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Abstract This article reviews sexual function questionnaires
used in urogynecology, impact of pelvic floor dysfunction
(PFD) on sexual function, and impact of surgical treatment of
PFD on sexual function, with a focus on the experience and
publications of validated sexual function questionnaires in the
urogynecologic literature. A review of the literature was
performed to obtain data on sexual function and PFD focusing
on those studies that utilized validated sexual function
questionnaires. Validated questionnaires assure data that are
reliable, quantifiable, and reproducible. Quality-of-life ques-
tionnaires, such as The King’s Health Questionnaire and the
Incontinence Impact Questionnaire, include a few questions
addressing sexual function but really deal with the overall
impact of incontinence and/or prolapse on the patient’s QOL or
well-being and do not focus on sexual function. General
questionnaires focused on sexual function include the Female
Sexual Function Index and the Sexual History Form 12, which
were designed to evaluate sexual function and have undergone
validation and reliability testing in a general population.
General questionnaires are not condition-specific and may not
be sensitive enough to detect differences due to PFD. The
Pelvic Organ Prolapse Urinary Incontinence Sexual Question-
naire (PISQ) is a condition-specific questionnaire focused on
sexual function for use in women with PFD and has undergone

rigorous validation and reliability testing. Many recent pub-
lications examining the impact of urinary incontinence (UI),
fecal incontinence, and pelvic organ prolapse (POP) using
validated generalized and disease-specific questionnaires have
reported poorer sexual function in women with PFD. The PISQ
has been used most commonly to evaluate sexual function after
surgery for PFD, with increased PISQ scores in approximately
70%. Significant improvement is noted for sexual function
related to physical and partner-related factors, with no changes
for orgasm, desire, or arousal after surgical repair of PFD.
Studies which used generalized sexual function questionnaires
mainly found no change in sexual function following surgical
treatment of POP and/or UI. In summary, the use of
validated questionnaires shows that PFD is associated
with a negative impact on sexual functions. Surgical
correction of POP and/or UI improves sexual function in
approximately 70% of patients, although some studies
show no change with the use of non-condition-specific
questionnaires.
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Introduction

Pelvic floor dysfunction (PFD), including pelvic organ
prolapse (POP) and urinary and fecal incontinence (UI, FI),
is quite common, effecting approximately 50% of women,
with 11% undergoing surgical treatment for these disorders
[1–3]. Sexual function may be adversely effected by these
problems, although the data regarding this association are
conflicting [4, 5]. Older publications examining the
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relationship between pelvic floor dysfunction, as well as the
effects of its treatment on female sexual function, have been
limited by the use of nonvalidated and non-condition-specific
questionnaires or not controlling for confounding variables
including age and menopausal status. This article will review
questionnaires utilized to assess sexual function in urogynecol-
ogy, the impact of PFD on sexual function, and the impact of
surgery for PFD on sexual function.

Questionnaires to assess sexual function in women
with pelvic floor disorders

Validated questionnaires utilized to assess sexual function
in women with PFD may be generalized or condition-
specific. Generalized questionnaires focusing on sexual
function were designed to evaluate sexual function in a
general population and not specifically in women with
PFD. These types of questionnaires may not be sensitive
enough to detect differences due to the disease process of
UI, FI, and/or POP in this specialized population. Two
general questionnaires focused on sexual function that have
been utilized in the urogynecologic literature include the
Sexual History Form 12 (SHF-12) and the Female Sexual
Function Index (FSFI). The SHF-12 is a shortened version
of a 24-item questionnaire that was developed by telephone
survey of married couples in New York [6]. The FSFI was
developed by a multidisciplinary group of experts in female
sexual dysfunction (FSD) with question selection and
domain categories based on the American Foundation for
Urologic Disease classification of FSD (female sexual
arousal disorder, hypoactive sexual desire disorder, female
sexual orgasmic disorder, and female sexual pain disorder)
[7]. The FSFI consists of a 19-item survey assessing six
domains of FSD and emphasizes the domain of Female
Sexual Arousal Disorder which was divided into two
separate domains of lubrication and arousal to assess both
the peripheral (lubrication) and central (subjective arousal
and desire) components. Scores range from 2 to 36.0, with
a total score of 26 or less suggestive of FSD and individual
domain scores of less than 3.6 abnormal [8]. The FSFI has
been validated based on Diagnostic and Statistical Manual
of Mental Disorders IV (DSM-IV) diagnoses of female
sexual dysfunctions including hypoactive sexual desire
disorder, female sexual arousal disorder, and female sexual
orgasmic disorder [9].

Other questionnaires such as the King’s Health
Questionnaire and the Incontinence Impact Questionnaire
have a few questions addressing sexual function but
really deal with the overall impact of incontinence and/or
prolapse on the patient’s quality of life and well being
[10, 11]. These questionnaires are condition-specific and
were developed, validated, and tested for use in women

with PFD but do not focus on sexual function. They have
undergone extensive validation and reliability testing.

There are two condition specific questionnaires focused
on sexual function for use in women with PFD, the Pelvic
Organ Prolapse Urinary Incontinence Sexual Questionnaire
(PISQ), and the International Consultation on Incontinence
Questionnaire Vaginal Symptoms (ICIQ-VS) [12, 13]. The
ICIQ-VS has undergone construct validity and reliability
testing to establish internal validity but has not undergone
external validation. Besides the original publication, the
ICIQ-VS has only been utilized in a recent publication for
validation in Portuguese [14].

The original long form of the PISQ has 31 questions and
contains three domains: behavioral-emotive, physical, and
partner-related. The behavioral-emotive domain measures the
frequency of sexual activity, the desired frequency, orgasm
rates, and satisfaction with one’s sexual relationship. The
physical domain examines episodes of pain, incontinence,
sensation of prolapse, and fear of fecal and/or urinary
incontinence during sexual activity. The partner-related
domain includes any difficulty with erectile dysfunction,
premature ejaculation, vaginal attenuation, vaginal tightness,
or the patient’s perception of a partner’s avoidance of
intercourse. The PISQ has undergone criterion or construct
validity and external validation, with high correlation
between PISQ and SHF-12 and Incontinence Impact
Questionnaire-7 scores. Additionally, the PISQ was able to
distinguish between women with and without high depres-
sion scores on the Symptom Questionnaire, with depression
associated with, and an alternative of, poor sexual function.
Reliability testing and internal consistency is good to
excellent, with Chronbach’s α≥0.85 and test–retest reliabil-
ity κ=0.56–0.93. The PISQ utilizes a Likert scale with
0=never and 4=always, with reverse scoring used on some
questions to consistently reflect that higher scores equal
better sexual function with a maximal score of 124 possible.
Normative scores were not established in the original
questionnaire development, but the mean score in a healthy
population used to validate the questionnaire was 94 [12]. A
short form of the PISQ has also been validated and contains
12 questions (PISQ-12) [15]. The PISQ-12 has a maximal
score of 48 and can be converted to PISQ Long Form scores
when multiplied by 2.58.

The PISQ has also been validated Portuguese and Spanish,
both in America and Spain [16, 17]. A recent Medline search
noted 27 publications utilizing the PISQ not including
abstracts or other citations, furthering the validation process.
The PISQ was recently utilized in a general population of
twins to evaluate for sexual dysfunction and establish
normative values [18]. The PISQ-12 scores highly correlated
with scores of a general sexual-function questionnaire and
were significantly lower in women with depressive
symptoms or pain of bladder origin. These findings suggest

S46 Int Urogynecol J (2009) 20 (Suppl 1):S45–S50



that PISQ-12 may be reliably used in a general population
without PFD. The mean PISQ-12 score in their population of
sexually active women without bothersome POP or UI was
40.

The impact of pelvic floor dysfunction on sexual
function

In order to thoroughly assess the effects of prolapse and
incontinence on sexual function, it is important to consider
possible confounding variables as well as type of question-
naire utilized. Older age and postmenopausal status,
common in women with PFD, are also associated with
sexual dysfunction [19] and may alter the association
between prolapse and sexual function. Studies which did
not use validated and/or disease-specific questionnaires
may not be reliable or sensitive enough to detect differences
that are due to the disease process(es) of UI, FI, and/or POP
or be unable to detect subtle changes in sexual function
following treatments for PFD.

Many recent publications examining the impact of UI,
FI, and POP using validated generalized and disease-
specific questionnaires have reported poorer sexual func-
tion in women with PFD. Total PISQ scores were
significantly lower in women with UI and/or prolapse as
compared to those without, with the largest difference noted
in the physical domain [4]. Reported frequency of inter-
course was less, and restriction of sexual activity for fear of
leakage greater, in those women with PFD as compared to
those without. In a population of women with UI and lower
urinary tract complaints including interstitial cystitis and
recurrent urinary tract infections, the prevalence of female
sexual dysfunction utilizing the FSFI was 46%, with low
scores for desire, lubrication, and satisfaction, and increase
for pain, with no differences in arousal or orgasm [20].
About one third of women attending urogynecology clinics
report that UI has an impact on their sexual function and
approximately 50% experience leakage with vaginal inter-
course or orgasm [21, 22]. Coital incontinence is indepen-
dently related to higher King’s Health Questionnaire scores,
suggesting poorer quality of life as compared to women
with UI who do not leak with intercourse [23].

The PISQ scores were significantly less in women with
POP as compared to an asymptomatic group similar in age,
race, parity, and HRT (mean 81 vs. 106, respectively) [24].
An evaluation of women with UI stratified between ≥Stage
2 prolapse as compared to minimal or no prolapse reported
poorer sexual function in those with prolapse, decreased
libido, sexual excitement, and orgasm using the PISQ long
form [25]. Additionally, women with advanced prolapse
(Stage III or IV) complained of a greater impairment of
their sex life and were more likely to be abstinent as a result

of their prolapse than women with stress urinary inconti-
nence (SUI) [26]. Although these authors utilized a
nonvalidated condition-specific questionnaire, 81% of their
cohort rated their sexual relations as “somewhat” or “very”
satisfactory [26]. This finding reinforces the complexity of
female sexual function and an earlier publication which
noted that sexual activity was not correlated with vaginal
length or introital caliber and no association between
vaginal anatomy and complaints of dyspareunia or vaginal
dryness [27].

The effect of PFD on sexual function has recently been
evaluated using validated quality-of-life PFD dysfunction
and sexual function questionnaires [28]. Handa et al. [28]
utilized the Pelvic Floor Disorders Inventory 20 (PFDI-20)
as well as the Personal Experience Questionnaire, a non-
condition-specific validated generalized sexual function
questionnaire, and found that higher PFDI-20 scores were
associated with decreased arousal, infrequent orgasm, and
increased dyspareunia, with similar findings noted for the
urinary, colorectal-anal, and prolapse scales of the PFDI-20
[28]. The only sexual problem associated with increasing
prolapse was infrequent orgasm. A recent community-based
survey assessed the relationship between PFD and sexual
activity and satisfaction using the Epidemiology of Prolapse
and Incontinence Questionnaire (EPIQ) [29]. The EPIQ
was specifically designed to ascertain the prevalence of and
risk factors for PFD in an undiagnosed population and
includes questions that are related specifically to sexual
activity and satisfaction. After controlling for confounding
variables, PFD was not significantly associated with sexual
activity or satisfaction, but only 43% of the women who
had PFD based on EPIQ had sought care for their
conditions.

Effects of gynecologic surgeries on sexual function

The effects of gynecologic surgery on sexual function have
historically received little attention. Due to the use of
different and mainly nonvalidated, self-made question-
naires, lack of definition of sexual function and dysfunc-
tion, and non-assessment of impact on QOL, it is difficult
to compare older studies and draw conclusions. A recent
comprehensive review of the literature found 36 articles
involving 4,500 patients, and only 12 used validated
questionnaires to assess sexual function after surgery for
PFD [30]. Conflicting results were noted with some studies
suggesting that surgery for POP and UI deteriorates sexual
function, some demonstrating no change and others,
improvement in sexual function. The authors concluded
that there was a “paucity of properly validated data about
sexual function after gynecologic operations” and urged
further prospective studies using validated questionnaires.
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Since this publication, there have been several more well-
designed studies assessing the outcomes of surgery for PFD
with respect to sexual function.

The PISQ long form was used to assess sexual function
before and 3 to 6 months after surgery for prolapse and/or
UI in 75 women who underwent a variety of vaginal and
abdominal anti-incontinence and pelvic reconstructive
surgeries [31]. Postoperatively, 70% of women had higher
PISQ scores, while 30% reported lower scores. When
analyzed by domain, both the physical and partner-related
domains showed significant improvement pre- to postoper-
atively, while the behavior-emotive did not change.
Complaints of pain with intercourse did not increase
postoperatively. These data were also analyzed to compare
sexual function in those who underwent posterior repair
compared to those who had not [32]. PISQ scores
demonstrated a significant similar improvement in both
groups postoperatively. Women without posterior repair had
decreased dyspareunia postoperatively compared to no
improvement in this symptom in the posterior repair group.

Similar findings of significant improvement in overall
PISQ scores and in the physical and partner-related
domains was recently reported in a study from the UK
evaluating sexual function prospectively after surgery for
PFD [33]. The PISQ’s psychometric properties for use in
the UK were also evaluated by correlation with the Sheffield
Prolapse Symptoms Questionnaire and the King’s Health
Questionnaire preoperatively and 4 months postoperatively.
Cronbach α values for the full scale and each of the three
domains were similar to the original PISQ validation study
[12, 33]. The PISQ did correlate well with some domains of
the Sheffield Prolapse Symptoms Questionnaire and the
King’s Health Questionnaire (r=.42–.66) [33].

The PISQ-12 has also been used to prospectively
evaluate sexual function after surgical treatment for PFD.
One year after abdominal sacrocolpopexy, a significant
improvement was reported in sexual function, including
total PISQ-12 scores, as well as many factors, including
increase in percentage of women sexually active and
decrease in limitation of intercourse secondary to pain and
problems from prolapse and/or UI [34].

Evaluation of surgical treatment of SUI also demon-
strates significant improvement on sexual function.
Coital incontinence is cured with surgery in 70–90%,
and this is associated with improvements in sexual
function, with significant increases in PISQ-12 scores
both after mid-urethral sling procedures and Burch
retropubic urethropexy [34–37]. Once again, improve-
ments were reported in the physical and partner-related
domains, but not the behavior-emotive.

The other questionnaire utilized to assess sexual function
after surgical treatment of PFD is the FSFI, which is
validated, but generalized or non-condition-specific. Pauls

et al. [5] utilized the FSFI to assess sexual function
prospectively 6 months after vaginal surgery for POP and/
or UI and found no differences in FSFI domain or total
scores between the pre- and postoperative period. Patients
also reported similar degrees of bother due to sexual
symptoms on a visual analog scale, and sexual frequency
was not significantly changed. Barriers to sexual function
were also assessed. Before surgery, vaginal bulging was
the most bothersome, which changed to pain after
surgery. However, FSFI pain domain scores were not
significantly different pre- to postoperative. These authors
concluded that there were no overall changes in sexual
function because of the exchange of one sexual problem
for another.

Interestingly, a significant improvement in sexual
function was newly published following anterior and/or
posterior repair in a group of 60 women with a mean age
of 36±5.4 years from Iran [38]. Mean FSFI scores
improved from 15.9±10.7 before surgery to 21.9±11.1
3–4 months after surgery, but the postoperative score is
still abnormal, with <26 consistent with sexual dysfunc-
tion [8, 38]. Additionally, there were significant increases
in the desire, arousal, lubrication, orgasm, and satisfaction
domains, but domain scores for satisfaction and pain were
still low (<3.7). Pain scores showed a significant deteri-
oration with this very short follow-up after surgery. This is
the first report utilizing a validated questionnaire to show
an improvement in sexual function related to desire,
orgasm, and arousal following surgery for PFD and may
be due to the young mean age of the cohort.

Many pelvic floor surgeons are utilizing vaginal mesh to
augment anterior and posterior repairs. The use of polypro-
pylene mesh with anterior and post repairs was associated
with a marked increase in postoperative dyspareunia and a
12% decrease in sexual activity among those who under-
went posterior repair with mesh using the King’s Health
Questionnaire [39]. A small sample of 26 women
followed for 2 years after posterior repair noted an
improvement in sexual function in 95% and only 8% with
de novo dyspareunia using the PISQ-12 [40]. The
Cleveland Clinic prospectively evaluated three techniques,
traditional, site-specific, and porcine graft augmentation,
for posterior repair in a randomized controlled trial [41].
With 1.5 years of follow up, there was a significant
increase in the PISQ-12 scores and no increase in
dyspareunia overall as well as no differences between
the three groups. In a separate evaluation, sexual function
was compared prospectively before and after posterior
repair using porcine dermis graft augmentation or site-
specific repair in a nonrandomized fashion using the
PISQ long form [42]. A greater improvement in PISQ
scores was reported in the porcine graft as compared to
the site-specific group (101.3±6.4 versus 89.7±7.1,
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respectively), with a significant improvement in the
physical domain only. Since the graft group underwent
more surgeries for SUI, and one surgeon performed all of
the graft augmented and a different surgeon performed all
of the site-specific repairs, the improvement in sexual
function may have been due to these confounding
differences between the two groups.

Two studies have addressed sexual function after
surgical repair of fecal incontinence remote from delivery.
Retrospective evaluation of sexual function after anal
sphincteroplasty noted no correlation between total PISQ-
12 scores or any of the PISQ-12 questions and fecal
incontinence scores at a mean of 5.6 years postoperatively
[43]. More dyspareunia was found with the overlap as
compared to the end-to-end technique. Another retrospec-
tive study reported improved sensation, satisfaction, and
libido in about 33%, and 25% less avoidance of intercourse
secondary to fears of fecal incontinence using a nonvalidated
questionnaire [44]. However, 6% were “physically” unable
to have intercourse.

Summary

The use of validated questionnaires assures data that are
reliable, quantifiable, and reproducible. Quality-of-life
questionnaires, such as The King’s Health Questionnaire
and the Incontinence Impact Questionnaire, have a few
questions addressing sexual function but really deal with
the overall impact of incontinence and/or prolapse on the
patient’s QOL or well being and do not focus on sexual
function. General questionnaires focused on sexual func-
tion such as the FSFI that underwent validation and
reliability testing in a general population may not be
sensitive enough to detect differences that are due to PFD.
The PISQ is a condition-specific questionnaire focused on
sexual function for use in women with PFD and has
undergone rigorous validation and reliability testing.
Many recent publications examining the impact of UI,
FI, and POP using the FSFI and PISQ have reported
poorer sexual function in women with PFD. The PISQ has
been used most commonly to evaluate sexual function
after surgery for PFD, with increased PISQ scores in
about 70%. Significant improvement is noted for sexual
function related to physical and partner-related factors,
with no changes for orgasm, desire, or arousal after
surgical repair of PFD. Studies which used generalized
sexual function questionnaires mostly found no change
in sexual function following surgical treatment of POP
and/or UI. When evaluated with validated questionnaires,
PFD is associated with a negative impact on sexual
function. Surgical correction of POP and/or UI improves
sexual function in about 70%, although some studies

show no change with the use of non-condition-specific
questionnaires.
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