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Abstract

Purpose The objective of the present study was to eval-

uate sexual behavior longitudinally in the postpartum per-

iod by mode of delivery.

Methods In this prospective study, five groups were

defined: women who delivered vaginally without an epi-

siotomy (n = 16), women who delivered vaginally with an

episiotomy (n = 14), women who delivered by instru-

mental delivery (n = 16), women who delivered by an

emergent cesarean section (n = 19), and women who

delivered by an elective cesarean section (n = 17). Sexual

behavior was assessed by the female sexual function index

(FSFI) questionnaire at 6, 12, and 24 weeks postpartum

and by the timing of resumption of sexual intercourse.

Results The mean ± SD self-reported timing of resump-

tion of sexual activity was 4.5 ± 1.8, 7.9 ± 3.0, 7.3 ± 3.4,

6.1 ± 2.6, and 6.1 ± 2.4 weeks in the vaginal delivery

without an episiotomy group, in the vaginal delivery with

an episiotomy group, in the instrumental delivery group, in

the elective cesarean delivery group, and in the emergent

cesarean delivery group, respectively (p = 0.013). The

FSFI total score in the entire study group (n = 82) was

14.1 ± 10.8, 24.6 ± 7.6, and 27.7 ± 5.1 at 6, 12, and

24 weeks postpartum, respectively (p \ 0.05). The FSFI

total score did not differ significantly across types of mode

of delivery at 6, 12, or 24 weeks postpartum.

Conclusion The significance by delivery mode difference

in the postpartum resumption of sexual activity was not

accompanied by difference in sexual function scores.

Specifically, elective cesarean delivery was not associated

with a protective effect on sexual function after childbirth.

Keywords Sexual function � Cesarean section �
Instrumental delivery � Vaginal delivery � Episiotomy

Introduction

Over the ages, the objective of cesarean delivery has dra-

matically evolved from a universally postmortem proce-

dure toward saving the lives of both the mother and the

child [1]. At the beginning of twenty-first century, we

continue to act on behalf the health and the safety of both

the mother and the child; but we also act in accordance

with the mother’s desire and preference and child’s rights.

This motion raised the concept of prophylactic cesarean

delivery or as it sometimes referred as cesarean on patient’s

demand [2, 3]. One of the apparent concerns that influence

women who choose cesarean delivery is fear that vaginal

delivery impinges on sexual function after childbirth [4, 5].

Certain aspects of female sexual function after child-

birth have been studied by many investigators since 1960;

still, the vast majority of available studies do not ade-

quately separate the data between the different modes of

deliveries [6]. During the first 3 months postpartum, many
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women experience some problems related to sexual

function, such as dyspareunia, decreased libido, difficulty

achieving orgasm, or vaginal dryness [7]. Typically, these

problems resolve by the end of first postpartum year.

There are three mechanisms which may contribute to

sexual dysfunction after childbirth: dyspareunia, birth

canal injury (‘‘pudendal neuropathy’’), and overall general

health of the mother [4, 7]. Thus, various obstetrical

events such as cesarean, instrumental or spontaneous

delivery or episiotomy could theoretically affect maternal

sexual function in a dissimilar way. However, it is unclear

whether or how these different obstetrical events influence

short- or long-term prognosis for maternal sexual function

[7]. Several investigators have addressed some aspects of

the influence of some obstetrical events on sexual func-

tion after childbirth. Rate of resumption of sexual activity

has been reported to be independent of mode of delivery

(vaginal or cesarean) at 6 weeks [8] or at 3 months [9], or

2 years [10] postpartum. At 6 weeks postpartum, women

who had delivered vaginally without an episiotomy were

reported to resume sexual activity sooner than those with

an episiotomy [8]. At 6 months postpartum, women who

sustained anal sphincter lacerations were reported less

likely to return to sexual activity [11]. The prevalence of

dyspareunia was reported to be higher in women after

vaginal than after cesarean delivery at 3 months post-

partum [12, 13] and in women after instrumental delivery

than after cesarean delivery in the second stage of labor

[14]. This protective effect of cesarean delivery usually

disappears by 6 months postpartum [12, 13, 15]. Sexual

function was reported to be similar among women who

delivered vaginally or by cesarean at 6 weeks [8] or at

3 months [12] or at 6 months [11] postpartum. Addi-

tionally, there was no reported impact of planned mode of

delivery (vaginal vs. cesarean) on satisfaction with sexual

relations at 2 years postpartum [10]. Likewise, mode of

delivery history (vaginal vs. cesarean) did not appear to

have a significant effect on sexual function at 6 years

postpartum [16].

The objective of the present study was to evaluate

sexual behavior in the postpartum period by mode of

delivery. To that end, subjects were divided into five

groups of mode of delivery: vaginal delivery without

episiotomy, vaginal delivery with episiotomy, instrumen-

tal delivery, emergent cesarean, and elective cesarean.

Sexual behavior was assessed by the female sexual

function index (FSFI) questionnaire and by self-reported

timing of resumption of sexual intercourse. In contrary to

previous studies, sexual function was assessed prospec-

tively and longitudinally over a period of 6–24 post

partum weeks in a non-self-administered manner (by

interview) and included a more comprehensive model for

mode of delivery.

Materials and methods

Study design

The protocol for this prospective study was approved by

the Edith Wolfson Medical Center Institutional Review

Board at June 18, 2009 (protocol number WOMC-0019-

09). Participants were recruited from the Maternity Ward

of Edith Wolfson Medical Center between January 2010

and February 2011. In 2010, we had 4,362 deliveries, of

those 1,611 were primiparas (36.9 %). Of the 1,611

primiparas, 395 parturient women had a cesarean section

(24.6 %) while 1,216 delivered vaginally either spontane-

ously or with instrumental assistance (75.4 %). The

instrumental delivery rate was 4.5 % and episiotomy rate

was 20.0 %. The women were approached on the day of

discharge from the hospital after childbirth. Five groups

were defined: women who delivered vaginally without an

episiotomy, women who delivered vaginally with an epi-

siotomy, women who delivered by instrumental delivery,

women who delivered by an emergent cesarean section,

and women who delivered by an elective cesarean section.

With a sample size of n = 15 subjects in each group, the

present study was designed to have 80 % power to detect a

true, across-group difference of 1 ± 0.5 summary score

points, using any of the six domain summary scores

(desire, arousal, lubrication, orgasm, satisfaction, or pain)

as an endpoint. This calculation assumes an overall alpha

of 0.001 to control for multiple comparisons. At recruit-

ment, we added 5 participants for loss of follow up, thus,

initially, 20 participants were enrolled in each group. The

recruitment was done by a quota sampling method. After

the groups were pre-defined, every eligible subject was

approached and, if consented, was enrolled in accordance

with mode of delivery until each group was filled (n = 20).

Each participant signed a consent form prior to enrollment

in the study. All of the participants were interviewed by

telephone at 6, 12, and 24 weeks postpartum by one of the

authors (M.A.) using the FSFI questionnaire.

Participants

Healthy, postpartum women between the ages of 18 and 45

were eligible to participate. Specific inclusion criteria for

each group were as follows. Women in the vaginal delivery

group without episiotomy were allowed to have first degree

perineal tears. As first-degree tear, we defined those

superficially involving the vaginal mucosa, fourchette, or

the skin of perineum. Women in the vaginal delivery group

with an episiotomy had a mediolateral episiotomy. Women

in the instrumental delivery group were delivered either by

a vacuum extraction or by forceps. Instrumental delivery

was performed for non-reassuring fetal heart pattern during
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second stage of labor or for prolonged the second stage

after the prerequisites for instrumental delivery were met.

The prerequisites for instrumental delivery in our institu-

tion are: cephalic presentation, engaged fetal head (station

?2 or more), ruptured membranes, and no evidence for

cephalo-pelvic disproportion. In our institution, the diag-

nosis of prolonged second stage and non-reassuring fetal

heart pattern are made in accordance with the guidelines of

the American College of Obstetricians and Gynecologists

(ACOG). Women in the emergent cesarean section were

parturients who entered a spontaneous labor and were

operated thereafter. The indications for emergent cesareans

were: 8 (42.1 %) for non-reassuring fetal heart rate pattern

and 11 (57.9 %) for non-progressive labor. Women in the

elective cesarean deliver group had a planned cesarean

section. The indications for elective cesareans were: 10

(58.8 %) for malpresentation, 3 (17.7 %) for suspected

macrosomia, 3 (17.7 %) for patient’s demand, and 1

(5.8 %) for previous cesarean section. Refusal to partici-

pate was the only exclusion criterion. The demographic

characteristics of the study participants are summarized in

Table 1.

FSFI questionnaire

The FSFI, an assessment tool developed by a group of

experts in female sexual dysfunction was used for the study

[17]. This 19-item survey assesses six domains of sexual

function: desire, arousal, lubrication, orgasm, satisfaction,

and pain. A scoring algorithm was generated to assess each

domain as outlined in the original paper [17]. Briefly,

individual domain scores are obtained by adding the scores

of the individual items that comprise the domain and

multiplying the sum by the domain factor. The full scale

score is obtained by adding the six domain scores.

Statistical analysis

Analysis of data was carried out using SPSS 11.0 statistical

analysis software (SPSS Inc., Chicago, IL, USA). For

continuous variables, such as age, scores, and birth

weights, descriptive statistics were calculated and reported

as mean ± SD. Distributions of continuous variables were

assessed for normality using the Kolmogorov–Smirnov test

(cut off at p = 0.01). Scores had distributions deviating

from normal so were compared across delivery type using

the Kruskal–Wallis test. Categorical variables such as

delivery type were described using frequency distributions

and are presented as frequency (%). Repeated measures

general linear modeling was used to assess across-group

differences in summary scores over time. Delivery type

was included as a fixed factor in these models. All tests are

two-sided and considered significant at p \ 0.05.

Results

Eighteen participants out of the 100 initially recruited and

enrolled in the study did not agree to continue and coop-

erate after the discharge from the hospital. Eighty-two

questionnaires were, therefore, analyzed: 16 in the vaginal

delivery without an episiotomy group, 14 in the vaginal

delivery with an episiotomy group, 16 in the instrumental

delivery group, 17 in the elective cesarean delivery group,

and 19 in the emergent cesarean delivery group. Additional

three women (one in emergent cesarean group and two in

Table 1 Participants’ characteristics

Delivery type Vaginal delivery

without episiotomy

Vaginal delivery

with episiotomy

Instrumental

delivery

Elective

cesarean

delivery

Emergent

cesarean delivery

p value

Number 16 14 16 17 19

Age (years) 27.7 ± 4.8 28.4 ± 3.9 27.3 ± 5.7 31.2 ± 5.6 29.4 ± 5.4 NS

Marital status p = 0.006

Single 7 (43.7 %) 0 (0.0 %) 2 (14.2 %) 4 (23.5 %) 1 (5.2 %)

Married 8 (56.3 %) 14 (100.0 %) 14 (85.8 %) 13 (76.5 %) 18 (94.8 %)

Gravidity 1.6 ± 0.6 1.1 ± 0.4 1.2 ± 0.4 1.2 ± 0.4 1.3 ± 0.6 NS

Parity 1.0 ± 0.0 1.0 ± 0.0 1.0 ± 0.0 1.1 ± 0.3 1.1 ± 0.2 NS

Gestational week at

delivery (weeks)

39. 1 ± 2.2 39.5 ± 1.1 39.6 ± 1.4 38.8 ± 1.7 38.6 ? 2.6 NS

Birth weight (g) 3,008.8 ± 505.6 3,201.0 ± 477.3 3,270.1 ± 478.7 3,280.4 ± 663.2 3,199.4 ± 643.9 NS

Apgar score of B7 at

5 min

0 (0.0 %) 0 (0.0 %) 0 (0.0 %) 0 (0.0 %) 1 (5.2 %) NS

Data are expressed as mean ? SD or as frequency (%)

NS not significant
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instrumental delivery group) did not agree to continue and

cooperate after the first interview. Thus, these three women

were included in the 6 weeks analysis but not in the 12 and

24 weeks analysis.

Within 3 months of delivery, 78 women (95.1 %)

reported resuming sexual intercourse. The mean ± SD

timing of resumption of sexual activity was 4.5 ± 1.8,

7.9 ± 3.0, 7.3 ± 3.4, 6.1 ± 2.6, and 6.1 ± 2.4 weeks in

the vaginal delivery without an episiotomy group, in the

vaginal delivery with an episiotomy group, in the instru-

mental delivery group, in the elective cesarean delivery

group, and in the emergent cesarean delivery group,

respectively (p = 0.013). Multiple comparison post hoc

testing revealed that women in the vaginal delivery without

an episiotomy group resumed sexual intercourse signifi-

cantly earlier than women in the in the vaginal delivery

with an episiotomy group (p = 0.013).

Table 2 summarizes FSFI at 6 weeks postpartum. None

of the domain scores (desire, arousal, lubrication, orgasm,

satisfaction, or pain) differed across types of mode of

delivery. Table 3 summarizes FSFI at 12 weeks post-

partum. None of the domain scores (desire, arousal, lubri-

cation, orgasm, satisfaction, or pain) differed across types

of mode of delivery. Table 4 summarizes FSFI at 24 weeks

postpartum. None of the domain scores (desire, arousal,

lubrication, orgasm, satisfaction, or pain) differed across

the various types of mode of delivery.

The FSFI total score changed over time but not across

delivery modes. The FSFI total score in the entire study

group (n = 82) was 14.1 ± 10.8, 24.6 ± 7.6, and

27.7 ± 5.1 at 6, 12, and 24 weeks postpartum, respectively

(p \ 0.05). The FSFI total score did not differ significantly

across types of mode of delivery at 6, 12, or 24 weeks

postpartum. Each of the domain score (desire, arousal,

Table 2 Female sexual

function index (FSFI) at

6 weeks postpartum

None of the domain scores

differed significantly (ANOVA)

across groups of rout of delivery

FSFI domain Rout of delivery Number Mean ± SD 95 % CI

Desire Vaginal no episiotomy 16 3.41 ± 1.04 2.86, 3.97

Vaginal ? episiotomy 14 2.96 ± 0.93 2.42, 3.49

Instrumental 16 3.15 ± 1.39 2.41, 3.89

Elective cesarean 17 3.35 ± 1.10 2.79, 3.92

Emergent cesarean 19 3.19 ± 1.33 2.55, 3.83

Arousal Vaginal no episiotomy 16 3.00 ± 2.22 1.82, 4.18

Vaginal ? episiotomy 14 1.24 ± 2.14 0.01, 2.48

Instrumental 16 1.86 ± 2.28 0.64, 3.07

Elective cesarean 17 2.06 ± 2.19 0.94, 3.19

Emergent cesarean 19 1.18 ± 1.86 0.29, 2.08

Lubrication Vaginal no episiotomy 16 3.26 ± 2.37 2.00, 4.52

Vaginal ? episiotomy 14 1.24 ± 2.24 -0.05, 2.54

Instrumental 16 1.86 ± 2.37 0.60, 3.12

Elective cesarean 17 2.35 ± 2.39 1.12, 3.58

Emergent cesarean 19 1.39 ± 2.14 0.36, 2.42

Orgasm Vaginal no episiotomy 16 2.68 ± 2.30 1.45, 3.90

Vaginal ? episiotomy 14 1.43 ± 2.42 0.03, 0.83

Instrumental 16 1.88 ± 2.40 0.60, 3.15

Elective cesarean 17 2.02 ± 2.22 0.88, 3.17

Emergent cesarean 19 1.26 ± 2.02 0.29, 2.24

Satisfaction Vaginal no episiotomy 16 4.03 ± 1.60 3.17, 4.88

Vaginal ? episiotomy 14 2.89 ± 1.45 2.05, 3.72

Instrumental 16 3.33 ± 1.82 2.35, 4.30

Elective cesarean 17 3.44 ± 1.63 2.60, 4.27

Emergent cesarean 19 2.80 ± 1.62 2.02, 3.58

Pain Vaginal no episiotomy 16 2.95 ± 2.45 1.65, 4.25

Vaginal ? episiotomy 14 0.94 ± 1.86 -0.13, 2.02

Instrumental 16 1.48 ± 2.08 0.36, 2.59

Elective cesarean 17 2.52 ± 2.56 1.20, 3.83

Emergent cesarean 19 1.39 ± 2.16 0.35, 2.43
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lubrication, orgasm, or satisfaction) increased significantly

increased and pain during sex significantly decreased

(inverse scale) from 6 to 24 weeks postpartum (general

linear model, p \ 0.001). However, between the mode of

delivery group, differences were not detected.

Discussion

In this study, 95.1 % of women had resumed sexual

intercourse within 3 months of delivery, consisted with

previously reported rate 80–93 % [17–21]. In addition, the

study revealed that women who delivered vaginally with-

out an episiotomy resumed sexual intercourse significantly

earlier than women who had any additional pelvic surgical

intervention such as episiotomy, instrumental delivery,

elective or emergent cesarean section (4.5 ? 1.8 vs.

7.9 ? 3.0, 7.3 ? 3.4, 6.1 ? 2.6, and 6.1 ? 2.4 weeks,

respectively, p = 0.013). One possible explanation for this

difference could be different overall general health of the

mother after different modes of delivery, which is one of

the three previously described mechanisms [4, 7], which

may contribute to sexual dysfunction after childbirth.

Another possible explanation is altered body image fol-

lowing various modes of delivery. Body image after

childbirth was previously described as one of the important

themes in women’s’ experience with sexuality after

childbirth [22].

The current study differed from previous studies on

postpartum sexual function in that it directly and longitu-

dinally compared sexual function by mode of delivery

using a well validated questionnaire. By that, we were able

to address the other two previously described mechanisms

[4, 7] that may contribute to sexual dysfunction after

childbirth, i.e., dyspareunia and birth canal injury

(‘‘pudendal neuropathy’’). The relative contribution of each

study group to the above-mentioned mechanisms, namely

the vaginal delivery without an episiotomy group, the

Table 3 Female Sexual

Function Index (FSFI) at

12 weeks postpartum

None of the domain scores

differed significantly (ANOVA)

across groups of rout of delivery

FSFI domain Rout of delivery Number Mean ± SD 95 % CI

Desire Vaginal no episiotomy 16 3.75 ± 1.11 3.16, 4.34

Vaginal ? episiotomy 14 3.39 ± 0.84 2.90, 3.87

Instrumental 14 3.64 ± 0.98 3.08, 4.21

Elective cesarean 17 3.67 ± 0.90 3.21, 4.13

Emergent cesarean 18 3.67 ± 1.22 3.06, 4.27

Arousal Vaginal no episiotomy 16 4.01 ± 1.23 3.36, 4.67

Vaginal ? episiotomy 14 3.99 ± 1.49 3.13, 4.85

Instrumental 14 3.77 ± 1.95 2.65, 4.90

Elective cesarean 17 3.78 ± 1.58 2.96, 4.59

Emergent cesarean 18 4.07 ± 1.11 3.52, 4.62

Lubrication Vaginal no episiotomy 16 4.71 ± 1.55 3.88, 5.53

Vaginal ? episiotomy 14 4.18 ± 1.78 3.15, 5.21

Instrumental 14 3.75 ± 2.12 2.53, 4.97

Elective cesarean 17 4.15 ± 1.79 3.22, 5.07

Emergent cesarean 18 5.02 ± 0.99 4.52, 5.51

Orgasm Vaginal no episiotomy 16 4.05 ± 1.84 3.07, 5.03

Vaginal ? episiotomy 14 3.69 ± 1.65 2.73, 4.64

Instrumental 14 3.11 ± 2.19 1.85, 4.38

Elective cesarean 17 3.76 ± 1.66 2.91, 4.62

Emergent cesarean 18 3.89 ± 1.72 3.03, 4.74

Satisfaction Vaginal no episiotomy 16 4.65 ± 1.24 3.99, 5.31

Vaginal ? episiotomy 14 4.80 ± 1.15 4.13, 5.47

Instrumental 14 4.17 ± 1.57 3.27, 5.08

Elective cesarean 17 4.71 ± 1.07 4.15, 5.26

Emergent cesarean 18 4.44 ± 1.51 3.69, 5.19

Pain Vaginal no episiotomy 16 4.90 ± 1.71 3.99, 5.81

Vaginal ? episiotomy 14 3.69 ± 1.94 2.56, 4.81

Instrumental 14 3.46 ± 2.25 2.16, 4.76

Elective cesarean 17 4.33 ± 1.96 3.32, 5.33

Emergent cesarean 18 5.07 ± 1.30 4.42, 5.71
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vaginal delivery with an episiotomy group, the instru-

mental delivery group, the elective cesarean delivery

group, and the emergent cesarean delivery, is obviously

dissimilar and emphasizes different angles of influence.

Women after vaginal delivery experience vaginal pain and

it obviously worsens after vaginal delivery with episiotomy

and, moreover, after an instrumental delivery. In contrast,

women after cesarean delivery experience abdominal pain

and it may be different in women after emergent cesarean

delivery. As expected, along with previously described

data [7], sexual function improved as time elapsed from

delivery (FSFI total score was 14.1 ? 10.8, 24.6 ? 7.6,

and 27.7 ? 5.1 at 6, 12, and 24 weeks postpartum,

respectively, p \ 0.05). However, sexual function as

measured by the FSFI total score did not differ significantly

by mode of delivery at 6, 12, or 24 weeks postpartum. A

similar picture emerged when analyzing the specific

domain scores (desire, arousal, lubrication, orgasm,

satisfaction, or pain) that did not differed across types of

mode of delivery at 6, 12, or 24 weeks postpartum

(Tables 2, 3, 4). This is an important new finding.

Our study is with disagreement with previously pub-

lished studies that remarked that patients undergoing vag-

inal delivery record a significant higher rate of dyspareunia

at 3 months after childbirth in comparison with women

undergoing a planned cesarean section [12, 23–25]. How-

ever, similar to our findings at 12 and 24 weeks, after the

1 year postpartum, no significant differences were

observed between vaginal and cesarean delivery in previ-

ous studies [12, 15, 25].

A limitation of this study is that a pre-conceptional sexual

sent a return to baseline pre-conceptional level. However, it

is reasonable to speculate that, even if this existed, the rate of

pre-conceptional sexual dysfunction was similarly present

across the five study groups. Additionally, this potential bias

is minute, as it was previously shown that sexual practices

Table 4 Female Sexual

Function Index (FSFI) at

24 weeks postpartum

None of the domain scores

differed significantly (ANOVA)

across groups of rout of delivery

FSFI domain Rout of delivery Number Mean ± SD 95 % CI

Desire Vaginal no episiotomy 16 4.16 ± 0.71 3.78, 4.54

Vaginal ? episiotomy 14 3.77 ± 0.64 3.40, 4.14

Instrumental 14 3.92 ± 1.04 3.35, 4.49

Elective cesarean 17 3.92 ± 0.71 3.55, 4.28

Emergent cesarean 18 4.07 ± 0.91 3.61, 4.52

Arousal Vaginal no episiotomy 16 4.65 ± 0.86 4.19, 5.11

Vaginal ? episiotomy 14 4.61 ± 0.80 4.14, 5.07

Instrumental 14 4.38 ± 1.46 3.57, 5.19

Elective cesarean 17 4.50 ± 1.21 3.88, 5.12

Emergent cesarean 18 4.33 ± 1.01 3.83, 4.84

Lubrication Vaginal no episiotomy 16 5.04 ± 0.94 4.54, 5.55

Vaginal ? episiotomy 14 4.86 ± 1.26 4.14, 5.59

Instrumental 14 4.66 ± 1.50 3.83, 5.49

Elective cesarean 17 4.62 ± 1.33 3.94, 5.31

Emergent cesarean 18 5.12 ± 0.69 4.78, 5.46

Orgasm Vaginal no episiotomy 16 4.38 ± 1.66 3.49, 5.26

Vaginal ? episiotomy 14 4.60 ± 1.16 3.93, 5.27

Instrumental 14 3.73 ± 1.92 2.67, 4.79

Elective cesarean 17 4.45 ± 1.32 3.77, 5.12

Emergent cesarean 18 4.58 ± 1.17 4.00, 5.16

Satisfaction Vaginal no episiotomy 16 4.98 ± 1.09 4.39, 5.56

Vaginal ? episiotomy 14 4.83 ± 1.16 4.16, 5.50

Instrumental 14 4.83 ± 1.03 4.26, 5.40

Elective cesarean 17 5.06 ± 0.66 4.72, 5.40

Emergent cesarean 18 4.73 ± 1.02 4.23, 5.24

Pain Vaginal no episiotomy 16 5.38 ± 0.95 4.87, 5.88

Vaginal ? episiotomy 14 5.17 ± 1.13 4.52, 5.82

Instrumental 14 4.77 ± 1.60 3.89, 5.66

Elective cesarean 17 5.11 ± 1.45 4.36, 5.85

Emergent cesarean 18 5.36 ± 0.96 4.88, 5.83
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changed during pregnancy but returned to early pregnancy

levels in the postpartum period [26]. The rate and length of

breastfeeding was not assessed in our study. It appears that

influence of this potential bias on our study results is mini-

mal, as it was previously summarized by Leeman and

Rogers [27], that breastfeeding mainly affects only lubri-

cation and in a dual manner, as in 55 % it decreases lubri-

cation and in 39 % increases. A potential selection bias may

have been caused by the 18 % drop out of the study. A

strength of the present study is its use of a validated sexual

function instrument (FSFI questionnaire) in carefully char-

acterized obstetric patients longitudinally comparing out-

come following different modes of delivery. The FSFI, a

19-item questionnaire, assesses the key dimensions of sex-

ual function in women and is able to discriminate between

clinical and nonclinical populations [17].

In light of our data, it is clear that elective cesarean sec-

tion does not seem to be advantageous compared with

vaginal delivery with regard to sexual function 6–24 weeks

postpartum. Thus, at least from the sexual function point of

view maternal-choice of a cesarean delivery has a limited

influence on maternal health or quality of life. It appears that

a woman considering an elective cesarean simply because of

concerns about postpartum sexual function would gain little

additional benefit, if any, from this more dangerous mode of

delivery. Perhaps, such expressed fear that vaginal delivery

impinges on sexual function after childbirth [4, 5] is actually

a general fear from of childbirth [28] triggering an super-

fluous demand for elective cesarean [3].

In conclusion, our results should be taken into consid-

eration when counseling patients antenatally regarding

elective mode of delivery. It is specifically significant in

view of the contemporary societal trend of many women

choosing cesarean delivery without an obstetrical indica-

tion. Perhaps, the results of our study will help women to

make a more balanced decision regarding the preferred

mode of delivery.
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