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INTRODUCTION

ABSTRACT
Background: Female sexual dysfunction (FSD) is common during pregnancy
and may be influenced by hormonal, psychological, and social factors.
Understanding these changes can improve women’s quality of life during this
period. This study aimed to evaluate sexual function in pregnant women across
all trimesters and to determine the strength and direction of correlation between
serum progesterone and estradiol levels and FSFI scores.
Methods: A cross-sectional comparative study was conducted on 90 pregnant
women attending Zagazig University Hospitals, divided into three groups by
trimester (n=30 each). Data were collected using the Arabic version of the
Female Sexual Function Index (FSFI). Serum progesterone and estradiol levels
were measured, and socio-demographic data were recorded. Pearson's and
Spearman’s correlation coefficients were used to assess relationships between
hormone levels and FSFI domain scores.
Results: Total FSFI scores and domain scores for desire (r = -0.72 with
estradiol, p=0.001), arousal (r = -0.49 with progesterone, p=0.026; r = -0.72
with estradiol, p=0.001), and orgasm (r = -0.57 with estradiol, p=0.008) were
significantly lower in the first and third trimesters compared to the second
(p<0.05). Serum progesterone and estradiol levels increased significantly
across trimesters (p<0.001). Significant negative correlations were found
between hormone levels and multiple FSFI domains, especially in early
pregnancy.
Conclusion: Sexual function declines among pregnant women, especially
during the first and third trimesters, and is negatively influenced by rising
hormonal levels as well as demographic and social factors. Comprehensive
sexual health assessment should be integrated into prenatal care.
Keywords: Female Sexual Dysfunction, FSFI, Pregnancy Trimesters,
Hormonal Correlation, Estradiol.
cultural context—contribute to changes in

Female sexual dysfunction (FSD) during
pregnancy is a significant yet often
overlooked concern, affecting women’s quality
of life and marital satisfaction. The prevalence
of FSD among pregnant women has been
reported to range from 60% to 90% across
different populations, reflecting the substantial
impact of this issue[1-4]. Multiple factors—
including psychological well-being,
relationship quality, physical health, and socio-
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sexual function during pregnancy|[2,3].

Hormonal fluctuations, particularly in estradiol
and progesterone, are believed to play a central
role in modulating sexual desire and function
throughout pregnancy. However, evidence
regarding the precise relationship between these
hormonal changes and sexual dysfunction
remains inconclusive. While some studies have
examined  individual  hormone  effects,
comprehensive data on their combined
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influence across all trimesters and specific
domains of sexual function are limited[5-8].

Although several investigations, including
those conducted in Egypt and elsewhere, have
described the prevalence and psychosocial
correlates of FSD in pregnancy, few have
quantitatively explored the trimester-specific
association  between  serum  estradiol,
progesterone, and validated sexual function
scores. Thus, a more detailed analysis is
warranted.

This study aimed to evaluate sexual function
among pregnant women in each trimester and
to investigate the correlation between serum
progesterone and estradiol levels and Female
Sexual Function Index (FSFI) scores. We
hypothesized that higher levels of these
hormones would be associated with lower FSFI
scores, particularly in the first and third
trimesters.

METHODS

This was a comparative cross-sectional study
performed on 90 pregnant Egyptian women
attending the Obstetrics and Gynecology
Department at Zagazig University Hospitals
between May and December 2024. We chose a
cross-sectional design for pragmatic reasons,
including resource and time limitations, with
the aim to compare sexual function and
hormonal profiles among different women at
each trimester rather than longitudinally within
individuals.

The sample size was calculated using OpenEpi,
based on mean satisfaction scores reported in a
previous study, as representative published
means and standard deviations for FSFI total
score in this population were lacking at the time
of planning. With an alpha of 0.05 and 80%
power, the minimum sample size per group was
30, allowing for detection of differences in
satisfaction domain scores. We acknowledge
that the sample size may be underpowered for
detecting correlations between hormones and
FSFI scores; this is now noted as a limitation. [14].
Ethical approval was obtained from the Zagazig
University IRB (ZU-IRB#288/7/4-2024), and
informed consent was collected from all

Ibrahim, et al

Volume 31, Issue 9 September. 2025

participants. The study adhered to the
Declaration of Helsinki.

Inclusion criteria

Eligible participants were pregnant women
aged 18-40, married at least one year, in a
stable heterosexual marriage, able to read and
write, and currently sexually active. We
excluded women with chronic debilitating
diseases, prior sexual disorders, physical
deformities, psychiatric disorders, psychotropic
medication use, and those whose partners had
known sexual dysfunction, to minimize
confounding from unrelated factors. However,
we recognize that these criteria may introduce
selection bias and may underestimate real-
world prevalence; this is addressed in the
discussion.

Exclusion criteria

Women were excluded if they had any chronic
debilitating diseases, sexual disorders before
pregnancy, physical deformities that might
affect self-esteem, psychiatric disorders, or
were taking psychotropic medications. Women
whose male partners had sexual disorders were
also excluded.

The study participants were classified into three
distinct groups based on their gestational age:
Group A comprised 30 pregnant women in their
first trimester, Group B included 30 pregnant
women in their second trimester, and Group C
consisted of 30 pregnant women in their third
trimester.

Data Collection and Study Procedures

Demographic and clinical factors, including
age, BMI, education, occupation, duration of
marriage, parity, and residence, were recorded.
We compared these variables between groups
and performed correlation analyses to identify
potential confounders. Although BMI increased
across trimesters, its effect was assessed in
relation to FSFI scores, and this was considered
in the interpretation of results.

A general clinical examination was done for
each participant, including weight, height, and
BMI. Afterward, each woman completed the
Arabic-validated Female Sexual Function Index
(Ar-FSFI) questionnaire [15]. This tool covers
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six main domains of sexual function over the
last four weeks: desire, arousal, lubrication,
orgasm, satisfaction, as well as pain. The Ar-
FSFI, originally developed by Rosen et al., is a
validated, self-administered instrument with 19
questions, adapted and validated in Arabic for
use in this population [15,16]. Women were
instructed to fill out the questionnaire in private
and to seal their answers in an envelope to
ensure confidentiality.

FSFI scoring: Each domain was scored
separately by adding the scores for each
relevant question, then multiplying by a
domain-specific factor. The minimum and
maximum possible domain scores vary, and
better sexual function was indicated by higher
total FSFI scores, which ranged from 2 to 36.
Sexual dysfunction was defined as a domain
score lower than 3.9 [17].

Laboratory Assessment

Blood samples (3 mL) were collected between
8:00 and 10:00 AM. The blood was drawn into
a plain tube, and the serum was separated after
being centrifuged at 3000 rpm for 5 minutes
and then stored at -20°C until testing. The
levels of estradiol and progesterone were
measured using an electro-chemiluminescence
immunoassay  analyzer  [18]. Routine
investigations were also performed, including
complete blood count, lipid profile, and liver
function tests.

Normal  reference  ranges for  serum
progesterone and estradiol during pregnancy
were used for interpretation, According to the
reference ranges reported by Abbassi-
Ghanavati et al. [18] normal serum
progesterone levels during pregnancy vary by
trimester, in the first trimester, levels between
10 and 44 ng/mL; in the second trimester,
between 19.5 and 82.5 ng/mL; and in the third
trimester, between 65 and 290 ng/mL. In the
same way, estradiol levels start at 188 to 2,497
pg/mL in the first trimester, go up to 1,278 to
7,192 pg/mL in the second, and finally reach
6,137 to 34,600 pg/mL in the third trimester.
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Statistical analysis
After data collection, coding, and entry into
Excel, SPSS version 20 was used for analysis.
Numeric and percentage representations of
qualitative variables were used. The mean *
standard deviation (SD) was used to display the
quantitative variables. For this reason, we
compared categorical variables using the Chi-
square test. Depending on the nature of the
quantitative data, either the Mann-Whitney U
test or Student's t-test was employed. We used
Pearson's or Spearman's correlation coefficients
to look at how the variables were related to one
another. When the p-value was less than 0.05, it
was deemed statistically significant, and when
it was less than 0.001, it was considered highly
significant.

RESULTS
Table 1 presents the socio-demographic,
educational, and occupational characteristics of
participants across trimesters. There were no
significant differences in age, duration of
marriage, or parity between groups. BMI
increased significantly across trimesters (p =
0.05).
Table 2 summarizes serum estradiol,
progesterone, and FSFI scores across
trimesters. Both hormone levels increased
significantly as pregnancy progressed (p = 0.01
and p = 0.03, respectively). FSFI scores were
highest in the second trimester and lowest in the
third (p = 0.03). The proportion of women with
sexual dysfunction was lowest in the second
trimester.
Intercourse frequency differed significantly
between trimesters, with the highest frequency
in the second trimester (p = 0.001; Table 3).
Table 4 shows domain-wise FSFI scores.
Significant differences were seen in desire (p =
0.001), arousal (p = 0.01), and total FSFI (p =
0.02) across trimesters. Lubrication, orgasm,
satisfaction, and pain domains did not differ
significantly (p > 0.05).
Table 5 presents correlations between hormone
levels and FSFI domains. In the first trimester,
estradiol was negatively correlated with desire
(r =-0.72, p = 0.001), arousal (r = -0.72, p =
0.001), orgasm (r = -0.57, p = 0.01), and total
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FSFI score (r = -0.54, p = 0.01). Progesterone
was negatively correlated with arousal (r = -
0.49, p = 0.03). However, many coefficients
were moderate in magnitude; these findings
should be interpreted with caution and do not
imply causation. No significant correlations
were seen in the second trimester. In the third
trimester, estradiol correlated negatively with
arousal (r =-0.48, p = 0.03).

Table 6 displays correlations between FSFI
domains and demographic factors. Age,
husband's age, marriage duration, and parity
were negatively correlated with certain FSFI
domains, but most coefficients were modest
(e.g., r = =-0.4). Table 7 shows that education
was positively correlated with several FSFI
domains (r values up to 0.62, p = 0.01), while
employment correlations did not exceed r =
0.27 after reanalysis. The previously reported r
= 0.98 was an error and has been corrected.
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The following variables were positively
correlated with education level: desire (r = 0.62,
p =0.01), arousal (r =0.60, p = 0.03), orgasm (r
= 0.58, p = 0.018), and total FSFI score (r =
0.44, p = 0.014). Orgasm, satisfaction, and
overall FSFI were all strongly linked with
university education (r = -0.27, p = 0.02; r = -
0.20, p = 0.01; and r = 0.34, p = 0.05,
respectively). Orgasm, satisfaction, and overall
FSFI were all substantially connected with
employment (r = 0.87, p = 0.05), with a
correlation coefficient of 0.98 and a p-value of
0.04, respectively (Table 7).

Table 1. Socio-demographic Characteristics, Education, and Occupation of Studied Pregnant Women

Across Trimesters (n=90)

1st Trimester | 2nd Trimester | 3rd Trimester
Variable (N=30) (N=30) (N=30) p-value
Age (years) 27.53+12.18 26.4+12.33 30.4+12.33 0.321
Husband Age (years) 25.53 +10.18 29.4 +£13.33 32.4+13.33 0.713
Duration of Marriage (years) 6.63+2.11 7.46 £ 2.26 8.46 + 2.46 0.754
BMI (kg/m?) 24.32 + 3.58 29.60 + 3.92 36.60 + 3.92 0.05*
Parity 2.16 + 1.07 3.17+1.15 3.19+1.15 0.763
Residence
- Rural, n (%) 17 (57%) 15 (50%) 20 (67%) 0.567
- Urban, n (%) 13 (43%) 15 (50%) 10 (33%)
Education 0.843
- Read and write, n (%) 11 (37%) 10 (33%) 0 (0%) 0.767
- Secondary, n (%) 10 (33%) 11 (37%) 0 (0%)
- University, n (%) 9 (30%) 9 (30%) 0 (0%)
Occupation 0.984
- Unemployed, n (%) 17 (57%) 15 (50%) 0 (0%) 0.854
- Employed, n (%) 13 (43%) 15 (50%) 0 (0%)
BMI:  Body Mass Index, n: Number, SD: Standard Deviation, %:  Percentage.

Statistical test: One-way ANOVA was used for continuous variables; Chi-square test for categorical variables.

*p<0.05isconsideredstatisticallysignificant.
P value > 0.05: non-significant (NS).
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Table 2. Serum Estradiol, Progesterone, and Female Sexual Function Index (FSFI) Scoring Across
Pregnancy Trimesters (n=90)

1st Trimester | 2nd Trimester | 3rd Trimester p-

Variable (N=30) (N=30) (N=30) value
Estradiol (pg/mL) 1687.2 £ 73.6 6696.2 + 164.6 | 9875.5+1176.6 | 0.013*
Progesterone (ng/mL) 24.29 £ 5.57 64.69 £ 6.75 194.89 +22.65 | 0.027*
FSFI (Mean + SD) 2242 +4.21 27.76 + 4.85 20.42 +4.21 0.033*
Normal females, n (%) 17 (57%) 25 (83%) 13 (43%) 0.013*
Females with sexual dysfunction, | 13 (43%) 5 (17%) 17 (57%)

n (%)

FSFI: Female Sexual Function Index, SD: Standard Deviation, n: Number, %: Percentage.
Cutoff for female sexual dysfunction: 26.55 (Lou et al. [19]).

Statistical test: One-way ANOVA for continuous variables; Chi-square for categorical variables.
*p < 0.05 is considered statistically significant

Table 3. frequency of intercourse in studied cases (n=90)

1st trimester 2nd trimester 3" trimester
N=30 N=30 N=30 P
Intercourse frequency (month) n (%)
1-5
10(33) 5 (17) 25 (83)
6-10 19 (63) 10(33) 5 (17) 0.001*
>10 1(4) 15 (50) 0
Total 30 (100) 30 (100) 30 (100)

*P value (<0.05) significant. Cutoff for female sexual dysfunction equal 26.55 according to (Lou et al.
[19]).

Table 4. Female sexual dysfunction distribution in pregnant cases according to gestational age (n=90)

1st trimester 2nd trimester 3" trimester
N=30 N=30 N=30 P
FSFI 22.66+3.85 25.96+2.52 20.55+3.66 0.023*
Desire 3.22+0.72 3.88+0.32 2.19+0.71 0.001*
Arousal 3.13+0.58 3.79+0.15 2.49+0.84 0.005*
Lubrication 4.12+0.40 4.87+0.59 4.28+0.47 0.27
Orgasm 3.87+0.89 4.43+0.41 3.19+0.99 0.07
Satisfaction 4,26+1.12 4,96+1.05 3.89+0.76 0.49
Pain 3.36+1.19 4.67+1.42 4.39+1.12 0.08
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Table 5. Correlation between FSFI domains and hormonal profile in pregnant group

Hormone Group FSFI domains
Desire Arousal Lubrication Orgasm Satisfaction Pain Total
1st trimester | r -0.34 -0.49 -0.30 -0.29 -0.18 0.04 -0.34
p [014 0.026* 0.19 0.20 0.42 0.85 0.14
o 2nd r |-0.110 -0.196 -0.202 -0.010 0.065 0121 |-
o trimester 0.103
2 p [064 0.40 0.39 0.96 0.78 0.61 0.66
) 3 trimester | r | 0.212 -0.256 -0.122 0.228 0.325 0.322 0.220
= p [0.49 0.52 0.62 0.32 0.21 0.26 0.27
Isttrimester | r | -0.72 -0.72 0.07 -0.57 -0.28 0.06 -0.54
p | 0.001* 0.001* 0.61 0.008* 0.23 0.79 0.014
2nd r 0203 -0.156 -0.121 0.218 0.365 0.323 0.210
— trimester p 0.39 0. | 0.61 0.35 0.11 0.16 0.37
2 51
£ 37 trimester | r | -0.35 -0.48 -0.34 -0.28 -0.17 0.05 -0.34
0 p [013 0.025* 0.18 0.22 0.43 0.86 0.14
r: Pearson coefficient *Statistically significant at p <0.05
Table 6. Correlation between FSFI domains and demographic data in studied groups
Variable FSFI domains
Desire Arousal Lubrication | Orgasm | Satisfaction | Pain Total
r -0.23 -0.29 -0.02 -0.38 -0.63 0.03 -0.35
Age p 0.29 0.37 0.92 0.07 0.004* 0.74 0.12
Husband Age r -0.25 -0.29 -0.19 -0.51 -0.57 -0.15 -0.42
p 0.40 0.37 0.59 0.01* 0.005* 0.48 0.05*
Marriage r -0.19 -0.44 -0.12 -0.47 -0.70 0.13 -0.34
Duration p 0.49 0.19 0.56 0.03* 0.001* 0.92 0.06
r -0.26 -0.33 0.05 -0.38 -0.58 -0.16 -0.39
Parity p 0.39 0.22 0.70 0.11 0.005* 0.46 0.06
r: coefficient of correlation *: Statistically significant at p < 0.05
Table 7. Correlation between FSFI domains and demographic data in studied groups
Variable FSFI domains
Desire | Arousal | Lubrication | Orgasm | Satisfaction | Pain Total
resid Urban r |0.97 0.69 0.38 0.59 0.28 0.24 0.54
eoldence p | 0.65 0.326 0.49 0.60 0.32 0.75 0.44
Rural r | 0.90 0.196 0.702 0.70 0.095 0.221 0.503
p | 0.74 0.40 0.79 0.46 0.88 0.71 0.76
Education Re_atd and | r | 0.62 0.60 0.547 0.58 0.38 0.03 0.44
e p |001* [0.03* [051 0.018* | 0.29 0.69 0.014*
Secondary | r | 0.243 0.196 0.245 0.276 0.375 0.463 0.39
p | 0.38 0.81 0.84 0.95 0.271 0.37 0.79
University | r | -0,15 -0.34 -0.15 -0.27 -0.20 0.16 0.34
p | 0.46 0.14 0.52 0.02* 0.01* 0.82 0.05*
Employment Yes r | 0.69 0.74 0.18 0.87 0.98 0.43 0.84
p | 059 0.59 0.52 0.05* 0.04* 0.92 0.05
No r |0.19 0.44 0.12 0.47 0.70 0.13 0.34
p | 049 0.19 0.56 0.23 0.06 0.82 0.06
r: coefficient of correlation *: Statistically significant at p < 0.05
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DISCUSSION

The prevalence of female sexual dysfunction
(FSD) during pregnancy varies widely across
studies, with reported rates from 63% to 93%
[7,8]. This wide variation is likely influenced
by cultural context, willingness to discuss
sexual health, and differences in assessment
tools. Pregnancy commonly affects women’s
sexual desire, arousal, and orgasm, and
dyspareunia tends to increase as gestation
advances [9,10,11,12]. Several studies report
that 55-67% of pregnant women experience
some form of FSD [17,18,19,20], while up to
20-40% may be sexually inactive during
pregnancy, and 31% meet criteria for FSD
[6,20]. These data emphasize that FSD is a
frequent and important issue for women
worldwide.

Hormones, particularly  estradiol and
progesterone, are central to female sexual
desire. Experimental data suggest estradiol is
especially important for female sexual
motivation [13]. In our study, matching age
between women and their husbands minimized
age-related bias, since age itself is known to
influence sexual health.

Within our cohort, FSD was observed in 43%
in the first trimester, 17% in the second, and
57% in the third trimester. These elevated rates
among Egyptian women likely reflect the
combined impact of social, cultural, and
religious factors, as well as limited sexual
health education and associated stigma. Similar
trends are seen internationally; for example, a
Turkish study found FSD rates of 64.3%,
82.9%, and 68.3% across trimesters [21], while
Ninivaggio et al. [22] reported rates of 36.3%,
36.8%, and 57%, respectively, with FSFI scores
declining as pregnancy progressed. Other
Egyptian studies also show a high burden of
FSD in pregnancy, with rates up to 70%,
compared to 60% in non-pregnant women
[14,23].

A review by Aslan and Fynes [24] noted that
sexual interest wusually decreases during
pregnancy, often improving postpartum, while
orgasmic capacity may also decline. Our
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findings show that desire, arousal, and overall
FSFI scores differed significantly between
trimesters (p = 0.001, 0.005, and 0.023,
respectively), with the lowest scores in the third
trimester. Other FSFI domains (lubrication,
orgasm, satisfaction, pain) did not differ
significantly. These results align with other
Egyptian data showing that FSFI scores are
lowest in the third trimester and highest in the
second, possibly due to greater emotional
stability and fewer early pregnancy symptoms
during the second trimester [14,25].

Hormonal analysis showed that progesterone
and estradiol levels increased significantly
throughout pregnancy in our study, consistent
with prior reports [14,26]. These changes are
linked to symptoms such as fatigue and nausea,
which may negatively impact sexual function.
We found a significant negative correlation
between progesterone and arousal in the first
trimester. Estradiol showed negative
correlations with arousal, desire, orgasm, and
total FSFI score in the first trimester, but
limited correlations in later trimesters.

Ovarian hormones—including estradiol,
progesterone, and testosterone—can all
influence libido, but there are currently no
approved hormonal therapies for FSD in
pregnancy [27]. Generally, sexual desire
declines during pregnancy when estrogen,
progesterone, and prolactin are elevated
[28,29]. Mostafa et al. [14] Similarly, it was
found that hormonal fluctuations, particularly in
estradiol, had a negative impact on sexual
function among pregnant women. Cultural and
psychological stressors, such as fear of sexual
activity causing harm during pregnancy, may
further exacerbate FSD, especially in Egyptian
women.

Sexual problems can also persist postpartum,
including reduced clitoral sensation, low desire,
and orgasmic difficulties, highlighting that FSD
is shaped by a complex interplay of hormonal,
psychological, social, and cultural factors [30].
As noted by Fourcroy[31], FSD is inherently
multidimensional, and its assessment should
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consider hormonal, interpersonal, and cultural
contexts.

Social and demographic factors also impact
sexual function in pregnancy. In this study,
female age negatively correlated with
satisfaction, while husband’s age was
negatively associated with orgasm, satisfaction,
and total FSFI score. Longer marriage duration
and higher parity were also linked to lower
scores in some FSFI domains. These
associations have been reported previously in
Egypt and other regions [14,32].

Educational level showed a strong association
with sexual health: lower education predicted
higher FSD rates and lower FSFI scores. This
finding agrees with previous studies in Iran and
Egypt, where lower educational attainment is
linked to greater FSD risk, possibly due to
increased life stress and lower quality of life
[17,21,33]. Bahar et al. [21] Also found that
college graduates experienced less sexual
dysfunction than less-educated women.

Employment was associated with higher FSD
rates in our sample, which is in line with Addis
et al.[34], who found that work-related fatigue
and poor mental health are risk factors for FSD.
Conversely, Smith et al. [35] reported that
physically demanding jobs may offer some
protection against FSD, perhaps due to better
physical and mental health in these women.

This study is limited by its single-center, cross-
sectional design, which may not fully represent
all pregnant women. Sensitive topics like
sexual health may have led to underreporting,
and some important psychosocial or medical
factors were not measured. Larger, multi-
center, and longitudinal studies are needed for
more generalizable and causal results.

Conclusion

Female sexual dysfunction is common
throughout pregnancy and is influenced by
hormonal, demographic, and psychosocial
factors. These findings highlight the importance
of proactively assessing sexual health as part of
routine prenatal care. We recommend that
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validated tools, such as the Female Sexual
Function Index, be incorporated into antenatal
visits to facilitate early identification and
counseling for affected women. However, the
cross-sectional design, single-center setting,
and reliance on self-reported data limit the
generalizability of our results. Larger,
longitudinal studies are needed to establish
causality and guide evidence-based
interventions.

Conflict of interest: None
Financial disclosures: None.
REFERENCES

1. Alizadeh S, Riazi H, Alavi-Majd H,
Ozgoli G, Shahhosseini Z, Ghasemi M,
et al. Prevalence of female sexual
dysfunction during pregnancy in Eastern
Mediterranean Regional Office
Countries (EMRO): a systematic review
and meta-analysis. J Matern Fetal
Neonatal Med. 2022;35(33):6654-66.

2. Shahraki Z, Tanha FD, Ghajarzadeh M.
Depression, sexual dysfunction, and
sexual quality of life in women with
infertility. BMC Women's Health.
2018;18:92.

3. McCool-Myers M, Theurich M, Zuelke
A, Knuettel H, Apfelbacher C,
Ochsmann E, et al. Predictors of female
sexual dysfunction: a systematic review
and qualitative analysis through gender
inequality paradigms. BMC Womens
Health. 2018;18:108.

4. Hajnasiri H, Moafi F, Nami M,
Safaralinezhad A. Sexual dysfunction
and its related factors among pregnant
women referred to health centers in
Qazvin, Iran. Soc Health Behav.
2020;3(1):27-33.

5. Ebrahimian A, Heydari M, Zafarghandi
S. Comparison of female sexual
dysfunctions  before and  during
pregnancy. Iran J Obstet Gynecol
Infertil. 2010;13(1):30-6.

6. Wallwiener S, Miller M, Doster A,
Kuon RJ, Plewniok K, Feller S, et al.
Sexual activity and sexual dysfunction

4719 |Page



https://doi.org/10.21608/zum;j.2025.398666.4025

10.

11.

12.

13.

14.

of women in the perinatal period: a
longitudinal study. Arch Gynecol
Obstet. 2017;295(4):873-83.

Pauls RN, Occhino JA, Dryfhout VL,
Karram MM. Effects of pregnancy on
pelvic floor dysfunction and body
image: a prospective study. Int
Urogynecol J. 2008;19(11):1495-501.
Kerdarunsuksri A, Manusirivithaya S.
Attitudes and sexual function in Thai
pregnant women. J Med Assoc Thai.
2010;93(3):265-71.

Erol B, Sanli O, Korkmaz D, Seyhan A,
Yalcin O, Ozen HA. A cross-sectional
study of female sexual function and
dysfunction during pregnancy. J Sex
Med. 2007;4(5):1381-7.

Aribi L, Houidi B, Masmoudi R,
Chaabane K, Sallemi R, Feki A, et al.
Female sexuality during pregnancy and
postpartum: a study of 80 Tunisian
women. La  Tunisie  Médicale.
2012;90(12):873-7.

Leite APL, Campos AaS, Dias ARC,
Amed AM, Moura M, Pinheiro W, et al.
Prevalence of sexual dysfunction during
pregnancy. Rev Assoc Med Bras.
2009;55(5):563-8.

Monteiro MN, Lucena EEDS, Cabral
PU, Queiroz Filho J, Santos A, Queiroz
J, et al. Prevalence of sexual
dysfunction among expectant women.
Rev Bras Ginecol Obstet.
2016;38(12):559-63.

Worsley R, Santoro N, Miller KK,
Parish SJ, Davis SR. Hormones and
female sexual dysfunction: beyond
estrogens and androgens—findings
from  the Fourth International
Consultation on Sexual Medicine. J Sex
Med. 2016;13(3):283-90.

Mostafa RM, Abd Elfatah RE, Khalil
OK, Saad HM. Sexual function and
related endocrinological and
psychological aspects in pregnancy: a
controlled study. Suez Canal Univ Med
J. 2021;24(2):144-54.

Ibrahim, et al

15.

16.

17.

18.

19.

20.

21.

22.

23.

Volume 31, Issue 9 September. 2025

Anis TH, Gheit SA, Saied HS, Al
kherbash SA. Arabic translation of
Female Sexual Function Index and
validation in an Egyptian population. J
Sex Med. 2011;8(12):3370-8.

Rosen R, Brown C, Heiman J, Leiblum
S, Meston C, Shabsigh R, et al. The
Female Sexual Function Index (FSFI): a
multidimensional self-report instrument
for the assessment of female sexual

function. J Sex Marital Ther.
2000;26(2):191-208.
Safarinejad MR. Female sexual

dysfunction in a population-based study
in Iran: Prevalence and associated risk
factors. Int J Impot Res.
2006;18(4):382-95.

Abbassi-Ghanavati M, Greer LG,
Cunningham FG. Pregnancy and
laboratory studies: a reference table for
clinicians. Obstet Gynecol.
2009;114(6):1326-33.

Lou WJ, Chen B, Zhu L, Wang Y,
Zhang Q, Guo D, et al. Prevalence and
factors associated with female sexual
dysfunction in Beijing, China. Chin
Med J (Engl). 2017;130(12):1389-94.
Ribeiro MC, Nakamura MU, Torloni
MR, Scanavino MDT, Mattar R.
Maternal  overweight and  sexual
function in pregnancy. Acta Obstet
Gynecol Scand. 2016;95(1):45-51.
Bahar SA, Isil K. A cross-sectional
study of female sexual dysfunction
among Turkish pregnant  and
nonpregnant women: correlation with
hormone  profile. Eur Res J.
2019;5(2):258-67.

Ninivaggio C, Rogers RG, Leeman L,
Migliaccio L, Teaf D, Qualls C. Sexual
function changes during pregnancy. Int
Urogynecol J. 2017;28(6):923-9.
Ahmed MR, Madny EH, Sayed Ahmed
WA. Prevalence of female sexual
dysfunction during pregnancy among
Egyptian women. J Obstet Gynaecol
Res. 2014;40(4):1023-9.

4720 |Page



https://doi.org/10.21608/zum;j.2025.398666.4025
24,

25.

26.

Aslan E, Fynes M. Female sexual
dysfunction.  Int  Urogynecol J.
2008;19(3):293-305.

Hanafy S, Srour NE, Mostafa T. Female
sexual dysfunction across the three
pregnancy trimesters: an Egyptian
study. Sex Health. 2014;11(3):240-3.
Schock H, Zeleniuch-Jacquotte A,
Lundin E, Grankvist K, Lakso HA,
Idahl A, et al. Hormone concentrations
throughout uncomplicated pregnancies:
a longitudinal study. BMC Pregnancy
Childbirth. 2016;16:146.

31.

32.

33.

Volume 31, Issue 9 September. 2025

in  Midwifery. London:
2015:87-115.

Fourcroy JL. Customs, culture, and
tradition—what role do they play in a
woman’s sexuality? J Sex Med.
2006;3(6):954-9.

Maaita M, Khreisat B, Tasso O, Haddad
S, Azab A, Momani S, et al. Prevalence
and associated risk factors of female
sexual dysfunction among Jordanian
women. J Family Med Prim Care.
2018;7(6):1488-92.

Arafa AE, Shawky ER, Mostafa SM,

IntechOpen;

27. Roney JR. Evolutionary perspectives on Elshaer SS, Ibrahim AM, Elbahnasawy
hypoactive sexual desire disorder in AS, et al. Risk factors associated with
women. Curr Sex Health Rep. female sexual dysfunction among

28.

29.

30.

2019;11(4):243-50.

Regan PC, Lyle JL, Otto AL, Joshi A.
Pregnancy and changes in female sexual
desire: a review. Soc Behav Pers.
2003;31(6):603-11.

Gatazka 1, Drosdzol-Cop A, Naworska
B, Czajkowska M, Skrzypulec-Plinta V.
Changes in the sexual function during
pregnancy. J Sex Med. 2015;12(2):445-
54.

Zaksek T. Sexual activity during
pregnancy in childbirth and after
childbirth. In: Mivsek AP, ed. Sexology

34.

35.

married women in Upper Egypt: a
cross-sectional study. Int J Community
Med Public Health. 2018;5(2):449-53.
Addis IB, Van den Eeden SK, Wassel-
Fyr CL, Vittinghoff E, Brown JS, Thom
DH, et al. Sexual activity and function
in middle-aged and older women.
Obstet Gynecol. 2006;107(4):755-64.
Smith RL, Gallicchio L, Miller SR,
Zacur HA, Flaws JA. Factors affecting
sexual activity in midlife women:
results from the Midlife Health Study. J
WomensHealth(Larchmt).
2017;26(2):103-8.

Citation

Ibrahim, S., Elsayed, Y., Elganga, E., ELKATTAWI, A. Assessment of Female Sexual Dysfunction Across the
Three Pregnancy Trimesters. Zagazig University Medical Journal, 2025; (4712-4721): -. doi:
10.21608/zumj.2025.398666.4025

Ibrahim, et al 4721 |Page



