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Abstract 

Endometriosis is a chronic gynecological condition characterized by the 

presence of endometrial-like tissue outside the uterus, leading to pelvic pain, 

infertility, and a wide range of systemic symptoms. It affects an estimated 10% 

of women of reproductive age worldwide. Despite its high prevalence, 

diagnosis often remains delayed, averaging 7 to 10 years, due to symptom 

overlap with other conditions and limited awareness among healthcare 

professionals. This paper explores the clinical manifestations of endometriosis, 

diagnostic approaches, and strategies for holistic patient support. A 

multidisciplinary, patient-centered care model is emphasized, integrating 

medical, surgical, psychological, and social interventions. Recent 

advancements in imaging, biomarker research, and telehealth-based support 

systems are discussed as future directions in managing endometriosis more 

effectively. 
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INTRODUCTION 

Endometriosis is a complex, estrogen-dependent condition in which endometrial-like tissue is 

found outside the uterine cavity. It can affect various pelvic organs, including the ovaries, 

fallopian tubes, bladder, and intestines. The ectopic endometrial tissue responds to hormonal 

cycles, leading to inflammation, fibrosis, and the formation of adhesions. Endometriosis 

significantly impairs physical, psychological, and social functioning. Despite being one of the 

most common gynecological disorders, it remains underdiagnosed and under-researched 



 
 
 

14 Page 13-26 © MANTECH PUBLICATIONS 2025. All Rights Reserved 

 

International Journal of Pediatric Nursing and Gynaecology 

Volume 3, Issue 1, January-June, 2025 

 

globally. This paper examines the typical symptoms, diagnostic pathways, and comprehensive 

support strategies for patients with endometriosis. 

 

 

Figure: 1 
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SYMPTOMS OF ENDOMETRIOSIS 

Pelvic Pain 

Chronic pelvic pain is the hallmark of endometriosis and may present as: 

 Dysmenorrhea (painful periods) 

 Dyspareunia (pain during intercourse) 

 Non-cyclic pelvic pain 

 Pain during urination or bowel movements 

 

Infertility 

Approximately 30-50% of women with endometriosis experience infertility. The mechanisms 

include distorted pelvic anatomy, inflammation, and impaired ovarian function. 

 

Gastrointestinal and Urinary Symptoms 

Depending on lesion locations, patients may report: 

 Bloating 

 Diarrhea or constipation 

 Painful urination, especially during menstruation 

 Hematuria or hematochezia (in advanced cases) 

 

Systemic and Psychological Manifestations 

 Fatigue 

 Anxiety and depression 

 Poor sleep quality 

 Social withdrawal due to chronic pain 

 

DIAGNOSIS OF ENDOMETRIOSIS 

Diagnosing endometriosis is often challenging due to its varied symptoms and overlap with 

other pelvic disorders such as pelvic inflammatory disease (PID), irritable bowel syndrome 

(IBS), and interstitial cystitis. Timely and accurate diagnosis is essential for effective 

management and improved quality of life. 

 

 

 



 
 
 

16 Page 13-26 © MANTECH PUBLICATIONS 2025. All Rights Reserved 

 

International Journal of Pediatric Nursing and Gynaecology 

Volume 3, Issue 1, January-June, 2025 

 

Clinical Evaluation 

A strong clinical suspicion is the first step toward diagnosing endometriosis. 

 

Thorough History and Physical Pelvic Examination: 

Physicians begin by taking a detailed history that includes the patient's menstrual cycle 

patterns, intensity and location of pelvic pain, pain during intercourse, bowel and urinary 

symptoms, and any associated fatigue or infertility. A pelvic exam may reveal tenderness, 

nodules in the posterior fornix, or limited uterine mobility, all of which are suggestive of deep 

infiltrating endometriosis. 

 

Assessment of Pain Characteristics and Menstrual History: 

The nature of the pain is carefully examined — whether it is cyclical, chronic, or worsens 

during menstruation. Dysmenorrhea that increases over time or is unresponsive to NSAIDs is 

particularly concerning. The regularity, duration, and heaviness of periods are also assessed to 

detect abnormalities. 

 

Consideration of Family History: 

Since endometriosis has a genetic component, a family history of the disease (especially in 

first-degree relatives like mother or sister) raises the risk. This information supports early 

suspicion and investigation in symptomatic individuals. 

 

Imaging Techniques 

While imaging does not replace surgical confirmation, it plays a critical role in non-invasive 

pre-operative diagnosis. 

 

Ultrasound (Transvaginal/Abdominal): 

Transvaginal ultrasound is the first-line imaging modality, especially effective in detecting 

ovarian endometriomas (also known as “chocolate cysts”). These appear as cystic masses with 

homogeneous low-level internal echoes. However, ultrasound may miss small or superficial 

peritoneal lesions. 
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Magnetic Resonance Imaging (MRI): 

MRI offers a superior soft tissue contrast and is highly effective for diagnosing Deep 

Infiltrating Endometriosis (DIE), particularly when lesions involve the uterosacral ligaments, 

rectovaginal septum, bladder, or bowel. It is often used in complex or advanced cases and pre-

surgical mapping. 

 

Laparoscopy: 

Considered the gold standard, laparoscopy allows direct visualization of lesions, adhesions, 

and anatomical distortions. Biopsy samples can also be obtained for histological confirmation. 

Laparoscopic diagnosis can be followed by immediate surgical treatment, such as excision or 

ablation of endometrial implants, which both confirms and treats the disease simultaneously. 

 

Biomarkers and Emerging Tools 

There is a growing interest in developing non-invasive diagnostic methods that reduce the 

need for surgery. 

 

CA-125: 

CA-125 is a glycoprotein that may be elevated in patients with moderate to severe 

endometriosis, but it lacks specificity and can be elevated in other conditions like ovarian 

cancer, PID, and even menstruation. It is currently not recommended as a standalone 

diagnostic tool. 

 

Novel Biomarkers: 

Ongoing research is investigating promising non-invasive biomarkers such as microRNAs, 

cytokines, cell adhesion molecules, and immune markers in serum, urine, and menstrual 

blood. These could potentially serve as screening tools in the future, though none are yet 

validated for routine clinical use. 

 

AI-Powered Diagnostic Models and Teleconsultation Tools: 

Artificial Intelligence (AI) is being integrated into diagnostic workflows through algorithms 

that analyze symptoms, imaging data, and biomarkers to improve early detection. 

Telemedicine platforms are also supporting earlier diagnosis by reducing access barriers, 
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particularly in underserved or rural areas. Symptom-tracking apps are increasingly being used 

to support both patients and clinicians in identifying patterns consistent with endometriosis. 

 

TREATMENT AND MANAGEMENT STRATEGIES 

Management of endometriosis must be individualized, depending on symptom severity, lesion 

location, patient’s age, desire for fertility, and previous treatment history. A combination of 

medical, surgical, and holistic approaches is often most effective. 

 

Pharmacological Treatment 

Medical therapy primarily aims to reduce hormonal stimulation of endometrial implants and 

relieve associated pain. 

 

Hormonal Therapies: 

These are the cornerstone of medical management. Hormonal medications work by 

suppressing ovulation and lowering estrogen levels, which reduces the activity of endometrial 

implants. 

 Combined Oral Contraceptives (COCs) are commonly used for long-term suppression of 

endometriosis symptoms. 

 Gonadotropin-Releasing Hormone (GnRH) Agonists and Antagonists create a pseudo-

menopausal state by lowering estrogen levels. While effective, they often require add-back 

therapy to counteract bone loss and menopausal symptoms. 

 Progestins such as norethindrone acetate and dienogest act by decidualizing and 

atrophying ectopic endometrial tissue. 

 

Pain Management: 

 Non-Steroidal Anti-Inflammatory Drugs (NSAIDs) like ibuprofen and naproxen are first-

line agents for mild to moderate pain but do not treat the disease itself. 

 In chronic or neuropathic pain conditions, nerve modulators such as gabapentin or 

amitriptyline may be considered as part of a multimodal pain strategy. 

 

Emerging Use of Aromatase Inhibitors: 

These drugs block the conversion of androgens to estrogens in peripheral tissues and lesions. 

They are especially beneficial in patients with hormone-resistant or recurrent endometriosis. 
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However, they are generally reserved for severe or refractory cases due to side effects and cost 

considerations. 

 

SURGICAL MANAGEMENT 

Surgery is often recommended when medical therapy fails, in cases of infertility, or when 

endometriomas or deeply infiltrating lesions affect vital organs. 

 

Laparoscopic Excision of Lesions: 

Minimally invasive laparoscopy allows for both diagnosis and treatment. Surgeons can excise 

or ablate visible endometrial lesions, remove adhesions, and restore the normal pelvic 

anatomy. This helps reduce pain and improve function. 

 

Adhesiolysis and Pelvic Anatomy Restoration: 

Adhesions caused by chronic inflammation may restrict organ mobility and cause pain or 

infertility. Their removal helps restore anatomical relationships and reproductive outcomes. 

 

Fertility-Preserving Techniques: 

In reproductive-age women who desire pregnancy, surgical intervention focuses on preserving 

ovarian reserve and tubal patency. Excision of endometriomas may be carefully performed to 

avoid excessive damage to ovarian tissue. Collaboration with fertility specialists is often 

advised. 

 

Alternative and Complementary Therapies 

These non-pharmacologic approaches offer symptom relief, especially for patients seeking 

more holistic or adjunctive care. 

 

Acupuncture: 

Widely practiced in integrative medicine, acupuncture is believed to improve pelvic 

circulation, modulate pain signals, and reduce systemic inflammation. Several patients report 

reduced dysmenorrhea and improved energy levels. 
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Pelvic Physiotherapy: 

Physical therapy that targets pelvic floor muscle dysfunction can help manage pelvic pain, 

dyspareunia, and bowel/bladder symptoms. Techniques include myofascial release, 

biofeedback, and guided exercises to reduce muscle tension. 

 

Nutritional Interventions: 

Diets rich in anti-inflammatory foods (e.g., omega-3s, green vegetables) and low in red meat, 

gluten, and processed foods may reduce symptom severity. Some studies suggest that 

reducing intake of estrogenic foods or allergens may benefit select patients. 

 

Mindfulness-Based Stress Reduction (MBSR): 

MBSR techniques, including guided meditation, deep breathing, and cognitive behavioral 

strategies, are useful in managing chronic pain and emotional distress. These methods help 

patients cope with anxiety, depression, and the long-term burden of the disease. 

 

PATIENT SUPPORT AND MULTIDISCIPLINARY CARE 

Endometriosis is not merely a gynecological condition; it is a chronic and often debilitating 

disease that impacts every aspect of a patient’s life—physical, emotional, social, and 

reproductive. Therefore, a holistic and multidisciplinary approach is essential to address the 

diverse needs of patients beyond medical or surgical treatment. 

 

Psychological and Emotional Support 

Women with endometriosis are significantly more prone to experiencing emotional distress, 

depression, and anxiety, often due to chronic pain, fatigue, and infertility struggles. 

 

Routine Screening for Anxiety and Depression: 

Regular mental health assessments using validated screening tools should be part of 

endometriosis care. Primary care providers and gynecologists should actively inquire about 

mood disturbances and emotional well-being during follow-up visits. 

 

Counseling and Psychotherapy: 

Psychotherapeutic interventions like cognitive behavioral therapy (CBT) and acceptance and 

commitment therapy (ACT) have shown benefits in managing pain perception, emotional 
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regulation, and coping strategies. These approaches help patients build resilience and regain 

control over their health journey. 

 

Support Groups (Online and Offline): 

Support groups offer a shared space where women can discuss their experiences, seek 

validation, and find encouragement. Online forums and social media groups connect patients 

worldwide, while in-person groups offer a sense of local community and trust. 

 

Fertility Counseling 

Endometriosis is a leading cause of infertility, and patients often struggle with uncertainty, 

fear, and guilt regarding their reproductive future. 

 

Early Referral to Reproductive Specialists: 

Women diagnosed at a younger age or those with severe disease should be referred early to 

fertility experts. Timely intervention can preserve options like egg freezing or assisted 

reproductive techniques. 

 

IVF as an Option for Advanced-Stage Patients: 

In patients with significant ovarian damage, tubal blockages, or failed surgical attempts, In 

Vitro Fertilization (IVF) offers a viable path to conception. Fertility treatment must be 

carefully tailored based on individual ovarian reserve and age. 

 

Emotional Support for Couples Experiencing Infertility: 

Couples must receive joint counseling to navigate the psychological toll of fertility treatment. 

Emotional support reduces tension, enhances communication, and keeps both partners 

engaged in long-term care planning. 

 

Educational and Social Interventions 

Education plays a powerful role in reducing diagnostic delays, improving treatment 

compliance, and breaking social stigma. 
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Education about the Chronic Nature of Endometriosis: 

Patients and caregivers should understand that endometriosis is a lifelong condition that may 

require continuous management. Education about hormonal changes, symptom monitoring, 

and lifestyle adjustments can empower patients to participate actively in their care. 

 

Workplace Flexibility and Accommodations: 

Chronic pelvic pain, heavy bleeding, and fatigue often interfere with work productivity. 

Advocacy for flexible working hours, menstrual leave policies, and remote work options 

helps improve the professional quality of life for affected women. 

 

Awareness Programs for Adolescents and Young Women: 

Early education in schools and colleges regarding menstrual health, pain that is not “normal,” 

and when to seek medical advice can reduce diagnostic delays. Engaging peer educators, 

school nurses, and NGOs in awareness initiatives is effective. 

 

Role of Nurses and Midwives 

Nurses and midwives are key frontline workers in women’s health and play a crucial role in 

comprehensive endometriosis care. 

 

Frontline Assessment and Education: 

Trained nurses can identify early signs and symptoms, conduct risk assessments, and educate 

women on managing menstrual health and recognizing red flags. 

 

Emotional Reassurance and Triage: 

Nurses provide empathetic communication, comfort during flare-ups, and guidance on coping 

strategies. They act as a bridge between the patient and the medical team, ensuring continuity 

of care. 

 

Care Coordination between Specialists: 

Nurses facilitate referrals, monitor follow-ups, and ensure that treatment plans from 

gynecologists, psychologists, physiotherapists, and fertility specialists are harmonized for 

better patient outcomes. 
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GLOBAL CHALLENGES IN ENDOMETRIOSIS CARE 

Despite affecting an estimated 10% of reproductive-age women worldwide, endometriosis 

remains one of the most underdiagnosed and misunderstood conditions in women’s health. 

Global disparities, systemic shortcomings, and cultural barriers contribute to delays in 

diagnosis, lack of effective treatment, and poor quality of life. Below are the key global 

challenges: 

 

Lack of Awareness among Healthcare Providers 

Many healthcare providers, including general practitioners and even some gynecologists, lack 

adequate training to recognize the complex symptomatology of endometriosis. 

 

Delayed Diagnosis: 

Studies show that it takes 7 to 10 years on average for a woman to receive an accurate 

diagnosis. Symptoms are often dismissed as “normal period pain,” especially in adolescent 

girls and young women. 

 

Misdiagnosis: 

Endometriosis is frequently confused with irritable bowel syndrome (IBS), pelvic 

inflammatory disease (PID), or psychological conditions, leading to inappropriate treatments. 

 

Need for Medical Curriculum Reform: 

Endometriosis education is not consistently emphasized in medical and nursing schools 

worldwide. Incorporating it into standard curricula is essential to improve early recognition 

and empathetic care. 

 

Inadequate Research Funding 

Compared to other chronic diseases with similar prevalence and impact, endometriosis 

receives disproportionately low funding. 

 

Slowed Innovation: 

Limited financial support hampers the development of new diagnostic tools, non-hormonal 

treatment options, and biomarker-based screening methods. 
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Underrepresentation in Clinical Trials: 

Most studies focus on general female reproductive health, and few are dedicated solely to 

endometriosis, leaving major gaps in understanding disease mechanisms and treatment 

responses. 

 

Global Disparities in Research Efforts: 

High-income countries dominate the small pool of endometriosis research, while low- and 

middle-income countries (LMICs) lack funding, training, and infrastructure to contribute 

meaningfully to the global knowledge base. 

 

Limited Access to Specialized Care in Rural and Low-Income Regions 

Many women across the globe, especially in developing countries, do not have access to 

trained specialists, diagnostic equipment, or surgical services. 

 

Urban-Rural Divide: 

Specialized centers are often located in urban areas, making access difficult for women in 

remote or rural regions. Long travel distances and lack of referral pathways further delay 

diagnosis. 

 

Financial Constraints: 

Endometriosis treatment—especially hormonal therapies, fertility interventions, and 

laparoscopic surgeries—can be prohibitively expensive. Without health insurance, many 

women cannot afford continuous care. 

 

Lack of Trained Personnel: 

In several parts of Africa, South Asia, and Latin America, there is a shortage of gynecologists 

with endometriosis-specific training, leading to under-treatment or neglect. 

 

Gender Bias in Medical Research and Treatment 

Endometriosis reflects a broader issue of gender inequity in healthcare systems and scientific 

research. 
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Dismissal of Women’s Pain: 

Cultural and systemic biases often lead healthcare providers to underestimate or ignore 

women’s reports of severe pain. Patients are frequently told their symptoms are 

“psychosomatic” or exaggerated. 

 

Male-Centric Medical Research: 

Historically, clinical research has prioritized male biology. As a result, diseases that 

predominantly affect women, like endometriosis, receive less attention in clinical trials and 

pharmaceutical development. 

 

Neglect in Public Health Policy: 

Public health frameworks rarely prioritize menstrual health or chronic pelvic pain, further 

marginalizing endometriosis as a policy concern. 

 

CONCLUSION 

Endometriosis is a significant public health issue affecting millions of women globally, often 

compromising their quality of life, fertility, and psychosocial well-being. Timely diagnosis 

through advanced imaging and clinical acumen, paired with integrated, multidisciplinary 

support, is essential to improving outcomes. As awareness grows and new diagnostic and 

treatment modalities emerge, there is a hopeful outlook for better management of 

endometriosis. The inclusion of patient voices in research and care design will be crucial in 

creating equitable and empathetic healthcare systems. 
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