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Background: Female sexual dysfunction, which can occur during any stage of a normal sexual activity, is a serious 
condition for individuals and couples. The present study aimed to determine the prevalence and predictive factors 
of female sexual dysfunction in women referred to health centers in Ilam, the Western Iran, in 2014.
Methods: In the present cross-sectional study, 444 women who attended health centers in Ilam were enrolled from 
May to September 2014. Participants were selected according to the simple random sampling method. Univariate 
and multivariate logistic regression analyses were used to predict the risk factors of female sexual dysfunction. 
Diffe rences with an alpha error of 0.05 were regarded as statistically significant.
Results: Overall, 75.9% of the study population exhibited sexual dysfunction. Univariate logistic regression analysis 
demonstrated that there was a significant association between female sexual dysfunction and age, menarche age, 
gravidity, parity, and education (P<0.05). Multivariate logistic regression analysis indicated that, menarche age 
(odds ratio, 1.26), education level (odds ratio, 1.71), and gravida (odds ratio, 1.59) were independent predictive vari-
ables for female sexual dysfunction.
Conclusion: The majority of Iranian women suffer from sexual dysfunction. A lack of awareness of Iranian women’s 
sexual pleasure and formal training on sexual function and its influencing factors, such as menarche age, gravida, 
and level of education, may lead to a high prevalence of female sexual dysfunction.
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INTRODUCTION

The recognition of women’s health, and the elimination of confound-

ing factors that affect their health, is of interest to medical science.1,2) 

Sexual function is an important issue in human public health.3) Sexu-

ality is one of the main factors that affect an individual and his/her so-

cial life.4) Sexual dysfunction is defined as a difficulty during any stage 

of normal sexual activity experienced by an individual or couple for a 

minimum of 6 months. This disorder may affect physical pleasure, de-

sire, preference, arousal, or orgasm.5) Approximately 40% of all women 

experience sexual dysfunction.6)

 Sexual dysfunction obviously affects an individual’s quality of life,4) 

including aspects such as marriage satisfaction and social perfor-

mance.7) Therefore, sexual satisfaction is considered to be one of the 

most important predictors of marriage satisfaction in couples.8)

 Although some social psychological theories, such as the self-per-

ception, the over justification, and the insufficient justification hypoth-

eses, have considered female sexual dysfunction, there are other risk 

factors for sexual dysfunction, including the consumption of alcohol, 

nicotine, and drugs such as antihypertensive, antihistamines, and psy-

chotherapeutics.9,10) Psychological factors, such as depression, sexual 

fear or guilt, past sexual trauma, and sexual disorders,10-12) also affect 

sexual function. Another study demonstrated the aging is associated 

with sexual function in women.13)

 Infertility is also one of the factors affecting female sexual function.14) 

A woman’s childbearing role is particularly important in Islamic coun-

tries; therefore, sexual dysfunction is more common among Muslim 

infertile women.10,15) A previous study reported that infertile women 

experience lower marital satisfaction and sexual desire than fertile 

women.15) Our previous study demonstrated that all dimensions of fe-

male sexual function were reduced in infertile women, when com-

pared with fertile women.10)

 Sexual disorders met with uncertainty in Iran and various others 

countries. However, sexual dysfunction is prevalent, regardless of 

whether or not it is not expressed.

 As a serious and poorly understood complication of a woman’s re-

productive age, it is necessary to recognize the epidemiological and 

clinical risk factors of sexual dysfunction to recognize this dysfunction 

before it threatens to impact the quality of a couple’s life. Therefore, 

the present study was conducted to determine the prevalence and 

predictive factors of female sexual dysfunction in women referred to 

the public and private health centers in Ilam, the Western Iran, in 

2014.

METHODS

1. Study Subjects
The present cross-sectional study evaluated female sexual dysfunc-

tion. The study population consisted of married women who were ad-

mitted during the study period for mother or child’s health services in 

public and private health centers in Ilam, the Western Iran, from May 

to September 2014.

 Sampling was conducted in multiple stages. In the first stage, the 

city was divided into six clusters. Subsequently, a public and a private 

clinic were randomly selected from each cluster. Overall, six public 

and six private health centers were selected from different regions of 

Ilam. In Iran, public health centers only attend to customers in the 

morning, whereas private health centers only serve customers in the 

afternoon. However, each week the collaborator midwife randomly at-

tended a public health center each morning and private health centers 

each evening during the six days from Saturday to Thursday. Sampling 

was performed by a trained midwife. In order to gain access to all 

women that attended, the midwife was stationed at the customer re-

ception. Eligible and willing participants were led to the rooms intend-

ed for study, and the required information was collected. In each cen-

ter, consecutive sampling of eligible participants continued until the 

sample size was attained. Previous studies have reported the preva-

lence of female sexual dysfunction in women as 40%.16) Considering 

P=0.4, d=0.05, =5%, and 1-=80% (expected power), a required sam-

ple size of 369 women was calculated. Approximately 20% of eligible 

women submitted incomplete questionnaires; therefore, the sample 

population included 444 eligible women.

 Data were collected by a trained research midwife. Inclusion criteria 

stated that all the women were married, aged 15–55 years old and will-

ing to participate in the present study. All women were asked to recall 

confounding factors associated with sexual function, such as debate 

and controversy over the last months, stress events in the past three 

months, physical and psychosocial disorders, and consumption of al-

cohol or nicotine. Repeat clients were excluded (Figure 1). The study 

was approved by the Institutional Committee of Ethical Practice of our 

institution (no. 909015). The aim of the study was outlined for all par-

ticipants. All participants completed the informed consent form. To 

enhance confidentiality, all questionnaires were completed anony-

mously and only required information was collected.

 Study data were collected demographically and according to the Fe-

618 Women visited health centers within the study period

490 Eligible women were identified through study sampling

35 Eligible women were excluded due to duplication

8 Eligible women were excluded due to unwillingness

11 Eligible women were excluded due to incompletion

444 Eligible women were enrolled, and subsequently

completed the questionnaire
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Figure 1. Schematic of the sampling procedures used.
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male Sexual Function Index (FSFI) scale by a trained research mid-

wife. The demographic questionnaire contained variables such as age, 

occupation, and education of the husband and wife, monthly income, 

age at marriage, menarche age, gravity, and parity. However, the FSFI 

questionnaire included 19 items that were divided into six domains: 

desire, arousal, lubrication, orgasm, satisfaction, and pain. Each do-

main contained 2–4 questions that were scored based on the Likert 

scale. The validity and reliability of the FSFI questionnaire has been 

confirmed in various countries17-19) and in Iranian women.20,21)

 The total score for each woman was calculated based on the score 

obtained from the 19-item questionnaire, ranging from 2 to 36. A cut-

off point of 28 was determined. Therefore, all women who achieved a 

total score of >28 were considered to have normal female sexual func-

tion, whereas all women who achieved a total score of <28 were con-

sidered to be suffering from female sexual dysfunction.

2. Statistics
Data were presented as mean±standard deviation (SD) and percent-

ages. Predicted probability for female sexual dysfunction was comput-

ed using a multivariate logistic regression model. Area under receiver 

operating characteristic curve was applied to compare the accuracy of 

the model. All statistical analyses were performed using SPSS ver. 16.0 

software (SPSS Inc., Chicago, IL, USA).

RESULTS

1. General Characteristics of the Study Subjects
A total of 444 women participated in the present study, excluding 

women with physical and psychosocial problems, medical illnesses 

and alcohol addiction, and those who consumed drugs that affect sex-

ual function. Overall, 107 (24.1%) of all participants reported normal 

sexual function, whereas 337 (75.9%) suffered from female sexual dys-

function.

2. Risk for Female Sexual Dysfunction
The mean±SD ages of subjects in the normal sexual function and sex-

ual dysfunction groups were 32.93±8.66 and 28.85±6.42 years, respec-

tively. A significant difference in the mean age of subjects was detected 

between the normal sexual function and female sexual dysfunction 

groups (r=-0.241, P<0.001).

Table 1. Association between female sexual function and other variables using univariate logistic regression analysis

Characteristic
Sexual function

Normal Abnormal Odds ratio (95% confidence interval) P-value

Total no. 107 (24.1) 337 (75.9)

Age (y) 32.93±8.66 28.85±6.42 0.93 (0.90–0.96) 0.001

Husband age (y) 39.20±4.15 38.97±5 0.84 (0.70–0.98) 0.061

Age of marriage (y) 22.47±7.87 22.06±4.78 0.99 (0.951–1.03) 0.527

Age of menarche (y) 12.76±1.3 13. 33±1.4 1.34 (1.14–1.57) 0.001

Gravidity 0.001

    Nulligravida 20 (48.8) 21 (51.2) 1.0 (reference)

    Primigravida 39 (29.1) 95 (70.9) 2.32 (1.33–4.75)

    Multigravid 48 (17.8) 221 (82.8) 4.38 (2.2–8.72)

Parity 0.003

    Nulliparous 20 (43.5) 26 (56.5) 1.0 (reference)

    Primiparous 39 (25.2) 116 (74.8) 2.29 (1.15–4.57)

    Multiparous 48 (19.8) 195 (80.2) 3.12 (1.61–6.04)

Level of education 0.001

    College 47 (19.0) 201 (81.0) 1.0 (reference)

    High school 25(20.0) 100 (80.0) 0.93 (0.54–1.61)

    Primary school 9 (25.7) 26 (74.3) 0.676 (0.3–1.54)

    Illiterate 26 (72.2) 10 (27.8) 0.94 (0.54–1.6)

Husband’s education* 0.060

    College 44 (19.4) 183 (80.6) 1.0 (reference)

    High school 51 (27.7) 133 (72.3) 0.63 (0.39–0.99)

    Primary school 5 (50.0) 5 (50.0) 0.24 ( 0.07–0.87)

    Illiterate 3 (27.3) 8 (72.7) 0.64 (0.16–2.52)

Occupation* 0.492

    Official 50 (27.2) 134 (72.8) 1.0 (reference)

    Home worker 57 (23.6) 185 (76.4) 1.21 (0.78–1.88)

Husband’s occupation* 0.818

    Official 100 (24.1) 315 (75.9) 1.0 (reference)

    Workless 3 (21.4) 11 (78.6) 0.86 (0.23–3.14)

Values are presented as number (%) or mean±standard deviation.

*Variables such as husband’s education, occupation, and husband’s occupation were calculated following the exclusion of missing values.
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 Univariate logistic regression analysis indicated a significant associ-

ation between female sexual dysfunction and age, menarche age (odds 

ratio [OR], 1.34; 95% confidence interval, 1.14 to 1.57), gravidity (OR, 

4.38; multigravid vs. nulligravida), parity (OR, 3.14; multiparous vs. 

nulliparous) and education level (OR, 3.15; illiterate vs. college). No 

significant association was detected between female sexual dysfunc-

tion and the husband’s age and family monthly income. Associations 

between female sexual function and the other variables assessed by 

univariate logistic regression analysis are presented in Table 1.

 Multivariate logistic regression analysis demonstrated that men-

arche age (OR, 1.26), education level (OR, 1.71; illiterate vs. college), 

and gravidity (OR, 1.59; multigravid vs. nulligravida) were considered 

as independent predictive variables for female sexual dysfunction 

(Table 2). A multivariate logistic regression model for the probability of 

female sexual dysfunction and the other covariates was estimated as 

Ln (p/1–p)=-4.733+0.243 menarche age+0.537 education level+0.463 

gravidity.

 The coefficients of the logistic regression model indicated that edu-

cation level (OR, 1.71; illiterate vs. college) was the variable that was 

most suitable for the prediction of female sexual dysfunction. To cal-

culate the overall percentage of correct classifications of the model, the 

predicted values were compared to the observed values. The overall 

percentage of correct classification of the model was 77.9%. Therefore, 

when data on the menarche age, gravidity, and education level of the 

woman are obtained, the ability of the model to predict the actual sex-

ual dysfunction category of the cases is 77.9%. Area under the receiver 

operating characteristic curve criterion was used to calculate the sen-

sitivity and specificity of the model (Figure 2). The area under the 

curve represents the probability that the model predicted for a ran-

domly chosen positive case will exceed the result for a randomly cho-

sen negative case. Asymptotic significance was <0.05, which indicated 

that the model is a good method for the prediction of female sexual 

dysfunction.

DISCUSSION

Female sexual dysfunction is one of the most common sexual disor-

ders worldwide. Sexual dysfunction may lead to various detrimental 

consequences, including divorce, violence and, ultimately, depres-

sion.10,22) Therefore, the present study was conducted to determine the 

predictive factors for female sexual dysfunction.

 Analysis of the data demonstrated that 75.9% of the study popula-

tion experienced female sexual dysfunction in one or more dimen-

sions. Another Iranian study has previously reported the prevalence of 

female sexual dysfunction as 68.4% of their study population.23) Cayan 

et al.24) evaluated the prevalence of sexual dysfunction among 179 

Turkish women aged 18–66 years, and reported the prevalence as 47%. 

Furthermore, a population-based study demonstrated that female 

sexual dysfunction affected 43% of married women in rural China.24) 

The results of the present study indicated a significant association be-

tween female sexual dysfunction and gravidity using univariate logistic 

regression analysis: multi-gravid women had a 4.38 times higher risk 

of female sexual dysfunction compared to nulli-gravida women. So far, 

studies have examined the impact of various factors such as physical 

condition25) and fertility of female sexual function.10)

 Pregnancy is a period of particularly distinct physical, hormonal, 

and psychological changes. Previous studies have investigated the ef-

fect of pregnancy on women’s sexuality and sexual relationships.26,27)

 Univariate logistic regression analysis demonstrated a positive asso-

ciation between parity and female sexual dysfunction. In another 

study, multi-parity was indicated as an important risk factor of sexual 

dysfunction in Turkish women.24)

 In the present study, multivariate logistic regression analysis dem-

onstrated a significant difference in gravidity between women with 

normal and abnormal sexual function, and the risk of female sexual 

dysfunction was 1.96 times higher in multigravid women, as compared 

Table 2. Association between female sexual function and other variables using multivariate logistic regression analysis

Characteristic B* Standard error Wald Degree of freedom P-value Odds ratio (95% confidence interval)

Gravid 0.463 0.105 19.499 1 0.001 1.59 (1.3–1.95)

Education 0.537 0.119 20.175 1 0.001 1.71 (1.35–2.16)

Menarche 0.243 0.088 7.071 1 0.008 1.26 (1.06–1.5)

Constant -4.733 1.182 14.605 1 0.001 0.012

*This is the coefficient for variables.

Figure 2. Receiver operating characteristic (ROC) of predicted probabilities, as 

determined by multivariate logistic regression.
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with nulligravid women. However, this result was not consistent with 

the findings of a previous Egyptian study, which demonstrated that 

there was not a significant association between female sexual dysfunc-

tion and gravidity.26)

 It is believed that individuals who complete a higher level of aca-

demic education experience increased sexual satisfaction. The present 

study reported that education level was an independent predictive 

variable for female sexual dysfunction. It is likely that the causes of sex-

ual dysfunction in illiterate women are associated with increased daily 

physical activity and stressful socio-economical conditions in this 

group. However, an Iranian study, reported that the prevalence of fe-

male sexual dysfunction is higher in under diploma and doctorate ed-

ucation groups in comparison to other groups.28)

 Despite the major impact of female sexual function on marital satis-

faction and quality of life, approximately 75% of Iranian married wom-

en suffer from sexual dysfunction. The roles of religious and socio-cul-

tural factors in sexual function are well-documented. The lack of at-

tention given to Iranian women’s sexual pleasure is an important fac-

tor for the high prevalence of sexual dysfunction among women. 

Among Iranian couples, sex is predominantly initiated on the basis of 

the man’s desire.29) Furthermore, there is a lack of formal training con-

cerning sexual function and its influencing factors in Iran; therefore, 

most Iranians are unaware of the impact of sexual function and its in-

fluencing factors. This often results in this required information being 

provided from wrong and invalid sources. However, in the majority of 

cases these women are unaware of their own sexual dysfunction.30)

  In conclusion, the findings of the present study indicated that there 

are several risk factors for female sexual dysfunction. Gravidity, men-

arche age and education level were demonstrated to be independent 

predication variables for female sexual dysfunction. Recognition of 

these predictive factors may improve the diagnosis of female sexual 

dysfunction.
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