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ةدوجوةماعلاةحصلايفايساسأارصنعةيسنجلاةحصلاربتعت:ثحبلافادهأ
رقتفتنكلوةعئاشةلاحيسنجلازجعلاربتعيو.ءاسنلاولاجرلانملاكدنعةايحلا
يسنجلازجعلاراشتناىدمديدحتلةساردلاهذهفدهت.ينهملامامتهلااىلإ
ةيلولأاةيحصلاةياعرلاتادايعيفةدلاولادعبتاديسلانيبهعاونأةفرعمو
.ةيزيلامةعومجميفهبةقلعتملالماوعلاو

تادايععستنمةديس٤٢٠انرتخا،ةيعطقملاةساردلاهذهيف:ثحبلاقرط
نهتدلاوتناكتاكراشملاعيمج.ايزيلامناتناوكيفةيلولأاةيحصلاةياعرلل
ةدلاولادعبامةدايعىلإنرضحو،رهشأةتسىلإعيباسأةتسللاخءايحألافطلأ
مييقتمت.ةيموكحلاةيلولأاةيحصلاةياعرلاتادايعيفميلسلالفطلاةدايعوأ
ةخسنلاثانلإلةيسنجلاةفيظولارشؤممادختسابثانلإاىدليسنجلازجعلا
قرطلابايئاصحإتامولعملاليلحتمتامك.اهتيقادصمنمققحتلامتيتلاةيولاملا
.ةبسانملا

.ةدلاولادعبيسنجزجعنهيدل)٪٣٥.٥(تاديسلاثلثنمرثكأنأدجو:جئاتنلا
،)١١٣¼ددعلا(٪٨٥.٦ةبوطرلابارطضاوهاعويشزجعلاعاونأرثكأناكو
.)٨٣¼ددعلا(٪٦٢.٩مللأاتابارطضاو،)٩٢¼ددعلا(٪٦٩.٧ةبغرلاهيليو
ةيسنجلاةوشنلابارطضاو،)٢٧¼ددعلا(٪٧.٣ةبغرلاعابشإبارطضاناك

لكاشملالقأيه)٤١¼ددعلا(٪١١ةراثلإابارطضاو،)٥٦¼ددعلا(٪٩.٧
ثانلإاىدليسنجلازجعلابةطبترملاةلقتسملالماوعلاتناكو.اعويشةيسنجلا
ةقثلالصاف،١.٧١٧¼ةلدعملاةيدرفلاةبسنلا(يلاعلايميلعتلاىوتسملايه

ةيدرفلاةبسنلا(ةينومرهلالمحلاعناوممادختساو)٢.٨٤٤-١.٠٣٦٪٩٥
.)٠.٩٥٤-٠.٣٥٥٪٩٥ةقثلالصاف،٠.٥٨٢¼ةلدعملا
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Abstract

Objective: Sexual health is a key component of the

overall health and quality of life of both men and women.

Sexual dysfunction is a common condition, but it lacks

professional recognition. This study aims to determine

the prevalence and types of sexual dysfunctions among

postpartum women in primary care clinics and their

associated factors in a Malaysian cohort.

Method: In this cross-sectional study, we recruited 420

women from nine primary care clinics in Kuantan,

Pahang, Malaysia. All participants had given livebirths

within six weeks to six months and had attended either a

postnatal or a well-child clinic at a government primary

care clinic. The assessment of female sexual dysfunction

(FSD) was done using a validated Malay version of the

female sexual function index (MVFSFI). Data were sta-

tistically analysed using appropriate methods.

Results: More than one-third (35.5%) of women had

postpartum sexual dysfunction. The most common types

were lubrication disorder 85.6% (n ¼ 113), followed by

loss of desire 69.7% (n ¼ 92) and pain disorders 62.9%

(n ¼ 83). Satisfaction disorder 7.3% (n ¼ 27), orgasmic

disorder 9.7% (n ¼ 56) and arousal disorder 11.0%
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(n ¼ 41) were less common sexual problems. The inde-

pendent associated factors for FSD were high education

level (adjusted odd ratio ¼ 1.717, 95% CI 1.036e2.844;

p < 0.05) and usage of hormonal contraception (adjusted

odd ratio ¼ 0.582, 95% CI 0.355e0.954; p < 0.05).

Conclusion: This study showed a high prevalence of

postpartum sexual dysfunction in Kuantan, Pahang,

Malaysia. The most common type of sexual dysfunction

was lubrication disorder. Efforts at increasing awareness

in healthcare professionals should be made.

Keywords: Child birth; Female sexual function index; Post-

partum; Primary care; Sexual dysfunction

� 2020 The Authors.

Production and hosting by Elsevier Ltd on behalf of Taibah

University. This is an open access article under the CC BY-

NC-ND license (http://creativecommons.org/licenses/by-nc-

nd/4.0/).
Introduction

Reproductive and sexual health is a key component of the

overall health and quality of life of both men and women.
Sexuality is a complex process, which is coordinated by the
neurologic vascular and endocrine system. It incorporates

familial, societal, and religious beliefs, and as a process, it
alters with age, health status, and personal experience. Sex-
ual health is not merely the absence of disease, dysfunction or
infirmity; it is a state of physical, emotional, mental, and

social wellbeing in relation to sexuality.1

The female sexual response cycle is divided into four
phases: desire, arousal, orgasm, and resolution. Disturbance

in any of these phases results in sexual dysfunction.2 The 10th
revision of the World Health Organization’s (WHO)
International Statistical Classification of Diseases and

Related Health Problems defined sexual dysfunction as
people’s inability to participate in sexual relationships as
they wish.1 There are many factors which contribute to

sexual dysfunction in women, including psychological
problems such as depression, anxiety, stress, conflict within
relationships and issues relating to physical or sexual
abuse. Similarly, factors such as age and menopausal

status, obesity, chronic medical conditions, and
medications are also known to cause sexual dysfunction in
women.3

Pregnancy and childbirth are also among the important
factors, which have a significant impact on women’s sexual
health. Pregnancy and childbirth are major transitions in

women’s lives. They are challenged by intense psychological,
physical, and sociocultural factors, which impact their sexual
health and quality of life.3,4 Maintaining meaningful sexual
activity after childbirth has been shown to be a key factor

in preserving the quality of a couple’s relationship.5

Female sexual dysfunction (FSD) is common, affecting
40e45% of women.5 Despite the high prevalence of FSD
worldwide, there are very limited data concerning sexual
dysfunction in postpartum women and its associated risk

factors. There is a lack of professional awareness in
recognising this condition, thus leaving it underexplored. It
is important for healthcare professionals to recognise this

problem at primary care level because effective basic
treatment for most female sexual dysfunction can be
successfully provided by primary care physicians.3 In

Malaysia, two studies have been conducted on female
sexual dysfunction (FSD), but none explored FSD among
postpartum women.6,7 Therefore, further studies need to be
done to evaluate sexual dysfunction among postpartum

women, as they represent the majority of female patients
seen in health clinics.

Sexual health after childbirth is a relatively new research

area. Recent work has shown that sexual health problems are
common in the postpartum period.8 Unfortunately, these
problems lack professional recognition. Stigma is still a

major barrier to people accessing sexual health services and
many women regard this issue as a personal problem which
should not be discussed openly.3 Understanding the
magnitude of sexual difficulties in the postpartum period

would enable physicians to explore this problem and offer
effective treatment, even at the primary care level. Thus,
this study was conducted to measure the prevalence of

sexual dysfunction, determine the types of sexual
dysfunction, and identify the associated factors with FSD
among postpartum women in Kuantan.

Materials and Methods

This cross-sectional study was conducted in nine primary

care clinics in Kuantan for 7 months, from February to
August 2018. A total of 420 postpartum women were
recruited randomly. The inclusion criteria were women aged

18 and above who had given livebirth within six weeks to six
months of the study, were married and had a sexually active
partner. Postpartum woman with a severe and chronic

medical illness such as uncontrolled hypertension, uncon-
trolled diabetes mellitus, a connective tissue disease, or a
psychiatric condition were excluded from this study.

Study instruments

A self-administered questionnaire consisting of socio-
demographic background and an MVFSFI questionnaire

was used. Participation in this study was voluntary and
reassurance was given on the strict confidentiality of the data
collected.

The Female Sexual Function Index (FSFI) is a validated,
self-administered questionnaire for assessing female sexual
dysfunction. It was originally developed by Rosen et al. in

the US after a new definition of female sexual dysfunction
was introduced by the International Consensus Develop-
ment Conference on Female Sexual Dysfunction in 2000.9

FSFI has 19 items which cover six domains in female
sexual dysfunction: desire, arousal, lubrication, orgasm,
satisfaction and pain disorders. It can differentiate sexual

http://creativecommons.org/licenses/by-nc-nd/4.0/
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Table 1: Background characteristics of the respondents

(n [ 372).

Characteristics n (%)

Age (year) 30 (5.42)*

Race Malay 342 (91.9%)

Non-Malay 30 (8.1%)

Education level Secondary or lower 209 (56.2%)

Tertiary or above 163 (43.8%)

Household income B40 and below 253 (68%)

M40 and above 119 (32%)

Parity 2 (2)**

Duration of marriage (year) 5 (6)**

Mode of delivery Spontaneous vaginal

delivery

276 (74.2%)

Operative vaginal

delivery

12 (3.2%)

Caesarean section 84 (22.6%)

Feeding methods Breastfeeding 197 (53%)

Formula feeding 123 (33%)

Mixed feeding 52 (14%)

Contraceptive methods No 38 (10.2%)

Yes 334 (89.8%)

Types of contraception Non-hormonal 150 (45%)

Hormonal 184 (55%)

*mean (SD) **median (IQR).

79%

21%

No FSD FSD

Figure 1: Prevalence of sexual dysfunction among postpartum

women in primary care clinics in Kuantan, Pahang.
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dysfunction with a Cronbach’s alpha score of 0.82 or more
for each domain.

The Malay version of FSFI was developed and validated
by Sidi et al., in 2005.7 The questionnaire contains 19
questions for evaluating respondents’ sexual function

during their previous four weeks of activity. It has high
sensitivity and specificity for reliably detecting female
sexual dysfunction e 99% and 97% respectively, with

Cronbach’s a ranging from 0.8665 to 0.9675.
Similar to the original FSFI, it classifies sexual dysfunc-

tion into six domains: desire (two items), arousal (four
items), lubrication (four items), orgasm (two items), satis-

faction (four items), and sexual pain (three items). There are
five to six options available for each item using a 5-point
Likert scale. The respondents choose the most likely answer

which shows their sexual functioning over the previous four
weeks. The score for each question ranges from 0 to 5. The
total score is 95 and respondents who score�55 are identified

as having a sexual dysfunction. A cut-off point for each
domain is also established to assess the specific type of sexual
dysfunction.

Data analysis

The data were analysed using SPSS software version 22.0.
Descriptive statistics were utilised to reflect the distribution

of sexual dysfunction among the participants. Mean and
standard deviation were computed for the continuous vari-
ables, while frequency and percentage were computed for the

categorical variables. Based on the MVFSFI score, women
were classified as at high risk of sexual dysfunction or not at
high risk of sexual dysfunction. A chi-squared analysis was

used to test the associations between the sociodemographic
and postpartum variables and sexual dysfunction. A factor
was said to be statistically significant if p¼<0.05. A stepwise

binary logistic regression with a 95% confidence interval (CI)
was used to assess the parameters, which were considered as
predictors of FSD.

Results

There was a response rate of 88.6%, as 48 respondents did

not complete the questionnaire out of a total of 420 re-
spondents recruited. Table 1 shows the background
characteristics of the respondents.

Prevalence of sexual dysfunction among postpartum women

The prevalence of postpartum sexual dysfunction among
postpartum women at primary care clinics in Kuantan,

Pahang, was 35.5%, reflecting 132 of 372 respondents
scoring �55 on the MVFSFI (see Figure. 1).

Types of female sexual dysfunction in the postpartum period

Figure 2 shows that the most common type of sexual
dysfunction among postpartum women in Kuantan was

lubrication disorder, at 85.6% (n ¼ 113), followed by
desire disorder, at 69.7% (n ¼ 92), and pain disorder, at

62.9% (n ¼ 83). Satisfaction disorder at 7.3% (n ¼ 27),
orgasmic disorder at 9.7% (n ¼ 56), and arousal disorder
at 11.0% (n ¼ 41), were less common sexual problems
reported.

Associated factors of female sexual dysfunction among

postpartum women

Table 2 shows a multivariate logistic regression model.
These results were positively associated with level of
education and types of contraception used during the

postpartum period. Women with higher education who, at



Figure 2: Types of postpartum sexual dysfunction in primary care

clinics in Kuantan, Pahang.
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a minimum, went to college for a higher education had a
72% increased risk of developing postpartum sexual

dysfunction compared to those with a lower education
(95% CI 1.03, 2.84). In addition, women who practised
non-hormonal contraception were 42% more protected

against having postpartum sexual dysfunction compared to
those with hormonal contraception (95% CI 0.35, 0.95).
Table 2: Associated factors of sexual dysfunction among post-partum

Variable FSD N

n Mean (SD) or % n

Age (year) 132 29.9 (5.28) 2

Race

Malay 120 35.1 2

Non-Malay 12 40.0 1

Education level

Secondary or lower 64 30.6 1

Tertiary or above 68 41.7 9

Household income

B40 and below 88 34.8 1

M40 and above 44 37.0 7

Parity

Para 1 43 41.3 6

Para 2 or more 89 33.2 1

Duration of marriage

<5 years 60 38.0 9

�5 years 72 33.6 1

Mode of delivery

SVD 98 35.5 1

Operative vaginal delivery 5 41.7 7

Caesarean section 29 34.5 5

Feeding methods

Breastfeeding 74 37.6 1

Formula feeding 45 36.6 7

Mixed feeding 13 25.0 3

Contraceptive methods

Hormonal 71 38.6 1

Non-hormonal 42 28 1

Not on contraception 19 50 1

Bold:p < 0.05, aOR ¼ adjusted odd ratio, SVD ¼ spontaneous vagina
Discussion

Sexual dysfunction reflects a chain of psychiatric experi-

ences of individuals and couples, which emerges as a problem
or dysfunction of sexual desire, sexual arousal or orgasm, or
pain during intercourse.3 Female sexual dysfunction (FSD) is

highly prevalent globally, with its occurrence estimated at
about 30% in Asian countries.10 Many researchers are
investigating the local magnitude of this problem since

there are variations in populations and sociocultural
backgrounds in different parts of the world. Unlike male
sexual dysfunction, the availability of data is scant,
especially from postpartum women, who represent the

majority of sexually active women.
The prevalence of FSD among postpartum women in

primary care clinics in Kuantan, Pahang, was estimated to be

35.5%, which is comparable with other studies conducted in
primary care settings in Malaysia. In studies conducted at
primary care clinics in urban areas, the prevalence of FSD

among the general population was between 25.8% and
29.6%%.6,7 Similarly, the prevalence of sexual dysfunction
in this study is also in accordance with the estimation of

22%e50% of women experiencing postpartum sexual
dysfunction worldwide.4

It is interesting to note that the prevalence in the
Malaysian population is comparable with the prevalence of
women in primary care clinics in Kuantan, Pahang.

on FSD aOR 95% CI

Mean (SD) or % lower upper

40 30.4 (5.50) 0.996 0.944 1.050

22 64.9 1.000

8 60.0 1.633 0.719 3.711

45 69.4 1.000

5 58.3 1.717 1.036 2.844

65 65.2 1.000

5 63.0 0.921 0.533 1.592

1 58.7 1.000

79 66.8 0.776 0.406 1.486

8 62.0 1.000

42 66.4 0.717 1.036 2.844

78 64.5 1.000

58.3 1.438 0.409 5.055

5 65.5 1.032 0.591 1.801

23 62.4 1.000

8 63.4 0.915 0.565 1.483

9 75.0 0.560 0.270 1.160

13 61.4 1.000

08 72 0.582 0.355 0.954

9 50 1.480 0.716 3.058

l delivery.
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FSD found in its neighbouring country, Thailand, which has
been estimated at 30%.11 This can be attributed to the

sociodemographic similarities of the respondents and the
culture practised in this region.

On the other hand, in developed countries such as

Australia and Japan, the prevalence of FSD is higher. For
instance, among Australian women one year after childbirth,
it is almost double, at 64%.12 In Japan, 91% of postpartum

mothers experienced sexual dysfunction.13 These
discrepancies might be due to the different
sociodemographic backgrounds of the respondents,
different cultural factors and belief systems, and different

sampling methods and localities. In addition, it is
interesting to note that the prevalence of FSD is much
lower in developing countries compared to developed ones,

possibly because women in developed countries are more
open to talking about sexuality.

Lubrication disorder (113, 85%) was the most common

sexual dysfunction experienced among the respondents,
followed by desire disorder (69.7%) and pain disorder
(62.9%). There are many factors which contribute to low
lubrication, especially during the first six months after

childbirth. One of the known factors is the hypoestrogenic
state, induced by the high prolactin level in breastfeeding
women, which leads to vaginal dryness and low sexual

desire.14,15 This holds true in this study, as 90% of the
respondents breastfeed their babies. Our findings are
similar to a study in Japan and Brazil, where the majority

of postpartum women had a lubrication disorder, apart
from an arousal and orgasm disorder.13,16

For women with a lubrication disorder, an in-depth

interview would be valuable for assessment. Treatment can
range from pharmacological to non-pharmacological prod-
ucts. Psychological treatment includes sensate focus exercises
and masturbation training, while the use of hormones such

as estradiol has also been mentioned for treatment.17

Unlike our findings, other studies have highlighted desire,
arousal and orgasm as the most common sexual problems

encountered during the postpartum period. In Khajehei’s
study of 325 Australian women who had given birth within
one year, it was reported that sexual desire disorder was the

most common (81.2%) sexual problem, followed by
orgasmic problems (53.5%) and sexual arousal disorder
(52.3%).12 This is similar to the findings of Hanafy et al.,

where they also showed that desire and orgasmic disorders
were the most prominent sexual problems during the
postpartum period.18 The reason for this difference could
be due to the duration of postpartum for the respondents

in these studies.
Studies conducted in Egypt and Australia recruited

women who had given livebirths within one year, whereas

our study comprised only those who had delivered within
6 months at the time of the survey. The first six months after
delivery can have a profound impact on a woman’s sexual

quality of life. A review done by Yeniel et al. concluded that
the resumption of sexual activity increases with the passage
of time in the postpartum period.19

Desire disorder is invariably among the most frequent

sexual dysfunctions reported by women. This finding is in
line with many other studies which have found desire dis-
order to be the most affected sexual domain during the

postpartum period.13,18 In a study which focused specifically
on women’s sexual desire after childbirth, the most
significant factors which led to low sexual desire during

postpartum were found to be fatigue and vaginal
discomfort.14 However, this correlation could not be
established in our study; thus, further research is needed to

clarify this association.
The third highest sexual dysfunction found in this study

was pain disorder (62.9%). This finding is consistent with

many other surveys which have examined female sexuality
during the postpartum period.11,14 Dyspareunia is extremely
common, especially within six months of postpartum.14 This
timeframe is a critical reason why our findings differ from

similar studies on postpartum sexual dysfunction in
Australia, Egypt, Japan and Thailand, as they included
women within one year of postpartum.

The least affected sexual domains in our study were
arousal, orgasmic and satisfaction disorder, which were
11%, 9.7% and 7.3% respectively. There is a significant

difference between the number of women who suffered from
the top three domains of sexual dysfunction stated earlier e
between 62% and 85%e compared to arousal, orgasmic and
satisfaction disorders, which accounted for only about 10%.

The underlying factor for this huge difference is probably
due to the sociocultural and religious influence on sexuality
in the study population. Generally, Asians are known to

have more conservative views on sex. Asians are more likely
to perceive sex as procreative, an act to produce offspring,
which should be kept within the family context. Westerners,

on the other hand, view sex as recreational, a source of
pleasure and intimacy.10

Furthermore, religious values which discourage women to

openly disclose their sexual issues except for treatment pur-
poses is an important factor contributing to this finding in our
local setting, where most of the respondents are Malays and
Muslims. The marked discrepancy between these sexual do-

mains suggest that these findings may not reflect the true
occurrence in our community, as many other studies have
demonstrated the relation between vaginal dryness and dys-

pareunia, low sexual desire, and inability to achieve orgasm.13

Despite the high occurrence of low sexual desire, lack of
lubrication, and dyspareunia in postpartum women, sexual

satisfaction was not affected. Satisfaction was the least re-
ported sexual dysfunction within six months of postpartum
in our survey. This is because sexual dysfunction is not

related to sexual satisfaction in a relationship. Couples who
are happy with each other and enjoy mutual support and
understanding have higher satisfaction and less sexual
dysfunction in their relationships.21

Nevertheless, our study found a significant association
between education level and sexual dysfunction (p ¼ 0.04).
Those with a higher education (tertiary education or higher)

had a 72% increased risk of developing FSD (aOR ¼ 1.69,
95% CI ¼ 1.01 to 2.81). This finding is similar to that of a
study conducted in Japan.7,13

On the other hand, Australia and Thailand have shown
no association between educational status and risk of sexual
dysfunction.11,12 This suggests that higher educational status
may lead to increased awareness of women’s sexual needs;

thus, they are more open about expressing their sexual
difficulties. Women with higher education and literacy
skills have the ability to access health information and

more effectively navigate health systems.23



N.N. Khalid et al.520
The findings in our study also show that women who used
non-hormonal contraception such as male condoms, intra-

uterine device systems (IUCDs), and bilateral tubal ligation
had 42% more protection from developing sexual dysfunc-
tion compared with women who used hormonal contracep-

tion, contradicting other studies.12,13 A systematic review
conducted in 2017 found that hormonal contraception,
particularly oral contraceptive pills, could cause FSD in

reproductive women, affecting mainly the desire, arousal,
and pain disorder domains.22

This can be explained by the fact that usage of hormonal
contraception decreases free testosterone. Androgen is

known to play an important role in female sexual desire and
libido. However, the mode of action is still unknown and not
fully understood.23 Nevertheless, a review done in 2019

found that hormonal contraceptives have a contradictory
effect on sexual dysfunction.24 Newer hormonal
contraception, such as the patch and the levonorgestrel

(LNg) intrauterine device, have been documented to have
less effect on sexual desire.24

Nonetheless, our study found no significant association
between FSD and age, parity, mode of delivery or duration

of marriage. This is similar to the findings of Saotome et al.13

However, a review done by Yeniel and Petri in 2013 revealed
that studies on mode of delivery affecting female sexual

dysfunction were inconclusive.19

Caesarean delivery has been speculated to protect sexual
function in women based on the preservation of pudendal

nerve injury.25 The long-term effect of pudendal nerve neu-
ropathy is still unclear, but the nerve usually recovers within
six months.25 The influences of episiotomy and operative

vaginal delivery were also found to be unclear. Meanwhile,
another meta-analysis in 2017 indicated that the mode of
delivery, whether caesarean or vaginal, did not affect sexual
function and satisfaction.20

Limitations and strengths of the study

There are several limitations in this study. The re-

spondents were predominantly Malay, at 92%, while the
remaining 8% consisted of Chinese, Indian, and other eth-
nicities. This composition does not reflect the true ethnic

distribution in Kuantan, Pahang. Thus, the findings in this
study may not reflect the real ethnic situation in our
community.

In addition, some features of the study design pre-
cluded the analysis of certain factors which may affect or
explain sexual function. For example, our study did not
include perineal birth trauma or birth complication since

the data collected were based on respondents’ recall and
an antenatal book giving limited information on their
birth event.

However, since this study was conducted in nine primary
care clinics in Kuantan, the results reflect the magnitude of
postpartum sexual dysfunction in our local community. For

future studies, we hope to expand the scope of the study to
assess the relationship of postpartum sexual dysfunction and
sexual behaviour in women and their partners.

Conclusion and recommendations

In conclusion, this study has shown that the prevalence of
postpartum sexual dysfunction within six months of post-
partum in Kuantan is high (35.5%). In addition, this study
also found that women with a higher level of education who

use hormonal contraceptives are at higher risk of developing
FSD.

Therefore, it is important for healthcare professionals to

be aware of these statistics and be involved in assessing
sexual concerns among postpartum women under their care.
Women should also be encouraged to share their sexual

concerns with their doctors in order for proper assessments
and interventions to be carried out.
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