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Abstract 
Purpose: The objective of this study was to analyze differences in external genital measurements between 
women with polycystic ovary syndrome (PCOS) and healthy controls, and to evaluate how these anatomical 
differences relate to sexual function and genital self-image. 
Methods: A prospective multicenter case-control study was conducted between January and December 2024. 
The study included 155 women with PCOS and 155 control women with mild male factor infertility or 
unexplained infertility, all 18–45 years old and evaluated at an infertility clinic. PCOS was diagnosed according 
to the Rotterdam criteria. Participants with a history of gynecological surgery, hormonal medication use, or 
endocrine disorders were excluded. External genital measurements, including clitoral size, labial dimensions, 
vaginal length, and anogenital distance, were recorded. The Female Sexual Function Index (FSFI) and the 
Female Genital Self-Image Scale (FGSIS) were administered to assess sexual function and genital self-image. 
Results: Women with PCOS had a significantly higher body mass index (BMI) (26.5 ± 6.2 kg/m² vs. 24.6 ± 4.7 
kg/m², p = 0.003) and later menarche (12.7 ± 1.3 years vs. 11.6 ± 1.1 years, p < 0.001) compared to controls. 
Genital measurements revealed that women with PCOS had a shorter clitoral prepuce length (18.3 ± 7.02 mm vs. 
20.7 ± 4.9 mm, p = 0.001), shorter anogenital distance (21.2 ± 13.3 mm vs. 26.1 ± 7.7 mm, p < 0.001), and 
reduced labia majora length (62.7 ± 19.8 mm vs. 74.2 ± 8.7 mm, p < 0.001). In contrast, clitoral glans width was 
significantly larger in the PCOS group (6.5 ± 2.8 mm vs. 5.8 ± 1.5 mm, p = 0.008). Women with PCOS also had 
higher FSFI subscale scores for arousal (3.8 ± 1.6 vs. 3.3 ± 1.2, p = 0.002) and orgasm (4.1 ± 1.2 vs. 3.6 ± 1.8, p 
= 0.003) but lower FGSIS scores (18.2 ± 3.8 vs. 22.8 ± 4.1, p < 0.001), indicating less positive genital self-
image. 
Conclusion: This study demonstrates marked differences in external genital measurements between women with 
PCOS and healthy controls, including shorter clitoral prepuce length, shorter anogenital distance, and smaller 
labia majora in the PCOS group. These results imply that hormonal imbalances in PCOS may lead to distinct 
genital morphological changes that could influence sexual function and self-image. Despite higher arousal and 
orgasm scores, women with PCOS reported a lower genital self-image, highlighting a complex relationship 
between PCOS, body image, and sexual health. These findings provide new insights into the physical and 
psychological dimensions of PCOS and should inform future research and clinical strategies addressing sexual 
health in this population. 
Keywords: Polycystic ovary syndrome; genital measurements; female genital anatomy; sexual function; genital 
self-image 
 
 
 
 
 



 
Introduction 
Polycystic ovary syndrome (PCOS) is one of the most common endocrine disorders in women of reproductive 
age, with an estimated prevalence of about 7–12% of the female population worldwide.1 It is characterized by 
clinical or biochemical hyperandrogenism, chronic anovulation, and polycystic ovarian morphology.2 Beyond its 
metabolic and reproductive implications, PCOS is associated with significant psychosocial and sexual health 
challenges, including sexual dysfunction and altered body image.3,4 
Sexual dysfunction in women with PCOS has been widely studied, with multiple reports indicating higher rates 
of sexual dissatisfaction compared to women without the syndrome.5 Women with PCOS frequently report 
reduced sexual desire, arousal, lubrication, and overall satisfaction.6,7 Common symptoms of PCOS such as 
hirsutism, acne, and menstrual irregularities are often linked to body image concerns, which may negatively 
affect sexual self-esteem and genital perception.4,8 However, the anatomical factors contributing to these issues 
remain poorly understood. Relatively few studies have examined how PCOS affects genital morphology and 
how these anatomical variations might relate to sexual function and genital self-image. 
Emerging evidence suggests that hormonal imbalances in PCOS may lead to subtle anatomical variations in the 
genitalia that could influence sexual function.9 Recent research has highlighted certain genital measurements, 
such as clitoral size and anogenital distance (AGD), as potential biomarkers of androgen exposure in women.10,11 
However, no comprehensive study has evaluated a broad range of external genital measurements in PCOS 
patients, nor the relationship between these anatomical features and measures of sexual function and genital self-
image. 
The aim of this study is to compare a wide array of external genital measurements between women with PCOS 
and healthy controls. In addition, we seek to evaluate how any anatomical differences correlate with sexual 
function and genital self-image in these two groups. 
Materials and Methods 
A prospective case-control study was conducted from as a as a multicenter study from January until between 
January and December 2024.  
The study included 155 women with PCOS and, as control cases, 155 women with mild male factor infertility or 
unexplained infertility, all between 18 and 45 years of age and admitted to an infertility clinic. Control cases 
were enrolled after being evaluated by an infertility specialist and determined to have either unexplained 
infertility or only a mild male factor contributing to infertility. 
The Rotterdam criteria were used to diagnose PCOS. Patients were identified as having PCOS if they had at least 
two of the following: (1) oligo- and/or anovulation, (2) clinical and/or biochemical signs of hyperandrogenism 
(e.g., hirsutism, acne, or alopecia), and (3) polycystic ovarian morphology on ultrasound, characterized by ≥12 
follicles measuring 2–9 mm in diameter and/or an ovarian volume >10 cm³.3 All ovarian ultrasound evaluations 
were performed transvaginally using a high-frequency transducer to assess for polycystic ovarian morphology. 
Notably, we primarily relied on clinical indicators of hyperandrogenism for PCOS diagnosis; serum androgen 
levels were not routinely measured. 
The diagnosis of unexplained infertility was made by excluding other potential causes in couples who had not 
conceived after 12 months of regular, unprotected intercourse. This evaluation ruled out male factor infertility, 
oligo/anovulatory infertility, and anatomical issues such as bilateral fallopian tube occlusion (confirmed by 
hysterosalpingography), endometriosis, fibroids, uterine cavity abnormalities, or cervical/vaginal obstructions.12 
Mild male factor infertility was defined as a situation where male factors were the sole cause of infertility and 
only one semen parameter was below the World Health Organization (WHO) reference range for normal semen 
analysis.13 

Exclusion criteria for both groups included: history of vaginal delivery or obstetric perineal trauma (e.g., 
episiotomy), pelvic organ prolapse surgery, or cosmetic gynecologic procedures (such as labiaplasty or clitoral 
hoodoplasty); presence of endocrine disorders such as Cushing's syndrome, congenital adrenal hyperplasia, 
androgen-secreting tumors, hyperprolactinemia, hyperthyroidism, or hypothyroidism; and use of hormonal 
medications (including contraceptives) or antidepressants within the six months prior to enrollment. 
Detailed clinical histories were obtained, and physical examinations were performed for all participants. 
Recorded information included age, BMI (body mass index, calculated as weight in kilograms divided by height 
in meters squared), parity, history of tobacco use, age at menarche, years of sexual activity, and menstrual 
regularity (regular menses defined as cycles lasting 25–35 days with bleeding for 4–6 days per cycle). 
Signs of hyperandrogenism were assessed clinically. Hirsutism was evaluated using the modified Ferriman-
Gallwey score (mFG).14 Acne severity was assessed using the Investigator Global Assessment (IGA) scale for 
acne vulgaris, which ranges from 0 (clear) to 4 (severe).15 Alopecia (scalp hair thinning or hair loss) was 
evaluated on a scale from 0 (no alopecia) to 4 (severe alopecia), reflecting increasing degrees of androgenic 
alopecia. 
External genital measurements were obtained with participants in the lithotomy position. To minimize inter-
observer variability, two gynecology specialists conducted all measurements, and the examiners were blinded to 



each participant’s group. For consistency, the two examiners underwent joint training and a calibration session 
for the measurement techniques prior to the study, although no formal inter-rater reliability analysis was 
performed. Measurements were taken using a digital stainless-steel Vernier caliper; vaginal depth measurements 
were obtained using a hysterometer. The clitoral glans length was measured by gently retracting the clitoral 
prepuce. The lengths and widths of the labia minora and labia majora were measured bilaterally. Additionally, 
the anogenital distance (the distance from the anus to the posterior fourchette) was measured with the caliper to 
represent the perineal body length. The measurement protocol followed a standardized template (Figure 1) as 
described in a previous study.16 Each distance was measured three times, and the average of the three values was 
used for analysis. 
After the physical examination, all participants completed validated Turkish versions of the Female Sexual 
Function Index (FSFI)17 and the Female Genital Self-Image Scale (FGSIS)18 in a private setting, with a research 
nurse available for assistance if needed. The FSFI is a 19-item questionnaire assessing sexual function over the 
prior four weeks, evaluating domains of desire, arousal, lubrication, orgasm, satisfaction, and pain.19 Female 
sexual dysfunction was defined as a total FSFI score ≤26.55.20 The FGSIS is a 7-item questionnaire that assesses 
a woman’s feelings and perceptions about her genitalia; higher scores indicate a more positive genital self-image, 
with a maximum score of 28.21 

The study was approved by the institutional ethics committee (Approval No: 2024/239). Written informed 
consent was obtained from all participants. The research was conducted in accordance with the principles of the 
Declaration of Helsinki. 
The data were analyzed using IBM SPSS Statistics (version 25; IBM Corporation, Armonk, NY). Categorical 
data are presented as numbers and percentages, and continuous variables as mean ± standard deviation. For 
comparisons between the PCOS and control groups, the Chi-square test (or Fisher’s exact test when appropriate) 
was used for categorical variables. Continuous variables were compared using an independent samples t-test for 
normally distributed data, or the Mann-Whitney U test for nonparametric data. A p-value < 0.05 was considered 
statistically significant. 
Results 
The mean age of the participants was 30 ± 6.3 years for the PCOS group and 31.2 ± 6.4 years for the control 
group (p=0.1). The mean BMI was significantly higher in the PCOS group (26.5 ± 6.2 kg/m²) compared to the 
control group (24.6 ± 4.7 kg/m²) (p = 0.003). No statistically significant difference was found between the 
groups in the comparison made in terms of characteristics such as parity, sexually active years, and tobacco use. 
The data revealed that the PCOS group experienced delayed menarche compared to the control group, with a 
mean age of 12.7 ± 1.3 years versus 11.6 ± 1.1 years, respectively (p<0.001). Additionally, only 45.8% of 
women in the PCOS group reported regular menstruation, compared to 95.5% in the control group, indicating a 
higher prevalence of menstrual irregularities in the PCOS group, as expected (p<0.001). 
The distribution of Ferriman-Gallwey scores, acne scores, and alopecia scores between the groups is shown in 
Table 1. In the PCOS group, the average Ferriman-Gallwey score was 13.6 ± 7.8, with values ranging from 1 to 
30. Conversely, the control group had an average score of 3.5 ± 4.1, ranging from 1 to 9. This indicates a 
markedly higher level of hirsutism in the PCOS group, with a statistically significant difference (p < 0.001). 
Furthermore, the PCOS group had significantly higher acne scores compared to the control group, with a mean 
of 1.2 ± 1.1 (range 0-4) versus 0.2 ± 0.3 (range 0-4) (p < 0.001). Similarly, alopecia scores were elevated in the 
PCOS group, with a mean of 2.2 ± 0.9 (range 0-4), whereas the control group had a mean score of 0.4 ± 0.5 
(range 0-2) (p < 0.001). 
The genital measurements of the subjects are displayed in Table 2. The PCOS group had a significantly shorter 
clitoris prepuce length (18.3 ± 7.02 mm) in comparison to the control group (20.7 ± 4.9 mm) (p = 0.001). The 
clitoris length was slightly longer in the PCOS group (18.5 ± 7.1 mm) compared to the control group (17.1 ± 6.7 
mm), although this difference was not statistically significant (p = 0.07). The clitoris glans width was 
significantly larger in the PCOS group (6.5 ± 2.8 mm) compared to the control group (5.8 ± 1.5 mm) (p = 0.008). 
The PCOS group exhibited a shorter distance between the clitoris and the urethra (20.8 ± 7.5 mm, 22.4 ± 5.7 mm 
respectively) compared to the control group (p=0.03). Similarly, the anogenital distance was significantly shorter 
in the group with PCOS (21.2 ± 13.3 mm) compared to the control group (26.1 ± 7.7 mm) (p < 0.001). There was 
also a significant decrease in vaginal length in the PCOS group (83.5 ± 17.2 mm) compared to the control group 
(92.7 ± 8.1 mm) (p < 0.001). 
Comparison in terms of the measurements of the labia majora and minora between the groups is summarized as 
follows: In the PCOS group, the widths of both the left and right labia minora were significantly smaller (left: 
17.4 ± 10.3 mm, right: 16 ± 9.4 mm) compared to the control group (left: 22.5 ± 9.6 mm, right: 21.5 ± 7.9 mm) 
(p <0.001 for both). However, there was no substantial difference in the labia minora lengths among the groups 
(p=0.28, p=0.26, respectively). The labia majora in the PCOS group had a significantly reduced length (62.7 ± 
19.8 mm) compared to the control group (74.2 ± 8.7 mm) (p <0.001). In contrast, there were no noticeable 
differences in the width (29.6 ± 8.4 mm for PCOS compared to 29.6 ± 6.3 mm for the control group (p = 0.9). 



The comparison of FSFI and FGSIS measurements between the PCOS and control groups is presented in Table 
3. The groups did not show any statistically significant differences in terms of desire, lubrication, satisfaction, or 
pain subdomain scores (p = 0.2, p = 0.4, p = 0.1, p = 0.3, respectively). However, the PCOS group had 
significantly higher arousal and orgasm scores (3.8 ± 1.6 and 4.1 ± 1.2, respectively) compared to the control 
group (3.3 ± 1.2 and 3.6 ± 1.8, respectively) (p = 0.002 and p = 0.003, respectively). Consequently, the overall 
FSFI score was significantly higher in the PCOS group (24.4 ± 6.6) compared to the control group (21.9 ± 9) (p 
= 0.005). In contrast, the FGSIS score exhibited a substantial decrease in the PCOS group (18.2 ± 3.8) compared 
to the control group (22.8 ± 4.1) (p < 0.001). The study showed that 55.5% of the individuals in the PCOS group 
(86 out of 155) and 58.7% of the individuals in the control group (91 out of 155) had an FSFI score below 26.55. 
Nevertheless, there was no statistically significant difference observed between the two groups (p = 0.3). 
Discussion 
This study provides new insights into the anatomical differences in external genital measurements between 
women with PCOS and healthy controls, along with their implications for sexual function and genital self-image.  
The results suggest that women with PCOS exhibit notable differences in genital morphology, particularly in 
clitoral size, labial dimensions, vaginal and perineal body length. Moreover, women with PCOS exhibited higher 
levels of sexual arousal and orgasm but reported lower genital self-image satisfaction as reflected by the FGSIS. 
This duality in sexual function and self-image highlights a complex interaction between anatomical and 
psychological factors in PCOS. While several studies have examined genital morphology and sexual function in 
PCOS patients, our study distinguishes itself with a larger sample size and a more comprehensive range of 
genital measurements, providing deeper insights into the physical and psychosexual dimensions of PCOS. 
Several studies have highlighted the role of prenatal androgen exposure in shaping the reproductive phenotype of 
females, including the development of PCOS in adulthood (22). This association suggests that early hormonal 
imbalances may set the stage for later development of androgen-related disorders, including the distinct 
morphological changes observed in external genitalia among women with PCOS. AGD, a sexually dimorphic 
trait, has been used as a biomarker for intrauterine androgen exposure, with longer AGD in females indicating 
higher prenatal androgen levels (23-25). Interestingly, our study observed a shorter perineal body length in 
PCOS women, measured using the same method employed in previous studies to assess anogenital distance from 
the upper verge of the anus to the posterior fourchette (AGDAF). This finding contrasts with some earlier research 
that suggested a longer AGD could be a potential marker for PCOS (11). Variations in study populations, ethnic 
backgrounds, or measurement techniques may influence this discrepancy. Additionally, factors such as amount of 
intrauterine androgen exposure and the timing of hormonal imbalances during development could play pivotal 
roles in determining AGD outcomes. 
Beyond the findings on AGD, our study aligns with previous research indicating that even moderate elevations in 
androgen levels, as observed in women with PCOS, can result in subclinical changes in external genital 
morphology. Specifically, we found that women with PCOS exhibited a shorter clitoris prepuce length, and a 
larger clitoris glans width compared to the control group, both of which were statistically significant. These 
differences, though subtle, mirror the findings of Kösüs et al. (9), who reported significant increases in clitoral 
and labial dimensions in PCOS patients. Importantly, their study highlighted a strong correlation between clitoral 
size and hyperandrogenism, reinforcing the notion that genital measurements may serve as valuable markers of 
androgen excess in PCOS. 
However, our study builds on this previous work by providing a more comprehensive analysis of genital 
morphology, as we evaluated a broader range of measurements beyond clitoral dimensions. We assessed labia 
minora and majora widths and lengths, along with vaginal length, offering a more detailed picture of the 
morphological changes associated with PCOS. Notably, we found that the labia minora were significantly 
smaller in width, and the labia majora were shorter in length in women with PCOS compared to controls—
findings that have not been previously reported in such detail in the literature. This expanded dataset provides 
further evidence that moderate hyperandrogenism can impact various external genital structures, not just the 
clitoral area, suggesting that these changes may contribute to the broader phenotypic spectrum of PCOS. 
Despite the PCOS group demonstrated higher levels of hirsutism, worse acne, higher BMI, and differences in 
genital appearance, which contributed to lower FGSIS scores and greater dissatisfaction with genital appearance, 
these factors did not result in overall impairment in sexual function. In fact, in our study, women with PCOS 
reported significantly higher scores in arousal and orgasm domains, which contrasts with the widely held belief 
that PCOS leads to generalized sexual dysfunction. Most studies, including a meta-analysis by Pastoor et al., 
have reported lower sexual function scores in PCOS patients across domains such as arousal, lubrication, and 
orgasm (5-7). 
The paradox of enhanced sexual response despite a negative genital self-image raises intriguing questions. One 
possible explanation is that elevated androgen levels contribute to this heightened sexual response, particularly in 
terms of arousal and orgasm, as suggested by previous studies on androgenic effects on libido (7,9). Elevated 
androgens are known to sensitize the brain and genitals to sexual stimuli, potentially amplifying arousal and 
orgasmic responses (26). Additionally, we believe that although Ellibes Kaya et al. (18) reported no significant 



relationship between genital measurements and sexual function, shorter clitoral prepuce length and wider clitoral 
width could still be considered contributing factors to the heightened sexual response that we observed in women 
with PCOS.  
This study, while providing valuable insights, has several limitations. First, the genital measurements—
particularly those involving soft tissues like skin and subcutaneous fat—may be subject to measurement 
variability. Despite standardized techniques and experienced examiners, reproducibility remains a concern due to 
inherent anatomical diversity. Second, the cross-sectional design limits our ability to infer causality or the 
progression of genital changes in PCOS. A longitudinal study could better reveal how these anatomical features 
evolve over time or with treatment. Third, the control group consisted of women with infertility (unexplained or 
mild male factor) rather than exclusively healthy fertile women. This selection could introduce bias, as infertility 
itself might affect genital anatomy or sexual function, potentially confounding the comparisons. Fourth, we did 
not adjust for potential confounders such as BMI or past long-term use of hormonal medications. The PCOS 
group had a higher BMI on average, which might influence both anatomical measurements and sexual function 
scores. Although we excluded recent use of hormones or antidepressants, we did not account for prior usage 
beyond six months, which could have lingering effects on androgen levels or sexual health. Future studies with 
multivariate analyses could clarify the independent effects of PCOS on outcomes when controlling for such 
factors. Fifth, although our study population was relatively homogenous in terms of ethnicity and clinical setting, 
the results may not be widely generalizable to other populations due to genetic and environmental differences. 
Lastly, we relied on self-reported questionnaires for sexual function and genital self-image; such measures are 
subjective and may be influenced by personal or cultural factors, which could introduce response bias. 
Conclusion 
In conclusion, this study reveals significant anatomical differences in genital morphology among women with 
PCOS, which may be linked to hormonal influences. Despite these anatomical differences, women with PCOS in 
our sample experienced higher arousal and orgasm scores, even as they reported a more negative genital self-
image. These findings underscore the multifaceted nature of sexual health in PCOS, involving both biological 
and psychological components. Future research should include diverse populations to explore genetic and 
environmental contributions to these findings. Additionally, studies examining different phenotypes of PCOS or 
the impact of treatments (such as androgen-lowering therapy) on genital anatomy and sexual function would 
further elucidate the connections observed here. Addressing body image concerns through counseling or therapy 
may be a useful component of holistic PCOS management, potentially improving quality of life and sexual 
satisfaction for these patients. 
 
References 

1. Salari N, Nankali A, Ghanbari A, et al. Global prevalence of polycystic ovary syndrome in women 
worldwide: a comprehensive systematic review and meta-analysis. Arch Gynecol Obstet. 2024;310:1303-
1314. doi:10.1007/s00404-024-07607-x. 

2. Azziz R, Carmina E, Dewailly D, et al. The Androgen Excess and PCOS Society criteria for the polycystic 
ovary syndrome: the complete task force report. Fertil Steril. 2009;91(2):456-488. 
doi:10.1016/j.fertnstert.2008.06.035. 

3. Rotterdam ESHRE/ASRM-Sponsored PCOS Consensus Workshop Group. Revised 2003 consensus on 
diagnostic criteria and long-term health risks related to polycystic ovary syndrome. Hum Reprod. 
2004;19(1):41-47. 

4. Glowinska A, Duleba AJ, Zielona-Jenek M, et al. Disparate relationship of sexual satisfaction, self-
esteem, anxiety, and depression with endocrine profiles of women with or without PCOS. Reprod Sci. 
2020;27:432-442. doi:10.1007/s43032-019-00061-0. 

5. Pastoor H, Mousa A, Bolt H, et al. Sexual function in women with polycystic ovary syndrome: a 
systematic review and meta-analysis. Hum Reprod Update. 2024;30(3):323-340. 
doi:10.1093/humupd/dmad034 

6. Stovall DW, Scriver JL, Clayton AH, Williams CD, Pastore LM. Sexual function in women with 
polycystic ovary syndrome. J Sex Med. 2012;9(1):224-230. doi:10.1111/j.1743-6109.2011.02539.x. 

7. Eftekhar T, Sohrabvand F, Zabandan N, Shariat M, Haghollahi F, Ghahghaei-Nezamabadi A. Sexual 
dysfunction in patients with polycystic ovary syndrome and its affected domains. Iran J Reprod Med. 
2014;12(8):539. 

8. Elsenbruch S, Hahn S, Kowalsky D, et al. Quality of life, psychosocial well-being, and sexual satisfaction 
in women with polycystic ovary syndrome. J Clin Endocrinol Metab. 2003;88(12):5801-5807. 

9. Köşüş A, Kamalak Z, Köşüş N, Hizli D, Eser A. Clitoral and labial sizes in women with PCOS. J Obstet 
Gynaecol. 2016;36(1):97-101. 

10. Cattrall, F. R., Vollenhoven, B. J., & Weston, G. C. (2005). Anatomical evidence for in utero androgen 
exposure in women with polycystic ovary syndrome. Fertility and sterility, 84(6), 1689-1692. 



11. Simsir, C., Pekcan, M. K., Aksoy, R. T., Ecemis, T., Coskun, B., Kilic, S. H., & Tokmak, A. (2019). The 
ratio of anterior anogenital distance to posterior anogenital distance: A novel-biomarker for polycystic 
ovary syndrome. Journal of the Chinese Medical Association, 82(10), 782-786. 

12. Aboulghar, M. A., Mansour, R. T., Serour, G. I., & Al-Inany, H. G. (2003). Diagnosis and management 
of unexplained infertility: an update. Archives of Gynecology and Obstetrics, 267, 177-188. 

13. World Health Organization. (2021). WHO laboratory manual for the examination and processing of 
human semen. World Health Organization.  

14. Ferriman, D., & Gallwey, J. D. (1961). Clinical assessment of body hair growth in women. The Journal 
of Clinical Endocrinology & Metabolism, 21(11), 1440-1447. 

15. US Department of Health and Human Services Food and Drug Administration Center for Drug Evaluation 
and Research (CDER). (2005). Guidance for industry; acne vulgaris: developing drugs for treatment. 

16. Ellibeş Kaya, A., Doğan, O., Yassa, M., Başbuğ, A., Özcan, C., & Çalışkan, E. (2020). Do external female 
genital measurements affect genital perception and sexual function and orgasm?. Turkish journal of 
obstetrics and gynecology, 17(3), 175–181. https://doi.org/10.4274/tjod.galenos.2020.89896 

17. Oksuz E, Malhan S. Reliability and validity of the Female Sexual Function Index in Turkish population. 
SENDROM 2005;17:54-60.  

18. Ellibeş Kaya A, Yassa M, Dogan O, Basbug A, Pulatoğlu C, Caliskan E. The Female Genital Self-Image 
Scale (FGSIS) - Cross cultural adaptation and validation of psychometric properties within a Turkish 
population. Int Urogynecol J 2018;30:89-99. 

19. Rosen R, Brown C, Heiman J, Leib S. 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. 

20. 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. 

21. Herbenick D, Reece M. Development and validation of the female genital self-image scale. J Sex Med 
2010;7:1822-30.  

22. Filippou P, Homburg R. Is foetal hyperexposure to androgens a cause of PCOS?. Hum Reprod Update. 
2017;23(4):421-432. doi:10.1093/humupd/dmx013 

23. Barrett ES, Hoeger KM, Sathyanarayana S, et al. Anogenital distance in newborn daughters of women 
with polycystic ovary syndrome indicates fetal testosterone exposure. J Dev Orig Health Dis. 
2018;9(3):307-314. doi:10.1017/S2040174417001118 

24. Wu Y, Zhong G, Chen S, Zheng C, Liao D, Xie M. Polycystic ovary syndrome is associated with 
anogenital distance, a marker of prenatal androgen exposure. Hum Reprod. 2017;32(4):937-943. 
doi:10.1093/humrep/dex042 

25. Sánchez-Ferrer ML, Mendiola J, Hernández-Peñalver AI, et al. Presence of polycystic ovary syndrome is 
associated with longer anogenital distance in adult Mediterranean women. Hum Reprod. 
2017;32(11):2315-2323. doi:10.1093/humrep/dex274 

26. Pastoor H, Both S, Timman R, Laan ETM, Laven JSE. Sexual Function in Women With Polycystic Ovary 
Syndrome: Design of an Observational Prospective Multicenter Case Control Study. Sex Med. 
2020;8(4):718-729. doi:10.1016/j.esxm.2020.07.002 

 
 
 
 
Table 1. Demographic variables of polycystic ovary syndrome cases and controls. 

Variable Polycystic Ovary Syndrome 
cases (n=155) 

Control group 
(n=155) 

p 

Age (years) 30±6.3 31.2±6.4 0.1 
Body Mass Index (kg/m2) 26.5±6.2 24.6±4.7 0.003* 
Parity 0.3±0.7 0.4±1 0.3 
Tobacco use 
Current user 
Past User 

 
29 (18.7%) 
12 (7.7%) 

 
32 (20.6%) 
20 (12.9%) 

0.1 

Age at menarche (year) 12,7±1.3 11.6±1.1 <0.001* 
Sexually active (years) 4.9±4.3 5.1±5.2 0.7 
Ferriman-Gallway score 13.6±7.8 (1-30)  3.5± 4.1 (1-9) <0.001* 
Regular menstruation 71 (45.8%) 148 (95.5%) <0.001** 
Acne score 1.2±1.1 (0-4) 0.2 ± 0.3 (0-4) <0.001* 

Statistically significant, Independent samples t-test, p<0.05 
Statistically significant, Chi-Square test, p<0.05 

https://doi.org/10.4274/tjod.galenos.2020.89896


 
 
 
 
 
 
 
 
Table 2. Genital measurements of Polycystic ovary syndrome and controls 

Variable Polycystic Ovary Syndrome 
cases (n=155) 

Control group 
(n=155) 

p 

Clitoris prepuce length (mm) 18.3±7.02 20.7±4.9 0.001* 
Clitoris length (mm) 18.5±7.1 17.1±6.7 0.07 
Clitoris glans width (mm) 6.5±2.8 5.8±1.5 0.008* 
Clitoris to urethra (mm) 20.8±7.5 22.4±5.7 0.03* 
Perineal body lenght (mm)  21.2±13.3 26.1±7.7 <0.001* 
Vaginal Length (mm) 83.5±17.2 92.7±8.1 <0.001* 
Labia Minora Width (mm)    
Left 17.4±10.3 22.5±9.6 <0.001* 
Right 16±9.4 21.5±7.9 <0.001* 
Labia minora Length (mm)    
Left 36.5±12.6 37.9±12.9 0.28 
Right 34.4±12.6 35.9±12 0.26 
Labia majora length (mm) 62.7±19.8 74.2±8.7 <0.001* 
Labia majora width (mm) 29.6±8.4 29.6±6.3 0.9 
*Statistically significant, Independent samples t-test, p<0.05 
 
 
 
 
Table 3. FSFI and FGSIS measurments in Polycystic Ovary Syndrome and Controls. 

Variable 
(mean ± SD) 

Polycystic Ovary 
Syndrome cases 
(n=155) 

Control group 
(n=155) 

P 

Desire 3.7 ± 1.4  3.5± 1.3 0.2 
Arousal 3.8 ± 1.6  3.3±1.2 0.002* 
Lubrication 4.1 ± 1.2  4±1.3 0.4 
Orgasm 4.1 ± 1.2 3.6 ± 1.8 0.003* 
Satisfaction 3.9 ± 1.4 3.7 ± 1.1 0.1 
Pain 4.3 ± 1.6 4.1 ± 1.8 0.3 
Total score 24.4 ± 6.6 21.9 ± 9 0.005* 
FSFI < 26.55, (%)  86 (55.5%) 91 (58.7%) 0.3 
FGSIS score 18.2±3.8 22.8±4.1 <0.001* 

 
Statistically significant, Independent samples t-test, p<0.05 
 
 



 


