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Abstract  
Aim: to assess the prevalence of female sexual dysfunction among women of Damietta governorate 

Patients and methods: 500 randomly selected sexually active non-pregnant married women at age 18 

– 45 years from outpatient clinics of Al-Azhar University Hospital were subjected to filling out the 

Arabic validated FSFI. 

Results: The frequency of female sexual dysfunction among women of Damietta Governorate was 62% 

of participants. There was a statistically significant difference between women with female sexual 

dysfunction (FSD) and women without FSD in age, age of marriage and education level (P<.0001). 

Also, women not working were at higher risk to get FSD (P<.001) with the significant impact of 

socioeconomic level on having FSD. 

Also, we reported a statistically significant difference between women with FSD and women without 

FSD in the mode of delivery and women used IUD &72.6% had a history of circumcision. There was 

a statistically significant difference between women with FSD vs women without in mean score of 

desire, arousal, lubrication, orgasm, satisfaction, and pain as women with FSD showed less score in all 

domains compared to women without the disease. 

Conclusion: FSD was a significant health problem in Damietta that needs to be investigated more 

deeply and assessing associated risk factors. Low rate of overt complaints regarding sexual problems 

among Egyptian women does not indicate lack of sexual interest but reflects cultural factors such as 

shyness, embarrassment, reluctances of the women and lack of physicians’ awareness which lead to 

inadequate identification and management of such problems.  
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Introduction  
Human sexuality is a process that 

involves the integration of different organ 

systems and requires neurologic, vascular and 

endocrine coordination (1).  

Female sexual functioning is a state of 

ability to achieve sexual arousal, lubrication, 

orgasm, and satisfaction and results in 

wellbeing and state of wellness, with good 

quality of life (2).  

Female sexual dysfunction (FSD) is 

defined as a disorder of sexual desire, arousal, 

orgasm, and sexual pain that lead to personal 

distress or interpersonal difficulties. It is a 

multifactorial, age-related, progressive problem 
(3).  

Several factors have been found to 

affect FSD. These include anatomical, 

physiological, medical, psychological and 

social factors (4).  

Epidemiological data on sexual 

dysfunction are relatively scanty and vary 

widely (3). In analysis of data in United States 

(US) from the national health and social life 

survey; it was found that sexual dysfunction is 

more prevalent in women (43%) than in men 

(31%) (5).  

An analysis of collected data in Egypt 

revealed a high prevalence of FSD (52%) with 

sexual desire disorders as the commonest type 

of sexual dysfunction. The prevalence of desire, 

orgasm, arousal, pain, and sexual satisfaction 

disorders were (35%), (29%), (21%), (20%), 

(15%) respectively (2).  

This study aimed to assess the 

prevalence of female sexual dysfunction among 

women of Damietta Governorate.  

 

 Patients and Methods  
This study included 500 randomly 

selected non-pregnant married women at 

sexually active age (18 – 45 years old) from 

outpatient clinics of Al-Azhar University 

Hospital. Informed consent was taken from 

every patient. The study was approved by the 

Ethics Board of Al-Azhar University. 

Female in the childbearing period, 

female married with the regular marital 

relationship, and can read and understand the 
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Arabic language without any difficulties were 

included in this study. 

Female had chronic illness that affects 

sexual performance (cardiovascular disease, 

diabetes mellitus, neurologic disease, 

hypertension, renal failure, etc...), used 

medications that affect sexual performance 

(antidepressant, antihypertensive, etc.…), 

presence of sexual dysfunction in male partner 

(erectile dysfunction, premature ejaculation 

etc...) and pregnant and lactating women were 

excluded from the study. 

All females were subjected to filling 

out the Arabic validated FSFI that was 

developed by Rosen et al., which is a 19-item, 

self-report measure of sexual dysfunction in 

women (6).  

Statistical analysis 

Sample Size Calculation: Using One 

Proportion Power Analysis in NCSS& PASS 

program, a minimum sample size to assess the 

prevalence of female sexual dysfunction among 

women of Damietta governorate is 500 women 

to detect a difference of 0.1 and achieve 80% 

power with a target significance level at 5%. 

The clinical data were recorded on a 

report form. These data were tabulated and 

analyzed using the computer program SPSS 

(Statistical package for social science) version 

20. Two types of statistics were done: 

Descriptive statistics were calculated 

for the data in the form of frequency and 

distribution for qualitative data. In the statistical 

comparison between the different groups, the 

significance of difference was tested using one 

of the following tests: Inter-group comparison 

of categorical data was performed by using chi 

square test (X2-value) and fisher exact test 

(FET).

 

 

 

Results    
This study included 500 randomly 

selected non-pregnant married women at 

sexually active age (18 – 45 years old) from 

outpatient clinics of Al-Azhar University 

Hospital. Mean age of these participants was 

(32.95 ± 7.1 years), the majorities (42.4%) of 

participants were between (30-39) years, 

(35.8%) were between (21-29) years while 

20.6% were from 39-49 years age group and 

1.2% were less than 20 years old. According to 

education level, the level of the majority was 

moderate (46.8%) followed by (33.6%) with 

high-level education, and the least was low-

level education (19.6%). As for socioeconomic 

level; the level of the majority was moderate 

(59%) followed by (32.6%) with high 

socioeconomic level, and the least was low 

level (8.4%). While according to work status 

(51.2 %) of women were working while the rest 

(48.8%) were not. 

Mean age of husbands was (37.44 ± 7.8 

years), the majority (42.4%) of husbands was 

between (30-39) years, (53.8%) were between 

(21-29) years while 20.6% were from 39-49 

years age group and 1.2% were less than 20 

years old. While (50.6%) were smokers and 

49.4% were not. The majority of them were of 

moderate-level education (46.8%) followed by 

(33.6%) with high-level education, and the least 

with low-level education (19.6%). 

The mean age of marriage of 

participants (23.98 ± 3.5 years) ranged from 18 

years to 35 years, while mean duration of 

marriage was (8.97 ± 5.8 years) and ranged 

from 1 year to 23 years. According to the mode 

of the delivery; majority of women delivered by 

CS (69.4%) followed by (24%) of participants 

delivered normally while (6.6%) didn’t deliver 

before. The majority of women used IUD 

(60%) followed by (26%) used OCPs while 

(10.4%) used nothing. 55.2% of women had a 

positive history of circumcision versus (44.8%) 

were not circumcised. 

The frequency of female sexual 

dysfunction among women of Damietta 

governorate constituted 62% of participants 

(Figure 1). 

 
Figure 1: Prevalence of female sexual 

dysfunction among women of Damietta 

governorate 

 

 Assessment of FSFI shows that the 

lowest mean score was reported for orgasm 

score (3.5) and desire score (3.59) while the 

highest score for satisfaction score (4.5) and 

lubrication score (4.24) (Table 1). 

Table1: Female sexual function index (total and domain scores). 
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Desire 

score 

 

Arousal 

score 

 

Lubrication 

score 

 

 

Orgasm 

score 

 

Satisfaction 

score 

 

Pain 

score 

 

Total 

score 

 

Mean ± SD 

3.59 ± 

1.26 

4.1 ± .89 4.24 ± .99 3.5 ± 1.2 4.5 ± 1.14 3.9 ± 1.1 23.8± 

4.8 

 

There was a statistically significant 

difference between women with FSD and 

women without FSD according to age groups as 

group (30- 39) had higher risk to have FSD 

(52.9%) compared to 25.3% in women without 

FSD (P<.0001), and according to education 

level, women with moderate education level 

recorded the highest percentage in having FSD 

(52.6%) compared to (47.4%) women free from 

disease. Also, women not working were at 

higher risk to get FSD compared to working 

women (P<.001). Lastly, there was a significant 

impact of socioeconomic level on having FSD 

as a high level was the least affected category 

(7.1%) compared to low and moderate level 

(41.3% vs 51.6%) respectively. 

There was a statistically significant 

difference between the 2 groups according to 

the age of marriage and duration as positive 

FSD showed the larger mean of age and 

duration of marriage compared to the negative 

group (P<.001) (Table 2). 

Table 2: Comparison between women with FSD vs women without FSD according marital status 

history 
 Positive FSD 

  (N=310) 

Negative FSD 

   (N=190) 

P value 

Age of marriage (years)      

Mean ± SD 25.1 ± 3.5 22.23 ± 2.8 P<.001* 

Duration of marriage (years)    

Mean ± SD 10.7±5.4 6.2 ±5.3 P<.001* 

*denotes significance, FSD: female sexual dysfunction 

 

Also, we reported a statistically 

significant difference between women with 

FSD and women without FSD in the mode of 

delivery: women who labored normally were at 

higher risk to get FSD than other mode of 

delivery (72.3%).  Women used IUD showed 

higher percentage to get FSD than other 

methods (66.5%). Lastly women with a history 

of circumcision were more likely to have FSD 

(72.6%). 

There was a statistically significant 

difference between women with FSD vs women 

without FSD according to mean score of desire, 

arousal, lubrication, orgasm, satisfaction, and 

pain as women with FSD showed fewer score 

in all domains compared to women without the 

disease (Table 3). 

Table 3: Comparison between women with FSD vs women without FSD according Female sexual 

problems 

 
 Positive 

FSD 

(N=310) 

Negative 

FSD 

(N=190) 

Test of significance 

(p) 

Desire score      

Mean ± SD 2.9 ± 1.03 4.7 ± .68 P<.001* 

Arousal score    

Mean ± SD 3.6± .68 4.8 ±.64 P<.001* 

Lubrication score    

Mean ± SD 3.7±.83 5 ± .6 P<.001* 

Orgasm score    

Mean ± SD 2.9 ± 1 4.5 ± .7 (P<.001* 

Satisfaction score    

Mean ± SD 4± 1 5.4 ± .7 P<.001* 

Pain score    

Mean ± SD 3.5 ± .97 4.5± .9 P<.001* 

*denotes significance, FSD: female sexual dysfunction 

 

Discussion 
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Sexuality is an important part of health, quality 

of life and general wellbeing. Sexual 

dysfunction is characterized by disturbance in 

sexual desire and psychophysiological changes 

associated with the sexual response cycle in 

men and women. (7) Sexual dysfunction 

adversely affects the quality of life and may 

often be responsible for psychopathological 

disturbances, and yet it remains a taboo subject 

in many countries (8).  

For women, many factors can affect sexual 

functioning including age, fertility status, 

hormonal levels, socioeconomic factors, 

quality of life, educational level, relationship 

with spouse, sexual knowledge and behaviors, 

family planning methods, and physical and 

mental health (9).  

Sexual dysfunction was more prevalent in 

women than in men and was associated with 

various demographic characteristics, including 

age and educational attainment (10). In our study, 

among 500 selected women, the mean age was 

(32.95 ± 7.1 years), majority (42.4%) of 

participants were between (30-39) years, 

(35,8%) were between (21-29) years while 

20.6% were from 39-49 years age group and 

1.2% was less than 20 years old. 

Similarly, a cross-sectional clinic-/hospital-

based survey to assess the prevalence and 

associated factors of female sexual dysfunction 

(FSD) in Lower Egypt was conducted by 

Elnashar et al. revealed that most participants 

were in the age groups 20 to 29 years and 30 to 

39 years (48.9% and 30.9%, respectively) (3). 

Also, a total of 648 patients from the outpatient 

clinic of Sohag University Hospital were 

recruited to participate in the Hassanin et al. 

study, most of the patients were in the age 

groups 30–39 years and 40–50 years (36.8% 

and 25.0%, respectively) (10) and in Ibrahim et 

al. study, the studied females were in the age 

group 20–59 with mean age 39.5 years old (2). 

According to education level majority of our 

patients had a moderate level (46.8%) followed 

by (33.6%) with high-level education, and the 

least had low-level education (19.6%). 

Many of the participants in Elnashar et al. 

study (28.6%) were illiterate and 48% had a 

secondary level of education (3), but in 

Hassanin et al. study, most of the participants 

had an education level below university level 

(55.6%) (10) and in Ibrahim et al. study, most of 

the studied females (39.5 %) had a primary 

educational level (2).  

As for socioeconomic level, 59% of our patients 

had a moderate level followed by 32.6% with 

high socioeconomic level, and the least was low 

level (8.4%) while according to work status, 

(51.2 %) of women were working but the 

majority of respondents in Elnashar et al. 

study, were housewives (70.4%), with only 

1.3% owning property, and among their 

spouses, 55.6% had private work, 21.2% had a 

government job and only 4.8% had their own 

property (3).  

While in Lou et al. study, of the participants, 

2069 (44.0%) engaged in intellectual 

occupations, 719 (15.3%) engaged in physical 

work, 1528 (32.5%) engaged in work that was 

both physical and intellectual, and 381 (8.1%) 

were homemakers (11) and this is in agreement 

with our finding. 

The mean age of marriage of our participants 

was (23.98 ± 3.5 years) with a range from 18 

years to 35 years, with a mean duration of 

marriage (8.97 ± 5.8 years) and the range from 

1 year to 23 years. In agreement with us, FSD 

was assessed with a detailed 19-item female 

sexual function index (FSFI) questionnaire 

among 153 fertile females in Mishra et al. 

study. They found the mean duration of 

marriage was 11.23 ± 8.39 years and it was also 

observed that FSD was more prevalent in 

females with duration of marriage >16 years (12).  

According to the mode of delivery, we found 

the majority of women delivered by CS (69.4%) 

followed by (24%) of participants delivered 

normally while (6.6%) have not delivered yet. 

The majority of women used IUD (60%) 

followed by (26%) used OCPs while (10.4%) 

used nothing while (3.6%) used another 

method. Ibrahim et al. study has a different 

result as they found that vaginal delivery was 

the mode of delivery in 63.9 % of the females 

while 16.3 % were subjected to CS. The most 

common contraceptive method was IUCD 

(40.5 %) while 9.8 % did not use any method of 

contraception which was similar to our 

results (2). 

Female circumcision was one of the traditional 

practices that were still performed in Egypt and 

was a possible cause of female sexual 

dysfunction (FSD). Circumcision status (now 

called female genital mutilation according to 

the World Health Organization’s latest 

recommendations) was associated with an 

elevated risk of experiencing sexual problems 
(13). 55.2% of our participants had a positive 

history of circumcision. The study by El-
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Defrawi et al. suggested that circumcision has 

a negative impact on a woman’s psychosexual 

life by raising common problems such as 

vaginal dryness during intercourse, lack of 

sexual desire, less pleasure, less orgasm and 

having difficulty to reach orgasm (14). 

Approximately 90% of women in Elnashar et 

al. study was circumcised; therefore, this was a 

significant cause of sexual problems (3).  

This corroborates the report of EL-Nashar et 

al. who found, in their sample of 264 women in 

Benha City, that circumcised women (75.8%) 

were more likely to have marital problems such 

as loss of sexual desire, dyspareunia, and lower 

satisfaction rate, in addition to psychological 

problems, mainly anxiety, depression and 

hostility (15). 

Assessment of Female sexual function index 

(FSFI) showed that the lowest mean score was 

reported for orgasm score (3.5 ± 1.2) and desire 

score (3.59 ± 1.26) while the highest score for 

satisfaction score was (4.5 ± 1.14) and 

lubrication score (4.24 ± .99). In the current 

study, many participants explained their lower 

sexual desire to be because of circumcision and 

socioeconomic circumstances such as 

economic stressors and increased household 

duties. This was also noted by Shokrollahi et 

al. who found too little foreplay before sexual 

intercourse to be the most common sexual 

difficulty among their sample of women (16). In 

agreement with us, a total of 365 (60.7%) 

women in Hassanin et al., study, reported 

having difficulties with orgasm; low sexual 

arousal was reported by 341 women (56.7%); 

lack of lubrication was reported by 317 (52.8%) 

women; sexual dissatisfaction was reported by 

322 (53.6%) women; low sexual desire was 

reported by 399 (66.4%) women; and sexual 

pain (dyspareunia) was reported by 385 

(64.1%) women (10). 

  There was clearly a need for more longitudinal 

studies for all of the dysfunctions in order to 

obtain more accurate incidence data. There was 

reasonably valid descriptive epidemiological 

data indicating that about 40–45% of adult 

women have at least one manifest sexual 

dysfunction (17). The frequency of female sexual 

dysfunction among women of Damietta 

governorate constituted 62% from participants. 

The Elnashar et al. study presents 

epidemiological data on the prevalence and 

predictors of FSD in Lower Egypt, represented 

by a sample taken from the Dakahlia 

Governorate. It emphasizes the high prevalence 

(68.9%) of sexual difficulties among the 

women studied (3). 

Ibrahim et al., found that 269 women (52.8 % 

of the participants) had sexual dysfunction in 

Suez Canal district in Egypt (2). Hassanin et al. 

study presented epidemiological data on the 

prevalence and associated factors of FSD in 

Upper Egypt; it emphasizes the high prevalence 

(76.9%) sexual dysfunction among the women 

studied and the importance of direct 

questioning about sexual function in 

gynecology and family planning clinics. The 

low rate of direct complaints about sexual 

problems among women in Upper Egypt 

probably reflects cultural factors, such as 

shyness and embarrassment. In addition, lack of 

awareness of FSD by physicians can lead to 

inadequate identification and management of 

these problems (10). 

Women’s education and socioeconomic status 

do play a role in their outlook toward sexual 

life. As regard to education level, we found a 

statistically significant difference between 

women with FSD and women without FSD 

(P<0.0001) as the highest percentage of women 

with FSD (52.6%) had moderate education 

level. The higher incidence of sexual 

dysfunction in better educated individuals was 

surprising given that they were healthier and 

have lifestyles that were less physically 

stressful and emotionally demanding. 

However, a higher educational level may also 

be associated with an increase in the women’s 

ability to freely express their dissatisfaction (3). 

This finding agrees with those of Fajewonyomi 

et al. they found that FSD was more prevalent 

in women with higher education (43.4%) as 

compared to women with no formal education 

(7.3%) (19). 

Ibrahim et al. showed that females with FSD 

were most of them circumcised (88.1 %) and 

found non-significant higher incidence of FSD 

among highly educated females. This higher 

incidence of sexual dysfunction in better 

educated individuals were surprising given that 

they are healthier and have lifestyles that are 

less physically stressful and emotionally 

demanding. However, a higher educational 

level may also be associated with an increase in 

the women’s ability freely to express their 

dissatisfaction (2).  

Also, women not working were at high risk to 

get FSD compared to working women 

(P<0.001) and there was a significant impact of 

socioeconomic level on incidence of FSD as 
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those with high level were the less exposed 

category (7.1%) compared to low and moderate 

levels (41.3% vs 51.6%) respectively 

(P<0.0001). In Egypt, the lack of correlation 

may be because of a lack of a large difference 

in the economic situation of the studied groups. 

This finding contradicts that of Laumann et al. 

who found a positive correlation between 

deterioration in economic position and sexual 

dysfunction (20). 

 In contrary, in Elnashar et al. study, work 

status and source of income had no impact upon 

sexual function greatly, although in 28.1% of 

respondents, unfavorable economic 

circumstances were among the aggravating 

factors for their sexual problems (3). 

In this study, there was a statistically significant 

difference (P<0.001) between the two groups 

according to age of marriage and duration, as 

those with positive FSD had older age at the 

time of marriage and longer duration compared 

to negative group. In Hassanin et al. study, 

patients with FSD were significantly more 

likely to be older than 40 years (χ2=10.4, 

P=0.004), were married for 10 years or more 

(χ2=12.71, P=0.026) and were married to a man 

aged 40 years or older (χ2=13.64, P=0.021) but 

they failed to achieve statistical significance (10) 

and Tehrani et al. found a statistically 

significant relationship between sexual 

dysfunction and duration of marital life (8). 

In the Jafarzadeh et al. study, a significant 

correlation was observed between duration of 

relationship with partner and prevalence of FSD 
(21). Another research performed in the same 

region as the previous study indicated that the 

rate of sexual problems decreased significantly 

with longer duration of relationship between 

partners (22). These inconsistencies between the 

findings could be due to the use of different 

questionnaires. While first study used 

researcher-designed questionnaires, the second 

used the validated Persian translation of FSFI 

scale.  

Also, among our cases, there was a statistically 

significant difference between women with 

FSD and women without FSD in either mode of 

delivery as normal labor increased the risk 

(72.3%) for FSD than CS or in methods of 

contraception (women used IUD showed higher 

percentage (66.5%) to get FSD than other 

methods) or in history of circumcision as 

circumcised women were more likely to have 

FSD (72.6%). In Hassanin et al. study, there 

was no significant difference between women 

with FSD and women without FSD regarding 

use of contraception (χ2=2.25, P=0.065) (10). 

According to Elnashar et al. study mode of 

delivery and type of contraception used were 

not statistically significantly associated with 

sexual dysfunction, but they reported that 

circumcision status significantly correlated 

with the extent of sexual problems (3). Also, El-

Naser et al. study showed that scores of sexual 

desire, arousal, orgasm, satisfaction and pain 

were comparable between circumcised and 

uncircumcised groups, while lubrication score 

was significantly higher in the uncircumcised 

group. The total FSFI score demonstrated non-

significant difference between the circumcised 

group compared to the uncircumcised one (23). 

We found a statistically significant difference in 

mean score of desire, arousal, lubrication, 

orgasm, satisfaction and pain; between women 

with FSD vs women without FSD (P<0.001 for 

all) as women with FSD showed less score in 

all domains compared with women without 

FSD. A community-based cross-sectional 

descriptive study was carried out by Tehrani et 

al. on 784 married women living in urban areas 

of 4 province of Iran. Their results 

demonstrated 27.3% prevalence of sexual 

dysfunction. Among women with sexual 

dysfunction, the frequency of desire, arousal, 

lubrication, and orgasmic disorders were 

35.6%, 39.9%, 18.9% and 27.3% respectively 
(8). 

In Mishra et al. study, the mean score of FSD 

and various domains of FSD were calculated in 

both groups of patients, those with FSD and 

those without FSD and there was insignificant 

difference in all domains (P<0.01) (12). 

The results of the present study should be 

interpreted with recognition of its limitations. 

First, the study group consisted of women who 

attended an outpatient clinic, which may not be 

representative of the community. Community-

based sampling may not be possible because of 

the sensitivity of the topic. Second, the study 

included married women and excluded 

unmarried women (because of cultural barriers) 

and women who were separated or divorced 

(because of the similar cultural barriers that 

prohibit a woman who was supposedly sexually 

inactive to talk about sexuality). Women who 

were separated or divorced may be more at risk 

of FSD, which may have falsely raised the 

prevalence of FSD if they were included. 

Although FSD is highly prevalent; it was still a 

silent problem. Third, cultural factors such as 
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shyness and embarrassment of women and lack 

of awareness and training of physicians leads to 

inadequate identification and management of 

these problems. This emphasizes the 

importance of direct questioning about sexual 

functioning as part of the routine checklists 

undertaken in gynecology and family planning 

clinics. FSD needs to be recognized as a 

significant public health problem in Egypt, with 

an urgent need for further research, particularly 

studies into awareness and competency of 

physicians in the management of FSD. 

In conclusion, FSD was a significant health 

problem in Damietta that needs to be 

investigated more deeply and assessing 

associated factors and so community-based 

studies are recommended. The generally low 

rate of overt complaints regarding sexual 

problems among Egyptian women does not 

indicate lack of sexual interest but rather 

reflects cultural factors such as shyness, 

embarrassment and reluctances of the women 

and lack of physicians’ awareness and training, 

which lead to inadequate identification and 

management of such problems. This result 

emphasizes the high prevalence of sexual 

problems even among apparently healthy 

individuals and also emphasizes the importance 

of direct questioning about sexual function as 

part of the routine checklist in gynecology and 

family planning clinics. 
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