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ABSTRACT
  

Aim: To assess the sexual health of  pregnant women, and identify possible risk factors.

  Method: Exploratory and descriptive study with 40 pregnant women at  a Health Center in Quixadá – CE, from December, 2011  to February, 2012.

  Results: Findings show an average sexual  initiation age of 16; 55% had sexual relations with more than one partner.  Contraceptive methods used prior to pregnancy were condoms (60%) and oral  contraceptives (57.5%). During pregnancy, 75% did not use condoms during sexual  relations. Main gynecological complaints were pelvic pain (77.5%), dysuria  (70%) and vaginal discharge (65%); 70% had not done a cytopathological test  during the pregnancy. 

  Discussion: Women are initiating their sex  lives and becoming pregnant prematurely without proper information and  awareness of STD prevention and the importance of the cytopathological testing. 

  Conclusion: The study showed that pregnant women  were significantly vulnerable to STDs, and discussed how this issue must be  addressed and treated during prenatal care. 

  Descriptors: Women’s Health; Pregnant Women;  Sexually Transmitted Diseases; Prenatal Care; Primary Health Care.

  

 

INTRODUCTION

The gestational period is a phase  marked by physiological and psychological changes in a woman’s life. There are  feelings of joy and satisfaction, but also of fear, insecurity and despair,  which all affect the sexuality and sexual behavior of women, making them  vulnerable to certain risks. Other gestational changes, such as low immunity  and anatomic and hormonal changes, may lead to sexually transmitted diseases  (STDs).


  In turn, such diseases impact on maternal  and fetal health, and transmission may take place during pregnancy, or during  and after childbirth(1).


  For both sexes, STDs increase an  individual’s vulnerability to HIV and Aids, and may lead to higher maternal and  infant mortality. STDs may result in cervical pain, inflammatory pelvic  disease, infertility, cervical cancer, miscarriage, premature birth, congenital  and prenatal infections, puerperal infection, all of which are risks that  emerge during pregnancy and puerperium. Additionally, they may seriously affect  the fetus, or even result in fetal or neonatal death, and childbirth sequelae. Nevertheless,  if these diseases are treated at an early stage, the consequences can be  minimized(2).


  Furthermore, the number of women infected  by HIV has risen in the last few years, confirmed by the ratio between the  number of men with HIV for every woman with HIV, which has decreased. In 1989,  the ratio was 6 to 1. Alarmingly, in 2009, that ratio dropped to 1.6 men for  every woman infected(3).


  However, what frequently happens  during the prenatal period is that more attention is paid to the more common  gestational period diseases, at the expense of STD treatment.  Healthcare services rarely provide  gynecological testing during the prenatal period, and usually a gynecological  test is only done after a patient complains of vaginal disturbances(4). 


  It is also important to bear in mind  that integral assistance must be provided to pregnant women, which means  addressing their sexual health during the prenatal period by sharing ideas and  information on how they can experience their sexuality in a healthy way.


  Therefore, it is important for healthcare  staff to understand the sexual behavior of these women by continual monitoring  in monthly prenatal consults, in order to prevent STDs and resulting  complications during pregnancy, as well as encouraging healthy habits in their  sex lives.


  In this context, there is a need for  specific research to assess the sexual health of pregnant women and to identify  risky behavior or vulnerability that may negatively affect the health of  pregnant women and their children. Thus, a key question of this study arises:  What are the risk aspects related to the sexual health of pregnant women?


  With this in mind, the research aims  to identify risky sexual behavior among pregnant women, identify the main  gynecological complaints, and verify the achievement prenatal cytopathological  testing. 

  These characteristics will provide  the basis for new approaches regarding this issue, and propose intervention by  means of a multidisciplinary team that can effectively promote healthiness,  prevent disease, and offer the means by which each woman can care for her own  health.

 

METHOD

This is a descriptive and  exploratory study in a Basic Health Unit (UBS) in the rural area of the  Quixadá-CE municipality, Brazil, between December, 2011 and February, 2012.


  In this unit, the Programa de Saúde  da Família (Family Health Program) offers health services with a team that  includes a doctor, a nurse, a nursing technician, 3 general services staff, and  9 community health agents. Both doctor and nurse give prenatal consults.


  The eligible population included 50  registered pregnant women who were monitored at the Basic Unit for Family  Health in Várzea da Onça, a rural area in the Quixadá Municipality. The  participants were selected by means of random sampling based on convenience,  which takes samples based on the accessibility of the participants.


  All the women in the sample were  pregnant, registered and monitored at the unit, agreed to participate in the  study, and had received at least one prenatal consult. The study excluded any  pregnant women who had changed residency, even if they were registered and were  already receiving prenatal consults. After all the inclusion and exclusion  criteria were applied, the accessible population was 40 pregnant women.


  For data gathering, the study used a  form containing questions regarding social-demographic variables, sexual  behavior variables and any gynecological complaints. This form was handed out  to participants during prenatal consults, and a cytopathological test was also  used to gather data. 


  The data analysis involved the use  of the statistics software program Statistical  Package for Social Sciences (SPSS), version 19.0. The analysis used  descriptive statistics (simple, average, median frequency and pattern  deviation), variable intersection, and the Odds Ratio calculation. The data was  put on charts to facilitate visualization and comprehension, and later analyzed  using the relevant literature.


  The research was compliant with all  ethical and legal principles of Resolution 196/96(5), and was  approved by the Committee for Ethics in Research at the State University of  Ceará, under the protocol number 11582654-8. Before signing up for the study,  all the women were briefed on the research project, and then signed an Informed  Consent Form.

 

RESULTS

Socio-demographic  data

  The average age of the women was  25.8 years (DP =6.4) and the average level of education was only 7.7 years  (DP=3.1). For family data, there was an average of 4 persons per family and an  average of 5 rooms per home. 31 of the families (77.5%) had a single  breadwinner, and most of these individuals (n=35; 87.5%) received less than the  minimum salary (R$545) and 25 (62.5%) received benefits from government  programs.

Sexual  health aspects 

    Table 1 shows the sexual initiation  age and number of sexual partners of the research participants.
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As for the sexual activity of these women, one  notices that most initiated their sexual life between the ages of 13 and 16,  with an average age of 16 in  terms of their first sexual experience, and a median age of 15. One can also  notice that 22 (55%) had two or more sexual partners.

 Table 2 shows the intersection of  data on schooling and the sexual initiation age.
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It can seen that the majority (n=18;  81.8%) of those with up to 8 years of education, which corresponds to  elementary schooling, had a more premature sexual initiation when compared to  the others. Upon calculating the Odds Ratio (OR=18*9/9*4; OR=4.5), the  participants with a lower level of education had a 4 times greater chance of beginning  their sexual life prematurely than did the participants with more than 8 years  of education. 

As for contraceptive methods,  Table 3 shows the participants’ data regarding the use of condoms and oral  contraceptives. 
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The survey found that 24 (60%) and  23 (57.5%) of the participants, had previously used condoms or oral  contraceptives at some point during sexual relationships. 15 (37.5%) reported  using double protection before becoming pregnant. Nevertheless, the survey  shows that a significant percentage of participants did not use condoms.

  As for intercourse during pregnancy,  the majority (n=32; 80%) maintained sexual relations, but 30 (75%) did not use  condoms. 

 Table 4 shows the main gynecological  complaints of the participants.
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The most  frequent gynecological complaints the participants mentioned were pelvic pain  (n=31; 77.5%), dysuria (n=28; 70%) and vaginal discharge (n=26; 65%). In  addition, four women (10%) had genital warts. In addition, most of the women  (n=28; 70%) did not undergo a cyptopathological test during the prenatal exam, as  shown in  Table 5.
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DISCUSSION

Some of the  aspects related to the sexual health of the pregnant women may point to a  greater risk or vulnerability of this group to STDs/AIDS.


  The women had a low  educational level, averaging 7.7 years of study, and low family income, since  most of them (87.5%) received less than the minimum monthly salary (R$545).  These factors are linked to the number of pregnancies, which frequently cause  school absenteeism, and consequently, lower educational levels and income, as  another piece of research has shown(6).


  The research  findings show that the average sexual initiation age was 16, as confirmed by  the research of Custódio et al(7). Other studies (8-9)  show an even lower age of 15 for sexual initiation, which is close to the age reported  in the current study. It is clear that many teenagers begin their sexual lives  at a premature age, without having enough knowledge of STDs, unplanned  pregnancy and prevention methods.


  Premature  sexual initiation combined with a multiplicity of sexual partners as shown in  the study, are both risk factors for women, and leave them exposed to STDs and  AIDS. These findings corroborate the results of another piece of research(10)  that included 1,543 women aged 15-49, whose main risky behaviors were  unprotected sex (72%), sexual initiation at ages younger than 18 (47%), their sexual  partner´s use of alcohol and drugs (14%), and finally, having two or more sexual  partners (7%).


  Much like this  research, which shows how women with a relatively low level of education have a  higher chance of beginning their sex lives prematurely, other studies(11-12)show the significant connection between low  educational levels and family income, and the early onset of sexual life.  Furthermore, in another piece of research(13) with 73 pregnant women  in the municipality of Quixadá, 82.2% of the women had never participated in  educational activities, which made sexual counseling and education difficult.  This is unfortunate, considering how important knowledge and information about  sexuality is to ensure safe sex practices during this period in a woman’s life. 


  As for condom  use, this research found that most of the pregnant women had previously used  condoms or oral contraceptives. Research by Duarte et al(8)  involving 487 women, found that the  most frequently used contraceptive methods prior to pregnancy were oral  contraceptives (61.8%) and condoms (38.2%). In another piece of research(14),  this time with 339 women, oral contraceptives were found to be the most  frequently used method (59%), followed by condoms (57%) prior to pregnancy.  Even though the use of contraceptive methods has risen among couples, the  percentage that uses double protection is still low when compared to the  percentage that uses a single contraceptive method, whether condoms or oral  contraceptives.


  The research  also found most of the women who maintained sexual relations during pregnancy  did not use condoms. These findings corroborate those of another study done  with 11 pregnant women, in which none of the women admitted to using condoms  during their pregnancy. Many pregnant women feel a condom is unnecessary during  intercourse since there is obviously no possibility of becoming pregnant. In  other cases, condoms are not used because husbands reject the idea altogether,  and this attitude may be related to STDs/AIDS(15) exposure.


  The most  frequent gynecological complaints made by the research participants were pelvic  pain, dysuria and vaginal discharge. A similar study with 339 pregnant women  pointed to a 51.6% occurrence rate of vaginal discharge, confirming it as one  of the most common gynecological complaints(14).


  The main  factors associated with pathological vaginal discharge during pregancy are  STDs, being aged below 20, unstable conjugal unions, multiple sex partners, and  habitual sexual relations without condoms(14).


  One the most  frequent causes of vaginal discharge is a chlamydia infection. Multicentric research(4)  with 3,303 pregnant women found that chlamydia infections and gonorrhea  and chlamydia co-infections in this group had a prevalence rate of 10% and 9.4%  respectively. Likewise, research done by Brandão, Lacerda and Ximenes(16)  found a prevalence rate of Chlamydia at 4.4% among 96 pregnant women, and this  infection was associated with premature sexual initiation.


  The frequency  of STD signs and symptoms has risen considerably among pregnant women, from  3.5% in 2006, to 10.1% in 2011(17). Research done(18) with  120 women found that 77.5% had some kind of gynecological infirmity, including  candidiasis (40%), bacterial vaginosis (25%), and trichomaniasis (13%). Such  symptoms may be associated with pelvic pain, dysuria, and intense vaginal  discharge and, if not properly treated, may evolve to serious conditions during  puerperium.


  Another  important issue related to sexual health is the cytopathological test. A large  number of pregnant women begin prenatal care with an outdated cytopathological  test. Apparently, this test is not common among pregnant women as there are still  prejudices, taboos and fear surrounding the issue, especially during pregnancy,  which hinders timely STD detection(19).


  In a study(20)  done with 230 women who had recently given birth, 155 of them were advised to  do a cytopathological test during prenatal care, but only 33.6% did so. This  data is similar to that of this research, which found that only 30% did this  test. Another study(19) done with 445 women who had recently given  birth, identified the need for cytopathological testing during prenatal care,  as 272 of the women (61.8%) had outdated cytopathological tests. 


  Some of the factors  that interfered with testing were: fear of having samples taken due to being  pregnant, fear of pain, difficulty making an appointment and returning to the  hospital to take the test. This overview shows that during prenatal consults,  health professionals must pay closer attention to the patients’ sexual health, stress  the need for gynecological exams and focus on the prevention of STDs and AIDS.

 

CONCLUSION

Despite the  limitations this study faced, especially regarding the sample since the study  was done in a rural area, one can conclude that when assessing the sexual  health of a group of pregnant women, there are high prevalence factors that imply  a higher risk and vulnerability to STDs/AIDS. These factors are mainly a low  level of education, low family income, premature sexual initiation,  multiplicity of partners, and unprotected sex during pregnancy.


  Additionally,  this group of women presented exposure behavior and gynecological complaints  such as pelvic pain, dysuria, vaginal discharge and warts, all of which can possibly  indicate STDs. Thus, all of the above should be investigated during prenatal  care, and a cytopathological test should be done if necessary.


  This test,  which should have been a tool for early diagnosis, was inefficient, most likely  because there is still a lack of knowledge on the part of pregnant women, as  well as insufficient investigation and awareness on the part of health  professionals.


  Thus, it is the responsibility of the  health professionals, especially nurses, to provide appropriate nursing care to  women in every stage of their lives, and to encourage the womens’ participation  in activities that promote family planning, proper condom use, STDs/AIDS  prevention and healthy sexual habits.  


  Furthermore, it is important to gauge nursing  assistance deficiencies during prenatal care so that these can be corrected, to  reinforce health education by building new concepts with these women, and to  encourage behavioral changes to protect them from exposure to STDs.
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Table 5 - Distribution of research participants based on
the cytopathological test, Quixada - CE, 2012.
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Table 3 - Distribution of Research Participants based on use
of condoms vs. oral contraceptives, Quixads - CE, 2012.
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Table 1 - Distribution of pregnant women based on sexual
initiation age and amount of partners, Quixads - CE 2012

‘Sexual initiation age n %
Between 13 and 16 27 675
Above 16 13 325
Number of partners n %
One partner 18 45.0
Two or more 22 55.0
Total 40 100.0

Source: authors
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TABLE 4 - Distribution of participants based on main
gynecological complaints Quixada - CE, 2012

n %
Pelvic pain 31 775
Dysuria 28 70.0
Vaginal discharge 26 650
Vaginal itching 18 450
Malodorous secretion 15 37.5
Vulva Edema 6 15.0
Genital Wart 4 100

Source: Authors
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Table 2 - Distribution of pregnant women based
on years of education and sexual initiation age,
Quixads - CE, 2012

Years of

education ilotat

Age of sexual

Between 13
and 16
n | % | n | % | n | %

Oto8years| 18 | 818 | 4 | 182 | 22 | 100.0

Aboves | o | 500| 9 |500/| 18 |1000
years
Total | 27 | 675 13 | 325 | 40 | 1000

Source: Authors research





