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Abstract
Objectives: To investigate the association between mode of delivery and subsequent 
maternal sexual wellbeing.
Design: Prospective birth cohort study.
Setting: Avon (in Bristol area), UK.
Population: Participants in the Avon Longitudinal Study of Parents and Children 
(ALSPAC).
Methods: Mode of delivery was abstracted from obstetric records and sexual wellbe-
ing measures were collected via a self- report questionnaire. Missing data were im-
puted using multiple imputation, and ordinal logistic regression models for ordered 
categorical outcomes were adjusted for the covariates maternal age at delivery, pre- 
pregnancy body mass index, diabetes during pregnancy, socio- economic position, 
parity, depression and anxiety.
Main outcome measures: Sexual enjoyment and frequency at four time points post-
partum (between 33 months and 18 years) and two types of sex- related pain (pain in 
the vagina during sex and elsewhere after sex) at 11 years postpartum.
Results: We found no association between mode of delivery and sexual enjoyment 
(e.g. adjusted odds ratio [OR] 1.11, 95% confidence interval [95% CI] 0.97– 1.27 at 
33 months) or sexual frequency (OR 0.99, 95% CI 0.88– 1.12 at 33 months). Caesarean 
section was associated with an increased odds of pain in the vagina during sex at 
11 years postpartum as compared with vaginal delivery in the adjusted model (OR 
1.74, 95% CI 1.46– 2.08).
Conclusions: These findings provide no evidence supporting associations between 
caesarean section and sexual enjoyment or frequency. However, mode of delivery 
was shown to be associated with dyspareunia, which may not be limited to abdomi-
nal scarring.
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1 |  I N TRODUC TION

Rates of caesarean section have been increasing drastically 
over the last two decades, rising globally from 7% in 1990 
to 19% in 20141; rates in the UK rose from 11% of births in 
19901 to 26% in 2015.2 There are many reasons as to why 
this might be, including increasing maternal age, increas-
ing numbers of women who have had a prior caesarean 
section, and changes in maternal preference.3 Among the 
risks and benefits of caesarean section, it has been sug-
gested that caesarean section maintains sexual wellbeing 
in both lay and academic channels by reducing the risk of 
genital damage.4 A US study found that one perceived ben-
efit of caesarean section over vaginal delivery is reduced 
impact on sexual function.5 Another UK- based survey in 
the mid- 1990s found that one- third of female obstetricians 
would choose caesarean section for themselves in part to 
preserve sexual function, if they had an uncomplicated 
pregnancy6 –  a finding which is subject to debate.7

The quantitative evidence to support this protective ef-
fect of caesarean section on sexual wellbeing is sparse. Short- 
term studies have suggested that there is little difference in 
sexual outcomes at 6 months postpartum when comparing 
caesarean section with vaginal deliveries.8– 10 A randomised 
controlled trial where women with a breech- positioned fetus 
were assigned to either planned vaginal delivery or caesar-
ean section (Term Breech Trial) found no difference in inci-
dence of sexual problems at 2 years postpartum.11 Long- term 
evidence is more limited but suggests that caesarean section 
is associated with increased risk of sexual problems, such as 
dyspareunia (pain during sex).12 It is therefore essential to 
better understand the impact of mode of delivery on long- 
term maternal outcomes including sexual wellbeing and sex- 
related pain (referred to together throughout as sex- related 
outcomes).

To our knowledge, there are no studies that investigate 
sexual outcomes across the postpartum period, at mul-
tiple timepoints after delivery; however, these outcomes 
remain a prominent feature in the argument in favour of 
caesarean section. It is not implausible that anatomical 
and psychological changes after delivering a baby may af-
fect sexual outcomes that may be different between deliv-
ery groups.

The aim of this study was to determine the association 
between mode of delivery and women’s postpartum sexual 
outcomes at multiple timepoints up to 18 years after delivery 
using the Avon Longitudinal Study of Parents and Children 
(ALSPAC) cohort.

2 |  M ETHODS

2.1 | Participants and recruitment

ALSPAC is a large prospective cohort of women and their 
children and partners, recruited between 1990 and 1992 
and followed up over the subsequent two decades. The 

study originally recruited 14 541 pregnant women due to 
give birth between 1991 and 1992 (referred to as the index 
pregnancy); a further 913 women who fitted the eligibility 
criteria have been recruited since. There have been previ-
ous publications describing the cohort in full,13 as well as 
online resources via the ALSPAC website for exploring the 
data.14 Please note that the study website contains details of 
all the data that are available through a fully searchable data 
dictionary and variable search tool (https://www.brist ol.ac.
uk/alspa c/resea rcher s/our- data/). Women for whom (index 
pregnancy) mode of delivery data were available and who 
had responded to at least one postpartum questionnaire 
regarding sex- related outcomes were eligible for inclusion 
in this study (Figure 1). Ethical approval for this study was 
obtained from the ALSPAC Ethics and Law Committee, 
and the local Research Ethics Committee (North Somerset 
and South Bristol). Informed consent for the use of data 
collected via questionnaires and clinics was obtained from 
participants following the recommendations of the ALSPAC 
Ethics and Law Committee at the time. Patient and public 
involvement was not employed for this study.

2.2 | Measures

2.2.1 | Mode of delivery

Index pregnancy mode of delivery was abstracted from 
routine antenatal records by trained research midwives 
and nurses, where it was recorded as spontaneous vaginal 
delivery (SVD), caesarean section, assisted breech, breech 
extraction, forceps, vacuum extraction, or other.15 Women 
with ‘other’ mode of delivery (n = 157) or conflicting modes 
of delivery (n = 4) were excluded (Figure 1), to limit expo-
sure misclassification. For the primary exposure, we dichot-
omised mode of delivery into vaginal delivery (SVD, breech 
extraction and assisted, forceps and vacuum) (n  =  9230) 
and caesarean section (n  =  1094). As additional analyses, 
we stratified vaginal delivery into instrumental (forceps and 
vacuum deliveries) and non- instrumental (SVD and breech 
deliveries), and caesarean section into elective and emer-
gency caesarean section (n = 1092; for two participants who 
underwent caesarean section these data were not available). 
Mode of delivery for previous or subsequent pregnancies was 
not recorded in ALSPAC and therefore was not included in 
these analyses.

2.2.2 | Sex- related outcomes

Sex- related outcomes were measured by self- reported ques-
tionnaires sent out to participants after delivery. Sexual 
enjoyment and frequency were measured multiple times; 
we chose four timepoints a priori, 33 months, 5, 12 and 
18 years postpartum, to investigate both outcomes at differ-
ent times, moving further away temporally from the index 
birth. Questions relating to sexual enjoyment and frequency 

https://www.bristol.ac.uk/alspac/researchers/our-data/
https://www.bristol.ac.uk/alspac/researchers/our-data/


   | 3MODE OF DELIVERY AND MATERNAL SEXUAL WELLBEING

were in questionnaires asking about general health and life-
style.16 Pain, both in the vagina during sex and elsewhere 
after sex, was measured once at 11 years postpartum. These 
questions were included in a questionnaire about health 
events and were chosen based on relevance to the outcomes 
of interest.16 These questionnaires were not validated for 
specific outcomes.

Women were asked if they enjoyed sexual intercourse, 
giving possible responses ‘yes, very much’, ‘yes, somewhat’, 
‘no, not a lot’, ‘no, not at all’ and ‘no sex at the moment’.

Sexual frequency was assessed with questions that gave 
possible responses ‘not at all’, ‘less than once a month’, ‘1– 3 
times a month’, ‘about once a week’, ‘2– 4 times a week’ and 
‘5 or more times a week’.

Sex- related pain was assessed by two questions: presence 
of pain in the vagina during sex and presence of pain else-
where after sex. Pain in the vagina during sex was assessed 
by a question that gave the following possible responses ‘not 
at all’, ‘a little’, ‘moderate’ and ‘a lot’. The question inves-
tigating pain elsewhere after sex gave possible responses 
‘don’t have sex’, ‘never’, ‘occasionally’, ‘often’ and ‘always’.

For women who responded ‘no sex at the moment’ or 
‘don’t have sex’ to sexual enjoyment and pain elsewhere 
after sex, respectively, we were unable to ascertain the 

reason as to why women were not having sex. It was plau-
sible that they were not having sex because of low enjoy-
ment or increased pain. Therefore values were recoded as 
missing and imputed for the main analysis (for sexual en-
joyment n = 634, n = 572, n = 583 and n = 564 recoded at 
33 months, 5, 12 and 18 years, respectively, and pain else-
where after sex n = 173 recoded at 11 years), and then ex-
amined in a sensitivity analysis.

2.3 | Statistical analysis

Confounders were identified a priori from published lit-
erature as factors that may have affected both mode of de-
livery and sexual outcomes: maternal age,17,18 body mass 
index (BMI),19,20 diabetes,21,22 parity,23 socio- economic 
position,and mental health problems (depression and anxi-
ety)24,25 (data collection detailed in Appendix S1).

We summarised the extent of missingness for all vari-
ables in the analysis, in order to determine whether ob-
served data were associated with being a complete case,26,27 
as well as the proportion of missing outcome data for par-
ticipants who did complete compared with those who did 
not complete each questionnaire (Tables  S2– S8). We also 
determined the proportion of women who completed the 
questionnaire but did not answer the sex- related questions 
and compared this with other questions in the same ques-
tionnaire, to investigate the missingness mechanism in our 
outcomes. Given the majority of the outcome and covariate 
data were deemed to be Missing at Random and availabil-
ity of good auxiliaries in ALSPAC, we used multiple im-
putation (MI) to address missing covariables and outcome 
data28 (detailed in Appendix S1).

We used ordinal logistic regression for all outcomes, to 
estimate the effect of the exposure (mode of delivery) on 
maternal sexual outcomes, with the odds ratio (OR) indi-
cating the odds of reporting a one- level higher category of 
enjoyment, frequency or pain in women who underwent 
caesarean section compared with women who had a vaginal 
delivery. In other words, an OR above one for enjoyment/
frequency denotes a positive outcome (more enjoyable/fre-
quent), whereas an OR above one for sex- related pain de-
notes a negative outcome (more pain), for women who gave 
birth via caesarean section compared with those who deliv-
ered vaginally. The Brant test was used to assess whether the 
proportional odds assumption was violated in each model 
(see Appendix S1 in Table S1).

We performed two additional analyses comparing 
sex- related outcomes between instrumental and non- 
instrumental vaginal deliveries, as well as emergency and 
elective caesarean section (separately) with vaginal delivery.

2.4 | Sensitivity analyses

Given the potential for bias introduced by a small num-
ber of participants who had completed questionnaires 

F I G U R E  1  Flow diagram of participants through the study.

Participants enrolled in
ALSPAC

n = 15,454

Excluded:
Withdrawn consent

n = 12
Mode of delivery missing

n = 1,985
Mode of delivery 'other'

n = 157

n = 4

Participants with mode
of delivery data available

n = 13,296

Excluded:
Participants with no observed

outcomes
n = 2,972

Participants with at least
one observed outcome at

any timepoint
n = 10,324

Conflicting mode of delivery



4 |   MARTIN et al.

but selectively missed the sex- related questions (thus po-
tentially Missing Not At Random [MNAR]), we repeated 
analyses under a ‘worst- case scenario’, in which they were 
assigned the lowest level of enjoyment/frequency (for sex-
ual enjoyment n = 274, n = 385, n = 443 and n = 292, and 
for sexual frequency n = 173, n = 295, n = 314 and n = 218 
recoded at 33 months, 5, 12 and 18 years, respectively). 
Similarly for sex- related pain, those who may be MNAR 
(returned the questionnaire but missed the sex- related 
pain questions) were recoded as the highest category for 
each question (for pain in the vagina n  =  410 and pain 
elsewhere n = 426).

The participants who responded ‘no sex at the moment’ 
or ‘don’t have sex’ (who were recoded to missing and im-
puted for the primary analysis) were set to ‘no, not at all’ (for 
sexual enjoyment) and ‘yes, a lot’ (for pain elsewhere after 
sex), the most extreme values for each variable, in the ‘worst- 
case scenario’ sensitivity analysis.

We repeated our MI analysis having recoded MNAR 
and ‘no sex at the moment’ participants to ‘worst- case 
scenario’ categories, to understand how robust the re-
sults of the primary analysis were to the decision of im-
puting these participants in the primary analysis. We 
also repeated our MI analysis with the additional ad-
justment of self- reported general health in order further 
to account for differential comorbidity between expo-
sure groups.

We also performed a complete case analysis (CCA) for 
caesarean section compared with vaginal delivery, and ad-
ditionally performed this analysis in nulliparous women, in 
an attempt to mitigate confounding by previous births not 
recorded in ALSPAC. All analyses were completed in STATA 
(version 17.1) (StataCorp).

3 |  R E SU LTS

3.1 | Study sample

Participation rate across timepoints declined in ALSPAC. 
Of the total sample, sexual enjoyment responses de-
creased from 8673 (56%) at 33 months to 3275 (21%) at 
18 years postpartum. Sexual frequency responses de-
creased from 9439 (61%) at 33 months to 3945 (26%) at 
18 years postpartum.

Figure 1 shows the study flow and Table 1 reports the char-
acteristics of participants in the imputed sample (n = 10 324), 
by either vaginal delivery or caesarean section. Women who 
delivered via caesarean section (11% of the sample) tended to 
be older, have a higher mean body mass index (BMI; 24.2 in 
caesarean section versus 22.8 for vaginal delivery) and were 
more likely to be nulliparous at the time of pregnancy with 
their index child (54% for caesarean section versus 44% for 
vaginal delivery).

Distributions of sexual enjoyment and frequency are 
presented in Figure  2, and remained stable over time; for 

sex- related pain, the majority of respondents reported no 
pain, either in the vagina during sex and elsewhere after sex 
(stratified by mode of delivery Figures S1 and S2).

3.2 | Primary analysis

There was no association between mode of delivery and 
sexual enjoyment in the adjusted models at any timepoint 
(adjusted odds ratio [aOR] 1.11, 95% confidence interval [CI] 
0.97– 1.27 at 33 months and aOR 1.21, 95% CI 0.98– 1.48 at 
18 years postpartum) (Figure 3, Table S9).

Mode of delivery was not associated with sexual fre-
quency (aOR, 0.99; 95% CI 0.88– 1.12 at 33 months and aOR 
1.09; 95% CI 0.92– 1.30 at 18 years postpartum) (Figure 3, 
Table S9).

T A B L E  1  Characteristics of participants with complete exposure 
data (either caesarean section or vaginal delivery) and at least one 
observed outcome (n = 10 324)

Caesarean 
section, n (%)

Vaginal 
deliverya, n (%)

Number of observations 1094 (100) 9230 (100)

BMIb (pre- pregnancy)

Mean BMI, kg/m2 (SD) 24.2 (4.7) 22.8 (3.7)

Missing 123 (11.2) 969 (10.5)

Maternal age at delivery

Mean age, years (SD) 29.5 (4.8) 28.4 (4.7)

Missing 0 (0) 0 (0)

Diabetes during pregnancy

Prevalent or gestational 37 (3.4) 46 (0.5)

Missing 0 (0) 0 (0)

Anxiety (18 weeks’ gestation)

CCEIc Score ≥8 167 (17.2) 1266 (15.5)

Missing 124 (11.3) 1050 (11.4)

Depression (18 weeks’ gestation)

EPDSd Score ≥ 13 132 (13.5) 1023 (12.3)

Missing 118 (10.8) 918 (9.9)

Parity (18 weeks’ gestation)

Multiparous 489 (46.4) 4948 (55.7)

Missing 41 (3.8) 351 (3.8)

Maternal education (32 weeks’ gestation)

University degree 139 (13.4) 1246 (14.1)

Missing 55 (5.0) 364 (3.9)

Abbreviation: SD, Standard deviation.
aVaginal delivery: spontaneous vaginal delivery, breech deliveries, forceps delivery 
& vacuum delivery.
bBody mass index.
cCrown Crisp Experimental Index (CCEI) for anxiety: threshold (≥8 for probable 
anxiety) as determined by Glover et al.41

dEdinburgh Postnatal Depression Scale (EPDS) for depression: threshold (≥13 for 
probable depression of varying degrees of severity) as determined by Cox et al.42 of 
the 10- item EPDS.
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Sexual frequency at 5 years violated the proportional 
odds assumption (Table S16). We believe this is likely to be 
chance, as the finding is not consistent for other compari-
sons made by the model, e.g. about once a week compared 
with not at all, and should not be over- interpreted.

Women who delivered via caesarean section were more 
likely to report pain in the vagina during sex and pain else-
where after sex than were women who delivered vaginally 
(aOR 1.74, 95% CI 1.46– 2.08 and aOR 1.43, 95% CI 1.10– 1.86, 
respectively) (Figure 3, Table S9).

3.3 | Additional analyses

Associations between instrumental vaginal delivery (ver-
sus non- instrumental vaginal delivery) and sexual enjoy-
ment, sexual frequency and sex- related pain are presented 
in Table S10. There was no evidence of associations between 
type of vaginal delivery and outcomes in adjusted models. 
Where we compared emergency and elective caesarean sec-
tion with vaginal delivery separately, findings were consist-
ent with the primary analysis (Table S11), where both types 
of caesarean section were associated with increased sex- 
related pain.

3.4 | Sensitivity analyses

In the ‘worst- case scenario’ analysis, results were virtually 
unchanged for sexual enjoyment, sexual frequency and pain 
in the vagina during sex. For pain elsewhere after sex, the 
point estimate attenuated to the null compared with the main 
analysis, weakening the evidence for an association for this 
outcome (Table S12). After additionally adjusting for general 
health, to better account for morbidity associated with mode 
of delivery and subsequent sexual wellbeing, our conclusions 
did not change and pain in the vagina remained higher among 
those who delivered via caesarean section (Table S13).

The CCA sensitivity analysis showed very similar results to 
the primary imputed analysis (Table  S14). When comparing 
caesarean section and vaginal delivery in nulliparous women, 
the same results for all outcomes at all timepoints were ob-
served, except pain elsewhere after sex, which attenuated to-
wards the null compared with the primary analysis (Table S15). 
We did not perform this sensitivity analysis in the imputed 
dataset as we had imputed parity, and restricting to nulliparous 
prior to imputation led to perfect prediction in the imputation 
model. Given that the results from the CCA were comparable 
with the imputed primary analysis, we deemed it acceptable to 
run this sensitivity analysis in the complete case cohort.

F I G U R E  2  Proportion of participants who responded to each question, pertaining to each outcome of sexual enjoyment, sexual frequency and 
sex- related pain at each timepoint.
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4 |  DISCUSSION

4.1 | Main findings

We found no evidence of an association between mode of 
delivery and sexual enjoyment or frequency in the early or 
distal postpartum periods. However, we did observe an in-
crease in odds of pain in the vagina during sex at 11 years 
postpartum for women who delivered via caesarean section 
as compared with those who delivered vaginally. The find-
ings from the primary analysis for pain elsewhere after sex 
were not robust to sensitivity analyses, and we are therefore 
more cautious when interpreting this outcome.

4.2 | Strengths and limitations

The strengths of this study include long- term follow- up with 
linkage to clinical records and repeat measures of sexual en-
joyment and frequency. To our knowledge there are no stud-
ies that present sexual enjoyment and frequency outcomes 
alongside sex- related pain, comparing modes of delivery at 

multiple timepoints postpartum. Stratification of caesarean 
section is one of the main strengths of this study, which is 
lacking in the current literature.

The absence of longitudinal data on dyspareunia that 
predates pregnancy in this study is a limitation, meaning 
we could not assess confounding by indication (sex- related 
pain potentially predicting mode of delivery). Secondly, we 
did not have women’s complete obstetric history, only data 
on the mode of delivery of the index pregnancy in ALSPAC; 
this a major issue that needs future studies including every 
delivery for each participant. However, when the complete 
case analysis was performed among those who were nul-
liparous comparing caesarean section and vaginal deliv-
ery, we found the same increased risk of sex- related pain 
among women who delivered their first child via caesar-
ean section. The questions regarding sexual wellbeing were 
not validated, such as the Female Sexual Function Index 
(FSFI) (measuring six dimensions of sexual function in-
cluding arousal, satisfaction and pain).29 Additionally, the 
inability to ascertain where participants were experiencing 
pain when reporting ‘pain elsewhere after sex’ limits our 
ability to draw conclusions about this particular outcome. 

F I G U R E  3  Adjusted odds ratio of being at a higher level of the ranked outcome, comparing caesarean section with vaginal delivery for each 
outcome: sexual enjoyment, sexual frequency and sex- related pain at each timepoint (n = 10 324). Models adjusted for: maternal age at delivery, maternal 
BMI (12 weeks' gestation), maternal diabetes (12 weeks' gestation), maternal anxiety (18 weeks' gestation), maternal depression (18 weeks' gestation), 
parity (18 weeks' gestation) and maternal educational attainment (32 weeks' gestation).
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Finally, the inability further to investigate the role of epi-
siotomy and perineal tear in each delivery group for each 
sexual outcome was a limitation, as both have been iden-
tified in the literature to be associated with postpartum 
dyspareunia.30,31

4.3 | Interpretation

To our knowledge, no studies have investigated the associa-
tions between mode of delivery and sexual enjoyment be-
yond the early postpartum period. However, our findings 
for sexual enjoyment are consistent with studies that car-
ried out analyses investigating similar outcomes in the first 
2 years following childbirth. One Iranian study that followed 
up participants at 3– 6 months postpartum found that FSFI 
scores did not differ by mode of delivery.8 Another Iranian 
study found no difference in FSFI scores between women 
who gave birth vaginally and women who gave birth via an 
elective caesarean section 24 months postpartum.32

Similarly, this is the first study investigating the associa-
tion of mode of delivery with sexual frequency. Although it 
may be less important for wellbeing than sexual enjoyment 
or sex- related pain, it is an important measure to observe 
alongside other sexual outcomes.

Dyspareunia is more frequently explored when compar-
ing mode of delivery groups. An Australian study concluded 
that women who gave birth via emergency caesarean section 
were more likely to experience dyspareunia by 18 months 
postpartum than were women who gave birth via sponta-
neous vaginal delivery (aOR 2.41, 95% CI 1.40– 4.00); how-
ever, large standard errors reduced the strength of evidence 
from that study.33 A large Danish cohort study found that 
women who gave birth exclusively via caesarean section were 
more likely to experience sexual problems, including both 
deep (aOR 1.25, 95% CI 1.08– 1.45) and entry dyspareunia 
(aOR 2.76, 95% CI 2.36– 3.24) up to 16 years postpartum,12 
compared with those who delivered exclusively via SVD. In 
contrast to our findings, a randomised controlled trial found 
no difference in sex- related pain between planned caesar-
ean section and planned vaginal delivery groups in breech 
pregnancies; however, this outcome was not adequately an-
alysed.11 Our study was performed in a different population 
to the Term Breech Trial, potentially reducing comparabil-
ity between the two. Also, the intention- to- treat effect may 
have attenuated to the null, as only 55% of the women with 
planned vaginal birth went on to deliver vaginally. In spite 
of these explanations, it is plausible that our study suffered 
from residual confounding, circumvented by the Term 
Breech Trial by randomisation.

If our finding is causal, a potential explanation for ab-
dominal pain associated with sex could be related to the 
caesarean scar or uterine scarring (also known as a niche).34 
A systematic review suggested the prevalence of niches was 
56– 84% in women who had undergone a caesarean section,35 
and a recent focus group identified sexual activity as a key 
issue for women with niches, including reduced frequency 

of sexual intercourse and dyspareunia.36 Alternatively, it is 
also possible that dyspareunia could be a predictor for hav-
ing difficulty giving birth vaginally, potentially leading to 
caesarean section, implying that confounding by indication 
may be contributing to this finding. The association between 
dyspareunia and subsequent caesarean section as used to de-
termine whether our analysis is confounded by indication, 
is an important question yet to be answered; however, one 
study found that vaginismus and localised provoked ves-
tibulodynia, two of the most common causes of dyspareu-
nia,37,38 are associated with caesarean section,39 supporting 
our suggestion of confounding by indication.

Dyspareunia is a complex phenotype with many sug-
gested etiologies that differ between women who experience 
painful sex.40 It is plausible that a traumatic birth resulting 
in an emergency caesarean section, along with the psycho-
social pressures of giving birth ‘naturally’ as opposed to op-
eratively, could play a role in sexual outcomes postpartum 
in some cases.

Although these findings will not affect obstetric decision- 
making during labour, they may aid in destigmatizing sex- 
related pain experienced by women having delivered via 
caesarean section and open the dialogue with their clinician 
regarding dyspareunia after delivery. For women consider-
ing a planned caesarean section in an uncomplicated preg-
nancy, evidence suggesting that caesarean section may not 
protect against sexual dysfunction may help inform their 
decision- making in the antenatal period.

Overall, these findings will inform the debate surround-
ing the effect of caesarean section on maternal sexual well-
being postpartum, which is particularly relevant in the 
context of rising rates of both emergency and planned cae-
sarean sections.

Sex- related pain must be considered across the life course 
in future studies. To tease apart the potential confounding 
by indication, where dyspareunia may be a predictor of cae-
sarean section, longitudinal data on sex- related pain need 
to be collected both before and after parturition. Taking 
a life- course approach to investigating the association be-
tween mode of delivery and sex- related pain in the future 
will elucidate whether caesarean section could be causing 
sex- related pain or whether sexual dysfunction, resulting in 
pain, is influencing mode of delivery.

5 |  CONCLUSION

This study suggests that mode of delivery is not associated 
with sexual enjoyment or frequency postpartum. Contrary 
to current qualitative perceptions, our data suggest that 
caesarean section was associated with increased odds of 
experiencing pain in the vagina during sex compared with 
vaginal delivery, consistent with other quantitative studies. 
It has highlighted the need for more research into caesarean 
section and its long- term maternal wellbeing outcomes, in-
cluding clarifying the direction of a possible effect between 
caesarean section and dyspareunia.
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