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Abstract: Objectives: Considering the prevalence of endometriosis in reproductive-age women and its negative impact on
life quality, the authors of the present research intended to evaluate the impact of clinical treatment on the sexual function of
patients with deep infiltrating endometriosis treated at the Endometriosis and Chronic Pelvic Pain Clinic of HSPE-FMO.
Methods: A prospective and comparative observational study was conducted between May 2015 and July 2019 in which data
from 43 patients with presumed deep endometriosis were analyzed, including age, parity, surgical and obstetric history and
Female Sexual Function Index (FSFI questionnaire). Statistical analysis was performed using multiple regression in order to
compare the variables. Results: The mean age of the women who were studied was 39.16 years; all patients were symptomatic
and most had rectosigmoid endometriosis (65,1%). The median FSFI total score before treatment was 25.06, with 60,5% of the
women classified as having a sexual dysfunction. There was a risk for sexual dysfunction to become permanent following
clinical treatment when this dysfunction was established previously. The Poisson multiple regression showed that sexual
dysfunction before treatment was associated with a lower FSFI total score after treatment and dysfunction before treatment had
a direct correlation with final score smaller than 26.55. Considering the FSFI total scores before and after clinical treatment,
there was no significant difference in the improvement rate between groups. Conclusions: Most patients did not show
improvement in sexual function after clinical treatment.
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in reproductive-age women [4] and the clinical picture is
quite variable. A quarter of these patients may be
asymptomatic, up to 80% may have chronic pelvic pain and
30 to 50% may have infertility. In addition to distortion of
the pelvic cavity by endometriosis foci, immune cells,
prostaglandins, cytokines, and oxidative stress from the
disease may explain the association with infertility, in
addition to the contribution of mood and anxiety disorders to
this condition [5]. Perimenstrual urinary or evacuation
symptoms are occasional complaints, especially in the
infiltrating form of the disease, in which 5 mm or more of the

1. Introduction

Endometriosis is characterized by the presence of
functional tissue, similar to the endometrium, outside the
uterine cavity, most commonly in the pelvic peritoneum and
ovaries. It may present as infiltrating lesions of adjacent
organs [1]. The combination of retrograde menstrual flow
with genetic, hormonal, and immunological factors and the
cellular response of the eutopic endometrium could explain
the etiopathogenesis of the condition [2, 3]

The prevalence of this disease is approximately 10 to 20%
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peritoneum is affected [6].

In addition to the symptoms described above, quality of
life is wusually severely impaired in patients with
endometriosis [7, 8]. Dyspareunia is associated with anxiety
and sexual dysfunction in all areas [8, 9]. It is well described
that sexual experiences are reinforced in subsequent
relationships; thus, negative experiences can perpetuate
sexual dysfunction and cause suffering, distress or
interpersonal difficulty, making women unable to participate
in sexual intercourse as they would like [10-12].

Despite some subjectivity, sexual function can be assessed
using questionnaires such as the Female Sexual Function
Index (FSFI), which has been validated for Brazilian
Portuguese [13, 14].

Nuclear magnetic resonance and ultrasound imaging with
intestinal preparation may presume a diagnosis of deep
infiltrating endometriosis, although the definitive diagnosis
of the disease is histopathological [15].

Faced with a clinical condition compatible with
endometriosis, treatment with hormonal contraceptives and
nonsteroidal anti-inflammatory drugs is considered the first-
line treatment [3, 16]. Surgery is reserved for cases that do
not respond satisfactorily to clinical treatment or present with
some degree of organ involvement [3, 15, 17, 18].

The objective of this study was to evaluate female sexual
function, using the FSFI, before and after clinical treatment
of patients with a presumptive diagnosis of deep infiltrating
endometriosis, through transvaginal ultrasound exams with
intestinal preparation or magnetic resonance imaging, seen at
the Endometriosis and Chronic Pelvic Pain outpatient clinic
of Hospital do Servidor Publico Estadual- Francisco Morato
de Oliveira (HSPE-FMO) between May 2015 and June 2019.

2. Methods

A prospective and comparative observational study was
conducted between May 2015 and June 2019, in which data
were evaluated from 43 women treated at the Endometriosis
and Chronic Pelvic Pain outpatient clinic of HSPE-FMO.
They all had a presumed diagnosis of deep infiltrating
endometriosis, made through a combination of the clinical
picture and specialized exams. The study included women
were sexually active, in menacme, and given a presumptive
diagnosis of deep endometriosis by magnetic resonance
imaging or transvaginal ultrasound with intestinal
preparation. The noninclusion criteria were patients who did
not have sex or were referred during treatment. The present
study was approved by the Ethics Committee of HSPE-FMO
and registered at the Brazil Platform (Plataforma Brasil)
under CAAE protocol no. 36273214.9.0000.5463.

The patients were evaluated in two consultations over a
minimum period of three months after agreeing to participate
in the study by signing an informed consent form. In the first
consultation, the patient answered the FSFI in the office to
quantify the sexual aspects before endometriosis treatment.

In the second consultation, the same questionnaire was
answered to quantify the sexual aspects during the instituted
treatment. It was not possible to establish a fixed time
between the two consultations given the high demand for the
outpatient clinic.

Patients who became sexually inactive, who were treated
with gonadotropin-releasing hormone (GnRH) analogs, who
did not return for consultations, or whose imaging results did
not show lesions suspected of infiltration were excluded from
the study.

Initially, data on age, parity, surgical history, and
symptoms that could be associated with deep infiltrating
endometriosis lesions were collected. The characteristics of
these lesions were recorded in imaging exams (transvaginal
ultrasound with intestinal preparation or magnetic resonance
imaging) in terms of the affected compartment and size.

All patients were treated with continuous combined
contraceptive or progestin alone to induce amenorrhea. The
treatment was individualized and chose in the first
consultation, respecting the particularities of each case. Each
patient was instructed to keep up the treatment until the
second consultation, when the questionnaire was reapplied.

The applied FSFI is a brief, specific, multidimensional scale
adapted to the Portuguese language that has significant
reliability and validity [13] and transforms subjective measures
into objective, quantifiable, and analyzable data [14]. This
questionnaire consists of 19 questions grouped into six
domains: desire, arousal, vaginal lubrication, orgasm, sexual
satisfaction, and pain or discomfort. All response options are
scored between 0 and 5. To calculate the total score, the scores
of the questions of each domain were summed, and this sum
was multiplied by the correction factor established by the
questionnaire authors. The resulting scores of all the domains
were summed. The final scores range from 2 to 36, higher
scores indicating better sexual function [13]. Scores less than
or equal to 26.55 indicate sexual dysfunction [19].

Statistical analysis was performed for descriptive and
comparative analyses using multiple Poisson or logistic
regression to correlate epidemiological and clinical data with
the questionnaire scores. The nonparametric Wilcoxon test
was used to compare the pre- and posttreatment scores
because the samples were dependent and paired. The
categorical variables are expressed as percentages. The
numerical variables are expressed as the mean and standard
deviation when they had a normal distribution or as the
median and quartiles when they had a nonparametric
distribution.

3. Results

A total of 121 women were recruited. Of these, 45 were
not included, and 33 patients were excluded. Therefore, data
from 43 women aged 26 to 51 years (mean of 39.16 + 5.66)
were analyzed (Figure 1).
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Figure 1. Flowchart of patient inclusion in the study.

3.1. Population Characteristics

Regarding obstetric history, 44.2% (19) were nulliparous,
and 55.8% (24) had one to three children. Normal delivery
was the most prevalent mode of delivery, accounting for
62.8% (27) of births. Of the total, 14% (6) of the women had
a history of miscarriage and 41.9% (18) of infertility. A
history of pelvic gynecological surgery was observed in 14%
(6) of the sample.

Regarding the clinical picture, all patients were
symptomatic, with a mean symptom duration of 48 months
(24-150), equivalent to approximately two years, and ranging
from 1 to 360 months. The most prevalent symptoms were
dysmenorrhea (95.3%), dyspareunia (58.1%), and acyclic
pain (60.5%). At HSPE-FMO, treatment for presumed deep
endometriosis with combined oral contraceptive (20) or
progestogen alone (23) was proposed.

Constipation was found 39.5% of the women, and the
interval between bowel movements averaged 1.88 days,
ranging from 1 to 3 days. Other, more specific pain
symptoms were less reported, such as cyclic (27.9%) and
acyclic (23.3%) dyschezia, cyclic (9.3%) and acyclic (11.6%)
abdominal/intestinal pain, cyclic (11.6%) and acyclic (2.3%)
hematochezia, and cyclic (7%) and acyclic (4.7%) urinary
pain.

Regarding the location of the deep infiltrating
endometriosis lesions described by ultrasound with intestinal
preparation or magnetic resonance imaging, the most
frequently affected region was the rectosigmoid (28),
followed by the retrocervical region (15), vaginal fornices
(5), rectovaginal septum (5), and bladder (2). Lesions
suspected of cystic ovarian endometriosis concomitant with
intestinal lesions were observed in 27.9% (12) of the cases
and were bilateral in 25% (3).

Regarding the location, lesions in the vaginal fornix,
vagina or rectovaginal septum accounted for 23.3% (10) of
the cases; retrocervical, 34.9% (15); and intestinal, 65.1%

(28). There was mention in 66 medical records of the size of
the lesions, whose median size was 24 mm (18-32 mm),
ranging from 7 to 76 mm.

Other characteristics related to the lesions, such as
involvement of the intestinal muscle layer by the deep
endometriosis lesion and percentage of the circumference of
the intestinal loop affected by the lesion, were found in 29
and 25 records, respectively. Regarding infiltration, 58.1%
(25) affected the muscle layer of the wall of the affected
intestinal loop, while 23.3% (10) also infiltrated the
submucosal layer. The lesions affected up to 40% of the
circumference of the intestinal loop.

3.2. Main Results

The questionnaires on sexual function were answered at a
median interval of 16 months, ranging from 3 to 44 months.
The mean FSFI total score before treatment was 25.06
(£0.96), and 60.5% (26) of the sample had a score smaller
than 26.55. The mean score posttreatment score was 24.48
(£1.03), with no significant difference between the analyzed
time periods.

Statistical analysis showed a parametric distribution for the
FSFI total scores before and after treatment, but because they
were dependent and paired samples, the Wilcoxon test was
used to compare the scores. It was observed that the score
improved in 23 women and worsened in 20, with no
significant difference. There was no significant difference in
the improvement rate between groups (p>0.05).

Considering the cutoff point for sexual dysfunction, 3
(6.97%) patients began to present dysfunction after
treatment, 5 (11.63%) no longer had sexual dysfunction after
treatment, and 35 (83.40%) did not change category, with no
significant difference between groups (p>0.05).

The Poisson multiple regression showed that sexual
dysfunction before treatment was associated with a lower FSFI
total score after treatment, adjusted for age, rectosigmoid
lesion and constipation after treatment (Table 1).
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Table 1. Poisson multiple regression analysis of the total posttreatment FSFI score.

VARIABLE Univariate analysis OR (CI) p-value Adjusted analysis OR (CI) p-value
Pretreatment dysfunction score -0,292 (-0,414 —-0,170) 0.000 0,796 (0,695 —0,911) 0.001
Age -0,012 (-0,023 —-0,001) 0.027 0,993 (0,981 — 1,006) 0.0327
Rectosigmoid lesion -0,107 (-0,233 — 0,018) 0.090 0,937 (0,819 — 1,072) 0.347
Constipation -0,205 (-0,432 — 0,022) 0.076 0,837 (0,661 — 1,059) 0.139

OR: odds ratio
CI: confidence interval

When the variables associated with the categorical
outcome of the FSFI after treatment were evaluated using
multiple logistic regression, it was observed that dysfunction
before treatment had a direct correlation with final score

smaller than

26.55. These variable had a statistically significant and
independent correlation after adjustment for age and acyclic
pain after treatment (Table 2).

Table 2. Multiple logistic analysis of the categorical outcome of total FSFI score improvement after clinical treatment.

VARIABLE Univariate analysis OR (CI) p-value Adjusted analysis OR (CI) p-value
Pretreatment dysfunction score 19,6 (4,02 — 95,45) 0.000 16,666 (2,77 — 100,18) 0.002
Age 1,12 (0,99 — 1,26) 0.065 1,089 (0,92 — 1,28) 0.303
Posttreatment Noncyclical pain 3,82 (0,83 —17,58) 0.085 1,102 (0,14 — 8,93) 0.930

OR: odds ratio
CI: confidence interval

The isolated scores on each of the domains pre- and
posttreatment were also compared using the Wilcoxon test,
and no statistical significance was found in the analyses.

4. Discussion

The mean age found in this study corresponds to the age
group in which endometriosis is typically diagnosed, the 4th
decade of life [9, 19-21]. Regarding obstetric history, there
was a high prevalence of primary or secondary infertility.

All patients were symptomatic because they were recruited
from a pelvic pain outpatient clinic. Considering the median
time since diagnosis and the time of treatment of these cases,
a delay in diagnosis was observed. The delayed diagnosis can
be explained by atypical clinical pictures, unavailability of
complementary tests or lack of suspicion by physicians [6, 9,
22].

Dysmenorrhea and deep dyspareunia, which were highly
prevalent in this study, are the symptoms most commonly
reported by patients with endometriosis [3, 7, 23, 24]. In the
literature, the most common clinical presentation of these
specific symptoms is cyclic [25], unlike in this study, where
acyclic complaints were most common. This may be related
to the memory of pain not obeying menstrual cyclicity, to
dysmenorrhea topping all other pain complaints, or to the
amenorrhea promoted by the treatment. Intestinal complaints,
in turn, may signal intestinal involvement and require
additional evaluation [17].

Regarding the negative impact of the symptoms on female
sexual function, a prevalence of sexual dysfunction of 60.5%
was observed in patients with a presumptive diagnosis of
deep infiltrating endometriosis, a rate higher than that found
by Fairbanks, Abdo, Baract & Podgaec (2017) in the
Brazilian population. In the present study, the permanence of
sexual dysfunction after clinical treatment of suspected cases

of infiltrating endometriosis was observed when this
dysfunction was already established, in line with the study by
Andres, Mendes, Hermandes, Araujo & Podgaec (2019), but
contrasting with that by Vercellini et al. (2018).

In the case of chronic pelvic pain in general, this painful
symptom may persist even after treatment because it is also
the result of central mechanisms, without the need for
peripheral input [26]. Thus, older patients experience pain for
a longer time [27], so they having lower FSFI scores. Data in
the literature about age are conflicting [26].

The patients with low FSFI scores after treatment and
suspicious lesions in the rectosigmoid were potential
candidates for surgery [28, 29]. It is worth mentioning that
the absence of a definitive diagnosis of endometriosis and the
exclusion of other diseases that may affect the patients’
symptoms constitute a limitation of the study. The lack of
data on the partner’s condition is a limitation of the
assessment made by the FSFI, as is the lack of family and
sociocultural factors, sexual practices, and psychological
condition, which are determinants of sexual choices and
behaviors. Psychological status substantially affects sexual
aspects [5, 7, 26] and could explain, if evaluated, relevant
aspects of the lives of patients who presented sexual
dysfunction after treatment.

5. Conclusions

Most patients did not show improvement in sexual
function after clinical treatment and that is a risk for sexual
dysfunction to become permanent following clinical
treatment when this dysfunction was established previously.
These patients are potential candidates for the surgery
approach, since it is well established that it is considered in
women with persistent pain despite medical therapy

The authors of the present research suggest the conduction
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of future studies with interventional and randomized designs
in order to consider others aspects that may affect the sexual
response and the pain control of patients.
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