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Introduction

Introduction

Traditionally, the puerperium has been defined as
beginning 2 hours after delivery of the placenta and lasting 6
weeks, at which time the uterus has regained its pre-pregnant
size¢ (Cunningham et al., 2005). However, in a wider
perspective, postpartum health should be considered in the
following time periods: immediate postpartum (birth up to 3
months), short-term (3 to 6 months) and long-term (>6
months) (Thompson et al., 2002). During these times, normal
activities will be resumed. Sexual activity may be resumed
when the perineum is comfortable and when bleeding has
diminished. The desire and willingness to resume sexual
activity in the puerperium varies greatly among women,
depending on the site, status of healing of the perineal or
vaginal incision and lacerations, the amount of vaginal atrophy
secondary to breast-feeding and return of libido (Khajehei et
al., 2009).

The pelvic floor is a collection of tissues that span the
bony pelvis opening. In addition to supporting the abdominal
and pelvic organs and maintaining urine and fecal continence,
the pelvic floor permits intercourse and parturition and plays a
role in sexual response. When voluntarily contracted, pelvic
floor muscles can intensify orgasm for both women and men
(Berman et al., 2003). Injury to the pelvic floor at the time of
childbirth and its role in the pathophysiology of pelvic floor
dysfunction is a contemporary issue of interest in women’s
health (Kearney et al., 2006). This has been an area of heated
debate over the past several years with the increased attention
and focus on the rising United States cesarean delivery rates,

which includes a rise in cesarean request to approximately 4-
18% of all cesarean deliveries (NIH, 2006).

Multiple studies have supported an association between
vaginal parity and neuromuscular abnormalities in the levator
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ani and external anal sphincter (Pierce et al., 2007).
Morphologic abnormalities in the levator ani are consistently
observed in vaginally parous women as shown by magnetic
resonance (Kearney et al., 2006) and ultrasound studies (Dietz
and Steensma , 2006), and muscle loss in these women 1is
associated with an increased risk of pelvic organ prolapse
(Dietz and Simpson, 2008). Other investigations have shown a
connection between levator ani muscle denervation and
prolapse using both magnetic resonance imaging and
quantitative analysis of needle electromyography (QEMG)
(DeLancey et al., 2007). However, the prevalence and specific
mechanism of permanent pelvic floor denervation injury after
a single typical obstetrical delivery as well as the nature and
extent of any resulting dysfunction are not clear (South et al.,
2009).

The effect of vaginal delivery on pelvic floor muscles and
nerves has been theorized to have an adverse effect on short-
and long-term sexual function. Nerve injury during vaginal
delivery may lead to difficulty with sensation, arousal or
orgasm. Multiple studies have been performed to examine the
effects of mode of delivery on sexual satisfaction in the
postpartum year.

Some studies reported that sexual dysfunction occurs
postnatally but performance returns to prepregnancy levels
within 1 year after delivery (Baytur et al., 2005). Nowadays,
some women prefer a cesarean delivery to avoid pelvic floor
damage and possible impairment of sexual function and
continence. As a consequence, the rates of cesarean delivery
are increasing worldwide (Arias et al., 2003). Although pelvic
floor damage and postpartum impairment of sexual function
have been attributed to vaginal birth, the extent to which the
mode of delivery contributes to sexual dysfunction is not clear,
nor is the relationship between mode of delivery and pelvic
muscle strength in the long term (Berman et al., 2003).
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Gungor et al. (2008), also found no difference in sexual
satisfaction of males regardless of their partner’s mode of
delivery.

Patient satisfaction with the birth process and quality of
life postpartum are important factors to consider when
determining the mode of delivery. Exploring the hypothesis
that "sexual function" is associated with mode of delivery is
important, because sexual health is an integral part of general
health (Safarinejad et al., 2009). However, support for or
against cesarean delivery on maternal request for the
aforementioned outcomes and others is based on weak quality
data, necessitating further research (South et al., 2009).




