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 Abstract
 Objectives. The objective of this study was to 
assess the impact of endometriosis on the quality of life. 
 Patients and methods. Study group of 205 
women, aged between 18-45 years old, hospitalized in the 
“Cuza-Voda” Hospital of Iasi, between 2013-2015. We used 
the Fertility Problem Inventory, the Endometriosis Health 
Profile and the Beck Depression Inventory. 
 Results. We first realized a descriptive analyses 
of patients’ health related quality of life - 60% of women 
reported higher infertility distress associated with relationship 
issues caused by difficulties to conceive. The descriptive 
analysis over the quality of life in patients with endometriosis 
suggests that the high level of stress related factors, are: the 
loss over the control of the symptoms, dyspareunia and 
altered emotional status. Regarding the sexual aspect of life, 
almost a quarter of the women complained about an altered 
sexual status, due to both fear of failing in conceiving and 
dyspareunia caused by the endometriosis. The descriptive 
analysis over the infertility related stress suggests that the 
factors associated with a high level of stress are: sadness, 
pessimism, feeling of failure, irritability, lack of confidence, 
self-hatred and fatigue. 
 Conclusions. Patients with endometriosis are 
dealing daily with a large spectrum of symptoms, including 
pain, dyspareunia, emotional instability and high levels of 
stress, which have a negative impact upon the quality of life, 
by lowering it on different levels. Also, within the present 
study we showed a significant presence of high infertility 
stress in patients of all ages that lead to depression and social 
anxiety. 

 Key words: endometriosis, infertility, patient 
questionnaire, psychological involvement, quality of life.

INTRODUCTION

 Endometriosis (EM) is a condition 
characterised by the implantation of endometrial 
stroma and glands outside the uterus, mainly on the 

ovaries and peritoneum (1-3), by this, inducing a 
chronic inflammatory reaction. What exactly triggers 
this process is not fully known and understood until 
this point, in spite all the years of research regarding the 
matter, endometriosis being still considered a “disease 
of theories”. Even that a remarkable number of studies 
have been investigating this topic, there is no known 
explanation that can provide an exact pathophysiologic 
pathway of the illness or sufficient evidence for why 
this disease is associated with infertility (4-6).
 EM is considered being amongst the most 
frequently encountered diseases in women of 
reproductive age, having a major impact upon all the 
aspects of the patient’s life (4, 7). 
 The incidence of EM is rising, it's values 
at this moment being around 2% of the general 
population, representing a major cause of infertility, 
chronic pelvic pain, dyspareunia and dysmenorrhea. 
This disease affects 7-15% of women of reproductive 
age, accounting for 25-30% of cases of infertility, with 
an important social impact (3, 8). 
 The health status is directly correlated with 
the quality of life in a multidimensional concept that 
implies physical, psychological and social aspects of 
life, and the reports of these with the disease and its 
treatment.
 One of the best methods to prevent the suffering 
of the patients is an early diagnosis that would improve 
the management of the disease and thus the quality of 
life. However, there are various reasons that can delay 
the diagnosis, and, by that, reaching an unfavourable 
outcome (9).
 The EM symptom spectrum includes chronic 
pelvic pain, dyspareunia and infertility, disorders that 
can have a significant impact upon the patients, in 
terms of quality of life (QoL) (8).
 The aim of the study is to explore some of 
the psychological reactions associated to EM and 
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depression. We hypothesise that women with EM will 
show high levels of stress because of their infertility 
problems. We also expect that a lower quality of life 
and higher infertility stress will correlate with a higher 
frequency of depressive symptoms. 

PATIENTS AND METHODS

 We conducted a cross-sectional study that 
included a group of 205 women hospitalized in the 
“Cuza-Voda” University Hospital of Iasi, between 
2014-2015. The inclusion criteria were: women aged 
between 18-42 years diagnosed with endometriosis-
caused infertility, thus the failure to achieve a clinical 
pregnancy after 12 months or more of regular 
unprotected sexual intercourse, male partner being 
excluded as cause after evaluation for infertility or 
subfertility using a variety of clinical interventions, 
also from a laboratory evaluation of semen. The study 
did not include women with infertility of other causes 
except endometriosis, body mass index >30 Kg/m2, 
neoplasia, autoimmune diseases, diabetus mellitus, 
infectious disease, pregnancy in evolution, under anti-
inflammatory or hormonal treatment, depression and 
treatment for depressive disorders, Cushing syndrome, 
Turner syndrome.  
 Every patient enrolled in the study signed a 
written informed consent. A form of the consent was 
approved by the Commission for Medical Ethics of 
the “Grigore T. Popa” University of Medicine and 
Pharmacy, Iasi. 

 Statistical methods
 The scores principle- the same questionnaire is 
applied to all the participants in the study, and a primary 
score is calculated for each patient.  In the statistical 
analysis, there were used both descriptive methods and 
analytical methods, with a threshold of significance of 
95%. The data was centralised in SPSS18.0 data bases 
and processed with the specific statistical functions: 
t-Student test, Kruskal-Wallis test.
 All patients underwent treatment with 
desogestrel, 6 months prior to surgery, which time 
coincides with the completing of the questionnaires. 
 As research tools, we used the following 
methods: 
 Fertility Problem Inventory (FPI) – Infertility 
Stress: This questionnaire was conceived to measure the 
patients’ level of stress, the faiths and attitudes regarding 
infertility. The Fertility Problem Inventory (FPI) was 
used to assess the stress caused by the infertility problems 

(10). The questionnaire has 46 items and generates 
scores on five domains associated to infertility stress: 
social concern (10 items), sexual concern (8 items), 
relationship concern (10 items), rejection of childfree 
lifestyle (8 items) and need for parenthood (10 items). 
Scores can be summed up to generate a global stress 
score.  Women were asked to assess their agreement 
to the 46 statements on a Likert scale ranging from 1 
– strongly disagree to 6 strongly agree. Higher scores 
indicate higher infertility stress. We calculated uniform 
scores by dividing the total scores by the maximum 
possible and multiplying the results by 100. The final 
scale ranges from 0 to 100;
 Endometriosis Health Profile (EHP-30) - Health 
related quality of life. The use of this questionnaire in the 
clinical trials ought to evaluate the impact and benefits 
of the medical and surgical therapeutic interventions 
upon the quality of life, in women diagnosed with EM. 
We used Endometriosis Health Profile (EHP-30) to 
measure health related quality of life in women with 
EM (11). This was the first questionnaire designed 
to measure quality of life in this selected group. The 
items and scales were developed using interviews with 
patients addressing the complex consequences of EM 
on physical, psychological and social aspects of quality 
of life. The instrument consists of a core questionnaire 
and six modular parts. The core questionnaire is relevant 
to all patients with EM and has 30 items and five scales 
measuring pain, control and powerlessness, emotional 
well-being, social support and self-image. The modular 
parts count together 23 items assessing quality of life 
in areas of work, relationship with children, sexual 
intercourse, infertility, medical profession and treatment;
 Beck Depression Inventory – Depression 
symptoms: The Beck-BDI depression inventory is a 
questionnaire that can provide valuable information over 
the existence of depression-associated manifestations 
and their severity. Beck Depression Inventory (BDI) 
is one of the most widely used measures for assessing 
depression symptoms (12). 
 All questionnaires were applied after being 
translated into Romanian and validated.
 The questionnaires were translated from English 
in to Romanian by three different translators and we 
chose the best match for each item. We pretested the 
questionnaires on a sample of 30 women and computed 
Cronbach’s Alpha for each scale and for the total scores. 
Cronbach’s Alpha scores varied between 0.50 and 0.98. 
For Beck’s Depression Inventory, we had to eliminate 
items 10 and 16 assessing sleeping and crying habits, for 
a Cronbach’s Alpha of 0.50. 
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RESULTS 

 The Skewness test (p=-0.19) suggests that the 
age distribution was homogeneous, recording a mean 
value of 35.46±2.34 years, close to the median value of 
35 years, age that we choose as a tee to apply the tests 
of signification. 
 The demographic analysis of our patients 
showed us that 85.37% of them were living in an urban 
environment, 80.48% have followed a superior cycle of 
study. 87.8% of the women were married. 82.92% of 
women were diagnosed with primary infertility due to 
endometriosis and 17.08% with secondary infertility. 
These last ones had this diagnosis founded on the fact 
that they had at least one child back home.
 In the studied group of patients, only 2.4% 
had two live-births, spontaneous, the percent of the 
nulliparous women included in the study being of 82.9%.  
81% of the women under 35 years old and 85% of those 
older than 35 years old were nulliparous (p=0.441). 
Body Mass Index (BMI) of the patients varied between 
16kg/m2 and 31.10kg/m2, 12.2% of the patients being 
overweight, 4.9% of them being diagnosed with class I 
obesity. In the under 35 years group, BMI was slightly 
smaller compared with the group of women over 35 
years old  (22.13 vs. 22.96 kg/m2; p=0.066).  
 The fertility problem inventory consisted of 
5 series of questions, each of 10 questions, divided as 
following domains: social, sexual, partner relationship, 
child-free lifestyle rejection and need of parenthood. 
 In the matter of social domain, almost half of 
the women questioned (43.9%) declared they could not 
help to compare themselves with their friends who had 
at least one child. 
 In the sexual domain, 22% of the women 
declared they felt anger if they missed a critical day 
for sexual intercourse. The stress score for the sexual 
domain varied between 18 and 30, a median value of 
22.66±2.81 being registered, representing 47.21% out 
of the maximal score of 48. Also, 47.92% of the patients 
over 35 years old compared with 46.46% of the ones 
under 35 years old, have a slightly higher stress score 
related to the sexual domain.
 Regarding the partner relationship issue, 22% 
of the women interrogated considered that their partner 
does not offer them enough support and understanding 
in the matter of the fertility problem as they would like 
to. 
 In the matter of childfree lifestyle rejection, a 
major percent of 63.3 women questioned considered 
that a couple without children could not be as happy as 

a couple with children. 
 We must take notice of the fact that 52.38% of 
the patients under 35 years old compared with 44.38% 
of those over 35 years old, had a significant higher level 
of stress, related to the child-free lifestyle (p=0.001).
 Regarding the ‘need of parenthood’ domain, 
92.7% of the women opinionated that pregnancy 
and birth are two of the most important events in a 
relationship. The same percent of women considered 
that being a parent is a much more important objective 
than having a successful career and, for a healthy 
marriage it is required for a couple to have at least one 
child. They also found it difficult to feel like a real adult 
without children of their own; 75.6% of the patients 
interviewed declared themselves frightened by a future 
without children in their life. 
 All the patients agreed that having at least one 
child is the main pursuit of their life. Also, more than 
half of the women declared that they always wanted 
to be a parent, and an impressive 100 percent of the 
women declared that they would do anything to get 
pregnant and give birth to a baby.
 The stress score for the need of parenthood 
domain varied between 32 and 46, registering a median 
value of 40.10±2.90, representing 66.83% out of the 
maximum score of 60. In the matter of age, 67.38% of 
the women under 35 years old have a slightly higher 
stress score related to the need of parenthood, compared 
with the 66.25% of the ones over 35 years old.
 Concluding, the highest scores in the matter of 
infertility are found in the need of parenthood domain 
(66.83%), respectively the social domain (50.53%), 
significantly higher compared to the sexual domain 
(47.21%), partner relationship (49.63%) or childfree 
lifestyle rejection domain (48.48%).
 The uniform FPI score varied between 43.48% 
and 63.41%, showing infertility related stress in 
52.94% of the questioned women. Depending on the 
epidemiological characteristics, the amount of stress 
generated by infertility was significantly higher in 
the women that had no children (54.66% vs. 52.59%; 
p=0.008), smokers (53.53% vs. 47.46%; p=0.001) 
and overweight or obese women (53.28% vs. 51.29%; 
p=0.011).

 The Endometriosis Health Profile (EHP)
 The endometriosis health profile was based 
on the analysis of two main domains: the quality of 
life and the EM related stress. The Quality of Life 
domain was divided into five subdomains, as follows: 
Pain, Symptoms Control, Emotion Control, Social 

P<0.05 is considered as significant
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Support and Self-Care. The Endometriosis Related 
Stress domain was divided into six subdomains: Work, 
Children Bonding, Sexual Relationship, Healthcare 
Contentment, Treatment and Fertility.
 The descriptive analysis over the quality of life 
in patients with EM suggested that the high level of 
stress related factors are: the loss over the control of the 
symptoms, pain and altered emotional status. 
 The EM stress related domain was divided 
in six sub-domains: Work, Children Bonding, Sexual 
Relationship, Healthcare Contentment, Treatment and 
Fertility.
 Synthesizing, the highest scores for the EM 
caused stress are found in the Fertility (79.39%), 
Treatment (61.46%) and Work (57.07%) subdomains, 
significantly higher compared with the Child Bonding 
(34.29%) and Healthcare Contentment (34.76%) 
subdomains (Fig. 1).
 The BECK-BDI depression inventory 
consisted of 21 questions, that evaluated the feelings of 
sadness, failure, dissatisfaction, guilt, self-punishment, 
self-hatred, pessimism, suicidal thoughts, loss of 
control, irritability, introversion, lack of confidence, 
sleep disorders, fatigue, anorexia, weight loss and 
libido loss. 
 The total BDI score varied in between 21 to 
40 showing severe depression in 98.5% of the patients 
and moderate depression in 1.5%.

DISCUSSION

 For measuring the health-related quality of 
life on women with EM, we used the Endometriosis 
Health Profile questionnaire. Various studies showed 
the appliance of this study on assessing the health-
related quality of life. Jones G. et al. showed that 
EHP questionnaire was very understandable by the 
respondents, making it suitable for measuring the 
health-related quality of life on patients with EM (13).
Analysing the data extracted from the study group, 
we consider that the results are relevant and should 
raise concern. Patients with EM are dealing daily 
with a large spectrum of symptoms, including pain, 
dyspareunia, emotional instability and high levels of 
stress, which have a negative impact upon the quality 
of life, by lowering it on different levels. 
 Fauconnier et al. suggested in their study that 
different mechanisms could be responsible for the 
pain related to EM. These mechanisms could be the 
set of the variability in perception, description and 
interpretation of the same pain experience by different 
patients. By further studying this, we ought to get to 
explain and fix the difficulties for building efficient 
questionnaires (14).
 We clearly underlined the effect of EM on 
work, with 87.8% of the women saying they feel 
guilty they are missing work or that they cannot 
complete their work duties because of their disease. 

Figure 1. Endometriosis related stress.
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The percentage is comparable with other studies that 
found a 51% of women stating that EM affected their 
work (15).
 Other studies (16) have demonstrated that 
the inability to conceive generates a high level of 
stress in infertile women, facts stated in our study 
as well. Unsuccessful fertility treatments have a big 
impact on the psychological state of these women, 
especially if they do not have the desired outcome. 
Fagervold et al. 2009 stated that 7.7% suffered from a 
broken relationship due to the disease, results that are 
comparable to our study. We estimated the percentage 
of women that had an altered relationship with their 
partner at 22%, including the ones that said they felt 
anger if they missed a critical day for conception and 
the ones that stated they don’t feel like getting enough 
support from their partner (15, 17).
 We must underline the importance of the 
sexual aspect of life and its impact over the women’s 
life. Dyspareunia, lack of desire for engaging in sexual 
intercourse, especially due the fear of not being able 
to conceive, summarize the large affected field of the 
sexual domain. Most of the times, the main concern of 
the physician is to treat the somatic symptoms of EM, as 
in pain, dyspareunia, spotting and of course, infertility. 
Literature data suggests that women with EM have 
impaired quality of life associated with their condition, 
fact that is also supported by our findings (15). As it can 
be seen, the total BDI score showed severe depression 
in 98.5% of the patients and moderate depression in 
1.5%. These are extremely alarming numbers, showing 
us that EM and the associated infertility are powerful 
triggers of depression in women. We agree that a 
further exploration of the relationship between EM and 
infertility and depression is required. More information 
is surfacing, supporting the idea that infertility, along 
with the stress and depression generated by it, ought to 
be seen as a whole and not as separate parts in matter 
of diagnosis and treatment (18).
 The main purposes of this study were on 
the one hand to better understand the physical and 
psychological needs of these patients and to offer 
them a bigger palette of options in terms of social and 
psychological support to overcome these obstacles 
and, on the other hand, to improve the therapeutic 
options available as we speak. This may prove to be 
no easy work, because as Fauconnier et al. said in their 
study, the common concept of severe dysmenorrhea 
should be expanded to “atypical cyclical pelvic pain 
syndrome”, for a better approach of the disease in a 
low prevalence population (14). 

 Within the present study, we showed a 
significant presence of high infertility stress in patients 
of all ages that lead to depression and social anxiety. 
One other note that the authors would like to make, is 
regarding the comparison between the two age groups, 
under 35 years old and over 35 years old. It is yet to 
be proven which are the external contributing factors 
that act over the 35 years old women, compared with 
the ones under 35 years old, considering that, in the 
majority cases, the women under 35 years old were 
much more affected that the ones over this age limit. 
In correlation with our results, the Centre for Disease 
Control and Prevention in the United States, reports a 
percentage of women affected by infertility, according 
to their age as follows: 11% of women aged between 
15-29 years old, 17% of women aged 30-34 years old, 
23% of women aged between 35-39 years old and 
27% of women aged 40-44 years old (18). Thus, these 
studies showed that infertility is age-dependent and 
the probability to spontaneously conceive is inversely 
proportional with age. 
 Many studies conducted on different continents 
showed that the most negative impact upon the QoL 
in patients diagnosed with endometriosis are mainly 
lack of control and the feeling of powerlessness. (13, 
19-22). Our study found the same results in matter of 
control, this symptom being cataloged as one of the 
most disturbing for the patients. We also found out 
that besides lack of control, high levels of stress were 
issued by pain and an altered emotional status.
 The physician along the patient play two 
different but intricate roles in the diagnosis and 
treatment of EM, a first step in the correct approach of 
the disease being a clearer exposure of the symptoms 
by the patient and a better understanding of them, 
by the practitioner. Infertility, both a symptom and a 
disease by itself, can have dangerous consequences 
on women, affecting them physically and mentally. 
Prescribing a treatment according to protocols does 
not necessarily mean that it suits every patient, thus 
we must take notice that not only infertility, but also 
its treatment comes with a cost in terms of stress, 
emotions and mental health (23, 24). 
 
 Study limits
 One major limitation of the study is the fact 
that we do not have a control group of women with 
infertility of other causes, thus we could not study 
the psychological impact of infertility on them. This 
happened because we included in the study only a 
specific group of women with endometriosis. For our 

Figure 1. Light microscopic micrograph of testis in control group.
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further studies, a control group will be included, for a 
more explicit comparison and a better exposure of the 
psychological influence of infertility on them. Another 
limitation of the study is that the patients included in 
the study were not observed during the period of their 
therapy, the questionnaires being applied only at the 
end of the 6 months of treatment, at the moment of 
surgery. This was due the fact that all the patients had 
an increased compliance with treatment, fact sustained 
by a very good communication between both medical 
and patient sides. If a contrary situation had happened, 
the patients would have been monitored more closely.
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