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Abstract
Objectives: Female genital mutilation (FGM) is an important public health issue, especially in developing
countries and it is still done in some parts of Iran. This study aimed to investigate the effect of FGM on
the sexual function of women of reproductive age in Hormozgan province/IRAN.

Study design: This study is a descriptive-analytical case-control study that was conducted in 2020 on 209
married women of reproductive age (15-49) in rural areas of Minab and Sirik counties in Hormozgan
province/IRAN.

Main outcome measures: The reliable and valid questionnaire FSFI for assessing female sexual function
in the two groups was used after to obtain informed and voluntary consent from all participants and data
with SPSS v: 16 software and with using descriptive/ Analytical statistics tests with a signi�cant level of
0.05 were examined.

Results: There is a signi�cant difference between mutilated and non-mutilated women in the total score
of sexual function(22.18±3.23 versus 23.41±2.52 respectively, p=0.023) and the domains of
lubrication(3.04±0.62 versus 3.3±0.53 respectively, P=0.000), orgasm(3.81±0.63 versus 4.08±0.47
respectively, P=0.003), and sexual satisfaction(5.09±0.1 versus 5.37±0.87 respectively, P=0.017) But in
the domains of desire, arousal, and pain in the two groups was no signi�cant difference(P-value>0.05).

Conclusion: FGM maybe leads to sexual dysfunction. Although most women were reluctant to perform
mutilation on their daughters, more educational Actions are suggested to educate women about the
impact of female mutilation on their sexual function. Counseling programs are also recommended to
improve the sexual function of mutilated women.

Plain English Summary
Female genital mutilation (FGM) is an important public health issue, especially in developing countries
and it is still done in some parts of Iran. This study aimed to investigate the effect of FGM on the sexual
function of women of reproductive age in Hormozgan province/IRAN. This study is a descriptive-
analytical case-control study that was conducted in 2020 on 209 married women of reproductive age
(15–49) in rural areas of Minab and Sirik counties in Hormozgan province/IRAN. The reliable and valid
questionnaire FSFI for assessing female sexual function in the two groups was used after to obtain
informed and voluntary consent from all participants and data with SPSS v: 16 software and with using
descriptive/ Analytical statistics tests with a signi�cant level of 0.05 were examined. There is a
signi�cant difference between mutilated and non-mutilated women in the total score of sexual
function(22.18 ± 3.23 versus 23.41 ± 2.52 respectively, p = 0.023) and the domains of lubrication(3.04 ± 
0.62 versus 3.3 ± 0.53 respectively, P = 0.000), orgasm(3.81 ± 0.63 versus 4.08 ± 0.47 respectively, P = 
0.003), and sexual satisfaction(5.09 ± 0.1 versus 5.37 ± 0.87 respectively, P = 0.017) But in the domains of
desire, arousal, and pain in the two groups was no signi�cant difference(P-value > 0.05).
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In conclusion; FGM maybe leads to sexual dysfunction. Although most women were reluctant to perform
mutilation on their daughters, more educational Actions are suggested to educate women about the
impact of female mutilation on their sexual function. Counseling programs are also recommended to
improve the sexual function of mutilated women.

1. Introduction
Female genital mutilation (FGM) / Female Circumcision refers to any practice that intentionally and for
non-medical purposes leads to amputation of all or part of the female external genitalia. It is an
important issue in public health, especially in developing countries(1). This traditional and cultural action
is dangerous. it leads to short-term complications include bleeding, sepsis, severe pain, and long-term
complications include infertility, sexual dysfunction, and psychological complications(2). FGM is
considered a form of violence against women and children and a violation of human rights because of its
negative effects. It is classi�ed into four categories: Type I: clitoridectomy (cutting part or all of the
clitoris), Type II: excision (cutting the clitoris and labia minor with or without removing the labia major),
Type III: In�bulation (reduction of the vaginal ori�ce by cutting the labia minor and/or the labia major),
Type IV: which is used to describe all other harmful procedures to the genitalia without medical
indication, such as piercing, incising, burning, etc.(3). Female circumcision has no health bene�ts for girls
and women. Female circumcision can cause heavy bleeding and urinary problems, and later cysts,
infections, as well as complications in childbirth and an increased risk of infant death. More than
200 million living girls and women today are circumcised in 30 countries in Africa, the Middle East and
Asia, where it is concentrated. This operation is mostly performed on young girls from infancy to 15 years
old(1). Girls feel helpless during circumcision because they have no choice and are forced to do so.
Despite the effects of circumcision, some still support the practice(4). According to studies, damage to
the clitoris following circumcision causes a woman to have less sexual arousal and not be easily sexually
aroused, thus increasing their ability to remain a virgin before marriage and �delity to their husbands
after marriage(5). Positive experiences such as feelings of happiness, hope, and self-esteem usually
follow an increase in social status after circumcision and negative psychological experiences such as
shame if not circumcised, anxiety before circumcision and regret, sadness and anger when complications
occur. It has been reported(6). In Iran, this practice is done as a tradition in some southern and western
parts (7) and is rooted in their socio-cultural and religious beliefs, so that it is more prevalent in Sunni
communities (8). FGM impairs sexual response by leaving scar tissue and adhesions and damage to the
nerves of the clitoris, but sexual satisfaction is multidimensional and It depends on the amount of
interest, the amount of time the sexual partner spends enjoying the woman, and the cultural context in
which the man and woman live. Thus, physiological perspectives alone cannot explain the dyspareunia
and decreased sexual satisfaction of mutilated women. Although the integrity of the clitoris and labia
minor has a potential role in sexual pleasure, agreement and satisfaction are an important part of the
sexual response and the sexual response of individuals is in�uenced by the interaction of
neurophysiological and biochemical mechanisms and relationship dynamics and family and
sociocultural issues. Mutilated women may be able to compensate for anatomical damage to their
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genitals by strengthening other erotic and sensitive areas of the body including the breasts, tongue, or
vagina or their emotions and fantasies (limbic system)(3). Sexual satisfaction is one of the effective
factors in reinforcing the family and its happiness and health. One of the most important causes of
sexual dysfunction is the couple's disputes. On the contrary, sexual disorders also cause family disputes
and dissatisfaction (9). The sexual function of mutilated women is in�uenced by several factors,
including correct sexual knowledge and su�cient sexual arousal to achieve a satisfactory response (10).
On the other hand, it can be hypothesized that as the severity of FGM increased, the complications also
increased (11–13). Dan Reisel et al. in their study concluded that Although it is clear that FGM can cause
devastating short and long term health complications for girls and women, there is an extraordinary
scarcity of high quality research to inform clinical practice (14). Female sexual function is important
because sexual health represents the foundation of individual health (12). Biglu et al. (2016)
Acknowledged the decline in female sexual function after mutilation (15), however, Catania et al. (2007)
reported no difference in the sexual function of mutilated and non-mutilated women (16). Rouzi et al.
(2018) observed a signi�cant difference between the severity of mutilation and female sexual
dysfunction (13), While Yassin et al. (2018) observed that the decrease in sexual desire and satisfaction
and dyspareunia in the mutilated group was signi�cantly greater than the non-mutilated group, but this
difference was not signi�cant in different degrees of mutilation (17). Due to the contradictory results on
the effect of FGM on their sexual function, the present study was conducted to investigate the sexual
function of mutilated and non-mutilated women of reproductive age in Hormozgan province.

2. Methods
This study is a descriptive-analytical case study that was conducted in 2020 on married reproductive age
women (15–49 years) in rural areas of Minab and Sirik counties in Hormozgan province, which is the
southernmost part of Iran, including Kohestak, Shahid Mardan, Bandzark, Bemani, and Noband who
referred to health centers and their mutilation status was con�rmed by examination by a midwife. These
villages were culturally similar and differed only in the prevalence of female mutilation.

2.1 Sample size

In this formula  n is the required sample size, α is a �rst type error and 1-β
is the test power, which in our study is 1-β=0.9 and α= 0.05 have been considered. According to the study
of Ismail et al. That sexual dysfunction was reported to be 0.83 in the case group and 0.64 in the control
group, by inserting numbers in the sample volume determination formula, at least 109 people were
obtained in each group (18).

2.2 Inclusion & exclusion criteria

Inclusion criteria included formal marriage, any type of mutilation in the mutilated group, and no
mutilation in the other group, age 15-49 years. Exclusion criteria including women with chronic physical/
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mental disease, pregnancy, and childbirth in the last 6 months, death or separation from her spouse,
people who have not had any sexual activity in the past 6 months.

2.3 Female Sexual Function Index(FSFI) Questionnaire:

FSFI questionnaire designed by Rosen et al. In 2000 and contains 19 questions. This standard
questionnaire measures six domains of female sexual functioning included Sexual desire, arousal,
lubrication, orgasm, satisfaction, and pain over the past 4 weeks. Questions 1 and 2 of the questionnaire
(sexual desire), questions 3-4-5 and 6 (sexual arousal), questions 7-8-9 and 10 (lubrication), questions 11-
12 and 13 (orgasm), questions - 14-15 And 16 (sexual satisfaction), questions 17-18 and 19 (related to
pain). A score of 1-5 was given for sexual desire questions, a score of 0-5 for sexual arousal, lubrication,
pain, orgasm, and a score of 1-5 or 0 for sexual satisfaction questions. The reliability of the scale and
subscales was obtained by calculating the Cronbach's alpha coe�cient, which was calculated for the
whole population of 0.70 and above, which indicates the reliability of this instrument. The maximum
score is 36 and the minimum is 2 and a higher score indicates the optimal sexual function (19). In their
study, Mohammadi et al. examined the reliability and validity of the FSFI questionnaire. The cut-off point
appropriate to the whole scale for the diagnosis of sexual dysfunction was determined 28. According to
this study, the sensitivity of the instrument was 82% and its speci�city was 83%. The Persian version of
FSFl is a reliable and valid instrument for assessing female sexual function and can be used as a
screening instrument(20). This questionnaire was completed by the participants in the presence of the
midwife to answer the ambiguities.

3. Results
This study was performed on 213 women aged 15–49 years living in rural areas of Hormozgan province
who met the inclusion criteria. Fourteen of these women were excluded from the study Because of the
exclusion criteria. The women were studied in two groups: mutilated (n = 110) and non-mutilated (n = 99).
A midwife con�rmed that 100% of the mutilated women had undergone type I mutilation. The mean age
in mutilated women was 31.44 ± 5.76 and in non-mutilated women was 29.76 ± 6.5 with no statistically
signi�cant difference(p = 0.053). The mean age of the spouse in mutilated women was 34.44 ± 5.99 and
in non-mutilated women was 32.71 ± 6.88 which there was no statistically signi�cant difference (p = 
0.056). There was no signi�cant difference in the level of education of women in the two groups (P = 
0.076). The frequency distribution of other demographic characteristics of the studied units is shown in
Table 1.
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Table 1
Comparision of the frequency distribution of demographic

  Frequency

N

(%) Frequency

N

(%) P valve

Female

education

Primary

Secondary

Academic

total

27

66

17

110

24.54

60

15.46

100

12

63

24

99

12.12

63.63

24.24

100

0.076

spouse' education Primary

Secondary

Academic

total

20

72

18

110

18.18

65.46

16.36

100

17

55

27

99

17.17

55.55

27.27

100

0.136

Mother's education Primary

Secondary

total

49

61

110

44.55

55.45

100

52

47

99

52.52

47.48

100

0.071

Father's education Primary

Secondary

total

47

63

110

42.72

57.26

100

55

44

99

55.55

44.45

100

0.122

Female

occupation

Housekeeper

Occupy

total

103

7

110

93.64

6.36

100

90

9

99

90.9

9.09

100

0.315

spouse's occupation Employee

Worker

total

18

92

110

16.36

83.64

100

21

78

99

21.21

78.78

100

0.235

Religion

(Muslim)

Shiite

Sunnite

total

109

1

110

99.09

0.91

100

99

0

99

100

0

100

0.526
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  Frequency

N

(%) Frequency

N

(%) P valve

The mode of Delivery NVD

C/S

Nullipara

total

71

27

12

110

64.55

24.55

10.9

100

52

28

19

99

52.52

28.28

19.19

100

0.138

 

It was also found that 58 mutilated women (52.3%)underestimated the impact of mutilation on their
sexual function and 35 mutilated women (31.5%) found the effect of mutilation on the sexual function to
be moderate and 17 mutilated women (16.2%) found the effect of mutilation on the sexual function to be
high. This study showed that the score of sexual function in mutilated women (22.18 ± 3.23) was
signi�cantly lower than non-mutilated women (23.41 ± 2.52) (P = 0.023). It was also found that the score
of sexual function in the domains of lubrication, orgasm, and sexual satisfaction in mutilated women is
signi�cantly lower than non-mutilated women (P < 0.05) but there is a signi�cant difference between the
score of female sexual function in the domains of desire and arousal(p > 0.05) (Table2).

Table 2
The Female sexual function index scores in the study

groups
Variables Mean (SD) P-valve

Mutilated Non-mutilated

Desire 3.66 ± 0.78 3.81 ± 0.78 0.265

Arousal 4.19 ± 0.98 4.49 ± 1.23 0.098

Lubrication 3.04 ± 0.62 3.3 ± 0.53 0.000

Orgasm 3.81 ± 0.63 4.08 ± 0.47 0.003

Pain 2.38 ± 1.09 2.35 ± 1.11 0.892

Satisfaction 5.09 ± 0.1 5.37 ± 0.87 0.017

Total 22.18 ± 3.23 23.41 ± 2.52 0.023

4. Discussion
This study aimed to investigate the sexual function of mutilated and non-mutilated women of
reproductive age in Hormozgan province. The results of data analysis of this study show a signi�cant
difference in the overall score of female sexual function in the mutilated and non-mutilated groups, but
the results show that both groups of women are below the cut-off point. The �nding also shows that the
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score of sexual function in the domains of lubrication, orgasm, and sexual satisfaction in the mutilated
group is lower than the non-mutilated group and this difference is signi�cant in the two groups (P-value < 
0.05) but the score of sexual function in the domains of desire, arousal and pain in the mutilated and
non-mutilated groups are not signi�cantly different (P-value > 0.05). Ismail et al. (2017) in their study
showed that the frequency of intercourses in mutilated women is less than non-mutilated women (18).
The present study also shows the difference between the two groups, but this difference is not
signi�cant. Mahmoud et al. (2016) in their study showed that the overall score of sexual function of
mutilated women is less than the score of sexual function of non-mutilated women (14.3 ± 5.93 vs. 25.9 
± 3.44) (21). Biglu et al. (2016) in a study concluded that the total score of the FSFI and all domain scores
in non-mutilated women is lower than non-mutilated women (25.4 ± 3.34 vs. 17.9 ± 5.39) (15). The
present study is in line with this study in reducing the total score of sexual function and the domains of
lubrication, orgasm, and sexual satisfaction in the mutilated group. Daneshkhah et al. (2017) in their
study concluded that female sexual function in various domains including desire, arousal, lubrication,
orgasm, satisfaction, and sexual pain is signi�cantly affected by mutilation So that the score of all
domains in the mutilated group was less than the non-mutilated group (18.25 ± 6.32 vs. 23.90 ± 7.12)(8).
The present study on reducing the total score of sexual function in the domains of lubrication, orgasm,
and sexual satisfaction in the mutilated group is consistent with this study. Alsibiani et al. (2010)
concluded that there was no signi�cant difference in the mean desire scores (3.6 ± 1.1 in the mutilated
group versus 3.7 ± 1.2 in the control group) or sexual pain (3.5 ± 1 in the mutilated group versus3.8 ± 1.1
in the control group) between the two groups (P-value > 0.05); however, there is a statistically signi�cant
difference in the mean scores of arousal, lubrication, orgasm, and sexual satisfaction as well as the total
score of sexual function between the two groups (21.4 ± 4.4 vs. 23.5 ± 5)(P-value = 0/009)(22). The
present study is also consistent with this study on the lack of signi�cant differences in the domains of
sexual desire and pain in the two groups. It is also consistent with this study regarding the existence of
signi�cant differences in the domains of lubrication, orgasm, and satisfaction in the two groups, but is
not consistent with this study in the domain of arousal reduction in the mutilated group. Ismail et al. In
their study concluded that the mean scores of all domains of FSFI and its total score in both types I and II
FGM are signi�cantly lower than the control group except the desire score in FGM/C type I. (20.26 ± 6.9
and18.64 ± 7.5 vs. 23.34 ± 8.1) (P-value = 0/000) (18). The present study on the signi�cant difference in
sexual function score and sexual function score in the domains of lubrication, orgasm, and sexual
satisfaction in the two groups is consistent with this study. In their study, Catania et al. (2007) found that
mutilated women had higher scores in the domains of desire, arousal, orgasm, and satisfaction than non-
mutilated women (16); But this study was confounded by the unmatched control group consisting mainly
of western women. In our study, we tried to eliminate this confounder by recruiting control women from
equivalent cultural backgrounds with matching residence and education. our study is inconsistent with
this study because mutilated women have lower scores in the domains of desire, arousal, orgasm, and
sexual satisfaction than non-mutilated women, Although the difference in desire and arousal between the
two groups is not signi�cant. In a review of 17 studies, Berg et al. (2010) concluded that although intact
genital tissue such as clitoris and labia minor is essential for sexual response, sexual response is
multidimensional and also depend on affection, the time the partner takes to please the woman and must
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be considered within the context in which a woman and her partner live. It is a complex interaction of
neurophysiological and biochemical mechanisms and in�uenced by relationship dynamics and family
and sociocultural issues. Berg et al. Also stated that women with FGM may have an ability to
compensate for anatomical damage to their genital tissue through enhancement of other sensory and
erotic areas, or emotions and fantasy (limbic system) and sexual sensations in women with FGM may be
maintained by a shift of the point of maximal sexual stimulation from the clitoris and/or labia to other
areas of the body(their breasts, tongue or vagina), which can be attributed to the lack of signi�cant
differences in sexual desire between the two groups in our study. our study found that mutilated women
reported di�culty reaching orgasm so that, their spouse must make great efforts to stimulate their sexual
response and reach them orgasm (3). In line with previous studies, it was found that mothers played a
signi�cant role in female mutilation and fathers had almost no role in this regard so that in our study
more than 95%(N = 105) of girls underwent mutilation at the suggestion of their mother that this is a
custom(8). Fortunately, the present study found that most mothers (67%) are reluctant to have their
daughters mutilated. The role of education in the intention to perform mutilation is speci�ed (23). In line
with previous studies, it was found that education may be the apparent reason for the decrease in the
incidence of FGM. As the parents' educational status increased, the tendency to mutilate their female
children decreased (24); so more educational actions are suggested to make women aware of the impact
of FGM on their sexual function. One of the strengths of the present study is the use of a valid FSFI
instrument to assess women's sexual function. One of the limitations of the present study was that due to
the higher prevalence of type I FGM in the study area, it was not possible to reach women with severe
FGM, which of course could have a greater impact on their sexual function.

5. Conclusion
FGM leads to sexual dysfunction. Although most women were reluctant to perform FGM on their
daughters, more educational measures are suggested to make women aware of the impact of FGM on
their sexual function. Counseling programs are also recommended to improve the sexual function of
mutilated women.
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