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ABSTRACT

Aims: This study aimed at determining the prevalence of sexual dysfunction among the pregnant
women studied. It compared the prevalence in each trimester of pregnancy, and identified
socio-demographic factors associated with sexual dysfunction in pregnancy.

Study Design: A descriptive cross-sectional study.

Place and Duration of Study: Department of Obstetrics and Gynaecology, Ekiti State University
Teaching Hospital, Ado Ekiti, Nigeria between 1st and 30th of November 2020.

*Corresponding author: E-mail: aadefisan@yahoo.com;
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26.55 was classified as sexual dysfunction.

sensitive issue.

Methodology: We included a total of 124 pregnant women. Data were collected using an
electronic questionnaire incorporating the Female Sexual Function Index (FSFI). An FSFI score <

Results: Some 60.5% of the respondents had sexual dysfunction. The total FSFI score of study
participants was 20.62 + 8.32. The FSFI mean score of women with sexual dysfunction was
15.25+6.34 while it was 28.57+2.42 for those without sexual dysfunction.

Conclusion: Sexual dysfunction is prevalent among the pregnant population studied. The
prevalence increased with advancing gestation. Aside from routine antenatal care, healthcare
providers should be aware and equipped to provide the necessary information and care for this

Keywords: Pregnant women; sexual dysfunction; female sexual function index.

1. INTRODUCTION

Pregnancy is associated with  physical,
emotional, and social changes including the
couple’s sexual life. The World Health

Organization (WHO) defined sexual health as ‘a
state of physical, emotional, mental and social
well-being related to sexuality [1]. Sexual health
requires a positive and respectful approach to
sexuality and sexual relationships, as well as the
possibility of having pleasurable and safe sexual
experiences, free of coercion, discrimination and
violence.[1] Sexual dysfunction may however
arise  from dissatisfaction  with  sexual
relationships and this can negatively affect a
couple’s Psychological health [2,3].

Physiological changes can alter a woman’s body
image during pregnancy leading to low self-
esteem, which ultimately impacts their sexual
life.[4] Discomfort and pain during sex can result
from decreased vaginal Ilubrication due to
increased concentration of progesterone.[5]
Women’s sexuality during pregnancy is also
affected by common complaints including
heartburn, fatigue, backache and breast
tenderness [6]. Sexual desire and arousal are
impaired during the first trimester by nausea and
vomiting, while physical discomfort, dyspareunia
from vaginal dryness and uncomfortable sexual
positions are mainly implicated in the third
trimester [6]. The second and third trimesters of
pregnancy are also associated with decreased
duration of intercourse and failure of orgasm.[6]
An assessment of the sexual dysfunction can be
made from the pregnant woman’s perspective,
rather than from the clinician, using the Female
Sexual Function Index (FSFI) [7-10].

In Brazil, Monteiro et al. [11] reported a
prevalence of sexual dysfunction of 66.7%
among expectant women. Meanwhile, a

Japanese study [12] reported a prevalence of
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62.2% in pregnant women, and lower mean FSFI
values for women who delivered via Caesarean
section. In a study involving 1,000 married
women attending five district medical centres in
lower Egypt, 68.9% of the women had one or
more sexual problems, although 23% of the
affected women did not feel distressed by these
issues. Assessing the presence of a critical
symptom of sexual dysfunction, the study also
revealed that 31.5% of the women suffered from
dyspareunia, 49.6% had decreased sexual
desire, 36% had difficult arousal, and 16.9% had
anorgasmia [13]. Following the above trend, a
study from lle-Ife, Nigeria noted that 63% of the
respondents had sexual dysfunction.[14] Factors
including maternal age, parity, and gestational
age were also noted to influence the prevalence
of sexual dysfunction. Leite et al,[15] found that
40.8% of pregnant teens experienced sexual
dysfunction in the first trimester, while the
corresponding figures in the second and third
trimester were 31.2% and 63.2% respectively.
Comparatively, the older women in the study had
higher prevalence of sexual dysfunction across
the trimesters with 46.6%, 34.2% and 73.3%
respectively. Primigravidae tend to have less
frequent intercourse in pregnancy compared to
multigravidae.[16] Lack of relevant information
about sex during pregnancy and the fear of
possible adverse outcomes were the most
relevant reasons for avoidance of sex during
pregnancy [16].

The welfare of a couple can be negatively
impacted when emotional issues arise due to
their inability in adapting to changes in sexual
activity during pregnancy.[17] Research into
female sexuality during pregnancy is of utmost
importance as their emotional and sexual needs
are often neglected by many clinicians[11].
Studies have shown that pregnant women are
mostly not comfortable discussing their sexuality
with their healthcare workers. Bartella et al.[18]
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reported that only 49% of pregnant women
complained about their sexuality while 66% felt
comfortable discussing it if the topic was brought
up. This has been a significant limitation in the
studies evaluating sexuality during pregnancy
[12].

This study aimed to determine the prevalence of
sexual dysfunction among pregnant women in
Southwestern Nigeria, and identify socio-
demographic factors associated with maternal
sexual dysfunction.

2. MATERIALS AND METHODS
2.1 Study Area

This study was carried out among antenatal
patients attended to in Ekiti State University
Teaching Hospital, Ado Ekiti

é.z Study Design

This was a descriptive cross-sectional study
carried out in November, 2020.

2.3 Sample Size

The sample size was calculated with the formula
N=Zzpq/d2 using a prevalence of 92% for sexual
dysfunction during pregnancy.[19,20] When 10%
attrition rate was added to take care of non-
response, a total of 124 subjects were needed
for the study.

Data

2.4 Sampling Technique and

Collection

Convenience sampling technique was used
where consecutive consenting pregnant women
who met the inclusion criteria were recruited.
Only women with live singleton gestation, and
who had cohabited with their partners for at least
four weeks prior to recruitment were included in
the study. Women were excluded if they had
concomitant maternal diseases like sickle cell
anaemia or chronic hypertension, multiple
gestation, low lying placenta, uncertain dates or
declined consent.

Gestational ages of recruited women were
calculated from their last menstrual period if
known or otherwise from an early ultrasound
scan result. They were informed about the study
and that questionnaires would be sent to them
electronically. Those who agreed to be
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participate in the study were given consent forms
to fill. Their E-mail addresses or instant
messaging numbers were recorded. The self-
reported questionnaire was designed using
Google form and the link copied and sent to them
electronically either via E-mail or instant
messaging app (whichever was preferable to
them). This was done to ensure privacy and
remove the feeling of awkwardness while
completing the questionnaire because sexuality
is such a sensitive issue. The study instrument
required them to provide their sociodemographic
details (age, parity, educational status,
occupation, tribe and religion), and their
perceived reasons for engaging in intercourse
during pregnancy. Next, their sexual function was
assessed using the Female Sexual Function
Index (FSFI), a highly reliable instrument
recommended for widespread use within the
female population. FSFI consists of a brief self-
report of 19 questions that assesses the 6
domains(desire, arousal, lubrication, orgasm,
satisfaction, pain) of sexual functioning in women
in the previous four weeks.[11] Individual scores
were obtained by adding the items in each
domain (single score), which were then multiplied
by the domain’s factor to provide the weighted
score. The higher the FSFI score, the lower the
risk of sexual dysfunction. The final score was
obtained by the sum of the weighted scores for
each domain. Women with scores equal to or
lower than 26.55 [11] were considered as having
sexual dysfunction. The respondent was
considered sexually active if she engaged in any
form of sexual activity with one or more partners
while sexual initiation was defined as any
acknowledged attempt by the client or her
partner to establish sexual contact. The
missionary and cowgirl sexual positions were
described as ‘man on top’ and ‘woman on top’
positions respectively while doggy sexual
position was described as ‘rear entry’.

2.5 Data Analysis

Their responses were automatically generated
into an excel spreadsheet in the Google form.
The data were then coded and entered into
Statistical Package for Social Sciences (SPSS),
version 22 (IBM, Chicago, IL). Descriptive
statistics was used for demographic and baseline
data and summarized as mean, standard
deviation and percentages as appropriate. A
univariate analysis of the variables was
performed. The averages of each domain
according to the risk of sexual dysfunction (FSFI
< 26.55) was compared using the Student’s t-test
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for independent variables. The strength of the
correlation between the risk of sexual dysfunction
and all sociodemographic variables was then
measured by the Chi-Square test. Any p values
lower than 0.05 was considered significant.

3. RESULTS

A total of 124 women were included in the study.
Table 1 shows the sociodemographic
characteristics of the study respondents. The
mean age of respondents was 31.34 + 4.37
years with a range of 19-40 years. The majority
(41.1%) of them belonged to 31-35 years of age
range while only 1.6% were less than 20 years.
More than 90% of the subjects were of the
Christian faith, of Yoruba ethnicity and the
majority (80.6%) had tertiary education. The
mean gestational age at recruitment was 31.73 +
7.53 weeks (range 12-41 weeks). There were
almost twice as many multigravidae (66.1%)
compared to primigravidae (33.9%) among the
study population. Approximately three-fifths,
75(60.5%) of the women had sexual dysfunction
(FSFI<26.55). Total FSFI score of study
participants was 20.62 + 8.32. The FSFI mean
score of women with sexual dysfunction was
15.25+6.34 while it was 28.57+2.42 for those
without sexual dysfunction. Table 2 shows the
participants’ FSFI domain mean scores with
sexual satisfaction being the highest. As shown
in Table 3, FSFI domain scores varied
significantly across the three trimesters for all the
sexual function. (P-value < 0.001). The
relationship between sexual dysfunction and the
participants’ socio-demographic characteristics
was presented in Table 4. Sexual dysfunction
was significantly more likely to occur in women
who are Christians (58.9% versus 37.9%, P
<0.001), professionals (27.4% versus 14.5%,
P<0.001), of Yoruba extraction (56.5% versus
34.7%, P <0.001), had tertiary education (48.4%
versus 32.2%, p<0.001) and were in the third
trimester of pregnancy (46.8% versus 29.0%,
p<0.001). These significant findings can be
explained by the demographics of the study
participants.

About 70% of the study participants considered
themselves sexually active and 98/124 had
sexual satisfaction. However, only 39.5% of the
women often initiated intercourse during the
course of the pregnancy. The sexual position
commonly utilized was doggy (48.3%) followed
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by missionary (41.4%) position. More than half of
the women believed that sex makes labour
easier while more than 70% engaged in sex to
satisfy their sexual urge. The most common
reason for not engaging in intercourse was
reduced libido (86.5%) followed by discomfort
and pain. (Table 5).

4. DISCUSSION

This study presented epidemiological data on the
prevalence and predictors of sexual dysfunction
among prenatal women in southwestern Nigeria.
Using a cut-off FSFI score of < 26.55, 60.5% of
the respondents self-reported sexual dysfunction.
This is similar to previous studies.[11,13,14] With
six out of every ten respondents experiencing
sexual difficulties during pregnancy, the
prevalence of sexual dysfunction is high in the
study population. Although efforts were made to
ensure privacy, given the ‘culture of silence’ on
issues related to sex in our conservative society,
it is possible that this figure could be higher in
reality. This should prompt prenatal care
providers to develop protocols that will assist in
screening for, identifying, and managing
expectant mothers with sexual dysfunction to
improve sexual health in pregnancy.

Sexual domains of arousal and orgasm,
especially in the last trimester of pregnancy, had
the lowest FSFI scores in this study. Previous
studies [11,21] also documented low FSFI score
in arousal, but higher scores in orgasm. Since
majority of the respondents admitted to having
sex during pregnancy in order to satisfy their
sexual appetite and also claimed sexual
satisfaction, the reduction in the FSFI score in
orgasm domain in our study may not be
unconnected with psychological inhibition which
could follow the fear of adverse obstetric
outcomes (miscarriage, membrane rupture,
infection) reported by the respondents.

We observed from the index study that the
prevalence of sexual dysfunction increased with
advancing gestational age as confirmed by other
studies .[22-24] Tiredness, poor vaginal
lubrication, and awkward sexual postures [6] due
to the gravid uterus, are likely to increase the
experience of sexual difficulties in the later part
of pregnancy. Postural adjustments and the use
of lubricants may improve the pleasure of coitus
during this stage.
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Table 1. Sociodemographic characteristics of respondents

Frequency(N=124) Percentage (%)
Age groups (years)
<20 2 1.6
21-25 11 8.9
26-30 39 31.5
31-35 51 41.1
36-40 21 16.9
Mean + SD 31.34 +4.37
Range 19-40
Educational status
Primary 1 0.8
Secondary 16 12.9
Tertiary 100 80.6
Postgraduate 7 5.6
Ethnic groups
Yoruba 113 91.1
Igbo 7 5.6
Hausa 2 1.6
others 2 1.6
Religion
Christianity 120 96.8
Islam 4 3.2
Occupation
Unemployed 12 9.7
Professional 52 41.9
Trading 35 28.2
Artisan 17 13.7
Schooling 8 6.5
Gravidity
1 42 33.9
2-4 78 62.9
=5 4 3.2
Parity
0 53 42.7
1-3 70 56.5
>4 1 0.8
Gestational Age (weeks)
Mean + SD 31.73+£ 7.53
Range 12-41

Table 2. FSFI domain scores
FSFI domain Mean * SD Min — max
Desire 3.06 + 1.04 1.2-54
Arousal 2.88 + 1.56 0.0-54
Lubrication 3.85+1.40 0.0-5.7
Orgasm 2.84 £ 1.89 0.0-5.6
Satisfaction 4.08 +£1.92 0.8-6.0
Pain 3.91+1.75 0.0-6.0
Total FSFI score 20.62 +8.32 2.0-31.3

SD; standard deviation, min; minimum, max; maximum
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Table 3. FSFI domain scores according to trimester of pregnancy

FSFI domain First trimester mean £ SD Second trimester mean * SD Third Trimester mean * SD P value
Desire 3.15+1.31 2.89+1.06 3.08 £1.02 < 0.001
Arousal 3.04 +1.82 2.86 + 1.64 2.83+1.53 < 0.001
Lubrication 3.79+1.67 3.78 £+ 1.47 3.87 £+1.37 <0.001
Orgasm 3.47 +£2.50 2.96 + 1.93 2.80+1.88 <0.001
Satisfaction 413+245 425+ 1.88 4.00 +1.94 <0.001
Pain 463+213 3.91+1.85 3.83+1.71 < 0.001
Total FSFI 22.56 + 10.69 21.34 +8.42 20.31+8.42 <0.001

Friedman’s ANOVA Test, SD; standard deviation

Table 4. Relationship between sexual dysfunction and socio-demographic characteristics

Sociodemographic characteristics Women with SDN (%) Women without SDN (%) X P value
Age (years)

<30 24(19.4%) 15(12.1) 0.075 0.703
30-39 50(40.3) 34(27.4)

240 1(0.8) 0(0.0)

Parity

1 29(23.4) 13(10.5) 0.127 0.365
2-4 44(35.5) 34(27.4)

25 2(1.6) 2(1.6)

Gravidity

0 36(29.0) 17(13.7) 0.156 0.222
1-3 38(30.6) 32(25.8)

24 1(0.8) 0(0.0)

Occupation

Unemployed 7(5.6) 5(4.0) 0.713 <0.001
Professional 34(27.4) 18(14.5)

Trading 19(15.3) 16(12.9)

Artisan 9(7.3) 8(6.5)

Schooling 6(4.8) 2(1.6)

Tribe

Yoruba 70(56.5) 43(34.7) 0.720 <0.001
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Sociodemographic characteristics Women with SDN (%) Women without SDN (%) X P value
Igbo 2(1.6) 5(4.0)

Hausa 2(1.6) 0(0.0)

Others 1(0.8) 1(0.8)

Religion .
Christianity 73(58.9) 47(37.9) 0.708 <0.001
Islam 2(1.6) 2(1.6)

Level of education

Primary 1(0.8) 0(0.0) 0.710 <0.001
Secondary 9(7.3) 7(5.6)

Tertiary 60(48.4) 40(32.2)

Postgraduate 5(4.0) 2(1.6)

Trimester

Frist trimester 4(3.2) 4(3.2) 0.708 <0.001
Second trimester 13(10.5) 9(7.3)

Third trimester 58(46.8) 36(29.0)

p value <0.05
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Table 5. Sexual characteristics during pregnancy

Frequency Percentage (%)
Do you consider yourself Sexually active?
Yes 87 70.2
No 37 290.8
Sexual Satisfaction
Satisfied 98 79.0
Not satisfied 26 20.9
Who often initiates sex
Respondent 49 39.5
Spouse 75 60.5
Sexual positions utilized (N=87)
Missionary 36 414
Doggy 42 48.3
cowgirl 9 10.3
Reasons for engaging in sex during pregnancy(N=387)
Makes labour easier 46 52.9
Improves baby’s wellbeing 19 21.8
To satisfy sexual urge 61 70.1
Ensure marital harmony and prevent infidelity 32 36.8
Reasons for not engaging in sex(N=37)
Fear of miscarriage 10 27.0
Physical awkwardness 7 18.9
Reduced libido 32 86.5
Discomfort and pain 16 43.2
Fear of membrane rupture 5 13.5
Fear of infection 7 18.9

multiple responses

Sexual dysfunction was significantly associated
with socio-demographic variables in the index
study. Women who were highly skilled
professionals were more likely to experience
challenges with sex during pregnancy. The
physical workload and mental exertion may
create stressors that can interrupt various
domains of sexual cycle. Deliberate enquiries
into their sexual lives in an understanding
manner, may help this class of women overcome
the pain of a dysfunctional sexual life. Being of
Yoruba ethnicity and the Christian faith were
linked with higher likelihood of experiencing
sexual dysfunction. Although this finding may be
due to the wide differences in the proportion of
women from the various ethnic and religious
groups in this study, further epidemiological
surveys are needed to ascertain if cultural and
religious influences can be identified. Sexual
problems were more prevalent in women who
were educated up to tertiary level. This
contradicted the findings by Faruk et al [25] and
Guendler et al [21] in Turkey and Brazil
respectively, who reported that this level of
education was associated with reduced risks of
sexual dysfunction during pregnancy. Our
hypothesis is that since more education could
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result in better health-seeking behavior, these
more educated respondents were better able to
identify aberrations in their sexual patterns, and
were less reluctant to divulge it.

Although female-initiated sexual encounters
occurred less often among the study population,
about four-fifths of our subjects reported sexual
satisfaction. Since orgasm domain scores were
the least, implying the most dysfunction, it is
possible that the respondents had different
criteria for assessing their level of sexual
satisfaction. Interestingly, as was noted in
another southwestern Nigerian study,[26] more
women believed that sex widens the birth canal,
thereby facilitating delivery. This belief appears
to have become part of the folklore of
southwestern tribes of Nigeria. Although coital
activities have no mechanical impact on the
process of labour, the probable effect of seminal
prostaglandins on the cervix and labour initiation
might have reinforced this concept [27].

A key limitation of such a study is the under-
reporting of sensitive sexual issues by
participants. However, the use of electronic
questionnaires ensured privacy, and minimized
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the feeling of embarrassment that might have
accompanied face-to-face interviews. The fact
that all recruited women returned their filled
questionnaires is an attestation to the
effectiveness of this approach. However, this
study is limited to participants with accessibility to
email or phones with instant messaging
functionalities.

5. CONCLUSION

Sixty percent of the pregnant women in this study
had experienced recent problems with sex. The
necessary anatomic changes in pregnancy can
become potential hurdles to the frequency and
pleasure of sex. While socio-demographic
variables were shown to influence female sexual
function during pregnancy, the domains of sexual
cycle were affected to different degrees. Also,
the magnitude of dysfunction increased with
advancing gestational ages. Considering
the public health importance of sexual
dysfunction, and the ‘preference’ for ‘suffering in
silence’ in our setting, prenatal caregivers should
be aware of this problem. Guidelines for
screening, identifying, and managing women with
sexual dysfunction should be developed and
adhered to. Misconceptions regarding the role of
sex and labour facilitation should be
addressed with research and evidence-based
health education.
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