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Abstract
Introduction: female sexual dysfunction (FSD) is a complex and poorly understood condition that affects females of all ages. Female sexual dysfunction
has been a cyclic rather than a linear process that emphasizes biologic, psychological, social, hormonal, and environmental factors. Female sexual dysfunction is a high prevalent disorder reaching up to 60% of females with reported higher levels in postmenopausal. Aim of the work: was to estimate
prevalence of FSD and its related factors in Elfayoum city. Subject and Method: This study was a cross sectional descriptive study conducted in Elfayoum city included 508 married females (above 21 years old) during the period from September 2016 to March 2017. Results: The prevalence of FSD
among studied group was 61.2% versus 38.8% had normal sexual function,
desire dysfunction was 42.3%, arousal dysfunction was 39.2%, lubrication
dysfunction was 25%, orgasm dysfunction was 58.5%, satisfaction dysfunction
was 58.1% and pain was 43.3%. There was statistically significant negative
correlation between Female Sexual Function Index (FSFI) score and each of
female and husband age, duration of marriage, and number of children. Low
mean of FSFI score was found among females with irregular menstrual cycle,
using contraceptive, not pregnant, mutilated and females who’s their husband
had erectile or ejaculation disorders. Conclusion and recommendation:
High prevalence of FSD among females in Elfayoum governorate. Many factors are found to affect FSD as FGM, each of female and husband age, duration of marriage, and number of children.
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1. Introduction
Sexuality represents an important and integral part of every female life [1]. It is a
common problem with significant impact on women, their relationships as well
as their overall quality of life [2].
Prevalence of FSD ranges from 26.6% to 63% worldwide and even higher in
post-menopausal women [3].
Female sexual dysfunction is a multifactor-related problem including psychological and socioeconomic factors. Moreover, female sexual function is usually
significantly affected by endocrine factors (prolactin, gonadal hormone] [4].
Partner factors (such as partner’s sexual problems and partner’s health status)
are considered a very important issue that should be sought for after exclusion of
other factors [5].
Female genital mutilation defined as partial or complete removal of external
female genitals. Four types are recognized varying from removal of clitoral foreskin to removal of all external tissues with sewing up of vaginal opening leaving a small opening for urination and menstruation.
Diagnostic and statistical manual of mental disorders (DSM-5) classification of female sexual dysfunction [6].
• Female orgasmic disorder (FOD).
• Female sexual interest/arousal disorder.
• Genito pelvic pain/penetration disorder.
• Substance/medication-induced sexual dysfunction (in women).
• Other specified sexual dysfunction.
• Unspecified sexual dysfunction.
Many methods estimating FSD in clinical and research settings were established, including questionnaires, structured interviews, and detailed case histories. Questionnaires have been considered an easy first choice to screen individuals and putting them in different classes of FSD [7].

2. Patients and Method
Study design: This study was a cross sectional descriptive study conducted on
women living in Elfayoum city during the period of 6 months from September
2016 to March 2017 to evaluate the FSD and related risk factor.
Study population: married females (above 15 years old) in Elfayoum city.
Sampling: clustered random sample (represented by married females in reproductive age) from health care facilities (outpatient clinic of Dermatology,
STDs and Andrology department—Faculty of Medicine Elfayoum University
and 2 Primary health care centers PHC in Elfayoum city).
Sample size: Study included 508 women (had the inclusion criteria).
Exclusion criteria:
1) Females with any gynecological disorder causing FSD.
2) Females with psychosis or on antipsychotic drugs.
3) Females with neurological disorder.
DOI: 10.4236/asm.2018.81001
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Data collection:
Data were collected by personal interview with self- structured Arabic questionnaire which completed and filled for illiterate females through clarification
and explanation provided by researcher.
Female sexual dysfunction was assessed by a detailed 19-item Female Sexual
Function Index (FSFI) [8].
Written and Informed consent was obtained from all females. FSFI pro forma
was given to females according to their preferred language. Pro forma was pilot
tested for cultural appropriateness and linguistic accuracy. Illiterate women were
interviewed in person. All six domains of sexual dysfunction, i.e., desire, arousal,
lubrication, orgasm, satisfaction, and pain were studied, as shown in Table 1.
Table 1 FSFI total score of ≤23.55 to be diagnostic of FSD [9].
The optimal CVFSFI cutoff score for the FSFI total score was 23.45
≤2.7 low desire
≤3.15 arousal
≤4.05 lubrication disorder
≤3.8 orgasm disorder
≤3.8 sexual pain
The optimal CVFSFI cutoff score for the FSFI total score was 23.45 (sensitivity
= 66.9%; specificity = 72.7%; area under curve [AUC] = 0.75). The cutoff score
for each domain was also established as follows: ≤2.7 low desire (sensitivity =
55.2%; specificity = 78.3%; AUC = 0.73); ≤3.15 arousal disorder (sensitivity =
62.1%; specificity = 76.9%; AUC = 0.74); ≤4.05 lubrication disorder (sensitivity
= 86.4%; specificity = 69.8%; AUC = 0.85); ≤3.8 orgasm disorder (sensitivity =
83.3%; specificity = 74.2%; AUC = 0.85); and ≤3.8 sexual pain (sensitivity =
65.4%; specificity = 80.6%; AUC = 0.79). Using these cutoff scores, we determined the prevalence for FSD, low desire, arousal disorder, lubrication disorder,
orgasm disorder, and sexual pain to be 37.6%, 23.6%, 25.4%, 36.8%, 30.6%, and
21.8% in urban Chinese women [9].
Examination:
General examination was conducted as part of evaluation process with emTable 1. Domain Scoring of Female Sexual Function Index.
Domain

Item
Number

Score Range

Factor

Minimum
Score

Maximum
Score

Desire

1, 2

1-5

0.6

1.2

6

Arousal

3, 4, 5, 6

0-5

0.3

0

6

Lubrication

7, 8, 9, 10

0-5

0.3

0

6

Orgasm

11, 12, 13

0-5

0.4

0

6

Satisfaction

14, 15, 16

0 (or 1) - 5*

0.4

0

6

Pain

17, 18, 19

0-5

0.4

0

6

1.2

36

Full Scale Score Range
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phasis on signs of diabetes mellitus, hypertension, hyperthyroidism, hypothyroidism, liver disorder.
Local examination of external genitalia was conducted to detect degree of
circumcision and to exclude any gynecological disorder.
Ethical consideration:
In order, to obtain informed by a verbal consent from the participant, first full
explanation to women that the study is about women sexual health, they were
informed about the aim of the study and they had the right not to participate or
end their participation at any stage of the interview and we also take a permission from the doctor responsible for the PHC, all participants were assured of
confidentially.
This study was approved from Ethical committee of faculty of medicine, Elfayoum University.
Statistical Analysis
• Data were collected and coded to facilitate data manipulation and double entered into Microsoft Access and data analysis was performed using SPSS
software version 18 in windows 7.
• Simple descriptive analysis in the form of numbers and percentages for qualitative data, and arithmetic means as central tendency measurement, standard deviations as measure of dispersion for quantitative parametric data,
and inferential statistic test:
- For quantitative parametric data:
• In-depended student T-test used to compare measures of two independent
groups of quantitative data.
• One way ANOVA test in comparing more than two independent groups of
quantitative data with bonferroni Post-HOC to test significance between each
two groups.
- For qualitative data
• Chi square test to compare two of more than two qualitative groups.
- Bivariate person correlation test to test association between variables.
• The P-value 0.05 was considered the cut-off value for significance.

3. Results
This study included (508) females from the attendants of the health care facilities
(outpatient clinic of Dermatology, STDs and Andrology of faculty of medicine,
Elfayoum University, Primary health care and Maternity and child health in EL
Fayoum city) during the period from September 2016 to march 2017. The results
can be shown in Tables 2-10.
The prevalence of FSD among study group was 61.2% versus 38.8% had normal sexual function, desire dysfunction was 42.3%, arousal dysfunction was
39.2%, lubrication dysfunction was 25%, orgasm dysfunction was 58.5%, satisfaction dysfunction was 58.1% and pain dysfunction was 43.3%, as shown in Table 6.
DOI: 10.4236/asm.2018.81001
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Table 2. Description of age, age of marriage, duration of marriage and number of children among study group.
Variables (n = 508)

Minimum

Maximum

Mean

SD

Female age (years)

15

56

28.9

7.8

Husband age (years)

16

65

34.4

8.7

Age of marriage

13

37

19.5

3.6

Number of children

0

7

2

1

Duration of marriage

1

40

9.3

7.2

Table 3. Comparison of working and educational level among study group.
Female

Variables (n = 508)

Husbands

Number

%

Number

%

Working

97

19.1%

433

85.2%

Not working

411

80.9%

75

14.8%

Illiterate

138

27.2%

160

31.5%

Primary

16

3.1%

11

2.2%

Preparatory

62

12.2%

36

7.1%

Secondary

195

38.4%

196

38.6%

University

97

19.1%

105

20.7%

p-value

Working
<0.001*

0.04*

Table 4. Description of gynecological history, genital mutilation and its degree among
study group, frequency of smoking and sexual problems among husbands of study group.
Variables

Number (n = 508)

%

Regular

273

53.7%

Irregular

235

46.3%

Yes

282

55.5%

No

226

44.5%

Yes

99

19.5%

No

409

80.5%

Yes

399

78.5%

No

109

21.5%

1st

257

64.4%

2nd

142

35.6%

Menstrual cycle

Contraceptive methods

Pregnancy

Mutilation

Degree of mutilation
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Continued
Smoking
Yes

341

67.1%

No

167

32.9%

Rural

291

57.3%

Urban

217

42.7%

Yes

30

5.9%

No

478

94.1%

Yes

160

31.5%

No

348

68.5%

Yes

236

46.5%

No

272

53.5%

Residence

Erection problems

Ejaculation problems

Sexual Satisfaction

Table 5. Description of FSFI scores domains and its total score.
Variables (n = 508)

Minimum

Maximum

Mean

SD

Desire

1.2

6

2.9

1.1

Arousal

1.2

5.7

3.4

1

Lubrication

1.8

6

4.4

0.76

Orgasm

1.2

6

3.2

1.3

Satisfaction

1.2

6

3.5

1.8

Pain

2.4

6

3.9

0.83

Total FSFI score

10

33

21.4

5.4

Table 6. Prevalence of FSD among study group.
Variables

Number (n = 508)

%

Desire dysfunction

215

42.3%

Arousal dysfunction

199

39.2%

Lubrication dysfunction

127

25%

Orgasm dysfunction

297

58.5%

Satisfaction dysfunction

295

58.1%

Pain dysfunction

220

43.3%

Total FSFI score

311

61.2%

There was statistically significant negative correlation between FSFI score and
each of female, and husband age, duration of marriage, and number of children.
DOI: 10.4236/asm.2018.81001
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While, there is statistically significant positive correlation between FSFI score
and age of marriage, as shown in Table 7.
There was statistically significant difference between different residences in
FSFI score with high mean females in habitat urban area, also there was statistically significant difference between different education level, working status of
females and their husbands in FSFI score with high mean of FSFI score among
highly educated couples and working couples. Regarding smoking FSFI showed
no statistical difference, as shown in Table 8.
There was statistically significant difference between different gynecological
history of females in FSFI score with high mean of FSFI score among females with
regular menstrual cycle, not using contraceptives, pregnant, and non-mutilated.
Mutilated females with first degree have higher FSFI score than those with
second degree, as shown in Table 9.
Table 7. Correlation between total FSFI score with age and marital variables among study
group.
Total FSFI score

Variables

R

p-value

Sig.

Female age (years)

−0.14

0.002

HS

Husband age (years)

−0.18

<0.001

HS

Age of marriage

0.18

<0.001

HS

Duration of marriage

−0.24

<0.001

HS

Number of children

−0.22

<0.001

HS

Table 8. Comparisons of total FSFI score in different residence, smoking, educational
level and working.
FSFI score

Variables

Mean

SD

Rural

20.4

5.4

Urban

22.8

4.9

Yes

21.1

5.4

No

21.9

5.3

Working

24.8

4.5

Not working

20.6

5.2

Working

21.7

5.4

Not working

20.2

5.1

19.7

5.3

p-value

Sig.

<0.001

HS

0.09

NS

<0.001

HS

0.03

S

<0.001

HS

Residence

Smoking

Female Working

Husband Working

Husband education level
Illiterate

DOI: 10.4236/asm.2018.81001
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Continued
Female education level
Illiterate

18.7

4.8

Primary

18.4

5.3

Preparatory

21.8

5.1

Secondary

21.7

5.2

University

24.9

4.3

Illiterate

19.7

5.3

Primary

20.1

3.4

Preparatory

20.9

4.6

Secondary

21.1

5.2

University

24.9

4.6

<0.001

HS

<0.001

HS

Husband education level

Table 9. Comparisons of total FSFI score with gynecological variables.
Menstrual cycle
Regular

22.5

5.1

Irregular

20.1

5.4

Yes

20.9

5.4

No

22

5.3

Yes

22.5

5.4

No

21.1

5.3

Yes

20.3

5.2

No

25.3

3.9

1st

22.6

4.5

2nd

16.3

3.7

<0.001

HS

0.01

S

0.03

S

<0.001

HS

<0.001

HS

Contraceptive methods

Pregnancy

Mutilation

Degree of mutilation

There was statistically significant difference between different husbands sexual
problems in FSFI score of their wives, with high mean of FSFI score among females whose husbands had no erectile, or ejaculation problems and feel sexual
satisfaction, as shown in Table 10 and Figure 1.

4. Discussion
Female sexual dysfunction is a worldwide common problem, its prevalence
ranges from 26.6% to 63% worldwide [4].
This disorder affects sexual response cycle causing stresses and relationship
DOI: 10.4236/asm.2018.81001
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Table 10. Comparisons of total FSFI score in husband sexual problems.
Erection problems
Yes

18.9

4.5

No

22.2

5.4

Yes

19.9

4.8

No

25.2

4.8

Yes

23.1

4.7

No

16.4

3.8

<0.001

HS

<0.001

HS

<0.001

HS

Ejaculation problems

Sexual Satisfaction

Figure 1. The mean FSFI score in different husband sexual problems.

problems including decrease in sexual desire, sexual arousal disorder, and orgasmic disorder [10].
Female sexual dysfunction is a combination of biological, psychological, social
and cultural factors, which makes a total or partial loss of the sexual response
[11].
There are many factors contribute to the sexual response, including age, marriage duration, relationship quality, individual psychological problems that roots
on childhood relations with parents, and how to cope with emotions [12].
Many methods such as questionnaires, structured interviews, and detailed
case histories are used to survey and classification of subjects according to affected sexual domain [7].
The aim of this study was to asses FSD prevalence and associated risk factors
among Elfayoum city females. Our study included (508) females from the attendants of the health care facilities (outpatient clinic of Dermatology, STDs and
Andrology of faculty of medicine Elfayoum University, Primary health care and
Maternity and child health in Elfayoum city) during the period from September
DOI: 10.4236/asm.2018.81001
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2016 to march 2017. Females were questioned about FSD by using FSFI and associated factors [8].
In this study the prevalence of FSD among study group was 61.2%. Desire
dysfunction was 42.3%, arousal dysfunction was 39.2%, lubrication dysfunction
was 25%, orgasm dysfunction was 58.5%, satisfaction dysfunction was 58.1% and
pain dysfunction was 43.3%. In a study by Mamdouh et al.: The FSD prevalence
was found to be 53.7% of women. These variations may reflect medical and psychological factors, particularly in the setting of possible socio-economic and
cultural differences, the clinical definition used for each dysfunction, methodology used in data collection and the characteristic of samples studied (general
population or gynecology clinics) [13].
In this study orgasm and satisfaction dysfunctions were the most frequent
domains of FSD (58.5% and 58.1% respectively). Varghese et al. in 2012 had reported orgasm being most common and pain least common disorder among
different domains. In another study done by Esfehani et al. in 2016, sexual desire
was the most frequent domain of FSD 49.2%. This difference could be due to
variations in cut-off points determined for FSD domains [14] [15].
In this thesis, FGM had a bad impact on FSFI score; mutilated females especially with 2nd degree had worse FSFI score. This result was in agreement with
the findings by Mahmoud in 2016 as her work revealed a significant association
between FGM and reduction of all aspects of sexual act. This could be explained
by the fibrosis and rigid scar tissue following FGM which predisposes to narrowing of the vaginal orifice and muscular spasm which makes intercourse
painful and difficult. These physical factors will predispose to psychological one,
where the painful experience will drive women to lose both sexual desire and satisfaction [16].
In our study FSFI score significant affection was reported in females whose
partners having sexual problems. This was in line with Grewal et al. who reported a significant impact of male partner’s sexual functioning on female sexual
dysfunction and it was the main predictor for female sexual dysfunction after
controlling other variables [17].
On the same line, a study by Jiann and his colleagues confirmed that ED is
considered as a risk factor for female dysfunction, including impairment in
arousal, orgasm, sexual satisfaction and sexual pain, this may lead to frustration
and tension within the relationship, and impact upon her sexual functioning.
The impact of ED on a woman sexual function is significant and warrants further attention [18].
In this study, females in urban area had significant higher FSFI score than females in rural area. Also, there is a negative correlation between FSFI score and
female age. This result was in agreement with Kunkeri et al. as they found that;
desire and orgasm problem were more among women with age > 35 years, lower
education level and those belonging to rural background. Various reasons for
this significant finding could be lack of sexual knowledge among these women,
DOI: 10.4236/asm.2018.81001
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especially those coming from a rural background and who are uneducated [19].
FSFI score was found to be negatively correlated with duration of marriage
and number of children. This result was in agreement with Tehrani et al. in 2014
who had determined that a long marriage life negatively affected the sexual
functions. Advancing age of the woman or the couple’s loss of interest for each
other, or problems arising between the man and wife, increased economic problems in families with larger numbers of children may affect the sexual life of
couples [20].
There was statistically significant difference regarding FSFI score in different
education level of females and their husbands with high score among highly
educated couples. Tekin et al. in 2014 found that the level of sexual function was
found to be higher in women with secondary school education than in women
with primary school and lower education and in women with university and
higher education. This discrepancy in findings can be explained by the interaction of other factors such as age, working status, and duration of marriage, with
the educational level. The positive association between FSFI score and education
level in our study can explained as a higher educational level may also be associated with an increase in the women’s ability freely to express their dissatisfaction which help the woman to solve this problem [21].
In this study, FSFI score was statistically higher among working couples.
Work of the wife and her husband plays a role in increasing their income which
certainly has a role on their sexual functions. In addition, working is usually associated with good educational level which permits better interconnection.
This result agrees with studies performed in Turkey by Özerdoğan et al. in
2009 as they found close association between income levels with sexual functions
[22]. On the contrary, Özkan et al. in 2009 reported that as the income increased, the sexual desire, lubrication and satisfaction decreased [23].
In this study pregnant females had statistically significant higher FSFI score
than non pregnant. This is an inconsistent ﬁnding with another study by Kuljarusnont et al. [24]. Low percentage of pregnant females (only 19.5%) in our
study doesn’t help us to have an appropriate idea about effect of pregnancy on
female sexual function.
In this study, females’ not using contraceptives had statistically significant
higher mean of FSFI score than those using contraceptive methods. Hormonal
contraceptive has a well known role in impairing desire domain that negatively
affected other domains. This was in agree with İbrahim et al. in 2013 who reported that women practicing hormonal contraception and using intrauterine
device had worse FSFI, whereas FSFI was not affected in women practicing no
contraception [25].
On the contrary, a study carried out in Colombia reported that the total FSFI
score was low in women practicing natural contraception, whereas it was higher
in women using modern contraception methods; however, the difference between these two groups was insignificant [26].
DOI: 10.4236/asm.2018.81001
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5. Conclusion and Recommendation
There is a high prevalence of FSD among females in Elfayoum governorate.
Many factors are found to affect FSD as FGM, each of female and husband age,
duration of marriage, and number of children. Large scale studies are recommended to seek for other factors related to FSD.
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