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Role of the pelvic floor in
female sexual dysfunction:
Diagnosis and treatment

ABSTRACT. Disorders of the pelvic floor may have an important role
in the etiology of female sexual dysfunction (FSD). Urinary incontinence
may increase sexual distress and decrease total sexual function. With
pelvic organ prolapse, sexual function complaints are more prevalent
amongst women with higher grades of prolapse. As corrective pelvic
surgery may also affect sexual function and response, it is important to
access baseline sexual function including presence of vaginal pain,
arousal or orgasmic difficulties, alteration in genital sensation and low [i-
bido. All women who present with voiding dysfunction or prolapse
should be questioned about their sexual function as well.

Urodinamica 14: 122-126, 2004
©2004, Editrice Kurtis

INTRODUCTION

Female sexual dysfunction (FSD) is age-related, progressive,
and highly prevalent, affecting 30-50% of American women.
While there are emotional and relational elements to female sex-
ual function and response, female sexual dysfunction can occur
secondary to medical problems and have an organic basis. The
same disease processes and risk factors that are associated with
erectile dysfunction in men such as aging, hypertension,
cigarette smoking, and hypercholesterolemia, can also be associ-
ated with sexual dysfunction in women. Unlike men, many
women undergo drastic anatomical changes to their pelvic floor
throughout their lifetime as a result of pregnancy, delivery, hys-
terectomy and menopause. Disorders of the pelvic floor are mul-
tifactorial and include stress incontinence, overactive bladder
and urge incontinence, pelvic floor prolapse and pelvic pain syn-
dromes. Although there has been a great deal of focus on the role
of hormones in the etiology and treatment of FSD, the pelvic
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floor may have an equally important role,

and as such is the topic of this discussion

which includes the following teaching points:

- To review the pathophysiology of female
sexual dysfunction due to changes in the
pelvic floor,

- To discuss the sexual function complaints
associated with disorders of the pelvic floor
and the effects of treatment,

- To gain a better understanding of the cur-
rent clinical research on pelvic floor disor-
ders and female sexual dysfunction.

BACKGROUND - PATHOPHYSIOLOGY

The pelvic floor is a collection of tissues that
span the opening within the bony pelvis. In
addition to supporting the abdominal and
pelvic organs and maintaining continence of
urine and stool, the pelvic floor allows for in-
tercourse and parturition. The pelvic floor
musculature, in particular, the pelvic di-
aphragm that is formed by the levator ani
muscles, the urogenital diaphragm, and the
perineal membrane, is important for pelvic
support. The perineal membrane that consists
of the ischiocavernosus, bulbocavernosus,
and superficial transverse perineal muscles, is
closely related to the vestibular bulbs and cli-
toris, and plays a role in sexual response.
These muscles, when voluntarily contracted,
can intensify orgasm of both the female and
her male partner.

The levator ani muscle has two different
parts, the pubococcygeus and the iliococ-
cygeus. These muscles can be palpated dur-
ing pelvic examination as a distinct ridge just
above the hymenal ring along each lateral
wall of the pelvis. The function of this group
of muscles is to pull the rectum, vagina, and
urethra anteriorly toward the pubic bones to
compress the lumens closed. Non-voluntary
pelvic floor spasm associated with vaginal
penetration or even examination with a
speculum, is referred to as vaginismus. This
disorder prevents sexual intercourse and is
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associated with dyspareunia and other sexu-
al pain disorders. If the opposite problem ex-
ists, consisting of laxity and hypotonia of the
pelvic floor musculature due to aging,
menopause, or childbirth, for instance,
symptoms of vaginal hypoanesthesia, coital
anorgasmia, as well as incontinence during
sexual intercourse or orgasm can develop. In
addition, altered anatomy with changes in
vaginal convexity can affect orgasmic capaci-
ty and dyspareunia, revealing the impor-
tance of vaginal anatomic angles in sexual
satisfaction and the need to maintain vaginal
axis and depth during surgery. Clearly, wom-
en with pelvic floor disorders often have co-
existing urologic and sexual dysfunction
complaints. Due to this overlap, all women
who present with voiding dysfunction or
prolapse should be questioned about their
sexual function as well.

CLINICAL RESEARCH UPDATE
Urinary incontinence

Studies have revealed a relationship be-
tween urinary incontinence and sexual func-
tion complaints. Incontinence affects emo-
tional well-being, and is associated with feel-
ings of shame, depression, anger, guilt, loss of
self-esteem or preoccupation with urine con-
trol (1). A study of patients with stress incon-
tinence found more than 40% had sex life im-
pairment due to their incontinence. Specifi-
cally, the respondents reported pain with in-
tercourse and/or incontinence with inter-
course and felt that their sex life overall was
“spoilt” by their incontinence (2). Loss of
urine during intercourse or orgasm, which
occurs in up to 24% of sufferers, may be a sig-
nificant contributing factor to sexual dysfunc-
tion. Another study found a significantly
higher incidence of sexual dysfunction in pa-
tients complaining of idiopathic detrusor in-
stability (3). In a prospective study of patients
with urodynamic diagnoses, total sexual
function (TSF) score was significantly lower
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in patients with detrusor instability (DI) than
in those with genuine stress, sensory urge or
mixed incontinence (3). Similarly, other stud-
ies have found urinary incontinence to im-
pact on sexuality. In one study, symptoms of
urinary incontinence significantly correlated
with high levels of sexual distress and low
sexual desire (4). However, other studies
have not found a relationship between incon-
tinence and sexual dysfunction (5). In the
past, psychiatric factors were thought to play
a causative role in incontinence, specifically
in detrusor instability (6). However, more re-
cent research supports that these psychiatric
associations may be a result of, rather than a
cause, of the disorder.

Pelvic organ prolapse

The precise relationship between prolapse
of the pelvic organs and sexuality has not
been well documented. The work of Kegel
and Graber supports the theory that a non-
functional pelvic floor impairs the contrac-
tions and response of the pelvic muscles to
orgasm. Currently, studies are ongoing to
evaluate the effects of these disorders on sex-
uality and response to surgical correction.

Data suggests higher rates of sexual dys-
function in patients with pelvic floor pro-
lapse (7). One study compared sexual func-
tion in women with and without uterovagi-
nal prolapse and urinary incontinence. The
authors found overall that sexual function in
women with prolapse and urinary inconti-
nence did not differ from continent women
without prolapse. Age of the population ap-
peared to be the only predictive factor (8).
Occurrence of dyspareunia in their sample
did not vary significantly with grade of pro-
lapse; however, women with more advanced
prolapse were more likely to be symptomat-
ic. Increasing grade of prolapse in this group
predicted interference with sexual activity
but did not affect frequency of intercourse or
satisfaction (8). In another study, compar-
isons of sexual function in women with uri-
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nary incontinence and pelvic organ prolapse
were made to determine the effects of thera-
py on sexual function (9). While prolapse
was found to be more likely to be perceived
as affecting sexual function, overall sexual
satisfaction was found to be independent of
diagnosis of, or therapy for, urinary inconti-
nence or prolapse. Of course, these results
may be affected by the nature of the study
population, as the study subjects were wom-
en who chose to be sexually active despite
symptoms of prolapse or incontinence. Ad-
ditionally, women who agree to participate
in a study of sexual function may be some-
what different from those who refuse to par-
ticipate, and this may affect their attitude to-
wards sexual activity.

Pelvic surgery

Pelvic surgery to correct prolapse and in-
continence may affect sexual function and
response. Hysterectomy has been associated
with impaired sexual satisfaction, which
may be a result of either destruction of vital
nerves in the area of the lower uterus and
cervix or removal of organs which con-
tribute to orgasm via contraction (10). Dis-
section of the upper and anterior vaginal
wall during sling procedures may affect the
abundant nerve fibers that course through
this area and have resultant effects on sensa-
tion and arousal (11). While pelvic surgery
has been found to cause sexual dysfunction,
an increase in sexual arousal with episodes
of spontaneous orgasm after rectocele repair
has recently been reported (12).

Weber et al. evaluated sexual function in
women before and after surgery for pro-
lapse, incontinence or both. Eighty-one
women who were sexually active before and
after surgery were identified. Sexual func-
tion improved or did not change for most
patients. It was not possible to correlate
symptoms after surgery with objective
changes in the vaginal anatomy (13). Vaginal
dimensions of introital caliber and length
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were significantly lower after surgery, al-
though this was not clinically significant.
Dyspareunia occurred in 8% of women be-
fore surgery and 19% of women after
surgery. Pain was most often found in con-
junction with posterior colporrhaphy with
or without Burch colposuspension.

Some studies suggest that 20% of women
have sexual function complaints following
surgery for incontinence and prolapse (14,
15). Other studies have demonstrated that
pelvic floor surgery involving vaginal dis-
section produces neuropathy of the puden-
dal nerve as measured by terminal motor la-
tency. This neuropathy can affect vaginal
sensation and orgasm (11). Thus, prior to
surgical or medical intervention, it is impor-
tant to access baseline sexual function in-
cluding presence of vaginal pain, arousal or
orgasmic difficulties, alteration in genital
sensation and low libido.

PRACTICAL MESSAGES

- Women undergo drastic anatomical changes
to their pelvic floor throughout their life-
time as a result of pregnancy, delivery, hys-
terectomy and menopause, which can have
devastating effects on urologic and sexual
function.

Disorders of the pelvic floor include stress
incontinence, overactive bladder and urge
incontinence, pelvic floor prolapse and
pelvic pain syndromes.

Urinary incontinence may increase sexual
distress, decrease total sexual function, and
have a negative effect on emotional well-be-
ing overall.

Pelvic organ prolapse is associated with fe-
male sexual dysfunction, with sexual func-
tion complaints more prevalent amongst
women with higher grades of prolapse.

As pelvic surgery to correct prolapse and in-
continence may also affect sexual function
and response, it is important to access base-
line sexual function including presence of
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vaginal pain, arousal or orgasmic difficul-
ties, alteration in genital sensation and low
libido.

- All women who present with voiding dys-
function or prolapse should be questioned
about their sexual function as well.

CONCLUSIONS

Women with pelvic floor disorders often
have co-existing urological and sexual com-
plaints. These diseases likely affect women'’s
sexual well-being through both physical
and emotional effects. Patients who present
with these urological problems should be
questioned about their sexual function. Sur-
gical treatment in these patients may be cu-
rative of some aspects of their sexual dys-
function (e.g. repairing incontinence), but
may also have undesired effects on sensa-
tion, blood flow and anatomy. This results
in disorders of arousal, orgasm or pain. A
better understanding of the functional
anatomy of the pelvic floor will guide us in
a more targeted approach to management of
these conditions.
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