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Abstract

Background: Female sexual dysfunction (FSD) is charac-
terised by disturbances in sexual desire and psycho-
physiological changes associated with the sexual response
cycle. Female sexual dysfunction (FSD) is defined as disorders
of libido, arousal, orgasm, and sexual pain that lead to personal
distress or interpersonal difficulties. It is acommon problem,
affecting 30-78% of women.

Aimof Study: Was to report the epidemiologic aspects of
female sexual dysfunction in Delta of Egypt.

Patients and Methods: This study was designed as a cross-
sectional one and conducted on married women attending
urology and/or gynecology outpatient clinic in Delta of Egypt
mainly Tanta University Hospitals; between April 2017 and
October 2018. Counseling was performed to explain the goals,
steps and security of information of the study with 2822
attending married women to outpatient clinics, 310 women
refused to share in the. The response rate was 89%. The
number of included women in the study was 2512.

Results: Based on the total sexual function score, 1455
(57.9%) had sexual complaints (group A) while 1057 women
(42.1 %) had no sexual disturbance (group B). The total score
of FSFI ranged from 4.6 to 25.7 in group A (mean=) and from
27.3t0 35.1in group B (mean=). (p=0.001) Comparison of
theindividual domain scores showed that women in the sexual
dysfunction group had significantly lower scoresin all domains
as compared to those without sexual dysfunction (p=0.001).

Conclusion: Female sexual dysfunction is highly prevalent
problem but underestimated due to cultural, religious factors,
lack of awareness and information about sex.

Key Words: Female sexual dysfunction (FSD) — Female sexual
function index (FSFI) — Ceserian section (CS).

Introduction

HEALTHY sexual relationship is a great important
issue for human quality of life and general well-
being [1]. Female sexual dysfunction (FSD) isa
real worldwide health problem, its prevalence

Correspondenceto: Dr. Ahmed A. Gaafar,
E-Mail: ahmedabdel sattar 812@gmail.com

ranged from 30% to 63% [2-4] . Many factors may
affect female sexual function as age, socioeconomic
factors, medical comorbidities, previous surgeries
especially repeated vaginal deliveries, male sexual

dysfunction, ..etc. [5]. It isbelieved that FSD is
under-reported in Arab countries because of cultural

and religious values, lack of sex education and
embarrassment [6].

Epidemiological studies on FSD prevalence are
of utmost importance in specifying the problem
and treatment strategies. However, there is rarity
in the literature regarding FSD in Arab and low-
income countries [7]. The aim of this serieswas to
assess the prevalence and factors affecting FSD in
women of the Delta of Egypt.

Patients and M ethods

This study was designed as a cross-sectional
one and conducted on married women attending
urology and/or gynecology outpatient clinicsin
Delta of Egypt mainly Tanta university hospitals,
between April 2017 and October 2018. Local ethical
committee approval was obtained prior to starting
patients enrollment. Also, an informed consent
was taken from all participants.

Inclusion criteria:

Neurologically intact, heterosexually active
married women, aged >_20 years with marriage
duration >_one year.

Exclusion criteria:

Pregnant women, those with pelvic disease,
malignancy, pelvic radiation or complex psychic
disorders were excluded from the study.

Complete history taking and thorough exami-
nation were done to detect any risk factors for
female sexual dysfunction. Examination was per-
formed in lithotomy position by a well-trained
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physician or nurse who measured the enteroital
caliber and vaginal length. The need for any inves-
tigations was guided by the discretion of the phy-
sician.

A 19-item Arabic-translated questionnaire called
Female Sexual Function Index (FSFI) was used to
assess the sexual function of all participants during
the last month including six domains; desire, arous-
al, lubrication, orgasm, satisfaction, and pain [g].
The cut-off score used to indicate sexual dysfunc-
tion was <£26.55 [9]. A well-trained interviewer
explained the details of the study and the question-
naire to each participant. The collected datawas
organized, tabulated and statistically analyzed by
SPSSV22.

Results

A total of 2822 married women were initialy
evaluated for FSD, 310 women refused to sharein
the study. The response rate was 89%. The number
of included women in the study was 2512. Partic-
ipants' ages ranged from 20 years to 60 years.

Based on the total sexual function score,1455
(57.9%) had sexual complaints (group A) while
1057 women (42.1%) had no sexual disturbance
(group B). The total score of FSFI ranged from
4.61t025.7 ingroup A (mean = SD is 14.15+5.14)

Epidemiologic Sudy of Female Sexual Dysfunction in Delta of Egypt

and from 27.3to 35.1 ingroup B (mean £ SD is
31.74+3.74) (p=0.001).

Comparison of the individual domain scores
showed that women in the sexual dysfunction group
had significantly lower scoresin all domains as
compared tothose without sexual dysfunction
(p=0.001). The lowest scores were noted in the
lubrication, pain and satisfaction domains (Table
1).

In group A, about 935 patients (64.3%) were
complaining of more than one sexual domain. The
remaining 520 patients (35.7%) reported sexual
dysfunction in one domain only, as follow 21
patients in domain No. 1,39 patientsin 2 nd domain,
159 patientsin 3rd domain, 75 in 4th domain, 80
in 5th domain and 145 participiantsin 6th domain.
The highest prevalence was reported in lubrication
and pain domains, while the lowest was in arousal
and sex desire.

From multivariate logistic regression analysis
of potential risk factors of FSD, it was found that
aging, high education level, menopause, duration
of marriage >1 0 years, hyperprolactinemia, urinary
incontinence, pelvic organ prolapse, vaginal deliv-
ery, erectile dysfunction and premature gjaculation
of the husband were associated with higher risk
(Table 2).

Table (1): Domains of female sexual function index in both groups.

Group A Group B
Domains of FSFI (N=1455) (N=1057) t-test p-value
Range MeanxSD Range Mean+SD
Desire 1.2-48 298+1.14 4.8-6 5.12+0.65 54.892 0.001*
Arousal 0.9-54 3.12+1.35 5.4-6 8.71+0.32 131.951 0.001*
Lubrication 0.3-3.9 1.84+0.98 3.9-6 4.78+1.12 69.871 0.001*
Orgasm 0.4-4.8 241+1.05 4.8-6 5.18+0.71 74.312 0.001*
Satisfaction 0.8-3.6 1.89+0.94 3.6-6 4.86x1.41 63.291 0.001*
Pain 0.4-4 1.87+0.78 4.4-6 5.21+1.08 90.012 0.001*
Total score 4.6-25.7 14.15+5.14 27.3-351 31.74+3.74 94.552 0.001*

Table (2): Multivariate logistic regression analysis of potential risk factors for female sexual dysfunction.

OR (95% ClI) p-value
Age 1.548 (1.047-1.859) 0.012*
High education level 2.665 (1.126-3.509) 0.024*
Postmenopausal 2.521 (1.309-5.324) 0.001*
Duration of marriage >10 years 3.457 (2.451-7.532) 0.001*
Hyperprolactinemia 12.452 (3.526-27.854) 0.001*
Urinary incontinence 2.352 (1.249-6.531) 0.010*
Pelvic organ prolapse repair 3.521 (1.653-7.214) 0.001*
Vagina delivery 6.324 (2.107-8.521) 0.004*
Erectile dysfunction 0.235 (0.054-0.745) 0.001*
Premature gjaculation 5.324 (4.174-9.521) 0.001*

OR: Odds ratio. ClI: Confidenceinterval.
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Discussion

Sexual health isimportant factor for overall
well-being couple health. That iswhy scientists
have conducted extensive researches on the details
of sexual function in both males and females.
Worldwide, FSD is reported and characterized by
continuous rising incidence. Moreover, FSD is
more prevalent than that of the males [10].

In the current study, the prevalence of FSD was
57.9%. Thisfigureis higher than that reported by
Ibrahim et al., [1] (52.8%) who studied 508 Egyptian
women from Suez governorate. On the other hand,
it islower than that of other 2 Egyptian researches
performed in Dakahlia governorate of Lower Egypt
(68.9%) [4] and Sohag of Upper Egypt (76.9%)
[11]. Asregard to the Middle East countries, FSD
seems to be less prevalent; 46.2% in lran [12],
48.9% in Saudi Arabia [13] and 43.4% in Turkey.
[14].

Different questionnaire has been used to assess
FSD in the literature. Some studies did not use
questionnaires or assessed some domains and ne-
glected others especially lubrication and satisfac-
tion. In this study, we chose the Arabic version of
FSFI to assess all 6 domains [4,8].

Women with FSD in our study reported signif-
icantly low scores on all subscales of the FSFI
compared with those without FSD, with the lowest
score noticed in the lubrication and pain domains.
Similar results were reported in Egypt [1], Saudi
Arabia [13], USA [15] and Turkey [15] . Chedraui
and colleagues [16] found that |ubrication and pain
are the most affected domains.

A significant association of FSD and older age
was supported by several previous studies [1,14].
It was probably due to the physiological processes
of aging which effect on sexual function depends
on severa psychological, pharmacological and
illness related factors. Another explanation isthe
increasing demands of growing children. In contrast
to our finding, Fajewonyomi et al., [17] reported
that women with younger age are at greater risk
for FSD. Also, lbrahim et al., [1] and Hassanin et
al., [11] reported significantly higher prevalence of
FSD amongst those who got married at young age
(<20 years old).

Moreover, postmenopausal women had a higher
risk of FSD. Vaginal dryness and painful intercourse
might explain this phenomenon. Also, FSD was
found to be more prevalent among women suffering
from urinary incontinence. Pelvic organ prolapsed
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repair was proved as another risk factor for FSD.
This could be attributed to intraoperative injury to
pelvic nerves or postoperative inflammation, fibro-
sis or mental disorders. Lou and Chen [18] found
that both chronic pelvic pain and previous pelvic
surgery were risk factors for FSD.

Also, Lou and Chen [18] showed that the prev-
alence was significantly greater among women
who had undergone cesarean section compared to
nulliparous women, but was significantly lower
than that of vaginal delivery group. Injury to pelvic
floor organization and nerves by pregnancy and
childbirth might cause an increased incidence of
sexual dysfunction. In the current report, FSD was
significantly higher with vaginal delivery as com-
pared to CS. Among the medical comorbidities of
our participants, hyperprolactinamia was found to
be arisk factor for FSD.

Regarding to the relationship between FSD and
education level, it was found that FSD was signif-
icantly more common in college secondary school
education level. It could be attributed to higher
ability to express sexual dissatisfaction. Previous
studies reported contradictory results as some
authors agreed with our findings [1,13], while others
reported that FSD was significantly higher in lower
education levels [19,20] and explained this by their
lack of psychosexual knowledge.

Tehrani and colleagues [21] reported higher
FSD in recently married women and they believed
that by time, women become more experienced in
their sexual function and devel op stronger emo-
tional relationship with their partners. In contrast,
this series showed increased prevalence of FSD in
women married for >_10 years. This could be as-
signed to their increasing age, lack of privacy in
the presence of growing children and increasing
awareness about their sexual dysfunction. [brahim
et al., [1] and Hassanin et al., [11] reported similar
results.

In the current study, the mgjority of women
with FSD were more likely to have 2 or more
children. This association was attributed to the
anatomical changes caused by repeated deliveries,
hormonal changes, lack of privacy for sexual en-
counters and increased family responsibilities [1,13].
El-Nashar et a., [4] reported that nulliparity is also
apotential risk for FSD due to psychological and
hormonal factors.

Expectedly, several researchers suggested that
FSD was affected by male partner's sexual dys-
function and could be improved by its treatment
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[22] . In this study, an association was found between
FSD and sexual dysfunction in their partnersin
group A as compared to those without FSD. This
was in agreement with the findings of Ismail et
a., [13 and Adlan et al., [14] . Premature gjaculation
seemed to be the greatest factor influencing FSD
followed by erectile dysfunction. Moreover; 34.5%
of women claimed that their partners sexual prob-
lem was the reason behind their sexual dysfunction.
In contrast, Worly et al., [15] reported that women
without sexual dysfunction were more likely to
report male partner sexual problem. However this
was the women impression and not an actual diag-
nosis.

Foreplay is an essential part of the sexual ac-
tivity for both partners [23]. In our study, most
women with arousal and lubrication disorders gave
ahistory of deficient foreplay. This supports the
findings of “ The Global Better Sex Survey” which
studied 12,563 male and femal e participants and
revealed that foreplay was important to both part-
ners [24] . Another study reported that inadequate
foreplay was the main complaint of women with
FSD [25]. Similarly, in an online survey of 2,920
femalesin the Middle East, reported that 60% of
participants had inadequate foreplay that consid-
ered the cause of dysparauniain 33.4%. of them
[25].

From multivariate logistic regression analysis
for potential risk factors of FSD, it was increased
with age, higher educational level, postmenopausal
women, hyperprolactinemia, marriage duration
>1 0 years, urinary incontinence, pelvic surgery as
pelvic organ prolapse repair and vaginal delivery
and male partner sexual dysfunction.

To the best of our knowledge, this was the
largest cross sectional study that assesses FSD in
Egypt and its results can help health professionals
concerned with sexual health in Egyptian women.

Conclusion:

Despite the importance of FSD, it remains
unclear asregards its prevalence and characteristics
mostly because of shyness and lack of trained
physicians. This study revealed high prevalence
and outlined the specifications of FSD in the Delta
of Egypt. We recommend direct assessment of
femal e sexual function during gynecology and
family planning visits. More studies from different
geographical zonesin Egypt are needed to consol-
idate our initial results focusing on patients aware-
ness and physicians competency in FSD manage-
ment.
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