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Abstract

Introduction: Epidemiological research in the field of female sexual dysfunction
(FSD) is mainly limited by the diagnostic dilemma because of the intricacy of
the female sexual response. The problem might start since the beginning of the
sexual life, or it might be acquired later after having a normal sexual life. Around
40% of women worldwide affected by FSD. The aim of this study is to determine
the prevalence and sociomedical correlates of FSD in Bahrain and assess the
consequences of the condition to investigate the public health burden of this
condition and increase awareness amongst health care providers.

Materials and methods: A hospital based two centers (Salmaniya medical complex
and king Hamad university Hospital); cross sectional study was conducted in
Bahrain on a consecutive sample of 255 women visiting 2 gynecology clinics.
The main inclusion criteria were: married women and sexually active, aged
18-55 years who presented to the ambulatory clinic with general gynecologic
complaints not related to sexual dysfunction. Pregnant, unmarried, and
women aged less than 18 or more than 55 years were excluded from the study
population. A validated female sexual function index questionnaire (English
version) was self-completed by the women. Demographic, obstetric, medical,
and socioeconomic data were collected. A cut off FSFI score <26.55 was used
to define the presence of FSD.

Results: The total number of patients encountered in the study was 255, 84%
were Bahraini, 11.4% were Arabs and 4.5% were from other nationalities. The
differences in population characteristics between the 3 subgroups was not
significant. The majority of women had a university education (58.4%), worked
as professionals (32.9%), had >2 deliveries (39.9%) and were non-smokers
(97.6%). It was found that 60% of the participants were complaining of chronic
pelvic pain, dysmenorrhea and / or sever premenstrual symptoms, while 11.3%
and 2.9% of the study cohort answered having at least one episode of urinary
and fecal incontinence over the last 12 months. The overall prevalence of FSD
was 55.7%. Four general variables were studied among which age more than
50 years old was found significantly associated with FSD (P=0.01). There was
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a significant association between FSD and abnormal uterine bleeding (11.8%) and
vaginitis (22%). The most significant effects on low FSFI score were pain, satisfaction,
lubrication, orgasm, desire and arousal.

Conclusion: FSD is a highly prevalent condition in married women attending a gynecology
clinic in Bahrain with a significant adverse impact on their quality of life. FSD deserves
more attention in the national agenda and should be a priority in women health care.

Keywords: Bahrain, Female sexual dysfunction [FSD], Female Sexual Function Index
[FSFI], Women health.

Introduction

Epidemiological research in the field of female sexual dysfunction [FSD] is mainly limited
by the diagnostic dilemma because of the intricacy of the female sexual response. FSD
is defined as a syndrome emphasizing several elements as a result of which people
may have difficulties in experiencing satisfaction with sexual activities which are initiated
without pressure or violence, which causes personal distress to the affected woman.
It includes female sexual interest/arousal disorder [arousal, desire], female orgasmic
disorder and genito-pelvic pain/penetration disorder [dyspareunia and vaginismus]
(1,2).

This problem might start since the beginning of the sexual life or it might be acquired
later after having a normal sexual life, hence; it could lead to significant personal or
interpersonal distress (3) and affect the quality of life (4).

Around 40% of women worldwide affected by FSD (5,6). The etiology of FSD is considered
as multifactorial in the form of social, physical, medical, and psychological factors (5). In
a study done in Bahrain regarding sexual dysfunction among Bahraini women in 2017,
they found that Diabetes mellitus and hypertension are statistically significant among
females with sexual dysfunction (P value 0.006, 0.008 respectively) (7).

The aim of this study is to determine the prevalence and socio-medical correlates of FSD
in Bahrain and assess the consequences of the condition to investigate the public health
burden of FSD and increase awareness amongst health care providers.

Materials & Methods

A hospital-based, two-centre (Salmaniya Medical Complex and King Hamad University
Hospital), cross-sectional study was conducted in Bahrain on a consecutive sample of
255 women visiting gynaecology clinics (a priori assumption: background prevalence =
20%, confidence level = 95%, margin of error = 0.05), Assuming that the lowest reported
community prevalence was 29.7% (8).

The main inclusion criteria: married women and sexually active, aged 18-55 years who
presented to the ambulatory clinic with general gynaecologic complaints not related
to FSD. Pregnant women, unmarried, aged less than 18 or more than 55 years were
excluded from the study population.

A validated Female Sexual Function Index [FSFI] questionnaire (English version)
was self- completed by the women with further assistance by the gynecologist if there



were any difficulties or clarifications regarding the different questionnaire’s items, after
obtaining a written consent signed by the participant.

Demographic, obstetric, medical, and socio-economic data were collected. Other
variables such as gynaecological symptoms were also recorded. A cut-off FSFI score of
<26.55 (out of a maximum of 36) was used to define the presence of FSD.

The Study was approved by the ethics committees of both hospitals.

Statistical analysis

Data analysis was performed using Statistical Package for Social Studies (SPSS
program) version 26 and p value <0.05 was considered significant. Chi-square tests
were used to analyse the different variables.

Results

Total number of patients encountered in our study was 225 fulfilling the inclusion criteria,
84.3% were Bahraini, 11.4% Arabs and 4.5 % other nationalities. The difference in
population characteristics between the 3 subgroups was not significant. The majority
of women had a university education 58.4%, worked as professionals 32.9%, had > 2
deliveries 39.9% and were non-smokers 97.6%. (table1).

Table 1: Characteristics of Participants (n=255)

no. %
Bahraini 215 84.3
Nationality Arab 29 11.4
Others 11 4.3
Illiterate 6 24
Primary School 9 35
Education Level Secondary School 79 31.0
University 149 58.4
High Degree 12 4.7
500 BD Or Less 126 49.4
Income 500 - 1000 85 333
>1000 44 17.3
Unemployed 47 18.4
Student 15 5.9
Patient Occupation Housewife 59 23.1
Manual 50 19.6
Professional 84 32.9
Unemployed 19 7.5
Student 4 1.6
Husband Occupation Manual 33 13.0
Private Business 100 39.4
Professional 98 38.6
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0 29 11.6
1 30 12.0
2 51 20.5
Gravida 3 47 18.9
4 32 12.9
5 29 11.6
6+ 31 12.4
0 50 21.5
1 36 15.5
Para 2 54 23.2
3 39 16.7
4 30 12.9
5+ 24 10.3
smoking Yes (Shisha) 6 2.4
No 249 97.6
Amenorrhea 27 10.6
Maternal Cycle in the Last 3 Month Regular 182 71.4
Irregular 46 18.0

It was found that 60% of the participants were complaining of chronic pelvic pain,
dysmenorrhea and/or severe premenstrual symptoms, while 11.3% and 2.9% of the
study cohort answered having at least one episode of urinary and faecal incontinence
over the last 12 months. On further questioning 32.2% gave history of vaginitis. (table2)

Regarding the mode of delivery 31.4% had caesarean section, 56.1% vaginal delivery,
whereas instrumental delivery was 4.3% of the study group. Among those who delivered
vaginally 50.6% had episiotomy, 16.1% perineal tear and 2.8% suffered from anal
sphincter injury.

Table 2: Medical history of Participants

Yes %
Having Gynecological Symptoms Over the Last 12 Months
Infertility 50 19.6
Abnormal Uterine Bleeding 43 16.9
Hirsutism, Acne 52 20.4
Sever Premenstrual Symptoms 69 27.1
Chronic Pelvic Pain/Dysmenorrhea 84 32.9
Vaginitis 82 32.2
Urinary Symptoms; (Frequency, Nocturia, Urgency, Dysuria) 74 29.0
Constipation 69 27.1
Others 14 5.5
Having any of the Following Procedures in Previous Delivery
Episiotomy 124 50.6
Perineal Tear 41 16.1
Anal Sphincter Injury and Repair 7 2.8
Other tears, Specify 8 3.1




Previous Mode of Delivery

Normal Vaginal Delivery 143 56.1
Caesarean Delivery 80 31.4
Forceps Delivery 4 1.6
Ventouse/ Vacuum Delivery 7 2.7
Assisted Breech Delivery 5 2.0
Twin Vaginal Delivery 5 2.0
Have Medical Problems or Previous Surgery Operation 113 44.3
Taking Medications 51 20.0
Having Urinary Incontinence (in the last 12 months) 27 11.3
Having Fecal Incontinence (in the last 12 months) 7 2.9

The overall prevalence of FSD was 55.7% (n=142). Four general variables were studied
(age, obesity, income, and smoking), among these variables age more than 50 years
old was found significantly associated with female sexual dysfunction (p=0.01) (table3)

Table 3: Association between Sexual Dysfunction and Age, Obesity, and Income

Sexual Dysfunction

Total Chi-Square
Yes No Test
no % no % no
<50 131 54.4 110 45.6 241
Age >=50 11 91.7 1 8.3 12 0.011
Total 142 56.1 111 43.9 253
Not Obese 77 52.4 70 47.6 147
Obesity Obese 61 61.0 39 39.0 100 0.181
Total 138 55.9 109 44.1 247
<=500 74 58.7 52 41.3 126
Income/BD 500 - 1000 45 52.9 40 47.1 85 0.625
> 1000 23 52.3 21 47.7 44
Total 142 55.7 113 44.3 255
Yes 5 83.3 1 16.7 6
Smoking 0.168
No 137 55.0 112 45.0 249
Total 142 55.7 113 44.3 255

*Obesity is defined as BMI > 30

Among gynaecological symptoms, there is a significant association between abnormal
uterine bleeding 11.8% and vaginitis 22% (p= 0.041, p= 0.005 respectively), whereas the
other gynaecological variables: infertility, urinary or faecal incontinence, premenstrual
symptoms, chronic pelvic pain were not found to be significantly associated in our cohort
(table4).

Table 4: Association between Sexual Dysfunction and Gynaecological Symptoms

Sexual Dysfunction

Yes No Total Chi-Square Test
no. % no. % no. %
Infertili Yes 26 10.2 24 9.4 50 19.6 0.558
nfertility
No 116 455 89 34.9 205 80.4
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Bleeding No 112 43.9 100 39.2 212 83.1
Yes 30 11.8 22 8.6 52 20.4 0.744
Hirsutism, Acne
No 112 43.9 91 35.7 203 79.6
Yes 36 14.1 33 12.9 69 27.1 0.492
Sever Premenstrual
No 106 41.6 80 31.4 186 72.9
Chronic Pelvic Pain/ Yes 47 18.4 37 14.5 84 32.9 0.952
Dysmenorrhea No 95 37.3 76 29.8 171 67.1
Yes 56 22.0 26 10.2 82 322 0.005
Vaginitis
No 86 33.7 87 34.1 173 67.8
) Yes 46 18.0 28 11.0 74 29.0 0.183
Urinary Symptoms
No 9% 37.6 85 333 181 71.0
Yes 45 17.6 24 9.4 69 27.1 0.062
Constipation
No 97 38.0 89 34.9 186 72.9
Total 142 55.7 113 443 255 100

Medical problems per se; were not found to be associated with FSD, rather; the use of
medication was significantly associated (p=0.017) (table 5)

Table 5: The association between Female Sexual Dysfunction and Medical history
Sexual Dysfunction

Chi-Square
Yes No Total Test
no % no % no
Have Medical Problems or Previous Yes 62 4.9 o1 451 113 0814
Surgical Operation No 80 563 62 437 142
Total 142 55.7 113 44.3 255
Yes 36 70.6 15 294 51 0.017
Taking any Medications
No 106 52.0 98 48.0 204
Total 142 55.7 113 44.3 255
Having Urinary Incontinence Over ves 14 519 13 48.1 27 0759
the Last 12 Months No 116 550 95 450 211
Total 130 54.6 108 45.4 238
Having Fecal Incontinence Over the Yes 4 57.1 3 42.9 7 0.969
Last 12 Months No 132 564 102 43.6 234
Total 136 56.4 105 43.6 241

The most significant effects on low FSFI score were pain, satisfaction, lubrication,
orgasm, desire, and arousal. (Table 6)

Table 6: Domain Effect on the Sexual Dysfunction

Sexual Dysfunction Normal Total
Domain
Mean = SD Mean + SD Mean + SD
Desire 3.15+1.07 4.26+0.79 3.64+1.10
Arousal 3.07+1.30 4.77+0.65 3.82+1.36
Lubrication 3.29+1.50 5.08+0.69 4.08+1.50



Orgasm 3.18+1.54 5.19+0.72 4.07£1.60

Satisfaction 3.44+1.62 5.44+0.59 4.33+1.61

Pain 3.57+1.60 5.10+0.88 4.25+1.53
Discussion

Female sexual dysfunction is defined as sexual problems associated with personal
distress. It presents in different ways, including lack of sexual desire, impaired arousal,
inability to achieve orgasm or pain with sexual activity (9).

Talking about sexual dysfunction is considered a sensitive issue in the Arabian Gulf
countries. Elnashar et.al. found that many women might suffer from this problem, but
they feel embarrassed to talk about due to cultural, social, or even religious reasons
(10). Therefore, to overcome this matter in our study woman privacy was ensured during
completing the questionnaire by herself. Also, a written consent was obtained and signed
by the patient, stating that all information obtained is confidential. Some of the participants
requested to clarify some questions in order to understand. The results reflect sexual
dysfunction prevalence in a population evaluated in a gynecological outpatient clinic and
not in the general population, which is considered as a limitation in the study.

This is the second cross sectional study discussing FSD in Bahrain. The first conducted
among women attending primary healthcare (7), whereas our study investigated women
attending secondary care hospitals.

In our study we aimed to investigate the prevalence and correlates of FSD in Bahrain.
We found that FSD is prevalent among married women accounting for 55.7% of the
population studied.

The majority of our study group were less than 50 years old and only 12 women were
over 50 years, 54.4% and 91.7% were having sexual dysfunction respectively (P value
0.011). That could be attributed to several factors such as hypoestrogenemia. It is known
the hypoestrogenic state leads to reduction in vaginal blood flow hence vaginal dryness
and atrophy which may cause pain and lead to FSD. Other contributing factors which
might have a role in FSD in this age group are abnormal uterine bleeding and the use of
medications for chronic medical conditions (11). Interestingly, Asogwa et al found that
FSD is prevalent in younger age group due to dysparunea (12). Therefore, it should be
investigated to understand the underlying causes of pain.

Upon evaluating the domains of sexual dysfunction in our cohort, pain had the most
prominent effect on FSFI whereas Hashemi S et al showed that in a menopausal
population, sexual desire and orgasm were the two most adversely affected parameters
(13).

In this study, the key strengths are large sample size and the use of a validated
questionnaire. There is one limitation that could be addressed in future research which
is the population group studied. This study focused on women attending the clinic with
gynaecological conditions.
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Conclusion

FSD is a highly prevalent condition in married women attending a gynaecology clinic
in Bahrain with a significant adverse impact on their quality of life. FSD deserves more
attention in the national health agenda and should be a priority in women health care.
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