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Abstract

Purpose: The purpose of this study to the proportion of depression and symptoms of
sexual dysfunction among pregnant women in Bangladesh.

Objectives: To determine the proportion of depression and sexual dysfunction among
pregnant women in Dhaka city. To determine the level of depression by using
Edinburgh Postnatal Depression Scale (EPDS). To calculate the proportion of pregnant
women having depression and symptoms of sexual dysfunction. To describe determine
the sociodemographic information.

Methodology: It was a cross sectional type of descriptive study. Total 86 samples were
collected from selected Hospital by purposive sampling from Dhaka city. Data was
collected by self-administered question and using Edinburgh Postnatal Depression
Scale (EPDS) Questionnaire. Descriptive statistics using SPSS software version-25
were used for data analysis and the result were showed in pie chart, bar chart and table.
Result: In this result displayed that, total 86 pregnant women were participants. Out of
total respondents had no depressed was 80.2%(n=69), 19.8%(n=17) were suffering
from depression. Sexual interest 65.1% (n=56) were sometimes and 34% (n=30) were
never of all participants. 2.3%(n=2) were high level of sexual desire,52.3%(n=45) were
moderate level and 45.3%(n=39) were very low. 23.3 %(n=20) had no sexual
activity,36.0%(n=31) had activity difficult activity and 40.7%(n=35) had not difficult
sexual activity. 24.4 %(n=21) were no sexual activity, 34.9%(n=30) were moderate
pain and 40.7%(n=35) were very low pain. 24.4%(n=21) were no sexual
activity,5.8%(n=5) had bleeding and 69.8%(n=60) had no bleeding during intercourse.
conclusion: In summary, the present study revealed considerable depressive symptoms
and sexual dysfunction in pregnant women. That was discovered that a cutoff value of
13 or higher results in the EPDS's combined sensitivity. Since certain demographic
characteristics and the EPDS were found to affect pregnancy related depression, it

appears that pregnancy-related depression is indirectly related to sexual dysfunction.

Key words: Depression, sexual dysfunction, pregnant women.



CHAPTER-I INTRODUCTION

1.1 Background

Pregnancy is typically seen as a happy experience, but it also intensifies a woman's
emotional and psychological state. Worldwide, some women experience mental
illnesses, particularly in impoverished countries. (Adhikari, et al., 2020). There is proof
that sadness, anxiety, and stress during pregnancy are very common in Nigeria. In order
to determine the extent and contributing variables of depression, anxiety, and stress
among pregnant women in Port Harcourt, Nigeria Between September and October
2022. The statistical significance was determined at p 0.05 and the proportional odds
model (POM) was applied. The study included a total of 413 participants, of whom
9.5%, 26.6%, and 17.3%, respectively, experienced at least significant depression,

anxiety, and stress. (Wegbom, et al., 2023).

In the perinatal period, depression, anxiety, significant life stress, and intense and
dysfunctional concern have been shown to negatively impact mother, family, and child
health and well-being both in the short and long term. Although less researched than
postpartum depression and anxiety, anxiety and stress related to pregnancy have been
linked to preterm delivery, whereas sadness, significant life stress, and chronic stress
during pregnancy raise the chance of lower birth weight babies. Decreases in cognitive
function in adolescence, worse mental health as a child, teenager, and adult have all
been related to depression, anxiety, and severe life stress during pregnancy (Signal. et
al., 2017).

The restricted idea of "postnatal depression™ as a mental health condition related to
delivery has given way to a consideration of the spectrum of mental health concerns
that can develop during the perinatal period, one of which is anxiety. Up to 54% of
pregnant women have anxiety symptoms at some time in their pregnancies, making

them a typical occurrence. (Staneva, et al., 2015).

Clinically significant levels of anxiety can have negative impacts on the mother and
the baby, including preterm delivery, postpartum depression, and cognitive, behavioral,
and emotional issues in the offspring. Evaluation of anxiety symptoms may improve
identification, enabling appropriate referrals for assistance or medical therapies. In

general clinical settings, it is impossible to employ semi-structured diagnostic clinical



interviews, which are regarded reference standards for the diagnosis of anxiety

disorders, for screening reasons (Adhikari, et al., 2020).

Preterm delivery is one of the undesirable birth outcomes that can result from
psychological discomfort such depression, anxiety, and/or perceived stress during
pregnancy. Understanding the relationship between exposure and result may help to
clarify the risk factors for preterm and direct future clinical and research procedures
(Staneva, et al., 2015). Chronic mental illness during pregnancy worsens the
consequences for both the mother and the unborn child. Finding pregnant women who
exhibit persistent depression or anxious symptoms might open doors for easing their
suffering and enhancing pregnancy outcomes. This study used a longitudinal pregnant
cohort in Alberta, Canada, to identify risk variables for persistent prenatal depression

and anxiety symptoms (Bayrampour, et al., 2015).

Due to the physical and psychological changes that occur during pregnancy, sexual
interactions alter. Pregnancy-related physical, emotional, and financial worries
frequently disrupt the couple's marital connection and their sexual reactions to one
another, which can negatively impact their entire relationship and the mental health of
the family. (Staneva, et al., 2015). In this comparative study, the wealth index and
pregnancy-related worry in each stage of pregnancy were compared to see how they
affected sexual dysfunction. As with any other life crisis, pregnancy causes significant
changes in both physical and mental health, so improving mothers' health depends on
understanding these changes and how they interact, which can lead to different clinical
taboos in different people. Additionally, despite improvements in the treatment of
physical pregnancy problems, mental health issues continue to be a significant problem

for pregnant women's health (Alidost, et al., 2021).

Therefore, the purpose of the current study was to assess, in pregnant Turkish
women, the changes in sexual function throughout pregnancy using a validated
questionnaire. Additionally, as some of these have been linked to changes in sexual
activity during pregnancy, we also sought to determine if certain demographic factors,
preconceptional sexual functions, and women's worries about sexual activity were
significant (Faruk, et al., 2016). For mothers, depression in pregnancy has been
associated with reduced self-care which may lead to poor nutrition, drug and alcohol
abuse and failure to attend antenatal care (Leigh and Milgrom., 2008). This in turn, may



result in a decline in a mother’s physical and mental health and compromise the growth
and development of the foetus. Women who experience depression in pregnancy are

also at much higher risk of developing post-natal depression (Milgrom et al., 2008).

Currently in New Zealand, suicide is the leading single cause of maternal death
with rates seven times higher than those seen in the United Kingdom (Perinatal and
Maternal Mortality Review Committee., 2015). While nationwide surveys conducted
in the last decade have not been designed to provide data specifically on perinatal
mental health, results show that having a diagnosed mental illness is 1.7 times more
likely for women than men (Ministry of Health, 2013). Furthermore, the rates of
psychological distress (as measured by the Kessler Psychological Distress Scale) are
1.7 times higher in Maori compared with non-Maori/non Pacific and 2.5 times higher
for those living in more socioeconomically deprived areas compared with less deprived
areas (Ministry of Health., 2013).

Factors which may thought to affect sexuality during pregnancy were reported as
maternal age, parity, educational level, employment status, gestational age and duration
of marriage. Additionally, sexual functions of women before pregnancy were also
important to predict sexual changes during pregnancy (Yeniel, et al., 2012). In addition,
it is essential to know the main changes resulting from pregnancy in order to apply
measures to minimize the impact of sexual dysfunction on the relationship of the
couple. The search for more epidemiological data evaluating the prevalence of sexuality
dysfunctions before and during pregnancy and their associated factors is important to

measure the magnitude of this problem. (Milgrom et al., 2008).

Therefore, the present study aims to identify sexual disorders during the pregnancy
period. According to the importance of this problem, not enough research and
controversy about this subject, this study is aimed to evaluate sexual problems during
pregnancy. We hope the result of this study can increase the knowledge of people,
health care providers, psychologists and counselor and improve family stability.
(Salehy, et al., 2002).



1.2 Rationale

Now a day’s the depression and sexual dysfunction among pregnant women are
a serious problem worldwide. Among the few studies that was found locally not
sufficient to present the real picture of the situation due to shortage of information. and
study was conducted few couple of year back which does not represent the present
situation on this regard. Although the number of Epidemiology studies increase in this
field, data regarding the prevalence of sexual dysfunction and concern about sexuality

in pregnant Bangladesh women are still limited.

The Edinburgh Postnatal Depression Scale (EPDS), which has been validated
in numerous nations, is a commonly used screening measure for prenatal depression.
Recently, multiple scholars have examined the design of the EPDS and discovered that
it evaluates more than just postpartum depression. The goals of this study were to: test
the EPDS's potential for detecting pregnant women who will experience prenatal
depression; examine the scale's factor structure; and identify the variables that are

associated with a high EPDS score from three weeks prior.

Preconception sexual intercourse were of importance, as some of those had been
shown to be associated with depression and sexual dysfunction during pregnancy. So it
IS very urgent to know the situation. For this reasons, one study is necessary to conduct
on this topic to take the preventive measures and minimized the gap of the knowledge
on this regard in our country. Pregnancy is one of the important factors affecting the
quality and quantity of marital intercourses. Pregnancy is a period not only
characterized by physical and emotional changes, but especially a shift in social
interactions. This includes the couple’s relationship, which can affect their sex life in a
significant way. During this transitional phase, grow up psychological imbalance

(depression, stress and anxiety) in women’s life.

A psychosocial crisis caused by alterations in sexual function is linked to
pregnancy. Continued sexual activity throughout pregnancy raised self-awareness,
boosted sexual power, bolstered marital bonds, and reaffirmed the reality of sexual
engagement. Women are more susceptible to stress in life than men are because
pregnant women worry more about managing changes in looks, changes in personal
relationships, labor and delivery stages, the health of their unborn child, and probable

medical difficulties. Pregnant women are known to endure depression, stress, and
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anxiety due to stressful life events like marital issues, employment issues, and worry

about the challenges of pregnancy.

According to the importance of this problem, not enough research and
controversy about this subject, this study is aimed to evaluate sexual problems during
pregnancy. We hope the result of this study can increase the knowledge of people,
health care providers, psychologists and counselor and improve family stability.
Therefore, the aim of the present study was to evaluate the proportion of depression,
and sexual dysfunction during pregnancy by using a validated questionnaire in

Bangladesh pregnant women.



1.3 Research Question
I. What is the proportion of pregnant women having depression?

ii. What are the symptoms of sexual dysfunction among the pregnant women?



1.4 Objectives of the study:

1.4.1. General objective:

i. To determine the proportion of depression and sexual dysfunction among pregnant

women in Dhaka city.

1.4.2. Specific objectives:
i. To calculate the proportion of pregnant women having depression attending

different hospitals in Dhaka city.

ii. To identify the symptoms of sexual dysfunction among pregnant women.

iii. To determine the sociodemographic information of the participants.

iv. To examine the association between depression and age of the pregnant women.

v. To Find out the association between sexual dysfunction and age of the pregnant

women.



1.5 List of variables of the study

[ Independent variable ] [ Dependent variable ]

Vv

Sociodemographic factor:
Age, Living Area, Educational
qualification, Family types,
Income. %

f \ /Depression, \

Comorbidity: Hypertension, Sexual dysfunction:
Diabetes Mellitus, Asthma, sexual desire, difficult
cardiovascular disease, I

_ intercourse, pain during
Respiratory problem. intercourse, bleeding

during intercourse.
- / N y




1.7 Operational Definitions of the variables

Age: Age of the respondents was recorded in completed years.

Depression: Depression is a widespread and dangerous medical condition that has an
adverse impact on how you feel, think, and behave. Thankfully, it is also curable.
Sadness and/or a loss of interest in previous hobbies are symptoms of depression. It can
impair your ability to perform at work and at home and cause a number of mental and
physical issues.

EPDS Scale: The Edinburgh Postnatal Depression Scale (EPDS) is a short 10-item self
report questionnaire designed to identify mothers at risk for prenatal and postnatal
depression. A 10-item questionnaire called the Edinburgh Postnatal Depression Scale
(EPDS) was created to help women who experience pregnancy or postpartum
depression be diagnosed. The scale's items are related to a variety of clinical depression
symptoms, including feelings of guilt, sleep issues, fatigue, anhedonia, and suicidal
thoughts.

Sexual Dysfunction: The term "sexual dysfunction” refers to any issues that an
individual or couple may have with the many components of sexual engagement, such
as attraction, arousal, pleasure, and orgasm. Extreme distress and negative effects on
one's quality of life can result from sexual dysfunction.

Pregnancy: Pregnancy is the term used to describe the period in which a fetus develops
inside a woman's womb or uterus. Pregnancy usually lasts about 40 weeks, or just over

9 months, as measured from the last menstrual period to delivery.



CHAPTER - 11 LITERATURE REVIEW

Clinically significant levels of depression during pregnancy have been linked to
negative outcomes for mothers and their unborn children, including preterm birth.
Postpartum depression, and cognitive, Behavioral and emotional issues. (Kingstone, et
al. 2012). This is crucial since many typical pregnancy symptoms and indicators (such
trouble sleeping) are also typical depression symptoms and signs, which may limit the
usefulness of anxiety screening instruments in pregnant women. (Sinesi , et al. 2019).
10 item The EPDS is the most widely used depression screening instrument in perinatal
care, and women who may be depressed are typically identified using cut-off values of
10 or higher and 13 or higher. (Hewitt, et al.2010).

The EPDS has several advantages over primary studies, including the ability to
incorporate data from studies that collected EPDS and reference standard outcomes but
did not publish accuracy results, the ability to consider results for all cut-off values from
all included studies rather than just published cut-off results, the ability to conduct
Around 90% of those who suffer from depression experience many episodes (Vos, et
al 2004).

All women who are expecting or are thinking about becoming pregnant should
be questioned about their personal and family histories of mental illnesses and
treatment. Routine inquiries concerning antenatal depression are encouraged14 and
should include inquiries based on the Edinburgh Postnatal Depression Scale, which is
approved for use throughout pregnancy and is recommended by the National Institute
for Health and Clinical Excellence. (Stewart, 2011). In order to determine the duration
and intensity of the current symptoms, their impact on the patient's functioning and
quality of life, and the patient's thoughts or plans regarding self-harm or suicide, as well
as her level of anxiety, any psychotic symptoms, social supports, relationship with her
partner, attitude toward her, a woman who has a positive result on a screening test for
depression or in whom the clinician suspects depression should undergo a thorough
evaluation. Inquiries concerning her past coping mechanisms for stressful situations
and psychiatric history (such as depressive episodes and their length, anxiety,
obsessions, compulsions, mania, suicidal thoughts, or psychotic symptoms and their

response to therapy) should also be made. (Stewart, 2011).
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In one of these studies, the stress depression, and anxiety cronbach’s alpha
coeffcients were reported to be 0.73, 0.62, and 0.74 respectively. Although it was
initially intended to be used for postpartum depression screening, the Edinburgh
postnatal Depression Screening, the Edinburgh postnatal Depression Scale is an
example of a short self-rating scale. With more than 50 language versions the EPDS is
one of the most frequently used screening tools for depression in women. It has been
shown to be effective in men, older adults and child bearing, non-childbearing and
menopausal Women. The Edinburgh Depression Scale is now known as a result of this
(Bergink., et al. 2010).

Whether or not a significant depressive episode is related to pregnancy, its
natural course can vary. The likelihood of recovery without treatment is roughly 20%
in the first week after the diagnostic criteria are met in patients who are not pregnant,
according to longitudinal data, but it decreases with longer durations of depression (for
example, after 6 months, the likelihood of recovery in a subsequent week is only 1%).
The possibility of self-harm or suicide must be taken into account because depression
may worsen over time or grow resistant to treatment. (Patten SB. 2006) subgroup
analyses, which was not possible in primary studies, and the ability to report accuracy
results separately for various reference standards. Our goals were to determine whether
EPDS screening accuracy varies based on pregnancy versus postpartum status, age, and
country human development to compare studies that used various types of reference
standards separately. We also wanted to see if these differences held true for semi-

structured interviews. (Levis, et al., 2020).

Prenatal loss is significantly connected with psychological and mental illness.
In comparison to samples at pregnant, community or postpartum women. Women show
considerably higher levels of despair and anxiety in the weeks and months after the loss
(Blackmore, et al., 2011). The world health organization suggests a lower limit of 5%
and upper limit of 15% of cesareans performed for both maternal and fetal reasons.
Negative pregnancy and child outcomes such as preterm birth, stillbirth and
developmental in children, can be made likely by depression and anxiety (Davis, et al.,
2021).

As a result, it was impossible to identify the outcomes that were connected to
mental health. The results of more recent research that examined the relationship

11



between specific obstetric outcomes and depression and anxiety are conflicting and
equivocal ( Reck, et al. 2013). The society of obstetricians and gynecologists of Canada
currently recommends inducing labor to lesser mother worry in women who have a
history of intrauterine mortality in a prior pregnancy as the only mental health reason
for an obstetric intervention (Leduce., et al.2013). The university of Calgary’s conjoint
health Research Ethics Board gave the project its approval. Participants gave their
informed agreement to link to their medical health records for the labor and delivery at
the time of recruitment. The recruitment procedure data collection and questionnaire

were all described in great detail in previous reports (Gracie., et al.2010).

Multiple psychological tests on women and repeated perinatal screening point
to the fact the mental health status during pregnancy is dynamic. One could argue that
assessing depression in the early stages of pregnancy may not be a reliable predictor
because later depression development might go unnoticed. The use of antidepressants
during pregnancy and their moderating influence, which has seldom, with few
exceptions, been independently examined, is a significant confounder of the effect of
depression on PTB (Yonkers, et al. 2012).

Healthy sexuality during pregnancy seems to be a crucial stage in a couple’s
development toward parenthood. Additionally, a number of studies have revealed that
many couples are ill prepared to deal with their sexual issues during pregnancy, in part
because of this due to their gynecologist providing them with incorrect information
(Serati., et al. 2010). During pregnancy, sexual relationships frequently shift as a result
of both physical and psychological changes. Additionally, cultural norms, tradition,
bodily changes, and required medical restrictions have an impact on people's sexual
habits and attitudes during pregnancy. The third trimester of pregnancy was when the
level of sexual dysfunction was highest, as it grew as the pregnancy progressed.
Additionally, compared to the first and second trimesters, the sexual function score had
dropped in the third trimester (Erol, et al., 2007).

Infertility and dysfunctional sexual behavior are related. Sexual dysfunction
may make it difficult to perform sexually while trying to get pregnant. It is vital to
identify the prevalence of these illnesses in order to carry out the diagnostic evaluation
and therapeutic intervention for sexual dysfunction in infertile women. Sexual

dysfunction is more common in some populations than others and is influenced by a

12



variety of biological, psychological, socioeconomic, cultural, and racial factors.
(Tabaghdehi, et al.,2016).

Pregnancy can therefore be said that, pregnancy is a condition that causes both
organic and psychological changes in women. As a key contributor to the development
and aggravation of sexual problems. Additionally, Men’s sexual behaviors are impact
during pregnancy, which has the potential to women’s sexual dysfunction as well as
develop new or worsen existing sexual disorders in men. Studies on the subject
demonstrate that, compared to the pre pregnancy period, the propensity for sexual
interactions declines and the prevalence of sexual problems significantly rises during
pregnancy and even for a few months following delivery (Jamali, et al. 2013).

The socioeconomic level of the couple, their relatives, and their ties in the
family can all contribute to marital conflict lower marital happiness. Economic
difficulties are one of the elements that might strain relationships and have an impact
on sexual activity (Charandabi, et al., 2014). Economic status has a significant impact
on the prevalence of sexual dysfunction, which explains why those with lower incomes

are more prone to experience sexual dysfunction (Amidu., et al., 2010).

The development of sexual dysfunction and sexual satisfaction in women in
influenced by a number of risk factors, including mental health, sexual behavior, the
sexual function of the female protrer and aspects of personality length of time spent
getting to know the partner, infertility, medications, chronic illness, pelvic surgery
(Shahrakiz., et al., 2018). Sexual dysfunction has a severe impact on women’s physical,
psychological, social and emotional heath and lowers their quality of life and sense of
pleasure with other (Banaei., et al. 2016). Neglecting this issue also contributes to social
problems including divorce, crime, drug addiction and a variety of mental and physical
illness (Mccool., et al. 2018). As well as a diminished feeling of femininity, diminished
feeling of femininity, diminished self-confidence and decreased security. Sexual
function is impacted by a number of circumstances, including hormonal changes,
menstruation, pregnancy, delivery, lactation, menopause and multiparty (Anbaran., et
al. 2015).

Sexual inclination changes over time. These alterations include the transition
brought on by pregnancy, which causes changes in sexual function and is thought to be

a psychosocial crisis. Most women’s sexual function declines during pregnancy and

13



stays low for a long time after giving birth (O’ malley., et al. 2018). Due to several
physical ad psychological changes during pregnancy, sexual and marital interactions
changes. Sexual function during pregnancy may be impacted by a variety of factors,
including a pregnant women’s physiological and anatomical changes. A women’s
sexual response and ultimately the couple’s relationship can be affected by a number
of function, such as giving up sexual activity and feeling guilty about it while pregnant,
altered body image, diminished sense of charm for the spouse, fear of harming the fetus,
fear of abortion, and early childbirth. These factors can cause anxiety and a lack of self
confidence in couples, which can disrupt their relationship in the long run (Fan, et
al.2017).

Many pregnancy symptoms, including as nausea, vomiting, weight gain,
exhaustion, breast soreness, and fatigue maybe brought on by the elevated levels of
hormones like estrogen, progesterone, and prolactin. These symptoms can also lessen
sexual arousal and desire. Estradiol increases by about 50 times by the end of
pregnancy, while progesterone levels rise to increasingly high levels as pregnancy goes
on. A decrease in vaginal feeling may result from the actions of hormones like relaxing,
which operate on vaginal tissue to increase epithelial cells and increase the
circumference of the vaginal lumen. Maternal serum testosterone levels increase
throughout pregnancy, along with plasma protein, serum sex hormone-binding globulin
and other factors (Johnson, C.E., 2011).

Additionally, a pregnant women’s self-image gradually changes. Due to self-
consciousness about her expanding belly, which affects her confidence and limits her
ability to engage in certain sexual positions physically. In comparison to pre pregnancy,
the length of the sexual encounter and the capacity for orgasm decrease as the
pregnancy progresses, but dyspareunia considerably rises. concerns about pregnancy
issues as a result of sex are shared by both women and their partners (Pauleta., et al.,
2010). Descriptive cross sectional study in pregnant women 15 years of age and older,
sexually active during gestation, receiving prenatal care at the san Juan de dais hospital
in ringer between January and march 2021. The exclusion criteria were patients with
disability or cognitive impairment, or classified as having a mental disorder according
to the WHO: pregnant women with chronic, placental, ovulation, hemorrhagic or

infectious condition and patients whose pregnancy was the result of sexual assault. As
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a component of responsible health sexuality is addressed as a need and a plan of action

for achieving the millennium development objectives (Jan Ghorban., et al., 2014).

One of the foundational elements of a long lasting and intimate relationship is
healthy sexual function and appropriate marital intercourses. These intercourses are
also essential to the physical and emotional well being of spouses and the contiruation
of the family. Between 60 percent and 80 percent of women experienced various types
of sexual dysfunction, which either directly or indirectly affected many facets of their
life ( Hajnasiri., et al. 2020).

Although Bangladesh is a poor, developing nation in south Asia with a
population of roughly 160 million, it has made substantial progress in achieving
millennium Development Goals related to health. (Report From Millennium
Development Goals related to health report 2015). The literacy rate is also rising and
according to recent data 61 percent of the population is at least 15 years old and enrolled
in school. Unfortunately, health literacy is still aa neglected field and patients frequently

come to the doctors affine with a variety of irrational health beliefs (Arafat., et al. 2017).

Services for sexual health and conversations about sexual health are still taboo
and many are reluctant to discuss sexual issues (Arafa., et al., 2017). More barriers to
female sexual dysfunction exist in Bangladesh cultures and societies. Sexuality had
previously been documented in Iran that this questionnaire is valid and reliable
(Pawleta, et al.,2010).

Although greater scores in orgasm were recorded. Since the majority of the
respondents acknowledgment having sex during pregnancy in order to state their sexual
appetite and also claimed sexual satisfaction the decrease in the FSFI score in the
orgasm domain in our study may not be unrelated to psychological inhibitor that could
come as a result of the fear of negative obstetric outcomes reported by the respondents
as other research have shown, we saw from the index study that the prevalence of sexual

dysfunction rose with increasing gestational age (Sampop, et al., 2011).

Furthermore, the retrospective study design, the use of no validated instruments
to assess sexual function, and the lack of comparison with baseline data, could affect
the results of several articles. In addition, it has been demonstrated that sexuality is not
adequately investigated and questioning about its impact is often avoided both during

routine scheduled antenatal care as well as after childbirth. The aim of our review is to
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determine the current state of art of sexual function during pregnancy and after
childbirth, evaluating the available evidence in the literature and to identify obstetric
factors which may affect female sexuality. (Serati, et al., 2010). Sexual activity in
influenced by a variety of fertility parameters including the number of pregnancies,
history of deliveries and desired pregnancy. Between multiple and prim parous women
there was a statistically significant difference in the overall score of sexual activity in
the study (Galazka, et al., 2015).

While the measurement of sexual problems in men has focused almost
exclusively on erections, female sexual responses have proved much more difficult to
quantify, creating problems for researchers testing pharmacological therapies. In recent
years, however, a host of new methods have been identified, and some clinicians now
recommend, along with a physical and psychosocial examination, a comprehensive
evaluation that can include the measurement of hormonal profiles, vaginal pH, and
genital vibratory perception thresholds, as well as the use of ultrasonography to measure
clitoral, labial, urethral, vaginal, and uterine blood flow. (Moynihan, R., 2003).

The scientific community has become increasingly interested in this subject
over the past 50 years. Although there are numerous papers in the literature, the data
are frequently incomparable and even contradictory. These investigations were
conducted during several historical periods, during which the same ideas about sex and
sexuality may have undergone significant change. A prior analysis, which covered all
publications on sexuality during pregnancy and after childbirth published up through
1996, found that over the past few decades, researchers' areas of interest have gradually
altered. In fact, the following perspectives have addressed this subject. (Serati, et al
2010).

The findings of a study conducted in 2016 should that depression had the largest
impact on sexual interest and stimulation and that treating sex issues was also connected

with treating Depression ( Brotto., et al. 2016).
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CHAPTER-III METHODOLOGY

3.1 Study design

It was a cross sectional type of descriptive study carried out with the aim of determined
the proportion of pregnant women having depression and symptoms of sexual

dysfunction in some selected health centers.
3.2 Study place

Data for the present study were collected from the pregnant women in Medinova
specialized Hospital, OGSB Hospital, Lab science diagnostic center in Dhaka

city(Bangladesh).
3.3. Study period
The duration of the study period was 12 months, from 1% July 2022 to 30" June 2023.

3.4 Study population

Pregnant women attending different health centers in Dhaka city constituted the study
population for the present study.

3.5 Sample size

The required sample size for the present study was calculated by using the following
statistical formula.

Here,
n =Sample size n = Paz2
d2
p = Prevalence 87% or 0.87 (Faruk, et al., 2016)
_p(-p)z?
gq= 1-P — T
2=1.96 _0.87(1-0.87)x(1.96)2
d=0.05 (0.05)?
_0.87x0.13%3.84
- 0.0025
_0.434
~0.0025

=173
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According to standard formula, (n=z2pg/d?) sample size was 173. For the present study
the sample size was 86. Due to time constraints, 86 pregnant women attending different
health centers were interviewed.

3.6 Sampling technique

Convenience sampling technique was applied this study for selecting the respondents.
3.7 Eligibility criteria

3.7.1 Inclusion criteria

e Age: 15-42 years. (Faruk, et al., 2016).
e Pregnant women in some selected health centers.

e Mental stability.

3.7.2 Exclusion criteria
e The subject who was not willing to participant in the study.

3.8 Method of data collection
Face to face formal interview was used to collect information from the participants.

3.9 Instrument and tools of data collection

i. Edinburgh Postnatal Depression Scale: This is used to collect information on
depression during pregnancy. It contains ten questions for the pregnant women. Each
question has four options and they are allotted specific number (points). Each
respondent earned a total score based on the response (options).

ii. A questionnaire was prepared by the researcher. It had two parts. The first part
contained socio-demographic characteristics of the participants, the second part

contained questions on sexual dysfunction in pregnancy.

3.9.1Procedure of data collection

The researcher obtained permission from the hospital authority to carry out the study.
The researcher herself collected data from the pregnant women in selected Hospitals in
Dhaka city. Before starting the interview, the aims and objectives of the research were
explained in details to the respondents. Obtaining informed written consent from the
respondents, the researcher started the interview using the pretested questionnaire and
Edinburgh Postnatal Depression Scale. After the interview the researcher thanked the

participants.

3.9.2 Data entry
Data from the questionnaire were entered into SPSS program by the researcher herself.
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3.9.3 Data analysis
Analysis of the data was carried out according to the objectives of the study. Mean and

percentage were two measurements of descriptive statistics used in the most of the

cases. Relationship was assessed between dependent and independent variables.
3.9.4 Data Presentation

The findings of the study have been presented by frequency tabulation of the
characteristics. The results were also presented by various charts, graphs and

description of the variables.

3.10 Ethical consideration

The researcher submitted a research proposal to the department of physiotherapy for
approval and obtained the written permission in time from the Ethical review board of
SAIC College of Medical Science and Technology (SCMST) to carry out the study.

Ethical review board informed by written document about aims and objectives of the
study and that the patients of the study will not harmed or the clients name, address and
personal information will be kept confidential by the investigator mentally and the dates

will not be shared with others.

Data of the participants were maintained with strict confidentiality. Every participant
was given a unique code number for this study. The documents for these code numbers
linking subjects were kept in a locked cabinet under the direct supervision of the

researcher.
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CHAPTER: IV RESULT

The objective of the present study was to assess depression and sexual dysfunction
among pregnant women in Dhaka city. The required data were collected from the
respondents by using pretested questionnaire and analyzed with the help of SPSS

program. The result has been presented by tabulation, graphs and description below.

4.1: Sociodemographic Information
4.1.1 Age of the participants

Table no. 1: Frequency distribution of the respondents by age.

Age group in Frequency
years < -
18-23 30 34.9
24-29 41 477
30-35 15 17.4
Total 86 100

Mean = 25.38, SD = + 3.998

Regarding frequency distribution of the respondents by age, it was found that
out of 86, 41 (47.70%) belonged to the age group of 24-29 years. It was also found that
30(34.90%) respondents were in the age group of 18-23 years and 15(17.40%)
respondents were in the age group of 18-23 years. The mean of the participants age was
1.8256 and SD was + 0.70614 (Table no. 1).
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4.1.2 Living area

Table no. 2: Frequency distribution of the respondents by living area

. Frequency
Living area
N %
Urban 84 97.7
Semi urban 1 1.2
Rural 1 1.2
Total 86 100.00

About frequency distribution of respondents by living area, it was found that
out of 86 participants, here highest number of urban area people 84(97.7 %),
respondents were semi urban people 1(1.2%) and respondents were rural people

1(1.2%). (Table no. 2).
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4.1.3 Educational qualification

Table no. 3: Frequency distribution of the respondents by educational

gualification

Educational qualification Frequency
N %
Graduate 30 34.9
Primary level 5 5.8
Secondary level 11 12.8
Higher secondary level 21 24.4
Diploma 2 2.3
Post-graduation 16 18.6
Total 86 100.00

Regarding educational qualification, it was found that out of 86 (100.0 %) pregnant
women, maximum participant complete Graduate and it was 30(34.9%). 5(5.8%)
respondents had complete their primary education, 11(12.8%) respondents had
secondary level, 21(24.4%) respondents had Higher secondary level, 2(2.3%)
respondents had Diploma degree and 16(18.6%) respondents were complete Post

graduation (Table no 3).
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4.1.4 Occupation

Table no. 4: Frequency distribution of the respondents by Occupation

] Frequency
Occupation
N %
Employed 10 11.6
Housewife 76 88.4
Total 116 100.00

About occupational status, it was revealed that 10 (11.6%) participants were

employed and 76(88.4%) participants were housewife (Table no. 4).
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4.1.5 Family income

Table no 5: Frequency distribution of the respondents by family income

Income Frequency
N (%)
10000-39000 53 61.6
40000-69000 25 29.1
70000-100000 8 9.3
Total 86 100.0

Mean = 35779.07, SD = + 20002.00
About frequency distribution of the respondents by monthly income, it was

revealed that out of 86, 53(61.6%) participant’s family had monthly income Taka
10000-39000. It also found that 25(29.1%) participant’s family had monthly income
Taka 70000-100000. The mean of the participants family income is 35779.07 and
Standard deviation (SD: + 20002.00) (Table no. 5).
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4.1.6 Type of family the participants

It was found that out of 86 pregnant women, most of the participants family
type was nuclear and it was 55(64.0%). It was also found that and 31(36.0%)

participants family type was extended. (Figure no. 1).

120.0

100.0 _100.0%

80.0
64.0 %

60.0

40.0 36.0 %

20.0

0.0
Nuclear Extended Total

Figure no.1: Type of family the participants

25



4.1.7 Religion

Table no. 6: Frequency distribution of the respondents by Religion

o Frequency
Religion
N %
Muslim 81 94.2
Hindu 4 4.7
Buddhist 1 1.2
Total 86 100.00

The study showed that majority participants were Muslim and they were
81(94.2%). It also showed that 4(4.7%) were Hindu and 1(1.2%) were Buddhist (Table
no. 6).
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4.1.8 BMI group

Table no.7: Frequency distribution of the respondents by BMI group.

BMI Frequency
N (%)
Under weight 1 1.2
Normal weight 39 45.3
Over weight 29 33.7
obese 17 19.8
total 86 100.0

Mean =26.03, SD = + 4.257

Regarding frequency distribution of the respondents by BMI it was revealed
that out of 86 participants BMI status, Highest BMI of the 39(45.3%) participants had
normal weight (18.5-24.9). It was also found that 29(33.7%) pregnant women were
Overweight (25.0-29.9). High risk of 17(19.8%) pregnant women were obese (>30).
And 1(1.2%) pregnant women were underweight (<18.5). The mean BMI was 26.03
Standard deviation (SD: + 4.257). (Table no. 7).
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4.2.1: General Health related information of the participants

Among the participant of this study out of 86 pregnant women, most of the
women told suffering from sleeping problem and they were 66(76.7%) and 20(23.3%)

participants had no sleeping problem. (Figure no.2)

=Yes = No

Figure no. 2: Sleep of the participants
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4.2.2 vulnerable of the participants

The study showed that 22(25.6%) participants told they were feel vulnerable at
morning, 37(43.0%) participants told they were feel vulnerable at afternoon and
27(31.4%) participants told they were feel vulnerable at evening. (Figure no.3).

45.0
40.0
35.0
30.0
25.0
20.0
15.0
10.0

5.0

0.0

31.4 %
25.6 %

Morning Afternoon Evening

Figure no.3: vulnerable of the participants
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4.2.3 General health problem

Table no.8: Frequency distribution of the respondents by general health problem.

General health problem Frequency
N (%)
hypertension 3 3.5
Diabetes mellitus 12 14.0
asthma 7 8.1
others problem 64 74.4
total 86 100.0

The study showed that out of 86 pregnant women, 3(3.5%) participants were
suffering from hypertension. It was also found that 12(14.0%) participants had Diabetes
mellitus, 7 (8.1%) participants had asthma and 64(74.4% participants) had others

problem. (Table no.8).
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4.3: Proportion of depression related information (EPDS)

Table no.9: Frequency distribution of the respondents by Proportion of

depression.
Proportion of depression Frequency
N (%)
Yes 17 19.8
No 69 80.2
total 86 100.0

The study found that out of 86 pregnant women, 69(80.2%) respondents had no
depressed during pregnancy. It was also found that the 17(19.8%) pregnant women

were suffering from depression. (Table no.9).
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4.3.1 Laugh and see the funny side of things.

Table no.10: Frequency distribution of the respondents by Laugh and see the
funny side of things.

Laugh and see the funny Frequency

side N (%)
As much as | always 48 55.8
could
Not quite so much now 11 12.8
Definitely not so much 5 5.8
now
Not at all 22 25.6
total 86 100.0

The study found that, the participants told they had been able to laugh and see
the funny side of things 48(55.8%) participants had as much as always could,
11(12.8%) participants had not quite so much now, 5(5.8%) participants had definitely
not so much now and 22(25.6%) participants had not at all. (Table no.10).
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4.3.2 Enjoyment of the participants

The study found that, the participants told they had been looked forward with
enjoyment to things21(24.4%) participants had as much as ever did, 25 (29.1%)
participants had rather less than used to, 25(29.1%) participants had definitely less than
used to and, 15(17.4%) participants had hardly at all. (Figure no.4).

30.0

29.1% 29.1 %
244 %
25.0
17.4 %

Asmuchasi  Rather less Definitely ~ Hardly at all
ever did than i used to less than i
used to

20.0

15.0

10.0

5.0

0.0

Figure no.4: Enjoyment of the participants
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4.3.3 Blamed unnecessarily when things went wrong.

Table no.11: Frequency distribution of the respondents by blamed unnecessarily
when things went wrong.

Blamed of the Frequency
participants N (%)
Yes, most of the time 3 35
Yes, some of the time 26 30.2
Not very often 37 43.0
No, never 20 23.3
total 86 100.0

The study revealed that, out of 86, 37 (43.0%) participants said that not very
often had blamed herself unnecessarily when things went wrong. It was found that 26
(30.2%) participants said that Yes, some of the time. 20(23.3%) participants said that
no, never and 3(3.5%) participants said that Yes, most of the time. (Table no.11).
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4.3.4 Anxious or worried for no good reason

Table no.12: Frequency distribution of the respondents by anxious or worried for

no good reason

Worried of the Frequency
participants N (%)
No, not at all 9 10.5
Hardly ever 13 15.1
Yes, sometimes 59 68.6
Yes, very often 5 5.8
total 86 100.0

The study showed that the participants had 86 pregnant women, 59 (68.6%)
participants told that Yes, sometimes. 13(15.1%) participants told hardly ever.9(10.5%)
participants told that no, not at all and 5(5.8%) participants told Yes, very often. (Table
no.12).
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4.3.5 panicky for no very good reason

Table no.13: Frequency distribution of the respondents by felt scared or panicky

for no very good reason.

panicky for no very Frequency

good reason N (%)
Yes, quite a lot 2 2.3
Yes, sometimes 36 41.9
No, not much 35 40.7
No, not at all 13 15.1
total 86 100.0

The study showed that the participants had 86 pregnant women, 36 (41.9%)
participants told that Yes, sometimes. 35(40.7%) participants told not much.13 (15.1%)
participants told that no, not at all and 2(2.3%) participants told Yes, quite a lot. (Table
no.13).
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4.3. 6 Things have been getting.

Table no.14: Frequency distribution of the respondents by Things have been

getting.
Things have been Frequency
getting on top N (%)
Yes, most of the time | 5 5.8

haven't been able to cope

at all

Yes, sometimes | 21 24.4
haven't been coping as
well as usual

No, most of the time | 42 48.8

have coped quite well

No, I have been coping 18 20.9
as well as ever
total 86 100.0

The study revealed that, out of 86, 42 (48.8%) participants said that no, most of
the time | have coped quite well. 21 (24.4%) participants said that yes, sometimes |
haven't been coping as well as usual. 18(20.9%) participants said that no, | have been
coping as well as ever and5(5.8%) participants told that yes, most of the time I haven't

been able to cope at all. (Table no.14).
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4.3.7 Difficulty sleeping of the participants

40.0
35.0
30.0
25.0
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no,not at all Not very yes, yes, most of
often sometimes the time

Figure no.5: Difficulty sleeping of the participants.

About unhappy that had difficulty sleeping, it was found that out of 86,
33(38.4%) participants said that no, not at all. The study also revealed that 30 (34.9%)
participants said that not very often. 19 (22.1%) participants said that Yes, sometimes
and it was reported that 4(4.7%) participants were most of the time had been so unhappy
had difficulty sleeping (Figure no.5).
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4.3.8 Felt sad or miserable

Table no.15: Frequency distribution of the respondents by felt sad or miserable.

Felt sad or miserable Frequency
N (%)
Yes, 44 51.2
Yes, quite often 36 41.9
Not very often 5 5.8
No, not at all 1 1.2
total 86 100.0

The study showed that 44(51.2%) participants told that they were felt most of
the time sad or miserable, 36 (41.9%) participants told that they were quite often. 5
(5.8%) participants were not very often and 1(1.2%) participants told they were not at
all felt sad or miserable (Table no.15).
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4.3.9 Unhappy and crying

Table no.16: Frequency distribution of the respondents by unhappy and crying

unhappy and crying Frequency
N (%)
Yes, quite often 4 4.7
Only occasionally 20 23.3
No, never 62 72.1
total 86 100.0

The study showed that out of 86, 62(72.1%) respondents said that no, never
unhappy and crying. It was found 20 (23.3%) respondents said only occasionally they
were unhappy and crying. It was revealed that 4(4.7%) respondents said yes, quite often
they were unhappy and crying. (Table no.16).
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4.3.10 Harming occurred.

Table no.17: Frequency distribution of the respondents by harming occurred.

harming occurred Frequency
N (%)
Hardly ever 6 7.0
Never 80 93.0
total 86 100.0

The study showed that out of 86, 80(93.0%) respondents said that never thought
of harming herself had occurred to him. It was also found 6 (7.0%) respondents said

hardly ever they were thought of harming herself had occurred to him. (Table no.17).
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4.4: Symptom of Sexual dysfunction related information

Table no.18: Frequency distribution of the respondents by Sexual desire.

) Frequency
Sexual desire
N %
Sometimes 56 65.1
Almost never or never 30 34.9
Total 86 100.00

The study showed that 56(65.1%) participants had felt sexual desire or interest
during pregnancy and 30(34.9%) participants had almost never or never problem that

required sexual desire. (Table no.18).
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4.4.1 Level of sexual desire of the participants

39

VERY LOW OR NONE AT
ALL

MODERATE

HIGH

Figure no.6: Level of sexual desire of the participants

The study revealed that out of 45(52.3%)participants were moderate level of sexual
desire. It was also found that 39(45.3%) participants were very low or none at all. It was

observed that 2(2.3%) participants were high level of sexual desire. (Figure no.6).
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4.4.2 Difficulty Intercourse of the participants

e 40.7 %
Not difficult
0
Difficult 36.0 %
No sexual 233%
activity

0.0 10.0 20.0 30.0 40.0 50.0

Figure no.7: Difficulty Intercourse of the participants

The study showed that 35(40.7%) participants said had not difficult sexual
activity. It was also found that 31(36.0%) participants told had difficult sexual activity
and 20(23.3%) participants told had no sexual activity. (Figure no.7).
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4.4.3 Confident level of sexual aroused.

Table no.19: Frequency distribution of the respondents by Confident level of

sexual aroused.

Confident level of Frequency
sexual aroused N (%)
No sexual activity 21 24.4
Sometimes 37 43.0
A few times 28 32.6
total 86 100.0

The study showed that out of 86, 37(43.0%) participants had high moderate
confident level of sexual activity. It was found that 28(32.6%) participants had a few

times of sexual activity and 21(24.4%) participants had no sexual activity. (Table

no.19).
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4.4.4 Pain during intercourse

VERY LOW OR NONE AT ALL 40.7 %

MODERATE 34.9%

NO SEXUAL ACTIVITY

Figure no.8: Pain during intercourse

The study showed that out of 86, 35(40.7%) participants said they were
experienced pain during intercourse while pregnant very low or none at all. It was
reported that 30 (34.9%) participants said that moderate pain during intercourse and
was also reported that 21(24.4%) participants were no sexual activity. (Figure no.8).
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4.4.5 Bleeding during intercourse while pregnant.

Table no.20: Frequency distribution of the respondents by bleeding during

intercourse while pregnant.

Bleeding during Frequency
intercourse N (%)
No sexual activity 21 24.4
Yes 5 5.8
No 60 69.8
total 86 100.0

About frequency distribution of the respondents by bleeding during pregnancy,
it was revealed that 60(69.8%) respondents had no bleeding during intercourse,

21(24.4%) respondents were no sexual activity and 5(5.8%) respondents had bleeding

during sexual intercourse. (Table no.20).
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Table no.21: Frequency distribution of the respondents by age and depression

among pregnant women.

Depression
Total
Age grou
-g Jroup Yes No
in years
N % N % N %
18-23 8 9.3 22 25.6 30 34.9
24-29 7 8.1 34 39.5 41 47.7
30-35 2 2.3 13 15.1 15 17.4
Total 17 19.8 69 80.2 86 100.0

42 =148, df =2, p=0.477

The study showed that out of 86, 30(34.9%) were the age group 18-23 years.
Among them 8(9.3%) respondents had suffered from depression, 22(25.6%)
respondents had no suffered from depression. It also found that 41(47.7%) were the age
group 24 — 29. Among them 7(8.1%) pregnant women had depression, 34(39.5%) had
no suffered from depression. And it was also found that 15(17.4%) were the age group
30-35 years. Among them 2(2.3%) pregnant women had depression,13(15.1%) had no
suffered from depression

The association between age of the respondents and depression was not statistically
significant (y* = 1.48, df = 2, p = 0.477) (Table no.21).
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Table no.22: Frequency distribution of the respondents by age and Sexual interest

among pregnant women.

Sexual interest
Age group Total
) Sometimes Never
in years
N % N % N %

18-23 17 19.8 13 15.1 30 34.9
24-29 32 37.2 9 10.5 41 47.7
30-35 7 8.1 8 9.3 15 17.4
Total 56 65.1 30 34.9 86 100.0

x*=6.21,df =2, p=0.045

The study showed that out of 86, 30(34.9%) were the age group 18-23 years.
Among them 17(19.8%) respondents had felt sexual interest sometimes, 13(15.1%)
respondents had never feeling sexual interest. It also found that 41(47.7%) were the age
group 24 — 29. Among them 32(37.2%) pregnant women had feeling sexual interest
sometimes, 9(10.5%) had never feeling sexual interest. And it was also found that
15(17.4%) were the age group 30-35 years. Among them 7(8.1%) pregnant women
had sometimes sexual interest, 8(9.3%) had never feeling sexual interest.

The association between age of the respondents and sexual interest was statistically
highly significant (y* = 6.21, df = 2, p =0.045) (Table no.22).
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CHAPTER-V: DISCUSSION

The present study was carried out with the aim of conducted to assess the
proportion of depression and sexual dysfunction among pregnant women in
Bangladesh. The information was collected by using the EPDS scale questionnaire to
assess depression in pregnant women had yielded very good result and self-
administered questionnaire to identify the symptoms of sexual dysfunction. The

discussion part has been presented in the following sections.

About age distribution the study revealed that 34.90% belonged to the age group
18-23. It also found that belong the age group (24-29) the percentage of the participants
was 47.70% & the age group (30-35) the percentage of the participants was 17.40%.
The mean of the participants age was 1.8256 and SD + 0.70614 (Table no. 1). The
findings of the present study regarding age were similar to the study conducted by an
Iranian study conducted by Hajnasiri et al. their study was done on 150 pregnant women
aged 16 to 42 years, and their mean age was 27.87 £5.49 years. (Hajnasiri, et al., 2020).
Another study Daryani et al., (2021) stated that, the mean (standard deviation) age of
participants was 29.7 (3.3) and their age range was 19 to 44 years. (Daryani, et al.,
2021).

About distribution of the respondents by living area, it was found that out of 86
participants, here highest number of urban area people 97.7 %, respondents were semi
urban people 1.2% and respondents were rural people 1.2%. (Table no. 2). The findings
of the present study regarding living area were similar to the study conducted by Less
than half 45.8% of the participants lived in their own houses. (Daryani, et al., 2021).
The pregnant and parenting population of an urban centre in Canada (McDonald et al.,
2013). In total, 23% of women experienced anxiety on at least one occasion during

pregnancy, whereas 11% of women reported depressive symptoms.

Regarding educational qualification, it was found that out of 100.0 % pregnant
women, maximum participant complete Graduate and it was 34.9%. 5.8% respondents
had complete their primary education, 12.8% respondents had secondary level, 24.4%
respondents had Higher secondary level, 2.3% respondents had Diploma degree and
18.6 respondents were complete Post graduation (Table no 3). the educational level was
found to be significantly related to FSD. Additionally, we investigated the educational
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level of male partners and found out that 9 of them were illiterate, Educational level of
male was found to have a significant, inverse relationship with FSD (p=0.001).
(Kucukdurmaz, et al.,2016).

About occupational status, it was revealed that 11.6% participants were
employed and 88.4% participants were housewife (Table no. 4). The findings of the
similar study regarding about occupational status 53.3% and 46.7% of the 413
respondents studied were attending UPTH and RSUTH, respectively Over 71.1% were
employed, and over 50% earned less than $100 per month. (wegbom, et al.,2023).
Another study Safieh,et al., stated that, 22.2%, 30.7%, and 47.1% of the study subjects
were in the first, second, and third trimesters, respectively. Most of the participants
were housewives 29.4%. (Safieh,et al.,2013). The findings in this regard were higher
than the present study.

About frequency distribution of the respondents by monthly income, it was revealed
that out of 86, 61.6% participants family had monthly income Taka 10000-39000. It
also found that 29.1% participants family had monthly income Taka 70000-100000.
The mean of the participants family income is 35779.07 and Standard deviation (SD:
+ 20002.00) (Table no. 5). The findings of the similar study regarding about
occupational status 53.3% and 46.7% of the 413 respondents studied were attending,
respectively Over 71.1% were employed, and over 50% earned less than $100 per
month. (wegbom, et al.,2023).

The study showed that majority participants were Muslim and they were 94.2%.
It also showed that 4.7% were Hindu and 1.2% were Buddhist (Table no. 6). The
findings of the present study regarding 96.6% were Christians. (wegbom, et al.,2023).

Regarding frequency distribution of the respondents by BMI it was revealed that out of
86 participants BMI status, Highest BMI of the 45.3% participants had normal weight
(18.5-24.9). It was also found that 33.7% pregnant women were Overweight (25.0-
29.9). High risk of 19.8% pregnant women were obese (>30). And 1.2% pregnant
women were underweight (<18.5). The mean BMI was 26.03 Standard deviation (SD:
+ 4.257). (Table no. 7).

The study showed that out of 86 pregnant women, 3.5% participants were
suffering from hypertension. It was also found that 14.0% participants had Diabetes

mellitus, 8.1% participants had asthma and 74.4% participants had others problem.
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(Table no.8). The authors found that women’s sexual function did not significantly
change during the first trimester of pregnancy, if other potentially limiting symptoms

such as nausea or vomiting were excluded.

The study found that out of 86 pregnant women, 80.2% respondents had no
depressed during pregnancy. It was also found that the 19.8% pregnant women were
suffering from depression. (Table no.9). The authors revealed varying degrees of
depression among the pregnant women as follows: 78.0% were normal, 14.5% were
mild, 7.3% were moderate, 1.5% were severe, and 0.7% were extremely severe
depression cases. (wegbom, et al.,2023). A similar study conducted by, resulting in
121 eligible articles from 81 unique participant samples. Of these, 69% contributed
datasets. Authors of included studies contributed data from two other studies that the
search did not retrieve for a total of 58 datasets (15557 participants, 2069 with major
depression). (Levis., et al.,2020). Another study Eberhard, et al.,2001 stated that,
estimates of sensitivity ranged from 65% (specificity 96%) to 100% (specificity 80 to
96%). The specificity ranged from 49% (sensitivity 96%) to 100% (sensitivity 96%).
Studies that used a high EPDS cut-off tended to show lower sensitivity and higher
specificity. The inclusion of minor depressive disorders in the definition of prepartum
depression tended to lower estimates of sensitivity.

In this current study, Sexual dysfunction was measured by self-administered
question include Sexual desire, Level of sexual desire, Difficulty of Intercourse,
Confident level of sexual aroused, Pain during intercourse, Bleeding during intercourse.
In this current study showed that 65.1% participants had felt sexual desire or interest
during pregnancy and 34.9% participants had almost never or never problem that
required sexual desire. (Table no.18). A similar study conducted by, 25 women 9.8%
stated that they did not have sexual desires during pregnancy and 18 cases 7% said that
they did not have lubrication. In addition, 29 subjects 11.3% mentioned that they had
not reached orgasm and 17 cases (6.7%) believed that they had not reached the sexual
excitement and arousal phase. Besides, 53 women (20.6%) reported no pain during
intercourse and only 3 subjects stated that they had no sexual satisfaction during

pregnancy. (Jamali, et al.,2012).

The study showed that 40.7% participants said had not difficult sexual activity. It was
also found that 36.0% participants told had difficult sexual activity and 23.3% participants told

had no sexual activity. (Figure no.7). 43.0% participants had high moderate confident level
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of sexual activity. It was found that 32.6% participants had a few times of sexual
activity and 24.4% participants had no sexual activity. (Table no.19). The findings of
the present study regarding difficulty sexual activity were similar to the study
conducted by 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. (Adeyemi,et al.,2021). Another study
conducted by, Jamali and Mosalanejad.,2013 stated that Among the study subjects, 197
ones (79.1%) had sexual dysfunction, while only 20.9% had normal sexual function.
Moreover, the highest sexual dysfunction was reported in the third trimester (46.2%)
and it was reported as 30.5% and 23.4% in the first and the second trimesters,
respectively. In addition, a statistically significant relationship was observed among the
domains of sexual function in all the 3 trimesters and correlated with sexual desire,

sexual arousal, lubrication, orgasm, and sexual satisfaction.

The study showed that out of 86, 40.7% participants said they were experienced
pain during intercourse while pregnant very low or none at all. It was reported that
34.9% participants said that moderate pain during intercourse and was also reported
that 24.4% nparticipants were no sexual activity. (Figure no.8). About frequency
distribution of the respondents by bleeding during pregnancy, it was revealed that
69.8% respondents had no bleeding during intercourse, 24.4% respondents were no
sexual activity and 5.8% respondents had pain bleeding during sexual intercourse.
(Table no.20). The findings of the present study regarding bleeding during sexual
intercourse. were similar to the study conducted by 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. (Adeyemi, et al.,2021).
Comparison of the domains of sexual function during pregnancy showed the lowest
mean to be related to sexual desire (2.29+£1.67), sexual arousal (2.39£1.86), orgasm
(2.57+2.06), pain during intercourse (2.90£2.28), lubrication (3+2.22), and sexual
satisfaction (3.35%£2.30). Furthermore, 25 women (9.8%) stated that they did not have
sexual desires during pregnancy and 18 cases (7%) said that they did not have
lubrication. In addition, 29 subjects (11.3%) mentioned that they had not reached
orgasm and 17 cases (6.7%) believed that they had not reached the sexual excitement

and arousal phase. Besides, 53 women (20.6%) reported no pain during intercourse and
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only 3 subjects stated that they had no sexual satisfaction during pregnancy. (Jamil, et
al.,2012)

The study showed that out of 86, 34.9% were the age group 18-23 years. Among
them 9.3% respondents had suffered from depression, 25.6% respondents had no
suffered from depression. It also found that 47.7% were the age group 24 — 29. Among
them 8.1% pregnant women had depression, 39.5% had no suffered from depression.
And it was also found that 17.4% were the age group 30-35 years. Among them 22.3%
pregnant women had depression,15.1% had no suffered from depression. The
association between age of the respondents and depression was not statistically
significant (y° = 1.48, df = 2, p = 0.477) (Table no.21). Similar findings from a study
conducted in Compared with Maori women, a greater proportion of non-Maori women
reported experiencing a period of poor mood prior to the current pregnancy (x2=4.51,
p=0.034). There were, however, no differences by ethnicity in the proportion of women
who had sought professional help (¥2=1.02, p=0.312) or the level to which poor mood
interfered with functioning and relationships, t (178)=—0.29, p=0.771. (Leigh Signal, et
al.,2016).

The study showed that out of 86, 34.9% were the age group 18-23 years. Among
them 19.8% respondents had felt sexual interest sometimes, 15.1% respondents had
never feeling sexual interest. It also found that 47.7% were the age group 24 — 29.
Among them 37.2% pregnant women had feeling sexual interest sometimes, 10.5% had
never feeling sexual interest. And it was also found that 17.4% were the age group 30-
35 years. Among them 8.1% pregnant women had sometimes sexual interest, 9.3% had
never feeling sexual interest. The association between age of the respondents and sexual
interest was statistically highly significant (y* = 6.21, df = 2, p =0.045) (Table no.22)
Similar findings from a study conducted in the mean total and the individual scores on
desire, orgasm, and pain domains differed significantly among pregnant participants in
each of the three pregnancy trimesters. There are significant differences in the total
score between the participants in the first and second trimesters (P = 0.042), and those
in the second and third trimesters (P = 0.010). In contrast, no significant difference was
found between total scores of participants in the first and third trimesters (P = 0.334).
The second trimester women had the highest total FSFI score, which was not
significantly different from the total FSFI score in nonpregnant women (P = 0.922).
(Mobasher, et al.,2019).
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CHAPTER-VI: LIMITATION

Every study has its own set of limitations. There was some situational limitation

while considering the study. Those are as follows:

e Required sample size for the present study was 173. But researcher collected
data from 86 pregnant women. Due to shortage of time data could not collected
from the calculated sample size.

e In this study researcher used only one tools was (EPDS) scale to measure the
depression in pregnant women. Another was a self-administered questionnaire to
determine the symptoms sexual dysfunction. But, to do a perfect study, more
tools could be used.

e Sexual dysfunction related questions about personal matter which made the
subjects feel uncomfortable as they answered. In similar study FSFI (Female
Sexual Function Index) was used by another country but recent study couldn’t
use due to uncomfortable series of questions.

e Convenient sampling technique was applied to select the study participants. It
is a non-probability sampling technique. Ideally random sampling technique
should be used to prevent selection bias.

e Despite repeated requests some respondents showed lack of co-operation and
reluctant to answer some of the questions.

e The study was carried out Medinova specialized Hospital, OGSB Hospital, Lab
science diagnostic center in Dhaka city. It would be better to include different
hospital from 8 divisions of the country.
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CHAPTER-VII: CONCLUSION AND RECOMMENDATION

7.1: Conclusion:

The present study was a cross-sectional type of descriptive one carried out with
the objective to assessing the proportion of depression and sexual dysfunction among
pregnant women in Bangladesh. The information was collected by using the EPDS
scale questionnaire to assess depression in pregnant women and self-administered
questionnaire to identify the symptoms of sexual dysfunction. The information was
collected by a self-administered questionnaire from a sample size 86 pregnant women.

The results of the present study revealed considerable depressive symptoms and
sexual dysfunction in pregnant women. In summary, discovered that a cutoff value of
13 or higher results in the EPDS's combined sensitivity and specificity being at its
highest. Furthermore, there were no appreciable differences in accuracy according to
participant characteristics or reference standards, including whether the EPDS was
given during pregnancy. Since certain demographic characteristics and the EPDS were
found to affect pregnancy related depression, it appears that pregnancy-related
depression is indirectly related to sexual dysfunction. Since pregnancy is a risky and
stressful period in women’s life, and considering that sexual desire and function are

part of women’s health, efforts to reduce pregnancy-related depression.

The study showed that, the majority of the participants 47.70% belonged to the
age group of 24 — 29 years and the mean age was 1.82 years. The study showed that
94.2% respondents were Muslim and highest number of urban area 97.7 % in pregnant

women, maximum pregnant women 34.9% completed Graduate.

The survey showed that, 88.4% participants said they were housewife, in this
study shown that was maximum pregnant women were housewives. The study found
that, 64.0% participants mentioned that family type was nuclear. Additionally, it was
discovered that 45.3% respondents highest BMI had normal weight (18.5-24.9). It was
found that most of the women told suffering from sleeping problem and they were
76.7%. It was revealed that 74.4% participants had suffering from others health

problems.

The study revealed that very few of participants19.8% thought that were
suffering from depression. The study found that, the majority of participants 65.1% had
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felt sexual desire or interest during pregnancy. It was found that 36.0% participants told
had difficult sexual activity. It was observed that 43.0% participants had moderate
confident level of sexual activity. The study indicated that maximum pregnant women
40.7% said they were experienced pain during intercourse while pregnant. it was

revealed that 60(69.8%) respondents had no bleeding during intercourse.

Therefore, it seems quite necessary to hold marital counseling classes in health
centers in order for the women to discuss their sexual problems and benefit from the
counseling methods, which itself is an important step in preventing family conflicts and
its consequences, increasing direct and indirect support for educational and counseling
programs. In addition, direct and indirect support for training and counseling programs

should be increased.
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Recommendation:

The following recommendations are made on the basis of the findings of the present

study and have been described in this section.

Still now in Bangladesh there is little research had been conducted about
depression and sexual dysfunction among pregnant women socioeconomic
status that need to conduct more study in this topic.

Seminar, talk show should be arranged to make social awareness of depression
and quality of life pregnant women.

Psychotherapy and antenatal exercise, Kegel exercise training should be given
to the healthcare professionals.

Encouraging further research in this area should be done. Further research finds
new insight about depression and sexual dysfunction in pregnant women in
Bangladesh.

More recommended that used for different measurement tools need to be
included depression and sexual dysfunction scale, the brief psychiatric rating
scale, Hospital anxiety and depression scale, Female Sexual Function Index
Scale (FSFI).
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Approved by Ministry of Health and Family Welfare
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Monira Parvin

4™ Professional B.Sc. in Physiotherapy

Saic College of Medical Science and Technology (SCMST)
Mirpur-14, Dhaka-1216.

Sub: Permission to collect data

Dear Parvin,
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rate of depression, ~ and sexual dysfunction among the pregnant women in Bangladesh™ and
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E-mail: simt140@gmail.com, Web:www.saicmedical.edu.bd

o p 3 4

64



Appendix - B
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APENDIX-D

Consent form

Dear participant, RespondentIDno:| [ | |

| am Mst Monira Parvin, student of B.sc in physiotherapy program in the Department
of Physiotherapy at SAIC College of Medical Science and Technology (SCMST)
which is affiliated by Dhaka University conducting the study entitled “Depression
and Sexual Dysfunction Among Pregnant Women in Bangladesh” as a part my
thesis work for the partial fulfillment of Bachelor degree. There is a list of question
you need to fill up which include socio-demographic and musculoskeletal problem.
For spending your time to participate in this self-administered interview which will
take around 10-15 minutes. There is list of questionnaires and you need to fill up each
answer. The information gained from this questionnaire will be used for academic
purpose and will be kept confidential. Your participation in this study is totally
voluntarily and you have the right to withdraw from the interview without any
clarification at any moment. You can ask any question to the researcher and/or my

research supervisor, Looking forward your kind cooperation.

Declaration of the participants,

| have been invited to participate in this survey. The foregoing information has been
read to me and that have been answered to my satisfaction. | have noticed that my
participation in this study is totally voluntary and | have the right to withdraw from the

interview at any clarification. I give my consent voluntarily to be participants in this

study.

Respondent name: ............... Signature of the researcher: ........................
Signature and date: ................... Signature of the witness: ...............c.oevinnen.
Mobile no: ...
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Appendix — E

Code no:
Date:
Participant name: ......ccccviiiiiiiinniiiiineiciiiniccnns

AdAIESS: ceveieererieerereereeseeseessesssssesssssesssssonsnnes

Questionnaire (English)

Depression and Sexual Dysfunction Among Pregnant

Women in Bangladesh

Phone NUMD L. covuiiiiiiiieiereiereeereeeceeeceensnencnnns

Section: 1. Sociodemographic information

Q.N Question Answer
1. What is your age?.............
2. Where do you live?.............
1.Urban
2.Semi urban
3.Rural
3. What is your educational qualification?

1.1literate

2.Primary level
3.Secondary level
4.Higher Secondary level
5.Diploma

6.Graduate
7.Postgraduate

8.0Others
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What is your occupational status?
1.Employed
2.Unemployed

3.Housewife

What’s about your monthly income?

Types of your family?
1.Nuclear
2.Extended

What is your religion?
1.Muslim

2.Hindu

3.Buddhist
4.Christian

5.0thers

Body Mass Index (BMI)
Height of the participant (ft)
Weight of the participant (kg)
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Section 2: General Health Related Information

QN

Question

Answer

Does your sleep suddenly break at night?
1.Yes
2.No

Do you feel vulnerable at any time?
1.Morning

2.Afternoon

3.Evening

4.Night

Are you suffering from any health problem?
1.Hypertention

2.Diabetes Mellitus

3.Asthma

4.Cardiovascular disease

5.Respiratory problem

6.0thers

Section3: Edinburgh Postnatal Depression Scale (EPDS)

The questionnaire below is called the Edinburgh Postnatal Depression Scale (EDPS)
The EDPS was developed to identify women who may have pregnant or postpartum
depression. Each answer is given a score of 0 to 3. The maximum score is 30.

Please select the answer that comes closest to how you have felt in the past 7 days:

Serial no

Question

1.

| have been able to laugh and see the funny side of things

0 As much as I always could
1 Not quite so much now

2 Definitely not so much now
3 Not at all
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| have looked forward with enjoyment to things

0 As much as | ever did

1 Rather less than | used to

2 Definitely less than | used to
3 Hardly at all

| have blamed myself unnecessarily when things went wrong

3 Yes, most of the time
2 Yes, some of the time
1 Not very often

0 No, never

| have been anxious or worried for no good reason

0 No, not at all
1 Hardly ever
2 Yes, sometimes

3 Yes, very often

| have felt scared or panicky for no very good reason

3 Yes, quite a lot
2 Yes, sometimes
1 No, not much

0 No, not at al

Things have been getting on top of me

3 Yes, most of the time | haven't been able to cope at all
2 Yes, sometimes | haven't been coping as well as usual
1 No, most of the time | have coped quite well

0 No, I have been coping as well as ever

| have been so unhappy that | have had difficulty sleeping

3 Yes, most of the time
2 Yes, sometimes

1 Not very often

0 No, not at all

| have felt sad or miserable

3 Yes, most of the time

2 Yes, quite often
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1 Not very often
0 No, not at all

9. | have been so unhappy that | have been crying

3 Yes, most of the time
2 Yes, quite often

1 Only occasionally

0 No, never

10. The thought of harming myself has occurred to me

3 Yes, quite often
2 Sometimes
1 Hardly ever

0 Never

Section 4: Information of sexual activity during pregnancy

Question

Response Options

1. How often did you feel sexual desire

or interest during pregnancy?

1.Almost always or always
2.Sometimes

3.Almost never or never

2. How would you rate your level

(degree) of sexual desire

pregnancy?

during

1. High
2.Moderate
3.Very low or none at all

3. How Difficult was intercourse for you

while you were pregnant?

1. No sexual activity
2.Difficult
3.Not Difficult

4. How confident were you about
becoming sexually aroused during sexual

activity or intercourse?

1. No sexual activity
2. Sometimes

3.A few times

5. Have you experienced pain during

intercourse while pregnant?

1. No sexual activity
2. Sometimes

3. Very low or none at all

6. Have you ever had bleeding during

intercourse while pregnant?

1. No sexual activity
2.Yes
3.No
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