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ABSTRACT
Introduction. Female genital mutilation/cutting (FGM/C) is a practiced procedure for young girls in many
countries due to cultural, traditional and religious issues.
Aim. To investigate the effects of FGM/C on the sexual function of women.
Methods. In a cross-sectional hospital based study, 150 circumcised women compared with 50
uncircumcised women. They were interviewed to fulfill the validated 19-item questionnaire of female
sexual function index (FSFI) and were subjected to gynecological examination.
Main Outcome Measure. Sexual functions adapted data and FSFI score.
Results. Circumcised women were mostly of rural residence, with lower education and younger age at
marriage. Type I FGM/C was the main type observed (84%). Scores of sexual desire, arousal, orgasm,
satisfaction and pain were comparable between circumcised and uncircumcised groups, while lubrication
score was significantly higher in the uncircumcised group. The total FSFI score demonstrated
nonsignificant difference between the circumcised group compared with the uncircumcised one (18.79 ±
5.68 vs 19.86 ± 5.22, P= 0.226). Type II group had significantly lower scores of desire and pain domains as
well as the total score. Uncircumcised women had higher lubrication and satisfaction domain scores. There
were nonsignificant differences in the arousal and orgasm scores between the three groups.
Conclusion. FGM/C may be a contributing factor to sexual dysfunction of women, especially type II.
Key Words: FGM/C, female sexuality, female sexual dysfunction, circumcision, clitoris.

INTRODUCTION
Sexual dysfunction adversely affects the quality
of life and it may often be responsible for
psychopathological disturbances, and yet it
remains a taboo subject in many countries(1).
Cultural and religious values, inadequate sex
education, restricted discussion with health
professionals about sexual problems, and
feelings of embarrassment may complicate the
women's chances of receiving help and
consultation from health care institutes(2,3).
Female genital mutilation/cutting (FGM/C) is
a problem in many developing countries where
it was declared that such practice is still
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common in 28 African countries affecting
around 137 million women worldwide and 2
million girls yearly (4). Although the strictly clinical
aspects of FGM are well known, with particular
reference to the clear and inevitable
consequences on the health of women
subjected to these procedures, data on the
actual
numerical
dimensions
of
this
phenomenon are not clear(5).
Female circumcisions procedure ranges from
excising minor skin parts around the clitoris to
(6,7)
almost partial removal of the vulva .
Removing of these sensitive genital parts is
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sexuality that is considered a major drawback of
such procedure(8,9).
According to the WHO typology, type I
clitoridectomy involving excision of the clitoral
prepuce, type II excision involving removal of
the clitoris and varying amounts of the labia
minora, type III infibulation being the most
severe involving partial closure of the vagina
after removing different parts of the vulva and
type IV encompasses other operations on the
external genitalia, including introcision, piercing
or incising the clitoris(10).
Traditionally, female sexual dysfunction
(FSD) associated with FGM included disorders of
desire/libido, arousal, pain/discomfort, and
inhibited orgasm(11,12). While epidemiologic data
are limited, the available estimates are that 43%
of women complain of at least one sexual
problem, while 11-33% of survey and clinical
samples fall within a specific problem
category(13).
This study aimed to investigate the effects of
female genital mutilation/cutting (FGM/C) on
the sexual function of women in a hospital
based study.

MATERIALS AND METHODS
This cross-sectional study included 150
circumcised women and 50 uncircumcised
women recruited from attendants of the
Gynecology Clinic, University hospital for various
reasons between September 2008 and May
2009 after Institutional Review Board (IRB)
approval. Exclusion criteria were; women >50
years, chronic medical illness, minor scarring on
the prepuce and neurological disorders for the
interrogative nature of the study.
After taking a formal consent from each
participant, assuring confidentiality of the study
results, all participants were interviewed to
fulfill a questionnaire through a structured
interview in addition to a gynecological
examination. They were interviewed in private
rooms, by the same interviewer, examined by
the same health practitioner.
Demographic questionnaire included; age of
marriage; parity and educational level.
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Circumcision questions included; age at which
the procedure was performed, performer
(physician or non-physician), use of anesthesia
and complications. Proposing the participant
was responsible during the time of procedure,
we asked about her opinion regarding the
motive and acceptance of performing the
operation, if she would like her daughter to be
circumcised, and who is the decision maker.
The last part of the questionnaire was about
Female Sexual Function Index (FSFI); desire,
arousal, orgasm, satisfaction and pain (14). The
FSFI is a validated 19-item questionnaire, selfadministered, screening questionnaire that
measures the aspects of sexual function in
women (desire, arousal, lubrication, orgasm,
satisfaction, and pain). Each question has 6
possible answers that describe the status of
sexual function during the last 4 weeks. For this
study, the Arabic translation was used.
Responses to each question related to the
previous month were reported and scored
either from 0 (no sexual activity) or 1 (suggestive
of dysfunction) to 5 (suggestive of normal sexual
activity). Individual domain scores are obtained
by adding the scores of the individual questions
that comprise the domain and multiplying the
sum by the domain factor provided in the FSFI
for each domain. The full scale score is obtained
by adding the six domain scores (minimum score
(15)
possible is 2 and the maximum is 36) .
Illiterate subjects completed their FSFI through
dictating the reviewer.
General examination was conducted to
exclude medical disorders followed by
examining the external genitalia to detect type
of circumcision, if any. In addition, per vaginal
examination was carried out to elicit vaginismus,
pain or abnormal vaginal discharge.

Statistical Analysis
Microsoft Excel 2003 (Microsoft Corporation,
NY, USA) and SPSS (Statistical Package for the
Social Science; SPSS Inc., Chicago, IL, USA)
version 15 for Microsoft Windows were used to
analyse data. Data were statistically described in
terms of mean  standard deviation ( SD),
frequencies (number of cases) and percentages
when appropriate. Comparison of quantitative
variables
between
circumcised
and
uncircumcised groups was done using Student t
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test for independent samples while comparison
between type I, type II and uncircumcised
groups was done and one way analysis of
variance (ANOVA) with posthoc multiple 2-group
comparisons tests. For comparing categorical
data, Chi square (2) test was performed. Exact
test was used instead when the expected
frequency is less than 5. A probability value (p
value) less than 0.05 was considered statistically
significant.

RESULTS
Demographic characteristics of the studied
groups demonstrated that the two groups were
of comparable age and number of children.
Circumcised group was mostly of rural
residence, with lower education and younger
age at marriage (Table 1).

Table 1. Demographic Data Of The Studied Groups
Circumcised
(n=150)

Uncircumcised
(n=50)

P
value

Age (mean ± SD, yrs)

36.8 ± 9.8

34.8 ± 8.5

0.199

Age at marriage (mean ± SD, yrs)

22.5 ± 4.2

24.7 ± 2.6

0.001*

No. of children (median, range)

3 (1-5)

3 (1-4)

0.732

Rural

72 (48%)

6 (12%)

< 0.001*

Urban

78 (52%)

44 (88%)

Illiterate

37 (24.7%)

2 (4%)

Read and write

43 (28.7%)

3 (6%)

Secondary school

43 (28.7%)

14 (24%)

University degree

27 (18%)

31 (62%)

Residence (n,%)

Education (n,%)
< 0.001*

*statistically significant difference
The main practitioner of circumcision was
the midwife or a nurse (especially in rural and
suburban areas). Most of the cases were carried
out without anesthesia where pain was the main
complication recalled by the participants.
Table 2. Characteristics Of Circumcised Group

Tradition followed by religion was thought to be
the motive to practice circumcision in 60% of
the studied sample where type I FGM/C was the
main type observed (84%), followed with type II
(16%) with no cases of type III FGM/C (Table 2).
n

Age at circumcision (mean ± SD years) (n = 138)

%
10.7 ± 1.4

Practitioner (n = 131)
Medical doctor(physician)

22

16.8%

Nurse

28

21.4%

Midwife

65

49.6%

Barber

16

12.2%

30

22.9%

Gender of practitioner (n = 131)
Male
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77.1%

Under anesthesia

30

22.6%

Without anesthesia

92

78.4%

None

67

51.1%

Pain

34

26.0%

Hemorrhage

22

16.8%

Urinary problem

6

4.6%

Tradition

49

32.7%

Religious

41

27.3%

Cleanliness

8

5.3%

Esthetic

10

6.7%

Marriage

42

28.0%

Mother

45

30.0%

Father

9

6.0%

Grandmother

14

9.3%

Doctor

19

12.7%

Agree

28

18.7%

Disagree

8

5.3%

112

74.7%

Type I

126

84.0%

Type II

24

16.0%

Type III

0

0

Use of Anesthesia (n = 122)

Complications (n = 129)

Motive (n = 150)

Decision maker (n = 87)

Husband's opinion about circumcision (n = 148)

Not Discussed
Type

Sexual function assessment of the desire
pattern among the two studied groups
demonstrated that, getting pleasure was the
main motive for having intercourse. Other
reported causes included; duty, pregnancy,
pleasure for husband. Frequency of sexual
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intercourse was comparable in the two groups
where desire score was comparable. Vaginal
lubrication was more frequent in the
uncircumcised women compared with the
circumcised one, as inferred from higher score
of lubrication domain of FSDI (Table 3).
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Table 3. Desire Pattern Among Studied Group (n, %)
Circumcised
(n=150)

Uncircumcised
(n=50)

P
value

Get pleasure

86 (57.3%)

29 (58%)

0.934

Others

64 (42.7%)

21 (42%)

Once a day to 2-3 times/week

89 (59.3%)

27 (54%)

Weekly to < once a month

61 (40.7%)

23 (46%)

39 (26.0%)

8 (16%)

0.149

0 (0%)

0 (0%)

0.171

Frequently

17 (11.3%)

9 (18%)

Infrequent

61 (40.7%)

18 (36%)

Others

52 (34.7%)

21 (42%)

Never

20 (13.3%)

2 (4%)

Desire Score

2.5 ± 0.87

2.68 ± 0.82

0.200

Always

37 (24.7%)

20 (40.0%)

0.050

Frequently

40 (26.7%)

16 (32.0%)

Infrequent

46 (30.7%)

12 (24.0%)

Rare

17 (11.3%)

2 (4.0%)

10 (6.7%)

0 (0.0%)

3.51 ± 0.77

4.08 ± 0.90

Motive for sexual intercourse

Frequency of sexual intercourse

Difficulty of lubrication

0.620

Sexual desire
Always

Lubrication

Never
Lubrication Score

< 0.001*

*statistically significant difference
Arousal pattern demonstrated that foreplay
was considered enough in the two studied
groups. The clitoris was the most excitable part
in the uncircumcised women where the breast
Table 4. Arousal Pattern Among Studied Group (n, %)

was the most excitable part in the circumcised
women. Arousal scores were insignificantly
different in the two groups (Table 4).

Circumcised
(n=150)

Uncircumcised
(n=50)

P
value

95 (63.3%)

33 (66%)

0.734

Clitoris

40 (26.7%)

20 (40%)

0.187

Breast

61 (40.7%)

18 (36%)

Others

49 (32.6%)

12 (24%)

Practicing enough foreplay
Excitable part
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Arousal
Always

44 (29.3%)

18 (36.0%)

Frequently

54 (36.0%)

19 (38.0%)

Infrequent

41 (27.3%)

10 (20.0%)

Rare

7 (4.7%)

2 (4.0%)

Never

4 (2.7%)

1 (2.0%)

Arousal Score

3.85 ± 0.99

4.02 ± 0.96

0.831

0.291

*statistically significant difference
Orgasm pattern showed that the
uncircumcised
women
group
reported
significantly higher frequency of having
spontaneous orgasm, capability of reaching
multi-orgasms and frequent satisfaction. Higher
percentage of circumcised group reported
difficulty to reach orgasm, but the difference

was statistically nonsignificant. Circumcised
women reported higher incidence of reaching
orgasm vaginally where uncircumcised women
reported higher incidence of reaching orgasm
externally and practicing different sexual
positions. Orgasm and satisfaction scores were
comparable in the two groups (Table 5).

Table 5. Orgasm And Satisfaction Patterns Among Studied Group
Circumcised
(n=150)

Uncircumcised
(n=50)

P
value

8 (5.4%)

16 (32%)

< 0.001*

Difficulty to reach orgasm

41 (27.3%)

8 (16%)

0.107

Having multi-orgasm

16 (10.8%)

8 (16.3%)

0.315

Vaginally

75 (50.0%)

17 (34%)

0.097

Externally

11 (7.3%)

7 (14%)

Both

64 (42.7%)

26 (52%)

67 (45%)

35 (70.0%)

0.002

Always

14 (9.3%)

4 (8%)

0.136

Frequently (> half the time)

53 (35.3%)

26 (52%)

Infrequent (< half the time)

57 (38%)

10 (20%)

Rare

21 (14%)

7 (14%)

Never

5 (3.3%)

3 (6%)

Orgasm Score

3.33 ± 0.95

3.42 ± 1.03

0.571

9 (6.0%)

7 (14.0%)

0.009

Frequently (> half the time)

48 (32.0%)

25 (50.0%)

Infrequent (< half the time)

63 (42.0%)

8 (16.0%)

Having spontaneous orgasm

How to reach orgasm

Changing positions of relation

*

Orgasm Scoring

Satisfaction Scoring
Always
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Rare

23 (15.3%)

8 (16.0%)

Never

7 (4.7%)

2 (4.0%)

3.23 ± 0.90

3.45 ± 1.05

Satisfaction Score

0.153

*statistically significant difference
Pain associated with the sexual relation was
experienced more frequently in the circumcised
group during or following vaginal penetration

compared with the uncircumcised one.
However, pain score was nonsignificantly
different in the two studied groups (Table 6).

Table 6. Sexual Pain Among Studied Group (n,%)
Circumcised
(n=150)

Uncircumcised
(n=50)

P
value

119 (79.3%)

31 (62.0%)

0.014*

Vaginally

89/119 (74.8%)

18/31 (58.1%)

0.290

Externally

8/119 (6.7%)

5/31 (16.1%)

22/119 (18.5%)

8/31 (25.8%)

11 (7.3%)

0 (0%)

Frequently

12 (8%)

3 (6%)

Infrequent

27 (18%)

10 (20%)

Rare

70 (46.7%)

27 (54%)

Never

30 (20%)

10 (20%)

2.36 ± 1.11

2.12 ± 0.80

Pain during relation
Cause of the pain

Trauma by the husband
Pain on vaginal penetration
Always

Pain Score

0.359

0.160*

*statistically significant difference
Comparison of type I circumcised females
Difficulty of lubrication as well as difficulty to
with type II demonstrated significant difference
reach orgasm were higher in cases that
regarding post-operative reported complications
underwent type II compared with type I
that were mainly pain and hemorrhage.
circumcision with significant difference (Table 7)
Table 7: Comparison Between Type 1 And II Circumcised Females (n, %)
Circumcised
(type 1)
(n=126)

Circumcised
(type 2)
(n=24)

P
value

Pain

26 (20.8%)

12 (48%)

0.002

*

Hemorrhage

19 (15.2%)

8 (32%)

0.033

*

Infection

0 (0%)

0 (0%)

Urinary problem

6 (5%)

2 (8%)

0.827

Difficult lubrication

29 (23%)

10 (40%)

0.098

Failure to reach orgasm

29 (23%)

12 (48%)

0.007*

Post-operative complication
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*statistically significant difference
The total FSFI score was 18.79 ± 5.68 in
circumcised groups compared with 19.86 ± 5.22
in uncircumcised group (P = 0.226). Comparison
of FSFI scores in circumcised women according
to the performed type showed that type II group
had significantly lower scores of desire and pain

domains as well as the total score.
Uncircumcised women had higher lubrication
and satisfaction domain scores. There were
nonsignificant differences in the arousal and
orgasm scores between the 3 groups (Table 8).

Table 8. Comparison Between Type I, II Circumcised Women And Uncircumcised Groups
Type I Circumcision
(n =126)

Type II Circumcision
(n =24)

2.6 ± 0.8

2.0 ± 0.9

Desire
Arousal

3.9 ± 1.0

a

3.5 ± 1.0

Uncircumcised Group
(n = 50)

P
value

2.7 ± 0.8

b

0.009

4.0 ± 1.0

b

0.024

a

0.037

Lubrication

3.6 ± 1.1

3.1 ± 1.3

4.1 ± 0.9

Orgasm

3.4 ± 0.9

3.0 ± 1.0

3.4 ± 1.0

0.594

Pain

2.4 ±1.1

1.9 ± 0.9

2.1 ± 0.8

0.579

Satisfaction

3.3 ± 0.9

2.9 ± 0.8

3.5 ± 1.1

0.337

Total

19.2 ± 5.6

16.5 ± 5.7

19.9 ± 5.2b

0.039

a

Significant difference compared with type I circumcised cases

b

Significant difference compared with type II circumcised cases

DISCUSSION
In this study, circumcised group was mostly of
rural residence, with lower education and
younger age at marriage where urban were less
likely to be circumcised than rural women
(16)

(17)

Similarly, Nicoletti
and Sundby
associated higher educational level of both
males and females and increased economic
prosperity with reduced incidence of FGM/C
among cultures where it has been traditionally
practiced. Afifi et al. (2009) in Egypt, proved the
association between women's empowerment
and education and the intention to discontinue
the practice of FGM/C for daughters where
young age was associated with intention to
discontinue the practice(18). Sayed et al. (1996)
reported that 5% of females <25 years
supported the continuity of FGC, while 16% of
those in the age group of 25-34 years old and a
dramatic 75% of those ≥35 years intended to
(19)
continue the practice . Dandash et al. (2001)
studied 352 girls between 14-16 years old in
Sharkia governorate in Egypt showing that
97.2% of the girls in rural areas were
Abd El-Naser et al., 2010

circumcised, compared with 81.9% of the girls in
urban areas (20). Mothers aged >40 years, those
married <20 years, housewives, illiterate
mothers, and those living in rural areas more
significantly practiced daughter circumcision.
Fathers' illiteracy and rural residence were the
factors most responsible for its continuation (21).
In fact, a definitive origin of FGM/C is
unknown, however it has been found
throughout history in many cultures where it is
strongly rooted and community-maintained
practice for which a variety of reasons are given
by families(22). In the circumcised group,
tradition was the main motive for the procedure
(23followed by religion going with many papers
24)
.
Regarding sexual function, there was
nonsignificant difference between the two
studied groups in the desire, arousal, orgasm
and pain domains. Meanwhile, uncircumcised
women had significantly higher lubrication and
satisfaction scores. El-Defrawi et al. (2001)
suggested that circumcision has a negative
impact on a woman's psychosexual life raising
common problems; vaginal dryness during
Original Research 72
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intercourse (48.5%), lack of sexual desire (45%),
less pleasure (49%), less orgasm and having
difficulty to reach orgasm (60.5%)(25). Elnashar
and Abdelhady (2007) demonstrated that
dyspareunia, loss of libido, failure of orgasm and
husband's dissatisfaction were commonly
(26)
encountered among circumcised women . In
accordance with these findings, Hassanin et al.
(2010) reported a high prevalence of sexual
(27)
dysfunction in circumcised women .
Worth mentioning, 86% of the investigated
circumcised group had type I circumcision which
is the simplest form of the procedure. However,
sexual problems were more common among
type II circumcised group; having significantly
lower scores of desire, pain and total score. No
cases of infibulations were observed in the
studied group, Uncircumcised women had total
scores comparable to those with type I
circumcision. In fact, all groups had relatively
low scores.
An important limitation of this study is the
investigated sample that included only women
attending the gynecologic clinic for health
problems. In addition, socio-demographic
variation might affect the self-assessment of
sexual problems encountered.
It is concluded that FGM/C may be a
contributing factor to FSD especially if type II or
more is practiced, being type dependent.
Population based studies is recommended to
evaluate this problem to avoid the bias
generated by hospital-based samples.
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