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High Burden of Female Sexual 
Dysfunction: An Online Survey of 
Nigerian Women
Ejiroghene Martha Umuerri1,2, Christiana Omotola Ayandele3

Abstract:
INTRODUCTION: Female sexual dysfunction (FSD) is common but underresearched in Nigeria.
OBJECTIVE: The objective of this study is to ascertain the prevalence and associated risk factors 
of FSD in Nigeria.
METHODS: A cross‑sectional observational online survey of sexually active Nigerian women aged 
≥18 years using the Female Sexual Function Index  (FSFI). The FSFI assessed six domains: 
arousal, desire, lubrication, orgasm, pain, and satisfaction. Respondents with an FSFI score 
of  <26.6 had FSD. Ethical approval was duly obtained, and the study was conducted as per 
Helsinki Declaration.
RESULTS: Of the 388 women that participated in the survey, 72.4% were <40 years old, 59.3% 
were married, 9.3% and 1.8% reported hypertension and diabetes mellitus, and 44.6% and 
5.2% consumed alcohol and smoked tobacco. The mean (±standard deviation) FSFI score was 
25.4 (±6.76). A total of 187 (46.7%) of the respondents had scores <26.6. Sexual domain disorders 
observed were desire  (35, 9.0%), lubrication  (49, 12.6%), satisfaction  (52, 13.4%), arousal  (58, 
14.9%), orgasm (90, 23.2%), and pain (101, 26.0%). Respondents with sexual dysfunction were 
predominantly aged 50–59 years (77.8%), cohabiting (66.7%), had postgraduate education (52.6%), 
unemployed (62.2%), and rural dwellers (56.1%). Hypertension (57.3%), diabetes mellitus (28.6%), 
alcohol consumption (38.2%), and tobacco smoking (70.0%) were reported among respondents with 
sexual dysfunction. Respondents’ sociodemographic characteristics and sexual dysfunction were not 
significantly associated. Tobacco smoking (P = 0.038) and alcohol consumption (P < 0.001) were 
associated with sexual dysfunction.
CONCLUSION: The prevalence of FSD is high among Nigerian women, with pain and orgasm being the 
most common sexual disorders. Alcohol and tobacco smoking were significantly associated with FSD.
Keywords:
Female sexual dysfunction, female sexual function index, Nigeria, prevalence

Introduction

Sexual dysfunction refers to any problem 
that makes sexual activity undesirable 

or unsatisfactory. It can occur during any 
phase of the sexual activity cycle. Regardless 
of gender, four phases in the sexual 
response cycle have been described: desire, 
arousal (excitement), orgasm, and resolution 
phase.[1] However, sexual dysfunction is 
broadly divided into disorders of desire, 

lubrication, arousal, orgasm, satisfaction, 
and pain in women.[2]

Female sexual dysfunction (FSD) negatively 
impacts physical and psychosocial health.[2] 
Its presence may signify underlying medical 
conditions such as mental health disorders, 
cardiovascular diseases, and gynecological 
disorders.[3‑5] The knowledge of the rates 
of occurrence of FSD and the primary risk 
factors for these conditions are pivotal 
in the risk assessment and strategies for 
its prevention and treatment. The Global 
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Online Sexuality Survey was conducted across the 
globe to provide knowledge about sexual problems 
among Internet users of both sex, and it was carried out 
in different languages.[6‑8] However, there is a shortage 
of information on sexual dysfunction among Nigerian 
women. This survey aims to determine the prevalence 
and associated risk factors of FSDs among Internet users 
in Nigeria during the COVID‑19 lockdown.

Methods

The study was a web‑based observational survey of adult 
Nigerian women living in Nigeria between August and 
December 2020.

Potential respondents were sexually active women 
aged 18  years or more. Participation in the survey 
was entirely voluntary, and participants’ anonymity 
and confidentiality were maintained. Invitations to 
participate in the survey were randomly sent to potential 
respondents through WhatsApp, one of Nigeria’s 
most frequently used social media handles. Eligible 
respondents were sexually active women aged at least 
18 years. The survey questionnaire was made available 
only to consenting respondents. A  formal ethical 
approval (HREC/PAN/2020/025/0367) was obtained 
before the conduct of the study.

The study instrument was a Google Form document 
with sequential questions. The questionnaire contained 
sociodemographic characteristics, cardiovascular risk 
factors, and sexual function. The 19‑item Female Sexual 
Function Index  (FSFI) questionnaire assessed sexual 
function.[9] The FSFI has been previously validated as 
a valuable tool to assess sexual health among Nigerian 
women.[10] The FSFI tests have six domains  (number 
of questions): desire  (2), arousal  (4), lubrication  (4), 
orgasm (3), sexual satisfaction (3), and pain (3). All domains 
except for desire and sexual satisfaction have a score range 
of 0–5 per question. The desire and sexual satisfaction 
score range are 1–5 per question. Domain disorder is 
scored as: desire  (<4), arousal  (<10), lubrication  (<10), 
orgasm  (<8), sexual satisfaction  (<8), and pain  (<10).[9] 
The overall cutoff FSFI score is 26.6. Respondents with 
scores of at least 26.6 had no sexual dysfunction, while 
those <26.6 had dysfunction using the FSFI.

Obtained data were exported from Google Sheets to 
the International Business Machine Statistical Product 
and Service Solution (IBM‑SPSS) version 23 (IBM Corp., 
Armonk, NY, USA) for analysis. Analyzed data were 
summarized and presented as text and tables. Analyzed 
data were summarized as frequencies, percentages, and 
measures of central tendency (mean, standard deviation, 
median, and mode) are presented in text, tables, and charts. 
The Chi‑square tested the associations between categorical 

variables. The difference in means of continuous variables 
was tested using the independent t‑test. Binary logistic 
regression was used to explore further the relationship 
between sexual dysfunction and the characteristics of 
the respondents. The level of statistical significance was 
P < 0.05 at a 95% confidence interval (CI).

Results

Three hundred and eighty‑eight women completed the 
study questionnaire. The respondents’ estimated mean, 

Table 1: Sociodemographic profile and cardiovascular 
risk factors of respondents
Variable Category Frequency (%)
Age group 18-29 156 (40.2)

30-39 125 (32.2)
40-49 86 (22.2)
50-59 18 (4.6)
≥60 3 (0.8)

Marital status Single 140 (36.1)
Married 230 (59.3)
Cohabiting 6 (1.5)
Divorced/separated 6 (1.5)
Widowed 6 (1.5)

Highest level of 
education

None 5 (1.3)
Primary 1 (0.3)
Secondary 71 (18.3)
Tertiary 178 (45.9)
Postgraduate 133 (34.3)

Occupation Unskilled 5 (1.3)
Skilled 140 (36.1)
Professional 204 (52.6)
Unemployed 37 (9.5)
Retired 2 (0.5)

Religion Christianity 370 (95.4)
Islam 16 (4.1)
None 2 (0.5)

Residence Urban 306 (78.9)
Rural 82 (21.1)

Geopolitical zone of 
residence

South‑South 297 (76.5)
South‑West 42 (10.8)
South‑East 14 (3.6)
North Central 24 (6.2)
North‑West 11 (2.8)

Consumption of 
alcoholic beverages

Yes 173 (44.6)
No 215 (55.4)

Smoke tobacco Yes 20 (5.2)
No 368 (94.8)

Hypertension Yes 36 (9.3)
No 343 (88.4)
Don’t know 9 (2.3)

Diabetes mellitus Yes 7 (1.8)
No 372 (95.9)
Don’t know 9 (2.3)

Medications Antihypertensives 33 (8.5)
Antidiabetics 6 (1.5)
Others 45 (11.6)
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and antihypertensive medication use was significantly 
associated with sexual dysfunction [Table 3].

Sociodemographic variables and cardiovascular 
risk factors with P  <  0.2 obtained using Chi‑square 
test  [Table  3] were further analyzed using binary 
logistic regression to determine their relationship 
with sexual dysfunction among the respondents. 
The significant predictors of sexual dysfunction 
were residence  (adjusted odds ratio  [95% CI] =0.487 
[0.279–0.847], P = 0.011), alcohol consumption (adjusted 
odds ratio [95% CI] =2.264 [1.447–3.541], P < 0.001), and 
tobacco smoking (adjusted odds ratio [95% CI] =0.243 
[0.085–0.697], P = 0.008).

Discussion

FSD is underresearched but thought to be highly 
prevalent among women irrespective of mental or 
organic illnesses.[11] The assertion is confirmed in this 
study as about half of the respondents (46.7%) had sexual 
dysfunction. Indeed, the high prevalence of FSD in this 
study is comparable with other general population‑based 
studies from Nigeria[10] and worldwide.[12‑15] Nwagha 
et al.,[10] reported the prevalence of 53.5% among women 
in a university community in South‑East Nigeria, and 
Imbeah et al.[12] reported 45.6% in a nationwide survey 
in Ghana. Compared with women drawn from the 
general population, the burden of FSD appears to be 
more among women with mental disorders and organic 
illnesses such as diabetes mellitus and retroviral disease. 
For example, hospital‑based studies among Nigerian 
women show that about 9 out of 10 women have FSD: 
88.0% with diabetes mellitus,[16] 89.2% with retroviral 
disease,[17] and 95.7% with mental disorders.[18] Sexual 
dysfunction in women results in poor quality of life and 
may be a manifestation of an underlying illness. Thus, 
it is prudent to routinely assess the sexual health status 
of women during clinical encounters, irrespective of the 
reason for the visit using simple assessment tools.

Table 2: Domains of sexual disorders among respondents
Sexual domain Frequency (%), mean (SEM) Sexual dysfunction (n=184) No sexual dysfunction (n=204) P
Desire 35 (9.0) 33 (17.9) 2 (1.0) <0.001*

3.433 (0.053) 2.902 (0.074) 3.912 (0.059) <0.001†

Arousal 58 (14.9) 57 (31.0) 1 (0.5) <0.001*
3.999 (0.064) 3.168 (0.088) 4.749 (0.050) <0.001†

Lubrication 49 (12.6) 49 (26.6) 0 <0.001*
4.569 (0.073) 3.675 (0.114) 5.375 (0.042) <0.001†

Orgasm 90 (23.2) 87 (47.3) 3 (1.5) <0.001*
4.087 (0.079) 3.048 (0.113) 5.024 (0.054) <0.001†

Satisfaction 52 (13.4) 50 (27.2) 2 (1.0) <0.001*
4.778 (0.079) 3.789 (0.123) 5.671 (0.042) <0.001†

Pain 101 (26.0) 86 (46.7) 15 (7.4) <0.001*
4.527 (0.077) 3.733 (0.122) 5.243 (0.062) <0.001†

*Chi‑square test, †Student’s t‑test. SEM: Standard error of the mean

median, and modal ages were 34, 33, and 25  years. 
More than 70% of the respondents were aged <40 years. 
Most of the women were married  (59.3%), had more 
than primary education (98.5%) and working (89.9%). 
Table 1 shows the sociodemographic characteristics and 
cardiovascular risk profile of the respondents.

Using the FSFI cutoff of 26.6, 184 (47.4%) respondents 
had sexual dysfunction. The mean (±standard deviation) 
FSFI score was 25.4 ± 6.76 (total population), 29.97 ± 2.18, 
95% CI: 29.67–30.27  (no sexual dysfunction), and 
20.3 ± 6.48, 95% CI: 19.37–21.26 (sexual dysfunction). 
The dif ference in  mean FSFI  score between 
respondents with and without sexual dysfunction 
was statistically significant  (P < 0.001, 95% CI of the 
difference = 8.711–10.605).

Table  2 shows the frequency of sexual disorders by 
domain tested. Respondents with sexual dysfunction 
had significantly higher disorders across the six domains 
tested. The most frequently encountered problems 
with sexual functioning were orgasm  (90, 23.2%) and 
dyspareunia (101, 26.0%). About half of the respondents 
with sexual dysfunction had problems with orgasm (87, 
47.3%) and pain (86, 46.7) compared with 3 (1.5%) and 
15  (7.4%), respectively, among respondents without 
sexual dysfunction [Table 2].

Respondents with sexual dysfunction were found 
to be predominantly sexual dysfunction mainly was 
found among respondents aged 50–59  years  (77.8%), 
cohabiting  (66.7%), had a postgraduate level of 
education  (52,6%), unemployed  (62.2%), lived in 
rural areas  (56.1%), and the South‑East geopolitical 
zone  (62.5%)  [Table  3]. However, the association 
between sexual dysfunction and the sociodemographic 
characteristics of the respondents was not statistically 
significant  [Table  3]. Furthermore, hypertension and 
diabetes mellitus were not found to be significantly 
associated with sexual dysfunction [Table 3]. In contrast, 
consumption of alcoholic beverages, tobacco smoking, 
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The mean scores in each of the six domains of sexual 
function tested were significantly lower among 
respondents who had FSD. Disorders of orgasm 
and pain were the most encountered domains 
in this study. Respondents with FSD commonly 
had orgasm disorder  (47.3%), closely followed by 

dyspareunia  (46.7%). Safarinejad also reported 
problems with orgasm as the most frequently 
encountered sexual disorder.[15] Dyspareunia was also 
a common domain disorder among respondents with 
no sexual dysfunction  (7.4%). Sexual desire was the 
minor problem identified in this study. This finding 

Table 3: Association between sociodemographic profile, cardiovascular risk factors, and female sexual dysfunction
Variable Category Frequency Sexual dysfunction No sexual dysfunction χ2 P
Age group 18-29 156 69 (44.2) 87 (55.8) 7.766 0.101

30-39 125 59 (47.2) 66 (52.8)
40-49 86 40 (46.5) 46 (53.5)
50-59 18 14 (77.8) 4 (22.2)
≥60 3 2 (66.7) 1 (33.3)

Marital status Single 140 69 (49.3) 71 (50.7) 1.407 0.843
Married 230 105 (45.7) 125 (54.3)
Cohabiting 6 4 (66.7) 2 (33.3)
Divorced/separated 6 3 (50.0) 3 (50.0)
Widowed 6 3 (50.0) 3 (50.0)

Highest level of education None 5 2 (40.0) 3 (60.0) 6.970 0.138
Primary 1 1 (100.0) 0
Secondary 71 25 (35.2) 46 (64.8)
Tertiary 178 86 (48.3) 92 (51.7)
Postgraduate 133 70 (52.6) 63 (47.4)

Occupation Unskilled 5 2 (40.0) 3 (60.0) 6.977 0.137
Skilled 140 56 (40.0) 84 (60.0)
Professional 204 102 (50.0) 102 (50.0)
Unemployed 37 23 (62.2) 14 (37.8)
Retired 2 1 (50.0) 1 (50.0)

Religion Christianity 370 175 (47.3) 195 (52.7) 0.050 0.975
Islam 16 8 (50.0) 8 (50.0)
None 2 1 (50.0) 1 (50.0)

Residence Urban 306 138 (45.1) 168 (54.9) 3.138 0.076
Rural 82 46 (56.1) 36 (43.9)

Geopolitical zone of residence South‑South 297 133 (44.8) 164 (55.2) 5.047 0.282
Southwest 42 22 (52.4) 20 (47.6)
Southeast 14 9 (64.3) 5 (35.7)
North‑Central 24 15 (62.5) 9 (37.5)
Northwest 11 5 (45.5) 6 (54.5)

Consume alcohol Yes 173 66 (38.2) 107 (61.8) 10.766 0.001
No 215 118 (54.9) 97 (45.1)

Smoke tobacco Yes 20 14 (70.0) 6 (30.0) 4.311 0.038
No 368 170 (46.2) 198 (53.8)

Hypertension Yes 36 19 (57.3) 17 (47.2) 1.136 0.567
No 343 162 (47.2) 181 (52.8)
Don’t know 9 3 (33.3) 6 (66.7)

Diabetes mellitus Yes 7 2 (28.6) 5 (71.4) 2.336 0.311
No 372 176 (47.3) 196 (52.7)
Don’t know 9 6 (66.7) 3 (33.3)

Antihypertensive medications Yes 33 18 (54.5) 15 (45.5) 6.086 0.048
No 349 166 (47.6) 183 (52.4)
Don’t know 6 0 6 (100.0)

Antidiabetic medications Yes 6 2 (33.3) 4 (66.7) 2.316 0.314
No 380 182 (47.9) 198 (51.8)
Don’t know 2 0 2 (100.0)

Other medications Yes 45 25 (55.6) 20 (44.4) 4.838 0.089
No 339 159 (46.9) 180 (53.1)
Don’t know 4 0 4 (100.0)

D
ow

nloaded from
 http://journals.lw

w
.com

/jm
w

a by B
hD

M
f5eP

H
K

av1zE
oum

1tQ
fN

4a+
kJLhE

Z
gbsIH

o4X
M

i0hC
yw

C
X

1A
W

nY
Q

p/IlQ
rH

D
3i3D

0O
dR

yi7T
vS

F
l4C

f3V
C

4/O
A

V
pD

D
a8K

2+
Y

a6H
515kE

=
 on 05/08/2024



Umuerri and Ayandele: Burden of sexual dysfunction among Nigerian women

Journal of the Medical Women’s Association of Nigeria  -  Volume 7, Issue 1, June 2022	 19

is contrary to reports from other studies in which 
desire was a common sexual disorder.[13,19,20] Indeed, 
reports from existing literature show varying patterns 
and frequencies of sexual domain disorders.[13,15,19,20] 
The lack of trend in patterns domain disorders may 
be attributable to the fluid and multifactorial causes 
of sexual dysfunction, including psychosocial factors 
such as relationship‑related disharmony, financial 
pressures, family size, and biological factors including 
the presence of physical or mental illnesses. However, 
the index study is limited in its scope and cannot make 
factual inferences on reasons for the observed pattern 
of sexual disorders.

In this study, the prevalence of sexual dysfunction was 
not significantly associated with sociodemographic 
characteristics  (age, marital status, educational status, 
occupation, religion, place of residence, and geopolitical 
zone). Unlike previous studies that found age to be 
significantly associated with FSD.[10] Like erectile 
dysfunction, FSD is linked with atherosclerotic 
cardiovascular risk factors such as hypertension,[21,22] 
and diabetes,[23,24] In this study, neither hypertension 
nor diabetes mellitus was significantly associated with 
FSD. On the contrary, tobacco smoking and consumption 
of alcohol, behavioral cardiovascular risk factors, were 
found to be substantially associated with FSD.

The inconsistency in the factors associated with FSD in 
this study compared with previous reports may not be 
unrelated to some limitations in the methodology. The 
index study was online; thus, reporting bias was not 
unlikely, especially as the presence of hypertension and 
diabetes mellitus could not be verified. It is noteworthy 
that undiagnosed hypertension and undiagnosed 
diabetes mellitus are common in Nigeria and indeed 
among Africans.[25‑28] This study is also limited in not 
seeking possible confounders such as frequency of 
sexual activity, spouse‑related issues such as age, and 
psychosocial issues such as marital disharmony.

Conclusion

About half of the respondents in the index study had 
sexual dysfunction using the FSFI. Problems with 
desire were the least encountered in this study, while 
most women with FSD had dyspareunia and orgasmic 
disorders. Consumption of alcoholic beverages and 
tobacco smoking were significantly associated with FSD.
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