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Abstract
The aim of this study is to investigate the physical and psychosocial problems and the
clinical and sociodemographic factors affecting sexual life in patients with nonspecific
chronic low back pain (CLBP), thus drawing attention to sexual disability and patients’
concerns in the conservative management of the disease. A total of 140 patients
were included in the study. The assessment of disease characteristics, information
about sexual life and related factors were evaluated by a self-constructed questionnaire.
The Oswestry Disability Index (ODI), Pain Catastrophizing Scale (PCS), International
Physical Activity Questionnaire (IPAQ), Tampa Scale of Kinesiophobia (TSK) and
Beck Depression Inventory (BDI) were used to assess functional disability, pain-related
anxiety, physical activity level, fear of movement and depression severity, respectively.
Hierarchical cluster analysis was used to discover relationships among variables. Based
on the dendrogram, the intensity of CLBP, the impact of CLBP on sexual life, decrease
in libido, sexual satisfaction, frequency of intercourse, painful sexual behavior and
questionnaire results (BDI, TSK, ODI, PCS) were in the same cluster. Consistent with
this, positive correlations were found between BDI and PCS (p< 0.001, r = 0.481), BDI
and TSK (p< 0.001, r = 0.319), and BDI and ODI (p< 0.001, r = 0.408). The other main
clusters included demographic and clinical characteristics, ODI and IPAQ scores. The
sexual lives of patients with CLBP are affected physically and psychosocially. In clinical
practice, it is important to counsel sexual disability patients because of their concerns and
hesitations.
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1. Introduction

Chronic low back pain (CLBP) is a major medical and social
problem and one of themost important causes of functional and
psychosocial disability [1]. Kinesiophobia and catastrophe are
known to increase disability in CLBP.Kinesiophobia is defined
as an excessive and irrational fear of painful injury or reinjury
that reduces physical movement and activity [2]. On the other
hand, catastrophe is defined as the tendency to magnify the
perceived threat and exaggerate the seriousness of its potential
consequences [3]. These defined problems and psychological
factors, such as depression and anxiety, significantly affect the
sexual life of patients with CLBP.
Sexual function is a multidimensional process that is af-

fected by neurological, endocrine, vascular and musculoskele-
tal systems; psychosocial factors; and prescribed medications
[4]. However, there are not many studies about low back pain
in the literature evaluating the frequency and importance of

changes in sexual functions, contributing factors and lack of
communication between the patients and the physicians. In
some studies, sexual dysfunction has been evaluated before
and after lumbar disc surgery, but the effects of sexual life
in patients with CLBP under conservative treatment have not
been sufficiently emphasized [5–7]. This may be due to mutual
hesitation between the physician and the patient. The lack
of attention focused on sexual functioning and hesitation in
getting and giving information on this subject may reflect in
the daily life of the patient as kinesiophobia and psychosocial
problems.

Consequently, we believe that performance-related
psychosocial anxiety and fear of experiencing pain during
sexual activity highly affect sexual function in patients with
CLBP, but this issue cannot be easily discussed by physicians.
Therefore, we aimed to draw attention to sexual disability in
assessing and conservatively managing chronic low back pain.

https://www.signavitae.com
http://doi.org/10.22514/sv.2024.008
https://orcid.org/0000-0003-4681-1987
https://orcid.org/0000-0003-2849-4033
https://orcid.org/0000-0002-6848-684X
https://orcid.org/0000-0001-8500-4067
https://orcid.org/0000-0002-6544-7095
https://orcid.org/0000-0002-5618-9768


128

2. Materials and methods

Patients between 18–65 years old who were evaluated in an
outpatient clinic at the Physical Medicine and Rehabilitation
Clinic of Istanbul Florence Nightingale Hospital with the di-
agnosis of CLBP were prospectively included in this study.
The sample size was established considering the general linear
model.
We included volunteers who had an active sexual life and

CLBP for more than three months (with or without radiculopa-
thy). Patients with neurological deficits after back surgery,
a systemic disease affecting sexual life, cognitive disorders,
other painful musculoskeletal system disorders, and psychi-
atric disorders were excluded from the study.
Patients who agreed to participate in the study completed an

evaluation form specially established for this study in the com-
pany of a clinician face-to-face. These questions were about
CLBP features (disease duration, pain severity by visual analog
scale (VAS 0–100 mm), sexual life and socio-demographic
characteristics, such as age, gender and educational level.
To determine the impact of CLBP on sexual life we created

questions given below.
• Impact of LBP on sexual life (yes/no)
• LBP during intercourse (VAS 0–100 mm)
• LBP after intercourse (VAS 0–100 mm)
• Decrease of frequency of intercourse (yes/no)
• Decrease of libido (yes/no)
• Decrease of sexual satisfaction (yes/no)
• Comfortable intercourse position (sidely/prone/supine)
• Painful intercourse position (sidely/prone/supine)
• Behavior toward painful sexual activity (change posi-

tion/taking pain relievers/postponing the intercourse)
To determine the patients’ sensation of discussing sexual

problems with their healthcare provider, we created the fol-
lowing questions.
• Broaching sexual issues with a healthcare provider

(yes/no)
• Request for information about sexual concerns (yes/no)
• Type of information (medical advice/referral to another

department/written notice)
• Satisfaction with information (yes/no)
• Barriers to broaching sexual issues (patient

shame/unsuitable environment/apprehension of healthcare
provider’s gender)
In addition, we used questionnaires to evaluate the effects of

CLBP on different variables.
• Functional disability (Turkish version of the Oswestry

Disability Index (ODI))
• Pain-related anxiety (Turkish version of Pain Catastrophiz-

ing Scale (PCS))
• Physical activity level (Turkish version of International

Physical Activity Questionnaire (IPAQ))
• Fear of movement (Turkish version of Tampa Scale of

Kinesiophobia (TSK))
• Depression severity (Turkish version of Beck Depression

Inventory (BDI))
Statistical Analyses: The data on the relationship between

all these variables and the scales applied above regarding sex-
ual activity were evaluated using hierarchical cluster analysis

of multivariate statistical methods, which are useful for many
applications in terms of classification. Using this method,
the relationships between variables and clustering trends were
determined by the dendrogram, which allowed us to obtain
more details for clinical interpretation. In this study, common
linkage and Ward’s hierarchical clustering method were used
for cluster analysis. Pearson’s correlation test was used to
assess the correlation between the questionnaire outcomes.
Data were analyzed using “R programming, version 3.6.2
(2019), R Core Team, Vienna, Austria”, which was adapted as
a standard software package for data analysis by statisticians.

3. Results

Forty-five men and ninety-five women were included in the
study. Descriptive statistics (mean and standard deviation) for
the continuous variables and the questionnaire results of the
patients are presented in Table 1. The mean age of participants
was 45.29 years. The mean duration of CLBP was 7.5 years.
The educational level of the patients was categorized into

three basic levels. It was seen that the educational levels
were evenly distributed among these levels (primary school
(38.2%), high school (28.7%) and university (32.4%)). 86.8%
of the patients did not have regular exercise regularly. Accord-
ing to the IPAQ, 82.6% of the patients were found to be in the
inactive or minimally active category.
Clusters formed by the related variables are shown by a

dendrogram using cluster analysis (Fig. 1). The dendrogram
allowed us to see how the variables that may affect sex life
related to low back pain were clustered. Based on the den-
drogram, two main clusters of similar-quality variables were
created.
Discomfort from the survey, effects of gender of the health-

care provider, the impact of information, the impact of health-
care provider, gender of patients, the impact of LBP on sex-
ual life, decrease in libido, sexual satisfaction, frequency of
intercourse, painful sexual behavior, the intensity of LBP and
questionnaire results (BDI, TSK, ODI Sexual Life Score, PCS)
were in the same cluster (Fig. 1). Consistent with this, positive
correlations were found between BDI and PCS (p< 0.001, r =
0.481), BDI and TSK (p< 0.001, r = 0.319), and BDI and ODI
(p< 0.001, r = 0.408). Questions such as “gender of healthcare
provider, sufficient information on sexual problems, barriers
to discussion on sexual problems, type of information, asking
for information and consulting with the healthcare providers”
questioning the patient’s communication about her/his problem
were also included in the same subcluster (Fig. 1).
The other main clusters included demographic and clinical

characteristics, ODI and IPAQ scores. Educational level,
exercise habits, age of patients, job and disease duration were
related and in the same subcluster (Fig. 1). The ODI and
IPAQ scores were in the same subcluster, and a negative
correlation was found between these scores (p < 0.05, r =
−0.254). Discussing sexual concerns with healthcare providers
registered as a sub-cluster between the two main clusters.
Evaluation forms specially established for this study cate-

gory; evaluation of changes in the sexual life of patients with
CLBP and discussion of sexual concerns are given below in
Tables 2 and 3, respectively.



129

TABLE 1. Descriptive statistics for continuous variables and questionnaire results.
 Variables Mean (95% CI) SD
Age (yr) 45.2 (43.1–47.4) 12.7
Duration of Disease (yr) 7.5 (5.8–8.1) 7.5
Oswestry Disability Index 34.4 (31.2–36.8) 17.0
Pain Catastrophizing Scale 23.8 (20.9–25.1) 13.5
Beck Depression Inventory 11.6 (9.5–12.5) 9.2
TAMPA Scale of Kinesiophobia 24.7 (22.8–25.2) 7.6
yr: Year; CI: Confidence Interval; SD: Standard deviation.

FIGURE 1. Dendrogram of Assessment of Sexual Activity and Related Factors in Patients with CLBP. 1: Discomfort
from the survey, 2: Effect of genders of healthcare provider, 3: Beck depression inventory score, 4: Impact of information, 5:
Impact of healthcare provider, 6: Gender of patient, 7: Impact of low back pain on sexual life, 8: Tampa kinesiophobia score,
9: Descrease of libido, 10: Sexual satisfaction, 11: Painful sexual behavior, 12: Frequency of intercourse, 13: Oswestry sexual
life score, 14: Position type of low back pain, 15: Pain catastrophizing score, 16: Intensity of low back pain, 17: Leg pain, 18:
Gender of the healthcare provider, 19: Sufficient information of sexual problems, 20: Barriers for discussion on sexual problems,
21: Type of information, 22: Asking for information, 23: Consulting with the healthcare provider, 24: Low back pain during
intercourse, 25: Low back pain after intercourse, 26: Impact of low back pain on activity of daily living, 27: Education level, 28:
Exercise habit, 29: Age of patients, 30: Job, 31: Disease duration, 32: Oswestry total score, 33: Coital position, 34: Healthcare
provider, 35: International physical activity questionnaire met score, 36: International physical activity questionnaire category,
37: Requent of discussing about sexual problems, 38: Awareness, 39: Concerns of sexual life dysfunction, 40: Painful coital
position.

4. Discussion

Our study demonstrated that patients with CLBP have dis-
turbed sexual lives, which is correlatedwith patient and disease
characteristics such as pain, physical activity level, disability,
kinesiophobia, pain-related anxiety, depression and patient
concerns.
CLBP is a major cause of disability, kinesiophobia and

depression, all of which affect sexual function in many ways
[1]. Several studies have demonstrated that sexual problems
are prevalent among patients with CLBP. The frequency of
sexual problems in patients with CLBP has been reported from

50% to 80% in the studies [8–10]. In this study, the negative
effect of CLBP on sexual activity was found in 46.7% of men
and 59.1% of women. In another Turkish population survey,
55% of men and 84% of women reported experiencing sexual
problems after LBP onset of low-back pain [4].
In a study that investigated the relationship between CLBP

and sex life in the Swedish population, 30% of patients re-
ported that their sex life was severely limited [11]. In a study
describing sexual dysfunction in CLBP in the Iranian popu-
lation, 71.1% of female patients and 59.5% of male patients
with CLBP complained of sexual disability. In a study by
Nikoobakht et al. [12], sexual disability was lower in those
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TABLE 2. Evaluation of changes in the sexual life of patients with CLBP.
All patient
(n = 140)

Women
(n = 95)

Men
(n = 45)

The intensity of LBP (VAS 0–100 mm) 7.25 ± 1.96 7.16 ± 1.96 7.44 ± 1.96
Impact of LBP on sexual life (yes/no) Yes (50.7%) Yes (59.1%) Yes (46.7%)
Behavior to painful sexual activity (change
position/taking pain relievers/postponing the intercourse)

Change position
(43.2%)

Change position
(46.2%)

Postponing
intercourse (48.3%)

Concerns of sexual life dysfunction (VAS 0–100 mm) 6.29 ± 3.16 5.83 ± 3.20 7.17 ± 2.95
Decrease of frequency of intercourse (yes/no) Yes (62.2%) Yes (57.6%) Yes (71.0%)
Decrease of libido (yes/no) No (51.0%) No (59.3%) No (50.0%)
Decrease of sexual satisfaction (yes/no) No (60.4%) No (62.7%) No (53.6%)
Comfortable intercourse position (sidely/prone/supine) Supine (60.9%) Supine (64.9%) Supine (53.3%)
Painful intercourse position (sidely/prone/supine) Prone (46.6%) Prone (46.4%) Prone (46.9%)
LBP: low back pain; VAS: visual analog scale.

TABLE 3. Discussing sexual concerns.
All patient
(n = 140)

Women
(n = 95)

Men
(n = 45)

Broaching sexual issues with a healthcare provider (yes/no) (n
= 92)

No (91.3%) No (95.0%) No (84.4%)

Request for information about sexual concerns (yes/no) (n = 39) No (56.4%) No (66.7%) Yes (55.6%)
Type of information (medical advice/referral to another depart-
ment/written notice) (n = 23)

Medical advice
(65.2%)

Medical advice
(77.8%)

Medical advice
(57.1%)

Satisfaction with information (yes/no) (n = 28) Yes (82.1%) Yes (83.3%) Yes (81.3%)
Barriers to broaching sexual issues (patient shame/not suitable
environment/apprehension of healthcare provider’s gender) (n
= 46)

Patient shame
(71.7%)

Patient shame
(75.0%)

Patient shame
(60.0%)

Requested form of information type (face-to-
face/online/written notice) (n = 123)

Face-to-face
(63.4%)

Face-to-face
(60.5%)

Face-to-face
(69.0%)

Impact of the healthcare provider’s gender (yes/no) (n = 134) Yes (50.7%) Yes (62.2%) No (50.7%)
Awareness created by the survey (yes/no) (n = 134) Yes (71.6%) Yes (68.9%) Yes (77.3%)
Discomfort from survey (yes/no) (n = 134) No (78.4%) No (76.7%) No (81.8%)
Effect of the healthcare provider’s gender on the answers
(yes/no) (n = 132)

No (81.8%) No (80.9%) No (83.7%)

who were physically active and had higher education and
income levels. As a result of the hierarchical cluster method in
our study, age, longer disease duration, lower educational level
and lower physical activity were correlated with the ODI total
score. CLBP causes poor quality of life, affecting patients’
daily lives and, consequently, their sexual life. Another similar
subset in our cluster analysis was the relationship between the
ODI sexual life score, PCS and decreases in sexual desire,
sexual satisfaction and intercourse frequency. A decrease in
sexual desire, sexual satisfaction and frequency of intercourse
and libido was encountered in more than half of the patients.
A decrease in sexual desire was found at 59.3% and 50%;
a decrease in sexual satisfaction was 62.7% and 53.6%; a
decrease in the frequency of intercourse was 57.6% and 71%; a
decrease in libido was found at 59.3% and 50% of women and
men, respectively. In a recent study that assessed how much
LBP affected sexual satisfaction before and after treatment,
sexual satisfaction was significantly higher after treatment in

women and men groups [13]. In our study, there is a decrease
in sexual satisfaction of 62.7% in women and 53.6% in men.
Maigne et al. [9] conducted a questionnaire-based study that

investigated the effect of CLBP on sexual activity and found
that female patients were more affected than male patients,
which is consistent with the results of our study.
Various studies have shown that sexual dysfunction is more

common in patients with CLBP who have high levels of dis-
ability, depression, kinesiophobia and catastrophe. In our
study, the average TSK, which was related to the BDI in the
dendrogram, was found to be 24.79± 7.67. As a result, sexual
impairment seems to be related to fear of triggering pain during
intercourse and psychological factors.
In our study, questionnaire results (BDI, TSK, ODI Sexual

Life Score, PCS) are in the same cluster and there is a positive
correlation between BDI and PCS, TSK andODI scores. There
are many studies that demonstrate a strong correlation and
bidirectional association between CLBP and depression [14–
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16]. There are studies that found the prevalence of depressive
symptoms in patients with CLBP is 20–25% which is higher
than the normal population [17, 18]. People with depression
are more likely to develop chronic pain. In adults across
observational studies, research suggests that people experienc-
ing depression are approximately 60% more likely to develop
back pain in their lifetime versus non-depressed people. In
another study, chronic pain was present in 41% of patients
diagnosed with major depressive disorder [19–21]. Several
studies have demonstrated that CLBP and depression have sim-
ilar neural mechanisms [22, 23]. Elevated pro-inflammatory
cytokines, interleukin (IL)-1β, IL-6 and tumor necrosis factor-
alpha (TNF-α) have been identified in patients with depression
and CLBP [24, 25]. Inflammation may be the key that why
some patients with CLBP develop depression and people ex-
periencing depression are more likely to develop pain. There
is a strong relationship between depression and CLBP because
of this, screening with inflammation markers and depression
questionnaires can be recommended for patients with CLBP
as an essential aspect of management.
In the literature, sexual problems that affect patients with

CLBP were defined as the fear of increasing pain, decreased
frequency of sexual intercourse, interruption of sexual inter-
course and decreased sexual satisfaction [8, 9, 11, 26]. In our
study, patients complained of similar problems. However, the
literature regarding the most painful sexual intercourse posi-
tions and the most comfortable sexual intercourse positions is
inconsistent. In our study, the most painful sexual intercourse
positions were 46.6% prone, 25% other, 12.5% supine and
12.5% side-lying. The most comfortable sexual intercourse
positions were 60.9% supine, 23% prone and 16.1% side-
lying. Bahouq et al. [8] showed in their study that the
most painful sexual intercourse position was supine for both
men and women, and the most comfortable position was side
lying. In contrast, Maigne et al. [9] reported that the most
painful sexual intercourse position was prone, and the least
painful coital position was supine, which is consistent with our
study. Inconsistencies among studies may be due to the lack
of analysis of the causes of CLBP because different causes of
CLBP, such as lumbar herniated disc or facet joint dysfunction,
have different biomechanical effects on the spine, which may
cause pain in different intercourse positions.
Several studies have demonstrated that sexual concerns are

prevalent among patients with CLBP. In our study, 50.7%
of patients’ sex lives were affected by CLBP. Decreases in
sexual satisfaction, frequency of intercourse and libido were
encountered in more than half of the patients (60%, 62.2% and
51%).
Although sexual concerns are prevalent among patients with

CLBP, discussing sexual concerns with healthcare providers
is difficult for patients. The barriers to discussing sexual
concerns defined in the literature are patient shame, healthcare
providers’ reactions, lack of privacy, education level and lack
of time [27]. Our results show that patient embarrassment is the
main barrier to broaching sexual problems. In other studies, a
low educational level was found to be a barrier to discussing
sexual concerns. In our study, education level was not found
to be a barrier. This may be due to the socio-cultural context.
Althoughmost of the patients were open to broaching sexual

issues (91.3%), only 56.4% of patients asked for information
about their sexual concerns. Although the preferred type of
information is mostly face-to-face, patient embarrassment is
the main barrier to broaching sexual issues, as noted in the
literature. Most of the patients (78.4%) were comfortable with
filling out a survey about sexual life, and the survey helped
build awareness about discussing sexual concerns among most
patients (71.6%).
Although disrupted sex life is frequent in patients with

CLBP, discussion of this topic can be difficult for patients.
Patients may hesitate even if they are willing to break sexual
issues because of the barriers mentioned above.
In a recent study that investigated the relationship between

LBP and sexual life from the patient’s perspective, patients
with CLBP were open to broaching sexual issues like our
study. In the same study, patients declared that they had to
modify their sexual habits due to LBP, which is consistent with
our study [28].
The current study revealed that the supine position is the

most comfortable sexual intercourse position in patients with
CLBP; however, there is inconsistency in the literature regard-
ing the most painful position. Further studies are needed to
evaluate the relationship between the causes of CLBP and the
most comfortable and painful intercourse position. Although
the preferred type of information was mostly face-to-face in
our study, patient embarrassment was the main barrier to
broaching sexual issues. The patient may hesitate even if he or
she is willing to broach sexual issues because of such barriers.
The limitations of this study include its being a single center-

based study. The data obtained may not be a representation
of the entire chronic low back pain population. Detailed
analysis of psychological components of patients such as child-
hood trauma, depression cycles, etc. could be analyzed as
a subgroup in a future study. The study was conducted in
the Turkish population, therefore there may be inconsistency
between other studies conducted in a foreign setting due to
cultural differences.

5. Conclusions

Consequently, the sexual lives of patients with CLBP are
affected both physically and psychosocially. Depression, ki-
nesiophobia and catastrophic thoughts associated with CLBP
are also related to sexual problems and concerns. Within
the therapeutic context, our practical implications are during
treatment planning, psychosocial conditions should also be
evaluated in addition to physical, biomechanical and pain
problems. It is important to encourage patients to discuss their
sexual concerns and to provide information to help manage
pain during sexual activity.
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