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11.1 Background

Endometriosis is a chronic and progressive disease affecting 1 out of 10 women
during reproductive years. Unfortunately the majority of these women has not been
diagnosed and treated early. The most common complaints of women with endome-
triosis are pelvic pain and infertility. Pain may take the form of dysmenorrhea, deep
dyspareunia (DD), chronic pelvic pain, menstrual dyschezia, or cycle-dependent
dysuria. More than half of women with endometriosis experience dyspareunia dur-
ing their entire life. However, DD is a heterogeneous disorder, and other conditions
may overlap to endometriosis contributing to the pathogenesis of the pain during
intercourse. Pelvic adhesions, pelvic congestion, pelvic inflammatory disease, and
interstitial cystitis may cause DD. The relation between pain and endometriosis is
not yet clearly understood.

11.2 Sexual Function

Sexual function is an important aspect of health and quality of life, likely to be
influenced by medical conditions and health-care interventions, especially when
gynecologic disorders are involved. Pain at intercourse is among the factors that
affect sexual functioning. However, sexuality is a complex phenomenon influ-
enced by psychosocial (personality, former experience, personal attitudes toward
sexuality) as well as physiological factors affecting not only physical health but
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also psychological well-being and therefore conducting to reduced sexual function.
In addition, personality traits, coping capacity, degree of couple intimacy, partner
emotional support, participation, solicitousness or hostility, marital adjustment, and
even quality of medical information and care may greatly influence the level of
perception, interpretation, and acceptance of such a multifaceted symptom [1-3].
Sexual dysfunction can be evaluated using multidimensional questionnaires includ-
ing, among others, the Female Sexual Function Index (FSFI), the McCoy Female
Sexuality Questionnaire, and the Sabbatsberg Sexual Self-Rating Scale.

11.3 Sexual Function and Endometriosis

Endometriosis constitutes the most frequent organic origin of DD, and women with
the disease have a ninefold increase in risk of experiencing this symptom compared
with the general female population of corresponding age [4]. DD is particularly
upsetting because it usually occurs when intercourse is attempted, whereas dysmen-
orrhea and dyschezia typically afflict women for a limited number of days each
month. The experience of pain and the loss of pleasure are recurrently recognized
and become reinforced by repeated experiences. Pain during coital activity may be
caused by traction of scarred and inelastic parametria, by pressure on endometriotic
nodules, by infiltration of subperitoneal or visceral nerves, and by immobilization
of posterouterine pelvic structures. In addition to these reasons for painful inter-
course, women with endometriosis generally experience major exacerbation of pain
when minor pressure is exerted on nodules or indurated lesions. Moreover there is
evidence that the presence of endometriosis is associated with increased pain per-
ception. This type of neuropathic pain is usually related to nerve injury or inflam-
matory stimuli, conditions found in deep infiltrating endometriosis (DIE) [5]. DIE
is defined a form of endometriosis that penetrates for more than 5 mm under the
peritoneal surface [6]. It is estimated that its incidence is around 20 % of women
with endometriosis. DD is present in two-thirds of patients with DIE compared with
one-half of those with peritoneal or ovarian lesions [4]. Anatomic locations of DIE
seem to be associated with the prevalence of DD [7]. In particular, DD was found to
be 90 % in case of uterosacral ligaments’ infiltration, 42 % in case of bladder
involvement, 40 % in case of adnexal adhesions, 27 % in case of bowel involve-
ment, and 25 % in the presence of endometrioma. Among subjects with DD, those
with DIE of the uterosacral ligaments or the vagina have the most severe impair-
ment of sexual function, as assessed by both quantity and quality of sexual experi-
ence [8, 9]. This correlation can be explained by the fact that the uterosacral
ligaments contain a considerable amount of nerve tissue and that neural invasion by
endometriotic lesions is correlated with the severity of pain. In addition, the pres-
ence of a vaginal nodule may affect sexual function through its direct stimulation
during intercourse.

Sexual problems are distressing for women as feelings of guilt, sacrifice, and
resignation encourage these women having sexual intercourse even if they suffer
from dyspareunia. These facts show that partner’s pleasure is more important for
many women than their own pleasure. On the other hand, women with dyspareunia
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have lower frequency of intercourse and lower levels of desire and experience fewer
orgasms. However, only limited information is available about the consequences of
symptomatic endometriosis on female sexual function, especially in case of DIE. In
this group of patients, sexual dysfunction seems to arise and increase during time,
most probably as a result of the development of deep lesions. Fritzer et al. [10]
evaluated 125 patients with dyspareunia lasting for at least 6 months. They reported
a prevalence of 78 % of sexual dysfunction in women with endometriosis and
almost half of them had sexual dysfunction and sexual distress simultaneously. The
results of coital pain were a reduced number of episodes of sexual intercourse, inter-
ruption, and avoidance. Not surprisingly, more than half of women were afraid of
pain before/during sexual intercourse. These results were confirmed by another
cross-sectional study made by Jia et al. [11] which also reported a prevalence of
73 % of sexual dysfunction among 111 women with endometriosis. Authors found
that pain intensity (OR 0.3) and III-IV AFS (OR 4.4) are negatively associated with
sexual function. Advanced stages are often associated with development of consid-
erable adhesions in the pelvic cavity, resulting in the immobilization of pelvic
organs during coital activity. However, a case control study by Varcellini et al. [4]
found little differences regarding sexual dysfunction, between the different loca-
tions of DIE. Endometriosis seems to impair all aspects of sexual life including
orgasm, satisfaction, and desire, but the relationship between endometriosis and
sexual dysfunction is much more complex than can be explained by anatomic dis-
tribution of lesions. No significant correlation could be demonstrated between
severity of dyspareunia and sexual functioning, suggesting that that DD should be
viewed in a broader clinical perspective, considering also the potential psychologi-
cal and interpersonal consequences.

11.4 Endometriosis Comorbidities and Sexual Function

Depression is related with chronic pelvic pain, and there is no consensus as to
which the cause is and which is the consequence. Women suffering from endome-
triosis present greater susceptibility to mental disorders. On the other hand, depres-
sion and anxiety also play a role in the development and chronicity of pelvic
endometriosis. Although depression in women with chronic pelvic pain has been
the target of many studies, it continues to be underdiagnosed. Certain factors can
contribute to the development of mental disorders in women with chronic pelvic
pain. Factors related to emotional suffering (socioeconomic condition, history of
physical or sexual abuse, and domestic violence) and low socioeconomic level are
some of them. The infertility caused by pelvic endometriosis can also contribute to
the development of mental disorders. A recent study by Sepulcri and do Amaral
[12] evaluated 104 patients with endometriosis and found a prevalence of 86.5 %
for depressive symptoms (mild in 22.1 %, moderate in 31.7 %, and severe in
32.7 %) and 87.5 % for anxiety (minor in 24 % and major in 63.5 %). The high
prevalence may be explained by the fact that women with pain and anxiety show
less tolerance to pain. The intensity of pain was significantly correlated with
depression and anxiety.
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11.5 Effect of Surgical Endometriosis Treatment
on Sexual Function

As endometriosis is a benign disorder, the main goal of treatment should be to alle-
viate pain and improve quality of life. In other words, the treatment should be safe
and should not cause adverse events. Conservative measures, including hormonal
medication, can be considered safe and harmless but unfortunately medical therapy
is often ineffective, especially in DIE. Although the optimal treatment of DIE
remains a matter of controversy, it is commonly accepted that surgery should aim at
complete excision of all visible endometriotic lesions and adhesions. This has been
shown to result in a significant reduction of pain and an improvement in the quality
of life and sexual function, although data is limited [13—15]. Setéld et al. [16] evalu-
ated the sexual function and the quality of life 12 months after radical endometriosis
surgery including vaginal resection in patients with DIE. Their findings showed
significant improvement in sexual functioning, which was due mainly to cessation
of pain, especially dyspareunia. In addition, a recent study [17] also demonstrated a
better sexual satisfaction 1 year after laparoscopic rectosigmoid resection for deep
colorectal endometriosis. However surgery of DIE is difficult and challenging with
a documented risk of bowel and urinary complications. Although the rate of major
complications is low, these operations should be performed only after thorough con-
sultation with the patient and consideration of the benefits and possible adverse
effects. They should preferably be performed in centers specialized in advanced
endometriosis surgery. In addition, further investigations are required in order to
determine whether these improvements persist at long-term follow-up.

11.6 Effect of Medical Endometriosis Treatment
on Sexual Function

Hormonal drugs do not cure endometriosis but only induce temporary quiescence of
active foci, and as mentioned above, in many cases, surgery is the definitive solu-
tion. Hormonal treatments fail in approximately 1 woman out of 3 and are associ-
ated with a high recurrence after discontinuation. In addition they cannot be used in
women seeking conception as they inhibit ovulation and may interfere with sexual
desire and arousal [5]. However, some women who have already undergone non-
radical interventions might prefer to avoid further surgery, and others may want to
postpone reoperation or do not accept the risk of additional morbidity. Many medi-
cal therapies (vaginal danazol, intramuscular depot GnRH analogues, intrauterine/
oral progestogens, estrogen-progestogen combinations, oral aromatase inhibitors)
have been demonstrated to benefit women with endometriosis-associated deep dys-
pareunia, and different therapeutic regimens usually achieve similar pain relief as
long as ovulation and menstruation are suppressed [18]. Accordingly, it seems that
comparisons of safety, tolerability, and cost are more relevant than comparison of
efficacy per se. In this regard, it is obvious that drugs such as GnRH analogues
could relieve pain faster and to a greater extent compared with progestogens or birth
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control pills [19]. However, the former drugs do not seem suitable for prolonged
use, and this constitutes a major therapeutic limit in patients with long-standing
chronic pain symptoms. Dienogest, a selective progestin that combines the pharma-
cological properties of 19-norprogestins and progesterone derivatives, seems to
have equivalent efficacy to depot leuprolide acetate in relieving pain associated with
endometriosis [20].

An interesting recent study by Vercellini et al. [21] showed that surgery and low-
dose oral norethisterone acetate demonstrated a similar final beneficial outcome in
women with endometriosis-associated deep dyspareunia in terms of improvement
of sexual functioning, psychological well-being, and health-related quality of life at
1-year follow-up. However, these findings should be considered with caution owing
to lack of randomization, potential between-group heterogeneity, and difference in
dropout rates. Ferrero et al. [22] suggested that the best results can be obtained with
surgery, followed by postoperative medical treatment. The combination of surgi-
cal and long-term adjuvant pharmacological therapy deserves further research but
seems to be a promising option.

Conclusion

The interaction between endometriosis and endometriosis-associated pain is
complex and DD is only a part of global sexual dysfunction. Although endo-
metriosis is a frequent disease of reproductive age, sexual dysfunction has not
yet fully investigated in this group of patients, especially in case of DIE. The
high incidence of sexual dysfunction in endometriosis patients is underes-
timated and the long-time social consequences for her and her relationship
are largely unknown. In addition psychopathology may increase endometri-
osis-associated pain and sexual dysfunction. Hence, it is very important that
gynecologists involved in the management of endometriosis offer patients a
profound conversation about their sexuality. Psychological and psychosexual
counselling should be offered when dealing with these patients. Finally, surgi-
cal and medical treatments may improve sexual dysfunction, although further
studies are needed.

References

1. Meana M, Binik I, Khalife S, Cohen D (1998) Affect and marital adjustment in women’s rating
of dyspareunic pain. Can J Psychiatry 43:381-385

2. Desrosiers M, Bergeron S, Meana M, Leclerc B, Binik YM, Khalife S (2008) Psychosexual
characteristics of vestibulodynia couples: partner solicitousness and hostility are associated
with pain. J Sex Med 5:418-427

3. Wexman SE, Tripp DA, Flamenbaum R (2008) The mediating role of depression and negative
partner responses in chronic low back pain and relationship satisfaction. J Pain 9:434-442

4. Vercellini P, Somigliana E, Buggio L, Barbara G, Frattaruolo MP, Fedele L (2012) “I can’t get
no satisfaction”: deep dyspareunia and sexual functioning in women with rectovaginal endo-
metriosis. Fertil Steril 98:1503.e1-1511.el

5. Vercellini P, Meana M, Hummelshoj L, Somigliana E, Vigano P, Fedele L (2011) Priorities for
endometriosis research: a proposed focus on deep dyspareunia. Reprod Sci 18:114-118



108

6.

7.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

P. Drakopoulos et al.

Koninckx PR, Martin D (1994) Treatment of deeply infiltrating endometriosis. Curr Opin
Obstet Gynecol 6:231-241

Fauconnier A, Chapron C, Dubuisson JB, Vieira M, Dousset B, Bréart G (2002) Relation
between pain symptoms and the anatomic location of deep infiltrating endometriosis. Fertil
Steril 78:719-726

. Ferrero S, Esposito F, Abbamonte LH, Anserini P, Remorgida V, Ragni N (2005) Quality of

sex life in women with endometriosis and deep dyspareunia. Fertil Steril 83:573-579

. Montanari G, Di Donato N, Benfenati A, Giovanardi G, Zannoni L, Vicenzi C, Solfrini S,

Mignemi G, Villa G, Mabrouk M, Schioppa C, Venturoli S, Seracchioli R (2013) Women with
deep infiltrating endometriosis: sexual satisfaction, desire, orgasm, and pelvic problem inter-
ference with sex. J Sex Med 10:1559-1566

Fritzer N, Haas D, Oppelt P, Renner S, Hornung D, Wélfler M, Ulrich U, Fischerlehner G,
Sillem M, Hudelist G (2013) More than just bad sex: sexual dysfunction and distress in patients
with endometriosis. Eur J Obstet Gynecol Reprod Biol 169:392-396

Jia SZ, Leng JH, Sun PR, Lang JH (2013) Prevalence and associated factors of female sexual
dysfunction in women with endometriosis. Obstet Gynecol 121:601-606

Sepulcri Rde P, do Amaral VF (2009) Depressive symptoms, anxiety, and quality of life in
women with pelvic endometriosis. Eur J Obstet Gynecol Reprod Biol 142:53-56

Ferrero S, Abbamonte LH, Giordano M, Ragni N, Remorgida V (2007) Deep dyspareunia and
sex life after laparoscopic excision of endometriosis. Hum Reprod 22:1142-1148

Dubernard G, Piketty M, Rouzier R, Houry S, Bazot M, Darai E (2006) Quality of life after
laparoscopic colorectal resection for endometriosis. Hum Reprod 21:1243-1247

Darai E, Dubernard G, Coutant C, Frey C, Rouzier R, Ballester M (2010) Randomized trial of
laparoscopically assisted versus open colorectal resection for endometriosis: morbidity, symp-
toms, quality of life, and fertility. Ann Surg 251:1018-1023

Setila M, Hirkki P, Matomiki J, Mikinen J, Kossi J (2012) Sexual functioning, quality of life
and pelvic pain 12 months after endometriosis surgery including vaginal resection. Acta Obstet
Gynecol Scand 91:692-698

Kossi J, Setdld M, Mikinen J, Harkki P, Luostarinen M (2013) Quality of life and sexual
function 1 year after laparoscopic rectosigmoid resection for endometriosis. Colorectal Dis
15:102-108

Vercellini P, Pietropaolo G, De Giorgi O, Pasin R, Chiodini A, Crosignani PG (2005) Treatment
of symptomatic rectovaginal endometriosis with an estrogen-progestogen combination versus
low-dose norethindrone acetate. Fertil Steril 84:1375-1387

Vercellini P, Trespidi L, Colombo A, Vendola N, Marchini M, Crosignani PG (1993) A gonad-
otropin releasing hormone agonist versus a low-dose oral contraceptives for pelvic pain associ-
ated with endometriosis. Fertil Steril 60:75-79

Strowitzki T, Marr J, Gerlinger C, Faustmann T, Seitz C (2010) Dienogest is as effective as
leuprolide acetate in treating the painful symptoms of endometriosis: a 24-week, randomized,
multicentre, open-label trial. Hum Reprod 25:633-641

Vercellini P, Frattaruolo MP, Somigliana E, Jones GL, Consonni D, Alberico D, Fedele L
(2013) Surgical versus low-dose progestin treatment for endometriosis-associated severe deep
dyspareunia II: effect on sexual functioning, psychological status and health-related quality of
life. Hum Reprod 28:1221-1230

Ferrero S, Abbamonte LH, Parisi M, Ragni N, Remorgida V (2007) Dyspareunia and quality
of sex life after laparoscopic excision of endometriosis and postoperative administration of
triptorelin. Fertil Steril 87:227-229



