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Abstract

Background Female genital mutilation has many sexual, physical, and psychological consequences. The present
study aimed to examine the relationship between Female Genital Mutilation/Cutting (FGM/C), and Sexual Function
among circumcised women in Sardasht City, Iran!”

Methods In this present cross-sectional study, 197 women who were mutilated entered the study by simple random
sampling from two healthcare centers in Sardasht, Iran. A gynecologist first performed a genital examination to
identify the type of female genital mutilation of participants. Subsequently, Socio-demographic and FGM/C-related
characteristics checklist and the female sexual function index questionnaire were completed by interview method.
Data were analyzed using SPSS 23 software.

Results Type | and Il of female genital mutilation were performed in 73.1 and 26.9% of the participants, respectively.
The age range of performing female genital mutilation in type I and Il of female genital mutilation was 4-10 years
old in 67.4% and 71.1% respectively. Traditional practitioners/local women carried out the circumcision in all of the
participants, and Sunnah/tradition was reported as the most common reason for doing this procedure. The average
total score of FSFl index in type | and Il of female genital mutilation was 23.5+2.0 and 17.4+2.39, respectively. In all
domains of FSFI, women with type Il of female genital mutilation obtained lower scores than women with type .

Conclusion Circumcised women have reduced scores in all domains of FSFI, and the severity of sexual dysfunction
is related to the type of FGM/C. Considering the prevalence of female genital mutilation and its adverse effects, it is
imperative to initiate cultural improvements through education and awareness. By educating and raising awareness
among individuals about this issue, we can foster positive changes and address the problem effectively.
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Introduction

Female genital mutilation“(FGM/C) is one type of vio-
lence against women [1], which refers to all procedures
related to the partial or total removal of the female
external genitalia or damage to other genital organs for
non-medical reasons. This painful procedure induced
permanent physical, mental, and sexual problems in
women who have undergone this practice [2]. World
Health Organization classifies FGM/C into four groups:
type I is partial or total removal of the clitoris, type II
is partial or total removal of the glans clitoris and labia
minor with or without removal of the labia major. Type
III, also known as infibulation involves narrowing the
vaginal opening by cutting and moving the small or large
labia and sometimes sewing with or without the type of
genital mutilation. Procedures such as pricking, piercing,
incising, scraping, and cauterizing the genital region, as
well as any others that cause injury to the female genita-
lia, fall under Type IV [1]. FGM/C is mainly carried out
by non-physicians, such as traditional practitioners with
religious or cultural motivations, which is associated with
acute, mid-term, and long-term complications [3]. Pain,
bleeding, urinary disorders, infection, pelvic inflamma-
tory disease, infertility, and sexual dysfunction are among
the most common consequences of FGM/C [1, 4].

Although female genital mutilation/circumcision is rec-
ognized as a violation of human rights at the international
level, this practice was performed on at least 200 million
girls and women in 31 countries on three continents of
the world [5]. FGM/C is more prevalent in specific ethnic
communities residing in Asia, Africa, and portions of the
Middle East, such as Iran, Yemen, Oman, and the United
Arab Emirates [6]. Rates of prevalence differ consider-
ably between and within nations. Somalia had the highest
FGM/C prevalence among women (99.2%), and Mali had
the highest among girls (72.7%). The most common type
of FGM/C among women was “flesh removed” (Type I
or II) in 19 countries [7]. The prevalence of female cir-
cumcision in the United Arab Emirates was 41.4% in the
study of Al Awar et al. and FGM/C prevalence in types
L, I1, and III was 62.8%, 16.6%, and 3.5%, respectively [8].
In Egypt, the prevalence of circumcision types I and II
was reported at 73.6% and 26.4%, respectively, and Sexual
dysfunction was identified in most women [9]. A recent
meth-analysis study showed that among girls, “not sewn
closed” (Type I, II, or IV) and “flesh removed” (Type I or
II) were the most common types in 8 countries, respec-
tively [7].

In Iran in the survey of Ahadi et al. in 2003, the preva-
lence of FGM/C was reported as 70% overall, and type I
(87.4%) was more prevalent than type II (12.6%) [10]. In
western cities of Iran, such as Ravansar and Kamyaran,
the prevalence of FGM/C was reported at 55.7% [11] and
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50.3% [12] respectively. Moreover, another study in south
of Iran named Qeshm island was reported 60% [13].

FGM/C is associated with decreased sexual satisfac-
tion [14]. Alinia et al. study in Kermanshah showed that
the health utility value of FGM/C in women with type L is
significantly lower than in women with type II circumci-
sion. Furthermore, FGM/C affects the sexual and psycho-
logical health of women, reduces personal and marital
satisfaction, and ultimately leads to a decrease in quality
of life-related to their health [15].

The cultural and traditional components of FGM/C are
various in different ethnic groups [16]. Reducing reckless-
ness, and ensuring virginity before marriage are cultural
and religious reasons for justifying female circumcision
[17]. FGM/C threatens sexual and mental health [18].
Women who have undergone FGM/C have sexual dis-
orders, such as dyspareunia, lower vaginal lubrication,
sexual pain, lack of sexual desire, and experience less
orgasm [14, 19]. Both types of FGM/C can be associated
with sexual dysfunction [9]. The research done in Piran-
shahr revealed that there is a higher prevalence of sexual
dysfunction among women who have had circumcision.
However, no statistically significant differences were seen
in terms of the overall quality of life between circumcised
and uncircumcised women [20]. Considering traditional
context and cultural considerations of Kurdish areas
about FGM/C and limited studies regarding the compari-
son of different types of FGM/C in Iran, the present study
was conducted to compare the sexual function in types
I and II of Female Genital Mutilation /Cutting (FGM/C)
among circumcised women in Sardasht City, Iran.

Materials and methods

This cross-sectional descriptive study was conducted in
Sardasht, from June to September 2022. Sardasht city is
located in the western Kurdish region of Iran.197 repro-
ductive-age women with a history of FGM/C referred to
two public Gynecological clinics in Sardasht were stud-
ied. Participants were selected by the convenience sam-
pling method.

The inclusion criteria in this study were married, of
reproductive age, not pregnant and not lactating, his-
tory of performing genital mutilation, continuous sexual
activity at least once a month, no history of Psychologi-
cal, metabolic disease, and hormonal disorders affecting
sexual activities, no history of sexual/physical assaults,
not known sexual dysfunction in the spouse and no Sur-
gery of female genital organs.

The sample size was determined 205 women, using
Power G software with a power of 80%, an error level of
5% (a=0.5), and an effect size of 0.08 and 9 predictor vari-
ables. Regarding the lack of an accurate statistical popu-
lation, sampling was calculated as available. To determine
the type of FGM/C, first, eligible women who consented
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Table 1 Socio-demographic characteristics of participants to participate in the study were examined by a gynecolo-
Variable  Type of variable Type of FGM P gist, and the study’s objectives were explained to them.
TypeINo. TypeliNo. value Upon securing written permission from the subjects,
(percent) _ (percent) the researcher proceeded to administer the Checklists

tFpr,\Q/C pel/l 144730 53e69) - of socio-demographic and FGM/C-related information,
Education  Illiterate 73(507)  32(603) 0598 as well as the FSFI questionnaire. The FSFI questionnaire
Sub diploma 58 (40.2) 16 (302) was developed by Rosen in 2000 [21]. Female Sexual
Diploma 9(6.3) 3(5.7) Function Index (FSFI) examines female sexual function in
Bachelorand above 4 (2.8) 2(38) the last four weeks. It has 19 questions in six domains:
Spouse's  lliiterate 82569  26(49.1) 0685 sexual desire, sexual arousal, lubrication, orgasm, sat-
Education  Sub diploma 29 (20.1) 14 (26.4) isfaction, and pain. The sub-scales in question include a
Diploma 0(139) 9(17) spectrum of responses ranging from 0 to 1 to 5. Higher
Bachelor and above ( 0) 4(75) scores on these sub-scales are indicative of enhanced sex-
Residency  City 2(36.1) 23434) 0350 ual function. The highest score attainable for each sub-
Rural areas (63 9) 0 (56.6) scale is 6, while the overall scale has a maximum score
Residency Rental 87 (60.4) 1(585 0968 of 36. A score of zero indicates no sexual activity during
status Paternal 29 (20.1) 1(20.8) the last four weeks The cut-off points of FSFI subscales
Personal ( 4)  11(208) in arousal, lubrication, and orgasm domains were 3.4, sat-
Income Insufficient 5(382)  26(49.1) 0271 isfaction and pain 3.8, and desire domain was reported
level Fair enough (30 6) 16 (30.2) 3.3.In 2011, Ahmad Fakhri et al. studied the validity and
Sufficient 45(313)  11(208) reliability of this questionnaire, reporting the reliability
Occupation housewife 125(86.8)  46(868) 0415 coefficient by Cronbach’s alpha method (0.86), and intra-
Employee 8(5.6) 5(94) cluster correlation coefficient (0.77), and the appropriate
Self-employed 11(76) 238 Cut-off point of the scale for screening sexual dysfunc-
Spouse’s  Employee 18(12.5) 9(17.0) 0417 tion was determined to be 28 [22]. The reliability of the
Occupation - self-employed 126 (875)  44(830) Persian version of questionnaire was assessed by Cron-
Typeof  vaginal 99(688)  33(623) 0391 bach’s alpha coefficient and was obtained at 0.82. The
delivery  Csection 45613 20(37.7) collected data were entered into SPSS 23 software and
Contra- Pl 42(292)  16(302) 0682 analyzed as descriptive and inferential statistics.
ception Condom 14(9.7) 9(17)
method Contraceptive injection 4 (2.8) 1(1.9 Results
maettﬁ:jdfsam“y planning 72 (50) 25 472) Eight of the 205 women who had undergone genital
ubal ligation 7 49) - mutilation were subsequenFly excluded from the study
Vasectomy 2014 109 ff)r no‘n-comphance and failure to‘complet‘e the ques-
No methods 300) 0(00) tionnaires; thus,‘ the final sar.nple size C.Onélsted of 197
Number of Nulliparous 642) 238) 0676 women. The sociodemographic characteristics of the par-
delivery o 8861 36(679) ticipants are detailed in Table 1. In terms of the charac-
3< 50 34.7) 15 (283) teristics of FGM/C, 73.1% and 26.9% of the participants
FGM/Cage 0-4 32(222) 8(15.1) 0,560 were diagnosed as type I and II FGM/C, respectively. The
rangelyear) 4-10 97(67.4) 38(717) average age of the participating women in type I and II
10-15 8(5.6) 5(94) of FGM/C was 30.9+8.7 and 30+8.6 years old, respec-
15-20 7(4.9) 23.8) tively, and the average duration of marriage was 12.5+0.8
The reason  Tradition 97(674)  39(736) 0598 and 12.6610.6 years in type I and II of FGM/C, respec-
for FGM/C  Chastity 3121.5) 8(15.1) tively. All participants and their spouses were Sunni in
performing g 16(11.1) 6(11.3) religion. The age range of most participants in practicing
Other 0 0 time of FGM/C in type I and II (67.4% and 71.1% respec-
Age Mean + St.Deviation 3088+879 30.03+863 0.546 tively) was 4—10 years old. Traditional practitioners/local
Duration of Mean + St.Deviation 12494083 12664859 0901 women carried out the circumcision in all of the par-
marriage ticipants and Sunnah/tradition was reported as the most
chi-square and independent sample t-tests were used for data analysis common reason for doing this procedure (67.4% and

73.6% in type I and II respectively). The majority of par-
ticipants were illiterate, housewives, lived in rural areas,
which had insufficient economic income. Natural family
planning methods including rhythmic and withdrawal
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methods were used by women with type 1 and II FGM/C
as contraception (Table 1).

The average score of FSFI in type I and II of FGM/C
was 23.5+2.0 and 17.4%2.39, respectively, and in all
domains of FSFI, women with type II of female geni-
tal mutilation obtained lower scores than women with
type I. Data analysis showed a significant difference in
ESFI total score and all subscales between two groups of
women who were mutilated (p=000). Based on the cut-
off point of each sub-scale, an investigation of the FSFI
in type I and type II FGM/C revealed disorders linked to
the sub-domains of desire (34. % and 75.5 respectively),
arousal (29.9% and 71.1% respectively), lubrication
(13.2% and54.7 respectively), orgasm (20.1%and 67.9%
respectively), satisfaction (43.8 and 79.2% respectively)
and pain (39.6% and 94.3% respectively) (Table 2).

Discussion

The present study was conducted with the aim of “the
comparison of female sexual function in types I and II of
Female Genital Mutilation “ and 197 circumcised women
were studied. Similar to Ismail study, Type I and II of
female genital mutilation had been performed in 73.1 and
26.9% of the participants, respectively. The age range of
most participants in practicing time of FGM/C in type I
and II (67.4% and 71.1% respectively) was 4—10 years old.

The average score of FSFI in 99% of circumcised women
was below 28, and they were screened for sexual dysfunc-
tion. The average score of FSFI in type I and II of FGM/C
was 23.5+2.0 and 17.4%2.39, respectively, and in all
domains of FSFI, women with type II of FGM/C obtained
lower scores than women with type I. The average score
of FSFI in type I and II of FGM/C indicates more severe
sexual dysfunction in women with type II.

Sardasht is one of the Kurdish cities is located in the
west of Iran where most people have Sunni religion, and
FGM/C has been commonly performed among women
living there from past decades.

It is necessary to explain that Islam is classified into
several branches. Sunni Islam is by far the largest branch
of Islam. The name Sunni Islam is derived from the term
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Ahl al-Sunna wa-l-Jama'a (principles of Sunnah and Pro-
phetic community). Sunni Islam claims to guide Muslims
on the path of the Prophet’s teachings and habits [23].

The results of the present study showed that more
than half of the participating women and their hus-
bands in both groups of FGM/C were illiterate, lived in
a village, and had Low income. The majority of women
were housewives. Regarding the education and occupa-
tion status of women who had been circumcised, in the
study conducted in Egypt, more than 80% of women with
FGM/C were illiterate and unemployed [24]. Addition-
ally, our results are consistent with a research by Pashaei
et al. showed that daughters of low-literate moms who
live in rural regions and have a favorable attitude about
FGM/C are more likely to conduct it. They let it happen
to their daughters because they are under societal pres-
sure [25]. Low literacy levels among the rural people were
stated as a reason for girls’ mutilation in the Daneshkhah
et al. study in Iran [20]. FGM/C is accepted as a social
norm in this area, and most illiterate people, mainly illit-
erate mothers, support this practice. Along with educa-
tion, low income can play a role as a predictor factor to
FGM/C performance too. In Guinea women with sec-
ondary/higher education, whose partners had secondary/
higher education and rich women were less likely to cir-
cumcise their daughters [26].

The effect of mothers’ and societies’ positive attitudes
and beliefs towards FGM/C and the social acceptance
of this practice was proved in some studies [25, 27], so
that Gambian girls who did not perform mutilation were
addressed with the derogatory titles of sinners, insolent,
impure, and shameless [27]. The majority of teenag-
ers and their parents in traditional societies lack access
to accurate information due to cultural reasons [28], so
increasing women’s educational attainment and raising
public awareness of FGM/C and its effects, particularly
in rural areas, may help lower the rate of female circum-
cision. Based on WHO report, FGM/C is mainly carried
out on young girls between infancy and age 15 and occa-
sionally on adult women [1]. The age range of FGM/C
performance in the majority of participants in both types

Table 2 Comparison of total score of FSFl and it's domains in type | and Il FGM/C

Variables FGM/C type | FGM/C type ll Pvalue
Disorder Mean * St.Deviation Disorder Mean * St.Deviation
Number (percent) Number (percent)
Desire 49 (34) 35+0.95 40 (75.5) 24+10 0.000
Arousal 43 (29.9) 3.7+£0.71 38(71.1) 30+£10 0.000
Lubrication 19(13.2) 404074 29 (54.7) 344097 0.000
Orgasm 29 (20.1) 42+0.84 36 (67.9) 3.0+£0.86 0.000
Satisfaction 63 (43.8) 39+0.72 42 (79.2) 26+1.1 0.000
Pain 57 (39.6) 39+092 50(94.3) 2714 0.000
FSFI 142(98.6) 235+20 53(100) 174+24 0.000

An Independent t-test sample was used for data analysis
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of FGM/C was 4-10 years and there were no significant
differences between the two groups of FGM/C (I and II).
Some studies reported various age ranges for FGM/C
performing performance, for example before the age of 7
in the study conducted in Ravansar [25], and before the
age of 3 years in the Biglo et al. study [29]. Based on the
studies, it is concluded that in communities with a cul-
ture of circumcision, this practice is usually performed
from infancy to adolescence, that is, before marriage.
Most of the girls in these communities get married in a
teenage period.

Consistent with Dehghan Khalili and his colleague’s
research, the reason for all types of FGM/C in our study
was traditional cultural beliefs [30]. The reasons for FGM
vary from place to region and throughout time, and
include a combination of sociocultural variables within
families and communities [1]. Religious motivation was
the most significant factor for FGM/C in Biglo’s research
[29]. However, in Oljira et al's study, mothers of the girls
mentioned social acceptance and the possibility of a bet-
ter marriage as the main reason to perform FGM/C and
it was significantly related to the mother’s age, education
level, and FGM/C history in women’s of family [28].

Sardasht people recognize FGM/C as a tradition named
Sunna and believe that this practice causes chastity in
women. Since tradition is one of the causes of FGM/C,
living in rural areas where tradition is more respected,
increases the prevalence of FGM/C. Circumcision seems
to have more ancient roots than religious ones, and it is
not included in the Muslim holy book, the Qur’an. Reli-
gious leaders can be crucial in raising awareness of this
issue and changing people’s beliefs to lessen female cir-
cumcision in Sunni societies because the practice of
FGM predates both Islam and Judaism and is widespread
among both religious and non-religious groups [31], and
performing FGM/C is not religious instruction, so reli-
gious leaders can play an important role in emphasiz-
ing this issue and modifying people’s beliefs in order to
reduce female circumcision in Sunni societies.

Similarly, to Biglo [29] and Oljira’s research [28], the
current study’s findings indicate that local/traditional
circumcisers performed both type I and II of FGM/C.
Female circumcision is not recognized as a medical
procedure, so this practice is often performed by local
women in non-sterile conditions, and mostly without
anesthesia. Depending on the type of circumcision, it has
different complications and risks for women.

Inconsistent with the Abdi Karim and Alsibiani et al.
study, in which the frequency of type Il FGM/C was more
than type I [31, 32], our study’s results indicated that
most participating women had undergone type I FGM/C
and there was no case of type III and IV circumcision.
However, Ismail et al. [9] and Piroozi et al. had similar
results to our study [18]. Although all forms of FGM are
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associated with an increased risk of health complications,
the risk is greater with more severe forms of FGM.

The total FSFI score average of participants and sepa-
rately for women with type I and II FGM/C were obtained
at 21.87+3.44, 23.5%+2.0 and 17.4+2.4, respectively,
which is in line with other studies [9, 32, 33], Although
the total FSFI score in Manal’s survey, 14.3+5.93, was
less than our study. Compared to uncircumcised women,
a significant decrease in FSFI score and sexual perfor-
mance has been proven in women who experienced
FGM/C [29, 34].

Pain (39.6 and 94.3% in type I and II respectively) and
satisfaction disorders (43.8 and 79.2% in type I and II
respectively) were the most common screened disorders
in our study, also circumcised women were usually less
capable of sexual arousal [35]. In all domains of FSFI,
women with type II FGM/C obtained lower scores than
women with type I (Table 2), and there was a significant
difference between two groups. Disorders in all domains
of FSFI was identified in Daneshkhah et al. [20], and
Manal Ibrahim Mahmoud’s studies [33], but the compari-
son of two types of FGM/C was not done in their study.
In Somali women, only scores of the orgasm and satisfac-
tion domains were lower in Type II compared to type I
[32]. Contrary to our findings, the sexual pain scores
were not affected in other studies [31, 36], it could be due
to the different versions of used questionnaires (Arabic
versus Persian) and comparing circumcised women with
uncircumcised ones not two types of FGM/C.

Sexual dysfunction was more common in type II
FGM/C women, since there was a substantial correla-
tion between the two groups [32, 34]. Type III circum-
cision has the poorest sexual consequences, and women
with type I to III FGM/C have sexual dysfunction [37].
The type of circumcision was associated with Medical
complications, such as bleeding, sexual disorders, and
delivery complications [8]. More severe sexual dysfunc-
tion in women with type II circumcision is related to
the nature of the surgery and irreparable damage to the
female reproductive system and requires rehabilitation
interventions to reduce sexual problems in these women.
Sexual desire disorder is a sustainable complication in
women who were mutilated [38] and can lead to dissatis-
faction with sexual life [39]. A decrease or lack of sexual
desire can induce an inability to gender role-playing [40]
and worrying about losing the spouse in women [41],
which requires more attention from sexual health service
providers.

Conclusion

Sexual dysfunction is common among women with
FGM/C, and its severity is associated with the type of
FGM/C. Low awareness of illiterate women and men,
especially those who live in rural areas about FGM/C and
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its consequences, increases their acceptance of circum-
cision. In order to mitigate the negative consequences
associated with FGM/C, it is imperative to implement
cultural transformations and behavioral adjustments via
education and awareness campaigns. Thus, necessary
interventions should be considered to reduce sexual and
psychological complications in circumcised women with
all types of FGM/C.

Acknowledgements

This research was carried out as part of a master’s thesis with the financial
support of Ardabil University of Medical Sciences and ethics code (IR ARUMS.
REC.1401.077).

In addition to thanking the women of Sardasht for their participation, we
express our gratitude to the Research Vice-Chancellor of Urmia University of
Medical Sciences for cooperation and providing sampling permission.

Author contributions

Data collection: PAA — KH -FA- SI-SR. Data analysis and interpretation: PAA
— KH -FA- SI-SR. The author(s) read and approved the final manuscript. The
first author (KH.) and the corresponding author (PA.A.) have the highest
contribution in doing research and writing the manuscript.

Funding
No funding.

Data availability
The datasets generated and analyzed during the current study are available
from the corresponding author.

Declarations

Conflict of interest
There is no conflict of interest between the authors.

Ethics approval and consent to participate

Methods were performed in accordance with the relevant guidelines and
regulations ethics and consent, Informed consent was obtained from all
subjects. Ethics approval was obtained from the Ardabil University if medical
sciences, human Research Ethics Committee on IRARUMS.REC.1401.077.
Informed consent was obtained from all subjects which has been uploaded.

Consent for publication
Not applicable.

Author(s) Statement
Consent was obtained from all subjects and their legal guardian(s).

Competing interests
The authors declare no competing interests.

Received: 24 May 2023 / Accepted: 21 December 2023
Published online: 08 January 2024

References

1. Organization WH. Female genital mutilation 2023 [Available from: https.//
www.who.int/news-room/fact-sheets/detail/female-genital-mutilation

2. Alradie-Mohamed A, Kabir R, Arafat SMY. Decision-making process in female
genital mutilation: a systematic review. Int J Environ Res Public Health.
2020;17(10).

3. Odukogbe AA, Afolabi BB, Bello OO, Adeyanju AS. Female genital mutilation/
cutting in Africa. Transl Androl Urol. 2017;6(2):138-48.

4. (IAC) I-ACOTP. Female Genital Mutilation 2023 [Available from: http://iac-ciaf.
net/fgm/

5. UNICEF. Female genital mutilation (FGM). 2023 [Available from: https://data.
uniceforg/topic/child-protection/female-genital-mutilation/

20.

21.

22.

23.

24.

25.

26.

27.

29.

30.

Page 6 of 7

guidance M-as. female genital mutilation 2023 [Avail-

able from: https://www.gov.uk/government/publications/
multi-agency-statutory-guidance-on-female-genital-mutilation

Farouki L, El-Dirani Z, Abdulrahim S, Akl C, Akik C, McCall SJ. The global
prevalence of female genital mutilation/cutting: a systematic review and
meta-analysis of national, regional, facility, and school-based studies. PLoS
Med. 2022;19(9):e1004061.

Al Awar S, Al-Jefout M, Osman N, Balayah Z, Al Kindi N, Ucenic T. Prevalence,
knowledge, attitude and practices of female genital mutilation and cutting
(FGM/C) among United Arab Emirates population. BMC Womens Health.
2020;20(1):79.

Ismail SA, Abbas AM, Habib D, Morsy H, Saleh MA, Bahloul M. Effect of female
genital mutilation/cutting; types | and Il on sexual function: case-controlled
study. Reproductive Health. 2017;14(1):108.

Ahadi H, Khadivzadeh T, Seyyedialavi G, Esmaili H. Women'’s circumcision in
Minab: prevalence, knowledge, attitude. J Inflamm Dis. 2003;7(4):14-20.
Pashaei T, Rahimi A. Related factors of female genital mutilation (FGM) in
Ravansar (Iran). J Women's Health Care. 2012;01.

Bahrami M, Ghaderi E, Farazi E, Bahramy A. The prevalence of female

genital mutilation and related factors among women in Kamyaran. Iran.
2018;6:113-9.

Ahmady K. In the name of traditions: a Comprehensive Study on the Impact
of Female Genital Mutilation (FGM) on women and girls an overview of
female genital mutilation (FGM) in Iran. Int J Kurd Stud. 2022:119-45.
Shafaati Laleh S, Maleki A, Samiei V, Roshanaei G, Soltani F. The comparison
of sexual function in women with or without experience of female genital
circumcision: a case-control study in a kurdish region of Iran. Health Care
Women Int. 2022;43(1-3):194-206.

Alinia C, Piroozi B, Jahanbin F, Safari H, Mohamadi-Bolbanabad A, Kazemi-
Karyani A, et al. Estimating utility value for female genital mutilation. BMC
Public Health. 2020;20(1):811.

Islam MM, Uddin MM. Female circumcision in Sudan: future prospects and
strategies for eradication. Int Fam Plan Perspect. 2001:71-6.

Abdel-Azim S. Psychosocial and sexual aspects of female circumcision. Afr J
Urol. 2013;19(3):141-2.

Piroozi B, Alinia C, Safari H, Kazemi-Karyani A, Moradi G, Farhadifar F, et al.
Effect of female genital mutilation on mental health: a case—control study.
Eur J Contracept Reproductive Health Care. 2020;25(1):33-6.

Hassanin IM, Helmy YA, Fathalla MM, Shahin AY. Prevalence and characteris-
tics of female sexual dysfunction in a sample of women from Upper Egypt.
Int J Gynecol Obstet. 2010;108(3):219-23.

Daneshkhah F, Allahverdipour H, Jahangiri L, Andreeva T. Sexual function,
mental well-being and quality of life among kurdish circumcised women in
Iran. Iran J Public Health. 2017;46(9):1265.

Rosen R, Brown C, Heiman J, Leiblum S, Meston C, Shabsigh R, et al. The
female sexual function index (FSFI): a multidimensional self-report instru-
ment for the assessment of female sexual function. J Sex Marital Ther.
2000,26(2):191-208.

Fakhri A, Pakpour Haji Agha A, Morshedi H, Mohammadjafari R, Ghalambor
Dezzfuli F. Psychometric properties of Iranian version of female sexual func-
tion index. Sci Med J. 2011;10(4).

Immenkamp B. Understanding the branches of Islam: Sunni Islam. 2016.
El-Zanaty FH. In: Way AA, editor. Egypt demographic and health survey, 2005.
Ministry of Health and Population; 2006.

Pashaei T, Ponnet K, Moeeni M, Khazaee-pool M, Majlessi F. Daughters at risk
of female genital mutilation: examining the determinants of mothers'inten-
tions to allow their daughters to undergo female genital mutilation. PLoS
ONE. 2016;11(3):e0151630.

Ahinkorah BO, Ameyaw EK, Seidu A-A, Yaya S. Predictors of female genital
mutilation or cutting among daughters of women in Guinea, West Africa. Int
JTranslational Med Res Public Health. 2021;5(1):4-13.

Shell-Duncan B, Herniund Y. Are there stages of change in the practice of
female genital cutting? Qualitative research finding from Senegal and the
Gambia. Afr J Reprod Health. 2006;10(2):57-71.

OljiraT, Assefa N, Dessie Y. Female genital mutilation among mothers and
daughters in Harar, eastern Ethiopia. Int J Gynecol Obstet. 2016;135(3):304-9.
Biglu M-H, Farnam A, Abotalebi P, Biglu S, Ghavami M. Effect of female
genital mutilation/cutting on sexual functions. Sex Reproductive Healthc.
2016;10:3-8.

Dehghankhalili M, Fallahi S, Mahmudi F, Ghaffarpasand F, Shahrzad ME,
Taghavi M, Fereydooni Asl M. Epidemiology, regional characteristics,


https://www.who.int/news-room/fact-sheets/detail/female-genital-mutilation
https://www.who.int/news-room/fact-sheets/detail/female-genital-mutilation
http://iac-ciaf.net/fgm/
http://iac-ciaf.net/fgm/
https://data.unicef.org/topic/child-protection/female-genital-mutilation/
https://data.unicef.org/topic/child-protection/female-genital-mutilation/
https://www.gov.uk/government/publications/multi-agency-statutory-guidance-on-female-genital-mutilation
https://www.gov.uk/government/publications/multi-agency-statutory-guidance-on-female-genital-mutilation

Hassannezhad et al. BMC Women's Health

32.

33.

34.

35.

36.

(2024) 24:31

knowledge, and attitude toward female genital mutilation/cutting in south-
ern Iran. J Sex Med. 2015;12(7):1577-83.

Alsibiani SA, Rouzi AA. Sexual function in women with female genital mutila-
tion. Fertil Steril. 2010;93(3):722-4.

Mohamed AH, Mohamud RYH, Mohamud HA, Eraslan A, Gur M, Omar AA,
Cimen S. Somalian women with female genital mutilation had increased risk
of female sexual dysfunction: a cross-sectional observational study. Sci Rep.
2022;12(1):15633.

Mahmoud MIH. Effect of female genital mutilation on female sexual function,
Alexandria, Egypt. Alexandria J Med. 2016;52(1):55-9.

Nzinga A-M, De Andrade Castanheira S, Hermann J, Feipel V, Kipula AJ, Bertuit
J. Consequences of female genital mutilation on women’s sexual health-sys-
tematic review and Meta-analysis. J Sex Med. 2021;18(4):750-60.

Buggio L, Facchin F, Chiappa L, Barbara G, Brambilla M, Vercellini P. Psy-
chosexual consequences of female genital mutilation and the impact of
reconstructive Surgery: a narrative review. Health Equity. 2019;3(1):36-46.
Anis TH, Aboul Gheit S, Awad HH, Saied HS. Effects of female genital cutting
on the sexual function of Egyptian women. A cross-sectional study. J Sex
Med. 2012,9(10):2682-92.

37.

38.

39.

40.

41.

Page 7 of 7

Rouzi AA, Berg RC, Sahly N, Alkafy S, Alzaban F, Abduljabbar H. Effects of
female genital mutilation/cutting on the sexual function of Sudanese
women: a cross-sectional study. Am J Obstet Gynecol. 2017,217(1):62. e1-. e6.
Manero I, Labanca T. Clitoral reconstruction using a vaginal graft after female
genital mutilation. Obstet Gynecol. 2018;131(4):701-6.

McCarthy B, Wald LM. Sexual desire and satisfaction: the balance between
individual and couple factors. Sex Relatsh Therapy. 2012,27(4):310-21.

Akbari PA, Ozgoli G, Simbar M, Besharat M. Nonbiological predictors of sexual
Desire in women with female sexual interest and Arousal Disorder. ISFAHAN
Med SCHOOL. 2018,;36(470):201-8.

Akbari PA, Ozgoli G, Simbar M, Besharat MA. Women's perceptions and
feelings about loss of their sexual desire: a qualitative study in Iran. Int J Com-
munity Based Nurs Midwifery. 2018;6(2):167.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿The comparison of sexual function in types I and II of female genital mutilation
	﻿Abstract
	﻿Introduction
	﻿Materials and methods
	﻿Results
	﻿Discussion
	﻿Conclusion
	﻿References


