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ABSTRACT

Introduction: Sexual problems are common during pregnancy, but the proportion of pregnant women who
experience sexual distress is unknown. In non-pregnant samples, sexual distress is associated with lower sexual
and relationship satisfaction.
Aim: To identify the proportion of women experiencing sexual distress during pregnancy and to compare the
sexual and relationship satisfaction of women who report sexual distress during pregnancy with that of women
without distress.
Methods: Two-hundred sixty-one pregnant women completed a cross-sectional online survey.
Main Outcome Measures: Women completed validated measurements of sexual functioning (Female
Sexual Function Index; score < 26.55 indicates a sexual problem), sexual distress (Female Sexual Distress Scale;
score  15 indicates clinically signiﬁcant distress), sexual satisfaction (Global Measure of Sexual Satisfaction), and
relationship satisfaction (Couples Satisfaction Index).
Results: Overall, 42% of women met the clinical cutoff for sexual distress. Of sexually active women (n ¼ 230),
26% reported concurrent sexual problems and distress and 14% reported sexual distress in the absence of sexual
problems. Sexual distress and/or problems in sexual functioning were linked to lower sexual and relationship
satisfaction compared with pregnant women with lower sexual distress and fewer sexual problems.
Conclusion: Sexual distress is common during pregnancy and associated with lower sexual and relationship
satisfaction. Health care providers should ask pregnant women about feelings of sexual distress. Identifying
pregnant women who experience sexual distress and referring them to appropriate resources could help minimize
sexual and relationship problems during pregnancy. Vannier SA, Rosen NO. Sexual Distress and Sexual
Problems During Pregnancy: Associations With Sexual and Relationship Satisfaction. J Sex Med
2017;14:387e395.
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INTRODUCTION
Although 10% to 22% of pregnant women report increased
sexual frequency, satisfaction, and desire during this time
(compared with before pregnancy),1 problems with sexual functioning are far more common. In cross-sectional research, 31% to
58% of pregnant women report sexual problems, including
decreases in sexual desire, arousal, lubrication, and orgasm and
increases in genito-pelvic pain.1e4 During the third trimester, as
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many as 52% to 73% of women meet clinical cutoffs on standardized measurements for sexual problems.5,6 Pregnancy also is
linked with lower sexual satisfaction: one cross-sectional study of
589 pregnant women found that 63% were dissatisﬁed with their
sex life.7 Because sexual and relationship satisfaction are closely
related in non-pregnant samples,8e10 sexual problems during
pregnancy can be associated with lower relationship satisfaction.
In turn, sexual and relationship difﬁculties in pregnancy can set
the stage for postpartum sexual and relationship problems, which
are common,11e14 and ongoing relationship problems can have
critical consequences for the parent-child relationship and later
child development.15e17 The aim of the present study was to
examine the prevalence of a potentially key aspect of pregnant
women’s sexual functioning and sexual and relationship
satisfaction, namely sexual distress.
In the past two decades clinicians and researchers have highlighted the importance of including measurements of sexual
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distress when assessing the prevalence of female sexual problems.18,19 Sexual distress is deﬁned as negative emotions about
one’s own sex life, including guilt, frustration, stress, worry,
anger, and embarrassment.20 Sexual distress is an independent
construct from sexual satisfaction (eg, distress is more closely
related to sexual functioning and more sensitive to treatment)21
and is required for a clinical diagnosis of sexual dysfunction.22,23
There are several characteristics of sexuality during pregnancy
that can foster feelings of sexual distress. First, changes in sexual
functioning, such as a decrease in sexual desire or onset of pain
during intercourse, can be sudden and unexpected, especially if
women have not discussed these changes with a health care
provider.1 Second, many pregnant women worry that sexual
activity could harm their pregnancy, and these worries can lead
to increased distress.24 Third, sexual distress tends to increase
when women believe that their sexual problems have led to lower
sexual frequency or lower sexual pleasure for themselves or their
partner,25 which are outcomes that are common during pregnancy.1 Nevertheless, researchers have neglected to examine
sexual distress in pregnancy.
Although sexual changes and problems are common during
pregnancy, one cannot infer the presence of sexual distress from
the presence of a sexual problem. In research with non-pregnant
samples, most women with sexual problems did not report sexual
distress.19,26 In population-based samples of Finnish and
American women, 34% to 43% met the clinical cutoff for sexual
problems, 12% to 20% reported concurrent sexual problems and
distress, and 15% of the Finnish sample reported sexual distress
in the absence of a sexual problem.27,28 A British population
study found even lower rates: although 51% of the sample
reported sexual problems, only 11% reported sexual distress.29
Thus, although many women experience sexual problems during pregnancy,5,6 it is likely that a smaller proportion is actually
distressed by these problems and might require intervention. In
addition, there could be a subset of pregnant women who
experience sexual distress in the absence of a sexual problem.
Moreover, sexual distress might be more likely to co-occur with
speciﬁc sexual problems. For example, Witting et al27 found that
non-pregnant women experiencing problems with arousal,
lubrication, and satisfaction were more likely to be distressed
compared with women who reported problems with desire.
Although there are other identiﬁed factors that might play a
role in women’s sexual and relationship satisfaction during
pregnancy (eg, body image, sexual self-esteem, impending role
changes, and physiologic changes24,30), women’s sexual distress
could be a key source of variability. In clinical and community
samples, women who reported more sexual distress also reported
lower sexual satisfaction.31,32 Similarly, in a cross-sectional,
nationally representative survey, women with concurrent low
desire and sexual distress were more likely to describe themselves
as unhappy with their relationship compared with women
without sexual distress.32 Thus, pregnant women who report
sexual distress could be at an increased risk for sexual and
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relationship dissatisfaction, and this might be particularly true for
women who report concurrent sexual problems.

AIMS
Our ﬁrst aim was to describe the proportion of women
experiencing sexual distress during pregnancy alone and
concurrently with global and speciﬁc sexual problems. Our
second aim was to compare the sexual and relationship satisfaction of women who report sexual distress during pregnancy alone
and concurrently with sexual problems with the sexual and
relationship satisfaction of women without distress. Based on the
literature reviewed, we hypothesized that (i) women with
concurrent sexual distress and problems would report lower
sexual and relationship satisfaction compared with women with
no problems or distress and women with problems only and (ii)
women with sexual distress would report only lower sexual and
relationship satisfaction compared with women with no problems or distress. Given the limited research assessing sexual
problems and sexual distress, all other comparisons were made on
an exploratory basis.

METHODS
Participants and Procedure
Participants were recruited online from August 2015 to March
2016 through Facebook (62.5%), classiﬁed ads (6.9%), word of
mouth (5.8%), Reddit (5.4%), and unspeciﬁed sources (19.5%)
as part of a larger study on sexuality during pregnancy. Eligible
participants were pregnant (no minimum pregnancy length),
older than 18 years, in a romantic relationship, residing in the
United States or Canada, and ﬂuent in English. Eligible participants who provided consent completed a single online survey
(mean completion time ¼ 35.74 minutes, SD ¼ 18.82). Upon
completion, participants were entered into a prize draw for a $25
gift card and received a list of online resources related to sexuality
and relationships in pregnancy. This study received approval
from our institution’s ethical review board.
The ﬁnal sample included 261 women. In total, 411 women
provided consent, but 111 withdrew before completing the
survey. Data from 39 participants who completed the survey
were removed from analyses for answering an “attention check”
question incorrectly (n ¼ 35), skipping more than 20% of a
measurement (n ¼ 2), or duplicate IP address (n ¼ 2). Excluded
participants did not differ from the ﬁnal sample on any
demographic variables. There were fewer than 1% missing data
and mean substitution was used to replace missing values.33

Main Outcome Measures
Sample Characteristics
Participants responded to questions assessing age, sex, sexual
orientation, race and ethnicity, education, income, relationship
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status, relationship length, partner’s sex, number of past births,
length of current pregnancy, and frequency of sexual activity
(manual genital stimulation, cunnilingus, fellatio, vaginal intercourse, anal intercourse) in the past 4 weeks.
Sexual Functioning
Sexual functioning was assessed using the Female Sexual
Functioning Index (FSFI).34 The FSFI is a well-validated and
reliable 19-item measurement that assesses six domains of sexual
functioning (ie, desire, arousal, lubrication, orgasm, satisfaction,
and pain). Participants respond to each item on a ﬁve- or
six-point Likert scale. Total scores range from 2 to 36, with
higher scores indicating higher sexual functioning. Sexually active
women with sexual problems were identiﬁed using the established clinical cutoff score lower than 26.55 on the overall scale35
and the domain subscale cutoff scores created by Witting et al27
(ie, one SD lower than the scale-speciﬁc means for women
without sexual dysfunctions as reported by Wiegel et al35). The
domain subscale cutoff scores were 3.16 for desire, 3.97 for
arousal, 4.31 for lubrication, 3.75 for orgasm, 3.85 for sexual
satisfaction, and 4.22 for pain. Reliability was good for the
overall scale (a ¼ 0.94).
Sexual Distress
Sexual distress was assessed using the validated and reliable
Female Sexual Distress Scale (FSDS).36 The FSDS was selected
to allow the comparison of the proportion of women reporting
sexual distress with the prevalence rates found in population
studies.28,37 The FSDS includes 12 items. Participants rate how
often they had bothersome or distressing sexual feelings in the
past 30 days on a ﬁve-point Likert scale. Scores are summed and
can range from 0 to 48, with higher scores indicating greater
distress. Women with sexual distress were identiﬁed using the
established cutoff score of at least 15.36 The FSDS demonstrated
excellent reliability (a ¼ 0.94).
Sexual Satisfaction
Sexual satisfaction was assessed using the well-validated and
reliable Global Measure of Sexual Satisfaction.38 Participants
rate their sexual relationship on ﬁve seven-point bipolar scales
(e.g, good vs bad and pleasant vs unpleasant). Scores are summed
and range from 5 to 35, with higher scores indicating greater
sexual satisfaction. Internal consistency in the present sample was
high (a ¼ 0.94).
Relationship Satisfaction
Relationship satisfaction was assessed using the 32-item
Couples Satisfaction Index (CSI-32), which has been found to be
valid and reliable in previous research.39 Participants rate various
facets of their relationship satisfaction in the past 4 weeks
(eg, happiness and disagreements) on six- or seven-point Likert
scales. Scores are summed and range from 0 to 161, with higher
scores indicating higher relationship satisfaction. The CSI-32
demonstrated strong reliability (a ¼ 0.97).
J Sex Med 2017;14:387e395

Table 1. Descriptive statistics for all participant characteristics
(N ¼ 261)
Participant characteristics
Age (y)
Education level (y)
Household annual income
$0e$39,000
$40,000e$79,000
$80,000
Sexual orientation
Asexual
Bisexual
Lesbian
Heterosexual
Pansexual or queer
Country
United States
Canada
Race/ethnicity
American Indian/First
Nations
African American/Black
Asian
Caucasian/White
Hispanic/Latino
Native Hawaiian/Paciﬁc
Islander
Multiracial
Pregnancy length (wk)
Previous births (n)
Trimester
First
Second
Third
Relationship length (y)
Relationship status
Married
Engaged
Cohabiting or common
law
Dating
Partner’s sex*
Male
Female

Mean (range)
or n

SD

%

28.64 (19e41)
16.00 (10e28)

4.47
3.16

—
—

54
97
109

—
—
—

20.6
37.2
41.7

7
21
4
219
10

—
—
—
—
—

2.7
8.0
1.5
83.9
3.8

169
92

—
—

64.8
35.2

5

—

1.9

4
10
219
8
1

—
—
—
—
—

1.5
3.8
83.9
3.1
0.4

14
23.35 (4e40)
0.76 (0e6)

—
9.09
0.98

5.4
—
—

43
123
95
6.78 (0.25e21.5)

—
—
—
3.80

16.5
47.1
36.4
—

206
14
37

—
—
—

78.9
5.4
14.1

4

—

1.5

250
20

—
—

92.3
7.3

*One participant identiﬁed the partner’s sex as non-binary.

RESULTS
Sexual Problems and Sexual Distress
Descriptive statistics are presented in Table 1 and bivariate
correlations are presented in Table 2. Women reported engaging
in manual genital stimulation (82.8%), fellatio (67.4%),
cunnilingus (55.8%), vaginal intercourse (88.5%), and anal
intercourse (21.1%) at least once in the past month. A total

390

Vannier and Rosen

Table 2. Descriptive statistics and bivariate correlations for all study variables
Descriptive statistics

Bivariate correlations

Mean (range)

2

SD

1. Sexual distress
15.20 (0e46)
12.63 0.60
2. Overall sexual
27.23 (8.3e36) 5.94
—
functioning*
3. Desire
3.56 (1.2e6)
1.48
4. Arousal
4.58 (1.2e6)
1.31
5. Lubrication
5.07 (1.2e6)
1.21
6. Orgasm
4.52 (1.2e6)
1.56
7. Satisfaction
4.60 (1.2e6)
1.30
8. Pain
4.71 (1.2e6)
1.29
9. Sexual satisfaction 25.04 (5e35)
8.18
10. Relationship
133.31 (17e161) 24.64
satisfaction

3
§

4

5

6

7

8

9

10

0.28 0.47 0.40 0.38 0.71
0.36 0.55
0.67§
0.90§
0.76§
0.78§
0.72§
0.62§
0.61§
§

—

§

§

§

0.61§
—

0.39§
0.65§
—

0.36§
0.69§
0.48§
—

§

0.34§
0.58§
0.46§
0.50§
—

§

§

0.31§
0.26§

0.25§
0.45§
0.51§
0.33§
0.30§
—

0.41§
0.56§
0.35§
0.41§
0.69§
0.30§
—

0.04
0.20‡
0.09
0.21‡
0.37§
0.14†
0.48§
—

*Only those participants who engaged in vaginal penetration in the past 4 weeks could complete all six subscales of the Female Sexual Function Index: overall
(n ¼ 230), desire (n ¼ 261), arousal (n ¼ 232), lubrication (n ¼ 232), orgasm (n ¼ 230), satisfaction (n ¼ 230), and pain (n ¼ 231).
†
P < .05; ‡P < .01; §P < .001.

sexual functioning score could be calculated only for women who
engaged in sexual activity in the past 4 weeks (n ¼ 230).34 As
such, unless otherwise indicated, analyses were conducted on this
subsample of 230 women. Of the 31 women (12% of sample)
who did not engage in sexual activity in the 4 weeks before the
study, 55% (n ¼ 17) met the cutoff score for sexual distress.
Of the 230 women who had engaged in sexual activity in the
prior 4 weeks, 40% (n ¼ 92) met the clinical cutoff for sexual
distress and 36% (n ¼ 83) met the cutoff for signiﬁcant sexual
problems (Table 3). Twenty-six percent (n ¼ 60) reported
concurrent sexual problems and sexual distress, 14% (n ¼ 32)
reported sexual distress in the absence of sexual problems, and
10% (n ¼ 23) reported sexual problems in the absence of
distress. The remaining 50% (n ¼ 115) did not meet clinical
cutoffs for sexual problems or sexual distress.

Next, we examined the proportions of women who reported
a speciﬁc sexual problem and concurrent sexual distress
(Table 3). The proportions of women who reported each
sexual problem ranged from 21% (lubrication) to 37% (desire)
and on average women reported 1.70 sexual problems
(range ¼ 1e6, SD ¼ 1.86). To account for the different base
rates for each problem, we applied a formula developed by
Witting et al27: (number of women who reported a sexual
problem and concurrent distress)/(number of women who
reported that sexual problem)  100. The percentages of
women who reported concurrent distress for each sexual
problem were 65% (55 of 85) for desire, 75% (49 of 65) for
arousal, 73% (36 of 49) for lubrication, 67% (44 of 66) for
orgasm, 84% (49 of 58) for sexual satisfaction, and 57% (38 of
67) for pain.

Table 3. Prevalence of sexual problems and sexual distress
Sexual distress, n (%)
Sexual functioning domain

Sexual problem, n (%)

Overall

83 (36.1)

Desire

85 (37.0)

Arousal

65 (28.3)

Lubrication

49 (21.3)

Orgasm

66 (28.7)

Satisfaction

58 (25.2)

Pain

67 (29.1)

Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No

Yes (n ¼ 92, 40%)

No (n ¼ 138, 60%)

59
33
55
37
49
43
36
56
44
48
49
43
38
54

24
114
30
108
16
122
13
125
22
116
9
129
29
109

(25.7)
(14.3)
(23.9)
(16.1)
(21.3)
(18.7)
(15.7)
(24.3)
(19.1)
(20.9)
(21.3)
(18.7)
(16.5)
(23.5)

(10.4)
(49.6)
(13.0)
(47.0)
(7.0)
(53.0)
(5.7)
(54.3)
(9.6)
(50.4)
(3.9)
(56.1)
(12.6)
(47.4)
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Table 4. Group differences in sexual and relationship satisfaction*
Group

n

Sexual satisfaction, mean (SD)

1. No problems or distress
2. Concurrent problems and distress
3. Distress only
4. Problems only

114
59
33
24

30.71
20.41
23.33
22.42

(4.99)a
(6.02)b
(6.85)b
(7.34)b

Relationship satisfaction, mean (SD)
141.93
127.04
126.48
128.79

(17.19)a
(23.79)b
(26.01)b
(24.41)b

*Same superscript letters in the same column indicate that groups do not differ (P < .01).

Sexual and Relationship Satisfaction
Four groups were created based on clinical cutoff scores for
overall sexual functioning and sexual distress20,27: (i) concurrent
sexual problems and sexual distress (n ¼ 60), (ii) no sexual
problems and no sexual distress (n ¼ 115), (iii) sexual distress
only (n ¼ 32), and (iv) sexual problems only (n ¼ 23). There
were no differences among groups for age (F3,226 ¼ 2.28;
P ¼ .08), years of schooling (F3,226 ¼ 2.08; P ¼ .10), income
(F3,225 ¼ 1.29; P ¼ .28), pregnancy length (F3,226 ¼ 1.04;
P ¼ .38), trimester (c26 ¼ 7.07; P ¼ .31), number of
previous births (F3,226 ¼ 0.58; P ¼ .63), or relationship length
(F3,226 ¼ 2.08; P ¼ .10). A one-way between-groups multivariate analysis of variance was conducted to examine differences
among groups on the dependent variables of sexual satisfaction
and relationship satisfaction, which are known to be
correlated.8e10 Means and SDs are presented in Table 4.
There was an overall signiﬁcant difference among groups
(F6,448 ¼ 20.97; P < .001; Wilk l ¼ 0.61), and group membership accounted for 22% of the variance in sexual and relationship satisfaction. To follow-up on this signiﬁcant effect, we
conducted two one-way between-groups univariate analyses of
variance. There was a signiﬁcant difference among groups for
sexual satisfaction (F3,226 ¼ 48.30; P < .001; h2p ¼ 0.39).
Pairwise comparisons indicated partial support for our ﬁrst
hypothesis: women with concurrent distress and problems
reported lower sexual satisfaction compared with women with no
problems or distress but did not differ from women with sexual
problems only or women with distress only. Consistent with our
second hypothesis, women with distress reported only lower
sexual satisfaction compared with women with no problems or
distress. There was no difference between women with distress
only and women with sexual problems only.
There also was a signiﬁcant difference among groups in
relationship satisfaction (F3,226 ¼ 9.26; P < 0.001; h2p ¼ 0.11).
Pairwise comparisons showed partial support for our ﬁrst
hypothesis: women with concurrent distress and problems
reported lower relationship satisfaction compared with women
with no problems or distress but did not differ from women with
sexual problems only or women with distress only. Consistent
with our second hypothesis, women with distress reported only
lower relationship satisfaction compared with women with no
problems or distress. There was no difference between women
with distress only and women with sexual problems only. In
summary, women with concurrent sexual distress and sexual
J Sex Med 2017;14:387e395

problems reported lower sexual and relationship satisfaction
compared with women with no problems or distress. However,
there were no differences in sexual and relationship satisfaction
between women with concurrent problems and women with
sexual problems only or sexual distress only.

DISCUSSION
Our ﬁrst aim was to identify the proportion of women
experiencing sexual distress during pregnancy alone and
concurrently with sexual problems. Sexual distress was common:
overall, 42% of pregnant women in our sample met the cutoff
score for sexual distress. Of women who were sexually active in
the preceding 4 weeks, approximately one fourth experienced
distress concurrently with sexual problems, and an additional
14% of women reported distress in the absence of sexual problems. These rates of distress appear to be slightly higher than
those found in Finnish and US population-based studies of
women who were not pregnant.27,28 In addition, the rates of
speciﬁc types of distressing sexual problems (eg, desire, arousal,
and lubrication) appear to be higher than in non-pregnant
women, with the exception of pain.27 Sexual distress might be
more common during pregnancy compared with other stages of
life because of the unique characteristics of this period. For
example, in addition to decreases in sexual functioning and
frequency,1e4 many pregnant women report changes in body
shape and image,40,41 which have been linked with increased
sexual distress in non-pregnant women.41,42 Pregnant women
also report difﬁculty reconciling the changing sexual and
maternal aspects of their self-identity.43 Such changes can
translate into feelings of guilt, frustration, worry, and embarrassment in regard to their sexuality and be linked to decreased
sexual and relationship satisfaction, even in the absence of
problems with sexual functioning. Further, women who are
unprepared to experience these changes could be at greater risk
for distress. Future research should assess expectations for postpartum changes to one’s sexuality and in conjunction with sexual
and relationship satisfaction.
Prior studies have largely ignored the level of sexual distress
during pregnancy, which can translate into a lack of awareness by
health care providers that a substantial subset of pregnant
women experience sexual distress (sometimes in the absence of a
sexual problem) and that not all pregnant women with a sexual
problem are distressed by that problem. Given that health care
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provider-patient discussions about sexuality during pregnancy are
frequently restricted to whether or not intercourse is safe,1
women might have an inadequate opportunity to discuss feelings of distress, guilt, or anxiety regarding their sexuality during
this period. The limited discourse about sexuality during pregnancy can create a gap in care in which women with distress are
not identiﬁed and as such cannot be directed to appropriate
resources.
Our second aim was to compare the sexual and relationship
satisfaction of pregnant women with sexual distress with those
without distress. The experience of more sexual distress and/or
problems in sexual functioning was linked to lower sexual and
relationship satisfaction compared with pregnant women who
endorsed lower sexual distress and better sexual functioning. This
result contrasts data from a nationally representative survey of
women with low sexual desire, in which sexual dissatisfaction was
three times as common in women with concurrent distress
compared with women with a sexual problem but no distress.32
In pregnant women, sexual problems or distress alone can be
sufﬁcient to negatively affect women’s broader sexual and relationship well-being. Greater sexual distress and/or sexual problems could be associated with greater avoidance of sexual activity,
which has been linked with poorer sexual and relationship
satisfaction in community and clinical samples.44,45 Indeed, prior
studies have suggested that some women avoid sexual activity
because of fears of harming their pregnancy,24 which could
further exacerbate sexual distress and interfere with sexual
functioning. Being more concerned about sex and/or experiencing sexual problems also might be associated with lower
couple intimacy, which has been linked to lower sexual and
relationship satisfaction in community couples.46 Of course, the
data were cross-sectional and as such do not allow us to draw
conclusions about the directionality of associations between
variables. Longitudinal research is needed to explore the temporal
associations between distress and sexual and relationship satisfaction and to examine the links among sexual distress, sexual
problems, and sexual and relationship satisfaction from before to
after pregnancy.
Overall, ﬁndings suggest a need for education and
interventions aimed at minimizing sexual distress alone or
concurrent with sexual problems in pregnant women. Providers
should take steps to identify women who are experiencing sexual
distress regardless of their level of sexual functioning. The Female
Sexual Distress ScaleeRevised20 could be administered to provide a standardized measurement of sexual distress during pregnancy. A recent study suggested that a single item (ie, “In the
past 30 days, how often did you feel distressed about your sex
life?”) might be sufﬁcient to identify distressed women,47
although it has not been validated in younger or pregnant
populations. Because distress encompasses a range of complex
emotions, health care providers should follow up this single
item with questions about guilt, worry, and frustration to better
understand the driving force behind the distress and to tailor
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interventions accordingly. Sex therapy that incorporates
cognitive-behavioral techniques can lessen sexual distress in
women with sexual dysfunction21 and might be valuable for
women experiencing sexual distress or problems during pregnancy. At a minimum, health care providers can initiate
discussions about possible sexual concerns in pregnancy and
within the greater context of women’s overall relationships. A
Canadian study found that only 31% of women attending prenatal clinics reported discussing sexual activity during pregnancy
with a health care provider,1 and physician-patient discussions
about sexuality during pregnancy are often limited to whether or
not intercourse is safe.48,49 Women might beneﬁt from conversations in which their health care providers normalize the discussion of sexuality in the context of their broader well-being.
Further, because we found no association between pregnancy
length and the presence of sexual distress or sexual problems,
women might beneﬁt from these conversations at all stages of
pregnancy. The present ﬁndings suggest that interventions aimed
at alleviating sexual distress and problems in pregnancy can have
an additional positive impact on women’s overall subjective
evaluation of their sexual and romantic relationship.

Limitations and Future Directions
Some limitations of the ﬁndings are important to consider.
Sexual functioning was assessed using the FSFI because it offers a
validated clinical cutoff score for identifying women with sexual
problems.35 As such, only women who had engaged in sexual
activity in the past 4 weeks received a sexual functioning score
and were included in most analyses. Future research would
beneﬁt from using measurements of sexual functioning that can
be administered to women who are not sexually active or whose
sexual repertoire does not include vaginal penetration. There was
a high rate of attrition after women consented to participate in
the present study. Possible reasons for attrition could be survey
length, the nature of compensation (prize draw), or the personal
nature of survey questions. Women who withdrew before
completing they survey might have differed in their sexual and
relationship satisfaction or other characteristics that were not
assessed. Despite this limitation, online surveys have been
identiﬁed as an effective method for collecting data on sensitive
topics such as sexuality50 and data from hard-to-reach
populations such as pregnant women.51 The methodology of
the present study was similar to that used in previous studies of
sexual well-being during and after pregnancy and had a similar
attrition rate as these prior studies.51e54 Our sample was predominantly heterosexual, married, and in mixed-sex relationships, which limits generalizability. We did not ask participants
whether their pregnancy was planned or wanted, which could
have implications for their sexual and relationship satisfaction.55
We surveyed only pregnant women, but sexual and romantic
relationships are inherently interpersonal such that each partner
affects the other person’s experience.56 As such, a partner’s
response to sexual changes and distress during pregnancy could
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contribute to women’s outcomes, and vice versa. Studies using a
dyadic design are needed to assess these complex associations.

CONCLUSIONS
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