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Abstract: Inflammatory bowel disease (IBD) is a chronic condition that globally affects the 
health of people who suffer from it, deteriorating their quality of life (QoL). An aspect rarely 
explored by healthcare providers is the influence of the disease on the sexual functioning of 
individuals. This discretion is mainly due to an unconscious resistance when asking our 
patients about their sexual functioning because of a lack of knowledge and skills to tackle 
this topic or disinterest on the part of professionals, and fear or shame on the part of patients. 
Sexual function is a constant concern in IBD patients that has been reflected in several 
studies, especially if we consider that the prevalence of sexual dysfunction (SD) in IBD is 
higher than that reported in the general population. The etiology of SD in patients with IBD 
remains unclear but is likely to be multifactorial, where biological, psychosocial, and 
disease-specific factors are involved. Currently, there are no formal recommendations in 
the IBD clinical guidelines on how to manage SD in these patients. The use of validated 
clinical scales could improve the detection of SD and allow the treatment of the underlying 
causes in order to improve the QoL of patients with IBD. This review aims to illustrate the 
different aspects involved in SD in IBD patients and the importance of the participation of 
a multidisciplinary team in the early detection and treatment of SD at different stages of the 
disease. 
Keywords: sexual dysfunction, ulcerative colitis, Crohn's disease, inflammatory bowel 
disease

Introduction
Inflammatory bowel disease (IBD) is a group of chronic diseases that affects the 
digestive tract and is characterized by periods of clinical activity and remission. Its 
main representatives are ulcerative colitis (UC) and Crohn’s disease (CD). 
Although its etiopathogenesis is still unknown, genetic, microbiota, immunological, 
and environmental factors are important in the development and evolution of these 
diseases.1,2 More than 50% of patients are diagnosed with IBD before the 35 years,3 

a stage in life in which body image and interpersonal relationships acquire a greater 
relevance. IBD, like other chronic diseases, alters the quality of life (QoL) of 
individuals who suffer from it due to their symptoms (intestinal and extraintestinal 
symptoms), the need for hospitalization and surgery, the deterioration of body 
image secondary to malnutrition, psychological disorders associated with the dis-
ease, chronic pharmacological treatment, and economic costs, among other factors.4 

All these factors interfere with the multidimensional and integral development of 
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the individual, which considers the sexual functioning of 
patients with IBD. This part is rarely evaluated during the 
evolution of the disease, but it is a priority within the 
concerns of IBD patients.5,6 This review aims to assess 
the available scientific evidence regarding sexual dysfunc-
tion (SD) in IBD patients, including the SD assessment 
tools and the clinical and psychological factors associated 
with SD.

Materials and Methods
Database Searches
An electronic search of the literature was performed using 
MEDLINE (PubMed), Google Scholar, and ResearchGate 
databases from January 1978 to September 2020. Only 
articles published in English and Spanish languages were 
included. Keywords used in the search were inflammatory 
bowel disease, Crohn's disease, ulcerative colitis, sexual 
dysfunction, sexual health, erectile dysfunction, quality of 
life, ileal pouch-anal anastomosis, scale, index and ques-
tionnaire. Studies on reproduction and fertility in IBD 
were excluded. Both retrospective and prospective studies 
and cross-sectional designs were included, in addition to 
reviews and systematic reviews. Finally, 70 articles were 
analyzed for this review.

Definitions of Sexuality and Sexual 
Dysfunction
According to the World Health Organization, sexuality is 
defined as

… a central aspect of being human throughout life. It 
encompasses sex, gender identities and roles, eroticism, 
pleasure, intimacy, reproduction, and sexual orientation.7 

The human sexual response is the result of complex inter-
actions between biological and psychological factors that 
can vary between cultures, individuals, and even within 
the same individual.

SD is defined as a sexual problem that is persistent or 
recurring and causes marked personal distress or interper-
sonal difficulty.8 It should not be better explained by 
a medical or psychiatric condition (ie, anxiety and depres-
sion) or exclusively due to the direct physiological effects 
of a substance or medication.8 SD can occur in any of the 
three phases of sexual response: desire, arousal, and 
orgasm. SD in women includes a lack of sexual desire, 
impaired arousal, inability to orgasm, pain with sexual 
activity, or a combination of these problems.8,9 The most 

recognized disorders in men are erectile dysfunction, 
decreased libido, and abnormal ejaculation.8

Overview of Sexual Dysfunction in IBD
The first report of SD in patients with IBD was published 
in 1978 in patients with CD with more than one year of 
disease progression. Of the 52 married patients, 28 
reported that sexual intercourse was less frequent, and 
another 12 ceased sexual contact completely.10 

Subsequently, in 1996 a study that included 50 women 
with CD revealed that 24% of them had either infrequent 
or no sexual intercourse compared with 4% of controls, 
mainly due to abdominal pain (24%), diarrhea (20%), and 
fear of fecal incontinence (14%), in addition to registering 
a higher frequency of dyspareunia and vaginal 
candidiasis.11 Since then, several studies have confirmed 
that SD rates are higher in patients with IBD than in the 
general population,12 and affect up to 60% of women and 
15% of men with IBD compared with 30% in women and 
5% in men in the general population.12–14 Data obtained 
from a recent meta-analysis confirmed these findings, with 
a relative risk (RR) of 1.41 and 1.76 for SD in men and 
women with IBD, respectively.15

Sexual Dysfunction Assessment Tools
The tools to evaluate SD vary; however, most are non-
specific for IBD patients, especially if we consider vari-
ables of the disease such as perianal disease in CD, 
surgeries, or the presence of an ostomy, among others, 
which can undoubtedly influence the results. The scales 
directed to the evaluation of the QoL (IBD-Q) or other 
aspects of IBD contain some items referring to general 
sexual function in this population, touching the subject 
tangentially.16 For this reason, most of the authors who 
have evaluated SD in IBD have used the Female Sexual 
Function Index (FSFI)17 and the International Index of 
Erectile Function (IIEF)18 as a reference in their 
studies.12,13,19–22 The FSFI is a multidimensional self- 
report scale for women that consists of 19 items and 
evaluates six domains: desire, subjective arousal, orgasm, 
lubrication, and pain within the previous 4 weeks. The 
score obtained for each domain is multiplied by a factor, 
whose sum of the value from each domain gives the total 
score on the scale, with a maximum of 36 points. Higher 
scores reflect better sexual functioning17 (Table 1). 
According to the authors, a total score of 26.55 can differ-
entiate women with and without SD.23 The IIEF is an 
index whose original version has 15 items with five 
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categories: erectile function, orgasm, sexual desire, sexual 
satisfaction, and general satisfaction. Higher scores reflect 
better sexual functioning18 (Table 1). The abbreviated 
version contains five questions (IIEF-5) and has been 
validated for clinical use,24 and evaluates the SD within 

the previous 6 months: a cutoff score of 21 (range of score 
5–25) better discriminates the presence or absence of 
erectile dysfunction (ED). The Patient Reported 
Outcome Measurement Information System (PROMIS®) 
Sexual Function is a sexual dysfunction scale previously 

Table 1 Summary Table of Selected Scales and Questionnaires for Sexual Dysfunction

Questionnaire Target 
Population

Items Domains/Topics Cutoff Scores for SD Reference

General Scales

Female Sexual 
Function Index 
(FSFI) 
Level of Evidence 
1-A

Women- 
heterosexual 
and homosexual

19 (original 
version) 
6 
(abbreviated 
version)

1. Desire
2. Arousal
3. Lubrication
4. Orgasm,
5. Satisfaction
6. Pain

● FSFI total score ≤ 26: SD
Lower score indicates 
higher severity of sexual 
dysfunction

Rosen et al 
200017 

Wiegel 
et al 200523

International Index 
of Erectile Function 
(IIEF) 
Level of Evidence 
1-A

Men from 
community and 
medical 
populations

15 (original 
version) 
5 
(abbreviated 
version)

1. Erectile function,
2. Orgasmic function
3. Sexual desire
4. Intercourse satisfaction
5. Overall satisfaction

1. Erectile function (score 
range 0–30)

● 6 −10: severe ED
● 11–16: moderate ED
● 17–25: mild ED
● 26–30: non ED
1. Orgasmic function (range 

0–10)
2. Sexual desire (range 

0–10)
3. Satisfaction in sexual 

intercourse (range 0–15)
4. General satisfaction 

(range 0–10)
Lower score indicates 
higher severity of sexual 
dysfunction

Rosen et al 
199718 

Rosen et al 
199924

Specific Scales

IBD-specific Female 
Sexual Dysfunction 
Scale (IBD-FSDS)

Women with 
IBD

15 How CD or UC affect sexual functioning:
● sexual distress
● preventing sexual activity or sexual 

relationships
● delayed sexual activity
● causing problems during sex
● awareness of disease during intercourse
● worried about or symptoms during inter-

course (abdominal or pelvic or rectal pain)
● desire or arousal
● fatigue
● negative feelings toward sexual activity
● sexual satisfaction

● Maximal score: 92
● Each item was scored indi-

vidually from 0 to 4 points 
on a Likert-type scale
Higher scores indicate 
greater severity of sexual 
dysfunction

De Silva 
et al 201830

IBD-Male Sexual 
Dysfunction Scale 
(IBD-MSDS)

Men with IBD 10 How CD or UC affect sexual functioning:
● desire
● participating in sexual activity
● preventing having sex
● causing problems during sex
● feeling guilty about sex
● fatigue or lack of energy
● other symptoms (abdominal or pelvic pain, 

bowel movements, anal bleeding or dis-
charge, anal pain, discomfort or irritation)

● Maximal score: 40
● Each individual item was 

scored from 0 to 4 points 
on a Likert-type scale
Higher score indicates 
greater severity of sexual 
dysfunction

O`Toole 
et al 201829

Abbreviations: SD, sexual dysfunction; ED, erectile dysfunction; IBD, inflammatory bowel disease.
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developed in cancer patients. It is currently validated in 
the general population with and without chronic disease,25 

being used by some authors in patients with IBD.26,27

Other scales include the Brief Index of Sexual 
Functioning for Women (BISF-W), Female Sexual 
Distress Scale (FSDS), and Arizona Sexual Experiences 
Scale (ASEX).16,28 Recently, O’Toole et al developed 
a new specific scale for sexual functioning in men with 
IBD, which consists of 10 items that consider the patient’s 
symptoms (IBD-Male Sexual Dysfunction Scale or IBD- 
MSDS); however, its use is not yet widespread.29 A higher 
total score indicates a greater SD (maximum score: 40) 
(Table 1). Also, from the same research group, De Silva 
et al30 designed a new scale for SD in women with IBD: 
IBD-specific Female Sexual Dysfunction Scale (IBD- 
FSDS), which includes 15 items. Similar to the O’Toole 
et al29scale, this scale assesses how IBD symptoms inter-
fere with sexual function in women30 (Table 1).

Characteristics of Sexual Dysfunction in 
Men and Women with IBD
ED rates of up to 40% have been reported in men with 
IBD compared to 15% in the general population of the 
same age.12,14,31 However, a recent study that included 69 
men newly diagnosed with IBD, 39% had a global SD, and 
94% suffered from ED, using the IIEF.32 A previous study 
found that 44% of men felt severely sexually compromised 
due to IBD, mainly in those with active disease.33 Also, in 
men with IBD, a decrease in sexual desire was more 
frequent than in the general population.12 In accordance 
with this point, Marín et al showed that a third of men 
considered that sexual desire and satisfaction worsened 
after the diagnosis of IBD. Despite the finding of lower 
SD scores in all IIEF domains, only erectile dysfunction, 
and sexual desire domains were significantly affected (p = 
0.044 and p = 0.031, respectively).13

Regarding the female population, a prospective cohort 
of 130 women with newly diagnosed IBD found a 97% of 
SD according to FSFI, with no difference between CD and 
UC (p = 0.22), and there were no significant changes in 
FSFI score or individual domain scores throughout the 
2-year study period despite reaching clinical remission.34 

Older age, non-single marital status, a score on the Short 
Form-36 Health Survey (SF-36) with a lower physical 
component, and the use of biological therapy were inde-
pendent risk factors for SD in women.34 In 2010, Muller 
et al reported that women with IBD had a negative impact 

on their body image (Odds Ratio 3.24), libido (Odds Ratio 
3.57), and frequency of sexual activity (Odds Ratio 3.89), 
regardless of disease duration, age at onset, and type of 
surgery.35

Despite the evidence of the decreased frequency of 
sexual activity in patients with IBD, some authors have 
reported that the rate of sexual activity in patients with 
IBD would be similar to that of healthy individuals, but 
with a lower satisfaction rate.12,27 Similar to the general 
population, older patients13,27,36 and the presence of 
depression and anxiety could play a role in SD in patients 
with IBD, showing lower levels of sexual interest and 
satisfaction, and lower QoL for IBD patients.27 However, 
in relation to age, a recent meta-analysis that included 8 
studies found that relatively younger IBD patients (men 
<50 years, women <40 years) had a higher risk of SD than 
those of older age.15 The authors attributed this finding to 
the age of IBD diagnosis, which occurs regularly between 
15 and 35 years of age, impacting early and negatively the 
sexual development of individuals in the context of 
chronic disease. Other factors that may be involved in 
SD in IBD patients are discussed and summarized in 
Figure 1. Table 2 summarizes the main studies on SD 
in IBD.

Subtype of IBD
Several reasons could explain the differences in SD rates 
between patients with CD and UC; however, the results of 
the studies are not conclusive. The distinctive characteristics 
of each disease (spectrum of symptoms, the extent of UC, 
segments involved in CD, need and types of surgeries, and 
therapies used at the time of the study, among others) could 
influence SD rates on each; however, patient selection 
among the studies is highly heterogeneous. In the study 
published by Muller et al, no differences were found in 
SD rates between patients with CD and UC; however, the 
study did not detail the segments affected by CD, the extent 
of UC involvement, or the presence of clinical disease 
activity.35 In another study, Shmidt et al found no difference 
between the FSFI in women with UC and CD; however, 
only 3 of 60 women with CD had anal fistulas, and all of 
them showed an FSFI 6 points lower than the rest of the 
patients (p = 0.043).34 Consistent with these findings, 
Moody et al found that women with perianal fistula had 
higher rates of dyspareunia than those with other gastroin-
testinal tract involvement.11 Furthermore, a recent cross- 
sectional study that included a population-based cohort of 
Danish women showed that those with CD reported more 
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frequent dyspareunia (Odds ratio 1.71) and difficulty in 
achieving orgasm (Odds ratio 1.53) than women with UC 
or without IBD; however, the extent of CD in these patients 
was not described.37

Disease Duration
Regarding disease duration and SD, the results are con-
troversial. Muller et al reported that patients of both gen-
ders with a long duration of the disease (> three years) 
were 2.59 times more likely to have decreased libido (p = 
0.053).35 However, a previous study showed that a disease 
duration > 10 years was not a determinant of low sexual 
function in women with IBD, unlike the presence of 
depression.36 On the other hand, O’Toole et al reported 
a 94% of SD in men with IBD, which is a significantly 
higher percentage than that published by other authors. In 
this study, the patients had an average IBD duration of 14 
years, and almost 50% of patients used biological therapy, 
which implies greater severity and cumulative damage 
over time, which could explain the high prevalence of 
SD.29 Unlike men, in women with SD, psychological 
factors appear early in the course of the disease and remain 
constant throughout the disease, persisting despite the 
improvement in clinical activity.34 More prospective 
cohort studies are needed to clarify the role of disease 
duration in SD in patients with IBD.

Disease Activity
Clinical manifestations of IBD, such as abdominal pain, 
diarrhea, rectal bleeding, and other rectal symptoms, and 
the need for surgery, could impair the sexual function of 
IBD patients.38,39 However, the relationship between dis-
ease activity and SD is not entirely clear. Assessment of 
disease activity across studies is heterogeneous and based 
primarily on clinical scales. One study reported an asso-
ciation between SD and clinical disease activity (Crohn’s 
Disease Activity Index [CDAI] for CD, Colitis Activity 
Index [CAI] for UC) in men with IBD.33 On the other 
hand, a study carried out in 168 women, and 119 men with 
IBD showed that patients with active disease had signifi-
cantly lower scores on the IIEF-5 and FSFI than patients in 
remission; however, the association between clinical activ-
ity and SD was explained by depression.14 Following the 
same line, Riviere et al, who reported high rates of SD in 
IBD subjects (54% SD in women and 43% ED in men 
versus 28% and 13% in control subjects, respectively), 
found that these rates were independent of clinical disease 
activity.12 Finally, a significant relationship has been found 
between the deterioration of body image and the clinical 
activity of IBD, which could influence sexual 
functioning.40 Discordant results between studies could 
be explained by the use of clinical scales to establish 
disease activity; the presence of symptoms is not 

Figure 1 Factors involved in development of sexual dysfunction in IBD. *Only case report. **This finding could be due to unmeasured disease activity.
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a reliable indicator of activity, and even these may appear 
later.41 Furthermore, other conditions such as irritable 
bowel syndrome (IBS), celiac disease, or small intestinal 
bacterial overgrowth can coexist with IBD, affecting the 
sexual function of these patients.42,43 Riviere et al com-
pared the prevalence of SD among patients with IBD, IBS, 
and control subjects, and observed high rates of SD in IBS 

patients (77.6% in women and 24.6% in men, and 55% of 
erectile dysfunction in men), which was slightly higher 
than in IBD, but the difference was not statistically 
significant.12 Fass et al demonstrated a correlation between 
a higher severity of IBS symptoms and the presence of 
SD.42 Interestingly, a recent study showed that 36% and 
37% of patients with CD and UC, respectively, who were 

Table 2 Summary of the Main Studies on Sexual Dysfunction in IBD Patients

Study Design Study Gender Specific 
Disease

Patients Questionnaire Outcomes

Moody et al 

199211

Case control F CD 50 CD/50 HC The structured 

questionnaire

Infrequent or no intercourse vs HC due to 

symptoms

Timmer et al 

200753

Case control M/F CD/UC Women: 222 

IBD/181 

controls 
Men: 186 IBD/ 

153 controls

BISF-W 

IIEF

Women: total BISS-W score were lower in 

IBD vs HC 

Men: Total IIEF scores were not different 
between IBD vs HC 

Both, women and men, depression was the 

most important determinant of low sexual 
function in IBD

Marin et al 

201313

Case control M/F CD/UC Women: 202 

IBD/127 HC 

Men: 153 IBD/ 
73 HC

FSFI 

IIEF

Lower scores in sexual indexes vs HC, but 

higher prevalence of SD was only noticed 

in women 
Main risk factors for low score IIEF: 

depression and diabetes

Bel et al 

201514

Case control M/F CD/UC Women: 168 

Men: 119

FSFI 

IIEF

SD in women: 52% vs 44% HC. 

SD in men: 25% in both, IBD and HC, but 

higher SD with disease activity

Rivière et al 

201712

Cross-sectional 

(comparing IBD, 
HC and IBS)

M/F CD/UC Women: 192 

IBD/54 HC/54 
IBS 

Men: 166 IBD/ 

56 HC/53 IBS

FSFI 

IIEF

SD in women: 54% (rates were significantly 

higher than HC) 
ED: 53.6%

Eluri et al 

201827

Cross-sectional M/F CD/UC Women: 1824 

Men: 745

PROMIS 

SexFS (Sexual 
function and 

satisfaction)

Low sexual satisfaction in IBD patients vs 

general population

Schmidt et al 

201932

Prospective 

cohort

M CD/UC 82 men IIEF Global SD: 39% 

ED: 94%

Schmidt et al 

201934

Prospective 

cohort

F CD/UC 130 women FSFI SD: 97% 

DS did not improve over time despite 

improvement in disease activity

Nohr et al 

202037

Cross-sectional F CD/UC 605 IBD women 

37,406 non IBD 
women

Danish National 

Health Survey 
(adaptation)

CD patients had more difficulty achieving 

orgasm and increased dyspareunia vs non 
IBD

Abbreviations: M, male; F, female; SD, sexual dysfunction; ED, erectile dysfunction; IBD, inflammatory bowel disease; CD, Crohn disease; UC, ulcerative colitis; IBS, irritable 
bowel disease; HC, health controls; IIEF, International Index for Erectile Function; FSFI, Female Sexual Function Index; PROMIS, Patient Reported Outcome Measurement 
Information System; Sex SF, sexual function and satisfaction questionnaire.
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in deep remission (clinical, endoscopic and histological 
remission), met the Rome III criteria for IBS, and this 
IBD/IBS overlap affected clinical activity scores in 
IBD.44 Undoubtedly, IBD activity measured by biomar-
kers such as fecal calprotectin or C-reactive protein45 and 
the use of endoscopic activity indices could determine the 
real association between disease activity and SD in IBD 
patients.

Role of Fatigue in Sexual Dysfunction
Fatigue is a common symptom in IBD and is present in up 
to 50% of patients at diagnosis.46 Although its origin is 
multifactorial, it has been related, among other factors, to 
the inflammatory activity of the disease.47 In addition, 
fatigue has been reported in up to 40% of patients in 
clinical remission based on symptom scales (Harvey- 
Bradshaw Index [HBI] in CD and CAI in UC).48 

A recent study found an inverse relationship between 
fatigue and clinical and endoscopic remission, showing 
that deep remission had lower rates of fatigue compared 
to patients with only clinical remission.49 Interestingly, 
a study by Marín et al in patients with IBD and SD 
found that fatigue was the main symptom reported by 
patients as a determining factor in the deterioration of 
their sexual activity after the diagnosis of IBD;13 however, 
its relationship with disease activity was not determined.

Sexual Dysfunction and Psychiatric Comorbidities in 
IBD
SD is a common symptom in depression,50 so this may be 
a relevant factor of SD in patients with IBD. The preva-
lence of psychiatric comorbidity in patients with IBD is 
higher than that in the general population. A systematic 
review of 13 studies51 reported a prevalence of anxiety of 
19.1% in IBD patients compared to 9.6% in controls; the 
prevalence of depression was 21.2% vs 13.4% in controls, 
being higher in active IBD in comparison to IBD in 
remission (anxiety 66.4% vs 28.2% and depression 
34.7% vs 19.9%, respectively) and in CD vs UC (anxiety 
37% vs 31% and depression 24.4% vs 22%, respectively). 
Depression has been the most consistent negative predic-
tive factor for SD in most studies13,14,29,33,35,52 and could 
be related, among other factors, to the chronic course of 
IBD. Similarly, Bel et al found that the univariate associa-
tion of the clinical activity of IBD on SD could be fully 
explained by the presence of depression.14 Timmer et al 
showed similar results, where depression (measured by the 
Hospital Anxiety and Depression Scale - HADS) was the 

most important factor associated with SD regardless of 
gender and the presence of IBD.53 Finally, in a small series 
of patients with IBD and depression, six months of treat-
ment with antidepressant medications were associated with 
improvement in depression, anxiety, QoL, and sexual 
function.54

Sexual Dysfunction and Surgery
In the pre-biological therapy era, CD surgery rates reached 
80%. Since the initiation of biological therapy, one-year 
and five-year surgery rates in CD ranged from 10–20% to 
20–35%, respectively, and the colectomy rates ranged 
from 14% to 53% in UC patients for complications or 
poor disease control.55

Studies assessing SD in IBD patients who underwent 
surgery are mainly related to restorative proctocolectomy 
(RP) with ileal pouch-anal anastomosis (IPAA) in UC. 
These studies are mainly retrospective, and their results 
have been controversial and hardly comparable due to the 
inclusion of different surgical techniques (open, laparo-
scopic, and robotic surgery), type of closure (manual or 
stapler closure), type of surgery (abdominal or pelvic) or 
type of reservoir (continent ileostomy or IPAA).56 

Theoretically, rectal dissection could affect the innervation 
of the genital organs due to damage to the sympathetic and 
parasympathetic fibers, in addition to altering the pelvic 
anatomy,57 causing alterations in sexual functioning such 
as ejaculation disorders and ED in men, and dyspareunia, 
decreased vaginal lubrication, and pelvic pain in women.22 

Despite these considerations, no differences in sexual 
function were found in patients with rectal cancer who 
underwent rectal resection by open surgery compared to 
laparoscopic surgery,58 and between complete proctectomy 
with laparoscopic IPAA formation and robotic or mini-
mally invasive surgery in IBD patients.38 However, 
impaired body image, sex, age, psychiatric comorbidity, 
and pouch function may also be implicated in post-surgical 
SD.56

SD rates post-RP with IPAA in men range from 0 to 
26%,59 and concern mainly ejaculatory and ED. In this 
sense, Friedman et al demonstrated a higher risk of receiv-
ing an ED prescription in men with UC who have had UC 
surgery.31 A prospective study that included 762 men with 
UC who required IPAA reported a prevalence of retro-
grade ejaculation and anejaculation of 3% at 10-year fol-
low-up.60 A Japanese study reported a decreased sexual 
activity in 19 of 61 patients who underwent RP with IPAA, 
found that an IPAA after 40 years (Odds ratio 22) and total 
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preoperative corticosteroid doses of > 15 g (Odds ratio 
7.4) were predictors of deterioration of sexual activity.61 

Other studies have confirmed that SD post RP with IPAA 
is associated with older age62,63 and that the use of silde-
nafil could reverse or completely improve post-RP ED in 
79% of patients compared to 17% in the placebo group.64

A study of 83 women, with an average age of 38.4 
years undergoing RP with IPAA due to UC, found that 
47% had SD defined by an FSFI score ≤ 26; however, the 
pouch function did not predict SD in this group of 
patients.19 Subsequently, Bengtsson et al, in a population 
of UC patients with IPAA, using FSFI and IIEF, did not 
find a higher SD in both women and men with pouch 
dysfunction compared to controls with UC with function-
ing pouch; however, those with pouch dysfunction showed 
a greater deterioration of body image (p <0.05 in men and 
women).52 Similarly, other studies have shown that the 
prevalence of SD in men remained unchanged or even 
improved after undergoing RP with IPAA21,65 or complete 
proctectomy21 as well as the QoL of these patients.21,65,66

Different results have been reported in studies that 
included a wide variety of IBD-related surgeries. One 
series comparing IBD patients with a history of different 
types of surgery (limited bowel resections, colectomy/ 
ostomies, perianal surgeries, and pouch surgery) with non- 
operated IBD subjects, showed high rates of decreased 
libido and impaired body image. However, in men, no 
differences were found between those who underwent 
surgery and those who did not, unlike in women who 
had a significantly greater negative impact, especially in 
those who underwent surgery.35 In this study and other 
studies,30 patients with ostomies had a worse body image 
than patients with other IBD-related surgeries. Patients 
with ostomies felt less attractive and desirable, had diffi-
culty managing their ostomy during sexual intercourse, 
feared perception of odors from the ostomy, and suffered 
from deterioration of intimacy, low energy level, and loss 
of sexual drive.67

A study that included 88 patients with CD and a history 
of recent perianal surgery showed that QoL, but not sexual 
function, was influenced by surgery for perianal fistula.20

In summary, a greater post-surgical SD related to IBD 
has not been demonstrated; however, patients should be 
instructed on the potential risks of surgery and supported 
and supervised in this phase of the disease. Factors such as 
advanced age, the presence of a terminal ileostomy, and 
pouch failure could play a role in post-surgical SD. 
Women have shown a negative impact after surgery, 

mainly due to impaired body image and libido. ED after 
IPAA appears to be low and potentially treatable with 
currently available drugs.

Sexual Dysfunction and Drugs Used in the Treatment 
of IBD
IBD patients perceive a negative impact of the drugs used 
in the control of their disease on sexual activity. In a study 
of 217 IBD patients, Muller et al reported that 40% of 
patients felt that their medications negatively affected their 
libido or sexual activity, and about 10% of patients, some-
times or frequently omitted drugs for this reason.35

Adverse effects secondary to prolonged use of sys-
temic corticosteroids (ie, acne, fluid retention, centripe-
tal obesity, stretch marks, and hirsutism), regularly 
indicated in the management of IBD flares, can have 
a negative effect on body image, induce depression and 
undoubtedly influence the sexual function of these 
patients.68 In a study of IBD and SD in 336 women, 
corticosteroids were associated with low scores from the 
Brief Index of Sexual Functioning for Women (BISF-W) 
survey in the pleasure and orgasm domains with an 
Odds ratio of 2.4.36 Additionally, in a case-control 
study (355 IBD patients and 200 controls), Marín et al 
found that the use of corticosteroids in women (Odds 
ratio 0.42, p = 0.005) and biological therapy in men 
(Odds ratio 0.17, p = 0.006) were independent predic-
tors of SD in IBD.13 Shmidt et al found a similar 
association between SD in women with newly diagnosed 
IBD and the use of biological therapy in multivariate 
analysis. However, in relation to this last point, other 
studies have not confirmed a deleterious effect of biolo-
gical therapy on the sexual functioning of IBD 
patients.69,70 In general, biological therapy is an indirect 
marker of IBD severity, which could fundamentally 
explain the SD in these patients.

There are case reports of ED with methotrexate use in 
patients with rheumatoid arthritis that resolved after dis-
continuation of the medication; however, this has not been 
confirmed in IBD patients.71,72 For sulfasalazine, there is 
only one reported case of ED in a patient with UC.73 Other 
drugs frequently used in IBD, unrelated to direct treatment 
of the disease, can cause SD, which should be considered 
in the evaluation of these patients. Serotonin selective 
reuptake inhibitors (SSRI) have been associated with ED 
in 25–85% of patients,74 and the use of opioids can 
increase the risk of premature ejaculation by up to three 
times.75

https://doi.org/10.2147/IJGM.S308214                                                                                                                                                                                                                                 

DovePress                                                                                                                                   

International Journal of General Medicine 2021:14 2010

Perez de Arce et al                                                                                                                                                 Dovepress

https://www.dovepress.com
https://www.dovepress.com


Hypogonadism
Hypogonadism may be present in IBD patients; it has been 
attributed to chronic inflammation and the use of some 
drugs.39 A study reported that over 40% of men with IBD 
suffer from hypogonadism with low testosterone levels.76 

However, another recent study showed no difference in 
free testosterone levels between men with IBD and control 
subjects.77 It is known that hypogonadism is associated 
with SD; thus, it is recommended to evaluate the presence 
of this condition in IBD patients who report alterations in 
sexual functioning.39

Sexual Dysfunction and Family Planning in 
IBD
The influence of SD on the family planning of patients 
with IBD is unknown. Although fertility negatively affects 
a subgroup of women with IBD (CD patients, surgical 
procedures, active bowel inflammation),78 there is 17% 
of voluntary childlessness compared to 6% in the general 
population.79 Lack of knowledge and misperceptions 
about fertility and pregnancy in women with IBD is the 
main cause of voluntary childlessness,80,81 and lack of 
medical advice, among others.81 Fear of infertility, the 
side effect of medications, risk of congenital malforma-
tions and transmitting the disease to their offspring82 are 
reported by patients; however, other factors such as 
decreased libido, dyspareunia, chronic abdominal pain, 
and anxiety/depression disorders could also play a role.53 

In men, SD is one of the etiologies of male infertility, due 
to ED and ejaculatory dysfunction,59 however, psycholo-
gical factors could be involved in voluntary childlessness 
in this group.83

A Practical Approach
Currently, there are no recommendations or clinical guide-
lines for the treatment of SD in patients with IBD. Although 
the impact of IBD on sexual function is a frequent concern in 
patients,6 providers rarely consider this issue when discuss-
ing therapeutic goals with patients. In a study by Marin et al, 
64% of women and almost half of the men surveyed wanted 
to receive information about the impact that IBD would have 
on their intimacy and sexuality at the time of diagnosis, 
mainly from an IBD specialist.13 The first step is that the 
medical team become aware of the importance of sexuality in 
the QoL of patients, deepen their knowledge about SD in 
IBD as well as fertility, and conduct an interview in an 
empathetic and assertive way, using open questions and 

active listening in order to investigate aspects of the patient’s 
sexual health. Follow-up through validated questionnaires 
for SD, QoL, and anxiety and depression could screen high- 
risk patients for prompt management with a multidisciplinary 
team during the different phases of the disease (Figure 2). 
Control of disease activity guided by the gastroenterologist is 
essential to improve SD in patients with IBD. Although data 
on the influence of drugs used in IBD on sexual function are 
scarce,71–73 in patients with ED, methotrexate could be 
replaced by another immunosuppressant, as well as sulfasa-
lazine by mesalazine. Sexologists or urologists or gynecolo-
gists with specialization in SD can direct the specific medical 
treatment according to the needs of the patient. In post- 
surgery ED in IBD, the use of sildenafil has shown encoura-
ging results.64 There are no studies evaluating the use of 
testosterone replacement therapy in men with IBD with SD 
and hypogonadism, so its indication must be individualized. 
In the case of women, control and follow-up by the gynecol-
ogist could optimize the management of dyspareunia and 
local problems that may be influencing SD in this population. 
Comprehensive management of psychiatric disorders in 
patients with IBD and SD is essential. Pharmacological 
treatment guided by a psychiatrist avoiding antidepressants 
that potentially impair sexual functioning, for example 
SSRI,74 in addition to psychological therapy, is essential to 
improve the quality of life of patients.54

Conclusions
SD is a common and little-known problem in patients with 
IBD. Control of IBD activity does not appear to be suffi-
cient to improve patients’ QoL. Other aspects than the 
control of disease activity, such as mental and sexual 
health are relevant to the overall well-being of individuals 
with IBD. Similar to other chronic diseases, SD in IBD 
patients is higher than in the general population and may 
be present even before the IBD diagnosis and worsen with 
the course of the disease. SD in IBD is multifactorial, 
involving biological and psychosocial factors, and disease- 
specific factors, such as the duration and activity of the 
disease, drug use, and surgery. An early investigation of 
SD in IBD patients through open questions and validated 
scales will allow a multidisciplinary approach, with the 
aim of improving the QoL of our patients. Further pro-
spective studies evaluating SD in patients with IBD, as 
well as studies investigating interventions to improve SD 
in this population are needed.
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