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subscale of the STALI. This version of the final model was a worse fit to the data (y? [209, 49]
=80.06, p =.003, RMSEA = .05 [95% CI’s: .03, .08], SRMR = .09); further, anxiety
symptoms did not predict concurrent FSFI scores, including Wave 5 FSFI, which EPDS did
predict in the final model reported in Figure 2. With the STAI included, the pattern of effects
of support subscales on concurrent FSFI were unchanged
Discussion

This study reports on repeated measurement of both depression and sexual
functioning across pregnancy and the postpartum. A diagnosis of a depressive disorder
predicted lower female sexual functioning across the perinatal period with more women in
the range for sexual dysfunction than those without a depression diagnosis. Depressive
symptoms were also important, with higher than average depressive symptoms at 12 months
predicting lower sexual functioning. Against prediction, antidepressants were not associated
with an overall trend to lower sexual functioning across the perinatal period in this cohort.
Previous studies in adult women have shown an impact from both depression and
antidepressant use on domains of sexual functioning (Bakker et al., 2008, Cooper et al., 2007,
Jimenez-Solem et al., 2013). Our study builds on this with data to understand differences in
effect on sexual functioning specifically in the perinatal period and provides reassurance for
women who do require ongoing treatment for depression during the perinatal period (Bakker

et al., 2008, Cooper et al., 2007, Jimenez-Solem et al., 2013).

Within this study, we also attempted to account for key covariates relevant to
understanding sexual functioning across pregnancy and the postpartum in women with
depression. In addition to antidepressant use we also examined mode of delivery,
breastfeeding, childhood trauma and partner support as variables previously associated with a
a women’s sexual functioning but equally relevant to depression (Dias and Figueiredo, 2015,

Galbally et al., 2018, Heim et al., 2008, Saberi et al., 2017).
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For some women the choice of mode of delivery can be influenced by perceptions of
potential implications for their ongoing sexual functioning. Mode of delivery was not found
to be relevant and this included caesarean section. These findings help to clarify the
conflicting data on whether mode of delivery does impact on sexual functioning (Yeniel and
Petri, 2014). While previously, there have been both findings that caesarean section delivery
may be protective and a risk factor for poorer sexual functioning two recent studies have
shown no difference between delivery methods and sexual functioning by 6-12 months
postpartum (De Souza et al., 2015, Kahramanoglu et al., 2017, Yeniel and Petri, 2014). Our
data confirms these recent findings and can reassure women that delivery method is unlikely
to have a lasting impact on their sexual function.

While breastfeeding was shown to influence woman’s sexual functioning at 6 months
postpartum it was no longer relevant by 12 months postpartum. This was despite many of the
women within this cohort continuing to breastfeed (Galbally et al., 2018). Given the public
health significance of breastfeeding, this is also a reassuring finding.

Partner support was found to be an important factor in understanding sexual
functioning across the perinatal period. In particular, different types of partner support were
relevant to sexual functioning at different stages of the perinatal period. In late pregnancy,
partner support that took the form of assistance with tasks related most strongly to a woman’s
sexual functioning but by six months postpartum emotional support was the stronger
predictor of the woman’s sexual functioning. At 12 months postpartum, both task and
emotional support from the partner were important for female sexual functioning. Given the
significant emotional and lifestyle upheaval that a pregnancy and new baby bring to a couple,
it is not surprising that social support is an important aspect of a functioning and sexually

active relationship, including aspects of sexual behaviour and the enjoyment of sex. Clinical
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implications are that encouragement of effective social support from partners is likely to be
an important protective factor for women over the perinatal period.

One of our most interesting findings was in childhood trauma, including childhood
sexual abuse, which has previously been identified as a risk factor in for sexual dysfunction
(DiLillo, 2001). Previous studies have also found an increased likelihood of childhood trauma
in women with depression (Heim et al., 2008). However, the role of childhood trauma has not
previously been examined in the perinatal period in relation to depression and sexual
dysfunction. Of note we did find an association between childhood trauma and early
pregnancy sexual functioning but this was not sustained across the perinatal period. Future
research may clarify if this is relevant to the understanding of sexual functioning in the

perinatal period.

Limitations of this study include unavailability of data on perineal trauma. We also
did not collect any data from partners and given fathers/partners can develop depressive
symptoms in the postpartum period; this may be relevant to understanding a couple
functioning at this stage of life. A further limitation is the use of the FSFI while this is
regarded one of the most recommended measures for both its psychometrics and wide use;
there are only a limited number of studies in pregnancy. Furthermore, there have been
concerns about the statistical implications if women who report no sexual activity are
included in analysis. We have followed the recommendations in our final model but have also

reported on those excluded as a result (Meyer-Bahlburg and Dolezal, 2007).

Conclusion
Clinical care of women across pregnancy should always include a broad psychosocial
assessment and this cannot be simply the administration of a screening tool for depression
such as the EPDS. Instead, clinicians are encouraged to understand the range of

psychological and social factors associated with pregnancy and a new baby that may impact
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on a woman’s life. Included in this broad assessment is the quality of her close relationships
and psychosocial supports, which may also relate to her sexual functioning over the perinatal
period. This data can reassure women that if they do have either a vaginal birth or a caesarean
section it is unlikely to alter their sexual functioning and likewise that breastfeeding may only
impact their sexual life transiently. For woman who require treatment with antidepressants
this also does not appear from this data to further reduce sexual functioning beyond the
impact of pregnancy and the postpartum. This is reassuring for women and clinicians when
making the choice to commence or continue antidepressant treatment. However, depression
and ongoing symptoms of depression do reduce sexual functioning and increase the risk of
sexual dysfunction and this supports clinical recommendations across many countries that
highlight the importance of identification and management of perinatal depression (Howard

etal., 2014).
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Figure 1. Observed Female Sexual Functioning Index means and 95% confidence intervals of the mean (as error bars) during
the perinatal period for the No Depression and Depressed Groups.
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Figure 1. Final female sexual functioning conditional model with time-invariant and time-varying covariates during the perinatal period. Figure shows significant standardised (stdyx) regression paths
and unstandardised FSFI growth factor means and variance estimates. FSFI = Female Sexual Functioning Index, EPDS = Edinburgh Postnatal Depression Scale, SSET = Social Support Effectiveness
questionnaire — Task Support subscale, SSEE = Social Support Effectiveness questionnaire — Emotional Support subscale, 6m = Six months postpartum, 12m = 12 months postpartum, M = Mean,
Var = Variance.

*p <.05 **p < .01 ***p < .001.
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Table(s)

Table 1. Demographic Characteristics for Sample (N = 211)

n (%)
Depression Diagnosis at Recruitment 37 (17.5)
Antidepressant Use at Recruitment 32 (15.2)
Relationship status at Recruitment
Not currently in a relationship 5(2.4)
Married 141 (66.9)
De facto 55 (26.2)
In a stable relationship but not living together 7(3.3)
In a same sex partnership 1(1)
Separated 1(1)
Maternal Education
No further study since leaving school 13 (6.2)
Apprenticeship or traineeship 5(2.4)
Certificate or Diploma 47 (22.3)
Bachelor’s degree or higher 145 (68.7)
Cultural Group/Ethnicity
Oceania/European 190 (90)
Aboriginal/Torres Strait Islander 2(1)
Asian 14 (6.6)
Middle Eastern 5(2.4)
Nulliparous 200 (94.8)

Vaginal Delivery (including assisted)

142 (67.3)
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Table(s)

Table 3
Descriptive Statistics and Zero-order Bivariate Correlations Between all Variables in the Final Conditional Model (N = 211).
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
1. SCID-IV Depression? (W1) 1
2. Antidepressant Use? (W1) 465** 1
3. Childhood Trauma (log- 973 0083 1
transformed)
4. FSFI Score (W1) -.242%* -.196** -.158* 1
5. FSFI Score (W2) -.245%% -0.106 -0.069 610** 1
6. FSFI Score (W4) -.180* -0.039 -0.085 A36**  474%* 1
7. FSFI Score (W5) -0.038 -0.108 -0.075 400** . 301** 545** 1
8. EPDS Score (W2) .284** .203** .365** -.196**  -0.128 -0.111 -0.124 1
9. EPDS Score (W4) 187** .149* 219** -.206**  -0.147  -296**  -.289**  526** 1
10. EPDS Score (W5) .253** .184* .351** -0.109 -0.145 -174* -317**  576**  .640** 1
11. SSET Score (W2) -0.132 -0.06 -0.087 0.07 .180* .201** 0.127  -353** -211** -0.142 1
12. SSET Score (W4) -172* -0.126 -0.152 0.075 0.115 24T7** JA55* - 311**  -375** - 204**  5QQ** 1
13. SSET Score (W5) -.222%* -.144* -171* .158* 0.121 216** 275%* - 452*%* - 341** - 321**  495**  664** 1
14. SSEE Score (W2) -0.101 -0.054 -0.108 0.068  0.083 A174* 0.057  -395** -273** -190* .628** .457**  355** 1
15. SSEE Score (W4) -.142* -0.083 -0.142 .153* 0.095 .303** A78*  -272**  -393**  -286** .481** .667** .482** .610** 1
16. SSEE Score (W5) -.262** -.151* -.224** 0.128 0.075 0.142 257**  -3b4** - 337** -351** .333** 466** 547** 517** .683** 1
Mean .18 15 3.48 2135  20.62 18.92 20.96 6.19 5.58 6.32 1397 1244 1267 1508 1410 13.22
Standard Deviation .38 .36 .28 4.87 5.09 5.43 4.52 4.55 4.32 4.87 3.68 4.17 3.82 3.73 4.10 4.10
Range 0-1 0-1 322-433 6-30 6-30 6-30 6-30 0-25 0-24 0-25 1-20 2-20 3-20 3-20 1-20 0-20

Note. SCID-1V = Structured Clinical Interview for the DSM-1V; FSFI = Female Sexual Functioning Index; EPDS = Edinburgh Postnatal Depression Scale; SSET = Social Support Effectiveness scale, Task

Support subscale; SSEE = Social Support Effectiveness scale, Emotional Support subscale.
aCorrelations with SCID-IV Depression and Breastfeeding Cessation are point-biserial coefficients.
*p <.05**p<.01.
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Table(s)

Table 2. Descriptive Statistics and Zero-order Bivariate Correlations Between Female Sexual Functioning Index Scores and Covariates (N = 211).

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
1. SCID-1V
Depression? (W1) -
2. Antidepressant
Use? (W1) .47%** -
3. Maternal Age (wl) -13 .02 -
4. Parity? 00  .20%* 25*** .
5. Mode of
Deilvery? (wW3) .08 -.04 04 -12 -
6. Breastfeeding? (w4) -10 -214* .16* -10 -.03 -
7. Breastfeeding? (ws) -12  -10 13 06 -.07 .50*** -
8. Childhood
Trauma (log-
transformed) 27*** 08 -11  -11 07 -12 -09 -
9. STAI (W2) 27*** 20** -02 .12 -04 .02 -12 .37*** -
10. STAI (W4) .21** 14* .07 .08 .05 -01 -10 .26** 57*** -
11. STAI (W5) 37*%** 23** .03 .06 .01 -04 -16 .38*** 62*** (.61*** -
12. Female Sexual
Functioning Score  (W1) -.24** -20* .03 06 .03 -05 -08 -21** -21** -24** .17* -
13. Female Sexual
Functioning Score ~ (W2) -.25** -11 11 08 .02 -07 -03 -12 -22** -18* -21** Gl*** -
14. Female Sexual
Functioning Score  (W4) -18* -04 -05 .11 .01 -24** -12 -09  -18% -31*** .22%%  [A***k A7F** -
15. Female Sexual
Functioning Score  (W5) -04 -11  -00 -11 .03 04 -12  -08 -0.16* -33*** -24%* AQ*** | 30*** G5*** -
Mean 18 15 3101 005 033 073 034 34.02 3422 3134 3364 2135 20.62 1892 20.96
Standard Deviation .38 .36 450 022 047 044 047 1124 10.63 9.00 1041 484 5.09 543 452
19- 0- O- 0- 25- 20 - 20 - 8-
Range 0-1 0-1 48 1 1 0-1 1 76 73 20 - 57 65 6-30 6-30 6-29 30

FSFI, Female Sexual Functioning Index; STAI, State-Trait Anxiety Index.
Correlations with SCID-1V Depression, Parity, Mode of Delivery and Breastfeeding represent point-biserial coefficients.
*p <.05 **p < .01 ***p < .001.


http://www.editorialmanager.com/psm/download.aspx?id=142925&guid=a5dca2af-e8ac-4a2a-b9ab-89b095bae03d&scheme=1
http://www.editorialmanager.com/psm/download.aspx?id=142925&guid=a5dca2af-e8ac-4a2a-b9ab-89b095bae03d&scheme=1

Other Supplementary Material

Supplementary File

Excluded Participants

Of the 30 (12.2%) women who were excluded because they reported no sexual
activity at one or more waves, seven women (23.3%) reported no sexual activity at one wave,
12 (40.0%) women at two waves, 10 (33.3%) at three waves, and one (3.3%) women at all
four waves. Eleven women (37.9%) reported no attempt at sexual intercourse in early
pregnancy, 16 (53.3%) at third trimester, 26 (86.7%) at 6 months postpartum, and 12 (63.2%)
at 12 months. These excluded women were more likely to be from both the antidepressant use
(n =11, 25.6%) and non-medicated depression groups (n =7, 28.0%), compared to the
control groups (n = 12, 6.9%). Compared to the 211 women included in the analyses,
excluded women reported lower overall satisfaction with their sex life in early pregnancy
(Included: M = 3.72, SD = 1.12, Excluded: M = 3.18, SD = 1.16; F(1, 230) = 7.01, p = .019),
third trimester (Included: M = 3.36, SD = 1.17, Excluded: M = 2.67, SD = 1.35; F(1, 232) =
8.74, p = .003), and at 12 months postpartum (Included: M = 3.27, SD = 1.14, Excluded: M =
2.32,SD = 1.34; F(1, 210) = 11.82, p = .001). Excluded women also reported lower sexual
desire at 6 months postpartum only (Included: M = 2.32, SD = .94, Excluded: M =1.83, SD =
.95; F(1, 230) = 6.96, p =.009). Further, excluded women reported higher anxiety symptoms
during early pregnancy (Included: M = 34.37, SD = 11.10, Excluded: M = 39.29, SD = 11.61,
F(1, 230) = 6.96, p = .009) and higher depressive symptoms at 6 months postpartum
(Included: M = 5.58, SD = 4.32, Excluded: M = 8.28, SD =5.34; F(1, 230) = 6.96, p = .009),
compared to women included in the analyses.

However, there were no significant interaction effects on these FSFI subscales and the
mental health symptom measures between the inclusion/exclusion groups and recruitment

groups.
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