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ABSTRACT
This prospective study was conducted in the urogynecology and gyne-
cology outpatient clinics of Istanbul Faculty of Medicine from December
2014 to March 2015. The objective was to identify the association
between obesity and sexual function and quality of life in women with
pelvic floor dysfunction (PFD). A total of 387 sexually active women
diagnosed with urinary incontinence and/or pelvic organ prolapse were
included and categorized as obese (n = 200) or nonobese (n = 187).
Mean body mass indexes were 25.7 ± 2.41 kg/m2 for nonobese women
and 34.9 ± 3.92 kg/m2 for obese women. The Pelvic Organ Prolapse/
Urinary Incontinence Sexual Questionnaire-12 total score was signifi-
cantly lower in obese (27.66 ± 7.12) than in nonobese women
(30.18 ± 6.54) (p < .05). Quality of life mean scores were higher in
obese women for both the Incontinence Impact Questionnaire total
score (67.24 ± 26.8 versus 49.12 ± 27.5) and Urogenital Distress
Inventory total score (65.02 ± 21.4 versus 55.07 ± 24.7) (p < .001).
Obese women with PFD had symptoms for longer durations, had
more frequent urinary incontinence, and worse sexual function and
quality of life than nonobese women. Health-care professionals caring
for obese women should be aware of the coexistence of obesity and
PFD. Future studies should evaluate whether obesity-associated PFD
can be reduced through successful weight reduction interventions.

ARTICLE HISTORY
Received 24 October 2017
Revised 7 June 2018
Accepted 8 June 2018

KEYWORDS
Obesity; pelvic floor
dysfunction; quality of life;
sexual function; urinary
incontinence; women’s
health

Introduction

The rate of obesity is increasing among womenworldwide (Taylor 2018). Today, 38 percent of
the world’s population is reported to be obese (Pomian et al. 2016). Studies conducted in
Turkey have also demonstrated an increase in obesity in the female population in the last
12 years, with the prevalence of obesity ranging from 20 percent to 50 percent in those studies
(Tam and Cakir 2012). The effect of obesity on quality of life is broad and multifaceted and is
manifest in the social, behavioral, emotional, and sexual and health aspects of life.

Obesity is one of the widely accepted independent risk factors for lower urinary tract
dysfunction by leading to an increase in chronic intra-abdominal and intravesical pressure on
the pelvic floor, thus contributing to the development of pelvic floor dysfunction (PFD)
(Gozukara et al. 2014; Myers et al. 2012). In several studies, obesity has also been shown to
adversely relate to sexual function and quality of life (Monz et al. 2007; Muennig et al. 2006).
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PFD, including urinary incontinence (UI), fecal incontinence, and pelvic organ pro-
lapse (POP), is a major public health issue. The prevalence of PFD and obesity in the adult
population is estimated to be more than 30 percent (Barber 2016; Lawrence et al. 2008).
Obesity, defined as body mass index (BMI) ≥30 kg/m2 can directly increase the symptoms
of PFD (Whitcomb et al. 2009). Many studies have showed the relationship between
obesity and UI. Also, weight loss in obese participants reduces incontinence (Ramalingam
and Monga 2015). In some studies, obesity has been observed to be a strong independent
risk factor both for preexisting and for new-onset UI (Ramalingam and Monga 2015; Zhu
et al. 2008). As identified in the systematic review by Subak, Richter, and Hunskaar (2009),
according to the obesity-based UI risk rate, each 5-unit increase in BMI increases UI risk
4–5 times. The likelihood of severe UI in women who become obese at an early age or
during adulthood is higher than that in normal-weight women (Mishra et al. 2008).
Although evidence for the relationship between obesity and POP is inadequate, the
available evidence suggests that the relationship is positive (Barber 2016).

Although epidemiologic studies have demonstrated the relationship between obesity
and PFD (Pomian et al. 2016; Ramalingam and Monga 2015), few studies have
examined the relations of obesity and PFD to an individual’s life (sexual function
and quality of life), and to the association between obesity and sexual dysfunction in
women with PFD. Because sexual concerns, dysfunctions, and disorders can affect
quality of life, it is critical to recognize, prevent, and treat sexual concerns, dysfunc-
tions, and disorders.

The aim of the present study was to evaluate quality of life and sexual function in
Turkısh obese women with PFD.

Methods

Participants and design

This descriptive and cross-sectional study was conducted in the urogynecology unit and
gynecology outpatient clinic of Istanbul University, Istanbul Faculty of Medicine from
December 2014 to March 2015. The study included 387 participants who were diagnosed
with PFD, were 18 years or older, were nonpregnant, did not have a diagnosis of spinal
cord injury, were sexually active, had a spouse or partner, and agreed to participate in the
study. During the designated study period, 457 eligible women with PFD were admitted to
the urogynecology unit and gynecology outpatient clinic, so that the participation rate was
84.7 percent.

All participants were evaluated according to the usual protocol of urogynaecological
unit. In addition to anamnesis, all participants underwent a gynecological examination
including a stress test and quantification of the degree of POP. The diagnosis of their
POP-Q stage was determined according to the scale suggested by Baden and Walker
(Baden, Walker, and Lindsday 1968). Those who were found to have 2° ≥ cystocele or
rectocele or descensus uterine as a result of the evaluation made by a physician in the
clinic were accepted as pelvic relaxation. Women who described a UI complaint under-
went evaluation of pelvic floor muscle strength, urodynamic investigation, the pad test, Q
Tip test, and an ultrasonography (bladder–urethra) examination.
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Obesity is defined as a BMI value ≥30 kg/m2 (World Health Organization 2016;
Pomian et al. 2016). We, therefore, separated our study sample into two groups. Of the
participants surveyed, those with a BMI of ≤29 kg/m2 were categorized as the nonobese
group, and those with a BMI of ≥30 kg/m2 were categorized as the obese group.

Measures

The participants’ demographic characteristics, obstetric and gynecological characteristics,
general health status, and current PFD symptoms were ascertained with a personal informa-
tion form. The Urogenital Distress Inventory-6 (UDI-6) and The Incontinence Impact
Questionnaire-7 (IIQ-7) were used to determine UI severity and its relation to the quality
of life (Shumaker et al. 1994; Uebersax et al. 1995). The UDI-6 and IIQ-7 are self-
administered, multidimensional questionnaires and include six and seven items, respec-
tively. Each item in the UDI-6 and IIQ-7 is rated as 0 = not at all, 1 = slightly, 2 = moderately,
and 4 = greatly. The UDI-6 has Likert-type questionnaire responses and consists of three
subscales: irritative/urge symptoms, stress symptoms, and obstructive/disturbing symptoms
or symptoms causing difficulty in voiding. The IIQ-7 questionnaire has four subscales:
physical activity, travel, social relationships, and emotional health. While the minimum and
maximum possible scores to be obtained from the UDI-6 scale are 0 and 18, respectively, the
minimum and maximum possible scores to be obtained from the IIQ-7 are 0 and 21,
respectively. The total scores and subscale scores of both forms are calculated out of 100
points. The mean score for each item is multiplied by 33 1/3 and converted to percentages.
Higher scores obtained from the UDI-6 and IIQ-7 indicate more impaired quality of life.
The validity and reliability studies of the Turkish versions of the UDII-6 and IIQ-7 were
conducted by Cam et al. (2007), and Cronbach’s alpha was 0.87 for the IIQ-7 and 0.74 for
the UDI-6. In the present study, for the IIQ-7 Cronbach’s alpha was determined to be 0.88,
and for the UDI-6 Cronbach’s alpha was 0.67.

The Pelvic Organ Prolapse/Urinary Incontinence Sexual Questionnaire (PISQ-12)
developed by Rogers et al. (2003) to assess sexual function with urinary symptoms consists
of 12 items. The questionnaire ascertains sexual function within the past 6 months. The
lowest and highest possible scores to be obtained from the scale are 0 and 48, respectively.
The higher the score obtained from the PISQ-12, the better the sexual function. The PISQ-
12 includes behavioral/emotive, physical, and partner-related subscales. The results are
generally given as either the total score or the item score. The validity and reliability of the
Turkish version of the PISQ-12 was determined by Cam et al. in 2009 and by Bilgic, Beji,
and Yalcin in 2013; Cronbach’s alpha was 0.74. In the present study, Cronbach’s alpha for
the PISQ-12 was determined to be 0.71.

The study was explained to the participants, and their verbal and written approvals were
obtained. The study protocol was evaluated and approved by the Medical Research Ethics
Committee of Local. Participants were administered the personal information form, UDI-6,
IIQ-7, and PISQ-12 in a suitable environment by the researchers through face-to-face interviews.

Statistical analysis

The statistical analysis was performed using the SPSS 16.0 for Windows. The analysis
included descriptive statistics (means, standard deviation, minimum and maximum
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values, and percentages), as well as independent samples t-test, Chi-square test, and
analysis of variance to compare the two study groups for the scores obtained from the
scales. Correlations were measured by Pearson’s correlation coefficient (r) and Spearman’s
Rho (p). Also, to determine confounding factors in the study, a bivariate analysis was
performed. The criteria for identifying confounding variables were associations at p < .15
in bivariate models or changing the model estimate by at least 10 percent, and for
retaining confounding variables were associations with the outcome at p < .05 in the
multivariable model. For the multiple linear regression models, r2 was measured to
determine the amount of explained variance. Interactions were examined for age, working
status, education status of women, chronic disease, urgency, type of Üİ rectocel status, and
UI/POP duration group.

Ethical considerations

Written ethical approval was obtained from the ethical review board of Cukurova
University. (Approval No: 2015/38-8). The participants were informed about the aims of
the study, and their written consent was obtained prior to the interviews. The participants
were ensured that the information they gave would be kept confidential and that they
could withdraw from the study any time if they wanted to do so.

Results

Participants who were pregnant, who were diagnosed with spinal cord injury, who were
sexually inactive (n = 50, 30 with no partner and 20 with a partner), and who did not wish
to participate in the study (questionnaire no response = 15; and sexuality questionnaire
not completed = 10) were not included in the study (Figure 1). The obstetric character-
istics of participants (number of pregnancies, number of labors, menopausal status, age at
menopause, type of labor, episiotomy, laceration, and macrosomic baby) showed no
differences between obese and nonobese participants with PFD (p > 0.05).

Of the 387 participants, 187 (48.3 percent) were nonobese, and 200 (51.7 percent) were
obese. The mean BMI was 25.7 ± 2.41 for the nonobese participants and 34.9 ± 3.92 for
the obese participants (Table 1). Sociodemographic characteristics of the participants in
both groups were similar (p > .05), except for the education level being significantly lower
in obese participants (p < .001) (Table 1).

All 387 participants had symptoms of UI (Table 2). The proportion of the participants
experiencing the lower urinary tract symptoms (LUTS) was significantly higher in the
obese participants than in the nonobese participants. Significantly more participants in the
obese group had mixed UI (MUI) (p < .05) and urgency (p < .05) than did the participants
in the nonobese group. Similarly, the prevalence of POP and rectocele were significantly
higher in the obese participants than in the nonobese participants (p < .05). UI and POP
results of the participants showed that obese participants with PFD had had symptoms for
longer periods of time (nonobese 5.76 ± 5.17 years; obese 7.22 ± 6.44 years) and had UI
more frequently (a few times per day). The difference between the groups was statistically
significant (p < .001), (Table 2).

The evaluation of the sexual function of the obese and nonobese participants with PFD
showed that the proportion with a sexual relationship was similar in both groups. Age,
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education, working status, chronic disease, urgency, type of incontinence, rectocele,
frequency of incontinence, and duration of PFD were determined to confounding factor
based on the bivariate analysis results (Tables 1 and 2). Based on bivariate results, a
statistically significant difference was observed between the two study groups for PISQ-12
and subscales (Table 3). After adjustment for confounding by age, education, working
status, chronic disease, urgency, type of incontinence, rectocele, frequency of inconti-
nence, and duration of PFD, the total scores remained statistically significantly different,
but the subscales showed no significant difference between the two study groups.

Figure 1. Flowchart of the study.

Table 1. Sociodemographic characteristics in obese and nonobese women with PFDs.
BMI ≤ 29 kg/m2 (n = 187)

n (percent)
BMI ≥ 30 kg/m2 (n = 200)

n (percent) χ2 p

Age group in years*
Up to 44 63 (33.7) 47 (23.5) 7.12 .07
45–54 77 (41.2) 105 (52.5)
55–64 39 (20.9) 36 (18.0)
65 and higher 8 (4.3) 12 (6.0)

Education
Literate 22 (11.8) 37 (18.5) 15.12 .001
Primary school 107 (57.2) 133 (66.5)
High school or more 58 (31.0) 30 (15.0)

Perception of income
Income is less than expenses 75 (40.1) 94 (47.0) 1.86 .17
Income is equal to expenses 112 (59.9) 106 (53.0)

Employment
Employed 41 (21.9) 23 (11.5) 7.61 .06
Unemployed 146 (78.1) 177 (88.5)

*M ± SD 48.0 ± 9.25 50.1 ± 7.63

*M = Mean, SD = standard deviation.
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The PISQ-12 total score (obese participants 27.66 ± 7.12 versus nonobese participants
30.18 ± 6.54) (p < .05) and subdimension mean scores of the obese participants with
PFD were lower than those of nonobese participants (Figure 2). Compared to nonobese
participants, obese participants reported significantly less excitement during sexual
intercourse (p < .05), were less satisfied with their sex lives (p < .05), had UI more
often during sexual intercourse (p < .001), and had more fear of UI during sexual
intercourse (p < .001). The obese participants’ spouses had more erectile difficulties
during the intercourse than did the nonobese participants’ spouses (p < .05).

The IIQ-7 total and subscale mean scores obtained from the obese participants were
significantly higher than those obtained from the nonobese participants (p < .001). The

Table 2. General health, urinary incontinence, pelvic organ prolapse by BMI group.
BMI ≤ 29 kg/m2 (n = 187)

n (percent)
BMI ≥ 30 kg/m2 (n = 200)

n (percent) χ2 p

Chronic constipation
Yes 86 (46.0) 98 (49.0) 0.35 .55
No 101 (54.0) 102 (51.0)

Cigarette
Yes 31 (16.6) 22 (11.0) 2.54 .11
No 156 (83.4) 178 (89.0)

Chronic disease
Yes 108 (57.8) 134 (67.0) 3.52 .06
No 79 (42.2) 66 (33.0)

Number of chronic disease
A chronic disease 50 (26.7) 58 (29.0) 3.74 .15
Two or more chronic disease 58 (31.0) 76 (38.0)

Lower Urinary Tract Symptoms
Frequency 86 (46.0) 106 (53.0) 1.90 .16
Urgency 122 (65.2) 150 (75.0) 4.40 .03
Nocturia 20 (10.7) 29 (14.5) 1.26 .24

Type of Urinary Incontinence
SUI 93 (49.7) 81 (40.5) 9.92 .007
MUI 67 (35.8) 102 (51.0)
UUI 27 (14.4) 17 (8.5)

Pelvic Organ Prolapse (POP)
Yes 109 (58.3) 132 (66.0) 2.44 .11
No 78 (41.7) 68 (34.0)

Type of POP
Cystoceles 95 (50.8) 107 (53.5) 0.28 .28
Rectoceles 59 (31.6) 91 (45.5) 7.92 .005
Uterine prolapse 67 (35.8) 74 (63.0) 0.05 .81

Incontinence and POP
Only UI 78 (41.7) 68 (34.0) 2.44 .11
UI and POP 109 (58.3) 132 (66.0)

Frequency of incontinence
Occasionally (once or less in a week) 35 (18.7) 12 (6.0) 30.19 .000
Sometimes (twice or thrice in a week) 40 (21.7) 29 (14.5)
Generally (once in a day) 50 (26.7) 41 (20.5)
Always (a few times in a day) 62 (33.2) 118 (59.0)

Duration of Pelvic Floor Dysfunction*
1–3 years 74 (39.6) 81 (40.5) 15.23 .002
4–7 years 69 (36.9) 48 (24.0)
8–10 years 26 (13.9) 26 (13.0)
10 years and ↑ 18 (9.6) 45 (22.5)

Frequency of coitus
Twice or more in a week 51 (27.3) 47 (23.5) 0.72 .39
Once or less in a week 136 (72.7) 153 (76.5)

*M ± SD 5.76 ± 5.17 7.22 ± 6.44

*M = Mean, SD = standard deviation.
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UDI-6 total and two subscale mean scores obtained from the obese participants were also
significantly higher than those obtained from the nonobese participants (p < .001). Except
for the obstructive/disturbing symptoms subscale, all the scores were significantly better
for the nonobese participants (p < 0.001), (Table 3, Figure 2). Adjusted for age, working
status, education status of women, chronic disease, urgency, type of Üİ rectocel status, and
UI/POP duration group multiple linear regression models were applied to adjust possible
confounding factors on PISQ-12, IIQ-7, and UDI-6.

The analysis of the association between the participants’ BMIs and their sexual function
and quality of life revealed a positive significant small correlation between BMI and mean
total scores obtained from the UDI-6 (r = 0.211, p < .001) and IIO-7 (r = 0.317, p < .001)
and a negative significant weak correlation between BMI and the mean total score they
obtained from the PISQ-12 (r = −0 181, p < .001).

Table 3. Adjusted* sexual function and quality of life in obese and nonobese women with PFD.
BMI ≤ 29 kg/m2 (n = 187)

M ± SD**
BMI ≥ 30 kg/m2 (n = 200)

M ± SD P

PISQ-12 total scores 30.18 ± 6.54 27.66 ± 7.12 .038
Behavioral-emotive 7.28 ± 3.44 6.38 ± 3.53 .244
Physical 15.51 ± 3.53 14.41 ± 3.82 .080
Partner-related 7.37 ± 2.18 6.87 ± 2.38 .171
IIQ-7 total scores 49.12 ± 27.5 67.24 ± 26.8 .001
Physical activities 48.61 ± 30.4 65.03 ± 29.3 .001
Travel 44.96 ± 40.0 65.55 ± 37.4 .001
Social activities 45.33 ± 36.0 72.07 ± 34.4 .001
Emotional health 54.20 ± 33.0 68.48 ± 30.0 .001
UDI-6 total scores 55.07 ± 24.7 65.02 ± 21.4 .001
Irritative/ urge symptoms 58.60 ± 33.2 75.64 ± 28.4 .001
Stress symptoms 57.29 ± 31.9 71.32 ± 28.9 .001
Obstructive/discomfort 48.93 ± 33.4 51.60 ± 31.9 .772

*Adjusted for age, working status, education status of women, chronic disease, urgency, type of Üİ rectocel status, and UI/
POP duration group multiple linear regression models were applied to adjust possible confounding factors on PISQ-12,
IIQ-7, and UDI-6.

**M = Mean, SD = standard deviation.

Figure 2. Total average scores of the PISQ-12, UDI-6, and IIQ-7 in obese and nonobese women with
PFDs.
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Discussion

In the present study, quality of life of obese participants with PFD was worse than that of
the nonobese participants with PFD. Physical activity, travel, social relationships, and
emotional health of the obese participants were significantly worse than those of the
nonobese participants. Also, significantly more obese participants reported irritative/
urge symptoms than did the nonobese participants. In the present study, the obese
participants’ sexual function was worse than that of the nonobese participants and was
also worse in terms of the behavioral/emotive, physical, and partner-related subscales.

Obesity, sexual dysfunction, and PFD have a significant place in research on sexuality.
Although some studies conducted in recent years have brought a new perspective on the
relationship between female sexuality and have drawn attention to the increase in the
prevalence of sexual dysfunction among obese women (Esposito et al. 2008; Melin et al.
2008), the relationship between obesity and sexual function is still controversial.
Moreover, the results of studies on this subject vary (Esposito et al. 2007; Kaneshiro
et al. 2008; Kolotkin et al. 2006; Tsai et al. 2010), which is probably due to the fact that
methods used to assess sexual function have been different and study populations have
differed (Huang et al. 2009).

Obesity, an important risk factor for UI, has been widely accepted to have a significant
negative relation to urogenital health. On the other hand, in women whose urogenital
health has deteriorated, i.e., who suffer from PFD, the possible relation of weight to sexual
dysfunction is still not fully clarified. The present study is one of the few studies in the
literature addressing the relationship between weight and sexual dysfunction, quality of
life, and PFD. In line with some studies in the literature, the present study demonstrated
that obese women had less sexual excitement (Artini et al. 2016; Esposito et al. 2007;
Kolotkin et al. 2006), were less satisfied with their sex life (Artini et al. 2016; Esposito et al.
2007; Shorub, Hussein, and El-Shafei 2016; Yaylali, Tekekoglu, and Akin 2010), and had
less frequent sexual intercourse. The findings of the present study indicate that obese
women with PFD experience sexual dysfunction more than do nonobese women
with PFD.

Although considerable research has been devoted to the negative relation of PFD to
sexual life, rather less attention has been paid to the relationship between obesity and
sexual function in women with PFD. In a study by Melin et al. (2008), whose findings
were similar to ours, obese women with LUTS were compared with the women in the
nonobese group and found that the former had significantly lower PISQ-12 scores. In the
same study, the obese participants with LUTS were significantly less satisfied with their sex
lives, had UI significantly more often during sexual intercourse, and significantly had a
more fear of UI during sexual intercourse. They also stated that they experienced
significantly less excitement during sexual intercourse and that their spouses had more
erectile dysfunction during intercourse.

Huang et al. (2009) assessed sexual function of obese women with UI using the Female
Sexual Function Index (FSFI) and PISQ-12 and observed that more than half of the
women had reduced sexual desire for/interest in sex and that a fourth of the women
were dissatisfied with their sexual lives, although the differences between the groups were
not statistically significant. In Tsai et al.’ (2010) study of women with PFD, obese women
had significantly lower PISQ-12 mean scores and worse sexual function than did the
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women in the nonobese group. In their study, Pace et al. (2009) assessed sexual function
of women with UI using the FSFI and determined that obese women’s FSFI scores were
significantly lower than those of nonobese women and that 61 percent of them suffered
sexual dysfunction. Among the sexual dysfunction, the most intensely reported were the
hypoactive sexual desire disorder, sexual arousal disorder, orgasmic dysfunction, and
dyspareunia. Similarly, in the present study, sexual function of the obese participants
with PFD was significantly worse than that of nonobese participants.

In the present study, high levels of PFD-related sexual dysfunction in obese women
were clearly associated with the extent, duration, and severity of POP and LUT symptoms.
Both the frequency and the duration of UI were significantly higher in the obese partici-
pants. Further, the UDI-6 scores, which measure the severity of the symptoms, were
significantly higher in the obese than in the nonobese participants. However, other factors
should not be ignored either. The pathophysiology of PFD-related sexual dysfunction still
remains unclear; however, prior investigation of women with UI and POP revealed that
several factors, such as poor body image, high levels of feelings of embarrassment, not
feeling physically and sexually feminine, concern for odor due to urine leakage, UI during
coitus, continuous use of pad/diapers, fear of UI, negative reactions by the spouse/partner,
perception of reduced attractiveness, and depression were adversely related to women’s
sexual lives and to sexual dysfunction (Bilgic, Beji, and Yalcin 2011).

In the present study, the obese participants’ PISQ-12 total and subscale scores were
lower; however, no differences were observed between the two groups in terms of sexual
desire. Although our finding was in line with those of some other studies (Esposito et al.
2007, 2008; Melin et al. 2008), it also showed that obesity was not related to a reduction in
sexual desire/desire as expected.

Relations of obesity and PFD to sexual function were studied separately, and both were
related to reporting of increased sexual problems. Therefore, our study is of importance
because it provided a new perspective for the relation of obesity and PFD to female
sexuality. Prior studies have emphasized that health professionals working in the field of
urogynecology should assess patients’ pre- and posttreatment sexual function.
Furthermore, because obesity can block blood flow to the pelvic floor and nerve innerva-
tion, improvement in PFD would be expected through losing excess weight (Cameron,
Jimbo, and Heidelbaugh 2013; Imamura et al. 2015). Although in several studies, a
reduction in BMI in obese women through surgical weight loss has been shown to reduce
UI (Burgio et al. 2007; Chen et al. 2009), further studies should be conducted to determine
its effect on the sexual function of these people. Further studies should also be conducted
to find out the effects of weight-loss initiatives and approaches on urogynecologic diseases
and sexual function in the long term (Huang et al. 2009; Natarajan, Master, and Ogan
2009).

Because the relationship between obesity and POP is still uncertain, further studies are
needed. In similar studies, obesity has been reported to be not only an important factor
related to POP (Wasserberg et al. 2007) but also a risk factor in the development of uterine
prolapse, cystocele, and rectocele. In Myers et al.’s (2012) study conducted with obese and
overweight women on the symptoms of prolapse, 37 percent of the patients in the obese
group presented with POP symptoms. The risk of prolapse progression was 32 percent in
overweight and obese women and 48 percent higher for cystocele, 37 percent and 58
percent for rectocele, and 43 percent and 69 percent for uterine prolapse, respectively,
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than it was in normal-weight women (Castro et al. 2008). The results of the present study
support these findings in the literature. Although the difference between the two groups in
the present study was not statistically significant, both POP and POP types were more
frequent among the obese participants. However, only the rectocele rate was statistically
different. Consistent with our findings, Handa et al. (2004) found that increasing BMI was
associated with incident rectocele, but not other types of prolapse.

The finding that the present study and other studies have in common is that PFD is
significantly associated with the quality of life of women regardless of BMI (Pomian
et al. 2016). However, what is more important in the present study was that PFD was
more adversely related to all aspects of quality of life among obese participants than
among the nonobese participants. In the present study, the higher the BMI of the obese
participants, the greater the reporting of symptoms-related discomfort levels and
poorer quality of life. In this respect, the findings of the present study are consistent
with those of other prior studies (Chen et al. 2009; Gerten et al. 2007; Kuruba et al.
2007; Wasserberg et al. 2007; Whitcomb et al. 2009). That the present study consisted
of a relatively large and homogeneous obese population and that the data were
collected with condition-specific forms whose validation was achieved reinforced the
strength of our findings. Also, the outcomes would have significant clinical relevance
for psychologists and other health-care providers.

The Center for Disease Control and Prevention recommends that physicians should
encourage their patients to lose weight through a regimen of calorie reduction and
increased physical activity (The Center for Disease Control and Prevention 2016).
Recognizing, assessing, and monitoring weight-losing programs are of great importance
for the prevention and assessment of UI, particularly in overweight women (Chen et al.
2009; Gozukara et al. 2014; Lian et al. 2017). Also, our data may inform future studies
evaluating interventions, such as major weight reduction in the context of UI and PFD.
Our findings provide a better understanding of and increased awareness of the magnitude
of Female Sexual Dysfunction (FSD) among nonobese and obese women with PFD.

Some limitations of our study should be considered. First, the selective, nonrepresen-
tative nature of the sample may limit the generalizability of results. Second, the cross-
sectional design limits assessment of the temporal and thus potentially causal relation of
the variables. Third, the potential for recall or reporting bias, social acceptability bias,
selection, and/or participation bias could have affected the accuracy of our results.

Conclusion

Our findings demonstrated that besides PFD symptoms, obesity was associated with
worse sexual function, increased severity of PFD symptoms and discomfort, and poorer
quality of life. To understand better the relations of obesity and PFD to sexuality, further
studies should be conducted. In addition, potential positive effects of weight loss on
urogynecologic symptoms should also be investigated, and training programs providing
information about and raising awareness of sexual life and the relation of obesity on
PFD should be planned. Health-care professionals during care for obese women should
be aware of the coexistence of obesity and PFD, and future studies should evaluate
whether obesity-associated PFD can be reduced through successful weight reduction
interventions.
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