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Abstract 

Endometriosis (E) is a chronic, benign, estrogen-dependent inflammatory disease affecting approximately 10% of reproductive age 

women and 35–50% of women with infertility and pelvic pain (PP). It is defined as the presence of endometrial like tissue (glands and 

stroma) outside the uterus, which induces a chronic inflammatory reaction, scar tissue, and adhesions that may distort a woman’s 

anatomy of the pelvis.  

Association between (E) and (CPP) is suggested by the observation that among women who undergo laparoscopy, (E) is found in 1/3 

who undergo surgery for (CPP). This is an evidence based narrative review conducted by searching Medline up to (2017) and other 

online articles from PubMed, by using terms like (E), quality of life, Chronic pelvic pain, pain scales and psychology. This reviw 

concluded that Experiencing endometriosis symptoms is associated with lower health-related quality of life (HRQL). Importantly, as 

symptom severity and number of symptoms increase, HRQL further deteriorates. 
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Introduction 

Endometriosis (E) is a chronic, benign, estrogen-dependent 

inflammatory disease affecting approximately 10% of 

reproductive age women and 35–50% of women with infertility 

and pelvic pain (PP) [1]. 

A debilitating disease with symptoms of dysmenorrhea, 

dyspareunia, and chronic pain in the pelvis (CPP) [2]. It is defined 

as the presence of endometrial like tissue (glands and stroma) 

outside the uterus, which induces a chronic inflammatory 

reaction, scar tissue, and adhesions that may distort a woman’s 

anatomy of the pelvis [3]. This associated symptoms can impact 

the patient’s general physical, mental, and social well-being [3]. It 

is estimated to occur in roughly 6–10% of females [4]. It is most 

common in those in their thirties and forties; however, can begin 

in girls as early as 8 years [5]. 

Visible manifestations of (E) are whitish plaques in peritoneum. 

Foci of endometrial tissue are small subserosal nodules with a 

brown appearance on gross examination; termed powder burns, 

they are seen on laparoscopy. After that, the repeated 

hemorrhaging can produce extensive fibrosis surrounding the 

endometrial tissue, which can result in adhesions to adnexal 

structures or to bowel and can obliterate cul-de-sac of the pelvis 
[6]. 

Association between (E) and (CPP) is suggested by the 

observation that among women who undergo laparoscopy, (E) is 

found in 1/3 who undergo surgery for (CPP) [7]. 

Typical (E) is triad (dyspareunia, dysmenorrhea and infertility) 

has a direct impact on the lives of women in different areas,  

whether social, physical or psychological impact [8]. 

Given the range of factors triggered by (endo.), it must examine 

the quality of life (QL) of the women affected, how the symptoms 

of the disease have impacted their daily life. 

Because of the great repercussion of (E) on different aspects of 

life and health of women, it is necessary to understand the 

confrontation mechanisms of the disease for patients as well as 

the impact on the quality of their lives. This can determine the 

improvement of care and the quality of humanization addressed 

to women from diagnosis to management [9, 10]. The purpose of 

this review, therefore, is to summarize the translational 

research that has recently exploded on this issue (E) pain and 

(QL) also effect on social relations and psychological well-being 

and to identify future directions. 

 

Methods 

Search Strategy and Selection Criteria Initially searched 

“Pubmed, and Medline” for relevant literature using the terms 

“endometriosis”, “quality of life”, “Chronic pelvic pain”, “ pain 

scales” and “psychology” It included observational, retrospective 

and prospective studies, controlled clinical trials and RCTs; 

comparative or non-comparative studies, multicenter and single-

center studies were all included. for studies published up to 2017. 

Although those papers provided the basis for this review, for 

detailed understanding of the topic the review extended the 

search to much older yet frequently referred articles.  
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Results 

(QL) among (E) women Women form the most important 

fundamentals of a society’s health and hygiene; however, they 

face many various crises and problems throughout their lives that 

can critically affect the general hygiene of the community [11]. 

The (E) is one of the prevalent diseases highly affect women’s 

(QL) during childbearing ages. Eighty nine million women of 

reproductive ages suffer from (E), but the true extent of (E) has 

remained unknown [12]. 

The (E) can cause side effects such as severe pelvic pain, painful 

intercourses, abnormal uterine bleeding, painful menstruation, 

and decreased fertility. This can negatively affect women’s 

ability to work and have familial relations, and reduce their self-

confidence [13]. Also, it frequently brings the patients to the 

medical centers. One of the most common proplems of (E) is 

dysmenorrhea. The prevalence of dysmenorrhea varies from 18 

to 81 percent depending on the measuring scale [14, 15]. 

 In addition French reported that the dysmenorrhea not only as 

one of the common problems during the childbearing ages that 

force women to take days off work, but also emphasizes the 

necessity of utilizing methods to remove this symptom [16]. 

Barnard defines the (E) pain as a much more persistent pain along 

with cramps or pelvic pains in the beginning or near the end of 

pain episode [17]. A qualitative study by Denny concerning 

women suffering from (E), it is stated that women have used 

words such as extremely severe, killing, and unbearable to 

describe that pain [18]. Since there is no effective cure for (E), the 

medical and surgical treatments are more considered to achieve 

pregnancy, reduce the symptoms, and prevent the disease 

complications [19]. (E) and pain The main symptoms of(E) is pain. 

There are classically three types of pain related to (E): 

dysmenorrhea, deep dyspareunia and non-menstrual chronic 

pelvic pain. Firstly Dysmenorrhea is pelvic pain associated with 

menstrual bleeding, while deep 

dyspareunia is pelvic pain during deep sexual penetration both 

present with repeated acute pain attacks. Chronic pelvic pain has 

been defined as non-menstrual pelvic pain of more than 6 months 

duration that is severe enough to cause functional disability or 

require medical or surgical intervention [20].  

Definition of Chronic pelvic pain may be more specified and 

some authors exclude severe dysmenorrhea and deep 

dyspareunia, but other experts recommend a wider definition that 

includes severe dysmenorrhea, deep dyspareunia and all 

other painful symptoms. Difficulty lies not only in the definition 

of the type of pain related to (E) but also in the evaluation of this 

pain. The Pain is a subjective and complex experience, the 

understanding of which requires a good description of its 

individual characteristics for each woman [20]. 

The non-menstrual chronic pelvic pain may persist for 

much of the month or only during specific times, such as at 

ovulation. Some women have additional painful symptoms such 

as, dyschezia and dysuria other chronic musculoskeletal 

conditions. All these pain symptoms and their chronicity, patterns 

in relation to the menstrual cycle and association with other types 

of visceral pain, ultimately reflect changing actions of the central 

nervous system [21]. 

The definitive criteria determining which, if any, (E) lesions 

cause pain symptoms are lacking. In carefully documented 

studies, location and extent of lesions bear little relation to 

location or amount of pain a woman experiences [22]. Problems 

with pain assessments The classification system of (E) 

documents surgical findings, but is not useful for predicting 

outcomes related to infertility or pain for three causes. 1st, pain 

information is not noted on the form and thus comparison 

between pain location and lesion location is inconsistently 

documented. 2nd, most clinical studies of pain and (E)summarize 

the American Society for Reproductive Medicine classification 

as a measure of disease extent, but do not provide details about 

lesion extent. 3rd, change in (E) score has been used to assess 

treatment effect with the assumption, but no evidence, that lesion 

score correlates with the score of pain [20]. 

Clinicians are often perplexed when setting up a trial on (E) 

as to how to adequately assess (E)-related pain. In order to clarify 

this point the objective is to identify pain used in clinical (E) 

studies, for follow up treatment of (E) related pain.  Pain scales 

Visual analog scale. The visual analog scale was used most 

frequently, with a total of 167 publications identified. The visual 

analog scale consists of a 10 cm long horizontal line with its 

extremes marked as ‘no pain’ and ‘worst pain imaginable’ (Fig. 

1). Every patient ticks her pain level on the line and the distance 

from ‘no pain’ on the extreme left to the tick mark is measured in 

millimeters yielding a pain score from 0 to 100. This scale can be 

used for each type of pain, namely dysmenorrhea, dyspareunia, 

chronic pelvic pain and dyschesia. This self-report of pain is 

considered as the ‘gold standard’ of pain assessment [23]. 

 

 
  

Fig 1: Visual analog scale, NRS (numeric rating scale) and VRS 

(verbal rating scale). 
 

Numerical rating scale. A total of 33 publications were found to 

have used it. Numerical Rating Scale is a segmented numerical 

version of the Visual analog scale in which a respondent selects 

a whole number (0–10) that best reflects the intensity of the pain. 

The common format is a horizontal bar or line. As the Visual 

analog scale, the NRS is anchored by terms describing pain 

severity extremes. This scale can also be used for each type of 

pain [24]. Verbal rating scales. A total of 48 publications were 

found to have used Verbal Rating Scales. Verbal Rating Scales 

use categories to differentiate pain intensity. Wide variability of 

terms used to describe each category and the rating may be 

divided into four (0–3) or six (0–5) categories. Patients score their 

pain intensity from absent (0) to severe (3) or from none (0) to 

very severe (5) [25].  

Other scales B&B score, McGill Pain Questionnaire, and 

research and Milsom’s scale, Detailed questionnaire of 

dysmenorrhea, Endometriosis pain and bleeding diary and 

Modified Brief Pain inventory-short form An implications of (E) 

– related pain treatments There are three types of treatment 

alleviate pain in women with (endo.): non-steroidal anti-
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inflammatory drugs and other analgesics, hormonal agents and 

surgical treatment. There is fact that non-steroidal anti-

inflammatory alleviate pain in some women suggests that (E) 

increases pro-inflammatory agents that, in turn, contribute to 

pain. Although much is known about how these agents affect 

lesions little is known about how pro-inflammatory factors 

contribute to pain symptoms other than the consensus that their 

release into peritoneal fluid could activate nearby sensory fibers, 

thereby eliciting pain [26]. 

Also other factors are likely involved because non-steroidal anti-

inflammatory drugs are often ineffective, even when combined 

with surgical removal of (E) or hormonal treatment [27]. 

How hormones exert their effects on pain in (E) is poorly 

understood. For example, whereas ‘progesterone resistance’ may 

be important in the development of (E), whether (E) associated 

pain stems from ‘progesterone resistance’ is unknown. In 

addition, hormonal treatments do not alleviate pain in all women 

with the disease [28].  

There is fact that surgical removal or destruction of lesions 

alleviates pain in some patients indicates that lesions contribute 

to pain, but how they do so is poorly understood. 1st, seemingly 

complete surgical removal fails to alleviate pain for at least a year 

in up to half of carefully selected diseased women. 2nd, diseased 

women whose pain was alleviated by surgically treating lesions, 

pain often returns, sometimes without evidence of new (E). 3rd, 

the severity of pain symptoms does not correlate with extent of 

lesions. 4th, diseased women with the least amount of lesions,, 

appear more likely to re-experience pain soon after surgical 

treatment. Thus, pain symptoms experienced by those with few 

lesions may reflect a remodeling of the central nervous system 

that is not affected by removing those lesions. 5th, absence of 

tissue diagnosis, especially with minimal or mild (E), it is 

unknown whether these women have (E) and, thus, whether their 

potential lesions contribute to their pain level. 6th, as surgery of 

(E) is likely operator-dependent, not only may some surgeons be 

more skilled in completely removing lesions, but skill in 

recognizing variable lesion appearance that may different. 7th, 

some lesions are associated with pain more than others, such as 

deep infiltrating disease versus (E) of the ovaries (29). (E) 

Related symptoms and psychological well-being Psychology is 

the science of behavior and mind, including 

conscious and unconscious phenomena, as well as feeling 

and thought. It is an academic discipline of immense scope and 

diverse interests that, when taken together, seek an understanding 

of the emergent properties of brains, and all the variety 

of epiphenomena they manifest. 

Psychological factors can impact the multidimensional 

experience of pain by serving to decrease or increase the 

subjective perception of pain and adjustment to ongoing pain-

related disability. Affective factors usually include more negative 

emotions, such as depression, pain-related anxiety, and anger. 

Cognitive factors include catastrophizing, fear, helplessness, 

decreased self-efficacy, pain coping, readiness to change, and 

acceptance.  

(Endo.) Is associated with chronic pain (CP), and there is a wealth 

of research into the psychology of pain. It is generally accepted 

that psychology influences how we perceive pain. 

(CP) significantly predicts onset of new depression, and 

depression significantly predicts onset of new (CP) and other 

medical complaints. The prevalence estimates of major 

depression in (CP) vary from 5% to 87%. In general, most 

systematic reviews on the relationship between pain and 

depression suggest that (CP) precedes depression. 

Also depression, anxiety related to pain is an important factor 

involved in maladaptive responses, behavioral interference, and 

affective distress and is closely related to avoidance activities, 

which promote ongoing pain. Pain beliefs (pain-related fear and 

self-efficacy), anger, and passive coping are important affective 

factors and contribute to maladaptive behaviors. The prevalence 

of anxiety disorders in (CP) is 18% to 21% (30). 

Recently psychology has begun to be included in an 

understanding of health. Based on what we already know from 

psychology, we can make some guesses about its role in (E). 

(E) have an effect on fertility. Infertility has psychological effects 

in terms of anxiety and stress, depression and self-esteem. Many 

women with (E) must cope with infertility as well as the (E) itself. 

The impotence can affect feelings of masculinity and sexual 

identity for men. Because (E) can cause dyspareunia, women 

with the disease may have to cope with lack of sex or sexual 

pleasure. All this have significant effects on women’s feelings of 

her femininity. 

All of the aspects of psychology which are involved in any 

illness, (E) conceder a unique set of possible psychological issues 

to be taken into account in our understanding of the disease. 

Health Psychology suggests that we should think about human 

beings as complex systems, and that health and illness should not 

be viewed as having a single causal factor (31). 

Experiencing endometriosis symptoms is associated with lower 

health-related quality of life (HRQL). Importantly, as symptom 

severity and number of symptoms increase, HRQL further 

deteriorates [32]. 

 

Discussion 

Recently, there has been growing interest on the effect 

of(E) in HRQL. Women are increasingly willing to be informed 

of the treatment options and decide on how best to adapt to their 

requirements. The qualitative studies have shown that symptoms 

of (E) have substantial impact on the physical, emotional and 

social well-being of patients that were affected during the most 

their productive years [33]. 

Pain can be cyclical or chronic, and often disabling, 

presenting itself as the most pronounced complaint having an 

impact on every aspect of daily life, like sleeping, eating or 

moving. Evaluate the complaint isolated pain in patients with (E) 

is difficult to assess in women with (E), as the site of the disease 

and the type of pain are variable and generate numerous questions 

and daily graded recitations of how trustworthy are in the final 
[34, 35]. The intensity of symptoms is directly related to the size and 

location of outbreaks and the disease stage. The intensity of pain 

associated with (E) occurs not only due to 

the staging of the disease but also because of the symptoms 

manifesting time, and may be influenced by other variables 

such as psychosocial factors [34]. Dyspareunia may originate from 

pressure on the endometrial nodules embedded in fibrotic tissue, 

traction scars, inelastic parametrium and immobilization of 

posterior uterine pelvic structures. Women with (E) have reported 

having less sex and more frequent interruption of intercourse due 
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to pain. 50% of the women reported continue to suffer from 

dyspareunia, with significant effect on QL [33].  

The existence of symptomatic (E) has physical, mental and 

adverse impact on the social well-being and thus has a negative 

effect on HRQL. The impact includes the areas on fertility, 

sexuality, ability to work and maintain personal relationships 

intact [36]. 

The reduction in QL in this population may be explained by the 

complexity of the etiology and manifestations of the disease; non-

responsiveness of some patients to interventions; pain as a major 

complain [37]. 

The managements that only aims to eradicate the underlying 

condition is not sufficient. Also seeking to improve the QL of 

these women, medical care should also address the emotional, 

sexual and social problems that come with the (E). So in addition 

to continued improvement of surgical and medical therapy 

techniques, future directions of treatment should also include 

teaching patients how to deal with chronic pelvic pain, to explore 

ways to have sexual intercourse without pain and to teach patients 

to strengthen relations with its partners and friends so that they 

are in solidarity in dealing with the (E) [38].  

Treatment of post-diagnostic healthcare needs to be more 

holistic. This should be clarified by an understanding of the 

multidimensional (E) impact and supported by a bio psychosocial 

approach that includes emotional support, stress reduction, social 

support, coping strategies, psychosexual treatment and focus on 

QL issues, sex and relationships, control of pain and career 

counseling [39].  

 

Conclusions 

(E) Affects the everyday lives of women, hindering their daily 

activities, in personal relationships, and interferes with the 

reproductive capacity. Therefore, to improve the QL of the 

woman who has (E), it is first necessary to understand the patients 

according to their clinical condition, and which appropriate 

management she should undergo, Experiencing (E) symptoms is 

associated with lower HRQL and psychological well-being. 

Importantly, as symptom severity and number of symptoms 

increase, HRQL further deteriorates which is markedly affect 

patient psychology. 
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