
160

J Acad Res Med 2020;10(2):160-5

DOI: 10.4274/jarem.galenos.2020.3081

Corresponding Author: Ali Eroğlu,

E-mail: alieroglu237@gmail.com

 Ali Eroğlu1,  Muammer Aydın2,  Özkan Onuk1,  Nusret Can Çilesiz2,  Barış Nuhoğlu1

1Yeni Yüzyıl University, Gaziosmanpaşa Hospital, Clinic of Urology, İstanbul, Turkey
2İstanbul Gaziosmanpaşa Training and Research Hospital, Clinic of Urology, İstanbul, Turkey

Cite this article as: Eroğlu A, Aydın M, Onuk Ö, Çilesiz NC, Nuhoğlu B. Investigation of Sexual Dysfunction in Premenopausal Women with Urinary 
Incontinence. J Acad Res Med 2020;10(2):160-5

Investigation of Sexual Dysfunction in Premenopausal 
Women with Urinary Incontinence

Original Investigation

©Copyright 2020 by University of Health Sciences Turkey, Gaziosmanpaşa  
Training and Research Hospital. Available on-line at www.jarem.org

Objective: In this study, “Female Sexual Dysfunction (FSD)” was investigated in women who applied to our urology outpatient clinics who suffered 
from urinary incontinence (UI) and healthy women who did not have UI to evaluate the effect of UI and incontinence types on Female Sexual Functions 
(FSF).

Methods: A total of 220 female patients who applied to urology and incontinence outpatient clinics between October-December 2016 were included 
in the study. Of these 220 female cases, 110 of them were patients without complaints of UI. In patients with complaints of UI, type of UI has been 
identified “female sexual function Index (FSFI)” test was used to determine FSF status in all cases.

Results: The rate of KCD was found to be 60% (n=66) in the UI group and 36.4% (n=40) in the control group. The rate of FSD was significantly higher 
in the UI group (p˂0.05). When the FSFI scores were evaluated, FSFI desire, arousal, lubrication, orgasm, satisfaction scores were significantly lower 
in the UI group than those in the control group (p˂0.05). When urge, stress, mixed incontinence groups were evaluated, there were no significant 
differences between FSFI scores and sexual dysfunction status (p˂0.05). 

Conclusion: In our study, we found that UI is one of the factors that increase incidence of sexual dysfunction. Therefore, we think that the cases 
with UI complaints should be evaluated in terms of FSD. In addition, when we looked at UI types separately to evaluate the effects of UI on sexual 
dysfunction, we found that there was no significant difference between them in terms of influencing sexuality.
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INTRODUCTION
Urinary incontinence (UI) is a social and hygienic disease that 
can occur at any age, is common and affects life negatively. UI 
is a complex problem that occurs for different reasons. It is not 
just a medical problem. It also affects the quality of life, which 
is defined as physical, psychological, economic and social well-

being. Although the frequency of UI increases with age, it can be 
seen not only in the elderly population but also in the young and 
middle-aged population (1).

Female sexual dysfunction (FSD) is a common disease and its 
incidence varies between 19 and 50% in the literature (2). UI 
can impair women’s sexual health to various degrees. Causes 
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such as psychological pressure, fear of UI during sexual 
intercourse and worry of bad smell play a role in the etiology 
(3). It is reported that UI causes FSD and the frequency of sexual 
dysfunction varies between 26% and 43% in the female group 
with incontinence (4).

Studies investigating the effect of UI types (stress-urge-mixt) on 
female sexual functions are available in the literature. In some 
studies, it has been found that incontinence types do not make 
any difference in affecting sexuality (5). In another study evaluating 
the effect of UI on sexual functions in our country, it was shown 
that the effect of mixed UI on sexual functions was higher than 
other groups (6).

Sexual functions are an important part of quality of life. The self-
confidence of women who miss urine significantly decreases, 
becoming ashamed, avoiding the relationship and ultimately this 
situation negatively affects the sexual pleasure of the woman (7). It 
is important that they are questioned in terms of sexual function in 
the evaluation of UI cases in the light of this information.

In this study, we investigated the rates of female sexual dysfunciton 
in healthy women with similar demographic characteristics, UI 
complaints and aimed to evaluate the effect of UI on female 
sexual function.

METHODS 
A total of 220 female patients who were admitted to the urology 
and incontinence polyclinics between October 2016 and 
December 2016 were included in our study. Of these 220 female 
cases, 110 have complaints of UI; the other 110 were randomized 
cases without UI.

The subjects included in the study were sexually active and 
married women, all of whom were in the premenosal period. 
Patients who were pregnant or breastfeeding, patients with a 
history of gynecological operations, and patients with a history of 
malignancy were not included in the study.

Patients filled out questionnaire forms themselves, in a relaxed 
and quiet environment. The age, education status, occupation, 
monthly income, age of marriage, duration of marriage, status 
and number of children, whether they have a chronic disease, 
history of surgery were questioned and recorded.

The type of UI in patients with UI was determined by taking into 
account the standardization determined by the International 
incontinence Association and accompanied by questionnaire 
forms. They were questioned about how long they had been 
urinating. The International Consultation on Incontinence 
Questionnaire-Short Form (ICIQ-SF) questionnaire was filled out 
to determine the effects of UI on quality of life.

In all cases, the “Female Sexual Function Index” (FSFI) test, 
developed by Rosen et al. as a multidimensional scale in 2000, 
was used to determine female sexual function status. FSFI is a 
test that we use frequently, with Turkish validity and reliability 
studies consisting of 6 sections (sexual desire, arousal, lubrication, 

orgasm, satisfaction, pain) and 19 questions, evaluating sexual 
function and problems in the last 4 weeks. The scores obtained in 
the subheadings were multiplied by their own coefficient, resulting 
in the subheadings and total points, with a total score of 2 to 36. 
In our study, the threshold for FSFI was considered to be 23. The 
study was approved by the Clinical Research Ethics Committee of 
the Gaziosmanpaşa Training and Research Hospital.

Statistical Analysis

Mean, standard deviation, median lowest, highest, frequency 
and ratio values were used in the descriptive statistics of 
the data. The distribution of variables was measured by 
Kolmogorov- Simirnov test. Kruskal-Wallis, Mann-Whitney 
U test were used in the analysis of quantitative independent 
data. Chi-square test was used in the analysis of qualitative 
independent data. SPSS program was used for analysis. The 
reference p value was <0.05.

RESULTS
The patients were randomized into two groups: group 1 (case 
group-UI), group 2 (control group). There were no statistically 
significant differences between these two groups in terms of 
socio-demographic data, presence of chronic disease, drug use, 
history of previous surgery (p>0.05) (Table 1).

In group 1 (n=110), urgency was present in 28 (25.5%) of cases, 
stress in 24 (21.8%) and mixt UI in 58 (52.7%). Of these patients, 
56 (50.9%) did not receive any treatment, while 54 (49.1%) had a 
history of treatment.

When we evaluated all the FSFI scores, all scores in group 1 
except pain score were significantly lower than those in group 2 
(p=0.05). When FSFI total scores were evaluated, the rate of sexual 
dysfunction in group 1 was significantly higher than in group 2 
(60%-36.4%) (p=0.05) (Table 2).

In group 1, there was no statistically significant difference 
between the two groups in comparison to the individual socio-
demographic data of the patients with UI types (urge-stress-mixt 
incontinence). The mean age of the cases was 36, 41.3 and 40.1 
years, respectively.

In this study, ICIQ-SF questionnaire was completed to determine 
the effects of UI on quality of life in patients with incontinence. 
Accordingly, the ICIQ-SF score did not differ significantly in urge, 
stress, mixt incontinence groups.

FSFI scores and sexual dysfunction rates in urge, stress, mixt 
incontinence groups were not significantly different (p>0.05). 
There were 66 cases of sexual dysfunction and UI, 16 cases of 
urgency, 14 cases of stress and 36 cases of mixt type incontinence. 
There was no significant difference in the incidence of sexual 
dysfunction among all three groups (p>0.05) (Table 3).

DISCUSSION 
Sexual function in humans consists of a series of reactions 
involving complex interactions of psychological, physiological 
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and behavioral components (8). FSD is a common disease and its 
incidence in the literature varies between 19-50% (2). A national 
study conducted in Canada found sexual dysfunction in 39% of 
the 18-44 age group (9). Age is an important factor in some of the 
factors that affect women’s sexual health. In our study, the rate 
of sexual dysfunction was significantly increased with older age. 
Similarly, Cayan et al. (10) and Lukacz et al. (11) also determined 
that female sexuality is negatively affected with increasing age. 
However, Lauman et al. (12) stated that the rate of FSD was higher 
in young women.

In our study, we found that the rate of FSD decreases as the 
level of education increases. In line with our findings, there are 
studies that have found that low education level increases the 
risk of sexual dysfunction (13,14). Some studies in the literature 
also questioned the educational status of the woman’s partner 
(15). In our study, it is a handicap to not know the educational 
status of the woman’s partner. It may be thought that the 
high level of education of the woman or her partner may be a 
helpful factor in the issues such as sharing the current problem 

between couples and applying for the necessary professional 
help.

In our study, we found that the increase in duration of marriage 
and the low age of first marriage increased the likelihood of 
sexual dysfunction. Singh et al. (16) similarly found that the 
longer the duration of marriage, the greater the frequency of 
FSD. These findings can be explained by the increase of factors 
that lead to the risk of developing FSD, such as the progression 
of age and the presence of chronic disease as the duration of 
marriage increases.

Although the pathophysiology of UI has not been fully clarified, 
its negative effect on sexual function is known. Psychological 
pressure, fear of UI during sexual intercourse and anxiety 
of bad smell play a role in the etiology (3). The first study on 
the relationship between UI and FSD was conducted by Scott 
and Hsueh (17) and published in 1979. There are studies (4) 
reporting that the frequency of FSD varies between 26% and 
43% in patients with UI. Shaw (18) also reported that 46% of 
patients with UI and lower urinary system complaints were 
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Table 1. Socio-demographic data of the cases

Group 1 (case group) Group 2 (control group)
p

Mean ± SD (n, %) Med Mean ± SD (n, %) Med

Age (year) 39.3±8.7 43.0 36.6±9.4 38.0 0.052m

BMI (kg/m2) 29.5±5.3 28.4 28.8±4.3 28.1 0.466m

Educational status

Primary school 16 (14.5%) - 6 (5.5%)

0.134χ²

Secondary school 52 (47.3%) - 50 (45.5%)

High school 10 (9.1%) - 28 (25.5%)

University 24 (21.8%) - 18 (16.4%)

Post graduate 8 (7.3%) - 8 (7.3%)

Occupation

Housewife 82 (74.5%) - 69 (62.7%)

0.058χ²Worker 12 (10.9%) - 23 (20.9%)

Memur 16 (14.5%) - 16 (14.5%)

Monthly income

None 84 (76.4%) - 67 (60.9%)

0.063χ²
<1500 TL 12 (10.9%) - 25 (22.7%)

1500-3000 8 (7.3%) - 12 (10.9%)

>3000 TL 6 (5.5%) - 6 (5.5%)

Dating

Arranged 70 (63.6%) - 78 (70.9%)
0.250χ²

Friendship 40 (36.4%) - 32 (29.1%)

Number of children 2.5±1.3 3.0  2.4±1.4 2.0 0.398m

mMann-Whitney U test, χ²chi-square test, SD: Standard deviation, , BMI: Body mass index



J Acad Res Med 2020;10(2):160-5

163

found to have sexual dysfunction. In a study conducted by 
Turhan (13) in Turkey, FSFI threshold value was taken as 22.7 and 
sexual dysfunction was detected in 48.3% of all cases, 34% of 
cases in the reproductive period and 54% of cases with UI in the 
reproductive period. In our study, we considered FSFI threshold 
as 23 and found the rate of sexual dysfunction as 48.18% in all 
cases (n=220). This ratio was found to be 60% in the patients 
with UI (group 1) and 36.4% in the control group (group 2). When 
we looked at FSFI total scores, the rate of sexual dysfunction in 
the UI group was significantly higher than in the control group 
(60%-36.4%). The results we found were parallel to those in 
similar studies (6-8).

In our study, when we evaluated FSFI scores according to UI 
types, we could not find a significant difference in terms of 

FSFI scores. Similarly, Turhan (13) and Urwitz-Lane and Özel (5) 
also found that there was no statistically significant difference 
between the UI types in terms of FSFI scores in reproductive 
incontinence cases. When we look at the literature, we see 
different results. Güdücü and Keser Özcan (19) states that 
the sexual function of women with mixt incontinence is worse 
than that of women with stress and urge type incontinence. In 
another study conducted in Iran, mixt UI was found to affect 
sexual function more than stress and urge type incontinence 
(20). Gordon et al. (21) stated that the sexual function scores 
of mixt incontinence patients were higher than those of stress 
incontinence patients.

Sexual functions are an important part of quality of life. 
The self-esteem of women who miss urine decreases are 
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Table 2. Comparison of Female Sexual Function Index score data of cases

 
Group 1 (case group) Group 2 (control group)

p
Mean ± SD Med Mean ± SD Med

FSFI

Desire 3.2±1.1 3.6 4.1±1.0 4.2 0,000m

Arousal 3.3±1.1 3.3 4.0±1.0 3.6 0,000m

Lubrication 4.0±.8 3.9 4.3±.7 4.5 0,005m

Orgasm 3.4±1.3 3.6 4.3±1.0 4.0 0,000m

Satisfaction 3.6±1.3 3.6 4.2±1.1 4.0 0,000m

Pain 4.0±1.4 4.0 4.0±1.0 4.0 0,555m

Total 21.4±5.1 22.0 24.9±4.7 24.3 0,000m

Sexual dysfunction
(+) 66 %60  40 %36.4

0,003χ²

(-) 44 %40  70 %63.6 

mMann-Whitney U test, χ²chi-square test, SD: Standard deviation, FSFI: Female Sexual Function Index

Table 3. Comparison of Female Sexual Function Index score data in urinary incontinence cases

  Urge Incontinence Stress Incontinence Mixt Incontinence
p

Mean ± SD Med Mean ± SD Med Mean ± SD Med

FSFI

Desire 3.5±1.1 3.6 3.3±1.3 3.3 3.1±1.1 3.6 0,246K

Arousal 3.3±1.0 3.3 3.2±1.3 3.0 3.3±1.1 3.3 0,785K

Lubrication 4.0±0.7 3.9 3.8±0.8 3.9 4.1±0.8 4.2 0,105K

Orgasm 3.2±1.2 3.4 3.7±1.5 3.8 3.3±1.3 3.6 0,367K

Satisfaction 3.8±1.0 3.8 3.5±1.5 3.2 3.6±1.3 3.6 0,501K

Pain 3.9±1.1 3.8 3.6±1.6 3.6 4.1±1.4 4.4 0,205K

Total 21.7±4.6 22.0 21.0±5.8 19.7 21.5±5.1 22.8 0,830K

Sexual dysfunction
(+) 16 %57 14 %58.3 36  %62.1

0,962χ²

(-) 12 %43 10 %41.7 22 %37.9

KKruskal-wallis, χ²chi-square test, , SD: Standard deviation, FSFI: Female Sexual Function Index
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embarrassed and they escape from the relationship. As a 
result, this situation prevents them from enjoying sexuality. 
In addition, the relationship of the couple and the marriage 
institution can be negatively affected. Yip et al. (22) found 
that emotional problems related to sexual satisfaction and 
UI in patients with stress incontinence, and decreased sexual 
satisfaction in patients with overactive bladder negatively 
affect the marriage.

It should be kept in mind that incontinence treatment can 
have a positive effect on sexual function and overall quality of 
life. Arslan et al. (23) found significant increase in FSFI scores 
in follow-up after transobturator tape (TOT) operation due to 
stress UI (SUI). In a recent metaanalysis evaluating sexual function 
after SUI surgery, 55.5% of all SUI surgeries [TOT, transvaginal 
tape (TVT)], Burch colposusception, autologous facial sling) 
reported no changes in sexual symptoms, 31.9% improvement 
and 13.1% worsening. Sexual symptoms for miduretral sling 
operations were reported to be 56.7% unchanged, 33.9% 
improved, and 9.4% worsened. When the improvement rates in 
symptoms were compared, no significant difference was found 
between both midurethral sling operations (TOT and TVT) (24). 
As stated by Ayyıldız et al. (25), information should be given 
that patients who are planning to have a vaginal intervention 
due to UI may experience some sexual function parameters 
such as dyspareunia, even if a general sexual dysfunction does 
not develop. This information also shows that the treatment 
that will be performed will provide significant improvement 
in sexual function and therefore in the quality of life of the 
partners.

Study Limitations

The fact that our study was single-centered and that couples 
were not evaluated in terms of sexual function can be seen as 
a limitation. In addition, UI cases could be treated and re-
evaluated in terms of sexual function, and may provide additional 
contribution to the study.

CONCLUSION 
Considering the incidence of continent cutaneous diversion and 
UI together, sexual function must be questioned in patients with 
UI. In addition to similar studies in the literature, we would like to 
identify this situation and emphasize that the treatment should 
be planned. It should be kept in mind that incontinence can 
negatively affect sexual functions when patients are left without 
treatment, and this can decrease quality of life and get a vicious 
circle.
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