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ABSTRACT: 
Objective: To assess the prevalence of the urinary tract infection (UTI), urinary incontinence (UI), anal 
incontinence (AI) and dyspareunia among primiparous women, as well as to identify the association 
between dyspareunia and UI and mode of birth. 
Material and methods: Prospective observational study carried out with 96 post-partum women (72 
normal births and 24 caesarean section), two and six months after birth. Data were collected via 
prenatal cards, medical registers and interviews with women between January and August, 2014, at the 
Centro do Parto Normal do Pronto Socorro e Maternidade Municipal Zoraide Eva das Dores, located in 
Itapecerica da Serra, São Paulo, and at Health Centers in the Itapecerica da Serra and the cities of 
Juquitiba, São Lourenço and Embú-Guaçú.  
Results: During pregnancy, 52.1% of women reported UTI and 30.2%, UI. Two and six months after 
birth, there was a prevalence of 4.2% and 11.8% of UTI, 17.7% and 11.8% of UI, 8.4% of AI (6.3% of 
flatus incontinence and 2.1% of feces) and 2.0% (only flatus incontinence; there was no faecal 
incontinence); and 48.1% and 17.8% of dyspareunia, respectively. There was no statistical association 
between the mode of delivery and dyspareunia and UI (p=0.742 and p=0.738; respectively). 
Conclusions: The most frequent pelvic floor dysfunctions (PFD) after birth were IU and dyspareunia. 
There was spontaneous reduction of the PFD in the sixth month after birth. The early identification of 
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these diseases is extremely important to prevent, diagnose and treat any harm to women’s physical and 
emotional health. 
 
Keywords Urinary tract infection; Urinary incontinence; Anal incontinence; Dyspareunia; Primiparous; 
Postpartum period 
 
RESUMO: 
Objetivo: Estimar a prevalência de infecção do trato urinário (ITU), incontinência urinária (IU), 
incontinência anal (IA) e dispareunia em mulheres primíparas e identificar associação entre a 
dispareunia e IU com o tipo de parto.  
Método: Estudo observacional prospectivo realizado com 96 puérperas (72 de partos normais e 24 
cesarianas) com dois e seis meses após o parto. Os dados foram coletados por meio de cartões de 
pré-natal, prontuários e entrevistas entre janeiro e agosto de 2014 no Centro do Parto Normal do 
Pronto Socorro e Maternidade Municipal Zoraide Eva das Dores, localizado no Município de Itapecerica 
da Serra, São Paulo, e em Unidades Básicas de Saúde do município referido e dos Municípios de 
Juquitiba, São Lourenço e Embú-Guaçú.  
Resultados: Na gravidez, 52,1% das mulheres referiram ITU e 30,2% delas, IU. No segundo e no 
sexto mês pós-parto, as prevalências encontradas foram: 4,2% e 11,8% de ITU; 17,7% e 11,8% de IU; 
8,4% de IA (6,3% de incontinência de flatos e 2,1% de fezes) e 2,0% (apenas incontinência de flatos; 
não houve incontinência de fezes); e 48,1% e 17,8% de dispareunia, respectivamente. Não houve 
associação estatística entre o tipo de parto e a dispareunia e a IU (p=0,742 e p=0,738; 
respectivamente).  
Conclusão: As disfunções do assoalho pélvico (DAP) mais frequentes após o parto foram a IU e a 
dispareunia. Houve redução espontânea das DAP no sexto mês após o parto. A identificação precoce 
destas morbidades é extremamente importante para a prevenção, diagnóstico e tratamento de agravos 
à saúde física e emocional da mulher. 
 
Palavras chave: Infecção do trato urinário; Incontinência urinária; Incontinência anal; Dispareunia; 
Primíparas; Pós-parto 

 
RESUMEN: 
Objetivo: Estimar la prevalencia de infecciones del tracto urinario (ITU), incontinencia urinaria (IU), 
incontinencia anal (IA) y dispareunia en mujeres primíparas, e identificar la asociación entre IU 
y dispareunia con el tipo de parto. 
Método: Estudio observacional prospectivo realizado con 96 puérperas (72 de parto normal y 24 de 
parto por cesárea) dos y seis meses después del parto. Los datos fueron recolectados por medio del 
carnet prenatal, historia clínica y entrevistas con las mujeres entre enero y agosto de 2014 en el Centro 
de Parto Normal Emergencias y maternidad Municipal Zoraide Eva das Dores, ubicado en el Municipio 
de Itapecerica da Serra, São Paulo; en centros de salud del municipio mencionado y de los municipios 
de Juquitiba, São Lourenço y Embú-Guaçú. 
Resultados: Durante la gestación, 52,1% de las mujeres informaron ITU y 30,2% de ellas, IU. En el 
segundo y sexto mes después del parto, las prevalencias encontradas fueron: 4,2% y 11,8% de ITU; 
17,7% y 11,8% de IU; 8,4% de IA (6,3% con incontinencia de flatos y 2,1% de heces); 2,0% 
(únicamente incontinencia de flatos; no hubo incontinencia de heces); 48,1% y 17,8% de dispareunia, 
respectivamente. No hubo asociación estadística entre el tipo de parto y la dispareunia y la IU (p=0,742 
y p=0,738; respectivamente). 
Conclusiones: Las disfunciones del suelo pélvico (DSP) más frecuentes después del parto fueron la 
IU y la dispareunia. Hubo reducción espontánea de las DPP en el sexto mes después del parto. La 
identificación prematura de estas enfermedades es de gran importancia para la prevención, diagnóstico 
y tratamiento de males a la salud física y emocional de la mujer. 
 
Palabras clave: Infección del tracto urinario; Incontinencia urinaria; Incontinencia anal; Dispareunia; 
Primíparas; Periodo posparto 
 
 

INTRODUCTION 
 

The shape and regular function of the pelvic floor (PF) are determined by the 
interaction and proper functioning of their structures. As such, gestation and birth can 
cause trauma and diminish muscular tone, leading to problems collectively termed 
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pelvic floor dysfunction. These problems have a negative impact on the quality of life 
of the woman(1). The expression Pelvic Floor Dysfunction (PFD) is a general term used 
to describe the conditions which compromise the mechanics of urinary and faecal 
continence and/or the support of pelvic organs(2). 
 
The PF, which is the collection of tissues that cover the inferior portion of the pelvis, is 
composed of the pelvic and urogenital diaphragms and the endopelvic fascia. The 
diaphragms are formed by muscles organized in both superficial and deeper layers of 
the perineum, which act on the support mechanisms of the pelvic viscera, which 
impact urinary and anal continence as well as sexual function(3). When this 
musculature loses its integrity, the risk of the occurrence of PFDs is increased, being 
urinary incontinence (UI), anal incontinence (AI) or Prolapse of Pelvic Organs (PPO)(4). 
Statistically, approximately one third of women present PFD with differing levels of 
seriousness(2). UI and AI are distressing, and in the long term potentially 
incapacitating, situations which can affect women of various ages, with the first 
episode occurring during pregnancy or postpartum(5).  
 
Factors linked to pregnancy and childbirth are noted as risks for the development of 
PFDs, including long labour times, prolonged expulsive period, the application of 
episiotomy and the increased weight of the newborn(6,7). 
 
An association between natural and assisted vaginal childbirth as well as obstetric 
injuries, especially of the anal sphincter, and UI and AI, has been cited in the 
literature(8). As such, the results of studies about the potential for caesarean sections 
to diminish the risk of UI, especially if preceded by labour, are very controversial(9,10).  
 
Urinary incontinence is defined by the International Continence Society (ICS) as the 
involuntary loss of any quantity of urine, and it is one of the most frequently occurring 
conditions among women of any age group(11). Apart from this, it is a serious public 
health issue, and has physical, social, psychological and economic implications. The 
majority of women do not inform their health professionals of these issues for feeling 
embarrassed, believing nothing can be done, not knowing who to talk to about it, or 
believing that the health professionals would not be interested(5).  Estimates of the 
prevalence of UI show discrepancies, with rates that vary from 17% to 45% in adult 
women(2).   
 
Changes attributed to pregnancy contribute to postpartum UI, and there is scientific 
evidence that, when it occurs during pregnancy, the problem becomes a risk factor of 
its occurrence in the postpartum period(1). 
 
Anal Incontinence consists of the involuntary loss of feces or flatulence, defined as the 
incapacity to maintain the physiological control of intestinal contents to a socially 
adequate time and location. It is sub-categorized into faecal incontinence (involuntary 
loss of faeces) and flatus incontinence (involuntary loss of gasses)(11). When 
categorized as moderate or severe, faecal incontinence can cause embarrassment 
and social isolation, as well as causing the woman to have a reduced activity set and 
severely diminished quality of life(12). 
 
A study of approximately 15 thousand women post vaginal childbirth observed that AI 
was reported by 21% of women with a rupture in the anal sphincter, and the inability to 
control gasses was the most prevalent symptom encountered(8). Even though AI is a 
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less common complication than UI, a multicenter Italian study reported a prevalence of 
16%(10).  
 
Birth can also have a great impact on the sexual function of the woman and many 
experience perineal pain, in addition to dyspareunia, in the period after giving birth, 
which can compromise, above all, the sexual health of the woman, even when dealing 
with a short-term complication not exceeding 12 months post-partum(13). Apart from 
that, the relationship between obstetric risk factors including type of birth, perineal 
trauma and dyspareunia, is not well understood(14).  
 
Dyspareunia is a common and under-reported problem, which can significantly 
prejudice the health, quality of life, and sexual relationship of the woman. It is a 
complicated symptom to diagnose and treat, and can cause frustration on the part of 
both the patient and health professionals. However, the process of obtaining this 
history and of making continual exams establishes a relationship between patient and 
professional, which is essential in the treatment of this type of dysfunction(15). 
Dyspareunia is worse in postpartum women that have perineal trauma, or in those who 
undergo assisted birth(16).  
 
Although urinary tract infection (UTI) is not considered a PFD, women who present 
some of these dysfunctions have a higher propensity to develop it. The higher rates of 
recurrence and the growth in the antimicrobial resistance of uropathogens threaten to 
considerably raise the use of financial resources in the treatment of these infections 
and represent a serious public health issue(17). 
 
In Brazil, there is very little research about the theme of PFDs in the postnatal period 
of up to six months. 
 
In light of this, the objectives of this study were to estimate the prevalence of UTIs, UI, 
AI and dyspareunia in primiparous women, between two and six months after birth, 
and identify the association between dyspareunia and UI, and the type of birth. 
 

METHOD 
 
This is a prospective observational study, based on data collected from the transversal 
study(18), both undertaken at the Centro do Parto Normal do Pronto Socorro e 
Maternidade Municipal Zoraide Eva das Dores [Centre for Normal Birth of the 
Emergency and Maternity Municipal hospital of Zoraide Eva das Dores], located in the 
municipality of Itapecerica da Serra, São Paulo, and in the Basic Units of Health (BUH) 
in São Paulo and in the municipalities Juquitiba, São Lourenço, and Embú-Guaçú. The 
aforementioned transversal study had the following objectives: identify the pelvic floor 
muscular strength (PFMS) of primiparous women after normal birth and caesarean 
sections between 50 and 70 days postpartum, and compare the PFMS of primiparous 
women after normal and caesarean births in relation to social demographic 
characteristics, clinics, urogynecologists, perineal exercise, birth data, perineal 
conditions, and clinical data of the newborn. 
 
The inclusion and exclusion criteria used in this study are the same used in the 
transversal study(18), which were: be a primiparous woman with a normal or caesarean 
birth at term, without previous abortions; have a single alive newborn which had a 
normal birth with cephalic presentation (in the case of normal birth); not being 
submitted previously to abdominal or urogenital surgery; not be affected by illnesses or 
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physical conditions that could interfere with the strength of the pelvic floor 
musculature; not have difficulty in understanding Portuguese or in communication. 
Only women with difficulty inserting the perineometer into the vagina were excluded. 
The sample size calculation was based upon the means of the PFMS of women who 
underwent normal birth or caesareans in the previous study(19) which found an effect 
size of 0.669 (Cohen’s d, alpha=0.05, beta=0.90). Assuming a type-I error of 5% and 
testing power of 90%, 96 women would be needed. 
 
The sample is composed of 96 primiparous women, which gave birth at PSMMZED, 
between January and August of 2014, and considered the distribution of the type of 
birth registered in the registry of births of 2012, in which it was observed that, for every 
woman who undergoes caesarean birth, three have a normal one. As such, 24 post-
caesarean and 72 normal-birthing women were included, totaling 96 participants. 
 
Only women who signed the Informed Consent were eligible to participate. 
 
Data was collected in three steps. In step 1, which occurred during the immediate 
postpartum period (within 48 hours), the recruitment and the initial phase of the 
interview, by way of the collection of the prenatal information cards and medical history 
of the woman, and the second appointment scheduled to be within 50 and 70 days of 
birth. Before this second consult, telephone contact was made, in order to confirm the 
presence of the subject. If she was unable to attend, a new appointment was made via 
telephone. In stage 2, the second part of the interview was carried out at the BUH or 
maternity. In stage 3 (between 170 and 190 days postpartum), a second interview was 
made with the now postpartum woman. 
 
The form used to register the information was the same used in the previously stated 
study(18). The data was entered in duplicate in the Statistical Package for Social 
Sciences version 22.0 for Mac (SPSS). The database was validated and data imported 
to Microsoft Excel, which was then used to calculate absolute and relative frequencies 
for qualitative variables and the central tendency and dispersion for the quantitative 
variables.  
 
The Chi-squared distribution test was used to evaluate the association between 
dyspareunia and UI with type of birth. The same SPSS software was used to perform 
the analysis. Values were considered statistically significant with p-values lower than 
0.05. 
 
The study was approved by the Committee of Ethics in Research at the School of 
Nursing of the University of Sao Paulo (CAAE:13545113.5.0000.5392) and by the 
Municipal Council of Health for the Municipal Secretary of Health of Itapecerica da 
Serra, Sao Paulo. 
 

RESULTS 
 
In relation to the sociodemographic characteristics of the primiparous women, it was 
found that the average age was 21.7 (standard deviation=4.8) years, with the minimum 
being 13 and maximum 37 years.  There was a predominance of women of mixed 
race, with high school education, living with the partner and without paid employment 
(Table 1). 
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Regarding the clinical and gynecological characteristics; the mean age of menarche 
was 12.8. The beginning of sexual relationship was 16.6 and active sex life was 5.3 
years. Other average values obtained were as follows: weight 59.2kgs, height 
159.7cm, Body Mass Index (BMI) of 23.3 and weight gain during pregnancy of 10.6kg. 
The women made, on average, 8 prenatal consults (data not presented in the table). 
 
75% of the women included had a normal birth, and the majority of them presented 
with some type of perineal trauma, the majority being episiotomy. Almost all of the 
women who had perineal trauma underwent perineal repair (Table 1). 
 

 
It is worth commenting that the newborns had an average weight of 3 239.2 (±419) 
grams and cephalic circumference of 33.9 (±1.5) centimeters (data not presented in 
table). Six months postpartum, telephone contact was made with 51 (53.1%) of the 
women for the second interview. 
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The majority of participants informed that they did not use contraceptives two months 
after birth, although there was a definite increase in use at six months (14.3 
percentage points). 
 
Two months postpartum, approximately 80% of the women, independent of the type of 
birth, returned to sexual activity (data not presented in table), and, of these, practically 
half complained of dyspareunia. At six months, all of the postpartum women resumed 
their sexual activity, and less than a fifth cited dyspareunia (Table 2). For those that 
did not return to sexual activity, the main reasons were: fear of pain (n=8), no partner 
(n=7), unwilling (n=2), partner with herpes (n=1), and fear of becoming pregnant (n=1) 
(data not presented in table). 
 
 

 
 
 
In regard to UTI, a large part of the women presented this complication during 
gestation, and the majority had it treated. Comparing the prevalence of UTI in 
pregnancy with the postpartum period, a 4.2% fall was noted at two months and a 
definite increase to 11.8% at six months after giving birth. In the postpartum period, all 
women reported having treated the infection (Table 3). 
 
Among the PFDs, a little less than a third reported a UI before pregnancy, and 17.7% 
and 11.8% at two and six months postpartum, respectively. Flatus incontinence was 
reported by few (6.3%) women at two months and only one confirmed that it continued 
at six months. Two women cited faecal incontinence at two months, and none at the 
six month point. (Table 3) 
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The results of Table 4 show that there was no association between the type of birth 
and dyspareunia and UI. 
 
 

 
 

DISCUSSION 
 
This study observed  a high proportion of adolescent postpartum women (36.5%), 
average age of 21.7 years, with variation between 13 and 24 years; a value which is 
above the Brazilian pregnancy index in that age group, which was 20% in 2010, 
according to the System of Information about Live Newborns(20). This fact could be due 
to the early beginning of sexual relationships found in the results, which increases the 
propensity of pregnancy in these adolescents. 
 
It was found that a large number of women had studied until high school, which 
concurs with the age of the participants. 
 
In this sense, people with a lower level of education can present difficulty in 
understanding the recommendations offered by health professionals. Against these 
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observations, it is worth noting that the strategies to be implemented as regards the 
prevention and treatment of PFDs should consider the women’s level of education. 
 
At two months postpartum, a little over half of the women were using contraceptives, 
yet there was a definite increase at six months. This higher proportion may be related 
to the advice offered at postpartum consultations, to raising awareness of the need to 
avoid an early pregnancy, and to the period in which the majority resumed sexual 
activity.  
 
The variation in weight during gestation and BMI found were within the normal range in 
accordance with the nutritional state of gestation and pre-birth(21). The study found that 
weight gain in the gestation period increases the risk of PFD and as such this 
datapoint is relevant in the woman’s assessment(22). It should be noted that, in this 
study, the data for weight during pregnancy were those registered on the prenatal 
card, and in some cases this variable was not recorded. Due to this, it was not 
possible to ascertain the total weight gain with precision, a fact that limits the 
discussion of these values. 
 
Regarding perineal conditions, the study found that spontaneous perineal injuries 
occurred in around half of the women, episiotomy used on a little over a third of those, 
and perineal stitches applied to all. The widespread use of episiotomy, associated with 
the context of interventionist professionals at the ward of the study, is not in agreement 
with the rate of 10% recommended by the WHO. This fact leads to the question of the 
possibility of incorrect classification or of unnecessary suturing of spontaneous 
lacerations, since a great number of the women presented with a first degree 
laceration, which, in many cases, does not require suturing, on the recommendation of 
the WHO(23). Thus, although selective episiotomies have a significant place in obstetric 
practice, its routine use is not justified, as it increases the risk of maternal trauma and 
complications during vaginal birth, which impact on the chances of developing PFDs in 
the postpartum(6). In the current study, the variable of perineal condition was not 
associated with PFDs, due to the small number of cases observed in each category. 
 
In this study, a little over half of the women presented with UTI during gestation, and 
the majority informed that they had undergone treatment. The elevated frequency of 
occurrence of this disease during pregnancy in this study is reasonable due to the fact 
that pregnancy raises the risk of infection, as a result of physiological alterations 
during this period(24). In relation to UTIs, one study found that adolescent women who 
had a lower economic level and lesser education and did not live with the partner were 
those who most frequently required hospitalization to treat a UTI(25). In the current 
study, at both two and six months postpartum, few women reported UTIs and all 
confirmed treatment with antibiotics. However, this variable was obtained by voluntary 
admission by the woman, which could present a discrepancy in information.  
 
In the current study, the prevalence of UI was 20.5 percent points more in the 
gestation period than six months after birth. These findings are similar to those of a 
prospective study(9), which also found increased indexes during pregnancy compared 
to the postpartum period (30.6% versus 6.7%). The highest rate at three months 
postpartum was observed in the Australian cohort (29.3%)(5). Similarly, another 
prospective cohort of primiparous women found that 30% had any type of UI one year 
after their first vaginal birth(1). The reasons why prevalence may vary between studies 
include difference in populations, study design, and subgroups studied(7). Furthermore, 
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in the current study, there were no cases of 3rd or 4th degree lacerations, which can 
also explain the low prevalence of PFDs found in the sample. 
 
Although the literature indicates that caesarean section seems to protect against UI(22), 
the findings in the current study showed no association between the type of delivery 
and UI. 
 
The prospective cohort of primiparous women which were investigated for 5-10 years 
after normal or caesarean birth asserted that the relative risk of PFDs after vaginal 
birth was higher for women with symptoms of UI (RR 1.15, confidence 95% interval 
0.92-1.42)(26). 
 
Thus, the screening of women with or without UI episodes during pregnancy should be 
performed, due to their importance in prevention and early treatment.  Supporting this, 
a clinical trial pointed out that pelvic floor muscle exercises applied during pregnancy 
and postpartum increased the muscle strength of the pelvic floor and avoided the 
worsening of PFDs(27). 
 
Similarly, a systematic review of the Cochrane Library, which included 21 clinical trials 
and involved 1 281 women, assessed the effects of pelvic floor training programmes 
(PFTP) on women with any type of UI compared to no treatment or other treatments. 
Women with UI who were part of PFTP were more likely to report healing or 
improvement in symptoms. The reviewers concluded that the assessment supports the 
widespread recommendation that PFTP be included as a priority in programmes to 
assist women with UI, regardless of the type of incontinence(28). 
 
The frequency of AI found in the current study was also lower than the UI at 2 months, 
as expected, and only one occurrence of flatus incontinence was observed at six 
months. It should be noticed that all of the women with either type of AI had a normal 
vaginal birth. As previously mentioned, this fact did not allow a statistical analysis. A 
study that examined 744 women at three months postpartum found a much higher 
prevalence of AI (16.3%). The presence of UI in pregnancy was an independent 
predictor for persistent UI (Odds Ratio (OR) 4.6; p<0.001) and AI (OR 3.6; p<0.001). 
The family history of UI or AI was associated, respectively, with UI (OR 2.6; p <0.001) 
and AI (OR 2.4; p <0.001), with those at 3 months postpartum(10).  
 
A study with primiparous women shows that this intercurrence was four times more 
frequent in the postpartum period, regardless of the method of delivery, and persisted 
for six months after delivery. The data showed that women who suffered anal 
sphincter rupture during vaginal delivery had twice the risk of faecal and flatus 
incontinence compared to those without anal sphincter injury. On the other hand, 
caesarean section without previous labour was not associated with PFD. It is important 
to note that the postnatal examination is an opportune moment to ask about intestinal 
function, especially in the case of anal sphincter injury at delivery and to offer 
appropriate interventions to symptomatic women(12). 
 
A study that investigated whether primary care providers routinely ask about 
postpartum UI and AI found that more than 70% of women with severe urinary 
incontinence and/or faecal incontinence had not discussed their symptoms with a 
physician or nurse(5).  
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Regarding sexual health in the postpartum period, the majority of the postpartum 
women had resumed sexual relations at two months and all of them by six months. 
These results are similar to those found in studies with Australian and Chilean 
women(14,16). 
 
At two months postpartum, half of the women with sexual activity reported 
dyspareunia, and at six months, there was a reduction in that complaint to about one 
fifth. Similar findings were verified at three months postpartum in a multicenter 
prospective cohort, with 44.7% of the women citing this discomfort; however, the 
prevalence at six months was more than double the current study (43.4%). This study 
also evaluated the persistence of dyspareunia at 12 and 18 months postpartum, which 
remained at 28.1% and 23.4%, respectively(14). 
 
Although researchers report that women with caesarean delivery or normal delivery 
without perineal trauma report less significant pain in the first postpartum 
relationship(29), our results indicated that there was no association of dyspareunia with 
type of delivery. 
 
The previously cited cohort found that women with operative vaginal delivery (forceps 
or vacuum extraction) were three times more likely to have dyspareunia at 6 months 
postpartum. Emergency caesarean section and vaginal delivery with lacerations and / 
or sutured episiotomy were also associated with a higher probability of dyspareunia at 
6 months postpartum. The authors suggest that the higher prevalence of persistent 
dyspareunia in women who had operative delivery allows us to identify important 
questions about the long-term impact of obstetric procedures on women's health(14). 
 
Another study also found that women who suffered from perineal lacerations are five 
times less likely to be sexually active compared to women with an intact perineum. 
The authors mention that only 15% of the postpartum women reported sexual 
dysfunction to health professionals(15). In this sense, it is fundamental to investigate the 
factors that lead these women to have pain in the relationship. Moreover, the literature 
states that the sexual life quality of couples in the first postnatal year is clearly affected 
by several factors associated with this phase(30). 
 
The lack of knowledge by health professionals about the relevance of addressing this 
issue should be investigated in order to enable them to deal with this subject. It is 
necessary for women to be guided, during the pre or postnatal period, about these 
dysfunctions, which are often unduly perceived as normal and inherent in the 
pregnancy process, but which must be identified as early as possible so that they can 
be treated properly. 
 
Among the limitations of this study, it can be mentioned that the first 48 hours after 
giving birth may not be the ideal time for women to be recruited. However, in Brazil, 
women do not have a guaranteed hospital bed at the time of delivery, which makes it 
difficult to know where they will give birth. Thus, the recruitment of women during 
pregnancy was unviable. In addition, the low prevalence of AI and UI observed in this 
investigation made it difficult to assess the association with the type of delivery, so our 
results should be interpreted with caution, as they may reflect a limited study power for 
comparisons among the subgroups surveyed. Finally, there was a high rate of follow-
up loss at 6 months postpartum, only 51 women (53.1%) of the original participants 
were contacted in stage 3. 
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CONCLUSION 
 
During pregnancy, 52.1% of the women reported having a UTI, evidencing that this 
morbidity is frequent in pregnancy. In the postpartum period, there was a reduction in 
the prevalence of UTI (40.3 percentage points at six months), and all women reported 
having been treated for this morbidity. 
 
In relation to the UI, 30.2% of the women cited this PFD during pregnancy, and this 
proportion decreased to 17.7% and 11.8% at two and six months, respectively. 
 
At two months postpartum, AI was present in 8.4%, of which 6.3% were of flatus 
incontinence and 2.1% of faeces, whereas at 6 months there was only 2.0% of 
incontinence of flatus and none of faeces. Dyspareunia was present in 48.1% and 
17.8% of women, at two and six months postpartum, respectively. There was no 
statistical association between type of delivery and dyspareunia and UI. The early 
identification of PFD is extremely important for the prevention, diagnosis and treatment 
of injuries to the physical and emotional health of women, both during pregnancy and 
postpartum. 
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