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A B S T R A C T

Problem: Little is known about the influences on postnatal sexual health conversations from the midwife’s 
perspective.
Background: Women frequently experience sexual health challenges in the postnatal period. Women have stated 
that midwives do not enquire about postnatal sexual health challenges, and when concerns are raised, unhelpful 
advice is received. The lack of recognition from midwives leaves women feeling isolated, ashamed, and as though 
their experiences are abnormal.
Question: What are Australian midwives’ experiences providing sexual health information to women in the 
postnatal period?
Methods: A qualitative descriptive study utilising purposive sampling and individualised semi-structured in
terviews to collect data from registered midwives (n=7) working across various contexts in Australia. Data was 
analysed using Braun and Clarke’s method.
Findings: Four major themes were identified from the data: 1) The medicalisation of birth, 2) Postnatal sexual 
health: It’s complicated, 3) In our interest but whose responsibility? And 4) Enhancing the provision of postnatal 
sexual health information.
Discussion: Although the midwife participants acknowledged the importance of discussing postnatal sexual 
health, the findings of this study highlight the various barriers Australian midwives face when providing sexual 
health information to postnatal women.
Conclusion: There are various influences on a midwife’s ability to provide sexual health information to women in 
the postnatal period. The barriers of the medical system, inadequate training and professional development and 
an undefined role in sexual health create challenges for Australian midwives to effectively provide sexual health 
information.

Statement of significance

Problem

There is a dearth of research exploring the experiences of mid
wives providing postnatal sexual health information to women.

What is already known

Women commonly experience sexual health challenges in the 
postnatal period. Research exploring these challenges from the 
woman’s perspective revealed that midwives rarely enquire about 
sexual health, leaving women to feel isolated and ashamed.

What this Paper Adds

This paper provides insight into midwives’ experiences providing 
sexual health information to postnatal women and helps in iden
tifying factors that need to be addressed to optimise practice.

Introduction

Sexual health is challenging to define however, the World Health 
Organization (2006) outlines sexual health as a complex biological, 
emotional, social, and psychological concept. The World Health Orga
nization’s concept of sexual health will be followed for the purpose of 
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this study. Sexuality is essential to overall health and can contribute to 
quality of life, personal development, and wellbeing (World Health 
Organization, 2006). Sexual and reproductive health are frequently 
linked with components of reproductive health often taking focus 
(Wellings & Johnson, 2013). Whilst placing sex within the context of 
reproduction may be easier for some to deal with, sexual activity is more 
commonly recreational than procreational (Wellings & Johnson, 2013). 
There is increasing recognition of separating sexual health from repro
ductive health as increased access to contraception, abortion, and 
assisted reproduction has weakened the link (Wellings & Johnson, 
2013). This link has been addressed with the World Health Organization 
(2017) publishing a framework for an operational approach to sexual 
health to ensure aspects of sexual health receive attention outside of 
reproductive health.

There may be many influences on an individual’s sexual health 
throughout their lifespan, including physiological life cycles, hormonal 
factors, and physical and mental health (Darooneh et al., 2023). For 
women, the postnatal period is one of these significant life cycles that 
can influence sexual health due to many physical, psychological, social, 
emotional, and relational changes. A pivotal publication by Barrett et al. 
(2000) explored the impact of birth on a first-time mother’s sexual 
health and found that 83% of women experienced challenges with their 
sexual health in the first three months after birth. However, only 15% of 
women experiencing these sexual health issues reported discussing their 
challenges with a health professional (Barrett et al., 2000). Following 
the publication by Barrett et al. (2000), researchers over the next decade 
took a one-dimensional view of postnatal sexual health, focusing on the 
biological aspects and, in particular, sexual function. Many of these 
studies utilised the Female Sexual Function Index (FSFI) and therefore, it 
is suggested that postnatal sexual dysfunction is over diagnosed due to 
the outdated model that underpins the FSFI (O’Malley et al., 2021). The 
FSFI is a tool often used to assess key dimensions of a woman’s sexual 
function and to diagnose dysfunction (Rosen et al., 2000). The use of this 
tool in assessing sexual function is problematic as it was created using 
the disputed Masters and Johnson’s (1966) model of sexual response 
which utilises a male model of sexual response with no consideration to 
the emotional and relational aspects of sexuality (O’Malley et al., 2021; 
Pines, 1968). The FSFI was not developed or validated to be used for 
postnatal women. It can be argued that classifying sexual dysfunction in 
the postnatal period based on FSFI results ignores the complexity of this 
vulnerable period as well as the influence of the broader context of 
women’s lives and relationships, including the transition to parenthood 
on intimate relationships (O’Malley et al., 2021). This argument is not to 
detract from the evidence that women experience sexual dysfunction in 
the postnatal period but to highlight that merely focusing on postnatal 
sexual function to explore postnatal sexual health can be problematic. A 
large-scale prospective cohort study in Australia found that 89% of 
women experience postnatal sexual health issues (McDonald et al., 
2015). These findings help to highlight the number of different sexual 
health problems that women may encounter in the postnatal period 
rather than report on postnatal sexual dysfunction prevalence, as many 
other studies do (O’Malley et al., 2021).

Research commonly found that women experienced dyspareunia, 
difficulty reaching orgasm and decreased libido and desire in the post
natal period (Barrett et al., 2000; McDonald et al., 2015; O’Malley et al., 
2018). Studies exploring emotional, social, and relational dynamics of 
sexual health also found that concerns with body image, relationship 
dissatisfaction, changed priorities, depression, tiredness, increased re
sponsibilities, differing desire levels to partner, and feelings of guilt 
influenced sexual health (DeMaria et al., 2019; Khajehei & Doherty, 
2018; Pardell-Dominguez et al., 2021; Woolhouse et al., 2012). These 
findings indicate that postnatal sexual distress is multi-faceted and en
compasses physical, emotional, social, and relational aspects (Dawson 
et al., 2020). For most women, difficulties appear transient and improve 
with time as the postnatal period elapses, with some women reporting 
persistent challenges for 12 months following birth and others even 

longer (O’Malley et al., 2018).
Postnatal sexual health has received little attention from midwives 

and other health professionals, even though considerable research il
lustrates the high number of women experiencing postnatal sexual dif
ficulties. Midwives are recognised as the leading providers of postnatal 
care for Australian women (Australian Institute of Health and Welfare, 
2022). They are vital in providing life-enhancing information to women 
and their families (Bradfield et al., 2022). Providing sexual health in
formation is an essential aspect of routine postnatal care to ensure 
women feel knowledgeable, prepared, and empowered to manage any 
challenges that may arise (Darooneh et al., 2023). Therefore, midwives 
can be crucial in improving women’s postnatal sexual health experi
ences and outcomes (Bradfield et al., 2022). There is a dearth of liter
ature exploring midwives’ experiences providing sexual health 
information to women in the postnatal period with majority of the 
research focusing on the provision of contraceptive information instead 
of sexual health from a broad perspective (Cheney et al., 2024; Botfield 
et al., 2021). This study was undertaken to provide insight into mid
wives’ experience in this area, identifying and improving understanding 
of the factors that might be addressed to optimise practice.

The question that guided this study: 

What are Australian midwives’ experiences providing sexual health 
information to women in the postnatal period?

Participants, Ethics and Methods

Study design

A qualitative descriptive approach was considered appropriate for 
this research as it gains insights from participants into a poorly under
stood phenomenon and offers the opportunity to discover and under
stand a phenomenon through rich descriptions (Bradshaw et al., 2017). 
Various methods can be utilised in this methodology providing it re
mains congruent with the research question and aim (Sandelowski, 
2010). The study took place online in Australia. Ethical approval was 
obtained from the University’s Human Research Ethics Committee 
(HREC 2022/375).

Recruitment

Midwives were recruited through purposeful sampling. Registered 
midwives currently providing postnatal care to women in any context in 
Australia were invited to participate through a research flyer distributed 
through the Australian College of Midwives e-bulletin and midwifery- 
related social media sites. Potential participants were provided with 
the participant information and consent form. Eligible participants were 
invited to participate in an interview on a date and time that suited the 
participant. Consent and confidentiality were confirmed verbally at the 
beginning of each interview. As the study had narrow aims, the speci
ficity of the sample was dense, the quality of the dialogue was strong and 
thematic analysis involved reflexivity (Braun & Clarke, 2022), the 
principles of information power guided sample size (Malterud et al., 
2016).

Participants

Ten midwives contacted the researcher and received the participant 
information sheet and participant consent form. Three midwives did not 
respond to the initial email. A follow-up email was sent after two weeks 
with no response and no further contact was made. A total of seven 
participants were involved in the study. The participants ages ranged 
from 27 to 60 years old with one participant not disclosing their age. 
Four of the participants had completed additional midwifery qualifica
tions, with one completing education relevant to the sexual health 
discipline. All the participants identified as female, and the years of 
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midwifery experience ranged from five to 42 years. The models of care 
participants were working in ranged from midwifery group practice 
within public maternity care (n=3), a women’s health centre (n=1) and 
public maternity care (n=3). One of the midwives in public maternity 
care also worked in a GP clinic. At the time of the study, the participants 
were located in rural Queensland (n=1), New South Wales (n=1), Vic
toria (n=2), South Australia (n=2) and Tasmania (n=1). Nearly all 
participants had worked in various contexts and settings across Australia 
earlier in their careers Table 1

Data Collection and Analysis

Individual semi-structured interviews were conducted, recorded and 
transcribed using Microsoft Teams, an online application. An interview 
guide was used to enhance consistency with flexibility afforded 
throughout the interviews so a natural flow could occur. Participants 
were allocated pseudonyms to ensure confidentiality. Participant de
scriptions, gestures and facial expressions, together with the primary 
researcher’s reflective insights, were recorded as field notes during the 
interviews. Transcripts were read as the primary researcher listened to 
the audio files to ensure accuracy.

Braun and Clarke’s (2022) six-phase reflexive process was under
taken during multiple readings of each transcript, as the data was coded 
and analysed thematically. Throughout data analysis, the primary 
researcher recorded and regularly reviewed a reflective journal to 
ensure she was aware of her philosophical and theoretical assumptions 
and how these shaped and informed the research (Braun & Clarke, 
2022). The primary researcher’s supervisors were involved in the data 
analysis by discussing and critically revising the transcripts, notes, codes 
and the themes and subthemes.

Findings

Four major themes were identified in the data ‘the medicalisation of 
birth’, ‘postnatal sexual health: It’s complicated,’ ‘in our interest but whose 
responsibility?’ and ‘enhancing the provision of postnatal sexual health 
information.’

The first theme explores the participant’s reflections on the political 
challenges of a technocratic and medical paradigm in the hospital sys
tem and midwifery care for postnatal women.

Theme 1: The medicalisation of birth
Barriers to midwives providing postnatal sexual health information 

within a dominant medical culture were illustrated by the following 
three subthemes.

Keeping everyone alive

All midwife participants discussed the limitations of only being able 
to provide basic information focused on the immediate physical needs of 
the woman and baby. Providing postnatal sexual health information was 

commonly neglected as it was felt it was unnecessary for the basic sur
vival needs of women and their babies: 

I’m going to prioritise the things that are going to keep you and the baby 
alive and hope that if your sex life is important enough to you, it is 
something you’ll be researching (Brooke).

A focus on contraception

When asking participants what sexual health information they 
discuss with postnatal women, most of the participants responded with 
information about contraception only: 

you’re just handing over information that can tick a box and is often 
limited to contraception (Megan).

The participants’ stories of the provision of contraceptive informa
tion reflected a medicalised approach. Contraception was acknowledged 
as an important aspect of sexual wellbeing, although there were com
ments such as: 

we’re worried that you’re not conceiving another baby but not about you 
actually enjoying sex (Poppy).

The participants commonly shared stories of the provision of con
traceptive information being a conveyor belt management strategy: 

We want to push her having a rod in her arm so she’s got something when 
she leaves so that they can discharge her and wipe their hands and feel 
like, OK, cool, she’s not going to turn up again (Charlotte).

Structural Barriers

The participants described various structural barriers within the 
hospital system that hinder their ability to provide sexual health infor
mation to postnatal women. A common challenge raised by all partici
pants was: 

definitely time (Brooke).

The participants reflected on a system structured to foster produc
tivity and efficiency with minimal focus on providing holistic care. Staff 
shortages added pressure on the midwives and further impacted time 
constraints. The participants reflected on a task-orientated approach 
following a checklist for postnatal education, which often led to disen
gaged information sharing for discharge and continuous movement of a 
conveyor belt-like system: 

I feel incredibly restricted when working on the floor in a postnatal ward 
in what I’m able to provide because I feel very strongly that postnatal 
sexual health should be a two-way conversation that comes from a holistic 
perspective (Megan).

Minimal recognition from management in the hospital system was 
considered a barrier, and the fragmented aspect of the medical model 
with minimal, if any, continuity of midwifery care was also discussed. 
Postnatal sexual health was acknowledged as a sensitive topic that 
required a holistic and individualised approach, which was considered 
optimal in continuity of midwifery care models.

Theme 2: Postnatal sexual health: It’s complicated.
The following four subthemes highlight the complex nature of 

postnatal sexual health, with many underlying factors influencing the 
provision of information

Sexual health is multifaceted

The participants discussed the many layers of sexual health: sexual 
health is not just physical sex. 

It’s multifaceted (Zoe).

Table 1 
Sociodemographic characteristics of participants

Participants Demographic attributes

Midwives (n=7) 27 – 60 years of age; one chose not to answer
Gender Female
Years of experience 5-42 years
Additional 

Qualifications
Yes (n=5) sexual health (n=1)
No (n=2)

Model of Care Public midwifery group practice (n=3)
Women’s health centre (n=1)
Public maternity care (n=3) 1 also worked in GP practice

Location Rural Queensland (n=1)
New South Wales (n=1)
Victoria (n=2)
South Australia (n=2)
Tasmania (n=1)
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The physical and medical aspects were discussed among the partic
ipants, with some discussion on how relational, psychological, 
emotional, and mental aspects can influence an individual’s sexual 
health: 

Sexuality changes so much in that pregnancy, birth and postnatal period. 
You know, because of all of our emotions and you know, our mental 
health, physical health and breastfeeding, all that sort of stuff, how we 
feel about our breasts and the sexual aspects of all of that (Mary).

The participants discussed the importance of midwives acknowl
edging the complexity of sexual health and having the skills to provide 
appropriate information and support during the postnatal period. 

Breaking a lifetime of stigma

There was overwhelming discussion from the participants about the 
stigma associated with postnatal sexual health, making it increasingly 
difficult to discuss with women: 

There is definitely still an enormous taboo, even in our so-called Western 
society, where we feel like we’re, you know, quite advanced and we’re all 
for sex positivity (Megan).

Brooke said: 

It’s weird, they talk about vaginas in birth suite, but then it comes to 
postnatal and all of a sudden, they’re scared to talk about it.

This comment reflects the norm in discussing sexual organs for 
function rather than holistic aspects.

The participants reflected on a society that constantly dismissed 
women’s sexual health, leading to women dismissing conversations or 
finding it difficult to talk about. It was recognised that stigmatisation 
begins at an early age from societal influence, with the midwife par
ticipants using childhood education as an example of women learning 
that their sexual health is unimportant. There was discussion regarding 
motherhood and sexuality having more stigma than for child-free 
women: 

There’s still that whole Madonna versus the whole mentality of once 
you’ve had children, then you’re not a sexual being anymore, and you 
shouldn’t have sexual desires. And it’s gross to think about a woman 
who’s had children having sex (Brooke).

There was discussion around same-sex couples and gender identity, 
with the participants embracing this progression in society; however, 
experiences of disrespect and reluctance to change from other midwives 
were discussed. The participants spoke about the importance of being 
inclusive and aware of differing choices. 

It’s the patriarchy

The participants discussed an underpinning patriarchal ideology in 
society that influences sexual health: 

We can go right into the misogyny… Women don’t want to have sex, do 
they? Women have sex to have babies (Charlotte).

The participants discussed the one-dimensional view of sex post- 
birth, focusing on male pleasure: 

It’s very male-centric. It just reduces her to a sheath (Poppy).

Individual barriers

The midwives’ comfort levels were discussed as either an enabler or 
barrier to facilitating conversations about sexual health. The partici
pants reflected on their personalities and lived experiences and how this 
influenced their comfort levels: 

I think I am pretty OK with most things just because that’s my personality. 
I’ve always grown up around, you know, sex being quite a normal part of 
life (Brooke).

Mary discussed how her experience through this clinic has enhanced 
her comfort levels. In contrast, when talking about other midwives, she 
commented: 

Whether it’s that they don’t know how or they don’t feel like they’re 
skilled enough to answer questions.

The midwives’ thoughts, beliefs and values were discussed as influ
ential in providing postnatal sexual health information. The midwives 
shared stories of disrespectful comments made by midwives, demon
strating how personal beliefs can impact the provision of postnatal 
sexual health information. Providing sexual health information to 
postnatal women with differing cultural and socioeconomic back
grounds was also considered challenging: 

The main cultural group I work with is Aboriginal women. They’re often a 
lot more shy about discussing it … they don’t necessarily want to be 
discussing their sex life with a white girl (Poppy).

Theme 3: In our interest but whose responsibility?
Four subthemes underpin the participants’ discussions about whose 

role it was to discuss postnatal sexual health.

Acknowledged importance

The midwives were asked about their views on providing postnatal 
sexual health information, and all responses acknowledged the impor
tance of the topic: 

Women and their partners are wanting to know these things (Mary).

The midwife’s role

All participants agreed that providing postnatal sexual health infor
mation should be part of a midwife’s role: 

I think it primarily is all postnatal midwives’ roles to discuss it (Zoe).

It was highlighted that midwives’ play a vital role in ensuring women 
are supported, prepared, and empowered to make the right decisions: 

I feel like it’s obviously our role to sort of discuss those topics with our 
women and ensuring that they are prepared for, you know, that first six 
weeks and ongoing to, you know, years after birth and probably in terms 
of planning for another baby as well, if that’s what they’re wanting 
(Jessica).

Despite recognising the importance of providing postnatal sexual 
health information, it was evident in the participant’s stories that this 
aspect of midwifery care is lacking: 

It’s non-existent. I actually think midwives are not good in regards to 
talking about sex (Mary).

Handballing

Midwives discussed “handballing”, where the responsibility of 
providing postnatal sexual health information is placed on someone else. 
Most commonly, the participants stated that the woman’s GP would be 
expected to provide this information at the six-week check-up. The 
participants acknowledged that women see the GP at six weeks to fill the 
gap of midwifery care not extending to six weeks despite: 

Midwives being the specialist in the early postnatal period and qualified to 
work with families right up until six weeks (Megan).

Mary, a midwife working in a women’s health clinic, stated that 

C. Harris et al.                                                                                                                                                                                                                                  Midwifery 143 (2025) 104315 

4 



fewer women are being referred to the women’s health clinic, high
lighting a lack of awareness of community support and minimal referral 
to support services other than the GP.

Professional barriers

The most prominent barrier in providing sexual health information 
to women was education. The participants reflected on their lack of 
knowledge on the topic: 

I haven’t done lots of extra study in it; I don’t feel qualified to give any 
more details on that (Charlotte).

This lack of knowledge resulted from minimal education in the 
midwifery undergraduate degree: 

It was a very small sort of portion and probably more so about contra
ception (Jessica).

The participants described this as impacting their confidence in 
facilitating conversations with women and contributing to confusion 
about their role. The fragmented model of care was also considered a 
professional barrier to providing optimal information about sexual 
health.

Theme 4: Enhancing the provision of postnatal sexual health 
information

The two following subthemes discuss the midwife participants’ rec
ommendations to enhance the provision of postnatal sexual health 
information.

Structural enablers

Extending midwifery care up to six weeks was seen as an enabler for 
having more time to discuss information such as postnatal sexual health 
with a holistic approach. The participants stated that it would allow for 
more appropriate timing of initiating conversations about sexual health 
instead of a pressurised attempt to provide information within 48 hours 
of birth: 

It would be really nice if we could actually give that care until six weeks 
(Charlotte).

Increasing continuity of midwifery care models was discussed as a 
recommendation to optimise discussions on postnatal sexual health: 

We can refer to information that was garnered during pregnancy visits 
and tailor information to be much more holistic and talk about commu
nication (Megan).

Professional and individual enablers

The participants commonly reflected on their lack of skills and 
knowledge in postnatal sexual health which led to recommendations for 
increased education and training for midwives: 

I think more onus needs to be taken on by the education sector, so uni
versities need to be teaching more thorough sexual health units (Brooke).

Incorporating postnatal sexual health information into undergradu
ate training was thought to be beneficial: 

It would be amazing to see it be a whole topic (Zoe).

Providing education in the workplace and professional development 
opportunities was discussed as an enabler. The participants discussed 
how these educational opportunities could help midwives overcome 
individual barriers: 

If we do things right, it shouldn’t matter what your personal experience 
has been (Megan).

The participants discussed the importance of normalising sexuality 

which starts with improving midwives’ comfort and confidence levels 
through the development of knowledge and skills. Various platforms to 
deliver education for midwives were discussed, including accessible 
videos and in-service training. The participants discussed resources as an 
enabler to providing postnatal sexual health information. Developing a 
fact sheet that’s low literacy (Mary) was provided as a recommendation to 
improve midwives’ conversations with women.

Discussion

While other studies explore midwives’ practices in providing sexual 
health information (Bradfield et al., 2022; Percat & Elmerstig, 2017), 
this is the first study focusing on the provision of postnatal sexual health 
information with midwives from various locations across Australia. The 
focus of the other Australian studies is contraception, whereas this study 
focuses on sexual health from a broader perspective (Cheney et al., 
2024; Botfield et al., 2021).

International research has highlighted the ongoing debate on 
providing maternity care, specifically regarding medical and midwifery 
discourse (Newnham et al., 2018; Prosen and Krajnc, 2019). This study 
exploring midwives’ experiences providing postnatal sexual health in
formation affirms the ongoing tension between the provision of holistic 
and medically focused care found in the literature (Newnham et al., 
2018; Walsh, 2011). The midwives in this study felt conflicted about the 
kind of care and information they could provide in the postnatal period. 
The midwives’ workload, time constraints and postnatal women’s 
length of hospital stay meant midwives in the postnatal wards were 
often limited to meeting the woman and baby’s basic survival needs, 
which restricted their care to physical aspects of maternal and infant 
health only. The midwives in this study discussed a task-orientated 
approach to postnatal care in which the provision of information was 
reduced to a ‘tick-box’ moment. The task-orientated method discussed 
by participants has resonance in the literature. Research has highlighted 
a ‘one size fits all’ approach to maternity care (Feeley et al., 2022). 
Although the importance of providing individualised care is stressed 
politically and professionally, midwives frequently express that this is 
not actualised in practice (Feeley et al., 2022). The midwives’ stories in 
this study depicted this conveyor belt-like system described in the 
literature (O’Malley et al., 2022; Byrom et al., 2021). The postnatal ward 
is considered the last stop on the industrialised medical conveyor belt, 
and it is a service-driven imperative to process women through the 
system as efficiently as possible (Byrom et al., 2021).

It can be argued that the medicalisation of pregnancy and birth is 
reflected in postnatal care; however, this impact is less understood 
(Walsh, 2011). Scholars have discussed the medicalisation and medical 
control of the female reproductive system through contraception (Mann, 
2022; White, 2016; Temkina, 2015). Midwives in this study prioritised 
contraceptive information and frequently neglected other aspects of 
sexual health, providing some insight into the medical power asserted 
over the postnatal period. The midwives’ stories reflected an element of 
medical control over reproductive techniques, with the hospital system 
placing importance on women receiving contraceptive methods before 
discharge, particularly procedures with a high effectiveness rate, such as 
the intrauterine device (IUD) or the single-rod implant. Postnatal sexual 
health research primarily focuses on contraception and reproductive 
health, highlighting a prioritisation of contraceptive effectiveness in 
research and practice (Cheney et al., 2024; Botfield et al., 2021).

The midwives in this study acknowledged the diverse nature of 
sexual health. They commented on sexual health moving beyond 
physical aspects and spoke about the emotional, relational, and mental 
factors influencing sexual health. Whilst discourse on postnatal sexual 
health has historically focused on bodily sensations and concerns, there 
is a shift to highlighting the need to encompass all aspects of health 
(Ollivier et al., 2020). Researchers have examined the physical aspects 
of sexual health in the postnatal period using the FSFI (Ollivier et al., 
2020). There is now growing qualitative research that has enhanced an 
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understanding amongst scholars of women’s complex sexual health ex
periences in the postnatal period (Pardell-Dominguez et al., 2021; 
O’Malley et al., 2019), which the FSFI is unable to capture (Ollivier 
et al., 2020). It is clear that the postnatal period is a unique time in a 
woman’s life with many physical, psychological, relational and social 
changes that can influence sexual health (Pardell-Dominguez et al., 
2021). Future research on postnatal sexual health should not limit 
findings to physical and biological aspects of sexual health. The FSFI to 
assess sexual function in the postnatal period should be used with 
caution due to its limitations. A measurement tool which has been 
created and explicitly validated specifically to assess sexual function for 
postnatal women is recommended (O’Malley et al., 2021). Ensuring this 
tool considers the relational, psychological, and social aspects of sexual 
and physical health will further enhance an understanding of women’s 
postnatal sexual health experiences.

The stigma associated with sexual health was mentioned by the 
midwives in this study, with the initiation of conversations deemed 
difficult due to the taboo nature of the topic. The research has also found 
the stigma surrounding sexual health to be a barrier to providing in
formation (O’Malley et al., 2022; McDonald et al., 2015). The midwives 
in this study identified the way that societal discourse and cultural 
norms shape and perpetuate silence on female sexual health generally 
and postnatal sexual health specifically, a perspective reflected in the 
literature (O’Malley et al., 2022; Kingsberg et al., 2019). There is also 
the thought that society’s unrealistic expectation of motherhood impacts 
sexual health, as media suggest there will be little to no changes to a 
woman’s body and relationship (O’Malley et al., 2022; McBride & Kwee, 
2017). This societal expectation makes women feel isolated and less 
likely to seek support and advice for their challenges (O’Malley et al., 
2022). Midwives in this study agreed that midwives must ensure an open 
dialogue to mitigate the stigma and silence regarding postnatal sexual 
health.

The midwives in this study acknowledged the importance of sharing 
information on postnatal sexual health with women. This is a similar 
finding to the literature where midwives acknowledged their crucial role 
in promoting sexual health and wellbeing (Bradfield et al., 2022; Bot
field et al., 2021). Midwives recognised their unique position with 
women and how this made them well-placed to provide postnatal sexual 
health information. Literature focusing on women’s postnatal sexual 
health challenges has highlighted the importance of midwives initiating 
conversations to ensure women feel supported when navigating chal
lenges (O’Malley et al., 2022). Despite this recognition, research has 
found that midwives neglect to broach the topic, and if women do, the 
advice they receive is often unhelpful (O’Malley et al., 2022). The 
findings in this study and the literature highlight the confusion around 
the midwife’s role in providing sexual health information (McCance & 
Cameron, 2014). There are no clear guidelines or expectations regarding 
how sexuality should be addressed in the postnatal period, which can 
further confuse midwives. Clear policies that empower midwives to 
strengthen women’s postnatal sexual health and wellbeing are needed 
(Percat & Elmerstig, 2017).

Research has highlighted that postnatal women want to receive 
individualised, women-centred care within a trusting relationship and 
from a skilled, knowledgeable midwife (Finlayson et al., 2020). The 
participants’ recommendations to enhance the provision of postnatal 
sexual health information align with the needs of postnatal women. The 
midwife participants in the interviews identified the implementation 
and expansion of continuity of midwifery care models of care as an 
enabler in providing postnatal sexual health information. The partici
pants in this study also recommended that sexual health content be 
included in undergraduate midwifery education. This finding is consis
tent with the research that has recommended theoretical input on sexual 
health across the lifespan in midwifery pre-registration degrees to 
ensure midwifery students are equipped to help women develop stra
tegies to navigate sexual health challenges (O’Malley et al., 2022; 
Bradfield et al., 2022; Botfield et al., 2021). The findings of this study 

indicate that professional development education is also required at the 
post-graduate level to ensure midwives are knowledgeable, competent, 
and able to provide evidence-based information (Bradfield et al., 2022; 
Wong-Merrick et al., 2021). The midwives in Bradfield et al.’s (2022)
study suggested using online platforms to deliver training modules or 
study days, including simulation, case-based learning, and modelled 
interviewing.

The rich descriptions gained from the midwifery participants by 
adopting a qualitative descriptive approach and individual interviews 
are a strength of this study. The methodology and data collection 
technique elicit a deeper understanding of midwives’ beliefs and per
spectives than other data collection methods such as surveys (Bradshaw 
et al., 2017). Gaining an in-depth understanding of the influences of 
providing postnatal sexual health information in the postnatal period 
allows for recommendations for future practice and policies to be made. 
Another strength of this study is the diverse experience of the midwifery 
participants. The midwives worked in different jurisdictions across 
Australia in different models of care with varying years of experience. A 
limitation of this study is the small sample size of seven participants. 
Recruitment for this study was slow, which could be due to the sensitive 
nature of the topic. Midwives might not feel they have anything to add if 
they do not provide postnatal sexual health information. This study’s 
results may not represent the midwifery profession, as some midwives 
may be more likely to volunteer to participate if they have a particular 
interest in sexual health.

Conclusion

This study has uncovered the influences in providing postnatal sex
ual health information to women in the postnatal period from the 
midwifery perspective. By identifying the effects on the provision of 
postnatal sexual health information, recommendations that can be 
translated into practice and policy are made. These recommendations 
can improve women’s experiences of postnatal sexual health by 
enhancing communication, support, and advice from midwives.
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