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Somalian women with female 
genital mutilation had increased 
risk of female sexual dysfunction: 
a cross‑sectional observational 
study
Abdikarim Hussein Mohamed*, Rahma Yusuf Haji Mohamud, Hussein Ali Mohamud, 
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Studies regarding the impact of female genital mutilation/cutting (FGM/C) on sexual function are 
scarce. This study is the first to explore the rate of female sexual dysfunction (FSD) among Somalian 
women who underwent FGM and its association with different FGM types. This study was carried out 
among women with a history of FGM who visited our clinic for a medical check‑up. It relied on data 
including socio‑demographic features, type of FGM determined by an examination, and the Female 
Sexual Function Index (FSFI) scores. Overall, 255 women were included. While 43.9% (n = 112) of the 
respondents had a history of Type 3 FGM, 32.2% had Type 2 (n = 82), and 23.9% had Type 1 (n = 61) 
FGM. Among all patients, 223 had FSD (87.6%). There was a significant association between the FGM 
type and FSD (p < 0.001). The mean total FSFI score for the patients with Type 1, 2, and 3 FGM was 
22.5, 19.7, and 17.3, respectively, all indicating FSD. The FSD is prevalent among mutilated Somalian 
women. Patients with Type 3 FGM had the lowest mean total FSFI scores indicating that the impact on 
sexual function was correlated with the extent of tissue damage during FGM.

Somalia has the highest rate of female genital mutilation (FGM) in the world (98%), followed by Guinea (96%), 
Djibouti (93%), and Egypt (91%)1. This practice is also called cutting, excision, or female circumcision. It is a 
destructive procedure performed for non-medical reasons that involve partial or total removal of the external 
female  genitalia2. World Health Organization (WHO) classified FGM into four different types ranging from cli-
toridectomy (Type 1, Sunna), excision (Type 2), infibulation (Type 3, pharaonic), and Type 4 (piercing, pricking, 
scraping, incising, and cauterizing the genital area)3.

It has been widely practiced in several African and Asian countries for cultural, traditional, hygienic, and 
religious beliefs affecting about 125 million girls under  fifteen4. It was reported that women who underwent 
FGM had psychosocial disabilities, sexual embarrassment, and low quality of life, impacting their psychological 
and physical well-being5. Thus, in addition to violating a fundamental human right, FGM also leads to anxiety, 
depression, and social  isolation3,4. Furthermore, it is also associated with short-term and long-term complica-
tions, including bleeding, infection, dermoid cysts and abscesses, chronic pelvic pain, recurrent urinary tract 
infections, difficulties in menstruation, maternal and fetal issues, and  dyspareunia6. It was also noted that the 
severity of these complications correlated with the type of  FGM6. Fite et al. reported that women with FGM had 
lower sexual desire, less sexual satisfaction, and a higher risk of dyspareunia than other  women3. In a systematic 
review of fifteen studies, including a total of 6672 women, Pérez-Lopeza et al. reported that FGM was associated 
with an increased risk of female sexual dysfunction (FSD)2.

Despite Somalia being the country with the highest prevalence of FGM worldwide, there have been no stud-
ies reported from Somalia regarding the rate of FSD among women who underwent FGM. Therefore, this is the 
first study to explore the rate of FSD among Somalian women who underwent FGM and the association of FSD 
with different FGM types.
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Method
This study was approved by the institutional ethical review board of Somalia Turkish Training and Research 
Hospital (approval number MSTH/7123). All participants gave oral and written informed consent for participa-
tion in the research.

The study was carried out among women with a history of FGM who visited our clinic for a check-up between 
30 November 2020 and 30 November 2021. Sexually active women aged between 18 and 50 with a history of 
FGM were included. Post-menopausal women, pregnant women, and those who refused to participate in the 
study were excluded.

The research design was a cross-sectional observational interview-based study. The interviews were run by 
a gynecologist (R.Y.H.M.) who completed a standardized structured questionnaire (i.e., FSFI) and performed a 
physical examination to determine the type of FGM based on the World Health Organization (WHO) criteria.

Data including socio-demographic features such as age, marital status, education level, occupation, age at the 
time of FGM, type of FGM, and FSFI scores were collected.

The FSFI is a validated tool of a patient-reported outcome measure for assessing female sexual  function7,8. 
It consists of 19 questions for six domains, including desire (2 questions), arousal (4 questions), lubrication (4 
questions), orgasm (3 questions), satisfaction (3 questions), and pain (3 questions)7. The scores are determined 
based on patient responses covering the last 4 weeks. The total score ranges between 2 and 36, and FSD is con-
sidered in patients with a total score lower than 26.07,8. All methods were carried out in accordance with relevant 
guidelines and regulations.

Statistical analyses were performed using the Statistical Package for Social Sciences (SPSS for Windows 
version 26, SPSS v26, IBM Inc., Armonk, NY, US) program. The data were analyzed by univariate descriptive 
statistics. The frequencies and percentages and the means ± standard deviations (SDs) were presented. Pearson’s 
chi-square (χ2) test was applied to analyze the association between socio-demographic characteristics and 
the type of FGM. Shapiro–Wilk’s test results showed that our scores were normally distributed, presented as 
means ± standard deviations (SDs), and compared using the one-way ANOVA and pairwise comparison for 
statistical analysis. The p value was considered significant when less than 0.05.

Results
A total of 255 women were included. Most of the respondents (n = 112, 43.9%) had Type 3 FGM, while 82 (32.2%) 
had Type 2, and 61 (23.9%) had Type 1. There were no women with Type 4 FGM. The mean age of the participants 
was 24.3 ± 6.1 [18–50]. Most patients were aged between 18 and 30 (n = 167, 65.5%) or 31 and 40 (n = 69, 27.2%). 
Most participants (82.7%) were married. While 116 (45.5%) of the participants were employed, 113 (44.3%) were 
homemakers. Analysis of the age at which FGM was performed revealed that 138 (54.1%) of the respondents 
underwent this procedure at an age less than 8 years, while 109 (42.7%) were aged between 8 and 12.

Patient data, including age group, marital status, education level, occupation, and age at the time of FGM, and 
the association of these data with the types of FGM, are displayed in Table 1. There was a statistically significant 

Table 1.  Correlation of the socio-demographic characteristics with different types of FGM. Type 1, Sunna: 
clitoridectomy, Type 2: excision, Type 3, pharaonic: infibulation. FGM: female genital mutilation. Statistical 
analysis was performed using Pearson’s chi-square (χ2) test.

Variable Type 1 Type 2 Type 3 p value

Age  < 0.001

18–30 48 66 53

31–40 12 15 48

41–50 1 1 11

Marital status 0.104

Married 51 69 91

Divorced 8 10 10

Widow 1 2 11

Education  < 0.001

Illiterate 17 27 60

Primary school 16 9 21

Secondary school 8 20 15

University 20 26 16

Education 0.189

Employed 35 39 42

Homemaker 19 34 60

Unemployed 6 8 10

Age during FGM 0.041

 < 8 24 45 69

8–12 34 36 39

 > 12 3 1 2
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association between the type of FGM and age group (χ2 p < 0.001), the level of education (χ2 p < 0.001), and age 
at the time of FGM (χ2 p = 0.041). These analyses revealed that women with a history of a more severe FGM were 
older than 30, illiterate, and had undergone the procedure at an age less than eight.

Assessment of the FSFI scores showed that more than two-thirds of the respondents had FSD (87.6%). There 
was a statistically significant association between the type of FGM and FSD in all domains and the mean total 
score. The severity of FSD was associated with the type of FGM. The mean total FSFI scores were 22.5, 19.7, and 
17.3 for the FGM Type 1, 2, and 3, respectively. Since all these scores are lower than 26.0, they all indicate FSD. 
The association between the three types of FGM and the mean FSFI scores is shown in Table 2. The most affected 
domains in all three types were sexual orgasm and sexual satisfaction. The patients with Type 3 FGM had the 
lowest scores in all domains and the lowest total score. Our analysis revealed that FSD was present in 88.1% of 
the Type 3 FGM cases, 74.8% of the Type 2 FGM patients, and 56.2% of Type 1 FGM cases.

Institutional review board statement. The ethics approval form was received from the ethics commit-
tee of Mogadishu Somali Turkey Training and Research Hospital (approval number MSTH/7123).

Informed consent statement. All patients obtained informed consent.

Discussion
Somalia has the highest rate of FGM in the world, with 98% of the girls undergoing this counter-human rights 
 procedure1. However, no studies have been reported from Somalia regarding the rate of FSD among women who 
experienced FGM. The current study showed that 87.6% of the patients with FGM had FSD. In a case–control 
study from Egypt, Ismail et al. worked on 197 women who underwent  FGM9. They noted that 83.8% of these 
patients had FSD. This rate is close to the rate we found in our study.

Our study found that the mean total FSFI scores were 22.5, 19.7, and 17.3 for patients with Type 1, 2, and 3 
FGM, respectively, indicating FSD in all types of FGM. In another case–control study from Egypt, 272 women 
with FGM were compared with the non-mutilated  controls10. This comparative analysis revealed that the total 
FSFI score was significantly lower in patients with FGM (14.3 ± 5.9) than the healthy controls (25.9 ± 3.44)10. In 
addition, another study from Kenya reported that women with a history of FGM had lower FSFI scores, specifi-
cally in lubrication, orgasm, and satisfaction domains, compared to those without this  history11. However, there 
was no difference between the two groups regarding sexual desire, arousal, and pain.

There are controversies in the studies regarding the sexual consequences of  FGM12–14. However, Shafaati Laleh 
et al. reported in a comparative study regarding sexual function in 550 women from Iran that FGM significantly 
impacted lubrication and sexual  satisfaction12. Also, these authors noted that discomfort and pain during sexual 
intercourse were more common in women with FGM than the others. However, the two groups were similar 
concerning arousal, desire, and orgasm.

Sexual pain during vaginal sexual intercourse is a common sequela of  FGM13,14. Women with a history of 
FGM were reported to have a 1.5-fold increased risk of dyspareunia. It was also stated that Type 3 FGM was 
associated with the highest risk of sexual pain during vaginal sexual intercourse due to the challenges in fitting 
the penis through the small infibulated vaginal opening. Of note, clitoral neuromas or vulvar cysts may create 
vulvar and sexual pain in patients with a history of Type 1 or 2  FGM13,14. Our study revealed that the impact on 
sexual pain was correlated with the extent of tissue damage during FGM.

In our study, orgasm and satisfaction were the most affected domains in all types of FGM. Abdelhafeez MA 
et al. worked on 500 genitally mutilated Egyptian women and reported that these women had significantly lower 
sexual satisfaction and orgasmic function than those who were not  mutilated15. In contrast, Zakaria Obaid et al. 
reported that patients who were genitally mutilated and non-mutilated differed only in terms of  lubrication16.

The practice of FGM affects more than 200 million women aged between 15 and 49  worldwide17. Our 
study found that Type 1 FGM was more common among young patients, while Type 2 and 3 FGM were more 
prevalent among older women. A similar trend was detected in a study from  Iran18. Again, in our study, most 
Type 3 FGM cases were elderly patients who were illiterate, unemployed, and underwent FGM before 8 years 
of age, indicating that this practice was more common in the twentieth century. In line with these findings, a 
systematic review including 54 published articles concluded that a low literacy level, maternal history of FGM, 
or belonging to the Muslim religion were significantly associated with an increased risk of undergoing  FGM19.

Table 2.  Association of the FGMtypes with the mean FSFI scores. The total score ranges between 2 and 
36, and sexual dysfunction is considered in patients with a total score lower than 26.0 FGM: female genital 
mutilation; FSFI: Female Sexual Function Index.

Variable Type 1 Type 2 Type 3 p value

Desire 3.2 ± 0.34 2.9 ± 0.56 2.2 ± 0.85  < 0.001

Arousal 4.8 ± 0.55 3.7 ± 0.47 3.1 ± 0.53  < 0.001

Lubrication 4.6 ± 0.45 3.5 ± 0.79 2.9 ± 1.43  < 0.001

Orgasm 3.4 ± 0.73 2.7 ± 1.16 2.1 ± 0.78  < 0.001

Satisfaction 3.7 ± 0.36 3.3 ± 0.95 2.8 ± 1.23  < 0.001

Pain 2.8 ± 0.65 3.6 ± 1.32 4.2 ± 0.84  < 0.001

Overall score 22.5 ± 2.51 19.7 ± 4.62 17.3 ± 5.24  < 0.001
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Women with a history of FGM had dyspareunia, sexual embarrassment, vaginal dryness during sexual inter-
course, orgasmic dysfunction, and  dissatisfaction20,21. In addition, FGM is associated with a lack of sexual desire, 
low self-confidence, and self-esteem.

This study has some limitations that must be considered while evaluating its findings. First, it has no control 
group since most Somalian women undergo FGM. Second, this analysis did not include patients’ comorbidities, 
the potential effect of socio-demographic differences among FGM groups on the results, and obstetric histories 
(including postpartum status) that can potentially impact their sexual function. Of note, if we had a control 
group, our data would be more reliable and reflect the impact of other variables, including sociocultural fea-
tures, on sexual function. Also, since we did not include detailed obstetric histories and comorbidity status of 
the patients in our analysis, their impact on sexual function might be inadvertently attributed to FGM and have 
led to bias.

On the other hand, this study is the first to explore the rate of FSD among Somalian women with a history of 
FGM and the impact of different FGM types on their sexual life.

Conclusion
The FSD is prevalent among genitally mutilated Somalian women, and its severity is related to the type of FGM. 
Patients with different FGM types had significantly different mean FSFI scores. Of note, patients with Type 3 FGM 
had the lowest mean FSFI scores indicating that the impact on sexual function was correlated with the extent of 
tissue damage during FGM. Since this practice has detrimental effects on female sexual function and women’s 
psychosocial well-being and quality of life, it should be prevented by raising public awareness.

Data availability
The datasets used and/or analyzed during the current study are available from the corresponding author upon 
reasonable request.
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