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Abstract 

Introduction Female sexual dysfunction is commonly neglected, under-investigated, and under-treated in Ethio-
pia. Therefore, this study aimed to determine the prevalence and its associated factors of female sexual dysfunction 
among reproductive-aged women at Gurage zone hospitals, in southern Ethiopia.

Methods An institutional-based cross-sectional study was conducted among 424 reproductive-age group women. 
A systematic random sampling method was employed and structured questionnaires were used to collect the data 
through a face-to-face interview. Data were entered into EpiData version 4.6 and analyzed by SPSS version 25.0. 
Descriptive statistics, and bivariable, and multivariable logistic regression were conducted. Statistical significance 
was declared at a p-value of < 0.05.

Result Four hundred two participants completed the interview with a response rate of 94.8%. Arousal dysfunc-
tion 91.0% and pain during sexual intercourse 39.3% were the most and the least prevalent domains of female 
sexual dysfunction respectively. Overall 32.1% of the respondents had female sexual dysfunction. Body mass index 
(AOR = 3.6; 95% CI: 1.2, 10.8), history of pelvic surgery (AOR = 3.5; 95% CI: 1.3, 9.2), marriage satisfaction (AOR = 3.9; 95% 
CI: 1.4, 1o.6), a satisfaction of spouses’ sex ability (AOR = 3.1; 95% CI: 1.2, 8.5), breastfeeding (AOR = 3.3; 95% CI: 1.6, 7.0), 
and mode of delivery [vaginal delivery with tear and episiotomy (AOR = 3.7; 95% CI: 1.6, 8.8), instrument assisted vagi-
nal delivery (AOR = 7.0; 95% CI: 1.2, 39.8)], were statistically associated with female sexual dysfunction. All-encompass-
ing professional counseling addressing psychological and interpersonal acts and weight management interventions 
are needed for couples to maintain sexual functioning.

Keywords Female sexual dysfunction, Reproductive age women, Gurage zone, Ethiopia

Plain language summary 

Four hundred two participants completed the interview making the response rate 94.8%. About 247 (61.4%) respond-
ents were under the age of 30 with a mean age of 28.14 ± 6.33 years. Arousal dysfunction was the most prevalent 366 
(91.0%) domain of female sexual dysfunction while pain during sexual intercourse 158 (39.3%) was the least reported 
domain of female sexual dysfunction. Overall, in this study about 129 (32.1%) of the respondents had female sexual 

*Correspondence:
Fentahun Tamene Zeleke
fentu2011@gmail.com
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12889-023-16938-4&domain=pdf


Page 2 of 13Zeleke et al. BMC Public Health         (2023) 23:2029 

dysfunction. Body mass index, history of pelvic surgery, marriage satisfaction, satisfaction of spouses’ sex ability, 
breastfeeding7, and mode of delivery were statistically associated factors with female sexual dysfunction in mul-
tivariable analysis. All-encompassing professional counseling that addresses psychological and interpersonal acts 
and the importance of weight management interventions is needed for couples to maintain sexual functioning.

Background
 Sexual life is a natural and complex element of human 
behavior, which is determined by numerous physi-
ological, psychological, and social factors [1–3]. World 
Health Organization defines sexual health as “physical, 
emotional, mental, and social well-being concerning 
sexuality, not merely the absence of disease, dysfunc-
tion, or infirmity” [4]. It is thought that female sexual 
function is composed of a set of domains, including 
desire, genital excitation (lubrication), orgasm, satis-
faction, and pain [5]. Thus, sexual dysfunction is a dis-
turbance in these sex response cycles that do not allow 
the achievement of the expected outcome [6]. There 
are varieties of causal factors that lead to female sex-
ual dysfunction (FSD). These include anatomical, hor-
monal, neurological, psychological, or sociocultural 
factors and medications or drug abuse [2, 7]. Besides 
these factors, sexual intercourse is not only influenced 
by the integrity of the genital tract but also by the lim-
bic system and the excitation centers of the spine [8, 
9]. An important element of sexual desire in women is 
reactive instead of spontaneous. As a result, women’s 
motivation and ability to find and respond to sexual 
excitement and subsequent sexual desire are crucial but 
complex [8–10]. In continuing relationships, a woman’s 
motivation appears to be largely influenced by her inti-
macy with her partner and her desire to improve it. It 
fits well with the way mental excitement finds the sex-
ual stimulus and its context and poorly with changes in 
objective genital blood flow [9–13].

The prevalence of FSD varies by community, with the 
global prevalence ranging from 35.4 to 62.1% [6, 14, 15]. 
A systematic review and meta-analysis conducted in 2016 
showed that the prevalence of FSD in 215,740 reproduc-
tive-age women over the world was 41% [16]. In the USA, 
30 to 50% of women suffer from sexual dysfunction. Lack 
of interest in sex, inability to attain orgasm, pain during 
sex, and sex that is not pleasurable account for 27–32%, 
22–28%, 8–21%, and 17–27% of all dysfunctions in the 
USA, respectively [17]. The prevalence of sexual dysfunc-
tion among reproductive-age women in Iran was found 
to be 52% [18]. According to a Nigerian cross-sectional 
survey, 89% of reproductive-age women have at least one 
form of sexual dysfunction [17].

Although sexual dysfunction is more common, only 
a small number of women seek counseling or therapy 

for it [7, 19, 20]. This is because of societal and cultural 
hurdles, taboos, and misconceptions about sexual con-
cerns, particularly in Africa. Indeed, discussing sexual 
issues with children and adolescents is taboo in most 
African countries including Ethiopia [15, 18, 21].

Sexual dysfunction is typically multifaceted with socio-
economic, biological, medical, and psychological factors 
all playing a role [15, 17, 22, 23]. In addition, hormonal 
and physiological changes, cultural and ethical difficul-
ties, religious views, misconceptions and fears, and the 
changing structure of women’s roles have all been docu-
mented to have an impact on women’s sexual lives [19].

Age, religion, and working hours of more than 8 per 
day were found to be significant related factors for FSD 
[20, 24–27]. Poor physical health, abortion, female geni-
tal mutilation, vaginal delivery with sutures, relation-
ship unhappiness, and sexual assault were identified 
as risk factors for FSD in a study done in Germany [2]. 
Another study in China demonstrated that dissatisfac-
tion with the spouse’s sexual ability, spouse’s sexual dif-
ficulties, dissatisfaction with married life, living in a rural 
area, chronic pelvic pain, chronic disease, previous pel-
vic surgery, vaginal delivery, and lower education were 
associated with FSD [22]. A longitudinal study of Ira-
nian women found that the length of marriage, the pres-
ence of an episiotomy, and contraception methods were 
all factors associated with FSD [28]. A study conducted 
among Saudi Women identified that only age, low family 
income, and dissatisfaction with a spouse’s sexual ability 
sustained independent significant factors in a multivari-
ate logistic regression analysis [25]. Studies conducted in 
Nigeria showed that age, years of relationship, number 
of children alive, and parity were significantly associated 
with FSD [6, 17]. However, other studies in Nigeria dem-
onstrated that family income, being overweight or obese, 
being diabetic or hypertensive, religion, ethnic group, 
and educational qualification had no significant associa-
tion with FSD [15, 17]. A study conducted in southwest 
Ethiopia among diabetic patients demonstrated that 
age, educational level, and physical activity were signifi-
cantly associated with sexual dysfunction among dia-
betic patients [29]. Studies on FSD and its socio cultural 
behavior are lacking in Ethiopia, particularly at Gurage. 
Hence, the epidemiology of FSD and its associated fac-
tors in Ethiopian women is largely unknown. Under-
standing female sexual satisfaction and its associated 
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factors would facilitate efforts to promote the quality of 
life among Ethiopian women.

Female sexual dysfunction has a detrimental impact 
on public health because it impairs the quality of life and 
physical well-being of women [17, 30, 31]. It hurts self-
esteem and has put a strain on family relationships, caus-
ing frustration, agony, anxiety, and depression [17]. It also 
causes marital infidelity, which leads to an increase in the 
frequency of sexually transmitted illnesses, emotional 
suffering, and interpersonal relationships [17, 25, 32]. 
This is particularly true in African societies, where the 
majority of discussions concerning female sexual health 
are frowned upon [20, 21]. This is also obvious in learn-
ing institutions, where a lack of sex education, as well as 
religious and sociocultural factors, tend to influence sex-
ual attitudes [24].

Women’s sexual dysfunction is frequently neglected, 
under-identified, and undertreated by healthcare pro-
fessionals, despite its high prevalence and considerable 
impact on life [24, 26, 33]. Regardless of the numerous 
studies on FSD conducted around the world, this is not 
the case in Sub-Saharan Africa [34]. Existing studies, 
particularly in Ethiopia, are carried out in hospitals, pri-
marily among people who have chronic illnesses [1, 29, 
35]. It is a typical question about the extent of FSD and 
its associated factors among reproductive-aged women. 
Thus, this study aimed to determine the prevalence and 
its associated factors of FSD among reproductive-aged 
women attending Gurage zone hospitals, in southern 
Ethiopia.

Methodology
Study area and period
This study was conducted at governmental public hospi-
tals in the Gurage zone, southern Ethiopia. Gurage Zone 
is one of the administrative zones of SNNPR in Ethiopia. 
It is divided into 16 districts and 5 town administrations 
where Wolkite town is the zone’s capital. Gurage Zone 
has a total population of 1,635,311 people, with 842,065 
women and 793,246 men, according to the Ethiopian 
Central Statistical Agency’s 2017 population forecast 
[36]. The zone’s total population is served by five govern-
mental public hospitals and two private hospitals. Five of 
the zone’s hospitals are primary care facilities, one is a 
general zonal hospital, and one is a university-specialized 
teaching hospital. The study was conducted from 09 to 
2023 to 10 March 2023.

Study design and population
An institution-based cross-sectional study was con-
ducted at hospitals in the Gurage zone, southern Ethio-
pia. All reproductive-age women who visited hospitals 

in the Gurage zone during data collection time were the 
source population in this study.

Inclusion and exclusion criteria
All married reproductive-aged women who visited Gurge 
zone hospitals during data collection were included in 
this study.

Women currently not living with the spouse, pregnant 
women, and women within 6 weeks of postpartum were 
excluded. Women who had undergone major pelvic sur-
gery within the last 4 weeks or planned to undergo major 
pelvic surgery and women with a known mental disorder 
were also excluded from this study.

Sample size determination
The sample size was determined by using a single popu-
lation proportion formula with the assumption of a 95% 
confidence interval, 5% precision, and taking the preva-
lence of sexual dysfunction 50% due to the lack of previ-
ous local studies among this group of population

 Where,

➢ ➝ n= sample size
➢ ➝ Z = critical value for normal distribution at 
95% confidence level which equals 1.96 (z value at 
α = 0.05).
➢ ➝ P = (Proportion of sexual dysfunction 50%).

❖  ➝ To compensate for non-response 10% was 
added making a total sample size of 424 reproduc-
tive-age women.

The sample size for the second objective was deter-
mined by Epi info software version 7.2 using significant 
factors from the study conducted in Cameroon and 
Saudi by considering the following assumptions: 95% 

n = Z
a

2

2

x P (1− p) /d2

n =

[

(1.96)2x (0.5) (1− 0.5)

]

/(0.05)2

n =

[

(1.96)2x (0.5) (0.5)

]

/(0.05)2

n = 385
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confidence interval, 80% power, 1 ratio of unexposed to 
exposed (Table 1).

Sampling technique and procedures
Totally 1185 reproductive-aged women had visited fam-
ily planning, gynecologic, and outpatient clinics of all 
governmental public hospitals in a Gurage zone within 
two months. Using this total population we distributed 
a calculated sample size with probability proportional 
allocation to the size of reproductive-age women in each 
hospital. Then after systematic random sampling method 
was used to select the study units in each hospital. With 
this method, we draw the sampling unit every 2 values, 
since the calculated k value was 2 which is obtained by 
dividing the total population by the total sample size 
(Fig. 1).

Data collection method
A structured questionnaire was prepared according to 
the objectives of the study from previous relevant works 
of literature in the English language and adapted to the 
local context [6, 14, 15, 19, 21, 23–25]. Contextualizing 
the variables and translating the questionnaire into the 
local Amharic language were steps in the adaption pro-
cess. The Amharic version was retranslated into English 
to ensure consistency. Additionally, face validity was 
checked. The questionnaire contains six parts including 
socio-demographic characteristics, gynecologic profile, 
obstetric profile, questions concerning general medi-
cal health and lifestyle, questions concerning the sexual 
relationship with spouse, and questions that were used 
to determine the female sexual function index. Twenty-
three BSc holders collected data under the supervision of 
seven supervisors. Data were collected through a face-to-
face interview in a separate room.

Dependent variable
Prevalence of sexual dysfunction.

Independent variable
The independent variables in this study were grouped 
into socio-demographic features, gynecologic factors, 
obstetric factors, general health conditions and lifestyle, 
and sexual life characteristics. Variables listed under 
socio-demographic features include age, religion, eth-
nicity, residence, educational level, occupation, housing 
situation, marriage duration, couples’ age differences, 
monthly family income, and BMI. The gynecologic-
related factors include female genital mutilation, age at 
coitarche, genital tract infection, pelvic surgery, fam-
ily planning method, menstrual cycle, and history of 
sexual assault. Variables grouped under obstetric factors 
include parity, number of live children, sexual resump-
tion after delivery, breastfeeding, and mode of delivery. 
Variables included under general health conditions and 
lifestyle were chronic medical diseases, daily workload, 
and physical exercise. Lastly, variables under sexual life 
characteristics include marriage satisfaction, the spouse’s 
sexual difficulties, and satisfaction with the spouse’s sex-
ual ability.

Data measurement
The female sexual function index (FSFI) was used to 
assess sexual function, and it is a valid questionnaire with 
a high level of reliability ranging from 0.76 to 0.93 [15, 
19, 37–40]. The FSFI as part of the questionnaire used in 
this study had 19 multiple-choice items and was designed 
to gather information on female sexual functioning dur-
ing the previous four weeks. With this tool, the six main 
domains of sexual function including desire, arousal, 
lubrication, orgasm, satisfaction, and pain were assessed 
[37].

Questions 1, 2, 15, and 16 were assessed with a Lik-
ert scale from 1 to 5, while the others were scored on a 
six-point Likert scale ranging from 0 to 5. Then, each 
of the six domains of sexual function was calculated by 

Table 1 Sample size calculation by taking significant factors from the previous study

This is not an adequate sample as compared with the previous one. Thus the final sample size for this study was 424.

Factor Category FSD OR Sample size
with 10% non-response 
rate

Reference

Yes No

Marital status Married 3 18 3.5 132 + 14 = 146  [24, 25]

Not married but in a 
relationship

82 140

Chronic disease Yes 28 21 1.4 296 + 30 = 326

No 143 213

Satisfaction with spouse’s 
sexual ability

Dissatisfied 20 3 1.5 80 + 8 = 88

Fair/satisfied 100 77
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summing each domain’s score and multiplying the result 
by the domain factors (Table 2).

Participants were classed as having difficulties in 
that area if their domain scores were less than 4.28 on 
desire, 5.08 on arousal, 5.45 on lubrication, 5.05 on 

orgasm, 5.04 on satisfaction, and 5.51 on pain. The FSFI 
total score, which ranges from 2 to 36, is based on the 
sum of the six categories, and a cutoff score of 26 or 
less was used to identify women with sexual dysfunc-
tion [15, 19, 39, 41].

Wolkite 
university 
specialized 

hospital

209

75

Butajira 
general 
hospital

405

145

Agena primary 

hospital 

174

62

424

Bue primary 
hospital 

196

70

Gunchire 
primary
hospital

201

72

Total participants visited in each hospital within two 

months

Proportionally allocated sample size in each 

hospital 

Total sample size 

Fig. 1 Proportional allocation and sampling procedure

Table 2 Score range and factor to calculate each domain’s score

Domain Questions Factor Minimum score Maximum score Possible score 
range

References

Desire 1 and 2 0.6 1.2 6 1–5  [19, 42]

Arousal 3, 4, 5, and 6 0.3 0 6 0–5

Lubrication 7, 8, 9, and 10 0.3 0 6 0–5

Orgasm 11, 12, and 13 0.4 0 6 0–5

Satisfaction 14, 15, and 16 0.4 0.8 6 0 or 1–5

Pain 17, 18, and 19 0.4 0 6 0–5
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Data quality control
The questionnaire was adapted from previous different 
kinds of literature. The pretest of the instrument was 
done before the actual data collection period at Durame 
General Hospital, which is out of the study area, among 
5% [22] of the study participants. Accordingly, adjust-
ments in the sequence and wording of the questionnaire 
were made based on the results of the pre-test. Two-day 
training about the objectives and process of the data col-
lection was given to data collectors. Trained supervisors 
supervised the data collectors daily for the completeness 
and consistency of the filled questionnaires. In addition, 
the data was thoroughly cleaned and carefully entered 
into a computer for the beginning of the analysis.

Data processing and analysis
Data were coded and entered into EpiData Manager 
version 4.6 and then exported to SPSS version 25.0 for 
analysis. During analysis, data was edited and cleaned 
for inconsistencies and analyzed using SPSS 25 statisti-
cal software. Descriptive statistics like frequencies and 
percentages were presented with texts, tables, and sim-
ple bar graphs. Bivariable logistic regression analysis was 
performed to see the association between each independ-
ent variable and the outcome variable. Independent vari-
ables with 𝑝-value of ≤ 0.25 in binary logistic regression 
and deemed important variables by the researcher were 
entered into multivariable logistic regressions for not to 
leave important variables. Multi-collinearity was checked 
by using the Variance Inflated Factor (VIF), which ranges 
from 1.010 to 1.199. Model fitness was checked using 
the Hosmer-Lemeshow test. Association was described 
using an adjusted odds ratio along with 95% CI and 
p-value < 0.05 was considered statistically significant.

Result
Socio-demographic characteristics
A total of 402 participants completed the interview with 
a response rate of 94.8%. The majority, 247 (61.4%) of 
the respondents were below age 30 with a mean age of 
28.14 ± 6.33 years. About 232 (57.7%) and 146 (36.3%) 
of the participants were Islamic and Orthodox Tewa-
hido Christianity religion followers respectively. Regard-
ing their ethnic group, 293 (72.9%) of the respondents 
belonged to the Gurage ethnic group followed by Mareqo 
40 (10%) ethnic groups. About 243 (60.4%) participants 
were urban residents, 145 (36.1%) completed their pri-
mary education, 205 (51%) participants had shared one 
bed with their babies, and about 291 (72.4%) were house-
wives. The mean age difference between couples was 
7.8 ± 3.9 years. The length of marriage for the major-
ity was below 5 years with the mean length of marriage 
8.98 ± 7.49 years. The daily workload for 152 (37.8%) 

of the respondents was more than 8  h while only 23 
(5.7%) had practiced regular physical exercise. The aver-
age monthly family income was 4864.9 ± 2510.3 Ethio-
pian birrs and the majority’s 261 (64.9%) monthly family 
income was below 5250 Ethiopian birrs (Table 3).

Gynecologic, obstetric, and general health profiles
The majority of 310 (77.1%) of the respondents had a 
history of female genital mutilation. The mean age of 
the respondents at Coitarche was 19.3 ± 3.1 years and 
11(2.7%) of the respondents had a history of sexual 
assault. About 30 (7.5%) and 41 (10.2%) of the respond-
ents had a history of genital tract infection and pelvic 
surgery within the previous 24 months respectively. 
One hundred thirty-two (32.8%) had utilized modern 
family planning methods within the last 12 months. The 
great majority 348 (86.6%) of the respondents had given 
birth before and 48 (11.9%) of the respondents had more 
than five children. Of those who delivered 199 (57.2%) 
delivered their last baby vaginally without tear/episi-
otomy and 247 (71%) were feed breast for their baby 
during data collection time. Twenty-eight (7.0%) of the 
participants had a history of chronic medical diseases 
within the previous 12 months and of these hyperten-
sion accounts for 15 (53.6%) followed by DM 11 (39.3%) 
and TB 2 (7.1%). Regarding participants’ body mass 
index about 73 (18.2%) and 77 (19.2%) of the respond-
ents were underweighted and overweighed respectively 
(Table 4).

Marital and sexual life
About 62 (15.4%) of the respondents were dissatisfied 
with their marriage. Of those who delivered 305 (87.6%) 
participants resumed their sexual practice within 5–8 
weeks. About 30 (7.5%) of the respondents were reported 
that their partners had diagnosed with sexual dysfunc-
tion and 55 (13.7%) were dissatisfied with their spouses’ 
sexual ability (Fig. 2).

Female sexual dysfunction
In this study, arousal dysfunction was the most preva-
lent 366 (91.0%) domain of FSD while pain during sex-
ual intercourse 158 (39.3%) was the least reported type 
of FSD. Overall, in this study about 129 (32.1%) of the 
respondents had FSD (Fig. 3).

Factors associated with female sexual dysfunction
On bivariable logistic regression analysis body mass 
index, length of the marriage, couple’s age difference, his-
tory of genital tract infection, history of pelvic surgery, 
the feature of the menstrual cycle, daily workload, mar-
riage satisfaction, a satisfaction of spouses’ sex ability, 
breastfeeding, housing situation, and mode of delivery 
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were significantly associated with FSD (p < 0.05). Body 
mass index, length of the marriage, history of pelvic sur-
gery, marriage satisfaction, the satisfaction of spouses’ 
sex ability, breastfeeding, and mode of delivery were con-
tinued statistically associated with FSD (P < 0.05) in mul-
tivariable analysis.

This study showed that the odds of FSD were 3.6 times 
(AOR = 3.62; 95% CI = 1.22, 10.77) higher among those 
overweighed respondents as compared to those who had 
normal body mass index. This is due to that increased 
BMI can result in lower body image, which can affect 
sexual functioning in significant ways. However, some 
studies argued this finding by concluding that there is 
no difference in mean FSFI scores between subjects with 
normal BMI and overweight ones [42].

Participants who had a history of pelvic surgery were 
3.5 times (AOR = 3.46; 95% CI = 1.3, 9.2) more likely to 
develop FSD as compared to their counterparts. This can 
due to surgery through the vagina can leave scar tissue 
that could modify the sexual function of patients. On the 
other hand, dissection near the hypogastric plexus in the 
abdominal approach can also have an impact on sexual 
function [43].

Participants who had chronic medical diseases were 
10.6 times (AOR = 10.58; 95% CI = 2.58, 43.34) more 
likely to develop FSD as compared to their counterparts. 
Chronic medical diseases can affect sexual life directly by 
disrupting normal functioning including body hormones 
and indirectly by bringing a reduction of self-image, 
depression, and body impairment. Those participants 

Table 3 Socio-demographic features of reproductive-age women in Gurage zone, southern Ethiopia from 09 January 2023 to 10 
March 2023 (N = 402)

Characteristics Category Frequency Percentage

Age category < 30 247 61.4

30–35 106 26.4

36–40 31 7.7

> 40 18 4.5

Religion Muslim 232 57.7

Orthodox Tewahido Christianity 146 36.3

Other 24 6.0

Ethnicity Gurage 293 72.9

Mareqo 40 10.0

Others 69 17.2

Occupation Housewife 291 72.4

Government employee 47 11.7

Employed in the private sector 22 5.5

Merchant 32 8.0

Others 10 2.5

Educational status Can’t read and write 105 26.1

Primary 145 36.1

Secondary 96 23.9

College/University 56 13.9

Housing situation Large house (more than one bedroom) 205 51.0

Small house (One bedroom for them and their children) 197 49.0

Couples’ age difference < 5 73 18.2

5–10 252 62.7

> 10 77 19.2

Length of marriage < 5 138 34.3

5–10 131 32.6

> 10 133 33.1

Daily workload Less than 8 h 250 62.2

Above 8 h 152 37.8

Monthly family income < 5250 EB 261 64.9

≥ 5250 EB 141 35.1
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who were dissatisfied with their marriage were 3.9 times 
(AOR = 3.88; 95% CI = 1.42, 10.60) more likely to develop 
FSD as compared to those who were satisfied with their 
marriage. Those participants who were dissatisfied with 
their spouses’ sexual ability were 3.1 times (AOR = 3.15; 
95% CI = 1.66, 8.50) more likely to develop FSD as com-
pared to those who were satisfied with their spouses’ 
sexual ability. Those participants who fed breasts to their 

children were 3.3 times (AOR = 3.32; 95% CI = 1.58, 6.98) 
more likely to develop FSD as compared to those who did 
not breastfeed. Those participants who delivered their 
last child with tears/episiotomy and instrument were 3.7 
(AOR = 3.72; 95% CI = 1.57, 8.80) and 7.0 (AOR = 7.04; 
95% CI = 1.24, 39.8) times more likely to develop FSD as 
compared to those who delivered vaginally without tears/
episiotomy respectively (Table 5).

Table 4 Gynecologic, obstetric, and general health profiles of reproductive-age women in Gurage zone, southern Ethiopia from 09 
January 2023 to 10 March 2023 (N = 402)

Characteristics Category Frequency Percentage

Age at coitarche in years < 18 130 32.3

≥ 18 272 67.7

Feature of the menstrual cycle Regular 345 85.8

Irregular 57 14.2

Mode of delivery for the last baby Vaginal delivery without tears/episiotomy 199 49.5

Vaginal delivery with tears/episiotomy 88 21.9

Instrumental delivery 18 4.5

Cesarean section 43 10.7

No delivery at all 54 13.4

Number of children 1–2 172 42.8

3–5 128 31.8

> 5 48 11.9

Type of utilized family planning method COC 17 12.9

Depo 58 43.9

Implant/jadelle 40 30.3

IUCD 13 9.8

Others 4 3.0

Body mass index 18.5–24.9 252 62.7

< 18.5 73 18.2

25>= 77 19.2

Fig. 2 Marital and sexual status of reproductive-age women in Gurage zone, southern Ethiopia from 09 January 2023 to 10 March 2023 (N = 402)
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Fig. 3 Prevalence of sexual dysfunction among reproductive-age women in Gurage zone, southern Ethiopia from 09 January 2023 to 10 March 
2023 (N = 402)

Table 5 Factors associated with FSD among reproductive-age women in Gurage zone, southern Ethiopia from 09 January 2023 to 10 
March 2023 (N = 402)

* Significant (p < 0.05); ** highly significant (p < 0.01); VDWOT&E-vaginal delivery without tear and episiotomy; VDWT&E- vaginal delivery with tear and episiotomy

Variables Category FSD  Bivariable Analysis  Multivariable Analysis

Yes No OR 95% CI AOR 95% CI

Body mass index 18.5–24.9 58 194 1 1 1 1

25>= 47 30 5.2 3.0–9.0 ** 3.6 1.2–10.8 *

Couples’ age difference < 5 14 59 1 1 1 1

5–10 82 170 2.0 1.0-3.9 * 0.91 0.4–2.3

> 10 33 44 3.2 1.5–6.6 ** 1.3 0.4–4.3

History of STI Yes 17 13 3.0 1.4–6.4 ** 0.82 0.3–2.6

No 112 260 1 1 1 1

History of pelvic surgery Yes 26 15 4.3 2.2–8.5 ** 3.5 1.3–9.2 *

No 103 258 1 1 1 1

Menstrual cycle Regular 103 242 1 1 1 1

Irregular 26 31 2.0 1.1–3.5* 1.7 0.7-4.0

Daily workload < 8 h 67 183 1 1 1 1

> 8 h 62 90 1.9 1.2–2.9** 1.3 0.6–2.5

Marriage satisfaction Satisfied 84 256 1 1 1 1

Dissatisfied 45 17 8.0 4.4–14.8 ** 3.9 1.4–10.6 **

Satisfaction with spouses’ sexual 
ability

Satisfied 94 253 1 1 1 1

Dissatisfied 35 20 4.7 2.6–8.6 ** 3.1 1.2–8.5 *

Breastfeeding Yes 96 151 2.4 1.5–3.7 ** 3.3 1.6-7.0 **

No 33 122 1 1 1 1

Housing situation Large house 43 162 2.9 1 1 1

Small House 86 111 1 1.9–4.5 ** 1.4 0.6–3.1

Mode of delivery VDWOT&E 54 145 1 1 1

VDWT&E 40 48 2.2 1.2–3.8 ** 3.7 1.6–8.8 **

Instrumental 14 4 9.4 3.0-29.8 ** 7.0 1.2–39.8 *
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Discussion
Prevalence of female sexual dysfunction
This study shows that arousal dysfunction 91.0% (87.8-
93.6%) was the most prevalent domain of FSD. A cross-
sectional study conducted in Nigerian and Iranian 
supports this finding [18, 23, 44]. This result is incon-
sistent with a finding found from a similar study con-
ducted among Iranian women in which sexual desire 
was the most frequent domain of FSD [14]. Overall, 
in this study 32.1% (27.5-36.9%) of the respondents 
had FSD. This finding is lower than a study conducted 
on Iranian and Turkish women that shows 85.95% and 
74.3% of participants had FSD respectively [19, 44]. This 
difference could be because of differences in the study 
population characteristics. Participants in the cur-
rent study were all reproductive-aged women whereas 
the previous studies had conducted only among post-
partum women. Evidence showed that FSD is more 
prevalent among this group of population (women 
in the post-partum period) as compared to the gen-
eral reproductive-aged group [19]. It is also lower than 
a study conducted in Egypt that shows 50.1% of the 
respondents had FSD [20]. This difference could be due 
to differences in determining cutoff points for FSD. Our 
study declared FSD when the FSFI score was less than 
26 whereas the previous study considered women with 
FSFI scores less than 23 had FSD. Our study finding was 
also lower than the study conducted on Singaporean 
and Iranian women which shows 43.2% and 62.1% of 
women had faced FSD [45]. This could be due to differ-
ences between participants’ characteristics. In previous 
studies, women beyond reproductive age were included 
which might increase the FSD prevalence [14, 45].

Factors associated with female sexual dysfunction
This study showed that the odds of FSD were 3.6 times 
(AOR = 3.62; 95% CI = 1.22, 10.77) higher among those 
overweighed respondents as compared to those who 
had normal body mass index. Similarly, several studies 
reported the existence of an association between obesity 
and sexual inactivity. A case-control study conducted in 
Iran observed particularly that there was a strong and 
inverse correlation between BMI and arousal, lubrica-
tion, and orgasm [46–48]. Inconsistent with our study 
finding some studies had failed to show the association 
between FSD and BMI [49, 50]. Another factor influenc-
ing female sexual function was the length of marriage. In 
the present study participants who had a history of pel-
vic surgery were 3.5 times (AOR = 3.46; 95% CI = 1.3, 9.2) 
more likely to develop FSD as compared to their coun-
terparts. This finding is supported by a study conducted 
in Beijing, China [22]. The possible explanation could be 

due to damage to the pelvic nerves or blood vessels dur-
ing the procedure, inflammation, and fibrosis after the 
surgery, and mental issues related to the surgery. Sup-
porting the result of a study conducted in China [22] our 
study finding revealed that participants who were dis-
satisfied with their marriage were 3.9 times (AOR = 3.88; 
95% CI = 1.42, 10.60) more likely to develop FSD as 
compared to those who were satisfied with their mar-
riage. This is due to that; sexual intercourse/satisfaction 
is a combined effect of physical, psychological, and social 
readiness. According to the present study participants 
who were dissatisfied with their spouses’ sexual ability 
were 3.1 times (AOR = 3.15; 95% CI = 1.66, 8.50) more 
likely to develop FSD as compared to those who were sat-
isfied with their spouses’ sexual ability. Other pieces of 
evidence conducted in different areas also confirmed this 
finding [51, 52]. As the spouse’s sexual ability decreases 
female affection toward the spouse might be affected 
which in turn decreases female sexual libido even exceed-
ing the influence of hormones [22]. The current study 
showed that women who fed breasts to their children 
were 3.3 times (AOR = 3.32; 95% CI = 1.58, 6.98) more 
likely to develop FSD as compared to those who were sat-
isfied by their spouses’ sexual ability. Studies conducted 
in Brazil, and Hungary confirmed the significant associa-
tion between breast-feeding and FSD [53, 54]. Another 
study also showed that sexual activity in lactating women 
resumes later than those who do not breastfeed and they 
complained of more pain during intercourse than other 
non-lactating women [55–57]. In contrast to this, a study 
conducted in Iran showed the presence of a direct cor-
relation between breastfeeding and increased desire 
[58]. This could be due to an increment of prolactin and 
decreased level of estrogen and progesterone hormones 
that lead to vaginal dryness, atrophy, and reduction in 
the level of vaginal lubrication causing dyspareunia [57, 
59]. The result of this study showed that participants 
who delivered their last child with tears/episiotomy and 
instrument were 3.7 (AOR = 3.72; 95% CI = 1.57, 8.80) 
and 7.0 (AOR = 7.04; 95% CI = 1.24, 39.8) times more 
likely to develop FSD as compared to those who delivered 
vaginally without tears/episiotomy respectively. Similarly, 
a study conducted on Spanish women showed the exist-
ence of a significant association between instrumental 
delivery and FSD [60]. Similarly, studies demonstrated 
that the association between instrumental delivery and 
FSD due to the increased risk of injuries that may occur 
with this type of intervention during delivery [61, 62]. 
Another study also reported that women with medio-
lateral episiotomy were experienced decreased desire, 
arousal, and vaginal lubrication probably due to fears of 
perineal damage, which may lead to dissatisfaction as 
well as anorgasmia [63]. On the other hand, some studies 
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show the absence of a direct association between episi-
otomy and FSD rather it protects by reducing the risk 
of third and 4th degree tears, which are causes of sexual 
dysfunction [26, 64, 65].

Conclusion
Four hundred-two participants completed the interview 
with a response rate of 94.8%. The majority, 247 (61.4%) 
of the respondents were below age 30 with a mean age 
of 28.14 ± 6.33 years. Arousal dysfunction was the most 
prevalent 366 (91.0%) domain of FSD while pain during 
sexual intercourse 158 (39.3%) was the least reported 
type of FSD. Overall, about 129 (32.1%) of the respond-
ents had FSD. Body mass index, history of pelvic surgery, 
marriage satisfaction, satisfaction of spouses’ sex ability, 
breastfeeding, and mode of delivery were factors statisti-
cally associated with FSD in multivariable analysis.

Recommendations
Therefore, all-encompassing professional counseling is 
needed for couples about postpartum sexuality and the 
importance of weight management interventions as a 
strategy for maintaining sexual functioning. Additionally, 
professional support and education about psychological 
and interpersonal acts are needed for those who face a 
problem with their marriage and spouses’ sexual ability. 
These can be attained by creating a smooth and private 
environment for such in clinical practice. It is also recom-
mended that responsible professionals and government 
bodies develop uniform guidelines to decrease techni-
cal/practical errors that might lead to sexual dysfunction 
after pelvic surgery.

Strengths of the study
Being one of a few studies that address neglected and 
under-investigated topics in Ethiopia is the strength of 
this study.

Limitations of the study
Although their confidentiality was reassured since sexu-
ality is a sensitive issue, respondents may feel that their 
privacy was violated. As a result, the tendency to hold 
back or give false information could be a limitation of this 
study.
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