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ABSTRACT

Background and Aim: Sexual dysfunction adversely affects
quality of life, self esteem and interpersonal relationships and it
may often be responsible for psychopathological disturbances.
The purpose of this study was to explore the prevalence and
associated risk factors for Female Sexual Dysfunction (FSD) in
women with Kurdish culture from western Iran .

Material and Methods: This was a cross-sectional descriptive
survey which included 400 women aged 18-50 years old,
married, from llam-IR, who were interviewed as per the Iranian
version of Female Sexual Function Index (FSFI). The subjects
were randomly selected from 4 primary health centres.

Results: According to the findings, 185 (46.2%) women reported
FSD. Prevalence of FSD increased with age, from 22% in women
aged <20 years to 75.7% in women aged 40-50 years. FSD was
detected as a desire problem in 45.3% of women, an arousal
problem in 37.5%, a lubrication problem in 41.2%, an orgasm

INTRODUCTION

Sexuality is a complex process coordinated by the neurological,
vascular and endocrine systems [1]. FSD is a multi-causal and a
multi-dimensional medical problem that adversely affects physical
health and emotional well-being [2-5]. Sexual dysfunction can have
a major impact on quality of life in women. Impaired sexual function
can have damaging effects on the self-esteem, sense of wholeness
and interpersonal relationships of women. It is often emotionally
distressing. If female sexuality is disturbed, the consequences it
might lead to, include familial discord and divorce, and reproduction
is also affected [6]. FSD is a highly prevalent problem in 38% to
63% of women [7]. Based on studies done by the National Health
and Social Life Survey, of 1749 women, 43% have complaints of
sexual dysfunction [6]. While prevalence and risk factors for male
sexual dysfunction, in particular erectile dysfunction, have been
intensively studied within the past decade, data regarding this issue
on women, are scant [8-15]. Therefore, the aim of this study was
to clarify the prevalence of FSD in a sample of Iranian women with
Kurdish culture, from llam University of Medical Sciences (western
Iran). We also investigated possible risk factors that could cause
sexual dysfunction in these women.

MATERIAL AND METHODS

This was a cross-sectional, descriptive survey which included a
representative sample of the population of women who were 18
-50 years old, married, who attended the primary health centres of
llam University of Medical Sciences (western Iran) from September
2010 through September 2011. The study was approved by the
institutional review board and each subject gave her written informed
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problem in 42.0%, a satisfaction problem in 44.5% and a pain
problem in 42.5%. The educational level was inversely correlated
with the risk of FSD (OR: 1.54 ,95% CI: 1.09-2.13). Patients with
FSD were significantly more likely to be older than 40 years (OR:
2.23, 95% Cl: 1.12-2.68), who had sexual intercourse fewer
than 3 times a week (OR:1.85, 95% CI: 1.23-1.99), who had
been married for 10 years or more (OR:1.76, 95% ClI: 1.04-1.97),
who had 3 children or more (OR: 1.48, 95% CI: 0.97-1.24), who
had husbands aged 40 years or more (OR: 2.11, 95% CI: 1.35-
2.37) and who were unemployed (OR: 1.34, 95% CI: 1.06-1.63).
No significant differences were detected in smoking history,
residences and contraception methods used (p>0.05).

Conclusion: FSD needs to be recognized as a significant public
health problem in Kurd women. Further research, particularly
studies on awareness and competency of physicians in the
management of FSD, is required.

Keywords: Sexuality, Women, Risk factors, Iranian

consent before she was interviewed. Women with chronic or severe
medical illnesses or psychiatric illnesses, drug abuse, infertility,
menopause, those who were pregnant or were within 2 months
postpartum were excluded from the study. The sample size was
calculated with 5% precision, 95% Confidence Interval (Cl) and with
an assumed prevalence of sexual dysfunction of 50%. Using this
assumption, a sample size of 381 was required. With a projected
subject dropout rate of 5 %, the total number of subjects required
for study was determined to be 400.

A multiple stage random sampling design was used. In first stage,
by using stratified random sampling, city of study was divided into
four sections. Secondary of each section one primary health centre
using simple random selected. Women were randomly selected by
systematic sampling from the record list of the health centre at our
institution. We contacted 483 women, among whom 400 (82.8%)
were included, since 83(17.1%) did not give their consents to be
included in this study. The women interviewed were accepted and
they were available for a 1-hour face-to-face interview by midwives.
The subjects were divided into four age groups, including age
groups of <20, 20-29, 30-39 and 40-50 years. Using a standard
questionnaire demographic characteristics, including subject’s age,
duration of marriage, type of residence, menarche age, frequency of
sexual intercourse per week, educational level, smoking, age of the
husband, number of children, contraception use and occupational
status were assessed in all woman.

FSD was evaluated by using the Iranian version of the FSFI [16].
The questionnaire assessed sexual function or problems which had
occurred during the past 4 weeks. According to the FSFI, sexual
function domains consist of sexual desire, arousal, lubrication,
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orgasm, satisfaction and pain during sexual intercourse. Sexual
desire was assessed as frequency and desire level, by asking 2
questions. Arousal was assessed as frequency, level, confidence
and satisfaction, by asking 4 questions. Lubrication was assessed
as frequency, difficulty, frequency of maintaining lubrication and
difficulty in maintaining lubrication, by asking 4 questions. Orgasm
was assessed as frequency, difficulty and satisfaction, by asking 3
questions. Satisfaction was assessed as the amount of closeness
with partner, sexual relationship and overall sex life, by asking 3
questions. Pain was assessed as pain frequency during vaginal
penetration and pain frequency following vaginal penetration, by
asking 3 questions.

The prevalence of sexual dysfunction was also calculated for each
domain and it was compared among the groups. Therefore, sexual
dysfunction for each domain was considered in the presence of a
desire score of 3.3 or less (score range 1 to 5), an arousal score of
3.4 or less (score range 0 to 5), a lubrication score of 3.4 or less
(score range 0 to 5), an orgasm score of 3.4 or less (score range O
to 5), a satisfaction score of 3.8 or less (score range 0 or 1 to 5) and
a pain score of 3.8 or less (score range 0 to 5). For each of the 6
domains, a score was calculated and the total score was obtained
by adding the 6 domain scores. The total score range was 2 to
36. A total score of more than 28 was considered to be indicative
of normal female sexual function and a total score of less than 28
was considered to be indicative of sexual dysfunction. Interviewers
(midwives) matched respondents on various social attributes in an
interview averaging 45 minutes.

All statistical analyses were done by using SPSS, version 11.5.
Categorical data were expressed as percentages and comparisons
were made using y? tests. One-way ANOVA and the independent
t test were used to compare parametric sexual function scores. In
case of significance, the Odds Ratios (ORs) for the total population
was calculated. All hypotheses which were 2-sided, with a p—value
of <0.05, were considered to be significant. Values were presented
as mean + SD.

RESULTS

None of the 400 enrolled women was withdrawn for any reason.
The study subjects’ general characteristics have been given in
[Table/Fig-1]. The prevalence of FSD increased with age [Table/
Fig-2]. Sexual dysfunction was detected as a desire problem in
181 women (45.3%), an arousal problem in 150 (37.5%) women, a
lubrication problem in 165 (41.2%) women, an orgasm problem in
168 (42.0%) women, a satisfaction problem in 178 (44.5%) women
and a pain problem in 170 (42.5%) women, all of which (except
pain) had a strong positive correlation with age [Table/Fig-3].

Patients with FSD were significantly more likely to be older than
40 years of age (y?°=12.4, p<0.05); who had sexual intercourse
fewer than 3 times a week (x°=14.3, p<0.05); who had been
married for 10 years or more (3>=10.4, p<0.05); who had 3 or
more children (x?=9.22, p<0.05); who had an unemployed status
(x*=8.93, p<0.05); who had low levels of education (x>=8.78,
p<0.05); and who had been married to men aged 40 years or older
(x*=9.53, p<0.05). There were no significant differences between
women with FSD and women without FSD with respect to type
of residence (y?=3.41,p>0.05); smoking history (x>=2.71,p>0.05);
or use of contraception (x?>=2.25, p>0.05) [Table/Fig-4]. In case of
significance, to evaluate the relationship of each factor, we calculated
the odds ratio [Table/Fig-5].

DISCUSSION

FSD has a major impact on quality of life and interpersonal relation-
ships. For many women, it is physically disconcerting, emotionally
distressing and socially disruptive [9]. The strength of our study
was the use of the Iranian version of the FSFI which was used to
investigate FSD; a version which was not used in past Iranian FSD
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Variable Value (n=400)
Mean age + SD (year) 282 +23
Mean menarche age+ SD (year) 131+ 2.1
No. age groups (%)

<20 18 (4.5)
20-29 167 (41.7)
30-39 145 (36.2)
40-50 70(17.5)
No. education (%)

Primary school 142 (35.5)
High school 213(63.2)
Graduate 45 (11.2)
Frequency of sexual intercourse per week

<1 46(11.5)
1-2 245(61.2)
3-4 85(21.2)
-4 24(6)
No. occupational status (%)

Employed 115 (28.5)
Unemployed 285 (71.5)
No. income group (%):

Weak 117(29.2)
middle 257(64.2)
good 26(6.5)
No. Smoking history (%)

Yes 36(9)
No 364(91)
Age of the husband (year)

<40 293(73.2)
>40 107(26.7)
Duration of marriage (year)

<10 238(59.5)
>10 162(40.5)
Residence

Urban 142(35.5)
Rural 258(64.5)
No. Contraceptive drug use (%):

Yes 314(78.5)
No 86(21.5)
No. Pregnancy and delivery(%)

Yes 327(81.7)
No 73(18.2)

[Table/Fig-1]: Socio demographic and marital characteristics of the participants*

*\/alues are given as number (percentage) or mean +SD.

Age groups With Dysfunction without Total n(%)
(years) n (%) dysfunction n (%)

<20 4 (22%) 14(78%) 18 (100)
20-29 59(35.3%) 108(64.6%) 167(100)
30-39 69(47.5%) 76(42.5%) 145(100)
40-50 53(75.7%) 17(24.2%) 70(100)
Total n (%) 185(46.2%) 215(53.7%) 400(100)

[Table/Fig-2]: The prevalence of female sexual dysfunction according to age

group of the study participants

research. The major advantage of our study was the fact that, in
contrast to mailed surveys, co-morbidities were assessed and
verified by interviewers.

Safaringjad, in a population of Iranian women, found an overall
prevalence of 31.5% of FSD, of a 35% incidence of desire problems,

Journal of Clinical and Diagnostic Research. 2013 Dec, Vol-7(12): 2877-2880



www.jcdr.net

Molouk Jaafarpour et al., Female Sexual Dysfunction: Prevalence and Risk Factors

[Table/Fig-4]: Characteristics of women with female sexual dysfunction*
FSD = female sexual dysfunction; NS = not significant

*Values are given as number (percentage), calculated as row percentages, unless
otherwise indicated.

Characteristics

OR (95% CI)

Age
<40
>40

;
2.23 (1.12-2.68)

Education level
Higher
Lower

;
1.54 (1.09-2.13)

Frequency of sexual intercourse per week
>3
<3

;
1.85 (1.23-1.99)

Number of Deliveries
<3
>3

;
1.48 (0.97-1.24)

Age of the husband, y
<40
>40

;
2.11 (1.35-2.37)

Duration of marriage
<10
>10

;
1.76 (1.04-1.97)

Occupational status
Employed
Un employed

;
1.34 (1.06-1.63)

[Table/Fig-5]: Adjusted odds ratios for risk factors of the presence of female

sexual dysfunction
OR = odds ratio; Cl = confidence interval
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<20 20-29 30-39 Mean Total Total
Parameters (n=18) (n=167) (n=145) 40-50 (n=70) p-value Scores +SD n (%)
Desire 5.34+1.8 5.01 14 3.43+1.8 3.02+£1.7 <0.05 42+1.7 181(45.3)
Arousal 5.06+1.5 48417 3.23+1.6 2.74+1.6 <0.01 3.95+1.5 150(37.5)
Orgasm 5.26 +1.7 5.0+ 1.7 2.93+1.6 2.36+1.8 <0.001 3.88+1.7 168(42.0)
Pain 3.0+1.8 3.42+1.5 4.75+1.4 5.12+1.5 <0.05 4.07+1.6 170(42.5)
Lubrication 5.64 +1.6 503 +1.7 3.18 +1.6 3.0+1.7 <0.05 42416 165(41.2)
Satisfaction 5.04 +1.7 4.45 +1.6 3.04+1.7 25418 <0.001 3.75+1.7 178(44.5)
Overall 29.3+5.6 27.5+7.3 20.45+9.4 18.34+11.7 <0.001 23.89+9.2 185(46.2)
[Table/Fig-3]: The domain scores (meanx SD) of each dimension for each age group
e ——— of a 30% incidence of arousal problems, of a 26.7% incidence of
Potential risk factor FSD (n=215) FSD (n=185) x2 | p-value pain problems and of a 37% incidence of orgasm problems [9].
Age,y 12.4 Asghari Roodsari et al., [17] conducted a research on married
jg 11?(82?‘;)) ;33(27(\;1(;)) <0.05 medical students in Iran and found that an overall 40.0% had sexual
— - - problems, at least in one subgroup and that 6.7% had problems in
Education level 8.78 . 0 ; ; 0
Higher 3168.9) 1431.1) <0.05 QII subgroups; 20.'0/0 had problems in deswe,l 56.7% had prpblgms
Lower 85(23.9) 270(76.1) in arousal sensation, 33.3% had problems in arousal lubrication,
Frequency of sexual 143 36.7% had problems in orgasm, .6'7% had problems in pain and
intercourse per week 44(15.1) 247(84.9) <0.05 that 20.0% had problems in enjoyment [18]. Low difference of
:g 76(69.7) 33(30.2) prevalence seen in our study as compared to that of another study
g > done on Iranian women was caused by use of Iranian version of
ontraception .25
Yos 65(20.7) 249(79.2) NS FSFI and cultural factors of our sample.
No 22(25.5) 64(74.9) Results from a national survey done on people aged 18-59 years
Residence 3.41 indicated that sexual dysfunction was common among women in
EL?:I” ?ggsg 11156(;775‘) NS 43% of cases. Cayan et al., found an overall 46.9% prevalence of
' FSD in Turkish women aged 18-66 years. They also found sexual
Number of deliveries 9.22 desire in 60.3% of | bl in 43% Iubricati
<3 104(31.8) 223(68.1) <0.05 esire in 60.3% of women, arousal problems in 6, Iubrication
>3 13(17.8) 60(82.2) problems in 38%, orgasm problems in 45.8%, satisfaction problems
Age of the husband, y 9.53 in 38% and pain problems in 36.8% [13]. Ponholzer et al., in Austrian
<40 108(36.8) 185(63.1) <0.05 women aged 20-80 years, found that 22% had desire disorders, that
=40 1409 93(86.9) 35% had arousal disorders, that 39% had orgasmic problems, and
Duration of marriage, y 104 that 12.8% had pain problems [19]. Based on epidemiological data
<10 69(28.9) 169(71) <0.05 ved T National Health ol Lif
>10 21(12.9) 141(87) derived from a National Health and Social Life Survey conducted on
. the US-population, it was estimated that a third of women lacked
Occupational status 8.93 . . .
Employed 26(22.6) 89(77.3) <0.05 sexual interest and that nearly a fourth did not experience orgasms
Un employed 116(40.7) 169(59.2) [6]. Castelo-Branco et al., by doing the Laumann'’s test (DSM-IV) on
Smoking history 2.71 women living in Santiago de Chile, reported desire disorders in 38%
Yes 11(30.5) 25(69.4) NS i i 9 i~ o ; 0
No 112@6.8) 252(69.2) women, arousal disorders in 32%, orgasmic disorders in 25% and

dyspareunia in 33% [14]. Abdo et al., in Brazil, reported FSD in 49%
of women, sexual desire in 26.7%, pain during sexual intercourse
in 23% and orgasmic dysfunction in 21% [20]. Our results were
consistent with numbers of above mentioned study and contrast to
that of number.

Large differences have been found in the prevalences of FSD
between countries. They may reflect medical and psychological
factors, particularly in the settings of possible socio—economic,
cultural and racial differences, the clinical definition used for each
dysfunction, type of trial performed (self-applicable questionnaire,
mailed questionnaire, interview by phone, personal interview),
interrelation with their partners, educational levels and the
characteristics of samples (general population vs sexuality clinics)
which were studied. Our data were also consistent with the results
of Berman et al., [21]. who reported that 40% of women did not
seek help from a physician for their sexual difficulties, whereas
54% reported that they would like to do so. The low rate of direct
complaints on sexual problems among women in western Iran with
Kurdish culture probably reflects cultural factors such as shyness
and embarrassment. In addition, lack of awareness on FSD of
physicians can lead to inadequate identification and management
of these problems.

In this study, 42.0% of the studied sample had orgasmic disorders.
Possible explanations may include a restraining sexual education,
poor partner performance and technique, and negative beliefs
with regards to sexual activity. Insufficient clitoral stimulation may
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account for most of the cases of absent orgasms, and all women
may have been potentially orgasmic if they had been adequately
stimulated [9]. About 42.5% of samples specified having pain
disorders. Psychological pressures and relationship issues often
result from pain. In our study, 45.3% women reported having desire
disorders. Sexual aversion was the probable diagnosis in lifelong
cases of sexual an hedonia. Among the samples, 37.5% had arousal
disorders. A lifelong diminished capacity for sexual arousal may be
related to lack of awareness on genital anatomy and function [9].

Sexual responsiveness is the result of an interaction between
physical (e.g. depression, anxiety, medications for their treatment),
psychosocial (e.g. chronic stress/ fatigue, gender or sexual identity
issues) and relationship factors.

The results of the present study should be interpreted with recog-
nition of its limitations. Our study included married women and it
excluded unmarried women (because of cultural barriers) and
women who were separated or divorced (because of similar cultural
barriers that prohibited a woman who was supposedly sexually
inactive from talking 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 had been included in the studly.
Cultural factors such as shyness and embarrassment of Kurd
women and lack of awareness and training of physicians lead to
inadequate identification and management of these problems. This
emphasizes the importance of direct questioning on sexual function
as part of the routine checklists undertaken in gynaecology and
family planning centres.

CONCLUSION

This study provides estimates of the prevalence of FSD in Iranian
Kurd women using the Iranian version of the FSFI. These results
suggest that lifestyle changes may play a role in causation of FSD.
Better understanding of the epidemiology of FSD is vital, to plan
effective treatment and prevention strategies. FSD needs to be
recognized as a significant public health problem in western Iran,
with an urgent need for further research, particularly studies into
awareness and competency of physicians in the management of
FSD.

ACKNOWLEDGMENT

This study was supported by the llam University of Medical Sciences
(88021). We thank participants , coordinators, and data reviewers
who assisted in this studly.

www.jcdr.net

REFERENCES

[1]1 Oksuz E, Malhan S. Prevalence and Risk Factors for Female Sexual Dysfunction
in Turkish Women. J Urol. 2006; 175: 654-58.

Jennifer R. Berman, Laura A. Berman, Kym A. Kanaly. Female Sexual Dysfunction:
New Perspectives on Anatomy, Physiology, Evaluation and Treatment. EAU
Update Series. 1 (2003) 166-77.

Salonia A, Munarriz RM, Naspro R, Nappi RE, Briganti A, ChionnaR, et al. Women’s
sexual dysfunction: a pathophysiological review. BJU Int. 2004;93:1156-64.
Davis SR. Androgens and female sexuality. J Gend Specif Med. 2000; 3:36-40.
Basson R, Berman J, Burnett A, Derogatis L, Ferguson D, Fourcroy J, et al.
Report of the international consensus development conference on female sexual
dysfunction: definitions and classifications. J Urol. 2000 ; 163: 888-93.
Laumann EO, Paik A, Rosen RC. Sexual dysfunction in the United States:
prevalence and predictors. JAMA. 1999; 281: 537-44.

Hisasue S-H, Kumamoto 'Y, Sato Y, Masumori N, Horita H, Kato R et al. Prevalence
of female Sexual Dysfunction Symptoms and Its Relationship to Quality of Life: A
Japanese Female Cohort Study. Urology. 2005; 65: 143-48.

Rosen R, Brown C, Heiman J, Leiblum S, Meston C, Shabsig R, et al. The female
sexual function index (FSFI): a multidimensional self-report instrument for the
assessment of female sexual function. J Sex Marital Ther. 2000; 26: 191-208.
Safarinejad MR. Female sexual dysfunction in a population-based study in Iran:
prevalence and associated risk factors. Int J Impot Res. 2006;18: 382-95.
Anastasiadis AG, Davis AR, Ghafar MA, Burchardt M, Shabsigh R. The epidemiology
and definition of female sexual disorders. World J Urol. 2002; 20:74-8.

Dunn KM, Kelvin J, Croft PR, Assendelft WJJ. Systematic review of sexual
problems: epidemiology and methodology. J Sex Marital Ther. 2002; 28:399-422.
Najman JM, Dunne MP, Boyle FM, Cook MD, Purdie DM. Sexual dysfunction in
the Australian population. Aus Fam Physician. 2003;32:951-4.

Cayan S, Akbay E, Bozlu M, Canpolat B, Acar D, Ulusoy E. The prevalence
of female sexual dysfunction and potential risk factors that may impair sexual
function in Turkish women. Urol Int. 2004,72:52—7.

Castelo-Branco C, Blumel JF, Araya H, Riquelme R, Castro G, Haya J, et al.
Prevalence of sexual dysfunction in a cohort of middle-aged women: influences
of menopause and hormone replacement therapy. J Obstet Gynaecol. 2003;23:
426-30.

Kadri N, Mchichi Alami KH, Mchakra Tahiri S. Women sexual dysfunction: a
population-based epidemiological study. Arch Women Ment Health. 2002; 5:59-63.
Mohmadi kh, Hidari M, Fagihzade S. Validity of Persian version of FSFI. Paish.
2008; 7(2): 269-78.

Asghari Roodsari A, Khademi A, , Akbari Hamed E, Tabatabaiifar SL, Alleyassin
A. Female Sexual Dysfunction in Married Medical Students. MJM. 2005; 8(2):
104-8.

Hwang MY. Sexual dysfunction. Silence about sexual problems can hurt
relationships. JAMA. 1999; 281: 584.

Ponholzer A, Roehlich M, Racz U, Temml C, Madersbacher S. Female Sexual
Dysfunction in a Healthy Austrian Cohort: Prevalence and Risk Factors. Europ
Urol. 2005; 47: 366-75.

Abdo CHN, Oliveira WM, Moreira Jr ED, Fittipaldi JAS. Prevalence of sexual
dysfunctions and correlated conditions in a sample of Brazilian women — results
of the Brazilian Study On Sexual Behavior (BSSB). Int J Impot Res. 2004
;16:160-6.

Berman L, Berman J, Felder S, Pollets D, Chhabra S, Miles M, et al. Seeking
help for sexual function complaints: what gynecologists need to know about the
female patient’s experience? Fertil Steril. 2003;79(3): 572-76.

[2]

[3]
[4]
(5]
[6]
[71

(8]

[9]
(o]
1]
2]

[3]

[14]

(18]

[16]

n7

[8]

[19]

[20]

[21]

PARTICULARS OF CONTRIBUTORS:

1. Faculty (Nursing & Midwifery), Department of Midwifery, llam University of Medical Science, llam, IR-Iran. PO Box : 69318-47150 llam Iran.

2. Faculty (Nursing & Midwifery), Department of Nursing, llam University of Medical Science, llam, IR-Iran. PO Box: 69318-47150 llam Iran.

3. Assistant Professor, Department of Anesthesiology, Imam Khomeini Hospital, llam University of Medical Science, llam, IR-Iran. PO Box: 69318-47150 llam Iran.
4. Faculty (Nursing & Midwifery), Department of Midwifery, llam University of Medical Science, llam, IR-Iran. PO Box : 69318-47150 llam Iran.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Mr. Ali Khani,

MSc, BSc, Department of Nursing, Nursing & Midwifery Faculty, llam University of Medical Science,

llam, IR-Iran. PO Box: 69318-47150 llam Iran,
Fax :+9808413337259, Tel: +989188345385, E-mail : nimakhani@gmail.com

FINANCIAL OR OTHER COMPETING INTERESTS: None.

Date of Submission: Jun 29, 2013
Date of Peer Review: Oct 07, 2013
Date of Acceptance: Oct 27, 2013

Date of Publishing: Dec 15, 2013

Journal of Clinical and Diagnostic Research. 2013 Dec, Vol-7(12): 2877-2880



