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Abstract

It has been known for years that obstetric and gynecological surgeries, apart from bringing measurable health benefits, may 
also become a factor impairing or improving and sometimes changing patients’ sexual attitudes and sensations.

Sexual disorders are a frequent phenomenon resulting from complications following ob-gyn procedures. It is manifested 
in sexual health anomalies and is corroborated by the prerequisites for the quality of life and intimate aspects of the partners’ 
sexual life.

The development of surgical techniques, the specialization of their specific methods and the application of new ma-
terials are expected to minimize the risk of complications in that type of procedures, which should result in a decrease  
in post-operative sexual disorders. 

Great significance is attached to therapy individualization, including hormone therapy, which should increase the efficiency 
of the existing sexual disorder treatment. Attention is also paid to the constructive way of taking the patient’s history in the 
pre-operative and post-operative period as well as to the process of treatment and healing, by familiarizing the female with the 
surgical technique, therapeutic procedures and types of any possible complications, among other things.

Sexual disorders affecting the mental and physical sensations following obstetric and gynecological surgeries may impact 
both partners and – not uncommonly – may cause family dysfunctionality or partnership crisis and breakdown.
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satisfied with their sex life, their orgasms are weaker. In ad-
dition, these women experience decreased libido and poor 
lubrication within 12-18 months after birth [1].

It is also believed that the pain during intercourse within 
3-6 months from the date of delivery should not be associ-
ated with episiotomy and/or other treatments of childbirth 
period. 

Scientific reports mention about the lack of differences 
in sexual satisfaction among women who underwent episi-
otomy, and those without this treatment. The time to be taken 
into account in this analysis included the range of 6 to 18 
months after birth [1].

Obstetric procedures, such as the use of forceps or cepha-
lotractor cup affect deterioration of sex life, causing pain 
during intercourse, especially in the first trimester after birth.

Among women who experienced the need for instrumen-
tal obstetric intervention, there are observed significant dif-
ferences, because they undertake sexual intercourse most 
quickly and without feeling pain [1].

INTRODUCTION

The impact of almost routinely performed episiotomy  
at the time of physiological birth in the medial side or mid-
dle-line should not be underestimated. This treatment can 
cause worsening of sexual function. Bearing in mind the ob-
jectives of episiotomy (prevention of uncontrolled rupture 
of internal tissues, instability due to damage to the external 
anal sphincter muscle and urogenital diaphragm, to prevent 
damage to the forefront, especially of fetal head), attention 
is often reduced to the proper execution of incisions, which 
may result in deterioration in the quality of patient’s sex life.

Episiotomy is unfavorable, as it can contribute to the oc-
currence of painful sexual intercourses or secondary vagi-
nismus, preventing penetration. Literature data reports that 
patients without this treatment, with preserved anatomical 
physiological structure of perineum and with first degree 
perineal laceration – constitute much smaller proportion of 
women complaining of pain than those who underwent in-
cision. Patients with performed perineum incision, feel less 
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The issue of sexual life of women should also be taken 
into account. It does not result only and exclusively from 
innate instinct, but is shaped by the whole life of a woman, 
based on previous sexual experiences. It is constantly evol-
ving, and is the result of anatomical, physiological, health 
and social aspects. The woman’s sexual wellbeing is influ-
enced by maintaining good health and contraction of Kegel 
muscle, self-assessment, the assessment of sexual part-
ner, the level of self-acceptance, situational emotionalism,  
and relationships resulting from the sharing of the hardships 
of everyday life with the sexual partner [2].

Based on the available scientific publications, it is con-
cluded that most common cause of carrying out uro-gyneco-
logical surgery in women is urinary incontinence, and the 
treatment of choice is using drugs, physiotherapy and sur-
gery. The problem of urinary incontinence affects from 17 to 
46-60% of women who are in the menopause age. Etiopatho-
genesis of stress urinary incontinence is sought in gyneco-
logical and obstetric history, past labors and delivery, parity, 
hormonal state capacity, weight, age and the type and extent 
of gynecological operations experienced in the past. Urinary 
incontinence is not a life threatening illness but it is a chronic 
disease that causes a number of psychological responses to 
the  problem of imperfection: shame, embarrassment, lack 
of objectivity in the underestimation of self-esteem, anxi-
ety, depression. Therefore, very often stress urinary inconti-
nence, is a severe impediment factor to the functioning of the 
female in almost all areas of her life, and above all, sexual 
and social areas. Surgical procedures aimed at correcting the 
disadvantages of uro-gynecological health problems, tend to 
be subject to further setbacks that influence woman’s sex life 
[2].

Before any decision of surgery is taken for the treatment 
of urinary incontinence, supportive care is implemented 
through the pursuit to lose weight, minimizing excessive 
exercising, giving up smoking, the implementation of meth-
ods restoring the regularity of bowel movements, the use of 
pharmacotherapy for urinary tract infections, taking estro-
gens, use of alpha-sympathizer-agonists. 

In surgery, depending on the urogynecological situa-
tion, transvaginal operational procedures are used, which 
include the anterior vaginal wall plasty, urethral suspension 
on fascial tapes (slings). When correcting the defects caused  
by urinary incontinence the laparoscopic, needle, tape pro-
cedures and transurethral injections are also used. Cases  
of artificial sphincter implantation are not rare.

The existence of such a large number (160-200) of meth-
odological solutions of surgeries to correct inconveniences 
as a result of ongoing stress urinary incontinence may signal 
imperfectness of methods, their instability and the need for 
research in the search for more effective and efficient ways to 
carry out surgeries, that bring relief to the suffering women. 

Female sexual dysfunction can be classified according 
to the guidelines of the American Psychiatric Association 
(DSM-IV, Diagnostic and Statistical Manual of Mental-
Disorders, fourth edition) as: disorder or lack of sexual de-
sire, sexual arousal disorders, orgasm disorders, and sexual 
dysfunction associated with pain. Disorder of sexual desire 
- is the decreased libido in the range of 30-50%, due to per-
manent or recurrent absence of sexual fantasies and desires, 

and in particular the desire for sexual activity. This group of 
dysfunctions includes sexual aversion and is defined as con-
sistent or recurrent aversion and avoidance of sexual contact 
with the sexual partner. Sexual arousal disorder – is a partial 
or complete absence of physical markers of physiological 
arousal symptoms. Orgasm disorder – is transient or tem-
porary recurrent dysfunction in obstructing, delay or inabil-
ity to reach orgasm by using a sufficiently effective sexual 
stimulation. Orgasmic disorder affects about 10% women 
throughout their lives and in 50%, it is due to temporary  
or situational factors. Sexual dysfunction associated with 
pain is the result of dyspareunia (recurrent genital pain 
preceding intercourse during sexual intercourse or after)  
and / or vaginismus. Dyspareunia is classified:

- according to the taxonomy of location into: surface, 
middle vaginal and deep;

- according to the etiology of disease: type A (fixed dys-
pareunia), type B (situational dyspareunia), type C (organic 
dyspareunia, without a known source of origin or of psycho-
genic background) [3].

According to the nomenclature of Arentowicz and 
Schmidt of 1980, the lightest case of vaginismus is when 
there is a possibility of full penetration every time with pain-
ful symptoms sensation, and the most severe – the necessity 
of having a general anesthetic, to avoid defensive vaginal 
muscle contraction to conduct a pelvic examination through 
the vagina. The preliminary vaginismus type  may also de-
velop (vaginal muscle contraction occurs before an attempt 
to insert a penis) or a paroxysmal type that is characterized 
by vaginal muscle spasm attack during vaginal sexual inter-
course [4]. 

The loop operation was the first urogynecological opera-
tion carried out in 1995 (hammock), involving the use of 
polypropylene tape beneath the urethra (TVT, tensionfree 
vaginal tape). The year 2001 brought the obturator access 
(TOT, trans obturator tape). Next, the TVT Secure solution 
consisted in using smaller tapes (slings) with specific, facili-
tated and safer entry and clamping mechanism.

Thanks to French scientists, since 2000 TVM (Trans Vagi- 
nalesch) has been used for treating urinary incontinence. 
Taking into account lowering of vaginal walls occurring  
in this illness, mesh technique for pelvic organ prolapse is 
used [2].

The phenomenon of sexual dysfunctions, as a result of 
gynecological treatments complication, is an important is-
sue, as it affects more than 50% of postmenopausal women 
and about 50% (even of up to 68%) of women with stress 
urinary incontinence. 

It seems that the statics disorder of the pelvic floor is 
the most important among the factors causing disturbances  
and sexual dysfunctions. However, satisfaction with sex life 
with regard to both groups is not different in any of them.

From sexological, gynecological, aesthetic and psycho-
logical point of view, a very important issue that affects up 
to 45% of women diagnosed with stress urinary inconti-
nence is uncontrolled urination during genital penetration (in 
70% of cases), during orgasm (about 20% of cases), or also  
in each of these situations. This phenomenon is all the more 
significant that it affects mostly women before the age  
of sixty years of age. 
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Contemporary diagnosis of sexual dysfunction in wom-
en is mainly based on the use of the classification of the 
American Foundation of Urologic Disease (AFUD) of 1998,  
in terms of disorders of libido, sexual arousal, orgasm  
and pain. In clinical terms, symptoms of this type of illness 
are expressed in the form of absence of positive thoughts  
and sexual fantasies or aversion to intercourse, lubrication 
disorders and vulvar swelling, difficulty in achieving or-
gasm, and dyspareunia or discomfort associated with sexual 
intercourse.

Objectivity of diagnosis can be confirmed by a clinical 
trial, in which the focus is on the flow in the blood vessels 
and in genitals. Also the assessment of the level of sensing 
dermatome 2S is made. The assessment criteria relate to 
sense of touch, body temperature and the state of vibration.

Controversy is aroused by conflicting results of research 
on sexuality of patients who underwent surgery because of 
urinary incontinence and for coexisting or spontaneous dis-
orders of the pelvic floor statics, where the synthetic materi-
als are used. 

Some authors reporting on the impact of the tape surger-
ies of urinary incontinence (TVT and TOT) on the qual-
ity of sexual life show that they do not cause any changes  
in sexual function (in 72% of operated patients), enhance 
the sexual experience (5%) or weaken their nature (4%).  
However, other scientists confirm that the method apply-
ing these solutions is the cause of stopping of these prob-
lems with urinary incontinence during sexual intercourse  
in as much as 95% of the cured cases. There is also a group 
of researchers standing on the position of the impact of the 
use of tape to eliminate urinary incontinence, which in their 
opinion only undermines “the ability to achieve orgasm.” 
In addition, there are not isolated TVT complications based 
on the perception of negative stimuli by the genitals, vulva 
humidity decrease, impaired lubrication, acting directly on 
the impairment of orgasm abilities, and often responsible  
for pain or the discomfort during intercourse. 

It is suspected that irregularities in innervation of the 
clitoris are the cause of the orgasm disorders. This is due 
to the use of tapes in the course of operation. This disorder 
is explained by the minimum distance between the dorsal 
nerve of the clitoris crossing the bottom edge of pubic sym-
physis and the distance of the nerve from the tape amounting  
in TVT: 10.7 +/-4.8 mm.

Comparative studies have shown that carrying out the 
treatment of disorders of the pelvic floor through abdomi-
nal and vaginal route, speak in favor of the former, as there 
are noted disproportionate better results in achieving the im-
provement of wellbeing in the sphere of sexual function.

However, notwithstanding the use of biomaterial mesh  
in surgery of the anterior vaginal wall, it results in the sensa-
tion of pain during sexual intercourse. 

Carrying out operations around external urethral sphinc-
ter, as an area particularly sensitive to sexual stimuli, also 
negatively affects sexual functions. In this case, the scar,  
or resection of the anterior vaginal wall is the cause of per-
sistent feelings of vaginal dryness, and reduced sensations  
of sexual stimuli.

Rectocoele operations, subject to necessity of the applica-
tion of biomaterials, involve modifications of plastics of the 

rear and narrowing of central part of the vagina, leading to 
pain during intercourse. It is dictated by the requirement of 
putting stitches on the levator ani muscles. 

Surgeries within the vaginal endometrium, and in par-
ticular its extensive removal of the rear wall and forming 
the edge in the front wall, is responsible for the dysfunction  
in the sensations during intercourse.

The authors of the research raise questions of mutual part-
ner relations after uro-gynecological operations, focusing 
inter alia on: fear of consequences of sex relationships after 
treatment, premature ejaculation and / or painful intercourse 
in men as a result of vaginal dryness, or even occasionally 
reported (6.5 % of cases) penis abrasions due to erosion due 
to mesh used in the operation.

There are also highlighted sexology benefits resulting 
from early (in three weeks) taking up sexual intercourse after 
surgery of dysfunction of pelvic floor statics and the urinary 
incontinence.

It seems that the use of biomaterials contributes to the im-
provement of quality of the sexual function (21% of patients) 
or its deterioration (22%) [5].

Total hysterectomy (surgical removal of the uterus) or the 
supracervica hysteroctomy (leaving the cervix) is one of the 
most commonly performed surgical procedures in gynecol-
ogy, but also burdened with necessity of disruption of the 
continuity of neurons that are responsible for the functioning 
of the organs in the pelvic region. Supracervical hysterec-
tomy is supported by such features as: reducing frequency of 
the risk of damage to the ureters, postoperative wound infec-
tions, hematoma, granulation maintaining in vaginal vault.

Some authors claim that supracervical hysterectomy is 
less invasive than the total hysterectomy, while other sources 
have reported no differences between the two methods in the 
context of their impact on the sexual experience and intimate 
life. The principle of intensification of vaginal moisturizing 
and the multiple orgasms, their quantitative exponent within 
a specified time and a decrease in frequency of painful feel-
ings after performed hysterectomy during intercourses, have 
been proven. 

There is conflicting data as to the frequency of of inter-
course, desire and ability to achieve orgasm after hysterec-
tomy, where the type of the method of operation affects the 
maintenance or worsening of sexual dysfunction between 
individuals. Not without significance is the increase in the 
risk of hematomas, abscesses, various infections of vaginal 
stump and others, extending the period of recovery and the 
time taken to start sexual intercourse. It is known that su-
pracervical hysterectomy is accompanied by an increased 
risk of bleeding, inflammation, vaginal discharge, loss the 
cervical stump, undoubtedly leading to deterioration in the 
varying degrees of the quality of sexual life. 

It is estimated that in 13-37% of women after hysterec-
tomy, deterioration of sexual sensations occurs, and above 
all, the anomalies in achieving orgasm due to vaginal or-
gasm disorders (as a result of the disruption of utero-vaginal 
plexus nerves during surgery), vaginal dryness (premeno-
pausal surgery with the left - and right-ovariectomy causes 
estrogen deficiency, which affects the deficits in lubrication 
of the vagina). Other data support increased frequency of or-
gasms after hysterectomy by 9.2%, and subjects not reaching  
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orgasm before surgery (60%), could boast this ability within 
six months after surgery .

There is a group of researchers advocating the decrease  
in the frequency and intensity of orgasms after total hys-
terectomy. Causes are sought in vaginal stump scar that is 
responsible for pain during intercourse, sexual excitement 
exclusion as a result of the elimination of the cervix, which 
is a factor affecting the possibility of feeling vaginal or-
gasm, also referred to an internal orgasm. Well-being after 
hysterectomy is necessary for the proper sexual functioning.  
However, the data show that women with this type of surgery 
have low self-esteem, higher tendency to depression and de-
pressive states, undervalued feelings of femininity. It all does 
not bring fertile ground for sensing positive sexual relation-
ships. The characteristic feature in these women is so-called 
sexual maladjustment syndrome, resulting in mediocre  
or even total deficit in sexual satisfaction. Psychosexual 
disorders exacerbate the feelings of looseness in the vagina  
and uncoordinated climax and orgasm in both sexual part-
ners.

In the case of patients treated for diagnosed gynecologic 
malignant tumor, attention should be paid to the relationship 
between the quality of sensing sexual experiences and emo-
tional ties and relationships with a partner, the age of both of 
them, satisfaction with current sexual life and methodologi-
cal solutions of the chosen method of surgical treatment. The 
disparity in sexual functioning between women who only un-
derwent hysterectomy and patients after this type of surgery 
and concomitant radiotherapy  is noticeable. The first group 
of women is characterized by less intense orgasms, while  
radio therapeutic support of the therapy process  causes zero 
satisfaction resulting from the failure to intimate contacts  
or restrictions due to ongoing disease process.

At present, there is no clear evidence of the impact of hys-
terectomy on interfering sexual satisfaction and the ability  
to experience orgasm.

The fact is that literature addresses the problem of the ef-
fectiveness of uro-gynecological surgery in urinary incon-
tinence, and many publications simply ignore the impact 
of those operations on female sexual functioning and inti-
mate partnerships. Especially vaginal surgeries are reported 
to affect and be responsible for the unfavorable changes  
in perception of sexual stimuli. Certainly, surgical proce-
dures correct pathological urinary incontinence and vagi-
noplasty may embolden women to return to sexual relation-
ships. In statistical terms the unchanging factors influencing 
the decision of undergoing the surgery /or not are the ability 
to feel orgasm, desire, vaginal moisture. 

The main side effects of uro-gynecological surgery are: 
loss of desire, orgasm dysfunction and genital pain felt dur-
ing intercourse, resulting in a reluctance to sexual contacts, 
or even avoiding them. 

Some authors have reported that the operations to cor-
rect the causes of urinary incontinence, can eventually have 
impact on increasing the activity and the extent of sexual 
experience and feeling the resulting satisfaction in women.

However, other researchers support the idea that the sur-
gery of retropubic suspension changes sensitivity of vagi-
na as a result of the need to cut neurons in this area. The 
weakening of vaginal sensitivity becomes a cause of sexual 

dysfunction of psychological background, which manifests 
itself mainly by painful sexual intercourses and irregulari-
ties in the sensing and achieving orgasm. Vaginal incision 
and disruption of nerves and vessels of anterior vaginal wall 
and clitoral area can result in disorders of orgasm and sexual 
arousal. 

There are reports indicating the absence of any changes 
in arousal, orgasm, or pain during intercourse after such uro-
gynecological surgeries among 72% of women who have un-
dergone this type of surgery, and 14% of respondents noticed 
a decrease in libido. A larger proportion, 35% of women 
complaining of decreased libido after surgery, was among 
those patients, who underwent surgery due to concomitant 
disease, which was lowering of reproductive organ [6].

The research carried out in the Clinic of Urology, Medical 
University of Gdansk and the Department of Urology of Spe-
cialist Hospital in Wejherowo, including 153 surgical proce-
dures performed because of stress urinary incontinence, has 
shown that surgical treatment with the use of tape is the gold 
standard, however burdened with the risk of impaired sexual 
functioning in women. The study involved 84 women who 
were supposed to respond the questionnaire, which assumed 
to reflect the patients’ feelings from 6 to 24 months after 
surgery. The research results were the following: 81% of 
patients reported improvement in their standard of living as  
a result of surgery; 19% of women responded negative, as to 
improvement of quality of life after surgery, because of the 
lack of success of the operation, feeling pain, feeling sudden 
pressure, application of a catheter after surgery (straight after 
surgery); 74% of patients reported improvement in holding 
urine after surgery; 61% of women had sex before surgery; 
42 patients started intercourse after the procedure, and there-
fore every fifth respondent resigned spontaneously from 
the intercourse because of feeling pain in the postoperative 
sector, due to fear of breaking the tape during intercourse  
and/or unspecified complications, divorce or lack of a part-
ner. The performed surgery had no beneficial effect on pa-
tients who had not had intercourse before surgery. Thirty 
three per cent of patients reported no increased interest  
in sexual intercourse; 13% of respondents were in favor  
for a decrease in their interest in sexual intercourse; 4% of 
patients have greater sexual needs after surgery than before 
and have sex more often; 30% of sexually active women be-
fore surgery reported a decrease in the desire to intercourse 
after surgery; 7% of women were in favor of improving or-
gasm and feeling orgasm and increase in the related issues; 
8% of women began to feel pain during intercourse, which 
had never experienced before the operation; 25% of women 
claimed that the sex life improved after surgery [2].

The use of tapes in the treatment of stress urinary incon-
tinence is not a clear indicator of the improvement or dete-
rioration in the quality of sexual function before or after sur-
gery, and patients have the right and should be forewarned 
about the negative aspects of the operation on their sex life.

Frequently performed perineoplasty is a measure of 
improving satisfaction in sexual life of partners. Drama  
begins, however, where there is a very radical operational 
vaginal shortening and/or narrowing of the vaginal opening  
and/or lumen, combined with forming a scar due to un-
foreseen complications in healing. In such cases, sexual  
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intercourse is no longer happy between the two close to each 
other people, but it becomes unpleasant coercion, the reason 
for misunderstandings and conflicts and looking for alterna-
tive solutions to achieve sexual satisfaction by the healthy 
and non-operated partner. 

Surgery of the adnexa is also an important theme in sexo-
logy.

This is due to “post-operative castration”, due to the re-
moval or damage to the ovaries. Termination of ovarian hor-
monal properties translates into the sphere of sexual feelings, 
libido, and reactions of patients. “Post-operative castration” 
is a particular burden in girls in case of its performance be-
fore puberty begins. In this group of patients, it becomes 
the cause of asexuality, characterized by a lack of feeling 
sexual desire. Morphological changes of sexual organs  
and guilt encoded in the psyche, combined with undervalu-
ation, are the consequences of this type of surgery, and they 
affect mainly those women who have suffered decreased 
sexual drive while being at full puberty on the day of surgi-
cal intervention.

It is known that the “post-operative castration” results  
in decreased libido, inappropriately reduced sexual sensa-
tion, and often becomes a reason to the inhibition and aban-
donment of sexual life.

In the opinion of the women themselves and their sexual 
partners, undergoing gynecological surgery, is frequently the 
cause of decline in attractiveness. “Castration complex” af-
fects especially those couples who have experienced a sub-
vaginal resection of corpus uteri or uterine muscle removal 
(applying Freud or Wertheim method). The complex also ap-
plies to women burdened with mastectomy.

Vesico-vaginal fistulas resulting from gynecologic opera-
tions cause an increase in complications during sexual inter-
course, and may even be the cause of the cessation of inti-
mate sexual relations with a partner. This happens because, 
among other things, the operations of closure of fistulaa do 
not guarantee a cure and improvement in the quality of life.

The extent of gynecological surgery is one of the main 
elements in favor of adverse consequences of its perfor-
mance, in particular, leading to functional disorders. In most 
cases, this is the result of post-operative hormonal disorders,  
and/or disruption of neurons, and/or blood vessels. Re-
search confirms that women after performed laparoscopic 
hysterectomy, six weeks after surgery constituted this group 
of women who returned to sexual intercourse the earliest,  
and assessed the quality of their physical condition the high-
est.

Other research on the dysfunction reports a decrease  
in sexual satisfaction on the one hand and, on the other 
hand – minimal impact on sexual experiences depending  
on the fact of leaving uterine muscle or lack thereof. This 
was proved in the analysis carried out six months after the 
date of application of sacro-spino-fixation or transvaginal 
hysterectomy in the treatment of uterine muscle prolapse. 

The same study also included psychological aspect of the 
fear of pain, recurrence of the disease and reluctance in tak-
ing intercourse undertaken after gynecological surgery. The 
five-year observation after this type of surgery has provided 
arguments that  gynecological conservative surgery com-
plications include vaginal dryness, as well as the pain felt 
during intercourse, and functional irregular menstruation.  

However, performed vulvectomy and its consequential heal-
ing of the wound by granulation method, and then append-
ing scarring and fibrosis, become perpetrators of neuropa-
thy, which results in sensory dysfunctions within the vulva  
and vestibule of vagina. 

The study aimed to determine the incidence of dyspareu-
nia, as a complication of gynecologic operations, confirmed 
in 38% by withdrawal from sexual relations, especially by 
those women who had been subjected to operations aris-
ing from the issue of the posterior wall with the combined 
uretropexy by Burch colpo-suspension method. Women af-
ter operations in the front and rear wall anomalies in 31% 
decided to discontinue sexual intercourse. The main reason  
for this decision is feeling the pain caused by narrowing  
of the vagina [7].

The deterioration of the sexual life is recorded among 
women undergoing treatment of neoplasm of the reproduc-
tive organ, in which the radioactive techniques, such as: 
external beam radiation therapy and intracavity brachy-
therapy are used. Both of these techniques are characterized  
by a common feature of the administration of radioactive 
sources into the vagina or uterus. The results of studies  
on lifestyle after brachytherapy of reproductive organ, 
performed on 100 randomly selected female patients be-
tween the ages of 41 to 74 years, who are in the ambula-
tory care of Opole Clinic Cancer Center, show deterioration 
in the quality of life of these women, in its various aspects.  
The dominant complaint was the need for frequent and 
nighttime voiding. Despite the fact that only 9 cases reported 
pharmacological need to take painkillers, this ailment has 
proven to be painful. The authors of the research believe that 
the lack of discomfort on the part of the bladder function  
in 28 surveyed patients, confirms a lack of side effects  
in the treatment with ionizing radiation, because according 
to the physicians the patients took liquids in quantities of 2-3 
liters/day. Agitation, anger, aggression (4 patients) were the 
recorded response of patients to disease process and treat-
ment, which resulted in irritability (50 patients), irritation, 
impatience, fatigue (39 women), anger and hostility, apathy 
(21 women ) and guilt (7 patients).  It is believed that the 
long-lasting treatment and the associated need for interven-
tion in intimacy of women and, in many cases, ignoring the 
symptoms by a woman, and consequently too late diagnosis 
of disease, trigger reactions reported in the study. Another 
fact increasing negative reactions, which is the anxiety about 
their own lives, should not be excluded either. This feeling is 
intensified by social attitudes since opinions are often heard 
about the lack of effectiveness of radiotherapy treatment. 
Emotional instability has become a cause of bad relations 
with the medical staff and the family of some female pa-
tients.

It is believed that the disorder of the main triad of sexual 
feelings: desire, arousal, and orgasm, develops very rarely. 
Attention was drawn to the fact of the influence of the sexual 
relations on prevention of depressive states and depression 
itself. Data from this study clearly confirms negative im-
pact of cancer treatment on female sexuality, because in 65 
cases, women do not have sex, in 17 patients, interest in sex 
has been considerably shallower. Others mention a partial  
reduction in their sexual activity (11 cases), and the remain-
ing patients have not felt any differences. However, it is 
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indisputable that, because of feelings of anxiety, emotional 
upset caused by the disease and treatment, all women after 
brachytherapy should be included in the holistic care, includ-
ing psychological care. Based on research in the eighties,  
it was confirmed that 75% of patients after gynecological 
surgeries (and/or in whom radiotherapy was used) manifested 
symptomatic fear of pain, dyspareunia, failure associated with 
dysfunction of vaginal lubrication, sexual arousal reduction, 
and the risks and fear of bleeding during sexual intercourse. 
However, 33% of women cease genital intercourse [8].

One should realize the fact of a much higher incidence 
of complications caused by radiotherapy implemented  
in the treatment of vaginal cancer, compared with treatment 
of cervical cancer, which certainly interferes with female 
sexuality, sensations and the desire to make genital contact 
with sexual partner. Radiation reactions (of bladder, rectum), 
vaginal stenosis, and focal necrosis are common complica-
tions encountered in 35% of patients. However, 10-18% of 
women undergoing radiotherapy treatment experience side 
effects in the form of severe complications such as fistula 
(vesico-vaginal, vesico-vaginal-rectal, urinary-vaginal). 
Urethral stenosis is also common and rectal strictures are not 
isolated cases. In the same group 10-18% are not cases of 
complications manifested by the obstruction of the small in-
testine, or cases of acute after-radiation rectal inflammation. 
Perforation of the intestinal wall and hemorrhagic cystitis are 
also serious side effects of radiotherapy. It is also important 
that the increase of these complications and the use of radio-
therapy occurs in the treatment of the following combination 
(“surgery-radiation”) of therapy model and the risk of com-
plications intensity is directly proportional to the severity of 
the cancer and the degree and extent of radical operations [9].

Another study, from the nineties, shows additional con-
sequences of cancer disease and the applied medical pro-
cedure. Taking up active sexual life after treatment, did not 
allow to get rid of fears about the recurrence of the disease, 
pain, and bleeding in half of the women; a quarter of patients 
decided to stop sex life due to these factors.

The progress in the development of more intensive op-
eration techniques, the use of new materials and specializa-
tion of specific methods of operations, probably minimize 
the risk of complications from this type of treatment, which 
should translate into a decrease in postoperative sexual dys-
function [10].

Undoubtedly, the implementation of a holistic approach to 
the issue of rehabilitation after surgery and radiation therapy 
will allow for faster return to social functioning in most cas-
es, improve the quality of personal life, and return to normal 
sexual relations and self-acceptance in the role of women. 

 

CONCLUSIONS

1. Each ob-gyn surgery is a cause of temporary or long-term 
sexual dysfunction, affecting the quality and level of sat-
isfaction with marital intimate life of partners; it can also 
be the cause of the crisis or the collapse of the partnership 
and family.

2. Medical staff and midwives/obstetricians take the same 
degree of responsibility for the preparation of the patient 
and the partner(s) for surgery, using available methods, 

including sexology consulting and education concerning 
the specificity of the procedure, its consequences influ-
encing the well-being of women after surgery and the re-
lationship between the partners.

3. There is a need for interdisciplinary cooperation of ob-
gyn medical staff with clinical psychologists, social work-
ers, and specialists in other disciplines, including psychia-
try, to help the woman and her partner to adapt quickly to 
a new situation arising from the operation, and take the 
consequences and continuation of family and social roles 
at a level not lower but the better, or at least comparable 
to the pre-operative period.

4. Improvement of techniques and methods of surgeries  
in gynecology and obstetrics, should be a priority on 
par with a holistic approach to the problem of women’s 
sexuality before and after such treatment. The measure of 
the effectiveness of the success of perfected techniques  
and methods should be the increased sexual satisfac-
tion for both partners and a decrease in the proportion 
of breakdowns of family relationships or partnerships 
because of the lack of success or deterioration in health  
in intimate sphere of life of both partners.
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