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A B S T R A C T

Introduction. Overactive bladder (OAB) is quite prevalent and significantly affects health-related quality of life and
daily functioning.
Aim. The impact of OAB on sexual health is currently not known. This qualitative study was conducted to gain a
thorough understanding of OAB’s impact.
Methods. Sexually active women with continent or incontinent OAB were recruited from urology and urogynecol-
ogy clinics. Six focus groups of women (three continent and three incontinent) were conducted to assess the sexual
health of women with OAB. Data were analyzed descriptively and qualitatively.
Main Outcome Measures. Qualitative data, Sexual Quality of Life Questionnaire—Female, Overactive Bladder
Questionnaire.
Results. Thirty-four women (11 continent; 23 incontinent) participated; mean age was 48.4 years; 76% were white,
67% postmenopausal, and 88% in a long-term relationship. Continent women reported more frequent sexual
activity than incontinent women; 91% reported intercourse �1–3 times per month vs. 50% of incontinent women.
Half of the incontinent women reported a reduction in sexual desire related to OAB, aging, and menopause. Over
half of continent women experienced pain with intercourse, and the majority complained of having to interrupt
intercourse to void. Although not all incontinent women reported incontinence during intercourse, the majority
were embarrassed by their incontinence and OAB with resulting loss of self-image. Both continent and incontinent
women reported difficulty achieving orgasm because of pain, fear of incontinence, or anxiety related to intercourse.
Approximately a third of the women would not initiate discussion of sexual issues with their physicians, but all
women expressed concern about the impact of OAB on their sexual life.
Conclusion. Overactive bladder with or without incontinence negatively affects women’s sexual health, reducing
sexual desire and ability to achieve orgasm. Given the impact of OAB on sexual health, sexual health should be
routinely assessed by clinicians and addressed by researchers. Coyne KS, Margolis MK, Jumadilova Z, Bavendam
T, Mueller E, and Rogers R. Overactive bladder and women’s sexual health: What is the impact? J Sex Med
2007;4:656–666.
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Introduction

O veractive bladder (OAB) affects up to 20%
of the world population [1–4] and is char-

acterized by urinary urgency, with or without
urge incontinence, often accompanied by in-
creased urinary frequency and nocturia [5]. The
impact of OAB on patient’s health-related quality
of life (HRQL) and daily functioning has been
shown to be significant [6–8]; however, little
is known of the impact of OAB on sexual
health.

Several studies have investigated the relation-
ship between urinary incontinence and sexual
function [9–16] and concluded that women with
urinary incontinence report impaired sexual func-
tion. A third of women with urinary incontinence
report urine loss at some point during sexual activ-
ity [12,17]. Women with stress urinary inconti-
nence tend to leak urine during penetration, and
women with urge incontinence report leakage
during orgasm [10]. Women with urinary inconti-
nence have decreased libido, more vaginal dryness,
and more pain during intercourse than women
without urinary incontinence [13]. A study of 78
women with OAB found that almost half (43%)
had pain during intercourse at least sometimes;
two-thirds (68%) either never or only sometimes
reached orgasm; and three-quarters were either
never or only sometimes aroused and either never
or only sometimes enjoyed sexual relations [18].
Kim et al. [19] surveyed more than 3000 women
about their lower urinary tract symptoms and
sexual activity. Women with urinary incontinence
and women with OAB reported significantly more
sexual problems or difficulties than those without
incontinence or OAB. Although these studies
demonstrate the impact of urinary incontinence
on sexual function, little is known specifically
about the impact of OAB on overall sexual
health.

There are currently no qualitative published
studies that assess the impact of OAB on sexual
health. Qualitative data collection is a rich source
for theory-generating ideas and concepts and
enables a researcher to explore complex issues.
Qualitative research allows one to investigate em-
erging themes in the discussion to gain in-depth
knowledge of the condition and its impact in the
patients’ own words. The goal of this study was
to conduct a series of focus groups to qualita-
tively identify sexual health issues faced by
women who have OAB with or without urinary
incontinence.

Methods

Recruitment
Female participants with either continent or in-
continent OAB were recruited from one urogyne-
cology and two urology offices. Eligible partici-
pants were at least 18 years old; willing to provide
written informed consent; able to speak and read
English; diagnosed with OAB with or without
incontinence; and were currently sexually active.
An introductory letter that provided an overview
of the focus groups and a postage-paid response
card were mailed to all eligible female patients in
the clinic patient databases. Patients who were
interested in participating in the focus group
returned the preaddressed, stamped response card.
All interested patient respondents were then con-
tacted via phone and screened to confirm eligibil-
ity. Eligible patient respondents were scheduled
for the focus group sessions. Four to 12 respon-
dents were scheduled for each of the six focus
group sessions. Human research review committee
approval was obtained from all sites prior to the
initiation of the study.

Focus Group Procedures
Written informed consent was obtained prior to
the initiation of the focus group session. All focus
group sessions began with a standardized intro-
duction and followed a discussion guide to facili-
tate discussion and optimize consistency across
focus groups. The focus group discussion guide
was developed from a review of the literature on
sexual health in OAB patients and from the anec-
dotal participant comments collected in an earlier
phase of this study [20].

After the focus group discussions were com-
pleted, a series of questionnaires were admi-
nistered to the participants, including a brief
demographic form, the Overactive Bladder Ques-
tionnaire (OAB-q), and the Sexual Quality of Life
Questionnaire—Female (SQoL-F). The OAB-q
[7], a disease-specific HRQL questionnaire for
OAB, and the SQoL-F [21], a generic sexual
quality-of-life questionnaire, were administered as
measures of impact. Clinical data were provided by
the recruiting physician. Each focus group session
lasted approximately 1.5 to 2 hours.

Analytical Approach
Descriptive statistics (mean, standard deviation,
frequency) were used to characterize the sample.
Comparative statistics and subgroup analyses were
not performed given the small patient sample and
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qualitative goals of this research. Content analysis
was used to evaluate the qualitative information
gathered during the focus groups [22,23]. An
in-depth review of the audiotapes was performed
with transcription of key points that served as the
primary data source for the analyses.

Results

Participants
Of the 50 eligible women, 34 (68%) participated in
six focus group sessions (nonparticipation was
largely due to schedule conflicts); 11 in the conti-
nent OAB group and 23 in the incontinent OAB
group. The mean age was 48.4 years, with the con-
tinent women slightly younger than their incon-
tinent counterparts (Table 1). The majority of
continent women were premenopausal (54.5%),
white (81.8%), and in a long-term relationship
(90.9%). The majority of incontinent women were
postmenopausal (60.9%), white (73.9%), and in a
long-term relationship (86.4%).

Women reported a variety of therapies for
their urinary symptoms including medication use,

bladder training, pelvic floor exercise, and biofeed-
back (Table 2). Only five women (two continent
and three incontinent) were on hormone replace-
ment therapy. Incontinent women reported less
frequent sexual activity than continent women
(Table 2); 11 (50%) incontinent women reported
engaging in sexual intercourse/activity less than
once per month, compared with one (9.1%) con-
tinent woman reporting the same frequency. Both
continent and incontinent women reported similar
impact on sexual and HRQL as measured by the
OAB-q and SQoL-F scores (Table 3). Both groups
reported high levels of Symptom Bother (54.3 and
57.7; 0–100 scale with higher scores indicating
higher levels of bother) and HRQL impact with
the OAB-q HRQL subscale scores ranging from
40.1 (Concern) to 65.3 (Social Interaction) (0–100
scale with lower scores indicating lower HRQL),
which is similar to OAB-q subscale scores of
patients in clinical trials for OAB [24]. The sexual
quality of life in the participants was also greatly
affected, as reflected by a SQoL-F total score of
45.6 on a scale of 0–100, where higher scores indi-
cate higher levels of sexual quality of life (healthy

Table 1 Participant demographics

Overall
N = 34

Continent
N = 11

Incontinent
N = 23

Age (years) (N = 33) (N = 22)
48.4 (12.9) 43.6 (14.8) 50.8 (11.4)

Employment (N, %) (N = 33) (N = 22)
Full-time/part-time 17 (50.0) 4 (36.3) 13 (56.5)
Student 2 (5.9) 2 (18.2) 0 (0.0)
Retired 6 (17.6) 1 (9.1) 5 (21.7)
Unemployed 2 (5.9) 1 (9.1) 1 (4.3)
Disabled 2 (5.9) 0 (0.0) 2 (8.7)
Other* 4 (11.8) 3 (27.3) 1 (4.3)

Education (N, %) (N = 33) (N = 22)
High school or some college 17 (50.0) 6 (54.6) 11 (47.8)
College or postgraduate 14 (41.2) 4 (36.4) 10 (43.5)
Other† 2 (5.9) 1 (9.1) 1 (4.3)

Race (N, %) (N = 33) (N = 22)
White 26 (76.5) 9 (81.8) 17 (73.9)
Black 2 (5.9) 0 (0.0) 2 (8.7)
Native American 5 (14.7) 2 (18.2) 2 (8.7)

Long-term relationship (N, % yes) (N = 33) (N = 22)
29 (87.9) 10 (90.9) 19 (86.4)

Living situation (N, %) (N = 33) (N = 22)
Married/significant other 27 (79.4) 10 (90.9) 17 (73.9)
Widow/divorced/single 5 (14.7) 1 (9.1) 4 (17.3)
Roommate 1 (2.9) 0 (0.0) 1 (4.3)

Comorbid conditions (N, % yes)
None 5 (14.7) 1 (9.1) 4 (17.4)
Arthritis 12 (35.3) 3 (27.3) 9 (39.1)
Diabetes 2 (5.9) 0 (0.0) 2 (8.7)
HTN 6 (17.6) 0 (0.0) 6 (26.1)
Other‡ 5 (14.7) 2 (18.2) 3 (13.0)

*Housecleaner, self-employed, homemaker.
†Twelfth grade, technical college.
‡Allergies, anxiety, asthma, breast cancer, chronic sinus, depression, fibromyalgia, GERD, high cholesterol, hypothyroid, migraines, and pain.
GERD, gastroesophageal reflux disease.
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women report scores around 90 on the SQoL-F;
women with female sexual dysfunction report
scores of 59) [21]. Continent women—although
engaging in sexual activity more frequently than
the incontinent women—reported lower sexual
quality of life scores than incontinent women (38.7
vs. 49.1).

Summary of Qualitative Results
Continent and incontinent women differed in
reports of which OAB symptoms were bother-
some. For continent women, the most bothersome

urinary symptoms were urgency, burning, pres-
sure, and pain; incontinent women reported
that urinary urgency and incontinence were most
bothersome.

Sexual Health
Women reported that their OAB symptoms
affected their sexual health in a variety of ways
ranging from reduced desire to avoidance of sexual
activity. The results are presented around phases
of sexual intercourse (desire, arousal, lubrication,
and orgasm), overall sexual satisfaction, and gen-

Table 2 Participant clinical characteristics

Overall
N = 34

Continent
N = 11

Incontinent
N = 23

Diagnosis of OAB (% yes)* 33 (97.1) 10 (90.9)† 23 (100.0)
Urge incontinence (% yes) 16 (47.1) 3 (27.3) 13 (56.5)
Stress incontinence (% yes) 2 (5.9) 1 (9.1) 1 (4.3)
Mixed incontinence (% yes) 9 (26.5) 1 (9.1) 8 (34.8)

Sought medical attention for bladder concerns (N, % yes) 30 (90.9) 10 (90.9) 20 (90.9)
(N = 33) (N = 22)

Surgery (N = 30) 6 (20.0) 4 (36.4) 2 (9.1)
Bladder training (N = 30) 12 (40.0) 3 (27.3) 9 (40.9)
Exercise/biofeedback (N = 30) 12 (40.0) 3 (27.3) 9 (40.9)
Nutritional supplements (N = 30) 3 (10.0) 2 (18.2) 1 (4.5)
Medications† (N = 31) 22 (71.0) 7 (63.6) 15 (71.4)

(N = 21)
Menopausal status (N, % yes) (N = 33) (N = 22)

Premenopausal 13 (39.4) 6 (54.5) 7 (30.4)
Perimenopausal 2 (6.1) 1 (9.1) 1 (4.3)
Postmenopausal 18 (54.5) 4 (36.4) 14 (60.9)

Hormone replacement therapy (N, % yes) 5 (15.6) 2 (20.0) 3 (13.6)
(N = 32) (N = 10) (N = 22)

Estrogen/progesterone 3 (9.4) 0 (0.0) 3 (13.6)
Topical estrogen 2 (6.3) 2 (20.0) 0 (0.0)

Pelvic organ prolapse (N, % yes) (N = 33) (N = 22)
3 (9.1) 1 (9.1) 2 (8.7)

Frequency of sexual intercourse/activity (N, % yes) (N = 33) (N = 22)
1–3 times per week 9 (27.3) 3 (27.3) 6 (27.3)
1–3 times per month 12 (36.4) 7 (63.6) 5 (22.7)
Less than once per month 12 (36.4) 1 (9.1) 11 (50.0)

*One participant was initially diagnosed with continent OAB and then the diagnosis was changed. Participant complained of urgency and frequency.
†
Antibiotics, cotrimoxazole, tolterodine, oxybutynin, tamsulosin hydrochloride, terazosin, immipramine, cephalexin, nitrofurantoin, oxybutinin, phenazopyridine, and

solifenacin.
OAB, overactive bladder.

Table 3 OAB-q and SQoL-F scores

Mean (SD)
Overall
N = 34

Continent
N = 11

Incontinent
N = 23

OAB-q*
Symptom bother 56.6 (21.3) 54.3 (18.5) 57.7 (22.8)
Coping 48.0 (29.7) 42.3 (29.9) 50.8 (29.9)
Concern 40.1 (27.6) 41.3 (25.7) 39.5 (29.0)
Sleep 49.5 (32.4) 49.5 (29.1) 49.6 (34.4)
Social interaction 65.3 (24.6) 60.7 (28.4) 67.5 (22.9)
HRQL total 49.6 (25.6) 47.1 (24.7) 50.7 (26.4)

SQoL-F† Total Score 45.6 (24.0) (N = 33) 38.7 (24.9) 49.1 (23.4)

*Higher symptom bother scores indicate greater levels of symptom bother; higher HRQL scores indicate higher levels of HRQL. Both scales 0–100.
†
Higher scores indicate higher levels of sexual quality of life on a 1–100 scale.

OAB-q, Overactive Bladder Questionnaire; SQoL-F, Sexual Quality of Life Questionnaire—Female; HRQL, health-related quality of life.
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eral discussions of relationship issues. The data are
presented separately for continent and incontinent
women. Quotes from the focus groups are pre-
sented and used throughout to highlight the
impact of OAB in the patient’s own words. Table 4
presents a summary of aspects of sexual health
issues for both groups.

Sexual Desire—Continent Women
For the most part, continent women maintained
their level of sexual desire; however, the frustration
associated with pain, frequency, and urgency
reduced their initiation of (and response to) sexual
intercourse.

I have the desire for it, but once I start, [it dawns on me]
what was I thinking? That is very frustrating because
I have always had a really high sex drive.

The majority of continent women (N = 7)
complained of pain or discomfort either with
penetration or during intercourse, some of which
was purely positional (i.e., rear-entry was fre-
quently cited as causing severe bladder pain).
Participants felt that they were able to discrimi-
nate whether the pain was related to their
bladder or other points in their pelvis, with all

stating the pain was bladder-related. Pain and
discomfort associated with intercourse led to
avoidance behaviors. Two participants reported
that the bladder pain from intercourse could last
up to 2 days after intercourse.

When my husband and I try to have sex, it’s just some-
times the pressure. [I say], “Oh, just get off of me. It just
hurts,” and he doesn’t know what he’s doing wrong, and
I don’t know how to explain it. It’s this huge amount of
pressure, or if he goes in a certain position, [I say], “Oh,
no way. That hurts so bad. You can’t”—and it’s just not
enjoyable for me.

Sexual Desire—Incontinent Women
Among the incontinent women, 11 (48%) re-
ported a decrease in sexual desire. The reported
decrease in desire was attributed to a combination
of factors, including menopause, aging, and hys-
terectomy in addition to their bladder symptoms.
Fear of odor or incontinence during intercourse
also contributed to reduced desire.

Yes, almost like I don’t have [a sex drive], sadly. I can do
without right now.
As far as my relationship with my husband, I am always
subconscious about the odor, and so I don’t ever want to
initiate anything unless I am fresh from the shower. I
don’t want to be spontaneous . . . because I am not
comfortable with the odor.

Table 4 Aspects of sexual health and their impact on women with continent and incontinent OAB

Continent women Incontinent women

Sexual desire • Maintain sexual desire • Decreased sexual desire
• Frustration associated with pain or discomfort

during intercourse, urinary frequency, and urgency
• Factors: menopause, aging, hysterectomy, fear of

odor and/or incontinence, loss of self-confidence,
embarrassment

Sexual arousal • Increased length of time needed for arousal • Increased length of time needed for arousal
• Factors: tension related to expectation of pain and

urgency
• Factors: fear of incontinence, inability to relax, and

interruptions to visit the bathroom to urinate

Vaginal lubrication • Not a concern • Not a concern

Orgasm • Increased length of time to achieve orgasm • Able to achieve orgasm, but may not allow self to do so
• Factors: fear and anxiety related to either actual or

possible pain or discomfort during intercourse (and
resulting inability to relax); and urinary urgency and
resulting interruptions to visit the bathroom

• Factors: preventive measure to avoid leaking urine
(inability/unwillingness to relax and rushing partner to
climax before leaking occurs)

Sexual satisfaction • Not satisfied • Not satisfied
• Factors: frustration, pain, discomfort • Factors: Lack of orgasm, partner dissatisfaction

Self-image/self-
confidence

• Not an issue • Low self-image and loss of self-confidence
• Factors: Feeling of a loss of sexuality, femininity,

desirability

Relationship with
sexual partner

• Negative impact on relationship • Variable impact on relationship
• Factors: loss of intimacy, loss of sexual relations,

interruptions in intercourse, fear of rejection
• Factors: acceptance of condition by partner,

accommodating nature of partner, fear of rejection by
new partner

Coping behaviors • Employed • Employed
• Examples: avoidance, massage, “grin and bear it” • Examples: masturbation, showering prior to intercourse,

having intercourse in the shower, padding the bed with
towels or rubber sheets

OAB, overactive bladder.
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For a few participants, a loss of self-confidence and
embarrassment contributed to reduced desire, par-
ticularly for oral sex.

I kept thinking, “why would he want me, you know, I
might pee on him, who wants that?”
I never feel that I can un-pad myself for very long. So,
if I know that I’m going to have sex with my part-
ner . . . I try to time it. But it interferes with . . . any
spontaneity or any romance or anything like that. I’m
just always planning ahead how am I going to stay dry,
and it limits the things that you do. I wouldn’t partici-
pate in oral sex because I just don’t think of myself as
being clean in that area, even if I had just washed myself
5 minutes before. I might be leaking. How do I know?
So I find it’s a real nuisance.

Sexual Arousal—Continent Women
Because of fear of pain or discomfort or other
bladder symptoms, women reported that arousal
took longer for six of the continent women with
OAB. Eight women stated that they wished their
partners would “hurry up and get it over with.”

When we start to have sex, I just expect that pain.
So right away, I tense up. I think getting mentally over
that is maybe one of the reasons it takes so long. I’m just
like get it over with . . . I just want to roll over . . . have
your fun, get your satisfaction.
[I think to myself], “I [urinated] 15 minutes ago, and
you’re on borrowed time right now.” It really puts a
damper on any kind of arousal.

Sexual Arousal—Incontinent Women
Many of the incontinent women (N = 10) reported
that arousal took longer, primarily because of fear
of incontinence, inability to relax, and interrup-
tions to go to the bathroom to urinate. Nearly half
(N = 11) of incontinent women also reported
“hurrying” through sex either because of fear of
leaking, discomfort, or inability to enjoy sex.
Three participants stated that once sexual arousal
was realized, fear and anxiety dissipated.

I just can’t let loose . . . I can’t really get [urinating
during sex] out of my mind, so I can’t really enjoy the
moment, and that bothers him.
We are in the mood, we are ready to go, and we are just
about to do it, but I get this little voice in my head, I
gotta go pee, I gotta go pee. So, I have to stop, fall out
of the mood, go pee, and I might only go just a little bit,
but it feels like I gotta go a lot.
Fear interferes with it. But then once you are past a
certain point—it’s the conscious thought, first of all,
and then it’s when you’re into the actual passion, it
doesn’t matter that much.

Vaginal Lubrication—Continent and
Incontinent Women
Vaginal lubrication was not a concern for the
majority of the women and nearly all women re-
ported using some type of lubrication substance to
resolve lubrication issues when they arose. Women
who had experienced menopause or who had

undergone a hysterectomy reported more issues
with vaginal dryness; two participants reported
using estrogen vaginal suppositories to lessen
vaginal dryness.

Orgasm—Continent Women
Women stated orgasm took significantly longer to
achieve and often did not occur. Two major factors
interfered with orgasm for continent women: (i)
fear and anxiety related to either actual or possible
pain or discomfort during intercourse (and result-
ing inability to relax); and (ii) urinary urgency
and resulting interruptions during intercourse to
visit the bathroom before, during, and after sexual
intercourse.

Having to stop in the middle so I can go to the bath-
room does [have an impact on my ability to orgasm].
Then you have to re-set yourself . . . it’s really hard to
reset mentally.
Having to stop in the middle to go pee . . . that takes a
little oomph out of your sail.
Sometimes I can’t have an orgasm because of that. It’s a
bladder spasm or something which makes me think I
have to go to the bathroom all the time. I’ll go to the
bathroom and I’ll have a little tinkle . . . it’s hardly ever
a whole lot. Having to stop in the middle so I can go to
the bathroom to feel like I can [relax] really does [spoil
the mood]. Then you have to reset yourself.
I won’t allow myself to relax enough to climax.

Orgasm—Incontinent Women
For the most part, incontinent women stated that
they were able to have orgasms; however, they may
not have allowed themselves to climax to avoid
leaking urine (six women reported that they leaked
at climax). Incontinence during intercourse did
not solely occur with orgasm, and three partici-
pants were not aware of when they leaked; they
just knew that they had. No specific sexual posi-
tions were noted as either increasing or decreasing
urinary incontinence during intercourse, with the
exception of one participant stating that she
thought that the missionary position caused incon-
tinence during intercourse more frequently.
Incontinent women also would try to “hurry”
their partners to avoid leaking urine during inter-
course, and in the process not achieve orgasm
themselves.

Mine tends to be more of a mental thing because I am
worried about . . . getting through this, and so [I think]
“look, hurry up and get it over with” because . . . I know
I am not going to get any satisfaction just based on that,
and so it’s not very pleasurable to me, and that’s another
deterrent to wanting to even try.
But right after sex, if I try to lay in bed . . . and kind of
bask in the afterglow or something, it is like it’s not
going to happen. It’s not every time, but usually when I
do have an orgasm is when I get the spasm, and [then I
have to] change the sheets.
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Orgasms were achievable for incontinent wo-
men; however, each individual’s state of mind
appeared to be the deciding factor on whether or
not an orgasm would be achieved. Overconcern
and anxiety regarding urinary incontinence during
intercourse was a detriment to orgasm.

I don’t feel as free. I’m afraid that I’m going to wet. It’s
just a little dribble, but it’s enough that I feel conspicu-
ous about it. And therefore . . . I won’t allow myself to
relax enough to climax. It’s embarrassing to me to be in
that position.
I think I get anxious that I am going to leak either
before or after or during, and, “oh, gosh, I got to change
the sheets” or “I don’t want to do it on the sheets,” or “is
it going to leak through the mattress?” It’s just that
anxiety builds up and it’s ridiculous, but you think about
that stuff.

Sexual Satisfaction—Continent Women
Four continent women were more concerned
with their partner’s satisfaction than their own;
however, the majority of continent women with
OAB (N = 8) were not satisfied with their sex life
and found it “limiting and frustrating.”

Well, there is no satisfaction.
I am divorced, so that whole husband thing doesn’t
bother me, I want to satisfy me, and it is just not hap-
pening at all.
I enjoy having sex, and I’m not happy that there’s some-
thing causing me to not enjoy it.

Sexual Satisfaction—Incontinent Women
Unlike the continent women, incontinent women
were less vocal about their lack of sexual satisfac-
tion. Orgasms were cited as an important aspect
of satisfaction for the majority of incontinent
women. Two women reported they were comfort-
able without having orgasms as long as their hus-
bands were satisfied.

Orgasms are important. I like them. I have them, but I
would be . . . sad if I didn’t.
Well, it’s an awful lot of bother to go through not to
have an orgasm at the end. If I am going to go through
the process of taking a shower and getting fresh . . . and
having all of these things set up, then, I had better get
what I want out of it. It doesn’t have to be every time,
but it has to be a good percentage.
I say this to my husband all the time, I really don’t care
if I never had an orgasm the rest of my life, I would be
perfectly fine with that. It has never been a big deal to
me. But, I know it is important to him, so that’s what is
hard, and I know for him, it [takes] a little bit longer,
and that’s what is hard. I have a short space of time that
I can [relax and not have to visit the restroom].

Other Areas of Sexual Health Impact
Self-Image/Self-Confidence Among
Incontinent Women
Many incontinent women (N = 17) reported a loss
of self-confidence and self-image associated with
the sexual impact of their urinary incontinence

and OAB. The statements below highlight how
women expressed the effect of diminished sexual-
ity of their view of themselves as a person.

I am not talking about the sexual act, I am talking about
sexuality and just feeling like you’re a sexual being. It’s
kind of like, it’s drying up, it’s withering. I can’t think of
a better way to put it, it’s diminishing.
The act of intercourse has never been an important
thing to me, but my self-concept, that area of who I am,
I wish could be better. I think that the way I view myself
and those things, and feeling not feminine, or not even
feminine, but attractive or comfortable with myself.
So, all of those things that made me feel like a desirable
woman, that I would do to make myself feel good, I
don’t do anymore, because it seems pointless. It would
be like spraying a carnation with rose scent . . . it just
doesn’t work.
I think it’s not just the one on one for the sexual rela-
tionship, I think the fact is that to women, the sexual
relationship has to do with everything else. It’s how you
feel about yourself, so then it takes a really strong man
to be able to deal with how bad we feel.
Why does my body hate me? Why do I have to go
through this? That only leads to downward spirals of
self esteem.

Overactive bladder with urinary incontinence
has a profound impact on the sexual health and
self-image of women.
Relationship with Sexual Partner—
Continent Women
When continent women were explicitly asked if
their bladder symptoms affected their relationship
with their partner or spouse, the majority (N = 9)
said yes. Lost intimacy contributed to relationship
strain as manifested in the following comments:

[The sexual impact] does affect my personal relation-
ship with my husband, and . . . it saddens me that that
particular part of our relationship isn’t where it used to
be because . . . I think sex is an important part of any
relationship.
My husband and I, if we don’t have sex regularly, we do
start to get very irritated with each other. We finally
have learned that we get annoyed if we haven’t had sex
for a while.

A few (N = 6) women felt that their partners
accepted the condition’s sexual impact whereas
others (N = 4) were described as either “tired of it”
and/or not understanding. Six women reported
that their partners were “fine” with this impact on
their sex lives and supportive overall:

You have to have compatibility in that area as well, and
we’ve always been compatible, and he’s really, really
good about it. I mean he’s very patient, and he may look
at me crazy when I get up to go to the bathroom in the
middle, but, you know, he’s willing to work with it.

Four continent women admitted that their part-
ners were much more direct in expressing their
irritation with the interruptions during sex and the
hurried nature of sexual activity with statements
such as the following:

662 Coyne et al.

J Sex Med 2007;4:656–666



[My husband] is very frustrated because, when he’s
ready, he’s not real happy with having to hear me say,
“No, I’ve got a bladder infection” or “I’m not feeling
very well . . .”
I’ll [say], “Wait, wait. Wait a minute.” He’ll [say],
“What?”, and [I’ll say], “I just have to go to the
bathroom . . .”

Few continent women reported discussing this
matter outright with their partners, even among
women in committed long-term relationships. For
one continent woman not in a committed relation-
ship, initiating any type of discussion was a con-
siderable obstacle:

[My previous partner] was always wanting me to go to
the doctor, but . . . he didn’t ever want to have any
responsibility or help himself in the sexual area. So, all
that means is that I should get fixed and just be better.
He wouldn’t talk about it, he wouldn’t change. So, we
just had to end. But it makes you not want to start [a
relationship], because . . . the first part is going to be
fine, but then it’s going to start to be terrible.

Relationship with Sexual Partner—
Incontinent Women
When incontinent women were explicitly asked if
their bladder symptoms affected their relationship
with their partner or spouse, approximately one-
third (N = 7) agreed; however, a few women noted
that the daily frustrations of OAB (e.g., urgency,
frequency, having to stop the car) were far more
irritating to their partners than incontinence dur-
ing intercourse:

It’s more internal—I mean my husband doesn’t care.
He doesn’t want to have to stop when he’s driving, he
doesn’t want to have me get up and go, things like that,
that I think what’s it matter to him? He sees a big issue
for that, but as far as sex . . . the only thing that bothers
him is that I am not spontaneous, he feels like he has to
work a little harder to get me in the mood, because I
really have to be stroked . . . I am not as comfortable
as I used to be, and I don’t initiate anymore.
The incontinence and the urge overall [have] been kind
of detrimental because he will tell me, “no, you don’t
have to go.” It’s like how the [heck] do you know? That
makes me feel . . . again the humiliation comes into
play, because not only am I dealing with all the things
that my body is doing, but he’s treating me like I’m a
child, and so all of that comes into play.

More importantly among incontinent women
was the gratitude and comfort that they perceived
from their partner. The knowledge that their
partner stayed with them despite their bladder
problems was an immense source of comfort to
many participants.

I have to say that, too, it hasn’t really affected our
relationship, I think it is more me. I am more self-
conscious, and I don’t feel as attractive, things of that
nature. But as far as him treating me different, he even
tells me, “I feel bad for you.”
I told my husband that . . . if I didn’t know him well, I
would worry that he would be going to find someone
else. Why is he still with me? He must really love me
because he stands by me.

For me, I just hope my spouse doesn’t die before I do,
because I don’t ever want to be . . . single again. I mean
if I were to lose my husband tomorrow, I would stay
single until I was dead, because I know in my heart of
hearts I would never find another man that is as accept-
ing and considerate and accommodating to my bladder
as my husband.

For the three incontinent participants who were
currently not in a relationship, OAB with inconti-
nence was a particular burden. One participant
eloquently noted: “So I mean what guy when they
first hook up with a girl wants a girl that pees all
over the place? It’s just not pleasant.” As a result,
there was reluctance of the single participants to
begin relationships:

So I’m not saying I’m celibate, but I’m just not actively
looking because I just don’t want to deal with that part
of it.
It makes me sad because I really enjoy sex on pretty
much every level, and the fact that I’m kind of afraid to
get to a point in a relationship where I’m comfortable
enough with somebody to tell them everything that is
going on, that . . . makes me sad.

Coping Behaviors
When asked if coping behaviors were used to
lessen the impact of OAB on sexual health, conti-
nent women suggested chocolate, avoidance, “grin
and bear it,” massage, and other ways to connect
intimately. The incontinent women suggested
masturbation, showering before intercourse, hav-
ing intercourse in the shower, swimming pool, or
hot tub, and padding the bed with towels, rubber
sheets, etc. Many women from both continent and
incontinent groups acknowledged that it was good
to know that other people experienced the same
condition that they did and that they were not
alone. Participants reported that the focus groups
were cathartic for many of the participants because
they learned of how others cope with OAB and its
sexual impact.

Urinary Tract Infections (UTIs)
Interestingly, the majority of the continent women
(N = 8) and a third (N = 7) of the incontinent
women complained of having frequent UTIs. This
long-standing history of UTIs and fear of future
UTIs lead many women to avoid sex. Recurrent
UTIs were a source of much concern and discus-
sion for many of the participants, particularly the
continent women.

Discussions with Healthcare Provider about
Sexual Impact
Both continent and incontinent women with OAB
reported that they felt that the topic of sexual
health is avoided in the primary care setting.
Among specialists (urologists and urogynecolo-
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gists), sexual health is occasionally discussed but is
not standard practice. Most women agreed that
their physician’s office (both primary care and spe-
cialist) was “very rushed” and there was limited
time to discuss the primary reason for the visit, let
alone sexual issues. There was a mixed response
regarding each participant’s comfort level in initi-
ating a conversation with her healthcare provider
regarding sexual health issues. One-third of the
participants felt uncomfortable discussing sexual
health issues with their healthcare providers. For
those who were comfortable discussing sexual
issues, the majority of participants agreed that
their comfort level would depend upon the doctor
and not necessarily the gender of the doctor.

I used to feel really kind of uncomfortable. I’d always
mention it and [think], “Okay. I’ll go ahead and go for
this again,” and I guess it depends on the doctor. So I
think it really does make a difference if the doctor will
actually listen because I think they hear so many things
that they [say], “Oh, that’s just normal.” [But then he
said], “Well, yeah. Well, let’s see why” . . . and that
really made a big difference. I guess it really depends on
the doctor.

Participants did complain that there was a clear
lack of information among primary healthcare
providers, and that an increased awareness among
healthcare providers was necessary to initiate
appropriate discussions about OAB symptoms and
their impacts on quality of life.

Discussion

This qualitative study of 34 women with OAB
describes the impact that OAB, either with or
without incontinence, has on women’s sexual
health. The use of such words and phrases as “frus-
trating,” “devastating,” “the pleasure isn’t worth
the pain,” “I’m always afraid,” “embarrassing,”
“nuisance,” “not very pleasurable,” “won’t allow
myself to relax enough to climax,” “no satisfac-
tion,” “seems pointless,” and “humiliation” when
talking about their OAB relative to their sexual
activity reflects the large impact of OAB on
women’s sexual health. Importantly, women
reported that OAB does not just affect their sex-
ual health, but also emotional well-being, self-
confidence, physical function, and interpersonal
relationships.

Historically, female sexual function has been
defined as a sequence of desire, arousal, lubrica-
tion, plateau, orgasm, and resolution [25]. More
recent conceptualizations of sexual function posit
that a woman’s experience does not follow such a
linear pattern and that women commonly initiate

or consent to sex to increase emotional closeness
[26]. Subjective arousal follows from nongenital
and genital stimulation, which leads to a feeling of
desire. Sexual desire continues with more intense
subjective arousal. Orgasm may or may not occur,
but sexual satisfaction is attained. This new defi-
nition clearly acknowledges the impact of exter-
nal biological and psychological factors on sexual
health which provides a model to explain how
OAB impacts sexual health.

The new complex model of female sexual
response makes the collection of outcomes diffi-
cult, as almost all patient-reported questionnaires
are based on the traditional linear model [27]. The
use of a qualitative study design enabled the col-
lection of this rich and poignant data to provide
meaning and context to how women with OAB
feel about their sex lives. Qualitatively, women
expressed the negative impact that their OAB
symptoms had on sexual desire, arousal, orgasm,
sexual satisfaction, self-image/self-confidence, and
relationships with partners. Although sexual desire
was maintained among continent women, many
expressed frustration with pain or discomfort
during intercourse which was further highlighted
by their low scores on the SQoL-F. Reports of
pain during intercourse were also noted by Patel
et al. [18] where 43% of women with OAB re-
ported pain with intercourse; however, Patel did
not differentiate among continent or incontinent
OAB women. Incontinent women had a decrease
in sexual desire due not only to physical factors
such as menopause, aging, and hysterectomy, but
also to emotional factors such as fear of odor
and/or incontinence, loss of self-confidence, and
embarrassment. Feelings of a loss of sexuality,
femininity, and desirability were common, leading
to low self-image and loss of self-confidence, par-
ticularly among incontinent women. Both conti-
nent and incontinent women expressed that they
require more time for arousal and also to achieve
orgasm because of an inability to relax. For some,
OAB also negatively affected relationships with
partners and for women without partners, their
confidence to find a partner. The feelings ex-
pressed in the focus groups were reflected in the
SQoL-F scores of this sample where women with
continent or incontinent OAB reported lower
sexual quality of life than previously reported
scores of women with a diagnosis of sexual dys-
function [21].

OAB had a profound effect on many of the
participants” sexual health, but there was a general
feeling among the participants that the topic of
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sexual health is avoided in the primary care setting.
Among specialists (urologists and urogynecolo-
gists), sexual health was occasionally discussed;
however, this was not standard practice. Approxi-
mately one-third of the participants were not com-
fortable raising the topic with their physicians.
Participants did complain that there was a clear
lack of information among healthcare providers.
Sadovsky et al. [28] report that when primary care
physicians were prompted to inquire about sexual
problems either through direct questioning or by a
more general-type question (e.g., “Many women
with [your condition] have sexual problems, how
about you?”), 34% of women aged 40–80 years
responded in the affirmative. As such, it appears
that an increased awareness among healthcare pro-
viders as to how to initiate appropriate discussions
about OAB symptoms and its impact on sexual
health is indicated.

Many of the women who participated in the
focus groups were comforted to know that they
were not alone in suffering with this condition.
The focus groups were cathartic for many of the
participants because they learned of how others
cope with OAB and its sexual health impact.
Support groups for women with OAB could be
beneficial, because they could share their experi-
ences and learn from each other.

As with all research, there are limitations in this
study. An inclusion criterion for this study was that
the participants were to be sexually active, which
excludes women with OAB who are not sexually
active because of their OAB. Additionally, women in
this study were recruited through specialists’
(urogynecology and urology) offices. The results
may not be applicable to women who have not
sought care for their OAB from a specialist and are
still being seen by their primary care physicians.
Although the 34 women in this study provided
in-depth information on the consequences of OAB
on sexual health, the sample size was not adequate
for subgroup comparisons or quantitative analyses.
Reports of sexual dysfunction in otherwise normal
women are common, and we did not conduct
focus groups among women without OAB to gain
comparative qualitative data for the sexual health
of women without bladder complaints. Lastly,
to ascertain the full impact of OAB on sexual
health, the impact on partners should also be
investigated.

Sex is an important aspect of one’s relationship
and life in general as manifested by the majority of
women in the focus groups. Given the prevalence
of OAB, this is an area of research that needs

further attention by clinicians and researchers not
only among women, but also among men.
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