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ABSTRACT

Sexual health status of married women in the repetide age, one of the most important communitytinéssues.
Recent research has highlighted the effects ofimls beliefs with sexual life and sexual probteay be mediated
This study aimed to investigate the associatiorelifiousness and.through individual differences in spirituality.
sexual disorders in a cross-sectional study in womiereproductive This cross-sectional study was conducted on
women aged 15-45 years old referring to Shiraz theegénters in 2015 with a sample size of 210. €usampling
was done firstly. Thempurposdul sampling was conducteih each center. Data collection was done using
Religious Attitude Questionnaire and Female Sexdafunction index. Correlation coefficient and Fask test
The mean age of the study population was 30.6716.6@re performed for data analysis in SPSS software.
According to the findings, 74.3% had sexual dydfonc Furthermore, the rate of impaired sexual desivas
72.9% and 62.4% insexualarousal Orgasnic disordemnwas the highesteported sexuatlysfunction.There was a
statistically significant correlation between rabgs thoughtsand different dimensions of sexual function such as
sexual desire (P= 0.005), psychological stimulatipx 0.05), lubrication (p= 0.02), orgasm (p=0.013and
satisfaction p= 0.001) Religious thoughts with dimensions of sexual fanclibido, orgasm, etc.) wasssociated

So, the improvement in families and societis sexual health couldresult from the increasin the
individuals'knowledgeabout sex related issues angligious thoughtsn this regard Therefore, sexual health

education, in accordance with religious valuesprie of the priorities in community health system.
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INTRODUCTION

Sexual activity is an important and necessary camapbin women's life[1] . About 60-80% of womienthe world
suffer from sexual dysfunction, which can affectnpaspects of their lives both directly and indike§ 2] .These
disorders can emerge from our daily behaviors &sraly and social conflict, and unnecessary angesreover,
improper treatment of such disorders can also résuthronic symptoms, anxiety, self-oriented trgndnd guilt
feelings. Lack of attention to this issue leadsdoial problems such as divorce, crime, offensgg @ddiction and
various psychological and physical diseases, wthcbaten the public health [3 ]. Different studies/e reported
several conclusions regarding the prevalence aiaedysfunction. In a study by Fajewonyomi and eadues in
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Nigeria, the prevalence of sexual dysfunction wegorted 63.7% in 2007 [4 ]. According to Elnashrad a
colleagues in 2007, the prevalence of sexual dygsifum was reported 69% in Egypt [5 ]. Amidu in kisidy found
that 72.8% of the subjects had one or more sexoalgms [6 ].

Despite the fact that couples may go on their ieiahip as a social group, their attraction andttfade. In sum,
they start to hurt each other due to the feelingaafness and despair among them [ 7]. Accordirag dtudy, the
prevalence of sexual dysfunction was reported 31%ain [8 ]. Evidence also suggests that a higklle¥ marital
conflict is in association with the family memberelationship[ 9] .Studies have shown that if cesptan manage
their conflicts in a positive way along with probilesolving skills, many conflicts will not be harmfd0 ] .Due to
our society’s cultural structure and Islam's emhas divorce obscenity and its consequences, islyeabout
families with children, couples are not willing separate, so finally they may live together for gngears despite
their unsatisfying life accompanied with mentalygical, and mental agony. Due to the dominant rirldgan, we
do not have any access to the formal statistiesnudtional divorce. Despite this restriction, fewsdditisfied cases
refer tothe court to divorce. The ratio of divorces to thenber of family records shows that the rate of teznal
divorce is several times higher than the actuabrdi® [11 ]. Reduction of family religiosity can tb# emotional
divorce. In other words, religion can be an inoenfior couples to maintain the family life and pider appropriate
cultural patterns [11 ].

Research has shown that the couples’ sexual satmfaand religious differences are of the moseéffe factors
causing this problem (emotional divorce) [11 ] .tBe other hand, the reduction of effective sexoahmunication
and intimacy are of the factors influencing maritahflicts. Understanding women's sexual desigegffect on
sexual health promotion, and reduction of sexsiisrand violence have been emphasized in diffstenies[12-18
]. Despite the fact that talking about sexual peotd is an obvious taboo due to our culture, we a@aigmore its
constructive and inevitable impact on interpersaetdtionships. Many couples are not aware of tbeelits of
satisfying sexual relationship due to our cultuestrictions and the dominant unnecessary embaresdsrn
addition, they do not refer to the specialists lasytface troubles in this regard and finally itdeao a cold
relationship. Although sexual health education amsidered as a human right and mental health rigcdss
international organizations [19], it has caused ynarallenges in different cultures [20]. In Iraexsal issues have
been stated in doubt (as a conservative and raBgomuntry). Moreover, modesty tends to inhibitgdeofrom
stating their problems in this regard [21]. Sineseaarch on this issue is scanty in our societg, ghidy aimed to
determine the relationship between religious th¢sigihd sexual dysfunction.

MATERIALS AND METHOD

This cross-sectional study was done on 15-45 yielawomen referring to Shiraz health centers in 2@4th a

sample size of 210. Sample size, According to élselts of previous studies and Khalegi's article J#ith a

correlation coefficient confidence level 0.23 an@3( = 0.05) and power of 9098 £0.1), 196 people were
estimated and with probability of the loss of 10geat, 214 patients were collected.
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Cluster sampling was done primarily and some centere selected randomly (among centers locatéukimorth,
south, west, and east of Shiraz). Then, purposingpting was done in each center. After written linfed consent
was obtained, Demographic forums, Religious Atttuguestionnaire, and Female Sexual Dysfunctionxindere
applied for data collectiomMost of the questionnaires by the researcher aiedvaf women due to sensitivity and
embarrassment demanded that sexual dysfunctionddisquestionnaire were completed by her. Of cqudgeng
sampling, the researcher was present at the ¢brégplain the possible confusion about questions.
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Inclusion criteria were residency in Shiraz at idasone year, Iranian nationality, ability to deand write, and age
between 15-45 years. Exclusion criteria includedyemenopause, unwillingness to participate in stedy, and
lactating women whose delivery time was less thare&ks.

Female Sexual Dysfunction index contains 19 questend aims to assess the domains of sexual fairggide.g.
sexual desire, arousal, lubrication, orgasm, satigfn, and pain). Each question is scored betWwe®gnThe scores
below 28 are considered as impaired sexual fun¢#824 ]. According to Sepehriyan’s study in Ir&rpnbach’s
alpha was 0.95 for global sexual functioning. Rality was determined for each of the domains devis: 67%.
88%, 89%, 86%, 93%, and 90% for sexual desire,salplubrication, orgasm, satisfaction, and pa@spectively
[25]. We relied on his findings for this study. Rgbus Attitude Scale contains 25 questions and®ains in this
relation including worship (pray), morals and vauéhe effect of religion on the life and behav{praying -
fasting), social issues, ideologies and beliefsfarally science and religion. Likert scoring opt®were completely
agree, somewhat agree, neutral, somewhat disagrdesompletely disagree. This scale is a 25-Questist based
on 5-point Likert scale (totally agree was scorediSagree, neither agree nor disagree, agredajrdisagree were
scored 1). To score these items, the positiveuddi were marked 4, 5. Negative ones were markecdd neutral
was marked 3. Scores over 100 were interpretedgadédwvels of religious thoughts and scores 5188 moderate
religious thoughts while those below 50 had poomeak level of religious thoughts. The valid cdation
coefficient between the global score and each ieam 0.0001. Spearman-Brown and Gutmann’s methods we
applied for estimating the reliability which wa®88 and 0.933, respectively. Cronbach’s alpha was40 It can be
used as a valid criterion for determining the fielig thoughts in both patients and general popuriafi26]. The
data were analyzed using T-test, Chi squire andsBe&orrelation coefficient. P-values less than 0.05ewe
considered.

Ethical considerations:
This research project (No: 93-01-85-8837) was agmidby the local Ethics Committee of Shiraz Uniitgref
Medical Sciences and written informed consents wbtained from all the participants.

RESULTS

The mean age of the study population was 30.1 5158+ 29% had primary school education, 27% hatbutip
and 43% had a college degree. The two groups widhvathout sexual dysfunction were not significgrdifferent
in terms of age (p=0.15), occupation (0.84), hudtsmjob (0.08), and economic and social situatipr0(64) and
they were matched. About 74.3% had sexual dysfanatihile the rest had a satisfying level of seXuattion.In

people with sexual disorders about 72.9% wereerstxual desire part and 62.4% in the arousalpart.

. The maximum disorders were related to orgasmudgsion (75.7%), the minimum ones belonged to sexua
satisfaction (59%), and finally 60.6% had pain.{[€al). According to the correlation coefficientredationship
existed between religious thoughts and sexual fomdp<0.001). Among people with sexual dysfunction, abbut
patients (2.6%) had weak religious thoughts, 1234%) had moderate attitudes, and 39 (25%) had taligious
thoughts. Among those without sexual dysfunctidmgu 19 patients (35.2%) had moderate religiousights and

35 (64.8%) had high religious thoughts. The higlpestentage of people with moderate religious thtaigelonged

to those with sexual dysfunction (Table 2). Thewesva correlation coefficient and relationship betveeligious
thoughts and sexual desire. The highest percerttetg;nged to people with good sexual desire and natele
attitudes (73.7%) (P: 0.005). There was no sigaiftaelationship between sexual arousal and religgtboughts (p:
0.051) while it was significant between lubricati@amd religious thoughts (p: 0.02) (Table 3).

DISCUSSION

According to the results of this study, about twords of women (74.3%) had sexual dysfunction. @&éxu
Dysfunction in section of Sexual arousal and |utiam, compared to the rest of the sexual cycleldesn more
common.. Amidu and colleagues conducted a stu@pi0 to determine the prevalence of sexual dysfomcThe
target population consisted of 400 healthy womesdeiB-18 years. According to the results, 72.8%hefsubjects
had one or more sexual problems. The most prevalems in sexual dissatisfaction (77.7%), anorgagit#iad %),
low number of sexual relationship (71.4%), vaginism(68.1%), sexual aversion (62.5%), no emotiorth
relationship (71.5%), and lack of sexual relatiopg4.2%) [ 6]. The result of his study was cotesi$ with ours
while they did not match in the disorder type. Ur study, sexual arousal, lubrication asrgasmic disorder had a
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high prevalence of other disorders, but sexualatisfaction and anorgasmia were the most prevalaes in
Amidu’s study. In this study, no any case of vagiimiis and sexual aversion was reported. Amidu ap@RISS
index for data collection while we applied FSFI.eTtifference of disorder type may root in alcohmhgsumption
(26%) and high level of education (62.1%) in wonparticipating in Amidu’s study. Alcohol affects sext

response. Besides, high education makes womennigd&ir more sexual assertiveness and expectatiout dabeir
sexual partner. Other studies have proved the teffeavomen’s sexual assertiveness on sexual relstip and
satisfaction (13-16, 18, 27-29). All women were rieat in our study while just 28.9% were marriedAmidu’s

study. Marriage is the most important factor focess to an organized communication and stronglyfdrase, so
the distance between family members and even adeatiot deteriorate or destroy it, but can keepviea

Some studies have confirmed the effect of thistimiahip [ 30-31]. It seems that sexual disordsults from the
lack of awareness and training in this regard.

Proper sexual arousal in women requires previousaibn. However, taboos, beliefs, and traditioss minder the
access to adequaamd proper information about sexual health [ 19khéugh comprehensive sexual health
education has been emphasized for all individutahgs not been performed for Iranians, yet [ 32-33

The results of Falah’s study on 2449 people shatvatiabout 93.1% of females suffered from sexisdrder in
Qazvin, and only 21.5% of women were satisfied whigir sexual activity (18), while arousal dysftion was the
most sexual disorder among them. The result otidy is consistent with that of our study becaafsie similar
disorder type despite its higher prevalence. THier@nce may root in the social and cultural diffeces, lack of
attention to women's sexual problems despite mtiemtéon to kids and daily life and finally the sha which
prevents them from expressing their problem [ 34].

In our study, there was a significant relationgbgween religious thoughts and all aspects of dduunation other
than sexual arousal. Kaplan believed in mentalthéalmong various factors); he also stated thagla percentage
of women suffer from sexual dysfunction due to lthe level of mental health [35 ] .A study aimedexamine the
relationship among religious thoughts, happinesd,raental and physical health. The results showatithere was
a significant direct pathway from religious attituth optimism and from optimism to mental healtd &nally from
mental health to physical health [36 ].

Some studies have defined religion as an impodetgrmining factor in sexual behavior among stuslent

Other studies have declared that positive religitwasights and people's commitment to religioushfaite among
the important factors in marriage stability, mdrgatisfaction and the decrease in sexual disordamsthe other
hand, more religious conflicts lead to more argurmemong the couples [37 ]. According to some stidirore

religious conflicts lead to higher levels of maritiissatisfaction [38 ]. This is consistent witretbtudies done by
Bennet[ 39], Hunler [ 40], Orathinkal and colleagii4l ], Antonsen [42 ] ,and Fiese and colleagd8g [

Ahmadi’s findings suggest that religious commitmerdgn primarily strengthen and improve the couples’
relationships to improve their parenthood rolexdBely, it helps people to plan for spending theisure time with
family and this commitment moves them toward adaptawith their spouse’s different preferences. Tést but
not the least, it helps them to solve their cotdlienjoy and feel satisfied [44 ].

Study limitations

The present study had some limitations. Theresiacéal negative taboo and attitude in regard tcsthaual issues in
our society, and the findings were based on a auoanee sample of female patients. Thus, the resalitd not be
generalized to male patients. Besides, individudisatures and differences, mental and psychological
characteristics, and patients’ embarrassment twemsan impress the study results; of course, teryg out of the
researcher’s control.
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Table 1: frequency of sexual dysfunction and substasexual cycle in research society

Variable score | Frequency(%) | MEAN+ SD

sexual function| 28< | 54 (25.7%) 22.58 +0.08
<28 | 156 (74.3%)

desire >3.3 | 57 (27.1%) 345+1.1
<3.2 | 153 (72.9%

arousal >3.4 | 79 (37.6% 3.47 +1.57
<3.4 | 131 (62.4%)

lubrication >3.4 | 53 (25.2%) 3.79 £1.56
<3.4 | 157 (74.8%)

orgasm >3.4 | 51 (24.3%) 3.9 +£1.67
<3.4 | 159 (75.7%

satisfaction >3.6 | 86 (41%) 4.04 £1.55
<3.8 | 124 (59%)

pain >3.8 | 83(39.5%) 3.92+1.69
<3.8 | 127 (60.5)

Table 2 : The relationship between sexual dysfunan and religious attitude in research society

Level of religious | score Without sexual With sexual P -value | Correlation | statistical

attitude dysfunction(%) dysfunction(%) test

religious attidute Low (< 50) 0 (0%) 4 (2.6%) 0.000 0.32 Fisher
Moderate (51-99) 19 (35.2%) 113 (72.4%) exact test
High ( 100<) 35 (64.8%) 39 (25%)

Table 3 : relationship between subscale of sexualrfction and religious attitude in research society

variable score Low  attidut¢ Moderate High  attidute | p- value statistical test
(%) attidute (% (%)
desire >3.2 3 (5.3% 42 (73.7% 57(21.1% 0.005 Fisher  exact
<3.3 1(0.7%) 90 (58.8%) 62 (40.5%) test
arousal 3.4 3 (3.8%) 55 (69.6%) 21 (26.6%) 0.051
<3.4 1(0.8%) 77 (58.8%) 53 (40.5%)
lubrication >3.4 1 (1.9 %) 41 (77.3%) 11 (20.8 %) 0.02
<3.4 3(1.9%) 91 (58%) 63 (40.1%)
orgasm >3.4 3 (5.9%) 36 (70.6%) 12 (23.5 %) 0.013
<34 1(0.6 % 96 (60.4% 62 (39%
satisfaction >3.8 4 (4.7% 62 (72.1%) 20 (23.3%) 0.001
<3.8 0(0%) 70 (56.5%) 54 (43.5%)
Pain >3.8 4 (4.8%) 58 (69.9%) 21 (25.3%) 0.003
<3.8 0 (0%) 74 (58.3%) 53 (41.7 %)

CONCLUSION

The results demonstrated that there was a stallgtisignificant relationship between religious tights and
impaired sexual functionsSexual dysfunction affects various aspects of lifieJuding sexual function and the
couple's relationship; on the other hand, the iitglib establish appropriate sex life leads toirrerease in family
conflicts. Since dysfunction played an undenialble on mental health and marital sex life. Wiglgard to our
culture, it is recommended that a scheduled dttuzd program should be designed so that we cailitéde the
conception of proper sexual behavior along withtgzat or modeling of religious thought before magea In
addition, measures should be taken to provide igedcsolutions based on religious thoughts to pméwsexual
disorders and deviations, along with real exampgteglly, concerns are needed about proper sexala\or with
regard to marital issues, important factors in dd¥e sex, proper manners, pattern of sexual iotese, and the
desirable effects of sexual behavior onmaritalti@eships
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