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Context and overall objectives

This doctoral thesis examines postpartum sexual dysfunction as a multidimensional health
problem that affects physical recovery, psychological well-being, couple intimacy, and quality
of life during the first year after childbirth. The work starts from a clinically important premise:
postpartum sexual health is common enough to be a major component of maternal morbidity,
yet it often remains under-recognized in routine care. Throughout pregnancy and after delivery,
women move through abrupt endocrine changes, sleep deprivation, changes in body image,
shifts in partner dynamics, infant-care demands, and obstetric recovery. The thesis argues that
sexual symptoms arising in this period should not be treated as isolated complaints or as
unavoidable sequelae of childbirth, but rather as outcomes produced by an interaction of
biological, obstetric, psychological, and relational influences.

The general objective of the thesis is to clarify the determinants, trajectories, and practical
clinical implications of postpartum sexual dysfunction. More specifically, it seeks to answer
four major questions. First, how frequent and clinically meaningful is postpartum sexual
dysfunction, and how does it evolve over time? Second, what role is played by physiological
and obstetric factors such as breastfeeding, perineal trauma, pain, and mode of birth? Third, how
strongly do psychosocial determinants such as depressive symptoms, sleep quality, body image,
and relationship satisfaction shape recovery? Fourth, how can these findings be translated into
realistic screening and intervention strategies in postpartum care?

The thesis is structured in a coherent progression from theory to evidence. The general part
synthesizes epidemiology, mechanisms, psychosocial influences, and the current state of
assessment and interventions. The special part then develops this framework through three
complementary studies: a systematic review of determinants during the first postpartum year, a
prospective cohort focused on trajectories from pregnancy to 12 months postpartum, and a
second longitudinal cohort emphasizing psychosocial predictors and risk stratification. Taken
together, the thesis proposes that postpartum sexual dysfunction is not a single uniform
condition. Instead, it is a heterogeneous clinical domain with distinct risk profiles, varied
trajectories, and modifiable determinants that can support more individualized postpartum care.

Synthesis of the general part

The general part provides the conceptual foundation for the thesis by reviewing the
epidemiology, mechanisms, psychosocial context, and assessment strategies of postpartum
sexual dysfunction. The first chapter shows that postpartum sexual difficulties are frequent,
multidimensional, and variably persistent. Across the literature reviewed in the thesis,



prevalence estimates vary widely according to timing, setting, and instrument, but the overall
message is consistent: large numbers of women report decreased desire, lower arousal,
lubrication difficulties, orgasmic impairment, dyspareunia, or reduced satisfaction in the months
after childbirth. The chapter also makes an important distinction between transient adaptation
and clinically meaningful dysfunction accompanied by distress. This distinction is essential,
because the postpartum period naturally includes physical recovery and role transitions, yet a
sizeable subgroup of women continues to experience symptoms that affect self-image,
partnership quality, and overall well-being well beyond the early puerperium.

The second chapter explores physiological and obstetric determinants. It emphasizes that
postpartum sexual function depends on endocrine recovery, tissue healing, pelvic-floor integrity,
neurovascular responsiveness, and pain pathways. Breastfeeding-related hypoestrogenism is
presented as a relevant contributor to vaginal dryness and pain, but the thesis also shows that
breastfeeding cannot be reduced to a single hormonal mechanism because it is linked with
fatigue, altered bodily boundaries, and changing intimacy patterns. The chapter further shows
that it is not delivery mode in isolation that most strongly predicts poor sexual outcomes, but
rather the burden of obstetric trauma and the presence of early postpartum pain. Perineal
lacerations, episiotomy, instrumental delivery, pelvic-floor dysfunction, and persistent
dyspareunia are therefore framed as clinically meaningful but potentially modifiable
contributors.

The third chapter shifts the focus to psychosocial determinants. A major strength of the thesis is
its insistence that postpartum sexual recovery cannot be understood without considering
depression, anxiety, sleep disturbance, body image, role transition, and relationship quality.
Depressive symptoms are portrayed as especially influential because they affect desire, pleasure,
energy, self-worth, and relational connection simultaneously. Sleep disturbance and fatigue are
shown to shape sexual outcomes both directly and indirectly through mood and couple strain.
Body image is treated not simply as dissatisfaction with appearance, but as a broader sexual
self-perception that affects comfort, confidence, and willingness to engage in intimacy.
Relationship support, communication quality, and the broader social environment further
modify whether sexual concerns remain transient or become persistent.

The fourth chapter addresses assessment and intervention. The thesis identifies the Female
Sexual Function Index as the main measurement tool used across the field, while also
acknowledging its limitations in postpartum populations. It supports repeated screening rather
than a single six-week checkpoint and advocates a staged, multidomain model that includes
sexual function, mood, sleep, pelvic-floor symptoms, and relational distress. The intervention
framework proposed in the general part is equally integrated: lubricants and local symptom
management for dryness and pain, pelvic-floor rehabilitation for muscular or scar-related
contributors, psychoeducation and counseling for expectations and sexual confidence, and
mental-health or couple-based interventions when psychosocial burdens dominate. This
framework prepares the ground for the three empirical studies that follow.



Study 1 — Systematic review of determinants during the first
postpartum year

The first study is a systematic review titled “Determinants of Postpartum Sexual Dysfunction in
the First Year.” Its purpose is to synthesize evidence on four pre-specified determinant domains:
breastfeeding or infant-feeding status; partner and family support together with body image;
perineal trauma and instrumentation; and postpartum pain phenotypes including perineal and
musculoskeletal pain. The review followed PRISMA 2020 principles and screened 1,127 de-
duplicated records, of which 78 underwent full-text review and 15 studies met the inclusion
criteria. This study is important because it moves beyond isolated risk factors and examines
somatic and psychosocial determinants in one integrated synthesis.

The review shows that perineal trauma and early pain emerged as the most consistent risk
factors for postpartum sexual pain and dysfunction. Across included studies, dyspareunia after
vaginal birth could reach about 50% at six weeks and remained around 22-35% by six to twelve
months in several cohorts. Assisted vaginal delivery increased later dyspareunia risk, and higher
grades of trauma were repeatedly associated with worse sexual outcomes. Persistent pain also
mattered: pain at early follow-up predicted later strong dyspareunia, and pelvic girdle pain was
linked with greater sexual avoidance and worse sexuality scores. These findings support the
thesis argument that tissue injury and pain are central early drivers of dysfunction, even though
their importance may decline over time.

Breastfeeding showed a more time-dependent and context-sensitive pattern. Exclusive or current
breastfeeding was associated in several studies with lower sexual function and greater
dyspareunia, especially in the early postpartum months. In one cohort, breastfeeding increased
the odds of dyspareunia at six months by roughly fourfold, and exclusive breastfeeding
independently predicted dysfunction in another study. Yet the review also found that
breastfeeding-related effects weakened later in the first year. This is a clinically useful
conclusion because it suggests that lactation-related symptoms are real and should be anticipated,
but that they should be framed as transient and manageable rather than as fixed long-term
impairment.

A particularly valuable contribution of Study 1 is its treatment of psychosocial determinants.
Better partner support and more positive body image were consistently associated with better
sexual outcomes across different cultural settings, although this evidence was mainly cross-
sectional and therefore assigned lower certainty. The review therefore concludes that perineal
trauma and early pain have the strongest and most consistent evidence, breastfeeding has modest
but temporally bounded associations, and partner support plus body image represent plausible
protective factors that deserve greater attention in future longitudinal work. Overall, the review
supports integrated postpartum care that combines obstetric quality improvement, early pain
management, psychosocial support, and targeted pelvic rehabilitation.
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Figure I.1. PRISMA 2020 flow diagram for study selection.
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Figure 1.2. Evidence heatmap (direction of association by determinant and study).

Study 2 — Prospective cohort from pregnancy to 12 months
postpartum

The second study prospectively followed 112 women from pregnancy to late postpartum and
provides one of the thesis’s clearest demonstrations of longitudinal change. Women were
assessed at six timepoints, allowing the study to map sexual function across pregnancy, early
postpartum recovery, and late postpartum adaptation. The central finding is a consistent nadir-
then-recovery pattern. Mean FSFI total score declined from 26.5 in the first trimester to 25.2 in
the second trimester and 21.8 in the third trimester, reached its lowest point at 18.8 in the early
postpartum period, then improved to 20.6 at three months and 25.4 at six to twelve months.
Even with this recovery, 58% of women still met the FSFI-defined dysfunction threshold at late
follow-up, showing that mean improvement can conceal a clinically important subgroup with
persistent difficulties.

Study 2 also clarifies the role of obstetric trauma. Delivery groups were distributed as vaginal
low trauma (n = 45), vaginal higher trauma (n = 29), and cesarean delivery (n = 38). Sexual
dysfunction at late postpartum differed significantly across these groups: 42.2% after low-
trauma vaginal birth, 63.2% after cesarean delivery, and 75.9% after higher-trauma vaginal birth.
At the continuous-score level, low-trauma vaginal birth remained the most favorable group both
early and late postpartum, while higher-trauma vaginal birth had the lowest scores. One of the
thesis’s strongest practical messages arises here: cesarean delivery cannot be presented as a
reliable strategy for preserving later sexual function. Avoiding severe perineal injury matters,
but uncomplicated vaginal birth was associated with the best outcomes overall.



The psychosocial results are equally important. Women with late-postpartum dysfunction had
higher depressive symptoms, poorer sleep, lower relationship satisfaction, and poorer physical
quality-of-life scores. Sleep quality showed a particularly clear gradient. At late follow-up, mean
FSFI was 27.4 in the good-sleep tertile, 26.0 in the intermediate tertile, and 22.8 in the poor-
sleep tertile, while dysfunction rose from 44.7% and 47.2% to 81.6% in the poorest sleepers.
Relationship satisfaction showed a similar pattern: dysfunction reached 84.2% in the lowest
satisfaction tertile compared with 43.2% in the highest. In adjusted models, depressive
symptoms and poor sleep independently predicted lower FSFI scores, and worse sleep increased
the odds of dysfunction, while greater relationship satisfaction was protective. Higher-trauma
vaginal birth and cesarean delivery also remained associated with worse odds when compared
with low-trauma vaginal birth.

A final strength of Study 2 is its phenotype analysis. The study identified a pain-dominant
phenotype, linked more closely to trauma and depressive symptoms, and a global-low
phenotype, driven more strongly by sleep, depressive symptoms, and relationship satisfaction.
This distinction has clear clinical value. Women whose dysfunction is primarily pain-related
may need pelvic-floor assessment, scar management, or dyspareunia-focused treatment. Women
with broad impairment across domains need a wider psychosocial approach involving mood,
sleep, and relational support. Study 2 therefore moves the thesis from general risk-factor
description toward individualized, phenotype-based postpartum sexual health care.
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Figure I1.3. Postpartum FSFI recovery trajectories stratified by PP3 sleep tertiles (PSQI).

Study 3 — Longitudinal psychosocial predictors, trajectories, and
risk stratification

The third study extends the longitudinal perspective and sharpens the thesis’s psychosocial
argument. In a cohort of 150 women followed from early pregnancy to twelve months
postpartum, mean FSFI declined from 27.4 in the first trimester to 25.4 in the second, 22.7 in the
third, and 20.1 at the early postpartum nadir, before partial recovery to 21.7 at three months and
25.5 at late follow-up. Even at this final stage, 60% of participants remained below the
dysfunction threshold. Early postpartum differences by mode of birth and perineal pain were
present, but by six to twelve months they had attenuated. Exclusive breastfeeding and broad
pelvic-floor symptom measures also showed limited association with late-postpartum FSFI. This
pattern strongly supports one of the thesis’s central conclusions: somatic contributors dominate
early recovery, whereas psychosocial variables become increasingly decisive later.

Psychosocial separation between women with and without dysfunction was clear. Women with
late-postpartum dysfunction had higher PHQ-9 depressive symptom scores, lower psychological
and physical quality-of-life scores, and somewhat more body-image disturbance. Correlation
analyses showed that depressive symptoms were the strongest negative correlate of sexual
function, followed by poorer psychological quality of life and body-image disturbance. In the
multivariable model, depressive symptoms were the only predictor that remained statistically
significant after adjustment, with each standard-deviation increase predicting a 1.2-point
reduction in FSFI. This finding is crucial because it shows that, at six to twelve months
postpartum, depressive burden may be more informative than obstetric history when clinicians
try to identify persistent risk.

Study 3 also provides important nuance through latent trajectory analysis. Three clusters were
identified: a resilient-high group representing 33% of participants, a recovering-moderate group



representing 42%, and a persistent-low group representing 25%. The resilient-high group started
near 30 in early pregnancy, recovered to nearly 29 by late postpartum, and had dysfunction in
28.6% of cases. The recovering-moderate group improved over time but still had dysfunction in
60.3%. The persistent-low group had low sexual function already in early pregnancy, worsened
during the perinatal period, and showed nearly 90% dysfunction at late follow-up. These classes
demonstrate that postpartum sexual recovery is heterogeneous and that some women enter
pregnancy with vulnerability that persists across the entire reproductive transition.

Another major contribution is the mediation and prediction work. Body-image disturbance had
both a direct negative effect on sexual function and an indirect effect through depressive
symptoms. For every one-point increase in body-image disturbance, PHQ-9 increased by 2.4
points; each PHQ-9 point was associated with a 0.7-point decrease in FSFI; and the indirect
effect accounted for a large share of the total association. The predictive model combining
depressive symptoms, psychological quality of life, and body image achieved strong
discrimination for later dysfunction, with an AUC of 0.9 and bootstrap-corrected AUC of 0.87.
This is clinically meaningful because it suggests that standard self-report measures already used
in perinatal care can support simple risk stratification, helping identify women who are most
likely to benefit from earlier and more targeted intervention.
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Integrated conclusions and practical significance

Taken together, the thesis makes a persuasive case that postpartum sexual dysfunction should be
treated as a multidomain maternal-health outcome rather than a private complaint left to
spontaneous disclosure. The three studies converge on several major conclusions. First, sexual
function typically declines from pregnancy toward an early postpartum nadir and improves
thereafter, but recovery is incomplete for many women by six to twelve months. Second,
perineal trauma, instrumental delivery, and early pain are clinically relevant and repeatedly
associated with poorer outcomes, especially in the short term. Third, cesarean delivery is not a
dependable protective strategy against later dysfunction. Fourth, psychosocial determinants,
especially depressive symptoms, sleep disruption, body-image disturbance, and relationship
satisfaction, play a major role in persistent late-postpartum impairment.

The thesis also contributes methodologically. It combines a systematic review, repeated-
measures cohort designs, phenotype analysis, latent trajectory clustering, mediation analysis,
and predictive modeling. This multi-level strategy allows the work to move beyond simple
prevalence reporting. It identifies when different determinants matter, shows that there is more
than one pathway to postpartum sexual dysfunction, and demonstrates that a feasible screening
framework can be built from instruments already familiar to perinatal services.

The practical implications are direct. Routine postpartum care should not stop at wound healing,
contraception, and infant feeding. It should include multidomain screening for sexual function,
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depressive symptoms, sleep quality, pelvic-floor symptoms, and relationship distress, ideally at
several timepoints rather than only at six weeks. Women with pain-dominant problems should
be directed toward pelvic-floor rehabilitation and dyspareunia-focused care. Women with
broader psychosocial burden should receive mental-health assessment, sleep-focused counseling,
body-image support, and, where appropriate, couple-based interventions. In this way, the thesis
positions postpartum sexual health as a legitimate and actionable part of comprehensive
maternal care.
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Context si obiective generale

Aceastd tezd doctorala analizeaza disfunctia sexuala postpartum ca problema multidimensionala
de sanatate, cu impact asupra recuperarii fizice, starii psihologice, intimitatii de cuplu si calitatii
vietii In primul an dupa nastere. Lucrarea porneste de la o premisa clinicd importantd: sanatatea
sexuald postpartum este suficient de frecvent afectatd incat trebuie consideratd o componenta
relevantd a morbiditatii materne, insd in practica obisnuitd ramane adesea insuficient
recunoscutd. Pe parcursul sarcinii si dupa nastere, femeile trec prin modificari endocrine abrupte,
privare de somn, schimbari de imagine corporald, transformari ale relatiei de cuplu, solicitarile
sexuale apdrute n aceastd perioadd nu trebuie tratate ca plangeri izolate sau ca simple
consecinte inevitabile ale nasterii, ci ca rezultate ale interactiunii dintre factori biologici,
obstetricali, psihologici si relationali.

Obiectivul general al tezei este clarificarea determinantelor, a traiectoriilor si a implicatiilor
clinice practice ale disfunctiei sexuale postpartum. Mai precis, lucrarea incearca sa raspunda la
patru intrebari majore. in primul rind, cat de frecventi si cat de importanti clinic este disfunctia
sexuald postpartum si cum evolueaza in timp? In al doilea rand, ce rol joaci factorii fiziologici si
obstetricali, precum aldptarea, trauma perineald, durerea si modul de nastere? In al treilea rand,
cat de puternic modeleazd recuperarea determinantii psihosociali, cum sunt simptomele
depresive, calitatea somnului, imaginea corporali si satisfactia relationala? in al patrulea rand,
cum pot fi transpuse aceste rezultate in strategii realiste de screening si interventie 1n ingrijirea
postpartum?

Teza este structuratd intr-o progresie coerentd, de la partea teoreticd la cea aplicatd. Partea
generald sintetizeaza datele despre epidemiologie, mecanisme, context psihosocial si stadiul
actual al evaludrii si interventiilor. Partea speciald dezvoltd apoi acest cadru prin trei studii
complementare: o revizuire sistematica a determinantelor din primul an postpartum, un studiu
prospectiv de cohorta axat pe traiectoriile functiei sexuale din sarcind pana la 12 luni postpartum
si un al doilea studiu longitudinal concentrat pe predictorii psihosociali si pe stratificarea riscului.
In ansamblu, teza propune ideea cd disfunctia sexuald postpartum nu este o singurid entitate
uniformad, ci un domeniu clinic heterogen, cu profiluri de risc distincte, traiectorii diferite si
determinanti modificabili care pot sustine o Ingrijire postpartum mai individualizata.

Sinteza partii generale

Partea generald oferd fundamentul conceptual al tezei printr-o analizd a epidemiologiei,
mecanismelor, contextului psihosocial si strategiilor de evaluare ale disfunctiei sexuale



postpartum. Primul capitol aratd ca dificultatile sexuale postpartum sunt frecvente,
multidimensionale si variabil persistente. In literatura sintetizati in teza, estimirile de prevalenta
variaza larg in functie de momentul evaluarii, de populatia studiatd si de instrumentul utilizat,
insd mesajul general este constant: un numar mare de femei prezintd diminuarea dorintei,
scaderea excitatiei, tulburdri de lubrifiere, dificultati orgasmice, dispareunie sau reducerea
satisfactiei in lunile care urmeazd nasterii. Capitolul face si o distinctie importantda intre
adaptarea tranzitorie si disfunctia relevantad clinic, insotitd de distres. Aceasta distinctie este
esentiald, deoarece perioada postpartum include In mod natural recuperare fizica si tranzitii de
rol, insd un subgrup semnificativ continud sa aiba simptome care afecteazd imaginea de sine,
calitatea relatiei de cuplu si starea generala de bine mult dincolo de puerperiul precoce.

Al doilea capitol exploreaza determinantii fiziologici si obstetricali. Acesta subliniaza faptul ca
functia sexuald postpartum depinde de recuperarea endocrind, vindecarea tisulard, integritatea
planseului pelvin, raspunsul neurovascular si mecanismele durerii. Hipoestrogenismul asociat
alaptarii este prezentat ca factor relevant pentru uscaciunea vaginald si durere, dar teza aratd si
ca alaptarea nu poate fi redusd la un singur mecanism hormonal, deoarece este asociatd cu
oboseald, modificarea limitelor corporale si schimbarea tiparelor de intimitate. Capitolul mai
aratd cd nu modul de nastere in sine este cel mai puternic predictor al unui rezultat sexual
nefavorabil, ci mai ales povara traumei obstetricale si prezenta durerii precoce postpartum.
Astfel, laceratiile perineale, epiziotomia, nasterea instrumentald, disfunctia planseului pelvin si
persistenta dispareuniei sunt Incadrate ca factori clinic importanti, dar potential modificabili.

Al treilea capitol mutd accentul pe determinantii psihosociali. Un punct forte major al tezei este
insistenta asupra faptului cad recuperarea sexuald postpartum nu poate fi inteleasd fard a lua in
considerare depresia, anxietatea, tulburdrile de somn, imaginea corporald, tranzitia de rol si
calitatea relatiei de cuplu. Simptomele depresive sunt prezentate ca fiind deosebit de influente,
deoarece afecteaza simultan dorinta, placerea, nivelul de energie, valoarea de sine si conexiunea
relationald. Tulburdrile de somn si oboseala influenteaza rezultatele sexuale atat direct, cat si
indirect, prin dispozitie si tensiunea de cuplu. Imaginea corporala nu este tratatd doar ca
nemultumire fatd de aspect, ci ca o perceptie sexuald mai largd a propriului corp, care
influenteazd confortul, increderea si disponibilitatea pentru intimitate. Sprijinul partenerului,
calitatea comunicarii si contextul social mai larg modificd la randul lor sansa ca problemele
sexuale sa ramana tranzitorii sau sa devina persistente.

Al patrulea capitol abordeaza evaluarea si interventia. Teza identifica Female Sexual Function
Index ca instrument principal de masurare utilizat in domeniu, recunoscand insa si limitele sale
in populatiile postpartum. Este sustinuta ideea screeningului repetat, nu a unui singur control la
sase sdptdmani, precum si a unui model etapizat, multidimensional, care sa includd functia
sexuald, dispozitia afectivd, somnul, simptomele planseului pelvin si distresul relational. Cadrul
interventional propus in partea generald este la fel de integrat: lubrifianti si tratament
simptomatic local pentru uscdciune si durere, reabilitare a planseului pelvin pentru contributiile
musculare sau legate de cicatrice, psihoeducatie si consiliere pentru asteptari si incredere
sexuald, precum si interventii de sdnatate mintala sau de cuplu atunci cand povara psihosociala
predomind. Acest cadru pregateste terenul pentru cele trei studii empirice din partea speciala.



Studiul 1 — Revizuire sistematica a determinantelor din primul an
postpartum

Primul studiu este o revizuire sistematica intitulatd ,,Determinants of Postpartum Sexual
Dysfunction in the First Year”. Scopul sau este de a sintetiza dovezile referitoare la patru
domenii de determinanti predefiniti: aldptarea sau tipul de alimentatie al copilului; sprijinul
partenerului si al familiei impreuna cu imaginea corporald; trauma perineald si instrumentatia
obstetricald; si fenotipurile de durere postpartum, inclusiv durerea perineald si durerea
musculoscheletala. Revizuirea a urmat principiile PRISMA 2020 si a analizat 1.127 de
inregistrari dupa eliminarea duplicatelor, dintre care 78 au fost evaluate integral, iar 15 studii au
indeplinit criteriile de includere. Importanta acestui studiu constd in faptul ca depaseste analiza
unor factori de risc izolati si examineaza intr-o singurd sintezd integratd atat determinantii
somatici, cat si pe cei psihosociali.

Revizuirea aratd ca trauma perineald si durerea precoce au reprezentat cei mai constanti factori
de risc pentru durerea si disfunctia sexuald postpartum. In studiile incluse, dispareunia dupa
nasterea vaginald a putut ajunge la aproximativ 50% la sase saptdmani si s-a mentinut in jur de
22-35% la sase pana la doudsprezece luni in mai multe cohorte. Nasterea vaginald asistata
instrumental a crescut riscul ulterior de dispareunie, iar gradele mai mari de trauma au fost
asociate in mod repetat cu rezultate sexuale mai nefavorabile. Si durerea persistenta s-a dovedit
importanta: durerea raportatd la evaluarea precoce a prezis dispareunie severa ulterioara, iar
durerea centurii pelvine a fost legatd de evitare sexuald mai accentuatd si scoruri mai slabe
privind sexualitatea. Aceste constatari sustin argumentul central al tezei conform caruia leziunea
tisulara si durerea reprezintd factori determinanti majori In perioada timpurie, chiar daca
importanta lor relativa poate scadea in timp.

Alaptarea a prezentat un model mai dependent de momentul evaludrii si de context. Aldptarea
exclusivd sau activd s-a asociat in mai multe studii cu functie sexuald mai redusa si cu
dispareunie mai mare, in special in primele luni postpartum. Intr-o cohorta, aldptarea a crescut
de aproximativ patru ori riscul de dispareunie la sase luni, iar in alt studiu alaptarea exclusiva a
prezis independent disfunctia sexuald. Totusi, revizuirea a ardtat cd aceste efecte tind sa se
atenueze in partea mai tarzie a primului an postpartum. Aceasta este o concluzie utila clinic,
deoarece sugereaza ca simptomele sexuale legate de lactatie sunt reale si trebuie anticipate, dar
trebuie prezentate ca tranzitorii si gestionabile, nu ca o afectare fixa pe termen lung.

O contributie deosebit de valoroasd a Studiului 1 este modul in care trateaza determinantii
psihosociali. Un sprijin mai bun din partea partenerului si o imagine corporald mai pozitiva s-au
asociat constant cu rezultate sexuale mai bune in contexte culturale diferite, desi aceste dovezi
au provenit 1n principal din studii transversale si, de aceea, au primit un nivel de certitudine mai
redus. In concluzie, Studiul 1 arati ci trauma perineald si durerea precoce au dovezile cele mai
solide si mai consecvente, cd alaptarea are asocieri modeste, dar limitate temporal, iar sprijinul
partenerului si imaginea corporald reprezintd factori protectori plauzibili, care meritd o atentie
mult mai mare in cercetarile longitudinale viitoare. Per ansamblu, revizuirea sustine un model
integrat de ingrijire postpartum, care sd combine Imbunatatirea calitdtii actului obstetrical,
controlul precoce al durerii, sprijinul psihosocial si reabilitarea pelvina tintita.
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Studiul 2 — Cohorta prospectiva din sarcina pana la 12 luni
postpartum

Al doilea studiu a urmarit prospectiv 112 femei din timpul sarcinii pana la perioada postpartum
tardiva si oferd una dintre cele mai clare demonstratii ale tezei privind schimbarea longitudinala
a functiei sexuale. Participantele au fost evaluate in sase momente succesive, ceea ce a permis
descrierea functiei sexuale pe parcursul sarcinii, In recuperarea postpartum precoce si in
adaptarea postpartum tardiva. Rezultatul central este existenta unui model constant de tip nadir-
urmat-de-recuperare. Scorul mediu FSFI total a scazut de la 26,5 in primul trimestru la 25,2 in
trimestrul al doilea si 21,8 in trimestrul al treilea, a atins cel mai mic nivel in postpartumul
precoce, la 18,8, apoi a crescut la 20,6 la trei luni si la 25,4 la sase pana la doudsprezece luni.
Chiar si in prezenta acestei recuperdri, 58% dintre femei au rdmas sub pragul FSFI pentru
disfunctie la urmarirea tardiva, ceea ce aratd ca ameliorarea medie poate ascunde un subgrup
clinic important cu dificultati persistente.

Studiul 2 clarifica si rolul traumei obstetricale. Grupurile de nastere au fost distribuite astfel:
nastere vaginald cu trauma redusd (n = 45), nastere vaginald cu trauma mai mare (n = 29) si
operatie cezariand (n = 38). Disfunctia sexuald la postpartum tardiv a diferit semnificativ intre
aceste grupuri: 42,2% dupa nastere vaginala cu trauma redusa, 63,2% dupa cezariana si 75,9%
dupa nastere vaginald cu traumd mai mare. La nivelul scorului continuu, nasterea vaginald cu
trauma redusd a rdmas grupul cu cele mai bune rezultate atat in postpartumul precoce, cat si in
cel tardiv, in timp ce nasterea vaginala cu trauma mai mare a avut cele mai scazute scoruri. De
aici deriva unul dintre cele mai importante mesaje practice ale tezei: operatia cezariand nu poate



fi prezentatd ca strategie sigurd de protejare a functiei sexuale ulterioare. Evitarea
traumatismului perineal sever conteaza, dar nasterea vaginala necomplicatd a fost asociatd cu
cele mai favorabile rezultate generale.

Rezultatele psihosociale sunt la fel de importante. Femeile cu disfunctie sexuald la postpartum
tardiv au avut simptome depresive mai intense, somn mai slab, satisfactie relationala mai mica si
scoruri mai reduse ale calitatii vietii fizice. Calitatea somnului a prezentat un gradient deosebit
de clar. La urmarirea tardiva, media FSFI a fost 27,4 in tertilul cu somn bun, 26,0 in tertilul
intermediar si 22,8 in tertilul cu somn slab, in timp ce prevalenta disfunctiei a crescut de la
44,7% si 47,2% la 81,6% 1n grupul cu cel mai prost somn. Satisfactia relationald a aratat un
model similar: disfunctia a ajuns la 84,2% 1in tertilul cu satisfactie minima, fata de 43,2% in
tertilul cu satisfactie maxima. In modelele ajustate, simptomele depresive si somnul de slaba
calitate au prezis independent scoruri FSFI mai mici, iar o calitate mai slabd a somnului a
crescut probabilitatea de disfunctie, In timp ce satisfactia relationalda mai mare a avut efect
protector. Nasterea vaginald cu traumd mai mare $i cezariana au ramas de asemenea asociate cu
un risc mai mare comparativ cu nasterea vaginalad cu trauma redusa.

O altd contributie importantd a Studiului 2 este analiza fenotipurilor de disfunctie. Studiul a
identificat un fenotip dominat de durere, legat mai ales de trauma si simptome depresive, si un
fenotip global scazut, determinat mai ales de somn, simptome depresive si satisfactie relationala.
Aceasta distinctie are valoare clinica directa. Femeile la care disfunctia este in principal legata
de durere pot avea nevoie de evaluarea planseului pelvin, managementul cicatricii sau tratament
tintit al dispareuniei. Femeile cu afectare largd a mai multor domenii au nevoie de o abordare
psihosociald mai ampla, care sa includa dispozitia afectiva, somnul si suportul relational. Astfel,
Studiul 2 muta teza de la simpla descriere a factorilor de risc catre un model de ingrijire sexuala
postpartum mai individualizat si bazat pe fenotip.
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Figura I1.2. Disfunctia in functie de tipul nasterii.
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Studiul 3 — Predictori psihosociali longitudinali, traiectorii si
stratificarea riscului

Al treilea studiu extinde perspectiva longitudinala si consolideaza argumentul psihosocial al
tezei. Intr-o cohortd de 150 de femei urmdrite din sarcina precoce pand la doudsprezece luni
postpartum, scorul mediu FSFI a scazut de la 27,4 in primul trimestru la 25,4 in al doilea, 22,7
in al treilea si 20,1 la nadirul postpartum precoce, urmat de o recuperare partiald la 21,7 la trei
luni si 25,5 la urmarirea tardiva. Chiar si in aceastd etapd finald, 60% dintre participante au
ramas sub pragul de disfunctie. Diferentele timpurii in functie de modul de nastere si de durerea
perineald au existat, dar pana la sase pana la doudsprezece luni s-au atenuat. De asemenea,
alaptarea exclusiva si masurile generale ale simptomelor planseului pelvin au avut asocieri
limitate cu FSFI tardiv. Acest model sustine puternic una dintre concluziile centrale ale tezei:
factorii somatici domina recuperarea precoce, in timp ce variabilele psihosociale devin progresiv
decisive ulterior.

Separarea psihosociald intre femeile cu si fara disfunctie a fost clara. Femeile cu disfunctie la
postpartum tardiv au avut scoruri PHQ-9 mai mari, scoruri mai mici ale calitatii vietii
psihologice si fizice si o tendintd spre tulburare mai accentuata a imaginii corporale. Analizele
de corelatie au aratat ca simptomele depresive au reprezentat cel mai puternic corelat negativ al
functiei sexuale, urmate de o calitate psihologicd a vietii mai redusa si de tulburarea imaginii
corporale. In modelul multivariabil, simptomele depresive au fost singurul predictor care a
ramas semnificativ statistic dupd ajustare, fiecare deviatie standard in plus fiind asociatd cu o
scadere de 1,2 puncte a scorului FSFI. Aceastd constatare este esentiald, deoarece aratd ca, la
sase pand la doudsprezece luni postpartum, povara depresiva poate fi mai informativa decat
istoricul obstetrical atunci cand clinicianul incearca sa identifice riscul de persistenta.



Studiul 3 aduce si nuante importante prin analiza latenta a traiectoriilor. Au fost identificate trei
clustere: un grup rezilient-inalt care a reprezentat 33% dintre participante, un grup recuperare-
moderatd care a reprezentat 42% si un grup persistent-scazut care a reprezentat 25%. Grupul
rezilient-inalt a pornit aproape de 30 in sarcina precoce, s-a recuperat pana aproape de 29 la
postpartum tardiv si a avut disfunctie in 28,6% dintre cazuri. Grupul recuperare-moderata s-a
ameliorat in timp, dar a pastrat o prevalenta a disfunctiei de 60,3%. Grupul persistent-scazut
avea functie sexuald joasa ncd din primul trimestru, s-a deteriorat in perioada perinatald si a
prezentat aproape 90% disfunctie la urmarirea tardiva. Aceste clase demonstreazd ca
recuperarea sexuald postpartum este heterogend si cd unele femei intrd in sarcind cu
vulnerabilitéti care persista pe intreg parcursul tranzitiei reproductive.

O altd contributie majord este reprezentatd de analiza de mediere si de modelarea predictiei.
Tulburarea imaginii corporale a avut atat un efect direct negativ asupra functiei sexuale, cat si
un efect indirect mediat de simptomele depresive. Pentru fiecare crestere cu un punct a tulburarii
imaginii corporale, scorul PHQ-9 a crescut cu 2,4 puncte; fiecare punct PHQ-9 s-a asociat cu o
scadere de 0,7 puncte a FSFI; iar efectul indirect a reprezentat o parte importantd a asocierii
totale. Modelul predictiv combindnd simptomele depresive, calitatea vietii psihologice si
imaginea corporald a avut o discriminare foarte buna pentru disfunctia ulterioara, cu AUC 0,9 si
AUC corectat bootstrap 0,87. Acest lucru are relevantd clinici deoarece sugereaza ca
instrumentele standard de autoevaluare deja folosite in ingrijirea perinatald pot sustine o
stratificare simpla a riscului, ajutadnd la identificarea femeilor care au cele mai mari sanse de a
beneficia de interventii timpurii si directionate.
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Figura IIl.1. Traiectoriile FSFI in functie de tertilele PHQ-9 pe parcursul sarcinii si postpartum.



1.0~ Perfect calibration
—a— Model deciles

T60[100%

o g o
= o o

Observed proportion with dysfunction
=
(¥

0.0}

0.0 0.2 0.2 0.6 0.8 1.0
Mean predicted probability of dysfunction

Figura I11.2. Calibrarea modelului psihosocial de predictie pentru disfunctia la PP3.

Concluzii integrate si semnificatie practica

In ansamblu, teza construieste un argument convingitor pentru tratarea disfunctiei sexuale
postpartum ca rezultat multidimensional de sandtate maternd, nu ca plangere privatd ldsata
exclusiv la initiativa pacientei. Cele trei studii converg citre mai multe concluzii majore. in
primul rand, functia sexuald descreste, in mod tipic, din timpul sarcinii catre un nadir
postpartum precoce si se amelioreaza ulterior, Insd recuperarea raimane incompletd pentru multe
femei la sase pand la doudsprezece luni. In al doilea rdnd, trauma perineald, nasterea
instrumentald si durerea precoce sunt relevante clinic si se asociaza in mod repetat cu rezultate
mai slabe, mai ales pe termen scurt. In al treilea rind, operatia cezariana nu reprezinti o strategie
protectoare sigurd impotriva disfunctiei sexuale ulterioare. In al patrulea rand, determinantii
psihosociali, in special simptomele depresive, tulburdrile de somn, perturbarea imaginii
corporale si satisfactia relationala, joaca un rol major in afectarea persistentd din postpartumul
tardiv.

Teza aduce si contributii metodologice importante. Ea combind o revizuire sistematica,
designuri de cohortd cu masurdtori repetate, analizd de fenotipuri, clusterizare latentd a
traiectoriilor, analizd de mediere si modelare predictiva. Aceasta strategie pe mai multe niveluri
permite depasirea simplei raportari a prevalentei. Lucrarea identifica momentul in care diferiti
determinanti devin importanti, aratd ca exista mai mult de o singura cale catre disfunctia sexuald
postpartum si demonstreaza cd poate fi construit un cadru fezabil de screening pornind de la
instrumente deja familiare serviciilor perinatale.
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Implicatiile practice sunt directe. Ingrijirea postpartum nu ar trebui si se opreasca la vindecarea
plagilor, contraceptie si alimentatia nou-ndscutului. Ea ar trebui sa includd screening
multidimensional pentru functia sexuald, simptome depresive, calitatea somnului, simptome ale
planseului pelvin si distres relational, ideal n mai multe momente de evaluare si nu doar la sase
saptamani. Femeile cu probleme predominant algice ar trebui orientate cdtre reabilitare a
planseului pelvin si tratament focalizat pe dispareunie. Femeile cu povara psihosociald mai larga
ar trebui sa beneficieze de evaluare de sanatate mintald, consiliere pentru somn, sprijin pentru
imaginea corporala si, atunci cind este necesar, interventii centrate pe cuplu. in acest fel, teza

comprehensive.
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