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Highlights 

 

 Women with endometriosis have less often sexual intercourse and petting than 

control women 

 Women with endometriosis desire higher levels of sexual activity then their current 

level 

 As to expect dyspareunia is negatively correlated with sexual activity 

 Potentially pain-free sexual options are used to a limited degree and consequently 

represent a valuable resource to augment sexual activity  
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Abstract 

Research question: What are the specific characteristics of sexual activity in women with 

endometriosis compared to women without endometriosis?  

Design: Multicentre case control study. Participants were recruited in university hospitals, 

district hospitals, and doctor's offices in Germany, Switzerland and Austria. A total of 565 

women with endometriosis were pair-matched to 565 control women by age and ethnic 

background. Diagnosis of endometriosis was confirmed by histology and disease stage was 

classified according to ASRM criteria. Data on sexuality were collected using selected 

questions from the Brief Index of Sexual Function and the Sexual History Form. 

Results: Altogether, 69.1% of women with endometriosis and 77.8% of control women 

engaged in sexual activity during the month prior to the study period (p<0.001). Overall, 

42.3% of endometriosis-affected women and 30.5% of the control women desired a higher 

frequency of sexual activity (p=0.001). Petting/foreplay and vaginal sexual intercourse were 

reported to be practiced less often by women with endometriosis. Frequencies for 

masturbation, reciprocal masturbation, oral and anal sex were similar in both groups. 

Dyspareunia was negatively correlated with sexual activity (OR 2.42, 95%CI 1.26, 4.63), 

while chronic pain showed no association with sexual activity (OR 1.35, 95%CI 0.93, 1.96). 

Conclusions: Women with endometriosis have lower frequencies of petting/foreplay as well 

as of vaginal sexual intercourse than control women; this difference has to be attributed, at 

least in part, to dyspareunia. Potentially pain-free sexual options are used to a limited 

degree. As endometriosis-affected women desire higher levels of sexual activity, sexual 

counselling should be included in medical support. 

Key message: Women with endometriosis desire higher frequencies of sexual activity and 

use painfree options only to a limited extent. Therefore, sexual counselling should be offered 

as a standard component of medical support for endometriosis.  

Key words: Endometriosis, dyspareunia, sexuality, sexual activities 
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Introduction 

Sexual health, ie the physical, emotional, mental, and social wellbeing in relation to sexuality 

(WHO, 2015), is a fundamental aspect of the quality of human life (Arrington et al., 2004). 

Endometriosis, with its physical symptoms of dyspareunia, chronic pelvic pain, fatigue, and 

infertility (Kennedy et al., 2005; Ramin-Wright et al., 2018), as well as psychological 

symptoms such as depression and anxiety (De Graaff et al., 2016; Facchin et al., 2017; 

Friedl et al., 2015) is known to have a negative impact on sexuality (Barbara et al., 2017; 

Franck et al., 2018; Leroy et al., 2016; Pluchino et al., 2016; Tripoli et al., 2011). Although, 

surgical and hormonal treatment of endometriosis can ease endometriosis-related symptoms 

it does not necessarily allow normal sexual function. Given this background, the prevalence 

of sexual dysfunction in women with endometriosis varies between 30% and 70%, depending 

upon the definitions used (Barbara et al., 2017; Donato et al., 2014; Fritzer et al., 2013). To 

develop adequate counselling adjusted to the specific characteristics of sexuality in the 

context of endometriosis differentiated knowledge on associations between endometriosis, 

physical as well as psycho-social endometriosis-related symtpoms and sexuality in couples 

dealing with endometriosis is mandatory. However, available research has focused on 

dyspareunia and, sexual needs in the context of endometriosis. Associations between 

endometriosis and specific sexual activities or strategies to adapt sexuality to limitations 

imposed by endometriosis, have not yet been systematically investigated (Donato et al., 

2014; Evangelista et al., 2014; Fritzer et al., 2013).  

Therefore, we (i) evaluated qualitative aspects of sexual activity in women with endometriosis 

compared to control women (sexual activity during the last month, estimated importance of 

sexuality, perception of the frequency of sexual contacts, initiation of sexual contact by either 

the male of the female partner), (ii) compared the quantity of sexual activities (kissing, 

masturbation, reciprocal masturbation, petting and foreplay, oral sex, vaginal sexual 

intercourse, anal sex) among women with and without endometriosis, and (iii) investigated 

the association between endometriosis-related symptoms (dysmenorrhea, dyspareunia, 

chronic pain, infertility) and possible confounders with sexual activity. 

                  



Material and Methods 

Study design 

This investigation of sexuality is part of a multicentre case control study evaluating quality of 

life and risk factors of endometriosis (Liebermann et al., 2018; Ramin-Wright et al., 2018; 

Schwartz et al., 2019; Sperschneider et al., 2019). Data from a set of internationally validated 

questionnaires supplemented with questions developed by specialists for endometriosis of 

the University Hospital of Zurich, the Charité Berlin and the central board of endometriosis 

self-help groups in Germany as well as information extracted from the study participants 

medical charts was compared between women with surgically confirmed endometriosis and 

control women without such a diagnosis. The STROBE criteria were used to draft the 

manuscript (von Elm et al., 2007). 

Study participants 

Study participants were recruited between December 2010 and June 2016 in thirteen 

university or district hospitals, as well as associated private practices in Austria, Germany, 

and Switzerland. Additionally, a small number of participants (n = 66) were recruited from 

selfhelp groups for endometriosis patients in Germany. These women were older and had a 

longer time period since the initial diagnosis of endometriosis, but exhibited no differences in 

educational level when compared to the other study participants. All women signed written 

informed consent forms for study participation as well as confirming their diagnoses by 

medical charts.    

All study participants had to be sufficiently fluent in German and had to be able to understand 

and complete the questionnaire. Patients were included if the diagnosis of endometriosis 

could be confirmed by re-evaluation of histology and operation report according to rASRM 

criteria (Canis et al., 1997), without any further exclusion criteria. Control women with 

dysmenorrhea, dyspareunia or any other symptom suspective of endometriosis were only 

included after surgical exclusion of endometriosis. Control women were pair-matched to the 

patient cohort by age and ethnic background. Data from 565 women diagnosed with 

                  



endometriosis and from 565 control women were available for the present analysis. Post hoc 

power analysis based on the results of sexual activity was 89.8%. 

Evaluation of sexuality and endometriosis-related symptoms 

The evaluation of sexuality was based on questions focusing on sexual behaviour selected 

from the Brief Index of Sexual Functioning Form and the Sexual History Form. The BISF-W 

is an internationally validated questionnaire designed to measure female sexual function with 

Cronbach’s alpha values of 0.82 and higher (Rosen et al., 2000). The Sexual History Form is 

a widely used questionnaire to investigate sexual function, dysfunction, and satisfaction, with 

good internal consistency for the female functioning score. The item-total correlation ranges 

from 0.18 to 0.85 with the majority of values having a validity between 0.5 and 0.7 (Creti, 

1998). The present work focuses on 9 questions, 6 of the BISF-W (BISF-1, BISF-2, BISF-7, 

BISF-8, BISF-12, BISF-20) and 3 of the Sexual History Form (SHF-8, SHF-9, SHF-30) (see 

Appendix), chosen to investigate the frequency and type of sexual activities in the context of 

endometriosis. The Cronbach alpha value for the evaluated questions was 0.63 in the 

endometriosis and 0.68 in the control group. 

Dysmenorrhea, dyspareunia, chronic pain (see Appendix) and infertility were evaluated for 

their associations with different sexual activities. Pain intensity was assessed with a visual 

analog scale (VAS, range 0-10 from 0 = no pain to 10 = strongest pain) for dyspareunia and 

chronic pain. To adjust for confounding factors, previous diseases known to interfere with 

sexuality (see Table 1a) were included in the analysis. Infertility was defined as not 

conceiving after one year of regular unprotected intercourse or irregardless of time frame in 

case of a confirmed etiology (Pfeifer et al., 2013).  

 

Ethical approval 

The study was approved by the Swiss ethics commission as well as by the ethic boards of 

the participating hospitals. The study was conducted in agreement with the guidelines of the 

World Medical Association Declaration of Helsinki 1964, updated in October 2013. 

 

                  



Statistics 

Statistical analyses were performed with IBM SPSS Statistics Version 23. 

Descriptive analysis compared demographic characteristics, clinical background, 

endometriosis-related symptoms, sexual activity among women with and without 

endometriosis and depicted the clinical history of endometriosis-affected women. Paired t-

test was used to compare continuous variables and Pearson’s x2 test for qualitative 

variables. In the endometriosis group, we computed univariate logistic regression with the 

selected demographic data (age, civil status, partnership duration, parity, happiness with 

partnership, time since diagnosis of endometriosis, depression) and endometriosis-related 

symptoms (dysmenorrhea, dyspareunia, chronic pain in general, chronic pelvic pain (pelvis, 

vagina, anus), infertility) as explanatory and sexual activity as response variable. We detail 

the odds ratios (OR) with a 95% confidence interval (CI). Positive OR represent a higher 

probability of no sexual activity. All tests were two tailed. Applying the Bonferroni Holm 

method to correct for multiple testing zero hypotheses with a p-value below the level of 0.003 

was rejected. A p-value below 0.05 was still considered to be a tendency.  

Results 

Table 1a presents demographic characteristics, clinical background, disease symptoms, and 

characteristics of endometriosis. Demographic data of women with a diagnosis of 

endometriosis and control women showed no statistically significant differences except for 

parity. Women with endometriosis had received significantly more often psychiatric treatment 

than control women, mainly because of depression or anxiety. Table 1b (supplementary files) 

presents characteristics of endometriosis. Altogether, women with endometriosis (E) suffered 

significantly more often from dyspareunia compared to women of the control group (C) 

("usually to almost always": E 18.8%, C 4.2%; "sometimes": E 33.9%, C 13.8%, p < 0.001). 

 

We observed significant differences regarding qualitative and quantitative (frequencies) 

aspects of sexuality among women with and without endometriosis. The findings are 

                  



reported below and the details are presented in table 2a and 2b. Overall, sexuality was 

considered as an important factor for the quality of life women in both, 67.2% of the women 

in the endometriosis group (E) and 69% of the control women (C) (p=0.043). This revealed a 

marginally significant difference which originates in the subgroups who consider sexuality as 

either important or very important. Women with endometriosis were significantly less sexually 

active during the month prior to the study period than women without endometriosis 

(p<0.001). Also, women with endometriosis perceived the frequency of sexual contacts 

significantly more often as "too low" when compared to control women (E: 42.3%, C: 30.5%, 

p<0.001). No significant differences could be demonstrated in the initiation of sexual contacts 

by the male or the female partner (p=0.291). Our data revealed a significantly lower 

frequency in the performance of petting/foreplay in the endometriosis than in the control 

group ("never": E: 31.3%, C 26.6%, p=0.003), and showed a marginally significant lower 

frequency of vaginal sexual intercourse among the two groups ("never": E: 28.3%, C: 23.3%, 

p=0.021). The time spent on foreplay (p=0.608), or on vaginal sexual intercourse to the 

partner’s orgasm (p=0.681) was similar between the two groups.  

Table 3 presents the results of the univariate logistic regression analysis examining the 

association among selected demographic data and pain symptoms with sexual activity for 

women with endometriosis. Being single (OR 11.59, 95% CI 6.64, 20.24), a partnership 

duration of more than a year (OR 1.2, 95% CI 1.02, 1.47), depression (OR 1.93, 95% CI 

1.2, 3.11) and a high frequency of dyspareunia (OR 2.42, 95% CI 1.26, 4.63) were 

associated with a higher probability of no sexual activity. Infertility (OR 0.56, 95% CI 0.34, 

0.92) and being unhappy with the partnership (OR 0.19, 95% CI 0.07, 0.49) were 

associated with a higher probability of sexual activity. Age, parity, time to diagnosis, chronic 

pelvic pain and dysmenorrhea showed no association with sexual activity.  

 

                  



Discussion 

Whether affected by endometriosis or not, the majority of the study participants estimated 

sexual activity as an important component of a fulfilling life. Similar findings are reported in 

the context of other chronic illnesses (Basson, 2010), highlighting the importance of sexuality 

regardless of the health status. In our study 42.3% of endometriosis-affected women 

reported the frequency of their sexual activities to be less than desired, which is surprising, 

as endometriosis is often accompanied by sexual dysfunction including lack of sexual desire 

(Montanari et al., 2013) and reduced arousal or lubrication (Jia et al., 2013). Women with 

endometriosis do not report avoiding the initiation of sexual contacts even if possibly 

accompanied by pain. This may be due to a desire for intimacy, a desire for meeting 

anticipated expectations of the partner, or a reluctance to allow endometriosis to affect 

another aspect of their life (Denny and Mann, 2007).  

Overall, women with endometriosis were less sexually active than women in the control 

group. Data regarding frequencies of specific sexual activities, we revealed that women with 

endometriosis engaged less often in petting/foreplay and vaginal sexual intercourse (Ferrero 

et al., 2005; Montanari et al., 2013). However, they exhibit no difference in either 

masturbation or reciprocal masturbation when compared to women without endometriosis. 

Likewise, frequencies of oral sex were similar among the control and endometriosis group, in 

accordance with the findings of previous studies (Leichliter et al., 2007). Dyspareunia as a 

frequent symptom of endometriosis (Ferrero et al., 2005; Montanari et al., 2013; Pluchino et 

al., 2016) likely explained the reduced frequency of sexual activities, as reported by previous 

studies (Denny and Mann, 2007; Laumann et al., 1999), but women with endometriosis seem 

not to compensate by other pain-free sexual options. However, it is worth noting that sexual 

activity depends not only on dyspareunia but is determined by a complex network of 

personal, social and situational factors. Psychiatric comorbidities, such as depression and 

anxiety are more prevalent in women with endometriosis and are known to negatively 

influence frequency of sexual activity (Laganà et al., 2017). Furthermore, the specific 

                  



localisation of endometrial lesions eg. infiltration of the rectovaginal septum, or advanced 

stages of the disease, can negatively influence sexuality (Cozzolino et al., 2018). 

 

In agreement with previous literature, neither dysmenorrhea nor general or specific pelvic 

chronic pain showed any association with the frequency of sexual activity (Montanari et al., 

2013), although endometriosis-associated pain is a very frequent symptom reported in our 

and other studies (Allen and Goldberg, 2009; Pluchino et al., 2016; Barbara et al., 2017). As 

dysmenorrhea occurs within a limited timeframe, penetrative sexual activity can be avoided 

during this period and often is, because the bleeding may be perceived as unpleasant (Allen 

and Goldberg, 2009). In contrast, the negative impact of pain apart from menstruation is 

harder to avoid. As we asked explicitly about dyspareunia and dysmenorrhea, women may 

additionally have reported only chronic pain unrelated to genital organs; which could explain 

the lack of an association with sexuality. Otherwise, a higher pain tolerance, a higher rating 

of the importance of sexual activity, or neglecting pain to meet anticipated/real sexual 

expectations of the partner may explain this observation. In agreement with other research 

we found infertility to be positively associated with sexual activity (Whelan, 2007). However, it 

may also be associated with poor sexual function and avoidance of intercourse (Wischmann, 

2010).  

 

To adapt sexual activities to the specific needs resulting from endometriosis-associated 

dyspareunia, increasing the frequency og pain free sexual activities or using alternative 

positions in vaginal sexual intercourse (Denny and Mann, 2007) may present valuable 

options. However, identifying and discussing sexual needs is nowadays still difficult for 

couples as well as for health care professionals (Donato et al., 2014; Fritzer et al., 2013; 

Lindau et al., 2011).  

Endometriosis-specific medical and surgical therapies may reduce dyspareunia and 

consequently improve sexual function, however hormonal treatment may interfere with 

sexual desire (Caruso et al., 2016; Farthmann et al., 2016; Pluchino et al., 2016; Vercellini et 

                  



al., 2003; Vitale et al., 2016). Following this discussion, the improvement of sexual activity in 

women with endometriosis includes established endometriosis-specific surgical and medical 

treatment (carefully out-wheighting beneficial and undesired effects) as well as counselling 

on behavioural strategies. We therefore encourage health-care providers to address 

sexuality and make use of current research. when treating endometriosis. A multidisciplinary 

approach including gynaecologists, fertility specialists, sexologists and psychotherapists 

should be offered to provide best possible support (La Rosa et al., 2019). Future studies 

should address effects of such support on sexuality in couples dealing with endometriosis.  

 

The distinctive quality of this study stems from the high number of women recruited in 

different clinical settings and the pair-matching of women with and without endometriosis all 

providing differentiated sexuality-specific and endometriosis-specific information. Potential 

sources of bias may include participant self-selection, as all women had to have the 

necessary resources (time, language) and the willingness to talk about intimate aspects of 

life. The lack of these resources represents the main reason for sample attrition. The return 

rate in the control group was almost half that of the case group. This may reflect a greater 

willingness of endometriosis-affected women to contribute to collecting endometriosis-

specific data. Otherwise, it may reflect a selection among control women with special 

attitudes or concerns towards sexuality. All diagnoses of endometriosis were histologically 

confirmed. As endometriosis may also be asymptomatic, we cannot exclude that some of the 

control women had endometriosis, which would result in underestimation of our findings. 

Although we evaluated psychiatric comorbidities, their prevalence especially in the control 

group was not sufficiently high to provide reliable data on the associations between 

endometriosis, psychiatric disorders and sexual activity. All women were recruited in 

comparable countries in terms of access to health care and standard of living, so that results 

cannot be generalized. Also, we focused on heterosexual couples.  

The use of established, validated questionnaires made it possible for respondents to answer 

personal questions in a private environment. With a Cronbach’s alpha of 0.63 and 0.68 the 

                  



internal consistency of the selected questions is rather limited. However, we considered the 

selection of questions from an international validated questionnaire as the best option to gain 

an insight into the aspects of sexuality in women with endometriosis we wanted to explore. 

The purpose of this work was to focus on differences in frequencies as well as types of 

sexual activities and their association with endometriosis related symptoms, e.g. our results 

do not provide a fully comprehensive analysis of sexuality and sexual disorders. 

 

Conclusion 

Motivation and interest in sexual activity are similar in control women and women affected by 

endometriosis, but women with endometriosis desire higher levels of sexual activity. Women 

with endometriosis have lower frequencies of petting/foreplay and vaginal sexual intercourse 

in comparison to the control group what is associated with dyspareunia. Currently, valuable 

resources to help expand the options for pain-free fulfilling sexual activities are not accessed. 

Women with endometriosis could benefit from sexual counselling, which should ideally be 

offered by a multidisciplinary team. 
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Table 1a: Demographic characteristics and pain symptoms in women with 

endometriosis and control women.  

 Endometriosis 

women 

n = 565 

Control  

women 

n = 565 

p value 

Age 

(years  SD) 

n = 565 

38.01  0.3 

n = 565 

37.57  0.38 

0.783 

BMI  

(mean  SD) 

n = 562 

23  0.182 

n = 556 

22.9  0.174 

0.709 

 

Ethnicity   0.089 

Caucasian 89.7% (507/565) 86.5% (487/563)  

Education   0.190 

Secondary education 

Apprenticeship 

Post graduated 

Other 

27.3% (142/520) 

32.1% (167/520) 

37.9% (197/520) 

2.7% (14/520) 

29.4% (159/541) 

30.3% (164/541) 

36.4% (197/541) 

3.9% (21/541) 

 

Civil state    0.344 

                  



Partnership 

Single 

82.7% (467/565) 

17.3% (98/565) 

80.5% (450/559) 

19.5% (109/559) 

 

Duration of partnership   0.159 

< 1 year 

1 to 3 years 

3 to 7 years 

7 to > 15 years 

No partnership 

5.9% (33/473) 

8.4% (47/473) 

21.5% (120/473) 

49% (273/473) 

15.2% (84/473) 

6.8% (36/443) 

11.5% (61/443) 

16.7% (89/443) 

48.3% (257/443) 

16.7% (89/443) 

 

Parity   < 0.001 

0 

1 

2 

> 2 

69.2% (361/522) 

17.8% (93/522) 

10.3% (54/522) 

2.7% (14/522) 

48.9% (262/536) 

16.2% (87/536) 

25.4% (136/536) 

9.5% (65/536) 

 

 

 

 

Medical history    

Malignant tumor 1.1% (6/541) 1.6% (9/548) 0.450 

Epilepsy 0.7% (4/541) 0.4% (2/548) 0.404 

Stroke 0.9% (5/541) 0.2% (1/548) 0.098 

Rheumatological disease 9.1% (49/541) 5.8% (32/548) 0.043 

Osteoporosis 3.0% (16/541) 0.7% (4/548) 0.006 

HIV/ AIDS 0.6% (3/541) 0.4% (2/548) 0.644 

Psychiatric treatment 

because of: 

24.8% (132/533) 12.0% (66/548) <0.001 

Eating disorder 

Depression 

Anxiety 

Schizophrenia/psychosis 

Obs.-compuls. disorder  

Addiction 

2.6% (13/507) 

15% (76/507) 

7.9% (40/507) 

0.4% (2/507) 

1% (5/507) 

0.8% (4/507) 

1.5% (7/465) 

5.8% (27/465) 

2.2% (10/465) 

0.2% (1/465) 

0.2% (1/465) 

0.2% (1/465) 

0.245 

<0.001 

<0.001 

0.614 

0.125 

0.212 

Dysmenorrhea       0.001 

Never 

Not currently 

Yes  

6.7% (37/550) 

28.9% (159/550) 

64.4% (354/550) 

29.1% (156/536) 

41.1% (222/536) 

29.5% (158/536) 

 

Dyspareunia     0.001 

                  



Never/very rarely 

Rarely 

Sometimes  

Usually/almost always 

Pain intensity (VAS score) 

34.8% (178/511) 

12.5% (64/511) 

33.9% (173/511) 

18.8% (96/511) 

4.6 ± 0.12 

70.7% (367/520) 

11.3% (59/520) 

13.8% (72/520) 

4.2% (22/520) 

3.3 ± 0.14 

 

 

 

 

< 0.001 

Chronic pain (general)    0.001 

Yes 56.3% (316/561) 13.1% (72/550)  

Pain intensity (VAS score) 4.7 ± 2.44   

Infertility    0.001 

   Yes 64.5% (225/349) 26.2% (86/328)  

Note: Values presented as mean  SD or % (n/total). 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
Table 2a: Qualitative analysis of sexual activites of women with endometrosis and 

control women 

 Endometriosis 

women 

n = 565 

Control  

women 

n = 565 

p value 

Current partner 

Yes 

 

82.7% (467/548) 

 

80.5% (450/559) 

0.344 

Sexul activity during the last month < 0.001 

Yes 69,1% (372/538) 77.8% (416/535)   

   Importance of sexuality for quality of life  0.041 

Very high 

High 

Low 

Very low  

14.7% (79/537) 

52.5% (282/537) 

25% (134/537) 

7.8% (42/537) 

11.6% (62/535) 

57.4% (307/535) 

25.8% (138/535) 

5.2% (28/535) 

 

 

 

                  



   Perception of  frequency of sexual contacts < 0.001 

Adequate 

To low 

To high 

No partner 

40.1% (203/506) 

42.3% (214/506) 

5.1% (26/506) 

12.5% (63/506) 

52.4% (267/509) 

30.5% (155/509) 

3.7% (19/509) 

13.4% (68/509) 

 

 

 

   Initiation of sexual contacts 0.291 

Male 

Female 

Both 

38.2% (147/385) 

8,6% (33/385) 

53.2% (205/385)  

35.6% (144/385) 

11.9% (48/385) 

52.5% (212/385) 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 2b: Quantitative analysis (frequencies) of sexual activity of women with 
endometriosis and control women 
 

 Endometriosis 

women 

n = 565 

Control  

women 

n = 565 

p value 

   Kissing    0.381 

once daily 52.2% (271/519) 49.6% (257/518)  

   Masturbation   0.939 

Yes 69,1% (372/538) 77.8% (416/535)   

Never 

Sometimes/month 

Sometimes/week 

51.2% (263/514) 

33.1% (170/514) 

15.8% (81/514) 

50.1% (257/513) 

31% (159/513) 

18.9% (97/513) 

 

   Reciprocal masturbation  0.700 

Never 60.6% (308/508) 57.4% (292/509)  

                  



Sometimes/month 

Sometimes/week 

23.4% (119/508) 

16% (81/508) 

27.3% (139/509) 

15.3% (78/509) 

   Petting and foreplay 0.003 

Never 

Sometimes/month 

Sometimes/week 

31.3% (160/513) 

29.7% (152/513) 

39% (201/513) 

26.6% (135/508) 

30.5% (155/508) 

42.9% (218/508) 

 

   Oral sex  0.544 

Never 

Sometimes/month 

Sometimes/week 

54.1% (276/511) 

27.3% (139/511) 

18.8% (96/511) 

49.6% (254/512) 

30.7% (157/512) 

19.7% (101/512) 

 

   Vaginal sexual intercourse 0.021 

Never 

Sometimes/month 

Sometimes/week 

28.3% (160/518) 

25.7% (145/518) 

41.1% (213/518) 

23.3% (120/516) 

29.8% (154/516) 

46.9% (242/516) 

 

   Anal sex  0.713 

Never 92.5% (470/508) 92.7% (469/506)  

   Time spent on foreplay 0.608 

      <1-10 min 

      11-20 min 

      21-30 min 

      >30 min 

41.8% (200/478) 

39.7% (190/478) 

15.3% (73/478) 

3.2% (15/478) 

43.8% (212/484) 

39% (189/484) 

13% (63/484) 

4.1% (20/ 484) 

 

   Time spent on sexual intercourse till male partner's orgasm 0.681 

      <1-2 min 

      3-4 min 

      5-7 min 

      8-10 min 

      11-15 min 

      >15 min 

7.5% (35/476) 

16.7% /78/476) 

22.9% (107/476) 

19.1% (89/476) 

19.9% (93/476) 

13.9% (65/476) 

7.7% (36/466) 

16.1% (75/466) 

25.8% (120/466) 

22.7% (106/466) 

15.5% (72/466) 

12.2% (57/466) 

 

Note: Values presented as mean  SD or % (n/total) 
 
  

                  



Table 3: Univariate logisitc regression analysis of the association among sexual 

activity during the last month, selected demographic and clinical data as well as pain 

symptoms for endometriosis-affected women.  

 OR 95% CI  

Age, n = 565, RC = 18-25 years   

25-35 years 

35-45 years 

45-60 years 

0.7 

0.75 

0.86 

0.26, 1.98 

0.42, 1.31 

0.51, 1.45 

Civil status, n = 565, RC = partnership   

single 11.59 6.64, 20.24 

Partnership duration, n = 354, RC = < 1 year 

> 1 year 1.2 1.02, 1.47 

Parity, n = 522, RC = 0    

1 

2 

0.72 

0.80 

0.18, 2.79 

0.19, 3.28 

Happiness with partnership, n = 352, RC = happy 

rather unhappy 

unhappy 

0.19 

0.65 

0.07, 0.49 

0.21, 2.0 

Time since diagnosis of endometriosis, n = 565, RC = < year 

1-3 years 

3-5 years 

>5 

0.92 

0.59 

0.55 

0.57,1.49 

0.35, 1.01 

0.30, 1.02 

Depression, n = 523, RC = no 

yes 1.93 1.20, 3.11 

Dysmenorrhea, n = 522, RC = never 

not currently 

yes  

0.96 

0.92 

0.43, 2.14 

0.44, 2.00 

Dyspareunia, n = 503, RC = never 

very rarely/rarely 

sometimes 

usually/almost always 

0.49 

1.34 

2.42 

0.24, 0.95 

0.73, 2.45 

1.26, 4.63 

Chronic pain (general) n = 535, RC = no 

yes 1.35 0.93, 1.96 

Chronic pelvic pain, n = 274, RC = no 

yes 1.04 0.25, 4.26 

                  



Note: RC = reference category, OR = Odds ratios, CI = Confidence interval 

 
 
 

Infertility, n = 338, RC = no    

yes 0.56 0.34, 0.92 
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