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ABSTRACT

Background and objective: Sexual dysfunction is a significant public health problem that is more common among women than
in men. The women sexual dysfunction and the factors influencing it have not yet been fully investigated. Aim: The present study
aimed to evaluate sexual dysfunction and its associated factors among women in childbearing age, Egypt.
Methods: A population-based cross-sectional survey involving 780 non-pregnant sexual active females aged 15-51 years old
who were recruited into the study by random sampling. The study population was selected from health facilities which affiliated
to the ministry of health in Damietta Governorate. Interview tools used to collect data related to female and male partner.
Results: A total of 780 women in childbearing age were enrolled. More than half of the studied women have sexual dysfunction
versus 46.9% without sexual function. 22.3% of sexual dysfunction women have mild dysfunction, 18.5% of them have moderate
dysfunction, and 12.3% have severe dysfunction. Desire disorder was the most common sexual disorder among participants
(67.3%), followed by arousal disorder (55.8%). There was a statistically significant correlation between female sexual dysfunction
and husband’s age, educational level and husbands suffer from depression, heavy smokers and hypnotic drugs used. Female
sexual dysfunction was found among older age, low educated and non-workers females, as well as women, suffer chronic disease,
genital inflammation, and stress.
Conclusions: Sexual dysfunction is prevalent among women, so further study based on a comprehensive survey is necessarily
needed.
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1. INTRODUCTION

Sexual relation is one of the significant factors affecting
women’s physical and mental health and considered the main
aspect of life satisfaction between couples.[1] Sexual health
is the integration and coordination of different components
for sexual act including physical, mental, emotional and
social well-being for all sexual issues and beliefs and not
entirely the absence of dysfunction or disease. Female sexual
functions include six domains are desire, arousal, lubrication

(wetness), orgasm, satisfaction and pain.[2, 3] The absence
of knowledge and experience regarding sex and insufficient
couple communication can cause traumatic reproductive tract
problems.[4] Sexual issues are seldom discussed, explored
or resolved. Attitudes toward women’s sexuality, the role of
sexual activity and reproductive health are very strongly in-
fluenced by cultural value and restrictions around discussion
of sexuality.[5, 6]

Women’s sexual dysfunction (WSD) is a group of disor-
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ders associated with six domains, and more common among
women than men.[2, 3, 7] The prevalence of women sexual
disorders varies among different communities, especially
Eastern one, but it is underestimated due to misconceptions
of female sexual function and cultural taboos. The preva-
lence of female sexual dysfunction (FSD) ranges from 26.6%
to 63% worldwide. It is estimated between 25%-76% in the
USA, 76.9% in Upper Egypt and 46% in Lower Egypt.[8–10]

In another world region, the prevalence of FSD reported
31% of participants, of which 33% of them had sexual de-
sire disorder, 16.5% had arousal disorder, and 25% had or-
gasm disorders, while 45.5% reported painful intercourse.[11]

Studies done in China and chorea reported that 50% of
each population experienced sexual dysfunction.[12, 13] In
Malaysia, 25.8% of the studied women reported sexual dys-
function with 39.3% reported hypoactive desire disorder,
(25.8%) arousal problem, (21.5%) lubrication difficulties,
and (21.5%) sexual dissatisfaction.[14]

In the Arab world, female sexual dysfunction has been inad-
equately investigated. The findings of a multi-country study
done to investigate sexual function in 2920 Arab-speaking
women showed that the average prevalence of sexual dys-
function was 59.1%.[15] In the research done in Saudi Arabia
based on the English version of the Female Sexual Function
Index (FSFI), the authors reported FSD is more prevalent
among young and employed participants. Additionally, Saudi
women revealed significantly lower FSFI scores as well as
lower scores in four sexual domains.[16]

The cause of sexual dysfunction is a multifactorial problem
involving biological, psychological, and interpersonal con-
ditions which creates a partial or total loss of the sexual
response. Hormonal and physiological factors such as preg-
nancy, breastfeeding, and menopause play an essential role
in reducing sexual excitement.[17, 18] Partner’s age, duration
of the marriage, quality of the relationship, the partner’s
health status, psychological problems, and how to deal with
emotions are considered a fundamental issue for sexual func-
tion.[8, 19, 20]

The treatments for sexual disorders are time-consuming, and
success in the diagnosis and therapy of female sexual dys-
function has been limited.[21, 22] The health care providers
should be able to recognize any ambivalent feelings on the
part of the patient regarding, sexuality coitus, the partner,
body image and the need to have children. Also, they are
must be able to disclose serious traumatic experiences and
problems. The integration of medical and psychological in-
tervention therapy is significantly improving the manner of a
person who received the treatment for sexual dysfunctions.
This interventions joins the power of both treatments to aug-

ment efficiency, surge treatment, and relational gratification,
and reduce patient withdrawal.[23–25]

1.1 Significant of the study
Women are considered to be more “erotically plastic” than
men and hereafter to be more pliable to gender and sexual,
cultural proscriptions and beliefs so, women were likely to
have a higher incidence of sexual disorders as adults than
do men. The sexual dysfunction has a significant impact
on women, their relationships as well as their overall qual-
ity of life. In daily care practice, nurses faced problems by
addressing sexuality, an essential aspect, and necessary in
human life that should be appreciated in all health facilities,
and all through the lifecycle.[26, 27] Nevertheless, the diffi-
culty in addressing, inquiring and replying indeed related
sexual problems remains and appears to be a common prob-
lem.[28–32] In a study done in Egypt, it was reported that
most women (84.1%) of sexual problems had not received a
professional consultation for their sexual issues. The most re-
ported causes for not seeking to help were: “Embarrassment”
(66.7%) and “Think the doctor cannot help” (8.9%).[19]

In Egypt, sexual disorders and unawareness are considered a
severe problem. However, this problem is’ derived from so-
cial pressure and restriction, a shame of and taboo. Therefore,
women feel uncomfortable for discussing sexual intercourse
and sexuality and could not talk openly about their sexual
problems that are why they were not getting help. So, the
present study was to evaluate sexual dysfunction and its as-
sociated factors among women in childbearing age, Egypt.

1.2 Aim of the study
The present study aimed to evaluate sexual dysfunction and
determine its related factors among women in childbearing
age, Egypt.

2. SUBJECTS AND METHODS

2.1 Study design
A cross-sectional population-based study design was used.

2.2 Sampling and data collection
A sample of 780 married females in the reproductive age
were selected after considering the inclusion and exclusion
criteria from four general hospitals and eight health care
centers PHC which affiliated to the ministry of health in
Damietta Governorate, Egypt. A simple random sample se-
lected these Health Care Facilities. The hospitals were old
Damietta General Hospital, Kafer Saad General Hospital,
Fariskur General Hospital, and Alzarqaa General Hospital.
The Health Care Centers PHC were distributed as follows;
three health centers in old Damietta, two health centers in
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New Damietta city, one form Kafer Saad city, one form
Fariskur city and one from Alzarqaa city. A clustered ran-
dom sample recruited the study population from gynecology
clinics, dermatology, and venereal disease clinics, medical
clinics, surgical clinics, and family planning clinics of all se-
lected Health Care Facilities. The sample takes six months to
complete from February 2018 to July 2018. The researchers
attended one of the selected healthcare facilities three days
per week, from 8:00 am. to 12:00 pm.

2.3 Inclusion criteria
Sexual active married females in reproductive age, aged 15
to 51 years.

2.4 Exclusion criteria
Females with a neurological disorder and psychosis or on
antipsychotic drugs, pregnant and breastfeeding women or
women at menopause.

2.5 Tools of data collection
The interviewing questionnaire: The researcher designed
it, consisted of 2 parts:

Part I: Data related to females included: age, parity, mode
of delivery, educational level, occupation, body mass in-
dex (BMI), practice exercise, type of marriage, frequency
of sexual intercourse, menstrual and obstetrical history, cir-
cumcision, use of contraception, history of chronic medical
conditions and stress. To calculate BMI, women’s height
and weight were measured, and the value for BMI were
stated as follows: a BMI < 18.50 kg/m2 as under-weight, a
BMI of 18.50-24.99 kg/m2 as normal, a BMI of ≥ 25.00
kg/m2 as over-weight and a BMI ≥ 30.00 kg/m2 was stated
as obese.[29]

Part II: Data related to male partner were collected from
female partners include age, educational level, job. How
many wives of the husband, medical condition, personal
habits of the husbands, and sexual problems of the husband
from the wives point of view depend on medical record and
examination.

Female Sexual Function Index (FSFI): It is a standardized
questionnaire designed done by Rosen et al.[30] used to
evaluate female sexual function. In the present study, it is
translated and adapted for the applicability in the community
by researchers which it matched with Anis et al.[22] Arabic
version. It contains 19-item questionnaire measures six do-
mains of female sexual functioning during sexual intercourse
(desire, arousal, lubrication, orgasm, satisfaction, and pain).
The 19 questionnaires were distributed on six domains as
the following: desire (items 1, 2), arousal (items 3 to 6),
lubrication (items 7 to 10), orgasm (items 11 to 13), satis-

faction (items 14 to16) and pain (items 17 to 19). Each item
score graded from 0 to 5; 0 means no sexual intercourse,
1 indicates sexual dysfunction to 5 indicates normal sexual
function. Each woman domain scores are obtained by adding
the scores of each woman questions that encompass the do-
main and multiplying the summation by the domain factor
which included in the FSFI for each domain. Factors for
desire were 0.6, 0.3 for arousal and lubrication, while 0.4
for orgasm, satisfaction, and pain. The overall score was ac-
quired by adding the six domain scores. The total-scale score
range is from 2.0 to 36.0, and the higher scores suggested bet-
ter sexual function among women. The sexual domain was
considered dysfunction if it is maximum attainable scores
were 65. Hence, scores 3.9 in all six domains were measured
as sexual dysfunction. The female sexual function was cate-
gorized as four groups: a total FSFI scores Score ≥ 23 were
considered normal female sexual function, a total score from
18 to 23 were mild FSD, total score from 11 to 17 were mod-
erate FSD while total score ≤ ten were considered severe
FSD. The woman is asked to choose the suitable option for
her condition from FSFI during the previous four weeks. All
women were examined local and general by specialists as
needed. The researchers explain all questions to the women
and educate them face to face regarding the cycle of female
sexual function and each sexual domain. The questionnaires
were completed by the women. For the Illiterate women,
the researchers ask questions and then complete the question
form.

2.6 Ethical consideration
The study established ethical approval from the Research
Ethics Approval Committee, Faculty of Nursing, Port Said
University. Verbal consent obtained from the participant
after full explanation of the aim of the study and ensure
confidentially and they have the right to refuse participation.

2.7 Validity and reliability
Validity and reliability for the study questionnaire were de-
termined before data collection. Cronbach’s alpha test tested
the reliability of the questionnaire to measures reliability, or
internal consistency.[32] An expert panel of a gynecologist
examined the validity of the questionnaire content, derma-
tology, and venereal disease specialist, medical specialist,
obstetrics and gynecology nursing specialist (Ph.D.).

2.8 Pilot study
The final questionnaire was firstly tested in a pilot study on
30 women to measure its reliability and applicability, and it
has been revealed to be reliable with a Cronbach’s alpha as
0.86.
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2.9 Handling and analysis of data
The original data were coded and entered into SPSS sys-
tem files (SPSS package version 19, Chicago, USA). Anal-
ysis and interpretation of data were conducted. The fol-
lowing statistical measures were used; descriptive statistics
including frequency, distribution, mean and standard devi-
ation were used to describe different characteristics. Kol-
mogorov–Smirnov test was used to examine the normality of
data distribution. Univariate analyses including t-test were
used to test the significance of the results of quantitative
variables. Chi-Square test, Monte Carlo test and Fisher’s
Exact test were used to testing the significance of the results
of qualitative variables. Odds ratio and 95% confidence in-

terval was calculated for different parameters of the sexual
dysfunction scale. The significance of the results was at the
5% level of significance.

3. RESULTS

More than half of the studied women have sexual dysfunction
(SD) versus 46.9% without SD. 22.3% of sexual dysfunction
women have mild dysfunction, 18.5% of them have moder-
ate dysfunction, and 12.3% of them have severe dysfunction
(see Figure 1). Desire disorder was the most common sexual
disorder among participants (67.3%), followed by arousal
disorder (55.8%) (see Figure 2).

Figure 1. Distribution of the studied sample according to their sexual function (n = 780)

Figure 2. Distribution of the studied sample according to their sexual domains (n = 780)

The mean age of women with SD (34.8) was significantly
higher than of those without SD (32.5). The educational
level and job were significantly correlated with the extent of

(SD); nearly one-third of women without SD has postgrad-
uate education, compared only 13.8% of women with SD.
Also, the majority of women without SD (74.6%) has a job,
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compared to 59.4% of those with SD. There is no statistically
a difference regarding BMI between the two groups. Also,
the mean age of husband of a woman who has SD (41.3) was
significantly higher than of another group (37.8). Illiteracy
was higher among husband of women who has SD, while
university and postgraduate education were higher among
husband of the woman who has not to have SD. Type of hus-
band job was not statistically significantly associated with
FSD. On the other hand, the traditional type of marriage was
significantly high among women with SD. Have sex once
a month was more frequent among women with SD, while
daily sex was more frequent among women without SD, p =
.001 (see Table 1).

Table 2 shows that the differences in the menstrual and ob-
stetric parameters among the two groups were statistically
insignificant. Most of the women of two groups have regular
menses. The majority of women of the two groups were
multipara, and most of them had no abortion. Also, less
than two-thirds of women in the two groups have no circum-
cision and about one-fourth of circumcised women in two
groups have a simple degree of circumcision. Vaginal deliv-
ery (50.7%) was significantly higher among women with SD,
compared to (30.3%) of another group, as was episiotomy.
Type of contraceptive used and female circumcision was not
statistically significantly associated with SD.

Table 3 represents that, medical condition as diabetes melli-
tus, hypertension, and thyroid disorder were significantly
high among women with SD. Also, medication use for
chronic disease, Inflammation of the genital tract and stress
were significantly high among women with SD. Furthermore,
Depression, cigarette smoking and hypnotism were signifi-
cantly high among husband of women who has SD. Mainly,
low desire, difficult erection, difficult keeping erection, inhi-
bition or delayed ejaculation and retrograde ejaculation were
significantly high among husbands of women who have SD.

Table 4 shows the results of the multiple logistic regression
analysis achieved from the final model for each sexual do-
main, and it was done to realize the best interpreter of sexual
domain disorder among women. Disorder of women sexual
domains was significantly correlated with increasing age of
women and low level of education, although high-level ed-
ucation also showed a significant association. Professional
work of women was significantly associated with sexual do-
main disorder. Regarding obstetrics parameters, high parity
was a highly significant variable for (desire, orgasm and sat-
isfaction disorders), as was increased number of pregnancies.

Furthermore, vaginal delivery was significantly associated
with sexual domain disorder except satisfaction and pain do-
mains were not reaching the level of significance. This table

also indicates that a woman has an increasing number of chil-
dren, and has children less than one year has sexual domain
disorder, although five and ten years also showed a signifi-
cant association. Also, a woman who suffers from chronic
diseases and takes medication of these diseases has sexual
domain disorder as does the woman suffers from genital tract
inflammation and stress.

4. DISCUSSION
Female sexual dysfunction is a complex condition and dif-
ficult to understand that can affect females of all ages and
has negative impacts on their quality of life. Female sex-
ual dysfunction has been a cyclic process that accentuates
hormonal, psychological, biologic, environmental and so-
cial factors. The research on female sexual dysfunction has
gained force in this time because sexual dysfunction is an
illness of its entity and is prevalent in all populations.[33, 34]

In the Arab world, culture proscribes openly discussing sex-
ual issues, and this also relates to Egypt. Sexual problems
are not declared likely because women felt shy and refused
to mention sexual problems.[35] Deficiencies of nurses’ edu-
cation, knowledge, and skills, as well as a lack of time and
awareness, were the possible reasons for inadequate sexual
counseling.[36] In Egypt, the nurses can feel uncomfortable
with discussing this matter, afraid that women might become
distressed, nervous, or insulted when talking about sex and
maybe culturally inhibited.[37]

The present study presents epidemiological data on the prob-
lem of female sexual problems and its associated factors in
Egypt, represented by a sample taken from Damietta Gover-
norate. In the current study, the prevalence of female sexual
dysfunction was 53.1%. 22.3% reported mild sexual dys-
function, 18.5% reported moderate sexual dysfunction and
12.3% of them have severe sexual dysfunction. The preva-
lence of FSD varied between countries, although FSD is
documented as a widespread health problem. The variation
may be due to possible environmental and socioeconomic
factors, medical and psychological health condition, as well
as cultural and racial variances. A study in El-Fayoum city,
Egypt the authors reported that sexual dysfunction occurs
in 61.2% of women.[33] In another study done in Egypt,
52.8% of females reported sexual dysfunction.[35] These
variations in results between studies done in Egypt may be
due to differences in the characteristic of samples studied
and methodology used in data collection by researchers. In
a study done in Iran, 27.3% of females reported sexual dys-
function, containing 6.3% mild, 20.3% moderate, and 0.8%
severe sexual dysfunction.[38] In Turkey, the prevalence of
female sexual dysfunction was 70.9% of the participants
based on (FSFI).[22] In Ghana, sexual dysfunction in sexually
active women was 70%.[7]
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Table 1. Socio-demographic profile of the studied sample (n = 780)
 

 

Socio-demographic profile  

Studied women (n=780) 

Significance 
Women without sexual 
dysfunction (n = 366)  

 

Women with sexual 
dysfunction (n = 414) 

No. % No. % 

Age of wife (years)      
t = 2.531 
p = .012* 

Min-Max 15.0-51.0  18.0-52.0 

Mean ± SD 32.5 ± 6.6  34.8 ± 8.2 

Educational level of wife     

χ2 = 17.898 
p = .001* 

Illiterate 18 4.9  24 5.8 

Read and write 6 1.6  36 8.7 

Secondary education 120 32.8  183 44.2 

University education 105 28.7  114 27.5 

Postgraduate education 117 32.0  57 13.8 

The job of wife      
χ2 = 14.581 
MCp = .006* 

Not working 93 25.4  168 40.6 

Working  273 74.6  246 59.4 

BMI (Kg/m2) of wife      

χ2 = 1.565 
MC p = .766 

Underweight (<18.5) 0 0.0  3 0.7 

Normal (18.5-<25.0) 108 29.5  108 26.1 

Overweight (25.0-<30.0) 126 34.4  135 32.6 

Obese (30.0-≤) 132 36.1  168 40.6 

Age of the husband (years)      
t = 3.1600 
p = .002* 

Min-Max 23.0-57.0  23.0-62.0 

Mean ± SD 37.8 ± 7.4  41.3 ± 10.2 

Educational level of husband      

χ2 = 13.109 
p = .011* 

Illiterate 33 9.0  66 15.9 

Read and write 12 3.3  39 9.4 

Secondary education 156 42.6  183 44.2 

University education 111 30.3  105 25.4 

Postgraduate education 54 14.8  21 5.1 

Job of husband      

χ2 = 6.781 
MCp = .075 

None 3 0.8  18 4.3 

Skilled 138 37.7  198 47.8 

Semi-skilled 129 35.2  111 26.8 

Professional 96 26.2  87 21.0 

Type of marriage      
χ2 = 19.550 
p < .0001* 

Traditional 225 61.5  354 85.5 

Based on the love story 141 38.5  60 14.5 

Husband has more than one wife      
χ2 = 0.030 
p = .862 

No 321 87.7  366 88.4 

Yes 45 12.3  48 11.6 

The frequency of sexual intercourse     

χ2 = 22.318 
p = .001* 

Once per month 9 2.5  60 14.5 

Twice per month 18 4.9  36 8.7 

Once per week 72 19.7  108 26.1 

Twice per week 81 22.1  81 19.6 

Three to four times per week 81 22.1  78 18.8 

Once per day 75 20.5  36 8.7 

More than once per day 30 8.2  15 3.6 

 Note. t: Student t-test ; χ2: Chi-Square test; MCp: Monte Carlo corrected p-value; *significant at p ≤ .05. 
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Table 2. Menstrual and obstetric parameters of the studied sample (n = 780)
 

 

Menstrual and obstetric history 

Studied women (n=780) 

Significance 
Women without sexual 
dysfunction (n = 366)  

Women with sexual 
dysfunction (n = 414) 

No. % No. % 

Regularity of menses      
χ2 = 0.764 
p = .382 

Regular 285 77.9  303 73.2 

Irregular 81 22.1  111 26.8 

Number of pregnancies      

χ2 = 8.780 
p = .067 

None 42 11.5  8 5.8 

1-2 159 43.4  147 35.5 

3-4 120 32.8  141 34.1 

5or more  45 12.3  102 24.6 

Number of deliveries      

χ2 = 9.040 
p = .060 

None 51 13.9  18 6.5 

1-2 189 51.6  180 43.5 

3-4 99 27.0  147 35.5 

5or more 27 7.3  60 14.4 

Abortions  
χ2 = 1.440 
p = .486 

No  264 72.1  270 65.2 

Yes  21 27.9  144 34.8 

Vaginal delivery   
No 255 69.7  204 49.3 χ2 = 11.124 
Yes 111 30.3  210 50.7 p = .001* 

Episiotomy      
χ2 = 6.166 
p = .013* 

No 303 82.8  288 69.6 

Yes 63 17.2  126 30.4 

Cesarean sections      
χ2 = 1.830 
p = .607 

No  144 39.3  186 44.9 

Yes  222 60.7  228 55.1 

Number of living children      

χ2 = 8.19 
p = .085 

None 48 13.1  18 5.8 

1-2 192 52.5  192 46.4 

3-4 99 27.0  138 33.3 

5 or more 27 7.3  60 14.3 

Use of the contraceptive method   
No 192 52.5  228 55.1 χ2 = 0.178 
Pills 45 12.3  48 11.6 p = .862 
IUDs 84 23.0  126 30.4 p = .175 
Injections 12 2.5  12 1.4 FEp = 1.0 
Male physical barriers 15 4.1  3 0.7 FEp = .219 
Safe period 18 2.5  3 0.7 FEp = .344 

Effect of contraception on a sexual relation   
No 348 95.1  369 89.1 χ2 = 3.089 
Yes 18 4.9  45 10.9 p = .079 

Circumcision      

χ2 = 0.372  
MCp = .114 

No 232 63.4  246 59.4 

Simple 98 26.8  93 22.5 

Moderate 30 8.2  39 9.4 

Severe 3 0.8  21 5.1 

Very severe 3 0.8  15 3.6 
 Note. χ2: Chi-Square test; MCP: Monte Carlo corrected p-value; FEP: p-value for Fisher’s Exact test; *significant at p ≤ .05. 
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Table 3. Distribution of the studied sample according to women’s chronic disease, personal husband habits And sexual
disorders (n = 780)

 

 

Medical condition 

Studied women (n = 780) 

Significance Women without sexual 
dysfunction (n = 366)  

 

Women with sexual dysfunction 
(n = 414)

No. % No. % 

Suffer from a chronic disease       

No 330 90.2  336 81.2 χ2 = 4.207 

#Yes 36 9.8  78 18.8 p = .040* 

Diabetes Mellitus 6 1.6  30 7.2 p = .032* 

Hypertension 6 1.6  42 10.1 p = .004* 

Goiter/thyroid disorder 12 3.3  15 3.6 FEp = 1.0 

Anemia 3 0.0  9 2.2 FEp = .249 

Heart disease 0 0.0  12 1.4 FEp = .499 

Respiratory disease 3 0.8  12 2.9 FEp = .375 

Effect of disease on a sexual relation [n = 36]   [n = 78]   

No 30 83.3  18 23.1 χ2 = 12.23 

Yes 6 16.7  60 76.9 p = .0005* 

Receives medication for the disease [n = 36]   [n = 78] 0.0  

No 0 0.0  6 7.7 FEp = 1.0 

Yes 36 100.0  72 92.3  

Medication affects the sexual relation [n = 36]   [n = 72]   

No 36 100.0  30 41.7 FEp = .0007* 

Yes 0 0.0  42 58.3  

Inflammation of genital tract       

No 330 90.2  288 69.6 χ2 = 16.70 

Yes 36 9.8  126 30.4 p = .0001* 

Inflammation affects the sexual relation [n = 36]   [n = 126]   

No 18 50.0  18 14.3 FEp = .016* 

Yes 18 50.0  108 85.7  

Suffers stress       

No 273 74.6  195 47.1 χ2 = 20.387 

Yes 93 25.4  219 52.9 p < .0001* 

Stress affects the sexual relation [n = 93]   [n = 219]   

No 27 29.1  18 8.2 χ2 = 7.640 

Yes 66 70.9  201 91.8 p = .006* 

#Chronic illness of husband       

Heart disease 0 0.0  12 2.9 FEp = .125 

Hypertension 27 7.4  60 14.5 p = .069 

Diabetes 42 11.5  51 12.3 p = .834 

Obesity 18 7.4  42 10.1 p = .433 

Anemia 3 0.8  6 1.4 FEp = .602 

Hormonal disturbance 0 0.0  3 0.7 FEp = 1.0 

Depression 6 1.6  36 8.7 p = .012* 

Others 6 1.6  24 5.8 FEp = .109 

#Personal habits of husband       

Heavy smoking 105 28.7  174 42.0 p = .025* 

Alcohol use 6 1.6  3 0.7 FEp = .602 

Hypnotic drugs 3 0.8  45 10.9 p = .001* 

Recreational drugs 6 1.6  18 4.3 FEp = .289 

#Sexual disorders of husband       

Low desire 15 4.1  96 23.2 p < .0001* 

Difficult erection 9 2.5  48 11.6 p = .005* 

Difficult keeping erection 21 5.7  66 15.9 p = .009* 

Premature ejaculation 36 9.8  69 16.7 p = .107 

Inhibition or delayed ejaculation 0 0.0  24 5.8 FEp = .008* 

Retrograde ejaculation 0 0.0  21 5.1 FEp =.016* 

#Categories are not mutually exclusive; χ2: Chi-Square test; p: p-value of Chi-Square test; FEp: p-value for Fisher’s Exact test; *significant at p ≤ .05. 
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Table 4. Relation between some characteristic of the studied women and sexual domains disorders (n = 780)
 

 

Characteristics 

DD 
(n = 525) 

OR  
(95% CI) 

AD 
(n = 435) 

OR  
(95% CI) 

LD 
(n = 402) 

OR  
(95% CI) 

OD 
(n = 399) 

OR  
(95% CI) 

SD 
(n = 336) 

OR  
(95% CI) 

PD 
(n = 402) 

OR  
(95% CI) 

n % n %  n % n % n %  n % 

Age (years)                

Less than 20 3 0.6 0.3(0.01-4.0) 3 0.7 2.1(0.1-61.3) 3 0.7 0.4(0.01-5.5) 9 0.8 0.5 (0.1-6.8) 3 0.9 0.7 (0.1-10.8) 3 0.7 0.4 (0.0-.8) 

20- 153 29.1 1 120 27.6 1 135 33.6 1 369 30.8 1 96 28.6 1 132 32.8 1 

30- 222 42.3 0.9(0.5-1.7) 171 39.3 0.9 (0.5-1.6) 129 32.1 0.4 (0.2-0.8)* 441 36.8 0.6 (0.3-1.2) 129 38.4 0.8 (0.4-1.5) 147 36.6 0.5 (0.3-0.0) 

40- 147 28.0 2.4(1.02-1.5)* 141 32.4 3.4 (1.5-7.9)* 135 33.6 2.2 (0.9-4.9) 378 31.6 2.1 (0.9-4.6) 108 32.1 2.2(1.03-4.5)* 120 29.9 1.6 (0.7-0.3) 

Educational level 

Illiterate 24 4.6 0.6 (0.2-2.3) 24 5.5 1.9 (0.5-7.2) 21 5.2 3.5(0.9-13.8) 72 6.0 3.2 (0.8-12.6) 21 6.3 2.6 (0.7-10.2) 21 5.2 1.9 (0.5-7.2) 

Read and write 36 6.9 2.7 (0.5-19.5) 30 6.9 3.5(0.9-15.4) 30 7.5 8.7 (2.0-0.1)* 108 9.0 14.5(2.6-5.5)* 33 9.8 9.6 (2.1-50.7)* 30 7.5 4.8(1.2-20.9)* 

Secondary school 201 38.3 0.9 (0.4-1.9) 195 44.8 2.6 (1.3-5.3)* 201 50.0 6.8 (3.1-5.4)* 504 42.1 3.0 (1.4-6.4)* 156 46.4 2.8 (1.3-5.9)* 180 44.8 2.8 (1.4-5.8)* 

University 144 27.4  0.9 (0.4-1.9) 114 26.2 1.5 (0.7-3.3) 111 27.6 3.6 (1.6-8.3)* 360 30.1 2.9 (1.3-6.5)* 78 23.2 1.5 (0.6-3.3) 108 27.6 1.9 (0.9-4.2) 

Postgraduate 120 22.8 1 72 16.6 1 39 9.7 1 153 12.8 1 48 14.3 1 60 14.9 1 

Occupation status 

None 171 32.6 1 54 37.2 1 56 41.8 1 156 39.0 1 141 42.0 1 159 39.6 1 

Skilled 18 3.4 3.2 (0.4-72.9) 5 3.5 1.5(0.2-12.1) 5 3.7 1.4(0.2-11.0) 15 3.8 1.7 (0.3-13.4) 18 5.4 5.1 (0.6-117.4) 12 3.0 0.9 (0.2-5.2) 

Semiskilled 51 9.7 1.5 (0.5-4.8) 15 10.3 1.2 (0.4-3.3) 15 11.3 1.0 (0.4-3.0) 42 10.5 1.1 (0.4-2.9) 45 13.3 1.6 (0.6-4.6) 33 8.2 0.6 (0.2-1.6) 

Professional 270 51.4 1.1 (0.6-1.9) 69 47.6 0.7 (0.4-1.2) 55 41.0 0.4 (0.2-0.7)* 177 44.4 0.5 (0.3-0.9)* 129 38.4 0.4 (0.2-0.7)* 177 44.0 0.5 (0.3-0.9)* 

Student 15 2.9 0.7 (0.1-3.2) 2 1.4 0.2 (0.1-1.0) 3 2.2 0.3(0.1-1.4) 9 2.3 0.3 (0.1-1.7) 3 0.9 0.1 (0.0-0.9)* 21 5.2 2.3 (0.4-16.7) 

BMI 

Underweight 3 0.6 UN 1 0.7 UN 1 0.7 UN 3 0.8 UN 3 0.9 UN 3 0.7 UN 

Normal 141 26.8 1 37 25.5 1 36 26.9 1 99 24.8 1 84 25.0 1 99 24.6 1 

Overweight 168 32.0 0.9 (0.5-1.9) 47 32.4 1.1 (0.6-2.2) 40 29.9 0.9 (0.4-1.7) 129 32.3 1.2 (0.6-2.3) 114 33.9 1.2 (0.6-2.4) 132 32.9 1.2 (0.6-2.4) 

Obese 213 40.6 1.3 (0.7-2.6) 60 41.4 1.4 (0.7-2.7) 57 42.5 1.3 (0.7-2.6) 168 42.1 1.5 (0.8-2.9) 135 40.2 0.3 (0.7-2.5) 168 41.8 1.5 (0.8-2.9) 

Practice exercise 

Daily 15 2.9 1 4 2.8 1 2 1.5 1 12 3.0 1 9 2.7 1 18 2.2 1 

Several times/wk 42 8.0 3.4 (0.6-22.1) 8 5.5 1.3 (0.2-7.7) 8 6.0 3.3(0.4-29.5) 30 7.5 1.9 (0.3-11.8) 30 8.9 2.9 (0.5-20.3) 39 9.7 5.8 (0.9-42.9) 

Once/wk 51 9.7 1.9 (0.4-9.5) 13 9.0 1.5 (0.3-8.1) 12 9.0 3.4(0.5-27.7) 18 6.8 0.8 (0.2-4.5) 21 6.3 0.9 (0.2-5.7) 36 9.0 2.0 (0.4-12.2) 

Rarely 163 32.0 3.2 (0.8-13.9) 43 29.6 2.2 (0.5-9.9) 42 31.3 5.4(0.9-38.9) 123 30.8 1.9 (0.5-8.9) 84 25.0 1.5 (0.3-9.7) 123 30.6 3.1 (0.7-15.8) 

Never 249 47.4 2.4 (0.6-9.6) 77 53.1 2.8(0.7-12.2) 70 52.2 5.7(1.1-40.1)* 207 51.9 2.2 (0.5-9.3) 192 57.1 2.8 (0.6-14.0) 195 48.5 2.9 (0.7-14.5) 

Parity 

None 45 8.6 1 30 6.9 1 36 9.0 1 24 6.0 1 18 5.4 1 36 9.0 1 

1-2 234 44.6 1.3 (0.5-3.3) 189 43.4 1.7 (0.7-4.4) 159 39.6 0.9 (0.4-2.2) 48 45.9 2.2 (0.8-6.0) 153 45.5 2.4 (0.8-7.1) 186 46.3 1.2 (0.5-3.0) 

3-4 177 33.7 3.5 (1.3-9.7)* 150 34.5 2.5 (0.9-6.8) 144 35.8 1.7 (0.6-4.4) 132 33.1 2.6 (0.9-7.4) 117 34.8 3.0 (1.0-9.5)* 120 29.9 1.1 (0.4-2.9) 

5-6 48 9.1 2.4 (0.6-10.2) 42 9.7 3.2(0.8-12.9) 45 11.2 2.9 (0.7-11.9) 42 10.5 4.5 (1.1-8.9)* 33 9.8 3.7 (0.9-15.7) 39 9.7 1.9 (0.5-7.3) 

7 or more 21 4.0 5.1(0.5-127.9) 24 5.5 UN 18 4.4 3.5 (0.5-31.2) 18 4.5 6.8 (0.9-63.0) 15 4.5 5.6 (0.8-43.6) 21 5.1 8.2(0.8-203.4) 

Gravidity                   

None 42 8.0 1 27 6.2 1 33 8.2 1 21 5.3 1 15 4.5 1 33 8.2 1 

1-2 189 36.0 0.9 (0.3-2.6) 159 36.6 1.6 (0.6-4.4) 129 32.1 0.7 (0.3-2.0) 147 36.8 1.9 (0.7-5.9) 126 37.5 2.4 (0.8-8.1) 153 38.1 1.0 (0.4-2.8) 

3-4 177 33.7 1.2 (0.4-3.5) 141 32.4 1.7 (0.6-4.9) 135 33.6 1.1 (0.4-3.0) 135 33.8 2.3 (0.8-6.9) 114 33.9 2.6 (0.8-9.1) 120 29.8 0.9 (0.3-2.4) 

5-6 72 13.7 2.3 (0.6-9.6) 63  14.5 3.4(0.9-12.7) 66 16.4 2.8(0.7-10.5) 57 14.3  3.7 (1.0-14.2) 57 17.0 5.9 (1.5-24.9)* 57 14.2 1.7 (0.5-6.2) 

7 or more 45 8.6 2.1 (0.4-11.0) 45 10.3 5.4(1.1-28.2)* 39 9.7 2.2 (0.5-9.5) 39 9.8 1.0 (0.2-4.6) 24 7.1 2.5 (0.5-11.9) 39 9.7 2.2 (0.5-9.5) 

Abortion 

None 354 67.4 1 282 64.8 1 255 63.5 1 261 65.4 1 228 67.8 1 267 66.4 1 

1-2 147 28.0 1.1 (0.6-2.0) 132 30.4 1.4 (0.8-2.6) 126 31.3 1.5 (0.9-2.8) 120 30.1 1.3 (0.7-2.4) 96 28.6 1.1 (0.6-1.9) 120 29.9 1.3 (0.7-2.3) 

3- 24 4.6 2.0 (0.4-14.3) 21 4.8 2.1(0.5-10.6) 21 5.2 2.6 (0.6-12.9) 18 4.5 1.6 (0.4-6.9) 12 3.6 0.9 (0.2-3.8) 1 5 3.7 1.0 (0.2-4.2) 

No. of children                   

None 42 8.0 1 27 6.2 1 33 8.2 1 21 5.3 1 15 4.5 1 33 8.2 1 

1-2 246 46.9 1.3 (0.5-3.4) 201 46.2 1.8 (0.7-4.9) 171 42.5 0.9 (0.4-2.5) 192 48.1 2.4 (0.9-6.9) 162 48.2 2.8 (0.9-9.1) 195 48.5 1.2 (0.5-3.2) 

3-4 168 32.0 1.7 (0.6-4.9) 141 32.4 2.5 (0.9-6.9) 135 33.6 1.6 (0.6-4.3) 126 31.6 2.8 (0.9-8.3) 114 33.9 3.5 (1.1-12.1)* 117 29.1 1.2 (0.4-3.2) 

5-6 48 9.1 2.3 (0.5-10.2) 42 9.7 3.3(0.8-13.9) 45 11.2 2.9(0.7-12.5) 42 10.5 4.9(1.2-21.4)* 30 8.9 3.5 (0.8-15.8) 36 9.0 1.6 (0.4-6.1) 

7 or more 21 4.0 5.0(0.5-126.1) 24 5.5 UN 18 4.5 3.6(0.5-32.2) 18 4.5 7.3 (0.9-70.4) 15 4.5 6.3 (0.9-53.4) 21 5.2 8.3(0.8-208.5) 

Age of youngest child 

Less than 1 year 99 18.9 0.2 (0.1-0.6)* 81 18.6 0.1 (0.1-0.4)* 78 19.4 0.2 (0.1-.6)* 72 18.0 0.2 (0.1-0.6)* 66 19.6 0.3 (0.1-0.7)* 84 20.9 0.5 (0.2-1.1) 

1-<5 228 43.4 0.2 (0.1-0.7)* 180 41.4 0.1 (0.1-0.4)* 162 40.3 0.2 (0.1-.5)* 162 40.6 0.3 (0.1-0.6)* 132 39.3 0.2 (0.1-0.5)* 174 43.3 0.4 (0.2-0.9)* 

5-<10 87 16.6 0.3 (0.1-1.2) 63 14.5 0.1 (0.1-0.5)* 60 14.9 4.1 (1.4-.3)* 69 17.3 0.4 (0.1-1.1) 48 14.3 0.3 (0.1-0.7)* 57 14.2 0.4 (0.1-1.0) 

10- 111 21.1 1 111 25.5 1 102 25.4 1 96 24.1 1 90 26.8 1 87 21.6 1 

Type of delivery 

Vaginal delivery 252 48.0 2.5 (1.4-4.6)* 213 49.0 2.1 (1.2-3.6)* 192 47.8 1.8(1.04-3.0)* 207 51.9 2.5 (1.5-4.4)* 156 46.4 1.5 (0.9-2.5) 186 46.3 1.6 (0.9-2.6) 

Cesarean section 282 53.7  0.6 (0.3-1.1) 234 53.7 0.7 (0.4-1.2) 222 55.2 0.8 (0.5-1.4) 219 54.9 0.8 (0.5-1.3) 192 57.1 0.9 (0.6-1.6) 228 56.7 0.9 (0.6-1.6) 

Episiotomy 144 27.3 1.8 (0.9-3.6) 123 28.3 1.7 (0.9-3.1) 117 29.1 1.7 (0.9-3.3) 114 28.6 1.6 (0.9-3.0) 78 23.2 0.9 (0.5-1.7) 105 26.1 1.2 (0.7-2.3) 

Suffer from chronic disease 

No 423 80.6 1 348 80.0 1 318 79.1 1 315 78.9 1 276 82.1  1 330 82.1 1 

Yes 102 19.4 4.9 (1.6-16.9)* 87 20.0 2.9 (1.3-7.1)* 84 20.9 3.1 (1.4-.1)* 84 21.1 3.1 (1.4-7.3)* 60 17.9 1.6 (0.8-3.3) 72 17.9 1.8 (0.8-3.8) 

Receives medication 

No 429 81.7 1 354 81.4 1 324 80.6 1 321 80.5 1 279 83.0 1  333 82.8 1 

Yes 96 18.3 4.5 (1.5-15.7)* 81 18.6 2.7 (1.2-6.5)* 78 19.4 2.8 (1.2-6.5)* 78 19.5 2.8 (1.2-6.7)* 57 17.0 1.6 (0.7-3.4) 69 17.2 1.8 (0.8-3.9) 

Inflammation of genital tract 

No 393 74.9 1 315 72.4 1 276 68.7 1 270 67.7 1 246 73.2 1 282 70.1 1 

Yes 132 25.1 4.4 (3.5-17.4)* 120 27.6 2.8 (1.4-5.7)* 126 31.3 4.3 (2.1-9.3)* 129 32.3 5.0(2.4-11.0)* 90 26.8 1.9 (0.9-3.6) 120 29.9 3.4 (1.7-7.0)* 

Suffers stress 

No 276 52.6 1 210 48.3 1 174 43.3 1 180 45.1 1 165 49.1 1 204 50.7 1 

Yes 249 47.4 2.8 (1.5-5.1)* 225 51.7 3.2 (1.8-5.6)* 228 56.7 4.6 (2.6-8.2)* 219 54.9 3.8 (2.2-6.6)* 171 50.9 2.2 (1.3-3.8)* 198 49.3 2.3 (1.3-3.9)* 

   Note. UN: Undefined. *significant at p ≤ .05 
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Among the studied subjects, Sexual dysfunction was ob-
served to be most frequent in domains of sexual de-
sire(67.3%), followed by sexual arousal (55.8% )which is
consistent with what is reported in the literature,[14, 39, 40] but
contrary to other studies findings.[33, 35, 41, 42] This variance
could be due to differences in cut-off points determined for
FSD domains. It is evident from the present result that sev-
eral women can experience adequate sexual satisfaction with
their sexual relation, despite an inability to achieve arousal
or orgasm. This may be attributed to misconceptions about
sex, negative emotion, difficult communication and relation-
ship between couples and low level of education which lead
to a reduced sexual technique. Additionally, there was a
strong relation between lubrication disorders and experienc-
ing pain during sexual intercourse, as both of which is the
same percentage (51.5%). This result is reasonable because
inadequate vaginal lubrication is a significant cause of coital
pain.

In the literature, Socio-demographic characteristics of the
woman and her husband were found to be strongly prognosis
of FSD. FSD has been reported to be more prevalent among
participants who are older.[14, 43, 44] As the older women can
take a long time to reach sexual stimulation, vaginal lubri-
cation, and orgasm as well as decrease the level of orgasm
which results from the aging physiological and anatomical
changes. The present study result is in accordance with the
literature but the contrast to other studies results.[37, 45, 46]

The women level of education is a significant variable in
awareness and construing the sexual issues.

Further that, it helps women to acquire more information
about female sexual acts from different media and under-
stand the sexual needs of women. In the present study, FSD
has been reported to be more prevalent among participants
who have lower levels of education. This result is similar
to other study results,[22, 45, 47] but contrarily to other studies
results.[43, 48] With regard to having a job, non-job status was
significantly high among sexual dysfunction women while
professional work was high among women without sexual
dysfunction. This result is anticipated because there is a
close relationship between the level of education and pro-
fessional work. Women who have a university or higher
education level can get professional work, unlike the lower
levels of education. This result is in line with other studies
results.[21, 22, 33] Other study failed to get association.[19, 45]

In the present study, husband older age and lower educated
were significant risk factors for FSD; this result correlates
with other studies results.[10, 35] One of the main reasons for
this is that the lower educated husbands do not have enough
sex education, have wrong beliefs regard sexual act, do not
have enough knowledge about ways of sexual excitement

and stimulation to help women to reach orgasm which results
in reduced sexual performance and technique. In contrast, it
was reported that husbands’ age did not emerge significantly
in logistic regression as contributory of FSD.[19]

The present study revealed that traditional type of marriage
was significantly associated with FSD while marriage based
on love story more prevalent among female without SD. For
that, a harmonious marital life based on love story may allow
men and women to have a happy and harmonious marriage
and to reach a sexual concordance and satisfaction. On the
contrary, Reda et al.[49] said that marriage whether love or
arranged, were not significantly associated with the FSD.
It was mentioned that there was a comparable relationship
between sexual intercourse rate and sexual desire and that
these were affecting the sexual satisfaction.[43] A fact that
correlates with the findings of the present study as the women
with SD have lower sexual intercourse rate. As for body mass
index (BMI), no statistically significant difference was found
between the two groups regarding their body mass index
whereas the most women of both groups were overweight
and obese. This result is accordance with previous other
studies results[37, 46, 47, 50] while it is a contrast to other.[51]

The differences in the menstrual, obstetric parameters and
number of living children among female without sexual
dysfunction and dysfunctional sexual women were statis-
tically insignificant. This result is similar to other study
results,[10, 19] while contrary to other studies findings.[22, 43, 45]

In additionally, female circumcision was found to be not
associated with FSD in the present study which less than
two-thirds of women in the two groups have no circumcision
and about one-fourth of circumcised women in two groups
have a simple degree of circumcision. The decline of female
circumcision prevalence in this study pointed to the country’s
efforts to attack such practice by increasing people’s aware-
ness and changing their attitudes toward that habit. This find-
ing duplicates those of previous Egyptian studies.[49, 52, 53]

However, contrary to other papers in Egypt.[10, 35] Vaginal de-
livery and episiotomy were highly significant variables with
female sexual dysfunction, this in line with other studies re-
sults.[8, 35, 54, 55] In the present study, the type of contraceptive
used was not statistically significantly associated with sexual
dysfunction which is similar to Amirkhani et al.[50] but in
contrast to Tekin et al.[22]

Medical risk factors were investigated in all women, and the
findings were compared between the women with and with-
out SD. It can show from the present study that diabetes mel-
litus, hypertension, and thyroid disorder were significantly
correlated with female sexual dysfunction. It was confirmed
that metabolic syndrome, hyperlipidemia, hypertension, dia-
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betes, and coronary heart disease are associated with more
FSD and impaired desire. Diabetes and hypertension may
affect pelvic and clitoral blood flow after sexual stimulation
leading to reduced blood flow, engorgement, lubrication and
orgasm.[56–58] Also, receiving medication for chronic dis-
eases was significantly correlated with FSD, which is similar
to Esfehani et al.[39] Inflammation of the genital tract was
also considered a significant variable for sexual dysfunction
in the present study, which is in contrast to Afefy.[59] In the
present study, stress is significantly correlated with female
sexual dysfunction, p = .006 which in line with previous
studies results which established that daily life stressors are
connected with self-reported sexual problems and lower sex-
ual satisfaction in women. In addition, studies examining
cortisol levels as an indicator of stress have shown that higher
levels of cortisol are significantly associated with poorer self-
reported sexual functioning and less genital reaction during
sexual arousal.[60, 61]

Various medical problems of the husband, as well as personal
habits, appear to affect the sexual function of women. The
present study reveals that husbands suffer from depression
were significantly correlated with the extent of female sex-
ual problems, as the husband were heavy smokers and used
hypnotic drugs. In the literature, the relevant data are inves-
tigated. Multivariate analysis mentioned that hypertension
(OR = 5.4), diabetes mellitus (OR = 5.4) and smoking (OR
= 3.1) were significant risk factors for erectile dysfunction
(ED).[62] Also, Battaglia et al.[63] mentioned that cigarette
smoking could decrease central and peripheral tissue per-
fusion and increase the risks of genital vessel stiffness and
impaired sexual performance and cause an erectile disorder.
Furthermore, Johannes et al.[64] stated that depression is
significantly associated with self-reported sexual functioning
as approximately 40% of sexual arousal disorders participant
reported having concurrent depression.

In the literature, a husband with sexual problems and who
did not share sexuality with their spouses had significantly
higher sexual dysfunction rate.[43] The present study results
are in line with the literature in which low desire, difficult
erection, difficult keeping erection, inhibition or delayed
ejaculation and retrograde ejaculation was significantly high
among husbands of women with SD. It was reported that
male sexual dysfunction as premature ejaculation and erec-
tile dysfunction was associated with the reduction of libido
or loss of sexual desire in the female partner as well as with
reduced sexual satisfaction which considered a risk factor
for FSD.[35, 65] Bukhari et al.[66] mentioned that premature
ejaculation (PE) causes loss of sexual satisfaction among
couples which lead to the termination of relationships. Other
study failed to find a significant because of small sample

size.[49]

According to the results of the multiple logistic regression
analysis were achieved from the final model for each sexual
domain. Disorder of women sexual domains was signif-
icantly correlated with increasing age of women and low
level of education as well as professional work. This result is
consistent with the previous studies results.[10, 14, 19, 52] From
the researcher’s point of view regarding professional work
and its impact on sex due to the emotional stress and physical
diseases it causes and thus destroys the woman’s psychologi-
cal, physical and sexual health. It was mentioned that sexual
domains were significantly associated with BMI particularly,
desire, arousal, and satisfaction domains.[52] The present
study result is not consistent with the previous study result.

Furthermore, the present study revealed that increasing num-
bers of parity and pregnancies, as well as vaginal deliveries,
were significantly correlated with the extent of most sexual
domain disorders. It is possibly due to anatomical changes,
weakening of the pelvic floor muscles and ligaments, and
maybe the presence of a different degree of genital tract
prolapse and piles associated with repeated pregnancies and
vaginal deliveries and accompanying complications. In the
literature, the relevant data are different.[67, 68] This is in
addition to the impact of increasing the number of children
and their young age on a sexual domain, although older ages
also have an impact. Ghanbarzadeh et al.[67] mentioned that
unsatisfactory sexual activity was positively associated with
having a teenager and elder children and for their respect
while they are staying at home (OR 9.24, 95% CI 4.44-19.23).
Finally, stress was significantly aggravating factor for all sex-
ual domain disorders as shown in the present study result.
This explains physiologically that stress inhibits the sexual
activity by creating cognitive and emotional changes which
decrease the individual concentrate on sexual relationship
and excitement.[17]

The strength of the study: the first strength is the sample of
the study was collected randomly from several healthcare
facilities such as hospitals and MCH centers in Damietta gov-
ernorate that can be generalized to the entire community as
well. The second strength is the study role of the husband in
the study which can have an essential part in women sexual
life. The third strength is the using of Female sexual func-
tion index (FSFI) Arabic version by Anis et al. (2011)[31]

to address sexual disorders which are an integral part of the
compilation of data.

Limitations of this study were first concerning the importance
and privacy of the question; it was difficult for some women
to express their sexual problems, as well as the questions that
were answered faced some obscurities. So, the researcher

Published by Sciedu Press 105



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2019, Vol. 9, No. 3

tried to solve this problem by protecting the confidentiality
of the participants, and the necessary cases were referred to
specific health specialty. Another possible limitation would
be the potential under-reporting of female-related or male-
related data as a result of shame. All efforts were made to
get as much complete data as possible.

5. CONCLUSION
The present study results concluded that female sexual dys-
function is a significant health problem that affected more
than half of the studied women. Some maternal factors were
significantly correlated with the extent of female sexual prob-
lems; age group, job, level of education, mode of delivery
and medical condition. Furthermore, husband factors have
a significant correlation with lower FSI score, especially
female sexual problems.

Recommendation
From the present study results, the following recommenda-
tions are suggested:

• Continuing educational program should be imple-

mented and developed to teach the nurses at mater-
nal and child health centers and clinics about female
sexual dysfunction as a serious, neglected and hidden
problem.

• Future studies are required to assess the knowledge
and awareness of both female and male regarding their
genitals organs and sexual issues urgently needed.

• Future studies are required to assess the knowledge;
awareness and competency of nurses regarding female
sexual issues urgently needed.

• All health facilities should be equipped with educa-
tional and health teaching materials about sexual is-
sues, and they should be written simply with illustra-
tions to suit all educational levels for both sexes.

• Bay attention to the medical and surgical aspects of
women as the aggravating factors for sexual problems
as well as has a negative impact on their quality of life.
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