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Abstract
Objective: To explore and understand the sexual experiences of expectant mothers during their pregnancy. 
Methods: The study was carried out in two healthcare centers in the Almería Health District, in southern Spain. The participants included pregnant women who 
received prenatal care and/or maternity education. The inclusion criteria were being pregnant, maintaining sexual activity and agreeing to participate in the 
study. The exclusion criteria were having limitations on sexual activity by medical prescription. The sample consisted of 15 expectant women selected using 
a convenience sample, of which 5 took part in a focus group (FG) and 10 in in-depth interviews (IDI). Data was collected between the months of June and 
December 2016. Participants were contacted by the main researcher and an appointment was made to carry out the FGs or the IDIs. 
Results: Three main categories emerged: False beliefs and a holistic approach to sexuality during pregnancy, which is related to the concept of 
sexuality, false beliefs, and limited sexual counseling during pregnancy.  Limitations: From fear at the beginning to physical diffi culty at the end, 
referring to the fl uctuations in sexual desire as well as the physical changes that limit sexual activity. Adapting to changes: safe practices and 
satisfaction with one’s body image, which encompasses concerns about the risks and the relationship between body image and self-esteem. 
Conclusion: A lack of sexual counseling during pregnancy leads to the creation of false beliefs, which, together with physical changes, concerns 
about the risk, and fl uctuations in sexual desire and interest, bring about a decrease in sexual activity. But sexuality remains an important aspect of 
pregnancy, toward which the participants must adopt a broader approach, not limited to intercourse, and adopt sexual practices that are adapted to 
the physical and emotional changes that happen during this time. 

Resumo
Objetivo: Explorar e compreender as experiências sexuais de gestantes durante a gravidez.
Métodos: O estudo foi realizado em dois centros de saúde no Distrito Sanitário de Almería, sul da Espanha. Os participantes incluíram gestantes que 
receberam atendimento pré-natal e/ou educação para maternidade. Os critérios de inclusão foram estar grávida, manter atividade sexual e concordar 
em participar do estudo. Os critérios de exclusão foram ter limitações na atividade sexual por prescrição médica. A amostra foi composta por 15 
gestantes selecionadas por meio de amostra de conveniência, das quais cinco participaram de grupo focal (GF) e 10 de entrevistas em profundidade 
(EP). Os dados foram coletados entre os meses de junho e dezembro de 2016. Os participantes foram contatados pelo pesquisador principal e foi 
realizada uma consulta para conduzir o GF ou EP.
Resultados: Três categorias principais emergiram: Falsas crenças e uma abordagem holística da sexualidade durante a gravidez, que está relacionada ao 
conceito de sexualidade, falsas crenças e aconselhamento sexual limitado durante a gravidez. Limitações: Do medo no início à difi culdade física no fi nal, 
referindo-se às fl utuações no desejo sexual, bem como às mudanças físicas que limitam a atividade sexual. Adaptação às mudanças: práticas seguras e 
satisfação com a imagem corporal, que engloba preocupações com os riscos e a relação entre imagem corporal e autoestima.
Conclusão: A falta de aconselhamento sexual durante a gravidez leva à criação de falsas crenças, que, juntamente com mudanças físicas, 
preocupações com o risco e fl utuações no desejo e interesse sexual, provocam uma diminuição na atividade sexual. Mas a sexualidade permanece 
um aspecto importante da gravidez, em relação ao qual os participantes devem adotar uma abordagem mais ampla e não limitada ao ato sexual, além 
de adotar práticas adaptadas às mudanças físicas e emocionais que ocorrem durante esse período.

Resumen
Objetivo: Explorar y comprender las experiencias sexuales de gestantes durante el embarazo.
Métodos: Estudio realizado en dos centros de salud del Distrito Sanitario de Almería, Sur de España. Dentro de los participantes se incluyó a gestantes que recibieron 
atención prenatal y/o educación para la maternidad. Los criterios de inclusión fueron: estar embarazada, mantener actividad sexual y aceptar participar del estudio. 
Los criterios de exclusión fueron tener limitaciones de actividad sexual por prescripción médica. Muestra compuesta por 15 embarazadas seleccionadas mediante 
muestra de conveniencia, cinco de las cuales participaron del grupo focal (GF) y 10 de entrevistas en profundidad (EP). Datos recolectados entre junio y diciembre 
de 2016. Las participantes fueron contactadas por el investigador principal, realizando una consulta para incluirlas en el GF o en el EP.
Resultados: Surgieron tres categorías principales: Falsas creencias y un abordaje holístico de la sexualidad durante el embarazo, relacionada al concepto 
de sexualidad; falsas creencias y asesoramiento sexual limitado durante el embarazo. Limitaciones: Del miedo inicial a la difi cultad física al fi nal, 
refi riéndose a las fl uctuaciones en el deseo sexual, así como a los cambios físicos limitantes de la actividad sexual. Adaptación a los cambios: prácticas 
seguras y satisfacción con la imagen corporal, que incluye preocupaciones con los riesgos y la relación entre imagen corporal y autoestima. 
Conclusión: La falta de asesoramiento sexual durante el embarazo lleva a crear falsas creencias, que, conjuntamente con los cambios físicos, 
preocupaciones por riesgos y fl uctuaciones del deseo e interés sexual, provocan una disminución de la actividad sexual. Pero la sexualidad continúa 
siendo un aspecto importante del embarazo, respecto del cual los participantes deben adoptar un abordaje más amplio y no limitado al acto sexual, 
además de adoptar prácticas adecuadas a los cambios físicos y emocionales típicos del período. 
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Introduction

Gestation is the period that takes place between fer-
tilization and childbirth, which causes physical, hor-
monal, emotional, psychological, social, and sexual 
changes in a woman.(1,2) As a result, pregnancy gener-
ates expectations and doubts about being able to deal 
with these changes and respond to this new situation.
(3) In addition, pregnancy generates positive feelings, 
such a joy, but at the same time, negative feelings, 
such as depression,(4) fear and anxiety,(5) that can have 
negative repercussions on the expectant woman and 
her partners’ sex life.(6) Along with the decrease in 
sexual desire, warnings about sex or limitations(7) and 
the fear of physically hurting the fetus,(8) can make 
pregnancy a period of low sexual activity. Expectant 
mothers have needs, doubts and concerns about their 
sexuality(8) that should be addressed during their pre-
natal care and education.(9)

Fluctuations in desire and sexual practices are 
normal throughout pregnancy(2,10) and post-par-
tum.(11) In the first trimester, physical and emotion-
al changes lead a a decrease in the frequency of sex-
ual relations and sexual desire.(12) In the second tri-
mester, sexual desire tends to come back,(13) associ-
ated with an improvement in an expectant mother’s 
physical wellbeing,(14) less fear of losing the fetus,(15) 
better vaginal lubrication and ease of intercourse.
(3) In the third trimester, physical limitations due to 
body size and shape and the pressure on the uter-
us limit sexual activity.(10,12) Although many stud-
ies focus on subjects such as reproductive health, 
miscarriage,(16) sexual education from a preventive 
standpoint(17,18) and the biological aspects of sexu-
ality during pregnancy,(3) there is a lack of research 
about the subjective, emotional and experiential di-
mension of women during this period.(11)

The aim of this study is to explore and under-
stand the sexual experiences of expectant mothers 
during their pregnancy. 

Methods

Our study is a qualitative study based on Gadamer’s 
hermeneutic phenomenology. Gadamer tells us 

that understanding a phenomenon is conditioned 
by the present, traditions, and history.(19) Our own 
experience creates prejudices which help subjects 
to understand themselves in their own context. 
Therefore, understanding and interpreting the nar-
ration of participants’ experience involves a fusion 
of horizons between the interpreter’s  and partici-
pants’ horizons. 

The study was carried out in two healthcare 
centers in the Almería Health District, in southern 
Spain. The participants included pregnant women 
who received prenatal care and/or maternity edu-
cation. The inclusion criteria were being pregnant, 
maintaining sexual activity and agreeing to par-
ticipate in the study. The exclusion criteria were 
having limitations on sexual activity by medical 
prescription.

The sample consisted of 15 expectant women 
selected using a convenience sample, of which 5 
took part in a focus group (FG) and 10 in in-depth 
interviews (IDI). Their sociodemographic data can 
be seen in table 1. 

Table 1. Sociodemographic data of the participants (n=15) 

Participant Age
Weeks 

pregnant
Profession Education level

FG-1 30 26 Accounting advisor College

FG-2 28 32 Student Vocational training

FG-3 31 36 Teacher College

FG-4 35 32 Doctor University

FG-5 27 24 Homemaker High school

IDI-1 38 34 Clinical Psychologist Master’s

IDI-2 38 30 Economist College

IDI-3 30 23 Teacher University

IDI-4 31 30 Businesswoman College

IDI-5 30 39 Teacher College

IDI-6 34 40 Biologist College

IDI-7 31 36 Waitress High school

IDI-8 28 37 Psychologist College

IDI-9 31 20 Student Vocational training

IDI-10 34 28 Homemaker Vocational training

FG - Participant in a Focus Group. IDI - In-depth Interview

Data was collected between the months of June 
and December 2016. Participants were contacted by 
the main researcher and an appointment was made 
to carry out the FGs or the IDIs.  Before starting the 
conversation, the researcher reiterated the objectives 
of the study, informed participants about ethical is-
sues, and asked for permission to record the conver-
sation. The FG lasted 70 minutes and it was held in 
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a room in the health center where the patients went 
to maternity education. The moderator had an in-
terview script that started with the question: “Tell 
me how your pregnancies are going,” and later asked 
questions about their sexual experiences. 

The IDIs were carried out at the participants’ 
homes. The interview script was modified in order 
to dig deeper into more personal subjects that bare-
ly came up in the FG.  When the interviewer per-
ceived that the interviewees were comfortable with 
the questions being asked, she formed questions re-
lated to more intimate sexual activity, such as: “Tell 
me about the positions that prove to be most com-
fortable for you.” 

The recordings were transcribed by the inter-
viewers immediately after finishing the FG and 
IDIs. When the researchers deemed that data sat-
uration was reached, when new topics no longer 
emerged, they decided to conclude data collection. 
For the analysis, the following steps were followed, 
which are used in phenomenological research.(20)

Phase 1. Verifying the coherence between the 
question and the research method. Sexuality during 
pregnancy is a phenomenon of the life-world which 
it is possible to have experience in. 

Phase 2. Identifying the pre-understanding of 
the researchers, derived from their clinical or re-
search experience.

Phase 3. Gaining understanding through dia-
log with the participants.  During the interviews, a 
spontaneous understanding was obtained, through 
what the participants shared, notes were taken and 
clarifying questions were also formulated.

Phase 4. Gaining understanding through dialog 
with the text (analysis). The researchers thorough-
ly read through the transcriptions and developed 
a general impression of the experiences.  In this 
phase of the analysis, ATLAS-Ti software was used. 
(Version 8.0, Thomas Muhr, Berlin, Germany).
•	 The meaning of each sentence was analyzed 

and codified through an inductive analysis. 
This revealed units of meaning, subcategories 
and categories. 

•	 As a consequence of moving from the text as 
a whole to its individual parts and from each 
part to the whole (hermeneutic circle), new 

questions arose throughout the interpretation 
of the data. 

•	 Aiming to go beyond mere descriptions, the re-
lationship between the themes and subthemes 
was established (pragmatic level). 
Phase 5. Credibility was obtained by ensuring 

that all the participants’ points of view were re-
flected.  To reach confirmability, the transcriptions 
and the final list of categories and quotes were con-
firmed by the participants. 

Participation was voluntary, anonymous and 
allowed after having signed an informed consent 
form. Participants were informed that they had the 
option to not respond to certain questions and that 
they could stop the interview process at any time, as 
well as that their conversations would be recorded 
for later transcription.  The study was approved by 
the Research Ethics Committee of the heath district 
where data collection took place (2015-01/08).

Results

During the analysis process, 48 units of meaning, six 
subcategories, and three categories emerged. They re-
flected the perceptions of expectant mothers about their 
sexual experience during their pregnancy (Chart 1).

Chart 1. Categories, subcategories and units of meaning, 
resulting from the analysis
Categories Subcategories Units of meaning

False beliefs 
and a holistic 
approach to 
sexuality during 
pregnancy

False beliefs and 
advice during the 
pregnancy

Safety, information about positions during pregnancy, 
self-reporting, risk of miscarriage, fear of losing 
the fetus, giving in to pressure, moral limitations, 
uncertainty with their partner, harmful sex.

Towards a 
broader concept 
of sexuality

Initiating the sexual act, broad concept, masturbation, 
other acts besides penetration, sexuality being 
important, relating to sex, intimacy with partner, erotic 
games.

Limitations. 
From fear at 
the beginning 
to physical 
difficulty at the 
end.

Fluctuations in 
sexual interest 
and desire

Fetal wellbeing, abstinence, stress, signs, being kind, 
discomfort, work, intensity, time, children.

Physical changes 
that limit 
traditional sexual 
activity

Uncomfortable positions, lack of independence in 
certain movements, body size.

Adaptation to 
changes: safe 
practices and 
satisfaction 
with one’s body 
image.

Concern about 
the risk and 
finding helpful 
positions

Intercourse, orgasm, Andromache position, 
comfortable position, oral sex, “69”, intercourse from 
behind, penetration from behind, sideways position, 
heavy petting, tenderness.

Relationship 
between body 
image and self-
esteem. Feeling 
attractive and 
pampered

Feeling attractive, protective husband, body image, 
self-image, cuddling/pampering, thoughtful husband, 
loving, vaginal lubrication, smooth skin.
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False beliefs and a holistic approach 
to sexuality during pregnancy
The participants hold false beliefs about sexuali-
ty during pregnancy, stemming from the absence 
of sexual education they receive during this peri-
od, which makes them unable to fully enjoy their 
sexuality throughout this time. At the same time, 
they take on a broad, holistic approach to sexuality, 
which makes adapting to the new limitations of the 
situation easier to handle. 

False beliefs and the absence of sexual 
counseling during pregnancy
This subcategory refers to the mistaken ideas about 
the risks that sexual relations may entail during 
pregnancy. Guided by such beliefs, participants 
adopt fearful or hyper-protective attitudes that re-
sult in a decrease in the quantity and quality of their 
sexual relations. For example, some participants ex-
pressed that their partner was fearful and insecure 
about having sex with full penetration for fear of 
hurting the expectant mother and/or the fetus. 

[…] my husband was hesitant, because he 
thought it was going to affect the baby (IDI-6). 

[…] my partner…, I get the feeling that he is 
scared of hurting me and the baby (FG). 

This fear was also common among the women, 
who expressed that they experienced fear of miscar-
riage, due to widespread false beliefs that are shared 
through advice from friends and acquaintances. 

[…] they tell you that you have to be more 
careful with everything, because you could have a 
miscarriage in the first months. At that time, I was 
more scared, so I avoided doing it (IDI-2).

These false beliefs also generate hyper-protective 
behavior in the male partner, which can be inter-
preted either as a show of love or affection, or as 
over-zealous behavior that invalidates the pregnant 
woman as a person. 

[…] he says, when I’m cleaning, that I should 
stop, that he’ll do it. […] I tell him that I’m not 
sick, I’m not an invalid; sometimes it even makes 
me feel useless (IDI-8).

These false beliefs could be related to the the 
lack of sexual counseling in the maternity education 
sessions. For our participants, the sexual guidance 

that they received was scarce and they felt embar-
rassed asking about it, and thus, they turned to the 
Internet for information: 

[…] I read about it on the Internet, which all of 
us know is sometimes not… (trustworthy). But the 
doctor didn’t tell me anything about it (FG). 

Some participants alleged that they didn’t bring 
up the sexual topic because of moral reasons. Even 
nowadays many people consider it controversial to 
speak openly about sexuality, which is the reason 
why neither the patients nor health professionals 
bring it up: 

Yeah, it probably would have been necessary, 
but, even today, in the society we live in, talking 
about that is not socially acceptable (FG). 

Towards a broader concept of sexuality
Despite these widespread false beliefs, sexuality is 
considered by the participants as a very valuable 
thing, and they prioritize taking a broad approach 
and holistic understanding of the word, which 
goes beyond mere intercourse, but not excluding 
it either. 

[Sexuality] is a very comprehensive thing, it 
doesn’t have to do only with penetration. I don’t 
know…, erotic games, penetration too, of course 
(FG).

Intimacy, autoeroticism (self-stimulation), mas-
turbation and erotic games are not seen as an in-
termediate means to an end, rather, as pleasurable 
activities in themselves, that don’t necessarily have 
to lead to intercourse. 

I understand sexuality as…, seduction, flirting 
from the very beginning on, risqué lines you say to 
your husband, […] (FG). 

Limitations: From fear at the beginning 
to physical difficulty at the end
The participants pointed out certain limitations 
on sexual relations throughout their pregnan-
cy.  These are related to fluctuations in interest 
and sexual desire throughout the different stages 
of pregnancy, and to the physical limitations that 
stem from from typical first-trimester symptoms 
(nausea, vomiting) at the beginning to the increase 
in body size at the end. 
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Fluctuations in sexual interest and desire
As the pregnancy progresses, we can see cases of ab-
stinence and a decrease in sexual interest, which is 
shown, in the majority of our participants, in the 
first trimester. 

[…] The first three months, I never really felt 
like it, but he did want to (FG). 

On the other hand, some women explained that, 
in the second trimester, after their initial fear subsid-
ed, but before their physical limitations made it more 
difficult, they saw an increase in their sex drive: 

[...] in the second trimester I did want to do it 
often…There’s a certain time in which I feel like 
initiating more often than normal (IDI-3). 

Once they are in their third trimester, the par-
ticipants experienced feelings of pain and tension, 
factors that could lead to a decrease in their sex drive. 

Right now, at 39 weeks…, I don’t have sexual 
relations with penetration because it hurts, it hurts 
down below (IDI-10). 

Physical changes that limit 
traditional sexual activity: 
Among the physical changes that women undergo, 
we can find changes in the woman’s body, which 
do not allow her and her partner to find a comfort-
able position in the third trimester, and other symp-
toms, such as nausea and vomiting during the first 
trimester, which also limit or hinder sexual relations 
during the pregnancy. 

[…] now I only can do it in certain positions, I 
don’t feel comfortable anymore in certain positions, 
I’m really limited with my belly being so big. (IDI-1). 

At first, I only ever felt nauseated and like I was 
about to vomit, and I was sick all the time, (…). So, 
you can imagine, nothing at all, you are just barely 
getting by (FG). 

Adapting to changes: safe practices and 
satisfaction with one’s body image
Maintaining an active sex life in spite of the physical 
changes and the limitations caused the participants 
to undergo an adaptation process, based on looking 
for safe practices and comfortable positions.  Also, 
the changes in their bodies caused greater satisfac-
tion with their own body image. 

Concerns about the risk and finding 
a comfortable position
Our participants explained that as their bellies 
grow, they look for adaptation through trying dif-
ferent (new) and more conducive sexual positions 
(woman on top, from behind and a sideways lying 
position). In this way, the increase in belly size does 
not avoid enjoying the intercourse: 

With him lying down and me on top, because 
I’m scared of him putting pressure on me, (…) and 
if I’m on top, I can control it more so there is no 
pressure on my belly (IDI-7). 

Oral sex was considered a risky sexual practice 
by some of the participants, who associated it with 
the possibility of catching oral infections and the 
consequent risk of miscarriage. Because of this, it is 
a practice that they avoid: 

[…] we avoid oral sex lately, because of the 
risk…of infection or something, right? (…) even 
though I like it, I can live without it, I wouldn’t 
want anything to happen from just a little sore in 
his mouth or something…, I don’t want to take any 
risks (IDI-9).

Touching, kissing, and regular affection became 
the preferred sexual practice of many of the wom-
en, above any sexual practice more focused on the 
genitalia: 

Now we look more for that, (…) to be hugged, 
kissed, to hear compliments and be told how beau-
tiful we are, we don’t go looking for that (penetra-
tion) (FG).

The relationship between body image and self-
esteem. Feeling attractive and pampered
The physical changes that take place during preg-
nancy, also contribute to an increase in a woman’s 
satisfaction with her body image, as she feels attrac-
tive and pampered by her partner, which generates 
an increase in self-esteem:

I like to see myself with my belly, wearing ma-
ternity clothes (…). I feel good in my own skin, and 
feel good about my pregnancy (IDI-3). 

I find him more loving, and I can tell that with 
certain things he’s more caring, I mean, Before, 
he didn’t pay much attention to chores and to my 
things, but now he does (IDI-5).
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From the analysis of the relationships between 
the diff erent categories (pragmatic level of analysis) 
a concept map was created (Figure 1). It represents 
how false beliefs contribute to the appearance of 
limiting factors that inhibit sexual activity in the 
initial stages of pregnancy. In more advanced stages, 
physical changes contribute to these limitations. A 
broad concept of sexuality, satisfaction with one’s 
body image, and the search for comfortable posi-
tions that make it easier are all part of adapting to 
such changes, so that safe and satisfactory sexual ac-
tivity can be maintained throughout the pregnancy. 

Discussion

Th e main limitations in this study are related to the 
sample, since the majority of the participants have 
higher education degrees and planned pregnancies. 
All of them are young adults and we did not have 
adolescents nor women over 40 years old in our 

sample. Th e inclusion of a more varied sample may 
have yielded diff erent results. 

Including sexual health in the clinical evalua-
tion of expectant mothers and sexual education in 
maternity (and paternity) education, could con-
tribute to more fulfi lling, satisfactory and unpreju-
diced sexual relations during pregnancy. Midwives 
and nurses that working with pregnant women and 
their partners should provide information about 
sexual activity during pregnancy. 

In this study, sexual diffi  culties and issues re-
lated to pregnancy emerged.  Th ese have their 
base in limited sexual education, false beliefs, and 
myths that can have adverse eff ects on the rela-
tionship between the parents-to-be.(9) As in other 
studies,(21,22) beliefs that are socially and culturally 
accepted result in fears that have a negative impact 
on the sexuality of the expectant woman. Although 
some studies suggest that the connection between 
a couple does not change during pregnancy,(23) our 
participants confi rmed that their partners expressed 

Key: [] Is a part of. == Related to. => Contributes to. Prepared by the authors with ATLAS.Ti 8 software

Figure 1. Conceptual map created to show the relationships between categories and subcategories that emerged from the analysis
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concerns about intercourse. They fear hurting the 
fetus, which denotes a protective attitude.(24)

Our participants reported that the sexual ed-
ucation they received on behalf of health profes-
sionals was limited, and that many only received 
such information if they asked for it specifically, 
and noted that the information was also lacking in 
detail.  Sexuality is not usually included in health 
professionals’ agendas(20,25) nor in prenatal educa-
tion programs.(25) Concurring with other studies, 
our participants resorted to friends or the Internet 
for information.(24) Some authors suggest that it 
should be the health professionals who advise preg-
nant women about psychosexual changes that take 
place during pregnancy.(11)  Others have emphasized 
the importance of teaching sexual health interview 
skills in the undergraduate and continuing educa-
tion of health professionals.(25,26)

Pregnancy significantly reduces a woman’s sexu-
al function, especially in the first and third trimes-
ters,(12,27,28) and our study also found a marked de-
crease in sexual activity, especially intercourse, during 
these periods, due to fear and physical difficulties. On 
the other hand, the participants expressed an increase 
in self-esteem during the second trimester, linked to 
satisfaction with the changes their bodies were un-
dergoing, which made them feel attractive and want-
ed. This reflects what was found in other studies, 
which found a positive correlation between self-es-
teem and satisfaction in sexual relations during and 
after the transition into maternity.(29) Nonetheless, 
other studies have showed that the higher the body 
mass, the lower satisfaction a woman has with her 
body image, regardless of whether she is pregnant or 
overweight for other reasons.(30) This suggests that it 
is not the pregnancy in itself but the excess weight 
in the third trimester that has a negative effect on 
sexual function.(31)

Conclusion 

The absence of sexual counseling during pregnancy 
gives rise to false beliefs, which, together with phys-
ical changes, concerns about the risks, and fluctu-
ations in sexual interest, cause a decrease in sexual 

activity. Nonetheless, sexuality remains an import-
ant aspect of pregnancy, toward which the partici-
pants must adopt a broader approach, not limited 
to intercourse, and adopt sexual practices that are 
adapted to the physical and emotional changes that 
happen during this time. 
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