disorders in women. Although the panel
acknowledged the substantial overlap between disorders of desire
and arousal, both in terms of factor analytic ﬁndings and clinical
observations, they elected to maintain separate domains for disorders of desire and arousal, and to further differentiate arousal
disorders into those that were genitally based (eg, lubrication)
and those that were more subjective or cognitively based. Their
reasoning was to provide a greater ability to assess treatment
speciﬁcity. Interestingly, almost 2 decades later in 2019, a panel
of 10 international experts on FSD funded by the International
Society for the Study of Women’s Sexual Health (ISSWSH)
recommended maintaining separate diagnostic categories for
disorders of desire and arousal in women, and proposed subdividing disorders of arousal into those that are genital (Female
Genital Arousal Disorder) and those that are subjective or
cognitive (Female Cognitive Arousal Disorder).4 The proposal to
maintain separate diagnostic categories for desire and arousal
disorders is consistent with the proposed ICD-11 diagnostic
guidelines5 but in disagreement with the DSM-V6 merger of
desire and arousal into a single diagnostic category called Female
Sexual Interest/Arousal Disorder.
In the initial psychometric validation phase, the FSFI was
administered to 131 control women and 128 age-matched
women with DSM-IV diagnoses of FSAD established through
a clinical interview. The inventory was then tested for construct
validity (factorial, discriminant, and divergent) and reliability
(internal consistency and test-retest reliability).1 The results of
these assessments indicated excellent internal reliability (Cronbach’s alphas > 0.9 for all subscales) and good test-retest reliability (assessed across 2 to 4 weeks; r ¼ 0.790.88). Construct
validity was demonstrated by highly signiﬁcant mean difference
scores between the sexually functional and dysfunctional groups
for each of the domains (P ± .001). Modest correlations between
the FSFI and the Locke-Wallace Marital Adjustment Test,7 a
measure of marital satisfaction, provided further support for the
construct validity of the FSFI. In 2003, Meston8 extended the
FSFI validation in 71 women with a DSM-IV-TR9 diagnosis of
Female Orgasmic Disorder (FOD), 44 women with Hypoactive
Sexual Desire Disorder (HSDD), and 71 age-matched control
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women by conﬁrming the FSFI’s discriminant validity, divergent
validity, and reliability (internal consistency and test-retest
reliability).
In addition to these 2 original FSFI validation studies, Wiegel
et al10 added further construct and discriminant validity by
combining the data sets used by Rosen et al1 and Meston8 with
data from an additional 123 subjects that included women with
multiple sexual dysfunctions and sexual pain disorders. By using
a sufﬁciently large and heterogeneous sample, Wiegel et al10 were
able to conﬁrm the FSFI’s discriminant validity for a wide range
of sexual dysfunctions and to perform a Classiﬁcation and
Regression Tree (CART) analysis, which demonstrated that an
FSFI total score of 26.55 provides an optimal cutoff for differentiating women with and without FSD.10 In 2010, CART
analyses were conducted on 8 datasets that yielded a total of 618
women, and a cutoff score of 5 was established on the Desire
domain in order to differentiate women with and without
HSDD.11 Numerous additional psychometric studies have since
been conducted on the FSFI (for an extensive review, see Neijenhuijs et al12).
Despite the FSFI’s excellent psychometric properties and ease
of use, a number of errors are frequently made in the scoring and
interpretation of FSFI results. For example, there exists a plethora
of published studies that have administered the FSFI to women
who are not sexually active, that have failed to calculate domain
scores without multiplying the domain sum by the domain
factor, or have used a reference point other than the past 4 weeks.
Failing to follow the published FSFI scoring procedure and scale
requirements not only renders the psychometrics invalid, but
leads to artiﬁcially low “or high scores and misdiagnoses,” which,
in turn, muddies the literature and our knowledge of women’s
sexual dysfunction. The aim of this article is to provide an indepth explanation of the correct scoring procedure to be adopted when using the FSFI, to provide guidelines on how the FSFI
domain and total scores can and should be interpreted, to point
out common errors in the scoring and administration of this
instrument, and to provide guidance for how the measure can be
used across diverse populations of women.

SCORING AND INTERPRETATION
The 19 items of the FSFI use a 5-point Likert scale ranging
from 15 with higher scores indicating greater levels of sexual
functioning on the respective item.1 To score the measure, the
sum of each domain score is ﬁrst multiplied by a domain factor
ratio (0.6 for desire; 0.3 for arousal; 0.3 for lubrication; 0.4 for
orgasm; 0.4 for satisfaction; and 0.4 for pain) in order to place all
domain totals on a more comparable scale, and then subsequently summed to derive a total FSFI score.1
15 of the items contain a zero option in the response set to
indicate either “no sexual activity” (12 items) or “did not attempt
intercourse” (3 items) within the past 4 weeks. A requirement for
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using the FSFI to calculate a total sexual functioning score is that
the participants have engaged in sexual activity and have
attempted vaginal penetration over the past 4 weeks. As noted by
Meyer-Bahlburg and Dolezal13 in their critique of the methodological employment of the FSFI in research, drug trials, and
clinical practice, the zero category in the response set is
conceptually distinct from the assessment of sexual functioning.
The absence of sexual activity or intercourse is not necessarily
attributable to sexual dysfunction. Thus, the incorrect use of the
zero category in calculating FSFI domain and total scores would
drastically underestimate women’s sexual functioning scores,
increase the variance of total and domain scores, potentially
inﬂate FSFI score differences between groups with and without
FSD, and undermine the assessment of sexual dysfunction when
using established clinical cutoffs. In such cases, one indication
that the FSFI has been scored incorrectly is a total score falling
outside of the possible range of 236.

from the various domains and the total score) with the largest
area under the ROC curve (ie, the best sensitivity to 1 e speciﬁcity proﬁle; area ¼ 0.899, P < .001). They then used CART
procedures (a process of developing a classiﬁcation algorithm to
determine the optimal variable(s) and cutoff point to yield the
most accurate classiﬁcation of subjects into categories see Breiman et al16 1984 for further information) to determine which
was the best decision-basing variable in the model. The ﬁndings
of both the ROC curve and CART procedures indicated that the
FSFI total score variable was the most predictive classiﬁcation
variable. Speciﬁcally, they concluded that scores of 26.55 most
accurately captured clinically relevant sexual dysfunction
(speciﬁcity ¼ 0.733; sensitivity ¼ 0.889).10 Although the results
indicated that the FSFI total score yielded the most accurate
results, the authors also discuss the added utility of the individual
domain scores (both within the model and conceptually) for
estimating differential diagnoses across the various types of FSD.

In an effort to avoid use of the zero categories, many researchers
have implemented exclusion criteria for women who have not been
sexually active within the inventory’s 4-week reference period.
This is an acceptable option for ensuring against erroneous zero
scores being added into the calculation of FSFI domain and total
scores. For studies that do not exclude sexually inactive women, or
for studies that use the FSFI for clinical screening purposes, the
calculation of total FSFI scores and relevant domain scores (on all
but the desire domain) should be limited to those who have not
indicated a zero score on any of the FSFI items. This will ensure
against incorrectly biasing the inventory’s results toward
dysfunctional scores. Alternatively, a lifelong version of the FSFI
has been validated and may be an appropriate alternative to the
original FSFI in cases where using the 4-week reference period
presents logistical or empirical challenges.14

Despite the FSFI’s utility as a quantiﬁable measure of clinical
sexual dysfunction, it is not a clinically diagnostic tool. The FSFI
alone cannot be used to make a diagnosis of a sexual dysfunction as
there is no measure of distress within the scale and the DSM-V6
and both the ICD-103 and the proposed ICD-115 diagnostic
criteria require sexual complaints to be associated with signiﬁcant
amounts of distress. One option to further the diagnostic applicability of the FSFI is to administer an accompanying assessment
of sexual function-related distress, such as the Female Sexual
Distress Scale.17 The combined assessment of FSFI total scores,
FSFI domain scores, and levels of sexual distress would allow for a
more substantiated argument for a proxy clinical diagnosis of
sexual dysfunction. Of note, Stephenson et al18 demonstrated the
clinical utility of the FSFI in their report of moderate to large
correlations between FSFI total and domain scores and clinical
interview data. However, the absence of a distress assessment
within the FSFI precludes a truly diagnostic evaluation of FSD. It
should also be noted that a clinical diagnosis of FSD cannot be
made without ruling out other medical diagnoses and medications
that can impact sexual functioning, and the period of time assessed
by the FSFI is not fully representative of the period of time
required to determine a clinical diagnosis. The FSFI uses a time
reference of the past 4 weeks, whereas the DSM-V uses a reference
period of the past 6 months and the proposed ICD-11 uses a
reference period of “at least several months.”5,6

The original FSFI publication and several subsequent studies
have demonstrated statistically signiﬁcant mean differences between women with and without FSD, FSAD, and FOD using
between-group mean comparisons on total FSFI scores and
respective domain scores.1,8 Other research has used established
clinical cutoffs for the FSFI to classify groups of women with and
without FSD or to ﬂag those likely to meet diagnostic criteria for
clinical levels of sexual dysfunction in screening procedures.15 As
such, clinical trials or assessments of treatments for FSD have 2
valid approaches to assess the effect of a treatment on women’s
sexual functioning: (1) changes in FSFI scores over the course of
treatment and (2) changes in the number of women meeting the
clinical cutoff criteria for FSD.
The FSFI clinical cutoff score, established by Wiegel et al10 in
2005, has been widely used as an index to aid in distinguishing
between women with and without clinical sexual dysfunction.
The authors used both response operator characteristic (ROC)
curves and CART procedures to extract the optimal score to
balance both speciﬁcity and sensitivity in the detection of FSD.
They ﬁt ROC curves to the data of a large sample of women with
and without sexual dysfunctions to determine the variable (ie,
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Although no self-report questionnaire can claim to fully
replace the “gold standard” clinical interview, the FSFI does
provide insight into the degree and type of sexual dysfunction
experienced, and can be used to guide further assessment within
the spectrum of FSD diagnoses. As discussed by Wiegel et al,10
the domain scores are useful for interpreting differential diagnoses. Yet, many researchers publish FSFI total scores without
also publishing the domain scores. In the absence of domain
scores, it is unclear which speciﬁc aspects of sexual functioning
(eg, desire, arousal, orgasm, and pain) account for the lower FSFI
total scores. Notably, the FSFI clinical cutoff score cannot be
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used to determine the presence or absence of a speciﬁc type of
sexual dysfunction. Wiegel et al10 validated the clinical cutoff in a
sample of women with mixed sexual dysfunctions (ie, FSAD,
FOD, HSDD, and dyspareunia/vaginismus) and, as such, the
total cutoff score only relates to general (ie, nonspeciﬁc) FSD.
It is important to note that having a clinically validated cutoff
score is not the same as being validated for use within a certain
population. To validate a questionnaire for use within a certain
population, it must be able to successfully discriminate between
populations while also demonstrating good psychometric properties. The FSFI has been validated for use in healthy controls,
women with FSAD, FOD, chronic pelvic pain (CPP), and both
premenopausal
and
postmenopausal
women
with
HSDD.1,8,19,20 This does not, however, indicate that clinical
cutoff scores exist for each of these populations on the full scale
or for any particular domain.

DOMAIN SCORING AND INTERPRETATION
Desire
The FSFI Desire domain reﬂects a motivation to engage in
sexual activity.21,22 Items in the Desire domain examine a woman’s frequency and degree of experiencing sexual desire. Domain
scores range from 1.26. Of the 6 sexual function domains
included in the FSFI, the 2-item Desire domain is the only domain
that can be used independently. Through ROC analyses on 2
independent populations of women with and without HSDD,
Gerstenberger et al11 found that a cutoff score of 5 on the Desire
domain maximized diagnostic sensitivity (ie, correctly classifying
women with HSDD) and speciﬁcity (ie, correctly classifying
women without HSDD). This indicates that women with scores of
5 or less on the Desire domain likely meet diagnostic criteria for
HSDD, and women with scores greater than 5 likely do not meet
criteria. However, as noted earlier, the FSFI does not examine
distress—a key diagnostic component included in both the DSM
and ICD diagnostic systems. As such, it is recommended that a
validated scale assessing distress be administered along with the
FSFI Desire domain when making clinical inferences.
The Desire cutoff score can be used for screening women with/
without desire concerns for clinical trials, as outcome criteria for
assessing changes in desire in clinical trials, and for determining
population estimates of HSDD. In outcome studies, clinical improvements can be inferred by examining whether domain scores
move from below to above the cutoff score over the course of
treatment. This could be achieved either by looking at the change
in average domain score for all women undergoing a speciﬁc
treatment or by examining individual scores and determining how
many women no longer fall below the clinical cutoff. A shift from
below to above the clinical cutoff score indicates the woman would
likely no longer meet clinical criteria for HSDD. Similarly, if using
the FSFI Desire domain for participant selection, when combined
with a validated measure of distress, the Desire cutoff score of 5
could be used as a proxy indicator of clinical status.
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Arousal
Distinction Between Arousal and Desire
There has been substantial confusion and debate in the literature as to what exactly arousal is, and whether it should be
considered a manifestation of desire. Much of this confusion
stems from diagnostic changes incurred with the transition from
the fourth to ﬁfth edition of the DSM. Within both the DSM-4TR9 and the ICD-10,3 disorders of arousal and desire had been
recognized as distinct disorders warranting unique diagnoses.
These 2 disorders were merged into 1 diagnosis, Female Sexual
Interest/Arousal Disorder, in the DSM-V. This was due, in part,
to what was viewed as a meaningful overlap between desire and
arousal. Indeed, this overlap is reﬂected in the factor structure of
the FSFI itself. In the original validation article of the FSFI, the
factor analytic structure supported either a 5-factor (desire and
arousal combined) or 6-factor (desire and arousal distinct) solution. A 6-factor solution was ultimately chosen in order to better
assess treatment speciﬁcity. Support for both a 5-factor and
6-factor solution was recently replicated in a systematic review of
83 studies investigating the measurement properties of the
FSFI.12
Domain intercorrelations published in the initial validation
study of the FSFI in a combined group of women with and
without FSAD indicate a shared variance of only 58% between
the domains of Desire and Arousal. This demonstrates overlap
between the constructs of desire and arousal but also substantial
distinction. Further evidence for maintaining separate domains
for Desire and Arousal is provided by Althof et al.21 In addition,
many organizations (ie, ISSWSH, the committee for ICD-11)
have opted to keep these 2 diagnostic categories distinct.4,5
Distinction Between Cognitive Arousal and Genital Arousal
The FSFI was validated for use in women with a DSM-IV-TR
diagnosis of FSAD,1 indicating that it can detect mean differences between women with and without a DSM-IV-TR diagnosis of FSAD. It is important to note that FSAD as delineated
in the DSM-IV-TR refers to a lack of genital arousal, namely a
lubrication-swelling response. As such, the FSFI Lubrication
domain closely taps into the DSM-IV-TR deﬁnition of FSAD.
However, more recently, FSAD has been conceptualized more
broadly as a disorder that includes both a subjective or cognitive
component and a genital or physiological component. Recently,
a panel of 10 experts, funded by the ISSWSH convened with the
goal of developing speciﬁc nosology and nomenclature for
arousal disorder in women. The outcome of this consensus
meeting was the proposal of an overarching category of FSAD
that includes 2 subtypes of arousal disorders: Female Cognitive
Arousal Disorder (FCAD) and Female Genital Arousal Disorder
(FGAD).4 Using this more comprehensive and speciﬁc conceptualization of FSAD, both the FSFI Arousal and Lubrication
domains are required for assessment. FCAD is most closely
assessed using the FSFI Arousal domain, and FGAD is most
closely assessed using the FSFI Lubrication domain.
J Sex Med 2019;-:1e9
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FSFI Arousal Domain
The FSFI Arousal domain contains 4 items assessing the frequency of arousal, intensity of arousal, conﬁdence in one’s ability
to become aroused, and frequency of feeling satisﬁed with one’s
arousal response. Domain scores range from 06. As noted
earlier, the Arousal domain reﬂects cognitive arousal, or a woman’s experience of being mentally “turned on.” Although the
FSFI Arousal domain closely maps onto the FCAD subtype of
arousal disorders recently proposed,4 it does not assess for the
presence or absence of distress, which is a requirement for
the clinical diagnosis of FCAD. It is also important to note that
the FSFI was validated among women using the DSM-IV-TR
criteria for FSAD and not the newly proposed criteria for
FCAD. Studies are required to determine whether mean scores
on the FSFI Arousal domain differ signiﬁcantly between women
who have been clinically diagnosed as having FCAD and women
who have not.

self-reported frequency of orgasm and difﬁculty reaching orgasm,
and one item that pertains to a woman’s satisfaction with the
experience of orgasm. Domain scores range from 06. A clinical
cutoff score has not yet been determined for differentiating
women with and without FOD, and, thus, the domain cannot be
used to infer clinical diagnoses. The FSFI has, however, been
validated for use in this population, which means that the
measure produced signiﬁcant mean differences between women
with and without a clinical diagnoses of FOD.8 This validation
suggests that full scale FSFI scores have the sensitivity to detect
clinically signiﬁcant orgasm dysfunction. Although the orgasm
domain cannot be used for diagnostic purposes, it can be used for
patient selection, tracking treatment progress, and clinical
inference in the same manner as described for the Arousal and
Lubrication domains.

Unlike the FSFI Desire domain, clinical cutoff scores for the
Arousal domain have not yet been determined. As such, the
Arousal domain may be used by comparing mean scores from
pretreatment to post-treatment to provide an indication of how
markers of arousal have responded to treatment, but strong inferences about clinically relevant changes cannot be made.

The Satisfaction domain includes 3 items assessing satisfaction: 2 that are partner relevant, and 1 that assesses satisfaction
with “overall sex life.” For the 2 items that assess partner variables, 1 pertains to the general sexual relationship with one’s
partner and the other speciﬁcally examines the relationship with
one’s partner during sex. This added speciﬁcity differs from most
questionnaires that assess sexual or relationship satisfaction in
that it allows for a greater understanding of how satisﬁed women
are with their actual sexual experiences. Scores on this domain
range from 0.86.

Lubrication
4 items comprise the FSFI Lubrication domain. The items
assess the frequency and difﬁculty of attaining and maintaining
lubrication during sexual activity; domain scores range from 06.
The Lubrication domain most closely aligns with the DSM-IVTR9 diagnosis of FSAD and the newly proposed FSAD subtype of
FGAD.4 It does not, however, assess for the presence or absence of
distress, which is a requirement for the clinical diagnosis of both
FSAD and FGAD. It is also important to note that lubrication is
only 1 aspect of genital arousal. Parish et al4 propose the following
deﬁnition of FGAD: “FGAD is characterized by the distressing
difﬁculty or inability to attain or maintain adequate genital
response, including vulvovaginal lubrication, engorgement of the
genitalia, and sensitivity of the genitalia associated with sexual
activity, for a minimum of six months.”
As the FSFI was validated among women using the DSM-IVTR criteria for FSAD and not the criteria for FGAD, future
studies are required to determine whether mean scores on the
FSFI Lubrication domain differ signiﬁcantly between women
who have been diagnosed as having FGAD and those who have
not. As was the case with the FSFI Arousal domain, a clinical
cutoff score has not yet been determined for the Lubrication
domain. As such, the Lubrication domain can be used for
examining treatment changes in genital lubrication but cannot be
used to diagnose either FSAD or FGAD.

Orgasm
The Orgasm domain of the FSFI contains 2 items pertaining
to a woman’s ability to reach orgasm characterized by
J Sex Med 2019;-:1e9

Satisfaction

It is important to note that the Satisfaction domain is different
from a diagnostic notion of distress. Satisfaction generally refers
to a subjective experience of well-being,23,24 whereas distress
refers to negative emotionality, such as worry, frustration, or
anxiety.17,25 Although research has shown that distress and
satisfaction are positively correlated,26 using the Satisfaction
domain to make clinical inferences about distress is not advised.
In a sample of women with and without FSAD, Stephenson and
Meston26 found that, although changes in satisfaction and
distress tend to be associated, the relationship between these 2
constructs differs by clinical status. For women with FSAD,
distress seems closely linked with sexual function. In sexually
healthy women, however, satisfaction may be more closely linked
with sexual function than is distress. Satisfaction and distress,
although closely linked, are not interchangeable and do not
represent opposite poles of the same continuum. The Satisfaction
domain within the FSFI should, therefore, not be used as an
indicator of distress, but rather as an indicator of women’s
subjective experience of sexual well-being.

Pain
The Pain domain of the FSFI captures genital pain that is
elicited during or after vaginal penetration. This domain contains
3 items, and domain scores range from 06. There has not yet
been a clinical cutoff score developed for the Pain domain and, as
such, it cannot be used for clinical diagnoses. The FSFI has been
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validated for use in women with CPP, indicating the FSFI is able
to signiﬁcantly discriminate between women with and without
clinical diagnoses of CPP.19 Masheb et al27 demonstrated strong
reliability and discriminant validity of the FSFI total and domain
scores in a sample of 42 women diagnosed via gynecologic
evaluations with chronic vulvar pain (vulvodynia). More
recently, Smith et al28,29 have shown the FSFI to differ signiﬁcantly between women with and without gynecologist-diagnosed
provoked vestibulodynia, although discriminant validity has yet
to be established. As with the other FSFI domains that do not
have established clinical cutoff scores, the Pain domain cannot be
used to make strong clinical inferences or diagnoses. It can,
however, be used for patient selection and for tracking treatment
progress by examining changes in the mean domain score.

FSFI USE ACROSS POPULATIONS
Translations Across Languages
A large component of the FSFI’s widespread usage can be
attributed to translated versions, which have been developed for a
range of languages, including Arabic,30 Chinese,31 Filipino,32
French,33 German,34 Greek,35 Indonesian,36 Italian,37 Iranian,38 Japanese,39 Korean,40 Malay,41 Persian,42 Polish,43 Portuguese,44 Spanish,45 Swedish,46 Taiwanese,47 Turkish,48 and
Urdu.49 Although translations of the FSFI have facilitated advances in our understanding of sexual function cross-culturally,
there are variations in the degree to which such versions adhere
to appropriate procedures for translation and validation. As such,
it is important to examine the development procedures and
measurement properties of individual FSFI translations when
implementing such measures and interpreting corresponding
ﬁndings.
For a version of the FSFI to be appropriately translated and
validated, it should follow the following standard procedures: (1)
the original FSFI should undergo a forward translation (ie,
translation of the FSFI into the language of interest), (2) the
translated version should then be subject to a back translation (ie,
the translated version should be translated back into English by
someone uninvolved in the forward translation), (3) researchers
should then assess the degree to which the back translation
matches the original, English version of the FSFI, with steps 13
completed in an iterative process until the back translation
closely matches the original, (4) the translated version of the
FSFI should then be administered to a sample of women who
have also completed a clinical interview for FSD, and (5) researchers should determine whether there are statistically significant differences between the scores of women with and without
FSD (as determined by a clinical interview).
Several translations of the FSFI can be considered quite valid
and reliable given their close adherence to the above procedures.
For instance, the Iranian version of the FSFI was developed
using all of these procedures, and included additional steps to
increase evidence for the measure’s reliability, including a 4-week
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follow-up to assess test-retest reliability.38 Other versions have
been subject to even more rigorous analyses to increase their
speciﬁcity for use in different cultural contexts. For instance,
several translated versions have not only been appropriately
validated, but have also been used to develop clinical cutoff
scores that are population-speciﬁc (eg, Zachariou et al35 and
Filocamo et al37). In such cases where the FSFI has been
properly translated and validated, the resulting measure can be
reasonably trusted to accurately assess sexual function within a
given population.
This is not, however, the case for translated versions that have
not been developed or validated using appropriate procedures.
For instance, a validation study for the Spanish version of the
FSFI followed many of the procedures outlined above but did
not include structured clinical interviews.45 Although researchers
were able to conclude that the overall factor structure of the
original measure held in the translated version, they were unable
to determine whether the new version produced meaningful
differences between populations of women with and without
FSD. Because this was a preliminary validation study, results
from studies using this measure or other translated measures that
have not been fully validated should be interpreted with caution
until such a time that the measures can undergo more rigorous
evaluation.

Validation Across Populations
Cross-Cultural Validation
There is an important distinction between the use of a scale
cross-culturally and the validation of a scale on a speciﬁc population. Although the original FSFI is appropriate for usage across
a wide-range of cultural contexts, there are cases in which validation on a speciﬁc population of interest is advised. Here,
validation refers speciﬁcally to (1) demonstrating that the factor
structure of the measure holds for the speciﬁc population and (2)
ﬁnding signiﬁcant differences between the FSFI scores of women
with and without FSD in that population.
In most instances, validation of the FSFI for a speciﬁc population is not necessary for effective use. For instance, the FSFI
does not need to be validated for use on women with depression,
as the scale is speciﬁcally designed to examine differences in
sexual function across diverse groups. It becomes more important
to ensure that the scale has been validated on a population of
interest, however, when their cultural context varies signiﬁcantly
from the population on whom the FSFI was originally validated.
For instance, one study validated the FSFI on an Englishspeaking population in Holland, a cultural context that may be
notably different than the United States (see Wouters,50 2013,
for an eloquent review of increased sexually liberal dynamics in
the Netherlands vs the United States), where the FSFI was
originally validated.51 Similarly, when administering translated
versions of the FSFI in languages spoken across culturally diverse
countries, it may be important to ensure they have been validated
J Sex Med 2019;-:1e9
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for the speciﬁc population of interest (ie, ensuring the Spanish
version of the FSFI, which was developed in Colombia, is valid
in a Mexican population).
Use with Sexual Minority Women
The FSFI was speciﬁcally written to be applicable to both
heterosexual and sexual minority women. Across all of the
domains except for pain, items use wording such as “sexual
activity or intercourse” or “sexual stimulation or intercourse” in
order to be inclusive of a wide range of sexual contexts,
including non-penetrative sex. In the Pain domain, the word
“penetration,” is used rather than “sexual activity,” given that
sexual pain almost always occurs in response to vaginal insertion of some kind (ie, penile, digital, etc.). Again, the word
“penetration” was chosen over the term “intercourse” to be
inclusive of sexual pain occurring outside of the context of
penile-vaginal sex. Although the FSFI was written such that it
could be used in research settings with lesbian and bisexual
women, the measure has not been speciﬁcally validated in this
population. In order to better assess sexual function among
sexual minority women, one study slightly modiﬁed the items
of the FSFI by omitting the term “intercourse” and instead
using the term “penetration” and initial evidence for sound
psychometric properties.50,52 Using the altered wording and
original scoring approach, Cronbach alpha’s for domain and
total scores were excellent and ranged from 0.890.95. Further
work should be done to validate that modiﬁed version with
clinical interviews in order to determine whether the measure
can reliably produce mean group differences between women
with and without FSD. Additionally, future research should
seek to elucidate whether the original FSFI itself is a valid
measure for assessing sexual function in sexual minority
women, and, if so, to develop clinical cutoff scores speciﬁc to
this population.

SUMMARY AND CONCLUSIONS
The FSFI is a 19-item, multidimensional, self-report measure
of sexual function in women, which was developed 2 decades
ago in response to burgeoning interest in new pharmacologic
and behavioral treatments for FSD. Since its initial publication
in 2000, widespread adoption of the FSFI has led its inclusion in
hundreds of clinical and nonclinical studies worldwide, and
more than a thousand published reports at the time of writing.
What accounts for the high level of professional and scientiﬁc
acceptance and broad adoption of the FSFI? Certainly, availability of an extraordinarily large database of published studies,
including results from multiple observational and interventional
studies in diverse study populations is a signiﬁcant advantage of
the measure to both investigators and granting agencies. The
instrument is also relatively brief, can be completed in 5 minutes
or less on average, and has a straightforward and practical scoring
system. Additionally, the underlying domain structure, which

J Sex Med 2019;-:1e9

was designed to assess sexual desire and arousal separately, in
addition to other components of sexual function in women, has
been validated and replicated in multiple studies.
As noted throughout our review, proper scoring and interpretation of the measure necessitates: a) inclusion of a distress
measure for diagnosing sexual dysfunction clinically, as deﬁned
by current standards; and b) correction for sexual activity status
and adapted scoring for sexually inactive respondents. Of note,
despite these considerations and potential limitations, the FSFI
was endorsed by a consensus of experts as the preferred
self-report measure for assessing sexual function in women by a
select panel of expert advisors to the U.S. Food and Drug
Administration in mid-2014.53 See the following link for full
details of the panel recommendations: (http://www.fda.gov/
media/92963/download).
Despite the broad acceptance of the measure, additional
validation studies are needed in at least 3 areas: (1) the item
wording and domain scoring in minority populations needs
further validation, particularly in gay and bisexual women or
institutionalized women without access to a sexual partner; (2)
linguistic adaptation and further cultural validation studies are
needed to assess the generalizability of the scoring approach and
clinical norms across countries and cultures, and to assess the
relative correlates of sexual dysfunctions in other cultures and
settings; (3) to investigate further the domain structure of the
scale and the relative contributions of desire and arousal difﬁculties to sexual distress and help-seeking in premenopausal and
postmenopausal women with various subtypes of sexual
dysfunction. Hopefully, further studies will shed light on these
important issues in years to come.
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