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Background: While sexual activity in normal, healthy pregnant women is safe, concern regarding elements of
the sexual act have led to restrictions in pregnancies experiencing complications that are frequently insufficiently
addressed in clinical practice.

Aim: To comprehensively review the literature for evidence that supports or refutes specific sexual activity
restrictions in high-risk pregnancy conditions.

Methods: A search of PubMed, MEDLINE, Ovid, UpToDate, Google Scholar, and Google for relevant
publications related to any aspect of sexual activity affecting high-risk pregnancies complicated by history of pre-
term delivery, shortened cervix, presence of cerclage, pre-mature rupture of membranes, placenta abruption,
placenta previa, multiple gestation, or history of classical cesarean section was performed.

Outcomes: The scientific evidence on the pathophysiology of sexual activity and specific high-risk pregnancies,
and their interaction.

Results: Despite expert opinion restricting sexual acts or intercourse, there are minimal published data that
specifically address sexual activity in high-risk pregnancies.

Conclusions: Clinicians need to engage in conversations regarding specific sexual activity for patients
experiencing complications in pregnancy. Recommendations for or against restricting sexual activity should be
based on evidence-based guidelines. Significant advances in this area of obstetrics are necessary to make validated
recommendations. MacPhedran S. Sexual Activity Recommendations in High-Risk Pregnancies: What is
the Evidence? Sex Med Rev 2018;6:343e357.
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INTRODUCTION

The majority of patients desire information from their clini-
cian regarding the safety of sexual activity during pregnancy but
fail to receive adequate counseling. Depending on the study,
anywhere from 15e30% of patients may receive limited coun-
seling regarding sexual activity during the antepartum period.1,2

Most of the information women obtain is therefore through
friends, family, or the Internet.1e4 If women do receive infor-
mation from their obstetric provider, most feel the advice is
insufficient. There are many reasons why this is the case
including lack of provider knowledge, lack of data, and lack of
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comfort in discussing. Providers are not given much guidance as
the expert opinions of those writing obstetric textbooks, clinical
management guidelines, and other common resources have
minimal specific recommendations or do not comment on sexual
activity.5e7

When the clinician initiates sexual activity recommendations
during pregnancy, it is almost always regarding pregnancies
experiencing complications.2 Pregnancies complicated by a high-
risk diagnosis are almost exclusively counseled to restrict sexual
activity or abstain completely. However, the restriction is most
commonly “pelvic rest,” which is not defined in terms of what
specific sexual acts are to be avoided or are permissible. In
particular, pelvic rest does not address whether orgasm needs to
be limited in pregnancy. This vague restriction on all sexual
activity leaves patients confused and disappointed.

Expectant couples seek intimacy but concerns of harming the
pregnancy can affect the sexual and physical well-being of the
relationship. There is a gradual decline in intercourse and other
sexual habits as gestation progresses. While patient and partner
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1-PROSTAGLANDINS—Exogenous prostaglandins F2α and E2 in 
semen and endogenous prostaglandin from direct contact with the 
cervix may result in cervical ripening

2-OXYTOCIN RELEASE/UTERINE CONTRACTIONS--The 
release of endogenous oxytocin can occur with genital and/or 
nipple stimulation with or without female orgasm and from direct 
contact on the cervix and vaginal tissues-The Ferguson reflex.  All 
of which may cause uterine contractions. 

3-DIRECT CONTACT CAUSING TRAUMA—Contact on the cervix 
or lower uterine segment may result in injury or stress on 
compromised pelvic organs.

Figure 1. Proposed pathophysiologic mechanisms.
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fear and patient physical discomfort are major reasons for the
decrease, approximately 50e75% of couples are still having in-
tercourse in the last trimester of pregnancy and 30% in the last
month.1,8e10 Whether the couple or the provider place re-
strictions on sexual activity, patients are still engaging in or want
to engage in sexual activities with their partners or alone. Even if
couples abstain from coitus, patients participate in oral sex
(30%), manual stimulation (20e40%), and other stimulation
(30% of the time) in the last 2 months of pregnancy.1,9

Sexual activity in pregnancy is a topic insufficiently addressed
in clinical practice and in the literature. Many studies evaluating
sexual activity during pregnancy were performed decades ago.
Further, many of these studies have limitations and study design
shortcomings such as small sample size, retrospective data,
incomplete sexual histories, and recall bias and typically only
included healthy, uncomplicated pregnancies. In addition, the
results are inconsistent among the published research. There is
even less scientific evidence to provide substantiated recom-
mendations in high-risk pregnancies. Many of the restrictive
recommendations that obstetricians provide are based on
conjecture of hypothetical pathophysiologic processes or
perpetuation of previous mentor’s comments and are not based
on clinical guidelines or data. Further, as less than 15e30% of
providers inquire about sexuality in pregnancy, it is unlikely that
the expert opinion cited in the literature is based on significant
patient data.1,2

There are many reasons a pregnancy may be considered high-
risk but not all high-risk pregnancy diagnoses carry the same
concerns with sexual activity. The sexual activity restrictions
most providers would give for a pregnancy complicated by the
presence of a placenta previa would likely differ from the re-
strictions for a pregnancy complicated by twin gestation.6,11,12

The unfortunate truth is that the data are limited in both of
these diagnoses and most other high-risk conditions.

In addition to the paucity of data surrounding sexual activity
in high-risk pregnancies, there is even less information regarding
safety of specific sexual acts in complicated pregnancies. The
implications that a specific aspect of sexual activity leads to
complications in pregnancy are based on pathophysiologic theory
or extrapolated from non-sexual acts. Intercourse with or without
orgasm compared to non-penetrative activities with or without
orgasm may have different effects during pregnancy. The degree
of uterine contractions from endogenous oxytocin release,
exogenous or endogenous prostaglandin (PG) effects, or direct
trauma by these processes can vary between different sexual acts
and from woman to woman.13e19 Additionally, in many in-
stances more than 1 of these processes occurs with the specific
sexual activity, making it difficult to ascertain which process
would be the main detrimental culprit (Figure 1).

In this article, a comprehensive review of the literature and
summary of the available data regarding recommendations for
“sex, coitus, intercourse” or specific sexual acts in various ob-
stetric complications was performed. The high-risk pregnancy
diagnoses reviewed here are not exhaustive but are focused on
common conditions in which a clinician may be concerned that
continued sexual activity is unsafe for the pregnancy and may
cause undue risk including: history of pre-term birth (PTB),
shortened cervix, presence of cerclage, pre-mature rupture of
membranes, placenta abruption, placenta previa, multiple
gestation, and history of classical cesarean section. For high-risk
pregnancy diagnoses for which no evidence is available to
support a recommendation, a discussion is provided of the sci-
entific evidence that may support the recommendation for or
against sexual activity in general or specific sexual acts. Finally,
specific recommendations are provided in each category of high-
risk diagnosis and the level of evidence to support the
recommendation.
METHODS

Search Strategy
A literature search of PubMed, MEDLINE, Ovid, UpToDate,

Cochrane Library, Google Scholar, and Google was performed
with no restrictions on publication date. Any publication related
to the high-risk pregnancy categories and sexual activity, coitus,
orgasm, intercourse, semen, or pelvic rest was included. The
specific high-risk pregnancy diagnoses included in the review
were the result of a consensus among the maternal-fetal medicine
faculty at the institution. The search was limited to those pub-
lications in the English language. Additional articles were iden-
tified from the relevant references obtained in the literature
search. Duplicate articles were removed. The abstracts and full
texts were then reviewed. For topics that no articles could be
found, searches were performed on hypothetical mechanisms of
action using any related terminology.
Study Selection
Any articles that addressed sexual activity regarding pregnancy

complications were included. The studies included were obser-
vational studies, cohort studies, randomized controlled trials,
meta-analysis, reviews, and case reports. Also included were
studies in which sexual activity and the association with preg-
nancy complications was the primary, secondary, or tertiary an-
alytic outcome.
Sex Med Rev 2018;6:343e357
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Study Quality Assessment
The level of evidence for recommendations is provided in each

of the subcategories of high-risk pregnancies when available
based on the method outlined by the U.S. Preventive Services
Task Force.

� Level I: evidence obtained from at least 1 properly designed
randomized controlled trial.

� Level II-1: evidence obtained from well-designed controlled
trials without randomization.

� Level II-2: evidence obtained from well-designed cohort or
case-control analytic studies, preferably from more than 1
center or research group.

� Level II-3: evidence obtained from multiple time series designs
with or without the intervention. Dramatic results in uncon-
trolled trials might also be regarded as this type of evidence.

� Level III: opinions of respected authorities, based on
clinical experience, descriptive studies, or reports of expert
committees.19
://academ
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DISCUSSION

Sexual Activity Concerns
Among mammals, very few females continue to seek inter-

course during gestation, with the exception of human women.
Could this be an evolutionary protective mechanism to help
perpetuate the species, implying potential harm from coitus or
just the cessation of sex pheromones?20 There are many facets of
sex that raise the possibility of concern during pregnancy. Early
perinatal network data, observational studies, retrospective
studies, and case reports had concerns of poor obstetrical out-
comes related to pre-mature delivery and amniotic
infections.21e23 Since then, there have been a handful of studies
every decade with conflicting results but predominantly
concluding more safety than harm.10,24e27 However, there are
very few reports that address specific high-risk pregnancy con-
ditions and sexual activity. Even fewer dissect the sexual act into
the individual aspects that may contribute such as PGs, uterine
contractions from oxytocin release, and direct contact. The
Cochrane Library has a series of reviews that note the safety of
these sexual activity variables at term.28,29 Similarly, Masters and
Johnson14 noted that complications from orgasmic coitus at term
were extremely rare. The question remains: are women with
certain high-risk pregnancy issues inherently different than these
low-risk women, and therefore more susceptible to risk from the
effects of sexual activity?

Below are reviewed the 3 main pathophysiologic ways in
which sexual activity could potentially cause pregnancy compli-
cations, meaning changes leading toward labor or an indication
for delivery.
Prostaglandins
PGs, especially PGEs and PGFs, have been shown to: (1)

increase at the onset of labor in amniotic fluid, maternal placenta,
Sex Med Rev 2018;6:343e357
myometrium, and blood; (2) stimulate myometrial activity; and
(3) induce labor.30e33 PGEs and PGFs are also found in semen
and are produced by female pelvic organs after intercourse.
Exogenous PGs from semen could theoretically cause induction
of labor in 2 ways: direct contact with the cervix could cause
cervical ripening, and absorption through the vaginal mucosa
into maternal circulation could cause contractions.17 Semen
levels of PGEs are on average 73 mg PGE/mL, 267 mg 19-OH
PGE/mL in fertile men and can be found in the vagina up to 12
hours after intercourse.34e36 This is much higher than the dose
used in manufactured cervical ripening agents. However, the
Cochrane Library systematic review of sexual intercourse for
cervical ripening and induction of labor found 1 article that
specifically evaluated the presence of semen on change in Bishop
score and timing of delivery, with the conclusion that semen
had no bearing on cervical change or expediting delivery.28 In
addition, other studies with many confounding variables and
limitations have had inconclusive findings or similar findings that
intercourse does not cause cervical ripening or reduce time to
delivery.37e40 Thus, the PGs in semen alone have questionable
impact.

Intercourse also involves direct contact with the cervix that
causes endogenous PG release and may result in cervical ripening
and uterine contractions.36 The concept that direct manipulation
of the cervix in the absence of semen induces serum PG levels is
observed after vaginal exam, particularly “stripping membranes”
and after cerclage placement.41,42 However, there are no studies
examining female, amniotic, or serum PG levels after intercourse.
Similarly, there are no studies evaluating coitus with or without
condoms in the literature to assist in differentiating the effects of
exogenous PGs from semen vs the endogenous PGs from cervical
contact. Determining if PG levels stimulate uterine contractions
or if uterine contractions stimulate the increase in PGs would
give insight into whether PGs from semen or the contractions
from intercourse play a more significant role. Goodlin et al22

indirectly evaluated the effects of semen compared to semen
with women’s orgasm on uterine contractions after intercourse
and found less women reported painful contractions with pres-
ence of semen alone and none of these women experienced labor
at term or pre-term.
Oxytocin
Release of endogenous oxytocin occurs with many sexual

activities, and in turn oxytocin causes uterine contractions.15

This led to the hypothesis that sexual activity may cause
labor. Recent studies show that this may not be the case,
specifically in term patients.37e40 Dissecting the specific sexual
act that is the major contributor to oxytocin release is chal-
lenging, as foreplay (genital or nipple stimulation), penetra-
tion, and women’s orgasm can cause release of oxytocin. It is
also unclear whether the levels of oxytocin are different with
each type of sexual activity and the effect this may have on the
pregnant uterus.
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Foreplay
The majority of data on nipple stimulation stems from

contraction stress test (CST) studies. Nipple stimulation (CST)
compared to oxytocin both produce similar uterine contraction
patterns and intensity.43-45 Despite nipple stimulation being able
to induce uterine contractions, the Cochrane Library systematic
review of 2005 concluded there were insufficient data to support
nipple stimulation as a method of labor induction at term.29

There are no data regarding whether there is a difference in
level of oxytocin released with nipple stimulation at term vs pre-
term. Of note, the uterine contractions with CST are limited,
less intense than labor contractions, and resolve typically within
15e90 minutes.44,46 Many studies utilizing the CST confirmed
its safety in pregnancies complicated by high-risk diagnoses.46

Braly et al47 showed the overall safety of the CST with nipple
stimulation in these patients, specifically that it did not increase
the risk of pre-term delivery. In addition, there are reports of rare
events of hyperstimulation of the uterus after CST.29,44 Since the
CST-induced contractions resolve in 90 minutes and the ma-
jority of couples have foreplay for 7 minutes or less in pregnancy,
it would be likely that the duration of genital or nipple stimu-
lation during sexual intimacy would be comparable or consid-
erably less than the CST.2
.com
/sm

r/article/6/3/343/6830818 by guest on 25 February 2023
Women’s Orgasm
Uterine contractions from the release of endogenous oxytocin

occurs during women’s orgasm.13e15 Several authors have
commented on the physiological similarities between labor and
women’s orgasm noting a uterine contraction pattern identical
except for strength.48,49 A case report performed with 1 patient
at term evaluated the uterine tension related to women’s orgasm
during vulvar or vaginal stimulation and noted similar contrac-
tion patterns after either type of orgasm.50 In this particular case
report the uterine contractions ceased within 15 minutes of the
last orgasm. The effects of women’s orgasm on uterine activity
vary and not all women’s orgasms lead to uterine contractions.
Chayen et al51 evaluated uterine activity during coitus at term in
3 couples and found an increase in uterine frequency after some
women’s orgasms, but not all. The female orgasm is complex; it
can vary from type of stimulation, from one episode to the next,
and from one woman to another.52e54 There is controversy
regarding orgasm in the third trimester; some patients report
more intense or painful orgasms while others develop difficulty in
achieving orgasm.1,2,9 Masters and Johnson14 also conclude that
women’s orgasm in late pregnancy is safe. Masters and Johnson14

noted the highest intensity of uterine contractions with orgasm
from external, clitoral masturbation. However, even the most
intense uterine contractions as a result of orgasm from mastur-
bation are likely not as intense as those of labor or persist suf-
ficiently long enough to induce labor since anywhere from
20e45% of couples still engage in masturbation in the last 2
months of pregnancy and the pre-term delivery rate is only
10%.9,55 In view of the vast variability of orgasms and their
ability to induce uterine contractions, evaluating the implications
for high-risk pregnancies is multi-faceted. Since individual
women’s responses to sexual stimuli are varied, the degree of
limitations placed on sexual activity needs to be individualized.
Penetration
The Ferguson reflex—direct pressure via vaginal or anal

penetration (penile or other) on the cervix and vaginal tis-
sues—provokes uterine contractions and release of endogenous
oxytocin.16 With respect to the isolated issue of uterine con-
tractions from direct contact, the separation between endogenous
release of PGs and uterine contractions from direct contact is
impossible to achieve. As previously mentioned, the predominant
factor in coitus leading to painful uterine contractions appears to
be the presence of women’s orgasm rather than the actual
penetration or men’s ejaculation.22
Oral Sex
There are no studies evaluating the impact of oral sex or

cunnilingus on high-risk pregnancies. However, since oral sex
involves genital stimulation and may lead to orgasm inducing
uterine contractions, it merits a brief discussion. It is universally
quoted that air blown in the vagina during oral sex has the po-
tential for fatal or near fatal air embolus and is strongly cautioned
against.5,6,56 In addition, there are 2 case reports of oral patho-
gens isolated from amniotic fluid of women with chorioamnio-
nitis who reported oral sex during pregnancy.57,58 Despite their
only being a handful of cases, high-risk pregnancies where there
is an increased concern for infection may warrant discussion of
oral sex practices.

“It is postulated that coitus is equivalent to an unmonitored
contraction stress test” (from Chayen et al,51 1986).
Direct Contact/Trauma
The concept that coitus may cause harm in pregnancy is often

deeply seated in the minds of patients and their partners due to
fear of harming the fetus or reported physical pain after inter-
course.1,2 Despite early case reports of increased risk of cho-
rioamnionitis and fetal bradycardia after intercourse or women’s
orgasm, many studies have since proven the safety of intercourse
during pregnancy.21e26,50,51 The fear of pain appears valid as the
majority of women report discomfort or pain after intercourse.22

However, the post-coital pain does not translate into harm or
trauma to most women.

The evidence that sexual activity involving penetration leads to
physical change or damage of the female pelvic organs is more
conceptual than exact cause and effect. Ultrasound imaging of
coitus during the sixth month of pregnancy reveals the direction
of the penis in the space between the cervix and the vagina not in
or touching the cervix.59 The Huffington Post (an online
reporting site) references this article and compares the impact of
Sex Med Rev 2018;6:343e357
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penetrative intercourse as “no more of a jostle than.if the
pregnant woman were to run up a set of stairs or to exercise.”60

The increased incidence of bleeding after intercourse later in
pregnancy suggests that an injury has occurred. However, studies
evaluating bleeding after intercourse in late pregnancy in un-
complicated pregnancies report that amount of bleeding is
typically transient and has not been associated with actual injury
to the vagina, cervix, or uterus.61

The cervix and lower uterine segment in low-risk patients
appear to be able to tolerate the impact of penetration with sexual
activity. However, in women with underlying pathology of the
cervix or lower uterine segment, repetitive contact and direct
pressure could foreseeably have negative consequences. The po-
tential pathologic role of penetration in these specific high-risk
pregnancies will be reviewed below.
 from
 https://academ
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/sm

r/article/6/3/343
High-Risk Pregnancy Concerns
Approximately 1 in 10 pregnancies in the United States ends

in a PTB. PTB is one of the most common causes for neonatal
morbidity and mortality.55 Unfortunately, the reasons for any 1
pregnancy ending in a pre-term delivery are often multi-faceted
and overlapping. It is impossible to delineate 1 true cause or
mechanism for PTB in any 1 patient. There are likely structural,
inflammatory, infectious, or genetic differences among the
various reasons why some patients are pre-disposed to deliver
pre-term.7,62 Here I seek to characterize spontaneous PTB, as
opposed to induced or medically indicated, into general cate-
gories and review the evidence for safety of sexual activity for
each type of patient.
/6830818 by guest on 25 February 2023
Prior PTB
The concern that sexual activity may be a risk factor for

women with a history of PTB likely stems from older data that
found association with coitus and PTB. Many early studies re-
ported controversial findings regarding coitus with or without
orgasm as a risk factor for pre-term delivery but overall concluded
that coitus late in pregnancy did not increase the risk of PTB and
possibly decreased the risk of PTB in women engaging in
masturbation.9,25e27,63,64 Interestingly, women with a history of
PTB were excluded from the studies, thus making authors hes-
itant to apply conclusions from these studies on women with a
history of PTB.

Women with a history of PTB are generally at increased risk for
recurrent spontaneous PTB.65 For simplicity, there was no differ-
entiationmade between a history of PTBdue to pre-term labor (PTL)
or pre-term pre-mature rupture of membranes (PPROM). After re-
view of the literature, there is only 1 article that specifically addresses
the risk of sexual activity in women with a prior spontaneous delivery
at 16e36 weeks. Yost et al66 performed a secondary analysis of a
multi-center, blinded observational study of women with a prior
spontaneous PTB <32 weeks and concluded that women engaging
Sex Med Rev 2018;6:343e357
in coitus in early pregnancy did not have an increased risk of recurrent
PTB. This study has several limitations. It is of small sample size and
there was no correlation between time of sexual activity and time of
delivery, and the study is based upon the presumption that asking
patients about their sexual practices in early pregnancy is represen-
tative of their practices throughout the pregnancy, which may not be
true. Additionally, as with many studies regarding sexual activity in
pregnancy, there is no clarification regarding specific types of sexual
activity. This is important because, as previously discussed, there are
sexual acts other than intercourse that may impact the risk for pre-
term delivery, such as nipple stimulation, presence of semen, and
the presence or absence of orgasm.66

Most authors and clinical guidelines addressing the prevention
of recurrent PTB do not provide guidance on sexual activity
restrictions.65,67 Despite the limited evidence, expert opinion
extracted from UpToDate states, “A small subgroup of suscep-
tible women may develop PTL with sexual activity because both
prostaglandins in semen and orgasm can increase myometrial
activity. For this reason, we tell patients with an arrested episode
of PTL that they should consider avoiding sexual activity if they
experience an increased frequency or intensity of contractions
after sexual intercourse.”68 PTL leading to PTB can be difficult
to exclusively define. Historically it has been defined as uterine
contractions that cause cervical change. Not all women with
signs and symptoms of PTL go on to have a spontaneous PTB.
In fact, 30% of these cases resolve spontaneously and 50% of
women hospitalized for PTL go on to deliver at term.5 Experts in
the field theorize that 1 mechanism for at-risk women is that
their cervix or uterus is pre-disposed to respond to the inflam-
matory pathway differently than women not at risk.7,62,69 Hy-
pothetically, semen or any sexual contact that directly or
indirectly increases local PGs may stimulate the pre-disposed
pelvic organs toward PTL. However, determining what subset
of at-risk women this applies to is currently not available. To
date, there are no data to suggest that the presence of PGs in
semen affects women with an increased risk of pre-term delivery
any differently than women at term. Similarly, there is no evi-
dence that the level of endogenous PGs produced after coitus is
different in high-risk patients compared to women who deliver at
term. In fact, there is 1 article that evaluates the levels of PG in
amniotic fluid in labor and states there is no difference in the PG
levels comparing women at term vs PTL.70 The level of oxytocin
released and the degree of uterine contractility in pregnancy with
any sexual stimulation with or without orgasm compared to
spontaneous term or PTL is uncertain.71 Data from a prospective
study of 15 women investigated uterine contraction frequency in
pre-term gestations after coitus and found that women they
deemed “high-risk for premature delivery” had an increase in
uterine activity post-coital for up to 2e3 hours.72 This article
does not delineate whether coitus with orgasm resulted in more
intense or longer contractions nor does it state if the high-risk
patients actually delivered pre-term. However, the significance
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of that finding is in question as a large perinatal network pop-
ulation study concluded that contraction frequency among
women with a history of PTB had a very low positive predictive
value for subsequent PTB.73
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Recommendations

� Level II-2: sexual activity of any type should not be discour-
aged in women with a history of PTB.

� Level III: sexual activity of any type should not be discouraged
in women with a history of PTB until they have an episode of
PTL. After this, sexual activity of any type that causes an in-
crease in frequency or intensity of uterine contractions should
be avoided.

� The evidence to support or refute the safety of penetrative or
non-penetrative sexual activity with or without orgasm is
limited.

� Author’s opinion:
� Individualize recommendations based on consideration of
obstetric history and comorbidities as well as patient and
partner fears and emotional needs.

� Women with a history of PTB in the absence of a short
cervix or other obstetrical risks need not be discouraged from
sexual activity of any type.

� Further research is needed to make validated
recommendations.
rticle/6/3/343/6830818 by guest on 25 February 2023
Short Cervix
Another risk factor for PTB is a shortened cervix in the current

pregnancy. Shortened cervix is defined as a cervical length (CL)
measured by transvaginal approach less than 25 mm between
16e24 weeks’ gestational age.74 There is an inverse relationship
between CL and gestational age at delivery. In severe situations,
once the CL is immeasurable the risk of PTB is imminent.75,76

Despite the fact that women with a shortened CL are often given
restrictions on sexual activity by providers during pregnancy,
there is a paucity of data on the subject. After review of the
literature 1 article was found on this topic, and it is commonly
cited as evidence for the risk of sexual activity with known short
CL. Grobman et al77 published a secondary analysis of a ran-
domized control trial of the use of hydroxyprogesterone caproate
for prevention of PTB. The study was performed in nulliparous
women with short CL and found that significantly more women
had PTB who were placed on restriction of “any type.” Limits of
this study include that the survey looked at the sexual practices
reported by women at 1 time during pregnancy, which may not
extrapolate to the entire gestation; there was no attempt to
quantify time passed between sexual activity and delivery; and
there was not clarification of what type of activity restriction the
patient was advised to follow or the definition of pelvic rest.
Given the significant limitations of this study it is unclear how to
interpret the results despite a potential beneficial effect when
pelvic rest was not recommended.77 Interestingly, a multi-center
cohort study evaluating interventions for women with a history
of PTB and shortened CL specifically restricted physical activity
but not intercourse or any sexual activity, except for women with
a cerclage. Even though sexual activity restrictions were not a
measured outcome, the authors reported no difference in results
among the interventions.78

As reviewed in women with a history of PTB, the short cervix
is yet another subgroup of women at risk for which the cervix or
uterus is different compared to a woman deemed not at risk. In
contrast to the previous studies that did not restrict sexual ac-
tivity in women with a short CL, UpToDate states, “In our
practice, we advise women with both a prior preterm birth and a
short cervix to avoid coitus.”79 Is there an inherent pathologic
pre-disposition of a short cervix that makes it weaker and thus
more susceptible to the traumatic forces of intercourse? Even
though the penis does not enter the cervical canal the pressure on
the vaginal fornices is still abutting the weakened cervix. In
addition, since vaginal and anal penetrative acts both directly
have impact on the cervix, restrictions must include both.
Similarly, the effects of PGs in semen or the intensity of uterine
contractions with orgasm on a compromised cervix are un-
known. Presumably any sexual activity that results in intense or
painful uterine contractions is of concern. Further, the degree of
cervical shortening also heightens the concern and should be a
factor in counseling.
Recommendation

� Level III: women with both a prior PTB and a short cervix
should avoid coitus.

� Level III: limited data suggest that women with a short cervix
need not be discouraged from sexual activity of any type.

� The evidence to support or refute the safety of penetrative or
non-penetrative sexual activity with or without orgasm is
limited.

� Author’s opinion:
� Individualize recommendations based on consideration of
obstetric history and comorbidities as well as patient and
partner fears and emotional needs.

� Women with a short cervix need not be discouraged from
sexual activity of any type unless experiencing bleeding,
increase in baseline uterine contraction frequency/intensity,
or worsening in CL. After this, vaginal penetration and any
non-penetrative sexual activity with or without orgasm that
causes patient perceived uterine contractions or painful
contractions should be avoided.

� Further research is needed to make validated
recommendations.
Cerclage
Women who undergo surgical placement of a cerclage on

average deliver pre-maturely. The American Congress of Ob-
stetricians and Gynecologists (ACOG) practice bulletin states the
Sex Med Rev 2018;6:343e357
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indications for cerclage placement are: history indicated, physical
exam indicated, or ultrasound indicated. The pathophysiology of
these 3 groups may be different, and the cerclage timing ranges
anywhere from 13e23 weeks’ gestation depending upon the
indication.80 It is difficult to generalize this group of patients, as
the individual patient risk is likely different based upon the
cerclage indication. A woman with a prophylactic cerclage placed
for history of prior PTB may have a different pathophysiology
than a woman with a rescue cerclage placed for a very short CL in
current pregnancy. Furthermore, women who have had a cerc-
lage placed abdominally prior to conception likely have yet
another set of risk factors.

A review of the literature yielded no articles that specifically
address sexual activity of any type in pregnancy with a current
cerclage. Expert opinion extracted from authors well published
on cerclage placement recommend, “pelvic rest, described as
abstinence from any sexual activity involving penetration of the
vagina; no use of tampons; and no douching.”78,81 Similarly,
authors of UpToDate transvaginal cervical cerclage state,
“Although there is no evidence that coitus adversely affects
perinatal outcome, we ask patients to maintain pelvic rest for at
least one week after an elective procedure, and to use condoms
thereafter. Women who have had a non-history-indicated cerc-
lage are managed more conservatively; we typically limit physical
activity and coitus until a favorable gestational age is reached,
usually 32 to 34 weeks of gestation, although there is no high
quality evidence that decreasing physical activity improves
outcome.”82 Despite lack of empirical evidence, there is fear that
intercourse causes harm.

The theoretical risk of PTB with a cerclage may be due to
potential infection risk. The highest risk of infection is imme-
diately after surgery, but this would be expected to wane with
time as the surgical site heals. To date, the overall consensus of
past research is that coitus does not increase the risk of infection,
specifically chorioamnionitis.83 The combination of intercourse
with a foreign object in the cervix, the cerclage, raises concern for
the increased risk of intrauterine infection. Interestingly, a similar
theory existed surrounding the increased risk of intrauterine
infection due to the intrauterine device/intrauterine implant
strings passing thru the cervix. Scientific evidence has since dis-
missed this theory.84,85 As mentioned previously, the PGs in
semen are not likely sufficient enough to induce term or PTL
but the effects of PGs on the cervix in need of a cerclage are
unknown. However, semen does induce the production of
proinflammatory agents and stimulate influx of granulocytes and
macrophages.86 There is a significant body of research focused on
the association of PTB and the activation of specific inflamma-
tory pathway markers, in particular on the success or failure of
cerclage placement.87,88 The potential inflammatory effects of
semen may serve as a secondary insult in an already compromised
environment. As for penetrative risk, on one hand the cervix
requiring a cerclage is inherently weaker and possibly more
susceptible to impact. On the other hand, the cervix that has a
Sex Med Rev 2018;6:343e357
cerclage regardless of the reason could be stronger once sutured
closed and perhaps more resilient to contact. The extent that
uterine contractions from orgasm or other stimulation affects the
cervix with a cerclage is unknown. The muscular contractions
during orgasm can incorporate the lower uterine segment putting
mechanical stress on the tissue and suture.16,18,53 In addition,
uterine activity is frequently increased post-cerclage, which
makes it difficult to assess if added contractions from orgasm are
contributory.
Recommendation

� Level III: vaginal penetration should be avoided.
� Level III: after prophylactic cerclage placement, pelvic rest for
1 week and use condoms with coitus thereafter. After rescue
cerclage, abstain from coitus until 32e34 weeks of gestation.

� There is no evidence to support or refute the safety of pene-
trative or non-penetrative sexual activity with or without
orgasm.

� Author’s opinion:
� Individualize recommendations based on consideration of
obstetric history and comorbidities as well as patient and
partner fears and emotional needs.

� Penetrative acts should be avoided for a minimum of 2
weeks post-procedure.

� Prophylactic cerclage: in the absence of bleeding or increased
baseline uterine contraction frequency/intensity, non-
penetrative sexual activity with or without orgasm need
not be discouraged. After discussion with the patient and
partner, modified penetrative sexual activity with or without
orgasm is permissible.

� Rescue cerclage: the individual characteristics of the patient
and cerclage indication need to be considered in making
recommendations. Once deemed stable, in the absence of
bleeding or increased baseline uterine contraction frequency/
intensity non-vaginal penetration sexual activity with or
without orgasm need not be discouraged.

� Further research is needed to make validated
recommendations.
Pre-mature Rupture of Membranes
PPROM refers to chorioamniotic membrane rupture before

the onset of uterine contractions (also known as pre-labor
rupture of membranes) before 37 weeks of gestation. It is
responsible for, or associated with, approximately one third of
PTB and the single most common identifiable factor associated
with pre-term delivery.6,89 Similar to the discussion of PTB, the
notion that intercourse may be harmful in women with PPROM
presumably originates from remote studies showing an increased
risk of chorioamnionitis associated with sex, particularly men’s
superior position and women’s orgasm.21,90

Upon review of the literature, no articles were found specif-
ically addressing whether intercourse or any sexual activity needs
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to be eliminated in women with PPROM in their current
pregnancy. Expert opinion and obstetric textbooks endorse,
“strict pelvic rest” but do not clarify what this means.7,69,91 Is
this nothing in the vagina or are the patients to completely avoid
any sexual acts that stimulate the pelvic organs directly or indi-
rectly? While most patients are managed in the hospital,
outpatient management is acceptable in women who experience
PPROM before fetal viability.92 Addressing sexual activity in
hospitalized patients is important as many women may continue
to masturbate unless specifically instructed otherwise. For stable
PPROM patients remote from term who are expectantly
managed at home, a conversation defining “strict pelvic rest” is
also necessary.

Patients with PPROM are at an increased risk of PTB
usually because of infection/chorioamnionitis, progression of
PTL, or abruption from the change in intrauterine pressure
with loss of amniotic fluid, all of which may be affected by
sexual activity. PPROM results in about half of women deliv-
ering within a week and 75% within a month after PPROM.91

The increased risk of infection in women with PPROM is a
result of exposed membranes to the bacteria within the geni-
tourinary tract.89,91,93 Evidence confirms a strong relationship
between the time of first vaginal examination until delivery and
maternal infection due to disruption of and ascending vaginal
flora.94 Therefore, any vaginal penetration may ensue similar
risk of infection. As mentioned earlier, it has been proposed
that oral pathogens ascend in the vagina with oral sex, leading
to chorioamnionitis in women without PPROM.57,58 Thus,
women with PPROM should refrain from receiving oral sex. As
previously discussed, the theory that a subset of women has a
cervix or uterus that is pre-disposed toward PTL may also be
the cause of PPROM and thus be an additive concern.
PPROM is considered a delicate state and is subject to any
trigger that tips the balance toward pre-term delivery. Ac-
cording to ACOG, PPROM is a relative contraindication to
nipple stimulation CST because of concern that the induced
contractions may lead to the progression of PTL or placental
abruption.95 Comparably, orgasm or other sexual stimuli that
cause uterine contractions may result in similar consequences
in women with PPROM.
023
Recommendation

� Level III: patients with PPROM, regardless of gestational age,
should adhere to strict pelvic rest.

� There is no evidence to support or refute the safety of non-
penetrative sexual activity with or without orgasm or anal
penetration.

� Author’s opinion:
� Individualize recommendations based on consideration of
obstetric history and comorbidities as well as patient and
partner fears and emotional needs.

� Vaginal penetration may increase the risk of infection and
thus should be avoided.
� Patients with PPROM in non-viable gestations or stable
PPROM in viable gestations after the latency period without
evidence of infection, bleeding, or increased baseline uterine
contraction frequency/intensity need not be discouraged
from non-penetrative sexual activity with or without orgasm
or anal penetration.

� Further research is needed to make validated
recommendations.
Placenta Previa
Placenta previa is an important cause of bleeding in the second

half of pregnancy and in labor. With placenta previa, transvaginal
ultrasonography evaluates the degree the placenta covers or en-
croaches on the cervix. The characteristics of the placenta previa
are categorized: placenta previa—complete or partial, placenta
accreta, vasa previa, marginal previa, and low-lying placenta.96

Each classification carries varying degrees of risk, making it
impossible to make generalized recommendations. For
simplicity, the discussion will pertain to complete previa using
the term “previa.” The patient with a placenta previa typically
presents with painless bleeding. The first episode of bleeding,
sentinel event, usually does not necessitate delivery.6 The
bleeding in pregnancies complicated by a previa usually occurs
when the lower uterine segment develops and there is mechanical
separation of the placenta from the lower uterine segment. The
mean gestational age for bleeding with a placenta previa is
29e32 weeks.97

According to Williams Obstetrics, “Until placenta previa is
confirmed in the second trimester, typically after 28 weeks,
the need for sexual activity restrictions is usually not indi-
cated.”6 There are no studies or case reports that intercourse
or any specific sexual act causes bleeding in women with a
placenta previa to support this recommendation, nor is there
evidence to support any recommendations after 28 weeks.
The risk of bleeding or more catastrophic events with sexual
activity in pregnancies complicated by a previa is based on
extrapolation of non-sexual acts. Anecdotal experiences with
the vaginal exam performed in the presence of a placenta
previa theorized that this contact might open thrombosed
sinuses and aggravate bleeding. Thus, the recommendation is
to avoid vaginal or rectal manipulation of the cervix.98 It was
inferred that coitus carried the same risk. Initial concern that
the transvaginal probe could prompt the same potential
bleeding as the vaginal exam has since been dispelled. A study
examining the angle of the cervix related to the transducer
concluded that transvaginal ultrasound was safe because the
probe does not enter the cervical canal.99 Some authors sug-
gest that it may be possible to extrapolate from this study that
the penis could not enter the cervical canal as well and thus
draw similar conclusions.12 Magnetic resonance imaging and
ultrasound studies of coitus in varying positions shows that
the penis is in direct contact with either the anterior fornix in
missionary position or the posterior fornix with rear-entry
Sex Med Rev 2018;6:343e357
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position but not inside the cervix.59,100 Even though the penis
is unable to penetrate the cervix and disturb the placenta
previa, intercourse regardless of position impacts the lower
uterine segment. In addition, Schaffner and Schanzer101 noted
the onset of asymptomatic cervical dilation, defined as 2e3
cm, early in the third trimester in 18% of uncomplicated
low-risk women was a variation within the normal range.
Therefore, in the late second trimester and early third
trimester as the lower uterine segment begins to develop,
contact via penetration will put pressure on the lower uterine
segment and may cause mechanical stretch and thus bleeding.

There is no evidence demonstrating safety or harm of non-
penetrative sexual activity. However, any sexual acts that
result in uterine contractions in patients with a previa are
concerning. Expert opinion from UpToDate recommends,
“We advise women with placenta previa after 20 weeks of
gestation (earlier if they have experienced vaginal bleeding) to
avoid any sexual activity that may lead to orgasm. The rationale
is that this activity, especially if orgasm occurs, may be asso-
ciated with transient uterine contractions, which, in turn, may
provoke bleeding. Additionally, there is concern that vaginal
intercourse (or putting any object deep into the vagina) might
cause direct trauma to the previa, resulting in bleeding. There
are no published studies that either support or refute this
recommendation.”102 According to ACOG, placenta previa is
another relative contraindication to the CST because this
condition is associated with an increased risk of uterine
bleeding.95 From 15e20% of patients with placenta previa that
present with bleeding also report uterine contractions.103 It is
unclear if bleeding from the placenta previa causes contractions
or if uterine contractions are the cause of the bleeding. 1
Recent report of 89 women with a placenta previa evaluated the
risk of hemorrhage leading to delivery in association with cer-
vical shortening and uterine contractility. The authors noted a
significant increased risk of bleeding when accompanied by
cervical shortening and significantly more uterine contractility
when the cervix is shorter. In addition, all patients whose CL
was >3 cm had no episodes of bleeding and delivered at
term.104 In terms of non-penetrative sexual activity, any pro-
cess that induces uterine contractions either from endogenous
oxytocin production from genital or nipple stimulation or
orgasm may be comparable to a CST and increase the risk of
bleeding in these women. Since individual women’s responses
to sexual stimuli are varied, the degree of limitations placed on
sexual activity need to be individualized.
Recommendations

� Level III: until placenta previa is confirmed in the second
trimester, typically after 28 weeks, the need for sexual activity
restrictions is usually not indicated.

� Level III: abstain from any sexual activity that may lead to
orgasm after 20 weeks of gestation (earlier if they have expe-
rienced vaginal bleeding).
Sex Med Rev 2018;6:343e357
� There is no evidence to support or refute the safety of pene-
trative or non-penetrative sexual activity with or without
orgasm at any gestational age.

� Author’s opinion:
� Individualize recommendations based on consideration of
obstetric history and comorbidities as well as patient and
partner fears and emotional needs.

� Sexually activity of any type need not be restricted until the
CL is <3 cm, after the sentinel bleeding episode or the
baseline uterine contraction frequency/intensity increases. If
the CL is between 3 cm and 2.5 cm, recommendations for
sexual activity of any type need to be individualized.

� After the sentinel bleeding episode, penetrative sexual acts
and any sexual activity leading to patient perceived uterine
contractions or painful contractions should be avoided.

� Non-penetrative sexual activity that does not result in pa-
tient perceived uterine contractions or painful contractions
need not be restricted after the sentinel bleeding episode.

� Further research is needed to make validated
recommendations.
Placental Abruption
Placental abruption is the separation of the placenta from the

uterine wall before delivery. Abruption is the most common
cause of serious vaginal bleeding in pregnancy, occurring in 1%
of pregnancies.5 Approximately 50% of placental abruptions
occur before 36 weeks’ gestation with many resulting in PTB.105

The presentation can vary from severe, with fetal death and
maternal instability, to an incidental finding on ultrasound.106

The causal relationship between placental abruption and sex is
limited. There have been 5 publications, dating back to the
1980s, that alluded to an association with coitus or other sexual
stimulation and abruption.107e111 2 Were prospective studies
evaluating the effects of coitus and placental abruption.107,111

However, neither of the studies comments on the specifics of
the sexual acts, or the presence or absence of women’s orgasm. In
addition, both have methodological flaws regarding the timing of
last sexual intercourse and the exclusion of other etiologies of
abruption. In terms of specific sexual acts related to placental
abruption, there are only 2 case reports following nipple stimu-
lation (one during the CST, the second during breast-feeding)
and 1 case report following intercourse.108e110

Currently, there are no recommendations regarding sexual
activity of any variety in the presence of an existing placental
abruption. Many authors remark that because the presentation is
widely variable, management must be individualized on a case-
by-case basis.106 Review articles from clinical expert series do
not mention any type of activity restrictions, let alone sexual
activity restrictions in women with stable chronic abruptions that
are discharged home.106 It is unlikely that the presence of semen
alone or direct contact with the cervix or adjacent structures
would provoke an existing abruption in the absence of a placenta
previa or low-lying placenta. However, the degree of uterine
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contractions from cervical contact is unknown. It is more likely
that sexual stimulation leading to painful or patient-perceived
contractions could be a cause for concern. As previously dis-
cussed, any sexual activity leading to uterine contractions may
cause mechanical stress on a compromised placenta resulting in
worsening of the abruption. However, there is a huge range of
stability and baseline uterine contractility among chronic
placental abruptions. In addition, since individual women’s re-
sponses to sexual stimuli are varied, the degree of impact on the
compromised placenta may vary as well. Women with a chronic
placental abruption stable enough for home monitoring have to
be individualized as to their personal response to sexual stimuli.
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Recommendations

� The literature did not provide any data or expert opinion on
sexual activity recommendations with an existing placental
abruption.

� Author’s opinion:
� Sexual activity recommendations in women with a chronic
placental abruption stable enough for home monitoring
need to be individualized.

� Individualize recommendations based on consideration of
obstetric history and comorbidities as well as patient and
partner fears and emotional needs.

� In women with a stable, chronic abruption, sexual stimu-
lation and penetrative acts with or without the presence of
orgasm need not be limited unless frequent, intense, or
painful uterine contractions occur.

� In women with a stable, chronic abruption, any sexual ac-
tivity that result in bleeding should be avoided.

� Further research is needed to make validated
recommendations.
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Multiple Gestation
Greater than 50% of twin pregnancies, and more for higher-

order multiples, result in PTB.7,112 The concern that sexual
activity will increase this risk of PTB is speculated because of
reports noting early cervical dilation or shortening in these
pregnancies.113,114 It is hypothesized that the dilated cervix in
twin or higher-order multiple pregnancies is more susceptible to
the effects of sexual activity.

To date, there are 2 studies that specifically address the issue of
safety of sexual activity in twin pregnancies.115,116 The initial
prospective cohort study byNeilson andMutambira115 from 1989
concluded that coitus was not an important precipitant of PTL in
twin pregnancies and, further, that coitus should not be prohibited
in these women. However, there was no discussion on the prox-
imity of last sexual act to delivery, nor any specific data regarding
the sexual acts (presence or absence of women’s orgasm, presence
or absence of ejaculation within the vagina).115 A more recent
study, also a prospective cohort, of 50 patients with twin preg-
nancies not complicated by any other high-risk diagnosis found no
association between sexual activity and PTB. When women with
or without PTB before 34 weeks were compared, risk factors for
pre-term delivery were found to be equally distributed between the
2 groups. This article evaluated the temporal relationship between
last sexual intercourse and the onset of labor and found no cor-
relation. Specific data regarding the sexual acts were also assessed,
specifically whether women’s orgasm was present and whether
vaginal ejaculation occurred. Again, the results showed no differ-
ence in either of those sexual factors and PTB. One of the major
limitations of this publication is the small sample size and the
ability to draw reliable conclusions.116 In terms of specific sexual
acts, nipple stimulation presumably is safe since CSTs performed
in twin gestation reported no complications.117

There is no preceding literature evaluating sexual activity in
higher-order multiple gestations other than twins. Presumably
the same concern over the potentially compromised cervix and
risk of PTB would be present. In the absence of other obstetric
complications, the data from the twin studies could be extrap-
olated to higher-order multiples. This suggests that intercourse
with or without the presence of women’s orgasm or semen would
not increase the risk of pre-term delivery over the already
inherent increased risk. Similarly, the safety of genital or nipple
stimulation or even the direct contact on the vagina and cervix
would convey similar effects as in twin gestations.
Recommendation

� Level II-2: sexual activity of any type should not be discour-
aged in twin gestation.

� The literature did not provide any data or expert opinion on
sexual activity recommendations in higher-order multiple
gestations.

� Author’s opinion:
� In the absence of other obstetric risk factors, sexual activity
of any type need not be restricted in twin or higher-order
multiple gestations.

� Individualize recommendations based on consideration of
obstetric history and comorbidities as well as patient and
partner fears and emotional needs.

� Further research is needed to make validated
recommendations.
Prior Classical Cesarean Section
The safety of coitus or any other sexual acts in women with a

classical cesarean section has not been studied directly. In the
United States there are on average 200e300 classical cesarean
sections performed annually, approximately 1% of all cesarean
sections. While the risk of uterine rupture pre-labor is only 2%,
this dramatically increases to 6% during labor.118 Hypotheti-
cally, any sexual stimulation leading to contractions would be of
concern for posing a risk of uterine rupture, since the majority of
uterine ruptures in women with a history of a prior classical
cesarean section occur during labor.5
Sex Med Rev 2018;6:343e357
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To date, there is only 1 case report of uterine rupture in a
woman with a history of a classical cesarean section after inter-
course.119 The uterine rupture occurred at 15 weeks’ gestation
immediately following intercourse. This article does not discuss
any specifics of the sexual act or describe whether the patient had
experienced orgasm or felt uterine contractions after intercourse.
Thus, the hypothesis that coitus induced uterine contractions
resulting in uterine rupture was not clearly delineated. In addi-
tion, there are only 3 other case reports of uterine rupture related
to intercourse in women with prior cesarean sections.120e122

According to the ACOG Guidelines on Antepartum Fetal
Surveillance, a history of extensive uterine surgery or classic ce-
sarean delivery is a relative contraindication to the CST because
this condition is associated with an increased risk of uterine
rupture.95 If inducing uterine contractions by nipple stimulation
is a relative contraindication in women with a prior classical
cesarean section due to the risk of uterine rupture then any type
of sexual stimulation leading to uterine contractions may be
contraindicated. Chayen et al51 in 1985 stated, “It is postulated
that coitus is equivalent to an unmonitored contraction stress
test.” A 2017 review of characteristics of uterine ruptures
concluded that hyperstimulation should be avoided.123 To date,
there are only isolated events or case reports of hyperstimulation
as a result of women’s orgasm, coitus, or nipple stimulation in
pregnancy compared to the vast majority of women who do not
experience a uterine contraction pattern with hyperstimulation.29

Since there are no current recommendations against inter-
course or any other specific sexual act in patients with a prior
classical cesarean section, it is unlikely that most of these women
are abstaining from coitus. If sexual activity were increasing the
risk of uterine rupture, then there would likely be higher
reporting of antepartum uterine ruptures in non-laboring pa-
tients. However, women with a prior classical cesarean section
typically have other comorbidities as the etiology for which
resulted in the classical cesarean section that may need to be
considered when reviewing the safety of sexual practices in these
women.
ebruary 2023
Recommendations

� The literature did not provide any data or expert opinion on
sexual activity recommendations with a history of classical
cesarean section.

� Author’s opinion:
� In the absence of other obstetric risk factors, a history of a
classical cesarean section alone would not necessitate sexual
activity restrictions of any type.

� Women who experience very painful or intense, prolonged
uterine contractions following any sexual activity should
limit that specific sexual activity.

� Individualize recommendations based on consideration of
obstetric history and comorbidities as well as patient and
partner fears and emotional needs.
Sex Med Rev 2018;6:343e357
� Further research is needed to make validated
recommendations.
CONCLUSION

Restricting sexual activity in women with high-risk pregnan-
cies has far-reaching implications. Pregnancy is a time of
bonding, sharing, and intimacy. For many couples, sexual
activity and intimacy lose priority over the safety of the baby and
mother, sometimes creating distance between partners. Other
at-risk couples seek to maintain some kind of physical connect-
edness as a coping mechanism. To completely restrict the in-
timacy impacts the health of the relationship physically and
emotionally and further increases stress and fear.124e126

While the data are sparse, it is important for clinicians to
educate themselves on what information does exist regarding the
risks that specific sexual acts may incur on complicated preg-
nancies to be more comfortable initiating a conversation. Rec-
ommendations of pelvic rest or strict pelvic rest are insufficient.
Patients need an explicit discussion of the specifics of what is safe
and what is not.124e126

Careful consideration of what specific aspects of sex are
concerning may aid in formulating recommendations. Is it the
concern of what the PGs in semen will do to a compromised
cervix? Is it the concern that contraction intensity and duration
from genital stimulation with or without orgasm will lead to
labor? Or is it the concern that direct contact with vaginal or
anal penetration will put damaging pressure on a vulnerable
cervix or lower uterine segment? Another important factor is
that not all women have similar responses to sexual stimuli,
thus allowing some women to safely continue to experience
orgasm with minimal to no physical consequences. In some
situations, it may be necessary to restrict all of these elements,
as in coitus. While most of these couples will accept the re-
strictions given, intimacy can still be recommended by
encouraging patients to be physically close by kissing, hugging,
and cuddling. It is important to recognize the need to balance
restrictions, in light of limited data, with the impact that re-
strictions have on the couple, and the personal stress and health
of the woman.
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