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7.1	 �Introduction

Sexual dysfunction is present in almost one third of women with pelvic organ pro-
lapse (POP), as epidemiological studies have shown [1–3]. POP can cause loss of 
self-confidence, difficulties in relating to the other sex and even abandonment of 
sexual intercourse [4]. Women with POP are less satisfied with their sexual activity 
compared to women without: they show a lower degree of emotional closeness to 
their partner and say that they feel desire and pleasure less frequently. Also, they are 
more likely to feel pain during intercourse [5]. Anatomically, this could be due to 
mechanical obstruction or laxity of the vaginal wall or both. In addition, when POP 
and urinary incontinence are associated, sexual activity worsened because of coital 
incontinence that can be present concomitantly.

It has been shown that women seeking treatment for advanced prolapse have lower 
quality of life scores [6, 7], and their body image is decreased. The value of body 
image in female sexual function is an aspect that has been investigated only recently. 
It often leads to feelings of shame, embarrassment and the impression of being less 
sexually attractive, all of which reduce quality of life (QoL). It also has a negative 
impact on sexual function, particularly on desire and sexual satisfaction [8].

Women not frequently discuss the impact of POP on sexual function with their 
doctors. Improvement in sexual life is a commonly reported treatment goal for them 
since they expect that the surgery will allow them to recover the ability to be inti-
mate without feeling embarrassed [9].

Sexual function may improve with anatomical correction of POP. The gains from 
the correction of POP must be weighed against the effects of surgery in the vaginal 
area. Since the vagina is a sexual organ and its adequate functioning is dependent 
on normal anatomical and neurovascular factors, we can expect that any POP sur-
gery will affect sexual function [10, 11].

So far, the data on the impact of POP surgery on sexual life are inconclusive. The 
discrepancy in these results may be due to both cultural and methodological factors. 
First, expectations from sexual relationships and woman’s comfort in expressing 
her sexual problems vary with their country of origin and cultural background. 
Secondly, methodological differences make difficult to compare varying outcomes 
from different studies and to interpret differences in how those outcomes are mea-
sured, e.g. how to quantify sexual responses.

The questionnaires are the best instruments to measure sexual function. Among 
them, the Female Sexual Function Index (FSFI) is a generic questionnaire that has 
been used in many studies to assess sexual function in women with POP before and 
after surgery [12]. The Pelvic Organ Prolapse/Urinary Incontinence Sexual Function 
Questionnaire (PISQ), together with its short form (PISQ-12), is another validated 
specific sexual function questionnaire that was designed to assess changes in sexual 
health. It was and still is the first specific questionnaire for the evaluation of sexual 
function in heterosexual women with pelvic floor disorders who are sexually active 
[13, 14]. A recently reviewed version of PISQ, the Pelvic Organ Prolapse/
Incontinence Sexual Questionnaire IUGA-Revised (PISQ-IR), has been validated. 
This was designed as a condition-specific measure of sexual function in women 
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with pelvic floor dysfunction, including urinary and anal incontinence and POP. In 
addition, the items of the questionnaire were designed to evaluate both sexually 
active and sexually inactive women and were written to be independent of sexual 
orientation [15].

Several techniques  – including vaginal, open abdominal and laparoscopic 
approaches – have been proposed to correct POP, with varying success rates. It is 
also now accepted that different techniques in POP surgery have very different 
impacts on sexual function. Considering that surgical dissection may result in tissue 
damage, devascularisation and denervation, which may lead to a drop in vaginal 
blood flow and more fibrosis, what happens in female sexuality after POP repair 
with each type of surgery?

7.2	 �Vaginal POP Surgery Using Native Tissue

For native tissue repair, a recent systematic review has been published [16]. This 
review only included studies that reported on sexual function of sexually active 
women with symptomatic prolapse who underwent vaginal surgery with native 
tissues and in which women acted as their own controls. Papers including patients 
who had concomitant incontinence surgery or vaginal mesh procedures were 
excluded from this review. The study concluded that sexual function is signifi-
cantly improved after surgery. Dyspareunia was significantly reduced following 
native tissue POP surgery, and postoperative chances of improvement or no change 
in dyspareunia was 4.8 times greater than the risk of deterioration. However, when 
a colpoperineorrhaphy was performed in combination with an anterior repair, no 
improvement in sexual function and higher rates of dyspareunia rates were 
reported [17–19].

The use of levator plication sutures to repair the posterior compartment and 
enterocele is considered the main reason causing dyspareunia: if performed, levator 
plication needs careful assessment of vaginal width to ensure that vaginal capacity 
is not compromised by overtight sutures [20]. Dyspareunia can also be caused by 
excessive scarring with consequent lack of elasticity of the vagina.

7.3	 �Vaginal POP Surgery with Mesh

Vaginal surgery with synthetic mesh or graft materials was proposed to reinforce the 
pubocervical and rectovaginal fascia in order to provide support to the pelvic floor. 
Implantation of synthetic mesh might damage vaginal innervation and vascularisa-
tion, which could cause sexual dysfunction and in some cases may cause the new 
onset or worsening of dyspareunia. This may be due to a decrease in stress shielding 
of the underlying vaginal wall after implantation of mesh, which in turn may result 
in an atrophic stiff vagina and less lubrication [21]. In addition, considering that the 
most common complications of POP surgery with mesh are mesh exposure (Fig. 7.1) 
and shrinkage, we can assume that the first complication could explain, at least 
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partly, the increased dyspareunia reported by some patients, while the presence of 
shrinkage may result in a less pliable vagina and consequent pain during inter-
course, worsening significantly sexual function [22].

Other aspects of sexual function remain unchanged. No significant difference is 
reported in degree of sexual activity, sexual desire, sexual arousal, orgasm and satis-
faction. There is no correlation between these results and anatomical correction [23, 
24] or position of the mesh: there are no beneficial or detrimental effects in sexual 
function after either anterior only or anterior and posterior mesh positioning.

In the last Cochrane systematic review on the surgical management of POP, 
Maher et al. analysed sexual function and dyspareunia in women undergoing mesh 
surgery in the anterior, posterior and apical compartments [25]. After anterior poly-
propylene mesh repair, no differences in sexual function or de novo dyspareunia 
were identified when compared with anterior colporrhaphy (Table 7.1).

Finally insufficient informations are available to provide evidence-based recom-
mendations on sexual function after vaginal mesh repair in the posterior compart-
ment. However, after the 2011 FDA advertisement, confirmed in 2014, the use of 
mesh for posterior compartment is not recommended.

Fig. 7.1  Mesh exposure

Table 7.1  De novo dyspareunia: studies comparing native tissue repair and mesh repair

Native tissue repair n/N (%) Mesh repair n/N (%)

Sivaslioglu (2008) [26] 0/42 (0) 2/43 (4.7)

Nguyen (2008) [27] 4/26 (15.4) 2/22 (9.1)

Allahdin (2008) [28] 3/9 (33.3) 3/12 (25 %)

Carey (2009) [29] 13/60 (21.7) 11/62 (17.7)

Iglesia (2010) [30] 3/14 (21.4) 1/11 (9.1)

Altman (2011) [31] 2/101 (1.98) 8/110 (7.3)

Vollebregt (2011) [32] 2/21 (9.5) 3/20 (15)

Withagen (2011) [33] 3/29 (10.3) 3/37 (8.1)
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7.4	 �Abdominal and Laparoscopic Surgery

The most studied procedure for correction of advanced POP is colposacropexy 
(CSP). Since its introduction by Lane in 1962 [34], CPS has proven to be an effec-
tive and durable technique for correcting apical prolapse, giving significant improve-
ments in prolapse symptoms, urinary function and QoL.

Traditionally, CSP has been performed via a laparotomy (abdominal sacral col-
popexy); however the use of laparoscopic and robotic approaches is increasing. To 
date, only few studies have focused on the relationship between CSP and sexuality, 
but the results so far are positive. Using a validated questionnaire, Costantini et al. 
showed that patients had significant post-op improvements in their total FSFI scores 
and in the domains of desire, arousal and orgasm [35]. Thibault et al. demonstrated 
that this improvement occurs in the first 3 months after surgery [36].

7.5	 �The Role of Hysterectomy

Over the past few decades, the psychological and emotional value of reproductive 
organs has changed profoundly. Uterus-sparing surgery is becoming more popular 
worldwide, and consensus is growing that the uterus can be preserved at the time of 
pelvic reconstructive surgery in appropriately selected women who desire it.

In fact, anatomical modifications induced by hysterectomy can damage sexuality 
through lack of uterine contractions and altered perception of orgasm. Moreover 
hysterectomy can cause vaginal shortening and damage to nerve endings and may 
also have psychological effects with loss of self-esteem [37]. Damage to the inner-
vation of the uterine cervix and the upper vagina following hysterectomy could 
affect lubrication and orgasm. The internal orgasm occurs essentially in the cervix 
and is provoked by stimulation of the fibre endings of the uterovaginal plexus that 
surround the cervix and the upper vagina. Therefore, the loss of most of the utero-
vaginal plexus is likely to have adverse effects on sexuality [38]. On the other hand, 
uterus-sparing surgery raises concerns about the most suitable approach (vaginal, 
abdominal, laparoscopic), the risks of partial POP resolution, mesh-associated com-
plications, new onset of urinary incontinence, increased recurrence rate with some 
approaches, failure to improve urinary function, failure to improve bowel and sex-
ual symptoms, longevity of outcome and lifetime risk of cancer [39].

Sacrospinous hysteropexy (SSH) is one of the most studied vaginal techniques 
for uterus preservation and consists in the unilateral attachment of the posterior 
uterine cervix or the uterosacral ligaments to the right sacrospinous ligament, about 
2 cm medial from the ischial spine, using a combination of permanent and delayed 
absorbable sutures. Favourable results have been demonstrated on sexuality, 
although the majority of these studies are flawed by selection and information bias, 
short follow-up or lack of adequate control groups (Table 7.2).

Abdominal and laparoscopic hysterosacropexy has the main advantage of ensur-
ing a secure proximal and distal vaginal anchorage without tension with a normal 
vaginal axis and a good vaginal length, which is mandatory for sexual activity. 
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Comparing patients who underwent hysterosacropexy (HSP) and hysterectomy 
with CSP, Costantini et  al. demonstrated that there were no differences in out-
comes, in terms of subjective, objective and patient’s satisfaction [44]. The advan-
tages of HSP include maintaining pelvic anatomy integrity, which is crucial in 
prolapse resolution, and significantly reducing blood loss, operating times and hos-
pital stays, while the main disadvantage is the continuous surveillance required for 
cervical and uterine cancer. A further study of the same group demonstrated no 
substantial differences regarding sexual activity in patients in which the uterus has 
been spared (HPS group) as opposed to those in whom it has been removed (CSP 
group): data obtained from FSFI questionnaire demonstrated that there were no 
significant differences between the two groups in terms of total score and also 
comparing the examined individual domains – desire, arousal, lubrication, orgasm, 
satisfaction and pain [45]. The main reason for these results is that, as the uterus 
preservation is a woman’s choice, the two groups represent different kinds of 
women, i.e. the women who decided to remove the uterus are women in which it 
doesn’t represent as sexual organ. On the contrary the women who prefer uterus-
sparing surgery are women in which the uterus plays a role in their femininity and 
obviously in their sexual life.

�Conclusion

Our knowledge on female sexual function is still in its initial stages. In the past, 
little or no consideration has been given to the problem of sexuality among 
patients who underwent pelvic surgery for urogenital prolapse, and only in recent 
years, this aspect has been emphasised.

Much deeper investigations are needed to clarify the effect on sexuality of 
variables such as educational level, profession and cultural differences, which 
are not directly related to POP status but could represent major biases. The evalu-
ation of sexual function through specific questionnaires makes easier to identify 
the sexual dysfunctions associated with the pelvic floor disorders.

Table 7.2  Studies comparing vaginal hysterectomy and uterus-sparing sacrospinous hysteropexy

Authors
Uterus 
preservation (#)

Vaginal 
hysterectomy (#) Results

Maher (2001) [40] 34 36 Objective success 74 % vs 72 %
Subjective success 78 % vs 86 %
Satisfaction 85 % vs 86 %
Operating time 59 vs 91 min
Mean blood loss 198 vs 402 ml

Hefni and El-Toukly 
(2003) [41]

61 48 Apical recurrence 6.5 % vs 4.1 %
Recurrent cystocele 11.4 % vs 10.4 %

van Brummen 
(2003) [42]

54 49 Cure rate 88.6 % vs 93 % (ns)

Dietz (2010) [43] 35 31 Apical recurrence 27%vs 3 %
Reoperations rate 11 % vs 7 %
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Moreover, data on sexual outcome should be included in preoperative counsel-
ling and in outcome evaluation after POP surgery. The inclusion of a new condition-
specific questionnaire as an outcome measure allows an analysis of the impact of 
POP treatments on women’s sexual function. The ability of the PISQ-IR to docu-
ment condition-specific impact and to measure symptoms suggests this robust tool 
may be more useful than generic sexual questionnaires for characterising symptoms 
in women with POP.
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