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 ABSTRACT  

Article information 

 Background: Female circumcision, also known as female genital mutilation, is associated with several complications. 

However, its effect on sexual function remains a gap in knowledge. 

Aim: This study aims to investigate the possible relationship between female circumcision and the development of 

female sexual dysfunction in Damietta Governorate.  

Patients and Methods: This was an observational cross-sectional study conducted on 100 randomly selected, 

nonpregnant, married women of sexually active age attending outpatient clinics at Al-Azhar University 

Hospital. All participants were asked to complete the Arabic-validated Female Sexual Function Index [FSFI]. 

Results: In the current study, 59% of the participants [59 individuals] experienced sexual dysfunction. In the 

circumcised group, 27 participants [50.94%] experienced sexual dysfunction, whereas in the uncircumcised 

group, 32 participants [68.09%] were affected, indicating a higher prevalence. However, there was no 

statistically significant difference between the two groups regarding female sexual dysfunction. Additionally, 

no significant difference was observed between type 1 and type 2 circumcision in relation to the occurrence 

of sexual dysfunction. Notably, sexual desire was lower in the uncircumcised group.  

Conclusion: Although sexual desire was lower in the uncircumcised group, circumcision did not have a significant 

effect on overall female sexual function.  
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INTRODUCTION 

Female circumcision, commonly referred to as female genital 

mutilation [FGM] or female genital cutting, is a practice involving the 

removal or alteration of female genitalia. Female genital mutilation 

encompasses all non-medical treatments that entail the complete or partial 

removal of the external female genitalia or infliction of harm on the female 

genital organs [1].  Female genital mutilation is a worldwide issue that 

primarily affects young girls from infancy to adolescence. Based on data 

from 30 countries in Africa [specifically the western, eastern, and north-

eastern regions] as well as some countries in the Middle East and Asia, it 

is estimated that over 200 million girls and women currently alive have 

experienced female genital mutilation. Additionally, it is estimated that 

more than 3 million girls are at risk of undergoing FGM each year [2]. 

The health risks encompass acute issues such as hemorrhage, 

intense pain, damaged bones, potential HIV infection, and shock. Long-

term repercussions of this condition include the development of keloid 

scars, painful sexual intercourse, persistent infections, difficulties in 

pregnancy and childbirth, as well as psychological issues related to sexual 

dysfunction, loss of trust in healthcare providers, and depression [3, 4]. 

Ending the practice of female genital mutilation in Egypt is particularly 

challenging given the country's recent history. Based on the findings of the 

Egyptian Family Health Survey [EFHS] 2021, it has been determined that 

86 percent of married Egyptian women aged 15 to 49 had experienced 

Female Genital Mutilation, with 74 percent of them being subjected to the 

procedure by doctors. While there has been a notable shift in women's 

perspectives about circumcision, there is a prevalent endorsement for the 

perpetuation of Female Genital Mutilation in Egypt [2]. 

Sexuality is a fundamental element of human existence that involves 

several aspects such as sex, gender identities and roles, sexual orientation, 

eroticism, pleasure, intimacy, and reproduction. Typically, women 

experience sexual activity during adolescence and attain their highest 

frequency of orgasms in their 30s. Their sexual capacity remains steady 

until the age of 55, with few data suggesting that aging has an impact on it 

in later life. The sexual response cycle consists of three primary stages: 

desire, arousal, and climax. Every stage is linked to distinct physiological 

alterations. Women frequently have a range of disorders related to the 

sexual response cycle [5]. This study aimed to detect the possible relation 

between female circumcision and development of female sexual 

dysfunction in Damietta governorate. 

PATIENTS AND METHODS 

This was an observational cross-sectional study performed on 100 

randomly selected nonpregnant married women at sexually active age 

from outpatient clinics of Al-Azhar university hospital. The aim of the 

study and details of the questionnaire were explained to the women before 

obtaining their consent. Our study followed the Helsinki declaration 

principals, and ethical approval was obtained from our university. This 

study based on a study carried out by Raheem et al,2018. Epi Info statcalc 

was used to calculate the sample size by considering the following 

assumptions: - 95% two-sided confidence level, with a power of 80%. & 

α error of 5% odds ratio calculated= 1.115. The final maximum sample 

size taken from the Epi- Info output was 93. With consideration of dropout 

during follow up, the sample size was be increased to 100. 

The Inclusion criteria were: 1] In the age of child bearing period. 

2] Married with regular marital relationship. 3] Can read and understand 

Arabic language without any difficulties. 4] Accept to participate in the 

study.  

The Exclusion criteria were: 1] Pregnant lactating women. 2] 

women with chronic disease like DM or HTN or neurological diseases. 3] 

women with local genital pathology or operation except circumcision and 

episiotomy. 4] Women with mental or psychological illness. 5] Women 

whose husband having sexual dysfunction like premature ejaculation and 

erectile dysfunction. 6] Medications that affect sexual performance [as 

antidepressant, and antihypertensive] 

Data collection: Self-reported questionnaire written in English and 

translated in to Arabic was used. To ensure that all gathered information 

was kept confidential and the participants were anonymous, each 

questionnaire was handed in an open envelope and after filling it, the 

subject sealed the envelope and put it in a basket containing other sealed 

envelopes. All females were subjected to filling out the Arabic validated 

FSFI, that was developed by Rosen et al. [6]. It is a 19 item, self-reported 

measure of sexual dysfunction in women. A copy from it in Arabic and 

English is mentioned in appendix.  The questionnaire covered the 

following sections First section: Socio-demographic characters as the age, 

residence, woman and parents' educational level in addition to marital data 

in the form of age and duration of marriage and number of children. 

Second section: Mutilation data as the age of mutilation, the person who 

performs mutilation, the place, causes, complications, and degree of 

mutilation. Third section: As number of sexual intercourses per week and 

sexual function assessment by standardized female sexual function index 

[FSFI] questionnaire. FSFI includes six domains and 19 items to assess 

female sexual function [two questions for desire, four questions for each 

arousal, and lubrication, three for each orgasm, satisfaction, and pain]; 

each question have score ranged between zero and five then to calculate 

the total score, each item was multiplied by specific factor and follows a 

computational formula to obtain a full-scale score. The overall score was 

classified as female sexual dysfunction if it is equal to or below [26.55]. 

Participants were subjected to examination of the external genitalia to 

identify the type of FGM/C and to exclude any pelvic pathology. 

Circumcised females were classified according to the following 

classification: Type I: Partial or total removal of the clitoral glans [the 

external and visible part of the clitoris] and/or the prepuce/clitoral hood 

[the fold of skin surrounding the clitoral glans]. Type II:  Partial or total 

removal of the clitoral glans and the labia minora, with or without removal 

of the labia majora. Type III: [infibulation]. Narrowing of the vaginal 

opening with the creation of a covering seal. The seal was formed by 

cutting and repositioning the labia minora, or labia majora. Type IV: all 

other harmful procedures to the female genitalia for non-medical purposes, 

for example pricking, piercing, scraping [7]. 

Statistical analysis: Data analysis was performed with SPSS 

statistical software, version 25 [IBM, Chicago, Illinois, USA]. The 

normality of the data was tested by the Kolmogrov-Smirnov test. 

Qualitative data were presented as numbers and percentages and were 

compared by the Chi square test, while quantitative data were presented as 

mean and standard deviations and were compared by the independent t 

test. As a result, the p-value were considered significant at the level of 

<0.05. 

ESULTS 

The mean age was 29.14 ± 6.12. 43% of the patients reside in urban 

areas and 57% reside in rural areas .13% of the patients are uneducated 

,4% have primary education ,44% have middle education, 6% have 

secondary education and 33% have a university education. The mean 

duration of marriage was 8.18 ±5.87. The mean number of children was 

1.92 ± 1.14 [Table 1].  The mean age of participants in the circumcised 

group was 29.49 ± 6.42 and in uncircumcised group was 28.74 ± 5.81, 

with no significant differences. In the circumcised group, 19 participants 

[35.85%] reside in urban areas, compared to 24 participants [51.06%] in 
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the uncircumcised group and there was no significant association between 

residence and prevalence of circumcision. The data was categorized into 

different education levels: uneducated, primary, middle, secondary, and 

university. In the circumcised group, the highest percentage was among 

participants with a middle education level [49.06%], while the lowest 

percentage was among primary educated participants [5.66%]. In the 

uncircumcised group, the highest percentage was among participants with 

a university education [38.3%], while the lowest percentage was among 

primary-educated participants [2.13%]. The mean duration of marriage 

was 8.6 ± 5.16 and 7.7± 6.6 for the circumcised and uncircumcised groups 

respectively. The mean number of children was 2.19 for the circumcised 

group ±1.14 and 1.62 for the uncircumcised group ± of 1.07. The p-value 

of 0.011 suggests a statistically significant difference in the number of 

children between the two groups, the circumcised group having a higher 

average number of children [Table 2].   

According to type of circumcision, 53% of the subjects are 

circumcised [53 individuals]. 42% of the circumcised subjects are Type 1 

[42 individuals]. 11% of the circumcised subjects are Type 2 [11 

individuals].  Table [3] demonstrated that 59% of the subjects [59 

individuals] experience sexual dysfunction. In the circumcised group, 27 

participants [50.94%] experience sexual dysfunction. In uncircumcised 

group, 32 participants [68.09%] experience sexual dysfunction which was 

higher.  

As regards the demographic data of patients as regard prevalence of 

sexual dysfunction, the mean age of patients in cases with sexual 

dysfunction was 28.69 years ± 5.81 and in cases without sexual 

dysfunction was 29.78 years ± 6.57. In cases with sexual dysfunction, 24 

participants [40.68%] reside in urban areas, while 35 participants 

[59.32%] reside in rural areas, the highest percentage was among 

participants with a middle education level [45.76%], while the lowest 

percentage was among patients with middle education [20.34%]. The 

mean duration of marriage for cases with sexual dysfunction was 8.47 

years ±6.36 and for cases without sexual dysfunction was 7.76 years ± 

5.13. In cases without sexual dysfunction, 19 participants [46.34%] reside 

in urban areas, while 22 participants [53.66%] reside in rural areas. the 

highest percentage was among university-educated participants [46.34%], 

while the lowest percentage was among uneducated participants [2.44%]. 

The p-value shows statistically significant differences in education levels 

between the two groups. Specifically, the uneducated and university-

educated participants differ significantly. The mean number of children 

was 1.97 for cases with sexual dysfunction ±1.07 and 1.85 for cases 

without sexual dysfunction group ±1.26 [Table 4].  Table [5] showed that 

there was no significant difference between types of circumcision and 

occurrence of sexual dysfunction. As regards the FSFI evaluation, the 

mean desire score was 3.92±of 0.98. The mean arousal score was 

4.09±1.14. The mean lubrication score was 4.8 ±0.89. The mean orgasm 

score was 4.45 ±0.96. The mean satisfaction score was 5.01±1.03. Pain: 

The mean pain score was 3.52±0.75. The mean FSFI score was 26.15±6 

[Table 6].  In the circumcised group, the mean score for desire, arousal, 

lubrication, orgasm, satisfaction, pain and total FSFI score were 4.12 ± 

0.94, 4.16±1.21, 4.95± 0.91, 4.45 ± 0.98, 5.14 ± 0.85, 3.59 ± 0.81 and 

27.09±7.33 respectively. The p-value of 0.027 in the desire score suggests 

a statistically significant difference in desire between the two groups, with 

the circumcised group reporting a higher level of desire. In the 

uncircumcised group, the mean score for desire, arousal, lubrication, 

orgasm, satisfaction, pain and total FSFI score were 3.69±0.98, 4.01±1.07, 

4.64 ±0.84, 4.46±0.94, 4.85±1.19, 3.44±0.66, 25.08±3.8 respectively. The 

p-value of 0.093 suggests a borderline significant difference in the overall 

FSFI score between the two groups. Only desire was significantly higher 

in circumcised group [Table 7]. 

 

Table [1]: Demographic data among all patient in the study. 

  Total Subjects [ N = 100 ] 

Age 29.14 ± 6.12 

Residence ·        Urban 43 [43%] 

·        Rural 57 [57%] 

Education ·        Uneducated 13 [13%] 

·        Primary 4 [4%] 

·        Middle 44 [44%] 

·        Secondary  6 [6%] 

·        University 33 [33%] 

Duration of marriage 8.18 ± 5.87 

Number of Children 1.92 ± 1.14 
  

Table [2]: Demographic data of patients as regard prevalence of circumcision. 

  Circumcised Uncircumcised P. Value 

Cases [N = 53] Cases [N = 47] 

 Age 29.49 ± 6.42 28.74 ± 5.81 0.54602 

Residence ·        Urban 19 [35.85%] 24 [51.06%] 0.12507 

·        Rural 34 [64.15%] 23 [48.94%] 0.12507 

Education ·        Uneducated 4 [7.55%] 9 [19.15%] 0.08511 

·        Primary 3 [5.66%] 1 [2.13%] 0.36824 

·        Middle 26 [49.06%] 18 [38.3%] 0.27936 

·        Secondary  5 [9.43%] 1 [2.13%] 0.12467 

·        University 15 [28.3%] 18 [38.3%] 0.28869 

Duration of marriage 8.6 ± 5.16 7.7 ± 6.6 0.4459 

Number of Children 2.19 ± 1.14 1.62 ± 1.07 0.0118* 
 

 

Table [3]: Prevalence of female sexual dysfunction in both groups. 

  Circumcised uncircumcised All Patients P.  

Cases [N = 53] Cases [N = 47] Cases [N=100] 

Sexual Dysfunction 27 [50.94%] 32 [68.09%] 59 [59%] 0.082 
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Table [4]: Demographic data of patients as regard prevalence of sexual dysfunction. 

  Cases with 

sexual dysfunction 

Cases without 

sexual dysfunction 

P. Value 

[N = 59] [N = 41] 

 Age 28.69 ± 5.81 29.78 ± 6.57 0.38 

Residence ·        Urban 24 [40.68%] 19 [46.34%] 0.57 

·        Rural 35 [59.32%] 22 [53.66%] 0.57 

Education ·        Uneducated 12 [20.34%] 1 [2.44%] 0.008* 

·        Primary 1 [1.69%] 3 [7.32%] 0.15 

·        Middle 27 [45.76%] 17 [41.46%] 0.67 

·        Secondary  5 [8.47%] 1 [2.44%] 0.21 

·        University 14 [23.73%] 19 [46.34%] 0.01* 

Duration of marriage 8.47 ± 6.36 7.76 ± 5.13 0.54 

Number of Children 1.97 ± 1.07 1.85 ± 1.26 0.63 
     

Table [5]: Relation between type of circumcision and sexual dysfunction. 

  Type 1 circumcision Type 2 Circumcision P value 

[N =42] [N =11]  

Cases with sexual dysfunction 22 5 0.68 

Cases without sexual dysfunction 20 6 
 

Table [6]: FSFI evaluation in all patients. 

FSFI evaluation Total Subjects [ N = 100 ] 

·        Desire 3.92 ± 0.98 

·        Arousal 4.09 ± 1.14 

·        lubrication 4.8 ± 0.89 

·        Orgasm 4.45 ± 0.96 

·        Satisfaction 5.01 ± 1.03 

·        Pain 3.52 ± 0.75 

·        FSFI Score 26.15 ± 6 

Table [7]: FSFI evaluation in circumcised and uncircumcised patients. 

FSFI evaluation Circumcised  Uncircumcised P. Value 

 Cases [N = 53] Cases [N = 47]  

·        Desire 4.12 ± 0.94 3.69 ± 0.98 0.02751* 

·        Arousal 4.16 ± 1.21 4.01 ± 1.07 0.52503 

·        lubrication 4.95 ± 0.91 4.64 ± 0.84 0.08427 

·        Orgasm 4.45 ± 0.98 4.46 ± 0.94 0.93219 

·        Satisfaction 5.14 ± 0.85 4.85 ± 1.19 0.15506 

·        Pain 3.59 ± 0.81 3.44 ± 0.66 0.31586 

·        FSFI Total Score 27.09 ± 7.33 25.08 ± 3.8 0.09392 

DISCUSSION 

The results of the current work regarding the association between 

education levels and the act of circumcision is supported by Raheem et al. 
[8] who reported that, the educational level in mutilated [n=432] group, 136 

[31.5%] with low education and 296 [68.5%] with high education while 

in unmutilated [n=86] group, 4 [4.7%] with low education and 82 [95.3%] 

with high education. The same authors also reported that, the mean 

duration of marriage [years] in Mutilated [n=432] group was 14±9.2 and 

the mean number of children was 2.9±1.4 while in Not mutilated [n=86] 

group was 8.3 ± 7.7 and the mean number of children was 1.9±1.1. these 

results are also comparable to the current work.  

According to circumcision data in our results, there was 53% of the 

subjects were circumcised [53 individuals], 42% of the circumcised 

subjects were Type 1 in [42 individuals] and 11% of the circumcised 

subjects were Type 2 in [11 individuals]. In consistence with our results, 

Catania et al. [9] giving anatomical descriptions and psychophysiological 

explanations of female sexual functions. Type I was 20 while Type II was 

18 in group A.  However, in group B Type 1was11 [18.9%] and Type 2 

was 1 [1.76%]. 

In our study, according to prevalence of sexual dysfunction in both 

groups circumcised and uncircumcised groups, we found that 59% of the 

subjects [59 individuals] experience sexual dysfunction. In the 

circumcised group, 27 participants [50.94%] experience sexual 

dysfunction. In uncircumcised group, 32 participants [68.09%] experience 

sexual dysfunction which was higher.  In consistent with our result, Arafa 

et al. [10], reported that there were no statistically significant associations 

have been detected between circumcision and any of the studied Arabic 

version of the female sexual function index domains [p>0.05]. 

In contrast with our results, Elnashar et al. [11] performed on randomly 

selected 264 newly married women, the circumcised group constitutes 

75.8% of the women while 24.2% were non-circumcised. It was revealed 

that 40.5% of circumcised women had dyspareunia, while only 18.8% of 

uncircumcised women mentioned that, the difference was statistically 

significant. Loss of libido was the complaint of 28.5% and 15.6% of 

circumcised and uncircumcised women respectively. the difference was 
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statistically significant. Regarding wife satisfaction 43% of circumcised 

women were unsatisfied compared with 10.9% of those un circumcised. 

This contradictory result may be due to a difference in age group, cultural 

background, sexual education and the diversity of sources of knowledge 

available in the current era. 

In our study, we found a statistically significant association between 

the educational level and prevalence of sexual dysfunction in which the 

sexual dysfunction was more prevalent in uneducated women than the 

educated women [P < 0.05]. In agreement with our results, Ibrahim et al. 
[12] found that, in sexual dysfunction group, Illiterate represents 52 [19.3 

%], Primary education represents 109 [40.5 %], secondary education 

represents 63 [23.4 %] and University education represents 45 [16.7 %]. 

Elnashar et al. [11] found that in Women with sexual problems illiterate 

represents 179 [27.8%], Primary education represents 98 [15.2%], 

secondary education represents 409 [63.4%] and University education 

represents 59 [9.1%]. 

According to relation between type of circumcision and sexual 

dysfunction there was no significant difference between types of 

circumcision type 1 or 2 and occurrence of sexual dysfunction. In 

consistence with our results, Ismail et al. [13] found that the female sexual 

dysfunction was found in 83.4% of mutilated cases type1 and in 84.6% of 

mutilated cases type 2. There was no statistically significant difference 

between types of circumcision and occurrence of sexual dysfunction. 

As we evaluated the FSFI in all patients, which assesses various 

aspects of female sexual function. We reported that the mean desire score, 

arousal score, lubrication score, orgasm score, satisfaction score, pain 

score and FSFI score was 3.92 ± of 0.98, 4.09±1.14, 4.8 ±0.89, 4.45 ±0.96, 

5.01±1.03, 3.52 ± 0.75 and 26.15 ± 6 respectively, which was in agreement 

with Abdulcadir et al. [7] and Ibrahim et al. [12].  

Regarding FSFI, the results of the current study is supported by 

Catania et al. [9] found a statistically significant higher differences 

between the group of study and the control group in desire, arousal, 

orgasm and satisfaction. However, no significant differences were 

observed between the two groups in lubrication and pain. 

In contrast with our result, Abdulcadir et al. [7] found that, women 

with FGM have a sexual erectile tissue for sexual arousal, orgasm, and 

pleasure. However, women without FGM reported significantly higher 

FSFI domains [arousal, lubrication, and pain scores] compared with 

women with FGM. However, no differences were found for FSFI desire, 

orgasm, and satisfaction. 

This study has several limitations that should be acknowledged. 

Firstly, the relatively small sample size may limit the generalizability of 

the findings to the broader population of women in Damietta Governorate 

or Egypt as a whole. A larger sample may provide more statistically robust 

results. Secondly, the study relies on self-reported data from the Female 

Sexual Function Index [FSFI], which, while validated, is still subject to 

potential recall bias and social desirability bias, particularly given the 

cultural sensitivity of the topic. Additionally, the cross-sectional design 

prevents the establishment of a causal relationship between female 

circumcision and sexual dysfunction, as it only captures a snapshot in time 

rather than changes over time. Another limitation is the lack of 

consideration of other confounding factors that may influence sexual 

function, such as psychological well-being, relationship dynamics, 

socioeconomic status, and medical conditions. Lastly, while different 

types of circumcision were assessed, the study does not account for 

variations in how the procedures were performed, which may impact 

sexual function outcomes differently. Future studies with a larger, more 

diverse sample and a longitudinal design would be beneficial in providing 

deeper insights into this complex issue. 

 Conclusion: Although the desire was lower in uncircumcised group, 

Circumcision doesn’t affect female sexual function significantly. 
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