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Abstract

Background: Changes in pregnancy may lead to sexual dysfundigarders by affecting the sexual life of the
women.

Objective: The current study aimed at determining the effe€fregnancy upon sexual dysfunction.
Methodology: The population of this descriptive study was coneglosf pregnant women who were registered
to Number 1 Family Health Center (FHC) in city aamdf Konya Province, Turkiye. Nosampling mettveas
used for the data collection. All the women whesanted to the FHC during the study time and aedefot
participate in the study were included in the studlyotal of 80 women who werre literate, had ativecsexual
life and were voluntary to participate in the stuggre recruited. Data were collected through a tiprasaire
containing demographic data and the Female Sexuadtion Index and analyzed using SPSS 12 software.
Results: In the study; all the pregnant women were mareed their mean score of sexual dysfunction was
25.8+0.7. It was found out that scores of arousékication, orgasm, pain and mean total scordefgregnant
women aged 18-24 years; score of arousal and no¢ainscore of the pregnant women who had universit
degree; scores of desire, arousal, lubricatiom pad mean total score of those who were preguoarhé first
time, scores of desire, arousal, lubrication, amgassatisfaction and mean total score of thosergacore
family and scores of all subscales and total sobthose not experiencing sexual dysfunction wegriicantly
higher than other groups.

Conclusions: The sexual dysfunctions of the pregnant women weoeerate. The majority of pregnancies
stated that they had sexual dysfunctions and athefscale scores (Desire, Arousal, Lubricationga®m,
Satisfaction, Pain) were lower.

Keywords: Sexual Dysfunction, Pregnant, Nursing

Introduction in our country and neglected by women is

pregnancy s @ perod during wrich not enifISe © W Ch PRl fofeshonele o o by

anatomical and physiological changes argrenion. I .
maintainsits taboo characteristic, sexual life

experienced but also all systems —partlcularlg ring pregnancy continues to be a subject about

reproduction system- undergo changes. ThesSe. .
: : ich candidate mothers and fathers have poor
changes may lead to sexual dysfunction dlsordel\fnowle dge because they often abstain fFr)om

kl?(/a ai{{gﬁgngf :Es csoixpulgls ,I[ge D r(()efg r;[gﬁ Cywoi(r;;zn"gx\ﬁkingquestions related to sexuality to doctors.
becoming a family, sexual identity and role hen the studies that determined how sexual life

ofwomen, cultural norms and economical factor L?rsirl]lvedreanndar\]/\(/:hat ecr?;jn%\(/a;reagigﬁ?nesg-xuitalwlg(se
affect sexuality during pregnancy. As in man g preg yp '

cultures, sexuality which is considered as a tab %entn‘led that increasing age of pregnancy
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caused decreases —particularly- in sexual desiestimatedfor each of the six subscales and these
frequency of sexual intercourse, orgasm andhlues were found to be0.82. FSFI, being
sexual satisfaction functions. These studieomposed of 19 items, measures desire, sexual
demonstrated that sexual activity duringlesire or frequency and level/degree of sexual
pregnancy continued but most of the womeimnterest in the 1 stand 2nd questions; frequency
experienced decreases in frequency of sexumhd level/degree of arousal, sexual confidence
intercourse and sexual desire (Askiral, 2005; and satisfaction in the 3rd, 4th, 5th and 6th
Gokyildiz and Beji, 2005; Fokt al, 2005; Tosun questions; frequency, difficulty of lubrication and
Guleroglu and Gordeles Beser, 2014; Okean frequency and difficulty of lubrication
al, 2009). Although orgasmduring pregnancynaintenance in the 7th, 8th, 9th and 10th
varies, sexual satisfaction generally reducesuestions; frequency, difficulty and satisfactionin
(Aslan et al, 2005; Gokyildiz and Beji, 2005; orgasm in the 11th, 12th and 13th questions;
DeJudicibus and McCabe, 2002; Lee, 2002; Orwgatisfaction level/degree in sexual intercourse and
et al, 1999). The current literature argues thawhole sexual life in the 14th, 15th and 16th
pregnancy causes sexual problems. The numhlgrestions; pain during and following vaginal
of the studies that determine whapenetration in the 17th, 18th and 19th questions.
possiblechanges affect sexual life duringhe highest raw score that can be obtained
pregnancy is very limited. Therefore, the currerftomthe index which can be applied for those
study aimed at determining the effects ohaving sexual intercourse in the last month is 95
pregnancy and socio-demographic factors upawhilethe lowest raw score is 4. A simple
sexual function. mathematical algorithm was designed in order to
M determinescores of the subscales and the total
ethods
score. Scores of subscales and total score are

Design and samples:The population of this estimated by multiplying each raw score with the
descriptive study was composed of pregnambefficients of the relevant subscale (coefficients
women who were registered to Number 1 Familglesire-0.6, arousal-0.4, lubrication-0.4, orgasm-
Health Center (FHC) in city center of Konyad.3, satisfaction-0.3 and pain-0.3). Thus, the
Province, Turkiye. Nosampling method wasighest score that can be obtained after mean raw
used for the data collection. All the women wh&cores are multiplied by the factor loads is 36
presented to the FHC during the study time anghile the lowest score is 2. A total score and it;
accepted to participate in the study were include26.55 of FSFI indicates presence of sexual
in the study. A total of 80 women who werredysfunction (Wiegeét al, 2005).
tﬁ[ﬁ:‘; r ha}g ar; rt?é:iti\e/l?e s;enxu?rl] e”fitu?jnd V\\;\éer;f)ata AnalysisData evaluation was done through
recruitegll P P y SPSS 22.0 package program using ANOVA,

' Kruskall- Wallis, Independent t tests were used.

Scales: For the data collection; a questlonnalr%fhical Consideration: In order to undertake the

rlédy, the ethical suitability of the research was
pproved by Ethical Council of the Mevlana
niversity and the FHC and oral informed
consent was obtained from the patients.

form that addressed descriptive characteristics
thesubjects and was designed by the research@
and The Female Sexual Function Index (FSF
thatwas designed by Rosehal, (2000) and
reliability and validity tests of which were
conducted by Oksuz and Malhan (2005) werResults

used. In the current study; all the pregnant women

The Female Sexual Function Index (FSFI): were married and their mean score of sexual
The Female Sexual Function Index (FSFI) wadysfunction was moderate (25.8+0.7). It was
developed by Rosest al, (2000) and its Turkish found out that scores of arousal, lubrication,
reliability and validity tests were conducted by byrgasm, pain and mean total score of the pregnant
Oksuz and Malhan (2005). FSFI, whichwas usedomen aged 18-24 years; score of arousal and
in studies that were approved in domestic andean total score of the pregnant women who had
foreign platforms was designed with sixsubscalamiversity degree; scores of desire, arousal,
(desire, arousal, lubrication, orgasm, satisfactidabrication, pain and mean total score of those
and pain) in order to measure femalesexualho were pregnant for the first time, scores of
functions and its relevant dimensionsdesire, arousal, lubrication, orgasm, satisfaction
Cronbach’'s alpha values were separategnd mean total score of those having core family
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and scores of all subscales and total score lof the statistical analyses; it was noted thateher
those not experiencing sexual dysfunction wemgere significant differences among FSFI total
significantly higher than other groups. Thescores and subscale scores in terms of age of first
majority of pregnancies stated that they hagregnancy, income status, profession of the
sexual dysfunctions and all of the scale scorggegnant women and their husbands and
were lower (p<0.05, Table 1). substance abuse (p>0.05, Table 1).

Table 1. Comparison of total and subscale FSFI witidentifying characteristics of pregnants.

Identifier Features (¥ FSFI total and subscala

Desire Arousal Lubrication Orgasm Satisfaction Pain Total

Pregnant'sage p>0.05 p<0.05 p<0.05 p<0.05 p>0.05 p<0.05 p<0.05
18-24 age (26.3) 4.3+1.3 6.3x1.5 6.7+1.2 3.7+0.7 3.740.6 3.6+0.9 28.4+5.9
25-31 age (47.5) 3.9+1.2 5.7+1.6 6.4+1.3 3.3309 3.4+0.8 3.3+0.9 26.1+6.1
32-38 age (26.3) 3.5+1.1 4.9+1.4 54+1.7 29+1.0 3.0+1.0 2.7+1.0 22.7+6.9
Educational status p>0.05 p<0.05 p>0.05 p>0.05 p>0.05 p>0.05 p<0.05
Primary (22.5) 3.4+1.2 49+1.4 5.6+1.2 3.1+0.9 3.0+0.8 2.9+0.9 23.0+5.9
High school (55) 3.9+1.3 5.6+1.7 6.4+1.7 3.3x1.1 3.4+0.9 3.3x1.0 26.1+7.2
University (22.5) 4.3t1.0 6.3t1.1 6.5+1.0 3.5+0.6 3.6+0.5 3.4+0.8 27.8%+4.5
First pregnancys age p>0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05
18-22 age (32.5) 3.7+#1.2 5.6+1.6 6.2+1.4 3.4+09 3.4+0.7 3.2+1.0 25.6+6.3
23 age (25) 3.4+1.2 5.0+1.4 57417 2.8+1.1 3.0+1.0 3.2+1.1 23.446.9
24 age (16.3) 4.5+1.0 6.1+1.5 6.6+t1.4 3.6+09 3.6+0.8 3.4+0.8 28.11+6.1
24 age orup (26.3) 4.1+1.2 6.0+1.7 6.5+1.3 3.4+09 3.5+0.8 3.1+1.0 26.916.3

Number of p<0.05 p<0.05 p<0.05 p>0.05 p>0.05 p<0.05 p<0.05
pregnancies

1. Pregnancy (36.3) 4.2+1.3 6.1+1.8 6.6x1.2 3.5+t0.9 3.5+0.8 3.5#0.9 27.5+6.6
2. Pregnancy (36.3) 4.1+1.0 6.1+1.3 6.6x1.1 3.4+0.9 3.5+0.6 3.3x0.8 27.2+4.9
3. Pregnancy (16.3) 3.2+1.2 4.4+1.4 49+2.0 2.7+£1.1 2.8+1.1 2.4+1.1 20.9+7.8
4.andup (11.3) 3.2#1.0 4.8+1.3 5.6+1.0 3.1+09 3.1+09 3.0+0.8 23.0+5.5
Pregnant’s job p>0.05 p>0.05 p=0.05 p>0.05 p>0.05 p>0.05 p=>0.05

Housewife (61.3) 3.8+1.2 55+1.6 6.1+1.4 3.3:t0.9 3.4+0.8 3.1+0.9 25.4+6.3

Officer(25) 3.9+12 57+16 6.4+1.3 3.2+1.0 3.3+0.8 3.4+0.8 26.0+6.3
Employee (13.8) 4.3x1.3 6.2+1.6 6.2+2.0 3.4+#1.3 3.5+1.1 3.4%#1.3 27.1+8.5
Husband’s job p>0.05 p>0.05 p=0.05 p>0.05 p>0.05 p>0.05 p>0.05
Officer (28.8) 3.9+41.3 59+1.6 6.5+#1.3 3.3+1.0 3.4+x0.7 3.2+1.1 26.4+6.4
Employee (42.5) 3.8+1.3 54416 5.9+1.7 3.2+#1.0 3.2+09 3.241.0 24.9+7.1
Self-work (28.8) 4.0+1.2 5.8+15 6.4+1.2 3.5#0.8 3.5x0.8 3.2#0.9 26.6+5.9
Income status p>0.05 p>0.05 p=>0.05 p>0.05 p>0.05 p>0.05 p=>0.05
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1000 tl or less (6.3) 3.9+1.4 6.0+1.5 6.6x1.5 3.8#05 3.6+0.5 3.1+1.4 27.2+6.4
1000-5000t/(81.3) 3.8+1.2 5.5+1.7 6.1+1.5 3.2+1.0 3.330.9 3.2+0.9 25.446.7
5000 tl or up(12.5) 4.0£1.2 6.2+1.2 6.6£1.3 3.6+x0.7 3.7#0.7 3.5+0.9 27.8%#5.5
Family type p<0.05 p<0.05 p<0.05 p<0.05 p<0.05 p>0.05 p<0.05
Core (93.8) 4.0+1.1 58+1.5 6.3t14 3.4+0.8 3.4+0.8 3.2+0.9 26.446.1
Extensive (6.3) 1.9+1.0 3.3¥1.8 4.3x0.9 18+1.1 22+11 2.7#1.2 16.3+5.6
Substance use  p>0.05 p>0.05 p>0.05 p>0.05 p>0.05 p>0.05 p=>0.05
None (92.5) 3.9+12 56+1.6 6.2¢1.5 3.3x09 3.4+0.8 3.2+1.0 25.8+6.5
Cigarette (7.5) 4.1+14 5620 6.2+¢1.6 3.3¥1.2 3.3x1.1 3.6x0.5 26.2+7.7
Partner's subs. use p>0.05 p>0.05 p=>0.05 p>0.05 p>0.05 p>0.05 p=>0.05
None (47.5) 3.9+1.3 5.6+1.7 6.1+1.7 3.3x1.0 3.3x09 3.1+1.1 25.5+7.3
Cigarette (52.5) 3.9#1.1 5.7+15 6.3¥1.2 3.3x0.9 3.4#0.8 3.3+0.8 26.1+5.8
Sexual dysfunction p<0.05 p<0.05 p<0.05 p<0.05 p<0.05 p<0.05 p<0.05
Have (48.8) 2.9+0.9 4.3+1.1 5.0#1.2 25+0.8 2.7+0.8 2.6+0.8 20.3+4.8

No (51.3) 4.8+0.8 6.9+0.7 7.3x0.6 4.0+0.3 4.0+0.3 3.8+0.7 31.0+2.5
Total FSFland  3.9+0.1 5.6#0.1 6.2#0.1 3.3x0.1 3.4+x0.0 3.2+0.7 25.8+0.7
Subscales
Discussion Malhan, 2006). Although orgasm in pregnancy

In the studies in the literature, prevalence
sexual dysfunctions may vary. Socio-cultur
andeconomical differences among the countri
are one of the important reasons that account

Aslan et al, 2005; Gokyildiz and Beji, 2005;

eJudicibus and McCabe, 2002; Lee, 2002; Oruc
%al, 1999). The current literature emphasizes
t

- : . that pregnancy causes sexual problems. Similar
thevariance in prevalence of sexual dysfunctio . ) .
(Mert AND Erberk Ozen, 2011). Besides, Iovrv}O the literature; the present study pointed oat th

socio-economical andeducational level ang1ajority of pregnancies stated that they had

number of pregnancies and births are majc§rexual dysfunctions. It was seen that prevalence

factors that cause sexualdysfunctions amorféorfé?]axa:eéuagrdgzmn;?gg v(ciihtr:ﬁepr?g\zgﬂg
women (Demiret al, 2007). 99 P P

literature, which, we thought, may have

The studies done indicate that sexual activity isriginated from sociodemographic characteristics
maintained during pregnancy but majority othat may affect sexual functions and from

thewomen experience decreases in the frequenslyysiological complaints undergone during

of sexual intercourse and sexual desire (Astan pregnancy.

al, 200, Gokyildiz and Beji, 2005; Fokt d, n our study, the lowest score was obtained from
2005). In the study of Tosun Guleroglu (2014) _. Y, .
ain subscale by all the participant pregnant

according to the FSFI total score, more than h omen (3.2£0.7). In addition, pain score was
of the pregnant women (63.4%) had sexudfome o » P
significantly low among those who had sexual

dysfunction. In the study of Cayahal, (2004 ) .
cgnducted with 179 feymale gatients(, it \)Nagysfunctlon (48.8%) as compared with those who

o - did not have sexual dysfunction (Table 1). The
reported that 60.3% of the Womﬁgdr}ﬁgriggzgﬁtudy of Egeet al, (2010) found out that there

45.8% had orgasm, 38% satisfaction, and 36.8%613 a statistically significant correlationbetween

nad pin cisoders. Anoler sty conduced (iSRS S0ETEess | g sex
our country demonstrated that prevalence ? Y ' 9

female sexual dysfunction was 48.3% (Oksuz anQe logistic regression analysis; it was seen that

geihanges, sexual satisfaction generally reduces

43% had subjective arousal, 38%
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those having dyspareunia during sexualiscomfort in sexual intercourse
intercourse (45.1%) were 5 times more likely t@andpsychological stress in advanced age and
suffer from sexual dysfunction than thoseroduce sexual dysfunctions. Also, possibly
nothaving dyspareunia during sexual intercourseeduced sexual attraction of couples due to
Likewise, the study of Elnasha al, (2007) increased marriage duration may be playing a
identified that 31.5% of the women experiencedble, too.

pain during sexual intercourse while the study (‘Nc/lean scores of desire. arousal. lubrication

0
Valadareset al, (ZOQS) reporteql that 39'5A) Ofﬁatisfaction, pain and mean total scores of those
the women experienced pain during sexugl

intercourse. These findings emphasize th ging pregnant for the first time —were

: § nificantly higher. It was identified that
necessity to detect the_factors that cause or men who werepregnant for the first time did
causepain and to bring these factors und(fn1

control bt have sexual dysfunctiqns because their total
‘ FSFI score (27.50) was bigger than 56.55 and
Advanced age is a crucial and independent riskomen whose number of pregnancy was three
factor of sexual dysfunctions the effects of whicland more hadsexual dysfunctions. Deratiral,
have clearly been defined and there is a positi¢8007) did not detect an important difference
correlation between advanced age and sexumtween women whogave birth for the first and
dysfunctions (Egeet al, 2010; Bermanet al, those who were nulliparous in terms of total FSFI
2000). Similarly, the current study indicatedscore but FSFIsexual desire scores were lower
thatscores of all FSFI subscales and total scorasmong those who gave birth. The study of Tosun
were higher among those young pregnant womésuleroglu (2014) that the total number of the
aged 18-24 and their scores of arousgbregnancies affected sexual functions of the
lubrication, orgasm, pain and total scores wemregnant women and those with a history>df
significantly higher than older pregnant womempregnancies had lower mean scores in FSFI.
(aged 25-38). In light of these findings; it mayBigger number of pregnancies means higher
beargued that sexual function of the women agedimber of children, which we conceive may
18-24 was normal because their total FSFI sconecrease the responsibility and stress of the
(28.415.9) was bigger than 26.55. Howevempregnant women. These factors in turn may
since total FSFI scores of the women aged 25-3ikgatively affect their sexual functions.

3\,;1 gr]r?asltleerat%]zi gégg igzrgéligg S\:JS' é;;jiﬁ‘)here were no differences between income status
' y 99 z%]id experience of sexual dysfunctions amongthe

they had sexual dysfunction. There are margarticipant women. Similar to this finding; the

o oAy of Enashaet (2007 eporied tather
o al 92009'yEInashaet Al y2007. Moreirget (al Were no any correlations between income and

exual dysfunctions. The study of Ege al,
2008). The study of Tosun Guleroglu (20145 010) pointed out that no correlations existed

reported that mean scores of FSFI desire a tween income and experience of sexual
satisfaction of those aged &gt;35 were lower tha \sfunctions but the r(ggression analyses
g‘;??z%%%(; 8;:tr;35|':(|)rlgha? Sté%gé)gﬁtevsg”gézte%n onducted emphasized that income status might

. . be a risk factor. The study of Tunc (2005)
that mcreasmg_ageof pregnancy caused decreaf&?orted that sexual satisfaction, sexual
—partlcula_rly- in sexual desire, frequency o mmunication, and vaginismus status of the
sexual intercourse, orgasm and sexugl” ’

) , : ; regnant women with higher economical income
satisfaction functions. Demat al, (2007) found ere healthier and better than other pregnant

that women who did not have sexuafi"" " Gokyildiz and Beji (2005), and Fetkal,
dysfunctions were statistically and S|gn|f|cantly2005) suggested that economical factors affected
younger than those who had sexual dysfunctiori wuality _durin reanancy. It mav be out
when the age groups were compared in terms ol y g preg Y. y P

resence of sexual dysfunctions. The reason w, rward: that sexual functions of the pregnant
pre Y ' \¥®men become worse as their economic status
said to be the changed estrogen levels a

o . N . teriorates. According to the data gauged by the
atrophla_m vagina_epithelium seen madva_nce merican National Health and Social Survey
ages. With advanced age; functional capacity Q ’

: . ioeconomic status is a risk factor for sexual
tissues and organs reduces and highnumber el

reanancies and hormonal changes ma cauu ction disorders and a decline in economic
Preg 9 y S&tus may result in sexual dysfunctions
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(Demirezen, 2006). That the literature containeghean total score of the pregnant women aged 18-
similar anddifferent results made us conclude tha# years; score of arousal and mean total score
economical status may turn out to be a risk factof the pregnant women who had university
for theexperiencing sexual problems. It may bdegree; scores of desire, arousal, lubricatiom pai
concluded that it will be difficult for people to and mean total score of those who were pregnant
seeksolutions to their sexual problems in #or the first time, scores of desire, arousal,
situation where they are unable to meet basigbrication, orgasm, satisfaction and mean total
needs such asfood and water and shelter. score of those having core family and scores of

It was noted that there was a significani?lII :rlijgsgiiles aggxut;tal zcg;Snc?ii)nthOSSvePgt
difference between educational status an P 9 y

experience of sexual dysfunction among th%'gmﬁc"’mtIy higher than other groups.

women. Scores of arousal and total scores bf light of these findings, it may be recommended
those who had university degrees weréat:

considerably higher. Likewise, it was pointed ou
in literature that havinglow educational leve
increased risk for experiencing sexua\?/
dysfunctions (Cayaret al, 2004; Baharet al,
2007). Tosun Guleroglu (2014) found that lo
educational level adversely affects sexudbBoth pregnant women and their husbands should
functions of the pregnant women. Also, Efj@l, be provided with trainings about sexual functions
(2010) detected a significant difference betweemnd sexual health before, during, and after
educational status and experience ofsexuptegnancy period.

dysfunction among the women. Eryillmatzal,

(2004)'s study conducted with 238 pregnan$eferences

women indicated that low educational leveAslan G, Aslan D, Kizilyar A, Ispahi C, Esen A.
negatively affected sexual relation in pregnancy (2005). A prospective analysis of sexual functions
in a serious manner and that the difference during pregnancy. International journal of
originated from the subjects who had prima%@'mpme”Ce research, 17(2): 154-7.

- .Bahar A, Savas H, Yildizgordu E, Barlioglu H.
school degree and were literate. By decreasi (2007). Anxiety, depression and sexual life in

thelr' self-esteem, poor education impairs self- hemodialysis patients. Anadolu Psikiyatri Derg, 8:
confidence of the women and prevents them from 5g7.g5

knowing their body and from diSCOVering theilserman J.R, Adhikari S.P, Goldstein I. (2000).
own health needs correctly (Moreiggal, 2008). Anatomy and physiology of female sexual
One's ability to access knowledge may be easier function and dysfunction. European urology,

if his/her educational level increases (Tunc, 38(1):20-9.
2005). Cayan S, Akbay E, Bozlu M, Canpolat B.U.L, Acar D,

Ulusoy E.U.M. (2004). The prevalence of female
Total FSFI scores and subscale scores of thosesexual dysfunction and potential risk factors that

having core families were significantly higher. may impair sexual function in Turkish women.
Equally; Ozerdogaret al, (2009) found that Urologia Internationalis, 72(1): 52-57.

sexual dysfunctions were more commonPe Judicibus M.A, McCabe, M.P. (2002).
amongthose who lived in extended families as Psychological factors and the sexuality of pregnant
compared to those who lived in core families. gg?z)p%jpfggum women. Journal of sex research,
;ﬂ; ngr?ﬁ/ly()ft;l)r;grttvgs’ (s(())r?zl)a?el?j n\?vﬁt;]ndlscezi[sapemirezen E. (2006). Evaluation of female sexyalit

. o in primary health care. Journal of Continuous
function. These findings made us conclude that \,.qical Education, 15: 79-81.

living in crowded families may restrict sexualpemir O, Parlakay N, Gok G, Esen A.A. (2007).

IiveSOf the COUpIeS; Wh|Ch ma.y affeCt their Sexual Sexual dysfunction in a female hospita| staff.

function negatively. Turkish Urology Joyrnal, 33(2): 156-60.

Ege E, Akin B, Yarali Arslan S, Bilgili N. (2010).
Prevalence and risk factors of female sexual

In the study; all the pregnant women were dysfunction among healthy women. TUBAV

married and their mean score of sexual (TUrleh Science-Research FOUndation) Scientific

dysfunction was 25.8+0.7. It was found out that Jornal), 3(1): 137-44.

scores of arousal, lubrication, orgasm, pain and

Il health care personnel should be trained about
exuality and sexual health both through
ocational education at the schools and on-the-
V\;ob trainings after graduation.

Conclusion
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