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Abstract
Aim Faecal incontinence and constipation are common conditions which may adversely affect quality of life. They may have an
adverse effect on sexual function.
Method This review of the published literature aimed to assess the published evidence.
Results Only seven published studies have reported the effect of these conditions on sexual function. Four reported on those with
faecal incontinence. Two reported on those with faecal incontinence and constipation and one reported solely on constipation. All
were questionnaire-based studies or retrospective reviews of institutional databases. A heterogenous mix of different measures of
sexual function were applied. Conflicting findings were reported. Some studies suggested that those with faecal incontinence and
constipation may have adverse sexual experiences. Others suggest that these pelvic floor disorders have no significant effect.
Conclusion Further work is needed to investigate this. Large questionnaire studies with normal subject controls and adjustment
for confounding factors are likely to be needed.
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Introduction

Faecal incontinence and constipation are common problems.
Faecal incontinence is believed to affect up to 20% of the
population [1] and constipation may affect up to 35% [2]. A
significant adverse effect on general quality of life can be seen
with these conditions. This effect has been reported widely.
However, there are multiple components to quality of life
measures. Sexual function is one important component.
Little has been published on the effect of FI and constipation
on this specific outcome.

Sexual dysfunction is a common problem. It may affect up
to 40% of women of reproductive age [3], making it one of the

most common psychological disorders in the population. It
can have a significant impact on the patient’s well being.
The frequency of sexual activity and its enjoyment may be
affected. This dysfunction can also manifest itself in other
ways. These include adverse effects on the patient’s relation-
ships with others [4] and on their own confidence and
self perception.

The aim of this review is to determine how sexual function
is affected in those of the female gender with faecal and flatus
incontinence and constipation.

Method

A review of the published literature was performed. A system-
atic search of the Pubmed electronic database was performed.
The search terms of Bfaecal incontinence^, Bconstipation^,
Bsexual function^, Bsexual dysfunction^ and Bsex^ were ap-
plied. Retrieved sources were reviewed, screened and assessed
for eligibility in line with PRISMA guidelines. References in
selected papers were interrogated. Review articles, letters and
papers not in English language were excluded. Titles, abstracts
and then manuscripts were reviewed to determine suitability
for inclusion.

What does this paper add to the literature:
This is the first published review of the effect of faecal and flatus
incontinence and constipation on sexual function. This highlights a
significant problem which is often overlooked.
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Results

Faecal incontinence

In 2012, Imhoff and colleagues [5] were the first to describe
the impact of faecal incontinence on sexual function in com-
munity dwelling women. Previous studies had commented on
this relationship in those who had undergone various treat-
ments for FI, such as sacral nerve stimulation. Imhoff de-
scribed the results of a questionnaire study which involved
2269 women. They were questioned as part of large cohort
study into the risk factors for global pelvic floor dysfunction.
Faecal incontinence symptoms were assessed with the Faecal
Incontinence Severity Index (FISI) [6]. Sexual function and
activity was assessed with the Female Sexual Function Index
(FSFI) [7].

Of the total 2269 patients questioned, 995 (44%) reported
isolated flatus incontinence (FL), 545 (24%) reported faecal
incontinence (FI) and 729 (32%) reported neither FL nor FI.
Overall, 63% ofwomen reported some sexual activity over the
preceding 3 months. Participation did not differ significantly
between those with FL (66%), FI (61%) or with neither symp-
tom (62%).

However, the frequency of participation in sexual activity,
sexual desire and sexual satisfaction did differ. Those with FI
fared significantly worse in these aspects when compared to
the other two groups. In addition to this, those with FI were
more likely to report specific sexual problems such as diffi-
culties with arousal, lubrication, orgasm and pain during in-
tercourse. Multivariate analysis showed that women with FI
had 41% greater odds of reporting low sexual desire, 56%
greater odds of reporting low sexual satisfaction and 65%
greater odds of reporting limitation of sexual activity because
of physical health in comparison to those with simply FL or
neither FI nor FL.

The severity of FI appeared to have an effect. Those with
weekly FI were more likely to report lower sexual satisfaction
(p < 0.001) and greater limitation of sexual activity due to
physical health (p < 0.001), when compared to those with
monthly or less than monthly FI. This was reflected in the
multivariate analysis. Weekly FI carried a more than twofold
increased odds of reporting that their physical health limited
sexual activity and a more than 80% increased odds of
reporting low sexual satisfaction.

The authors concluded that FI did not limit participation
into sexual activity, but had a significant impact on sexual
quality of life. This was reflected in both sexual satisfaction
and specific sexual problems.

Fashokun and colleagues [8] examined the sexual activity
and function in women with and without pelvic floor disor-
ders. They reported on 505 women; 308 had a pelvic floor
disorder (PFD) and 197 had none. The pelvic floor disorders
were urinary incontinence, faecal incontinence and pelvic

organ prolapse. The FSFI [7] was used to assess sexual func-
tion. 162 (53%) had FI. Seventy-five percent of women with-
out a PFD reported sexual activity in the last 6 months, versus
61.6% of those with a PFD. This difference was not found to
be significant (p = 0.09). Interestingly, only six women with
PFD reported this as a reason for the lack of sexual activity.
The main reason for sexual inactivity was lack of a partner.
Total FSFI scores did not differ significantly between those
with a PFD (23.2 ± 8.5) and those without a PFD (24.4 ± 9.2)
(p = 0.23). The FSFI arousal, lubrication, orgasm, satisfaction
and pain domains did not differ between the two groups. The
specific effect on FI was only assessed during multivariate
analysis. This showed that FI had no significant impact on
sexual activity. The authors concluded that rates of sexual
activity and function are not different between women with
or without a PFD. It was not clear if the severity of FI had any
effect on sexual activity or function.

In 2013, Cichowski and colleagues [9] reported their insti-
tution’s experience of women presenting with pelvic floor
disorders over a 5-year period. They focussed on those with
and without FI, and compared the Pelvic Organ Prolapse
Incontinence Sexual Questionnaire-12 (PISQ-12) scores be-
tween the two groups. They reported that 588 had FI and 527
did not. They defined FI as the involuntary loss of solid or
liquid stool, and/or the use of pads or lifestyle changes due to
stool loss. Firstly, they compared those women who had FI
with those who did not have FI. Some of these women were
not sexually active. The authors’ second analysis was between
those who were sexually active who had FI with those who
were sexually active and did not have FI.

In the first analysis, age and BMI were negatively associ-
atedwith sexual activity. The presence of a partner and alcohol
use were positively associated with sexual activity. No other
factor achieved significance. Multivariate analysis showed
that FI was not associated with sexual activity status. When
those women who were all sexually active were analysed, the
effect of FI became more apparent. FI was strongly associated
with a lower PISQ-12 score (p < 0.001). FI was associated
with a greater score decrease for the PISQ-12 than for the
Incontinence Severity Index. This implied that FI was associ-
ated with a greater impact on sexual function than urinary
incontinence. Analysis of the PISQ-12 sub-scores showed that
women with or without FI had similar frequencies of sexual
desire, orgasm and satisfaction with sexual activities.
However, women with FI were more likely to report pain,
urinary incontinence with sexual activity, negative emotional
reactions with sexual activity and partner problems (such as
difficulty with erections and premature ejaculation).
Increasing Wexner FI score [10] (worsening FI) was com-
pared with the decreasing PISQ-12 score (worsening sexual
function) using Pearson’s coefficient. The interaction was −
0.26 (p = 0.0003). This meant that worse FI, as measured by
the Wexner FI score, was associated with worse sexual
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function as measured by PISQ-12. The authors concluded that
women with FI were as likely to engage in sexual ac-
tivity as women without FI. However, sexually active
women with FI had poorer sexual function compared to those
without FI.

A smaller study by Pauls and colleagues in 2015 [11] com-
pared sexual function in those with or without FI. This was a
secondary analysis as part of a larger study which aimed to
validate the Pelvic Organ Prolapse/ Incontinence Sexual
Function Questionnaire-IUGARevised (PISQ-IR). Eight hun-
dred seventy-two women were enrolled, 90 had FI. The au-
thors found that women with FI have similar rates of sexual
activity but poorer sexual function, when compared to those
without FI.

Constipation

Little has been published on sexual function in those with
constipation. A retrospective series by Pellino and colleagues
[4] reported on sexual dysfunction in women who had pre-
sented to their unit with faecal incontinence and defecatory
dysfunction (DD). The PISQ-12 score was used to determine
sexual function at presentation. Of a total of 313 women, 192
had FI and 121 had DD. Two hundred and twelve had a PISQ-
12 score below 38, this indicated the presence of sexual dys-
function. One hundred patients had a score of under 30, which
indicated the presence of major sexual dysfunction. No statis-
tically significant difference was seen in this score between
those with FI or DD (p = 0.9 and 0.1 for moderate and major
sexual dysfunction). The mean overall PISQ-12 score was
33.2 ± 7.2. This was 5 points lower than the mean scores of
the general population, as reported in the score’s validating
literature. Multivariate regression analysis was used to deter-
mine major factors which may predict sexual dysfunction.
Previous anorectal surgery was the strongest predictor (OR
15.4, p = 0.016). Partner ejaculatory problems (OR 2.5), re-
duced sexual arousal (OR 2.1) and impaired orgasm percep-
tion (OR 2.1) were also found to be significant predictors of
sexual dysfunction.

A total of 308 women had PFD and 197 had no PFD.
Sexual activity was reported in 75% of those without PFD
versus 61.6% of those with PFD, this difference was non-
significant (p = 0.09). The most common reason for lack of
this activity was the absence of a partner. Only six of those
with a PFD reported bladder, bowel or vaginal problems as a
reason for sexual inactivity.

A smaller study by Bortolami and colleagues [12]
questioned 85 consecutive women who were undergoing pel-
vic floor physiotherapy for a variety of different pelvic floor
disorders. Sexual function was assessed using the FSFI. The
authors found a significant correlation between the younger
age group (fertile age) and high pelvic floor tone and poorer
sexual function.

Li-Yun-Fong [13] reported on a retrospective study of 755
women who had been referred to the authors’ urogynaecology
clinic. All had pelvic floor disorders (PFD). Of these, 41% had
FI, 70% had obstructed defecation, 72% had pelvic organ
prolapse, 78% had an overactive bladder and 66% had stress
urinary incontinence. The Short Personal Experiences
Questionnaire (SPEQ) was used to assess sexual function.
The Pelvic Floor Distress Inventory (PFDI) and the Pelvic
Floor Impact Questionnaire (PFIQ-7) were used to assess se-
verity of the PFD.

Seventy-four percent (n = 547) of patients had a sexual
partner, and most (n = 423) had sexual intercourse with some
frequency. Sexual enjoyment was compared to severity of
PFD. Overall, 292 (46%) enjoyed sex, whilst 339 (54%) did
not. Those who enjoyed sex had lower PFDI and PFIQ-7
scores compared to those who did not. When specific PFD
were analysed, pelvic organ prolapse, obstructed defecation
and faecal incontinence were significantly associated with a
lack of enjoyment of sex (p < 0.01, p = 0.43 and p = 0.034
respectively).

Overall sexual function was also assessed. Higher PFD
specific severity scores using the PFDI and PFIQ-7 were sig-
nificantly associated with lower arousal (p < 0.001), lower or-
gasm (p < 0.01) and sexual enjoyment (p < 0.01). However,
sexual desire was not affected.

However, when these results were adjusted for known de-
terminants of sexual function (age, dyspareunia, vaginal atro-
phy and partner issues), these seemingly strong associations
became non-significant. The authors concluded that women
with pelvic floor disorders seem to have a large burden of
sexual dysfunction, however this appears to be mediated by
other factors.

Discussion

There is a widely held perception that PFDs have a significant
impact on sexual function. However, how this is affected is
unclear. All the studies described above are either
questionnaire-based studies or retrospective reviews of insti-
tutions’ databases. As such, all have inherent limitations. The
overall quality of scientific evidence is low, and is of grade
four according to the Oxford centre for evidence based med-
icine (www.cebm.net). However, unless a questionnaire study
is employed, it is difficult to see how else the impact of FI or
constipation on sexual function could be assessed accurately.
Some have attempted to provide controls against the patient
group in question. This is important, and adds significance to
any observed changes in those with FI or constipation. This is
best shown by the work of Imhoff and colleagues [5], who
questioned those with and without pelvic floor disorders. A
large prospective questionnaire study with a control group of
normal subjects would be the best way of investigating this
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further. Another potential difficulty is in the variation reported
incidence of FI, Imhoff reported this to be 24% in their group,
whereas Pauls suggested this was 10%. It is important that an
empathic and sensitive approach is used when assessing
sexual function in those with FI and constipation. It is
unlikely that patients will be forthcoming with such details
on initial assessment.

Imhoff [5], Cichowski [9] and Pauls [11] suggested that
those with FI may engage in sexual activity at a frequency
equal to those unaffected by FI. However, they are more likely
to experience negative sexual experiences, such as poor arous-
al and dyspareunia. In contrast, Fashokun [8] found no differ-
ence in any aspect of sexual activity between those affected
and unaffected by FI, when compared to a control group. This
difference of findings is interesting. There are multiple tools
available to assess sexual function. This may explain the con-
flicting findings.

Only Pellino [4] and colleagues attempted to look specifi-
cally at the effects of constipation on sexual activity. They
reported a retrospective review. Constipation was described
as a single group (defection disorder or DD). Those with a
predominance of obstructed defection or slow colonic transit
were not specifically identified. The authors attempted to dif-
ferentiate the effect on sexual function between the two con-
ditions (FI and DD). They found no significant difference in
any domain of the PISQ-12 (pelvic organ/ prolapse inconti-
nence sexual questionnaire-12) between those with FI and
those with defecatory disorders. The different types of consti-
pation, such as slow transit, obstructed defecation or idiopath-
ic may each have a different effect on sexual function. Sexual
function in those with constipation may be a complicated is-
sue. There is a higher incidence of traumatic incidents, such as
sexual abuse, in those with long standing constipation when
compared to a healthy population [14, 15]. This history
will have a significant impact on the patient’s sexual
function. It is recognised that women who have been
abused will have a higher incidence of sexual dysfunc-
tion, when compared to those without a history of abuse
[16]. Further work is needed to look into how sexual function
is affected in those with constipation, with attention
given to confounding issues such as previous abuse
and psychological illness.

Treatment of pelvic cancers may lead to a disturbance of
bowel function. This may be secondary to the tumour itself,
direct disruption of the pelvic anatomy during surgery or as a
side effect of external beam radiotherapy. Low anterior resec-
tion syndrome (LARS) has gained increased interest recently
[17]. LARS describes the symptoms seen in those who have
undergone an anterior resection. These may range from faecal
incontinence to evacuatory difficulties. LARS has a signifi-
cant negative impact on general quality of life [18], of which
sexual function is a component. However, its specific effect on
sexual function has not been reported.

The various treatments for FI and constipation may have an
impact on sexual function. In 2009 Riss and colleagues [19]
compared sexual function in those who had undergone an
overlapping sphincter repair or FI compared to a healthy con-
trol group. They reported significantly lower scores of the
Female Sexual Function Index (poorer function in the sphinc-
ter repair group compared to the healthy control group). This
was despite significant improvements in the Wexner FI score.
Jadav and colleagues [20] reported the effect on global pelvic
floor function in 43 women who had undergone sacral nerve
stimulation (SNS) for FI. They reported significant improve-
ments in bowel- and vagina-related sexual health and 53%
reported a subjective overall improvement in sexual function.
In 2011, Wong [21] reported the effect of laparoscopic ventral
mesh rectopexy (LVMR) for complex rectoceles on sexual
function in 41 consecutive patients. The authors reported sig-
nificant improvements in vaginal comfort and in general sex-
ual function. In contrast, less encouraging results were report-
ed by a group from the Netherlands [22]. They questioned 213
women who had undergone a LVMR for rectal prolapse,
enterocele and rectocele. There were 139 responders. The
number of sexually active patients dropped from 71 to 54%
after surgery. Forty-three percent stated that LVMR had no
effect on their sexual function and only 16% felt that LVMR
had a positive influence on this.

Li-Yun Fung’s [13] work was of interest. They found that
when known determinates of poor sexual function were in-
cluded in their analysis (such as ageing, dyspareunia and part-
ner issues), the severity of general pelvic floor disease did not
significantly affect sexual function. Unfortunately, they
did not have a control group. Their conclusions are
supported by the more simplified analysis of Fashokun, who
reported that the presence of a pelvic floor disorder had no
effect on sexual function.

Conclusion

It is unclear how faecal incontinence and constipation affect
sexual function. There are contradictory reports in the pub-
lished literature. Studies with larger control groups, disease-
specific analysis and adjustment for confounding factors are
needed to investigate this further.

Publisher’s note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.
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