
EDITPRIAL COMMENTS

Re: Comparison of Sexual Functions in Pregnant and Non-Pregnant Wom-
en

There are important physical and psychological changes during pregnancy, and in combination with cultural, 
social, religious, and emotional impacts, pregnancy might in fluences sexuality and sexual activity. Physicians 

are often challenged with giving instruction to pregnant women and their husbands concerning these potential 
changes in pregnancy. Sexual function and sexuality are imperative issues during pregnancy and postpartum peri-
od. Although these issues have been addressed in some previously published papers, but we needs more data from 
different cultures and population. I congratulate the authors on a very nice paper, and am flattered by their interest 
in the sexual function during pregnancy. 
Sexuality is a vital element of health and well-being in a woman's life. Sexual behavior, which is affected by 
psychological, biological, cultural, and social factors, changes as pregnancy advances.(1) Based on the literature 
review, the reasons for reducing and avoiding sexual activities during pregnancy are the fright of damaging the fe-
tus(2,3) and the discomfort during intercourse.(4,5) The reported frequency of sexual dysfunction in this study is quite 
high, but the same results have also been reported by many other researchers. In a study of 141 pregnant women 
by Bartellas and colleagues,(6) 71% of the participants who completed the questionnaires, reported a decline in 
intercourse in cidences during pregnancy compared to before pregnancy sexual activities.
As mentioned above, fears of harming the fetus or inducing preterm labor are among other contributors to the 
decline in sexual activity. Between 45% and 49% of women and 55% to 62% of their partners reported fear of 
producing some type of obstetric complication resulting from sexual intercourse during pregnancy.(7,8) Nonetheless, 
the literature does not support a relationship between sexual activity and higher risk of preterm labor and delivery. 
In an otherwise normal pregnancy, there is no convincing data that demonstrate that sexual intercourse should be 
considered a risk to the fetus or a risk factor for inducing miscarriage or premature labor and delivery.
In this study only sexual function has been studied, it was worthwhile that, the sexual health concern was also 
being addressed. The Permission, Limited Information, Specific Suggestions, Intensive Therapy (PLISSIT) model 
is one method that has been suggested for evaluation of sexual health concerns. This model was developed in 1976 
by Annon and has been used as a framework in many clinical settings.(9) Alteneder and colleagues(10) proposed the 
use of the PLISSIT method by nurses to address and plan interventions concerning sexual needs throughout the 
antepartum, intrapartum, and postpartum periods.
In addition, this study has been done in married women. The amount of births to unmarried women has raised 
greatly in recent decades, rising from 5% in 1960 to 32%  in 1995. After some steadiness in the mid-1990s, there 
was a steadyincrease from 1997 through 2008, from 32 to 41%. The rate seems to have stabilized again, and was at 
41%. in 2013.(11) Women who achieve pregnancy outside of marriage tend to be more deprived than their married 
counterparts, both before and after the pregnancy. Unmarried mothers usually have lower salaries, lower education 
levels, and possibly are dependent on welfare support compared with married mothers.(12,13)  Therefore the context  
of sexual issue in these types of women should be studied in separate researches.
In The National Health and Social Life Survey (NHSLS) of 1749 women and 1410 men 18 to 59 years of age, 
only 10% to 20% of women reported seeking help for sexually related problems.(14) Women are not talking about 
their fears to health care providers, and physicians are not routinely comprising sexual health issues or discussions 
in their office visits.(15) Physicians often have a decreased sense of confidence to address sexual health problems, 
perceive an absence of treatment modalities, and underestimate how prevalent female sexual dysfunction might 
be. Opening sexual health discussions and initiating a conversation can be exclusivelyvaluable during prenatal care 
visits. According to the World Health Organization (WHO), sexual health includes physical, mental, emotional, 
and social well-being in all sexual behaviors and beliefs.(16)

Many studies assessing sexual function during pregnancy were carried out more than two decades ago. Changes in 
approaches concerning sexuality in pregnancy since that time may limit the significance of earlier studies. Chang-
ing patterns of sexual behavior and sexuality in combination with changing advice from physicians and health care 
providers may make generalization from these early studies to the present day inappropriate. 
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