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ABSTRACT 

The influence of method of delivery on primiparous women’s sexual life and mental health is 

a significant factor, yet relatively overlooked in Pakistan. The purpose of this study was to 

examine the occurrence of sexual dysfunctions and depression, anxiety and somatoform 

among primiparous women. It was a cross sectional (between-group) research design. Three 

groups of primiparous women i.e. women with normal delivery, operative vaginal delivery 

and caesarean section were selected via non-probability purposive sampling strategy. A total 

sample of 180 was taken (Mage= 25.6, SD=3.62) with each group comprised of 60 

participants. The measures employed in the current study included Demographic 

Questionnaire, Female Sexual Functioning Index (FSFI) and Symptom Checklist-Revised 

(SC-R). Findings yielded through One-way ANOVA indicated that the sexual dysfunctions 

occurs more in women who have undergone caesarean section as compared to women with 

normal delivery. Whereas, no profound differences emerged between caesarean section and 

operative vaginal delivery groups. One-way MANOVA revealed that the probability of 

depression, anxiety and somatoform disorders was high in caesarean section group as 

compared to the other two groups. This study has manifold implications for Psychologists, 

Gynecologists, Social Workers, Policy Makers and other authorities. The current findings call 

their attention to collaboratively work and identify the potential risk regarding methods of 

delivery, and in turn take proactive steps to evade excessive surgeries and exterminate the 

morbidity by devising interventions. 

Keywords: Method of Delivery, Sexual Dysfunctions; Depression; Anxiety; Somatoform; 

Normal Vaginal Delivery; Operative Vaginal Delivery; and Caesarean Section. 

First child birth is typically framed as a positive event in the women’s life; therefore, it 

received little attention in Pakistan regarding the challenges and consequences newly 

mothers have to bear subsequent to delivery (Shahid, 2013). Women giving birth to a child 

for the first time (newly mothers) are known as primiparous women; where Primus meaning 
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“first” and Parere meaning “to bring forth” (Lisonkova, Janssen, Sheps, Lee, & Dahlgren, 

2010). Mode of delivery i.e. the process through which the primiparous women gives birth, 

plays a fundamental role in determining her sexual and mental health (Johnson, 2011). 

Literature suggests that there are three modes of delivery. The natural, simplest and the 

safest mode is the normal delivery in which women gives birth in a normal way, without 

forceps/ vacuum extraction (Crane et al., 2013). Operative vaginal delivery is the second 

most indicated delivery in cases where mother or fetal risk factors are suspected. To enlarge 

the vaginal opening, a minor operate is performed and sometimes forceps or vaccum device 

might also be used to extract the fetus from the vagina (Patterson, Winslow & Matus, 2008). 

Unlike normal delivery, operative vaginal delivery results in perineal tear, poor healing, and 

prolonged discomfort (Crane et al., 2013). A trial of operative vaginal delivery is only 

appropriate in conditions where there is need to expedite the birth process and when the 

probability of success is high (Patterson, Winslow & Matus, 2008). The most difficult 

delivery that carries significant morbidity and has high maternal mortality rate is the 

caesarean section (Patterson, Winslow & Matus, 2008). It involves surgical procedure in 

which fetus is taken by cutting through the walls of the abdomen and uterus. Caesarean 

section is recommended when the vaginal delivery is deemed unsafe, unsuccessful and 

unaccepted by the woman (Cargill & MacKinnon, 2004). After caesarean section, there is an 

increased risk of blood loss, infections, surgical injury to bladder etc. Also, it entails large 

recovery period and imposes great risk for future pregnancies (Cargill & MacKinnon, 2004).     

  

With respect to anatomical perspective, normal delivery results in extreme stretching and 

compression of nerve fibers (Avery, Duckett, & Frantzich, 2000) and operative vaginal 

delivery might cause injury to vascular nerve which has negative impact on neural pathways 

involved in achieving aroused state and orgasm during sexual activity. Moreover, the 

pudendal nerve if got damaged during operative vaginal delivery, can impair sexual 

functioning (Glazener, 1997).  Also, hormonal fluctuations and physical changes in female 

genitalia caused by normal delivery and operative vaginal delivery have influence on 

women’s postpartum sexual functioning (Glazener, 1997). Furthermore, 

neuroendocrinological changes (Avery et al., 2001) and hormonal fluctuations (Glazener, 

1997) as a result of caesarean section results in decreased sexual desire, dyspareunia, low 

lubrication, difficulty achieving sexually aroused state and orgasm (Thompson, Roberts, & 

Currie, 2002). Thus, it is based on the method of delivery that how much time it would take 

in healing and resuming sexual activity (Barret, Pendry, & Peacock, 2000; Glazener, 1997).    

 

Additionally, the time after the birth of the first child has been viewed challenging for 

primiparous women as it is the period for onset of various mental disorders 

(Valdimarsdottir, Hultman, Harlow, Cnattingus, & Sparen, 2009). Some studies found high 

rate of Depression following caesarean section as compared to normal delivery (Bradley, 

Ross, & Warnyca, 1983). Likewise, in some studies anxiety levels were seemed high after 

caesarean section as compared to normal delivery (Trowell, 1982). It was proposed that the 

hormonal imbalance and the high levels of cortisol after delivery also lead to stress response 

in primiparous women (Zambaldi et al., 2009). Furthermore, it was reported that among 

mental disorders in primiparous women with caesarean section; somatoform disorders, 

mood disorders and stress related disorders are the most common (Sydsjo, Bladh, 

Lilliecreutz & Persson, 2014). Moreover, somatoform disorders commonly occur in 

conjunction with epidural anesthesia (during normal delivery and operative vaginal delivery) 

and spinal anesthesia (during caesarean section) (Sleth, 2010). It has been estimated that the 
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risk of developing mental disorders in primiparous women has been seven times higher 

compared to other times in women’s life (Munk-Olsen et al., 2006).   

 

Despite it is evident from the literature (Bradley, Ross & Warnyca, 1983; Jacoby, 1987; 

Trowell, 1982) that there is high occurrence of mental and sexual disorders in primiparous 

women with caesarean section; an inflation in rates of caesarean section in Pakistan can be 

markedly observed in the previous years (Nazir, 2012). According to an estimate, 40% births 

in Pakistan government hospitals are caesarean section; which exceeds the World Health 

Organization danger threshold i.e. 15% (Sial, 2012). Despite negative consequences, the 

upsurge in the number of surgeries performed every year are probably due to its benefits 

perceived by the mother; it is considered protective and quick procedure, doctors consider it 

a better way for surgical practice, doctors recommend it even in the case of minor 

complication and when there is lack of ample staff to look after expecting women (Shahid, 

2013). Moreover, private hospitals consider it an easy way to earn more (Sial, 2012). Thus, 

due to lack of adequate awareness and knowledge regarding mode of delivery and its 

consequences, many women have to bear its physical and psychological costs. Primiparous 

women should be properly educated and should be given liberty to make decisions about the 

type of birth they want to give. Moreover, they should be encouraged to negotiate their 

problems with their physicians to ensure better sexual and mental health. Hence this study 

has been designed to explore this limited area of research in Pakistan and to bring the focus 

of attention of Mental Health Professional and Medical staff to the growing trends towards 

caesarean section so that this sensitive issue can be addressed and newly mother’s sexual 

and mental health can be resumed.  

 

Hence, it was hypothesized that, 

1. Primiparous women with caesarean section are more likely to experience female 

sexual dysfunctions as compared to women with normal and operative vaginal 

delivery.    

2. Primiparous women with caesarean section are more likely to experience depression, 

anxiety, and somatoform as compared to women with normal and operative vaginal 

delivery.    

 

METHODOLOGY 

Sample 

A total sample of 180 (Mage= 25.6, SD=3.62) was recruited via non-probability purposive 

sampling strategy, from paediatric outdoor patient departments of six government and 

private hospitals of Lahore, Pakistan. As per G-Power Analysis, based on medium effect 

size 0.25, sample size of approximately 50 per group was required to achieve power of 95% 

at an alpha of .05 for an F test. In the current study, there were three groups (primiparous 

women with normal delivery, operative vaginal delivery and caesarean section) and each 

group was further comprised of 60 participants.  

 

Inclusion Criteria. Participants were screened via Inclusion/ Exclusion Criteria Sheet. Only 

those participants were included in the study who had given birth to alive, matured (born at 

36 weeks or later) and healthy baby (appropriate weight, first cry present, mentally and 

physically normal etc.) and had given birth 2 months – 12 months back.   

 

Exclusion Criteria. All those participants with prior history of miscarriage, abortion, still 

birth and those whose first child died were excluded from the study. Also the participants 
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with precious child (had conceived after 5 or more years of marriage), had test tube baby, 

had consulted fertility centers; were pregnant; were diagnosed with any sexual dysfunction 

or mental disorder prior to pregnancy; or who had recently experienced any substantial 

stressor were not included in the study. 

 

Instruments  

Demographic Questionnaire 

Demographic Questionnaire comprised questions seeking information related to the sample 

characteristics such as age, education, status of employment, religion, residence, family 

system, and economic condition. It also included questions such as relationship with 

husband, attitude of in-laws, how much time after the marriage the participant conceived, 

gestation period, labour period and how long it took to resume sexual activity after the birth 

of the first child.  

 

Female Sexual Functioning Index (FSFI)  

It is a 19 item questionnaire that was developed by Rosen et al. (2000), translated into Urdu 

Language and validated on Pakistani population by Rehman, Mahmood, Sheikh, Sultan, and 

Khan (2015). It was employed in the study to assess female sexual dysfunctions in 

primiparous women. The reported internal validity of this scale has been .89 to .97.  

 

Symptom Checklist Revised (SCL-R)  

It was adapted in Urdu by Rahman, Dawood, Jagir, Mansoor and Rehman (2009) and was 

used to assess depression, anxiety, somatoform among the participant. Three scales of SCL-

R were administered on the primiparous women i.e. depression (24 items), anxiety (29 

items) and somatoform (34 items). The validity of SCL-R is .40-.60. The reliability range 

determined by test retest method is .74 – .92.     

 

Procedure    

After seeking permission from Ethical Committee of the Department, permission was sought 

from the authors to employ the questionnaires in the current study and also approval was 

sought from the Head of Department of government and private hospitals to collect data.  

Pilot study was carried out on 15 participants (five participants who underwent normal 

vaginal delivery, five with operative vaginal delivery and five with caesarean section) in 

Paediatric Outdoor Patient Department (OPD) of three Hospitals; Jinnah Hospital, Sheikh 

Zaid Hospital and Services Hospital. The participants were asked about any difficulty they 

encountered in understanding the questionnaires. Only two participants reported little 

confusion in comprehending one question of Demographic Questionnaire which was 

rephrased accordingly.  

 

Following the pilot study, when it was assured that there is no ambiguity left in 

comprehending the questionnaires, the main study was initiated. The researcher foremost 

provided the Inclusion/ Exclusion Criteria Sheet to the Pediatricians to refer the primiparas 

meeting criteria to the researcher. The researcher again screened the participants and only 

the participants meeting the criteria were debriefed about the research. The participants were 

ensured regarding the confidentiality of their responses. After seeking participant’s consent, 

questionnaires were orally administered on them in one to one setting. On average, it took 

35-45 minutes per participant for completion of questionnaire. Furthermore, the researcher 

tried her best to collect data in privacy (in a separate room) so that the participant’s response 

might not get influence by external factors such as other’s presence. Furthermore, during the 
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data collection, researcher also referred some of the participants to Clinical Psychologist for 

proper sessions who reported high sexual and mental health problems. Overall participant’s 

response rate was 94% and it took four months to complete data collection procedure.  The 

data collection flow chart is shown in figure 1. 

 

RESULTS 

Table No. 1 Psychometric Properties of the Present Study Measures  

Assessment Measures k M SD α 
 Range  

Potential  Actual 

Female Sexual Functioning 

Index 

19 25.41 5.56 .97 2-36 2-35 

  Desire 2 4.28 .91 .89 1.2-6 2-6 

 Arousal 4 4.38 .98 .92 0-6 0-6 

 Lubrication 4 4.38 1.09 .94 0-6 0-6 

 Orgasm 3 4.43 1.09 .92 0-6 0-6 

 Satisfaction 3 4.59 1.05 .92 0.8-6 1-6 

 Pain  3 3.36 1.26 .94 0-6 0-6 

Symptom Checklist-Revised        

Depression   24 28.94 15.00 .85 0-72 3-61 

Anxiety  29 42.02 19.75 .91 0-87 3-87 

Somatoform 34 30.38 19.56 .91 0-102 0-85 

Note. k=No. of items, M=Mean, SD=Standard Deviation, α = Cronbach’s alpha coefficient 

 

Reliability analysis revealed that all sub-scales of Female Sexual Functioning Index (FSFI) 

i.e. desire, arousal, lubrication, orgasm, satisfaction and pain depicts high reliability i.e. .89, 

.92, .94, .92, .92, .94 respectively. Likewise, Cronbach’s α for Depression, Anxiety, and 

Somatoform subscale of Symptom Checklist-Revised also had high reliability .85, .91, and 

.91 respectively.   

 

Table No. 2 Differences of Normal Vaginal Delivery, Operative Vaginal Delivery and 

Caesarean Section on Female Sexual Functioning  
Normal Vaginal 

Delivery  

(n = 60) 

Operative 

Vaginal Delivery 

 (n = 60) 

Caesarean 

Section  

(n = 60) 
F(2, 177) p η2 

M SD M SD M SD 

27.92 3.36 25.34 5.11 22.97 6.62 13.51 .00*** .13 

Note. M= Mean, SD= Standard Deviation, p=significance, η2=eta square ***p<.001 (1-

tailed).  

 

The one-way ANOVA, F (2, 177) = 13.51, p < .001, η2=.13 demonstrated statistically 

highly significant differences among three groups i.e. normal vaginal delivery, operative 

vaginal delivery and caesarean section on female sexual functioning.  
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Table No. 3 Post hoc test for Female Sexual Functioning in Normal Vaginal Delivery, 

Operative Vaginal Delivery and Caesarean Section on Female Sexual Functioning. 

Mode of Delivery MD p 
95 % CI 

LL UL 

Normal 

Vaginal 

Delivery  

Operative Vaginal Delivery 2.57 .00** .70 4.46 

Caesarean Section  4.94  .00*** 2.66 7.23 

Operative 

Vaginal 

Delivery 

Caesarean Section  

 

2.36    .07 -.20 4.93 

Note. MD = Mean Difference, CI = Confidence Interval, LL = Lower Limit, UL= Upper 

Limit **p<.01, ***p<.001 (1-tailed)     
 

Post hoc test (Tukey HSD test) shows that the comparison of normal vaginal delivery group 

with operative vaginal delivery and caesarean section groups reveals a significant (p < .01) 

and highly significant difference (p < .001) respectively. However, the comparison of 

operative vaginal delivery with caesarean section group is not significant (p > .05) which 

indicates that there were no significant differences in the occurrence of female sexual 

dysfunctions in primiparous women with operative vaginal delivery and caesarean section.  

 

Table No. 4 Differences of Normal Vaginal Delivery, Operative Vaginal Delivery and 

Caesarean Section on Depression, Anxiety and Somatoform. 
 

Normal Vaginal 

Delivery (n= 60) 

Operative 

Vaginal 

Delivery (n=60) 

Caesarean 

Section  

(n = 60) 
F(3,176) p η2 

Vars.    M   SD    M   SD  M SD 

DEP     23.43 13.80 26.93 12.78 36.43 15.35 13.78 .00*** .13 

ANX       34.63 15.81 39.08 18.26 52.33 19.85 16.06 .00*** .15 

SOM 25.73 14.42 25.77 18.61 39.65 20.83 12.47 .00*** .12 

Note. M= Mean, SD= Standard Deviation, Vars. = Variables, DEP = Depression, ANX = 

Anxiety, SOM = Somatoform.                   

***p<.001 (1-tailed). 

 

The one-way MANOVA, F (3, 176) = 13.78, p < .001, η2 = .13; F (3, 176) = 16.06, p < 

.001, η2 = .15; F (3, 176) = 12.47, p < .001, η2 = .12, reflected statistically highly significant 

differences in the occurrence of depression, anxiety and somatoform among three groups of 

primiparous women. 

 

Table No. 5 Post hoc test for Depression, Anxiety and Somatoform in NSVD, OVD and 

CS Groups. 

Vars. Mode of Delivery MD p 
95 % CI 

  LL    UL 

DEP     

       

Normal 

Vaginal 

Delivery  

Operative Vaginal Delivery -3.49 .32 -9.29 2.29 

Caesarean Section  -13.00 .00*** -19.33 -6.67 

Operative 

Vaginal 

Delivery 

Caesarean Section  

 

-9.50 .00*** -15.65 -3.35 

ANX Normal 

Vaginal 

Operative Vaginal Delivery -4.4 .38 -12.37 3.47 

Caesarean Section  -17.70 .00*** -25.62 -9.78 
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Vars. Mode of Delivery MD p 
95 % CI 

  LL    UL 

Delivery  

Operative 

Vaginal 

Delivery 

Caesarean Section  

 

-13.25 .00*** -21.17 -5.33 

SOM Normal 

Vaginal 

Delivery  

Operative Vaginal Delivery -.03 1.00 -7.52 7.46 

Caesarean Section  -13.91 .00*** -21.70 -6.14 

Operative 

Vaginal 

Delivery 

Caesarean Section  

 

-13.88 .00*** -22.67 -5.10 

Note. Vars. = Variables, DEP = Depression, ANX = Anxiety, SOM = Somatoform, MD = 

Mean Difference, CI = confidence Interval, LL = Lower Limit, UL= Upper Limit. 

***p<.001 (1-tailed) 

 

Table 5 shows that first of all, to seek the differences in the occurrence of depression, the 

normal vaginal delivery group is compared to the operative vaginal delivery and it reveals a 

non-significant difference (p > .05), but when compared to the caesarean section group there 

is highly significant difference (p < .001).  Likewise, when operative vaginal delivery group 

is compared to the caesarean section group, a highly significant difference (p < .001) 

emerged. The differences between group means on anxiety subscale indicates that the 

normal vaginal delivery group is when compared to the operative vaginal delivery group, it 

reveals a non-significant difference (p > .05), but when compared to the caesarean section 

group there is highly significant difference (p < .001).  Likewise, when operative vaginal 

delivery group is compared to the caesarean section group, a highly significant difference (p 

< .001) emerged. 

 

Table 5 also shows the differences between group means on somatoform subscale which 

indicates that the normal vaginal delivery group is when compared to the operative vaginal 

delivery it reveals a non-significant difference (p > .05), but when compared to the 

caesarean section group there is highly significant difference (p < .001).  Likewise, when 

operative vaginal delivery group is compared to the caesarean section group, a highly 

significant difference (p < .001) emerged.  

  

A one-way MANOVA, Pillai’s trace V = .19, F (3, 174) = 6.27, p <. 001, revealed a 

significant multivariate main effect for depression, anxiety and somatoform. Thus, groups 

had overall effect on depression, anxiety and somatoform.  

 

DISCUSSION 

The aim of the present study was to examine the differences in the occurrence of female 

sexual dysfunctions and depression, anxiety and somatoform among primiparas who 

underwent normal vaginal delivery, operative vaginal delivery and caesarean section. Hence, 

it was hypothesized that the primiparous women with caesarean section are more likely to 

experience female sexual dysfunctions as compared to women with normal vaginal delivery 

and operative vaginal delivery. The key findings of present study also highlighted  that the 

occurrences of female sexual dysfunctions were high in primiparous women with caesarean 

section as compared to women with normal delivery. Results accord consistently with 

previous researches from different cultures. Sleep and Grant (1997) also found that sexual 
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disorders occurs more in women with caesarean section as compared to women with normal 

delivery. The findings are also consistent with the Cannan’s (2015) study outcome i.e. 

normal delivery is associated with low rate of maternal morbidity. Thus after normal 

delivery recovery period is short and women get back to their routine life easily (Cannan, 

2015). During data collection also many participants with normal delivery reported that it 

took them less time to get back to normal life.  

 

However, no significant differences emerged in the occurrence of female sexual 

dysfunctions in primiparous women with caesarean section and operative vaginal delivery. 

For case in point, a plausible explanation were provided by Chayachinda, Titapant, and 

Ungkanungdecha (2015) as they highlighted in their findings that sexual dysfunctions such 

as pain disorders are common in primiparous women with operative vaginal delivery. 

Another research carried out by Lisa et al. (2001) also came up with similar findings. They 

found that primiparous women with 2nd degree perineal tear reported 80% and with 3rd and 

4th degree perineal tear reported 27% more dyspareunia than women with intact perineum. 

Likewise, Khajehei (2009) also came up with distinct findings that sexual dysfunctions in 

primiparous women subsequent to the birth of the first child have been reported to be 5-35% 

after caesarean section and 40-80% after operative vaginal delivery.  

 

The second hypothesis formulated was that primiparous women with caesarean section are 

more likely to experience depression, anxiety, and somatoform as compared to women with 

normal vaginal delivery and operative vaginal delivery. The results supported the hypothesis 

which is further maintained by already existing literature across many cultures. Studies 

found high rate of depression (Bradley, Ross, & Warnyca, 1983), anxiety (Trowell, 1982) 

and somatoform disorders (Sleth, 2010) following caesarean section as compared to normal 

vaginal delivery and operative vaginal delivery in primiparous women. Moreover, findings 

of some other researches also suggests that the mode of delivery makes new mothers 

vulnerable of developing mental disorders (Bloch, Daly, & Rubinow, 2003; Steiner, Dunn, 

& Born, 2003). Furthermore, Childbirth Connection (2004) explained several negative 

psychological consequences after caesarean section. It includes poor birth experience, poor 

self-esteem, and impaired mental health, and depression, sense of loss, sorrow and personal 

failure. Furthermore, Sydsjo, Bladh, Lilliecreutz & Persson (2014) found in their study that 

the common mental disorders in primiparous women subsequent to caesarean section are 

somatoform disorders, mood disorders (depression) and stress related disorders (anxiety). 

The current study’s findings also bear cultural relevance. In Pakistan, grandmothers and 

mother in laws do not allow their daughters to meet relatives and significant others during 

this period because of risk of contact with infections, illness (Samar, 2015) and belief in the 

evil eye that brings harms to the child and mother (Qamar, 2016).Therefore women are 

bound to stay at home and her social activities are also restricted which is often distressing 

for new mothers (Samar, 2015).  

 

CONCLUSION 

In the light of aforementioned findings, it is concluded that after caesarean section and 

operative vaginal delivery, primiparous women are liable to experience sexual dysfunctions. 

Likewise, occurrences of depression, anxiety and somatoform were high after caesarean 

section as compared to normal vaginal delivery and operative vaginal delivery. The present 

study adds to the previous gaps in the body of knowledge and highlights the importance of 

mode of delivery and associated problems in primiparous women. Also, this study calls for a 
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high need of providing proper education to the newly expecting women about the mode of 

delivery and physical and psychological costs associated with it.  
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