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Objective To assess the most common psychological disturbances in women with
deep endometriosis and bowel involvement who are waiting surgical treatment and to
evaluate what forms of coping are used to solve the problem.

Methods This was a cross-sectional observational study of 40 women diagnosed with
deep endometriosis and intestinal symptoms. They completed two questionnaires:
one for anxiety and depression (Hospital Anxiety and Depression Scale [ HADS]) and the
Scale of Mode of Confronting Problems (EMEP, in the Portuguese acronym).

Results We found that 77.1% of the patients had anxiety and depression, with anxiety
being the most prevalent (87.5% of the patients); 90% of the patients used problem-
focused and religious introspection as their main modes of confronting problems.
Conclusion In the use of the HADS questionary, two psychological aspects were the
most present in women with deep endometriosis awaiting surgical treatment: anxiety
and depression. The most used forms of coping to solve the problem were problem-
coping and religious practices.

Objetivo Avaliar os disttrbios psicol6gicos mais comuns em mulheres com endome-
triose profunda e acometimento intestinal que aguardam tratamento cirdrgico e
avaliar as formas de enfrentamento que sdo usadas para resolver o problema.
Métodos Estudo observacional transversal com 40 mulheres com diagnéstico de
endometriose profunda e acometimento intestinal. As pacientes responderam dois
questionarios: para ansiedade e depressdao (Hospital Anxiety and Depression Scale
[HADS, na sigla em inglés) e outro para enfrentamento dos problemas (EMEP).
Resultados Constatamos que 77% das pacientess apresentaram ansiedade e depres-
sdo, sendo a ansiedade a mais prevalente (87,5%); 90% das pacientes usaram a forma
religiosa e focada no problema como sua principal estratégia de enfrentamento.
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Conclusao Os aspectos psicolégicos mais encontrados em mulheres com endome-
triose profunda e intestinal que aguardam tratamento cirdrgico s3o ansiedade e
depressdo. As formas mais usadas de enfrentamento para resolver o problema foram
praticas religiosas e focada no problema.

Introduction

Endometriosis is the development and growth of endome-
trial tissue outside the uterine cavity.' The overall incidence
of endometriosis affects between 6 and 10% of reproductive-
aged women and has been found in premenarchal and
postmenopausal women.? The average age at diagnosis is
~ 28 years old. Deep endometriosis as the only form of
disease in the absence of other endometriotic lesions was
present in only 6.5% of the patients. The 5-mm definition
permits the inclusion of slightly deeper typical lesions. It
would have been preferable to define deep endometriosis.>~
Bowel infiltration occurs at an incidence ranging from 5 to
12%.5°8

Exams used to diagnose deep endometriosis include
transvaginal ultrasonography with bowel preparation and
magnetic resonance imaging (MRI) of the pelvis. The typical
delay for the diagnosis of endometriosis is of ~ 6.7 years.”1°
During this period, patients often suffer from the anguish of
not having a diagnosis or of having their complaints
devalued.'-13

The most common symptoms of deep endometriosis are
the triad dysmenorrhea, dyspareunia, and bowel symptoms,
which are present in 80% of the cases of deep bowel endo-
metriosis. Studies suggest that the intensity of pain associat-
ed with deep endometriosis does not factor into the staging
of the disease. Pain could be the cause of psychosocial
problems, loss of productivity at work and changes in quality
of life.!21

It is thought that chronic pelvic pain in endometriosis can
cause physical, psychological, and social damages just as any
chronic disease because it restricts and modifies the daily
social life of patients.'®'” Among these psychological
changes, the most common ones associated with chronic
pain are anxiety and depression, reported in 60% of the
cases.'>18

Recent studies found that endometriosis and psychologi-
cal factors can cause a vicious cycle that tends to worsen
symptoms such as pelvic pain and can present as anxiety,
distress, depression, and stress.19721

The impact of endometriosis, associated with the persis-
tent painful symptoms, presents with loss of a healthy and
active body, subsequently generating a state of dependence
and other limitations.?? Relationships, in general, are harmed
because those close to the patient, including family, often get
tired of the many complaints of the patients.>3

Because of the diversity of complaints, a multidisciplinary
approach that meets both physical and psychological needs
of women with endometriosis is critical. Depression is
associated with lost work hours and consequent economic
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losses, and sometimes can result in women being laid off
from their jobs because of their complaints of constant
discomfort.?*?> There have been studies on the quality of
life of women with deep bowel endometriosis including
psychological and physical problems with comparisons be-
fore and after surgical procedures; however, these studies
did not evaluate patients regarding how they perceive and
cope with the disease while awaiting surgery. Therefore, we
surveyed women with deep bowel endometriosis to assess
their psychological states and coping mechanisms.

The objectives of the present study are to assess the most
common psychological disturbances in women with deep
endometriosis and bowel involvement who are waiting
surgical treatment and to evaluate what forms of coping
are used to solve the problem.

Methods

The present cross-sectional observational study was ap-
proved by the Ethics Committee of the Sisterhood of the
Santa Casa de Misericordia de Sdo Paulo, Sdo Paulo, state of
Sdo Paulo, Brazil. The ethics committee approved the study
under the number 1939017 (~Appendix 1). All patients had a
diagnosis of deep endometriosis with bowel involvement,
verified using transvaginal ultrasonography for endometri-
osis mapping. All patients gave informed written consent.

There are 302 women diagnosed with deep endometriosis
with bowel compromise who await surgical treatment for
about 5 years; all are part of the ambulatory of the Gyneco-
logical Endoscopy and Endometriosis department of the
Department of Obstetrics and Gynecology of the Santa
casa de Misericordia de S3o Paulo. After the sample size
calculation was done, we randomly selected 40 women
considering the inclusion and exclusion criteria.

The instruments used were two questionnaires: one
dealing with anxiety and depression (the Hospital Anxiety
and Depression Scale [HADS])?’®?” and the Scale Mode
Confrontation of Problems (EMEP, in the Portuguese acro-
nym),282% both of which were chosen by the departments of
Gynecological Endoscopy and Psychology of the Santa Casa
de Misericérdia of Sdo Paulo to evaluate psychological
symptoms and other relevant factors associated with endo-
metriosis, as well as the coping strategies most used by the
patients. Another important consideration that affected the
choice of instruments was the fact that both questionnaires
could be applied by a researcher who was a physician and not
a psychologist.

The HADS has its version in Portuguese validated by
Botega et al.?® It is an instrument used both for diagnostic
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screening and for measuring the severity of anxiety and
depression. It is a self-filling scale with seven items for
anxiety and seven for depression. The score can range from
0 to 21. Scores above seven are suggestive of anxiety and
depression.26-27

The EMEP was elaborated by Vitaliano et al.2®and adapted
to the Brazilian population by Gimenes et al.?® The EMEP
measures coping strategies in relation to specific stressors. It
is self-applicable and contains 45 items distributed into 4
factors: problem-focused coping, emotion-focused coping,
search for religious practices, and search for social support.
Responses are given on the Likert scale ranging from 1 to 5
points (1 =Inever do it; 5=1do it always). The higher scores
indicate greater use of a given coping strategy.zg'29

The study variables were depression, anxiety, and the
modes of confronting problems. Based on the EMEP ques-
tionary for the modes of confronting problems for the
variables are described: strategy 1 (problem-focused strate-
gy), strategy 2 (focused on emotion), strategy 3 (religious
introspection), and strategy 4 (social support). The EMEP
questionary also evaluates the sequence of options each
individual uses to confront a problem (primary, secondary,
tertiary, and the last one).?8:29

The sample size was calculated according to a pilot study
realized with 5 initial patients who responded the two
questionnaires (the HADS and the EMEP). Using a signifi-
cance level of 5% and a test power of 80% in the assessment of
psychological aspects, the questionnaires should be applied
to 34 women. Therefore, we set our sample number to 40.

Datawere analyzed using IBM SPSS Statistics for Windows
version 19.0 (IBM Corp., Armonk, NY, USA). The chi-squared
test was used to analyze the data. The level of significance of
the tests was 5%.

We included patients with deep endometriosis and bowel
compromise awaiting surgery, regardless if they were re-
ceiving hormonal treatment. We excluded asymptomatic
patients with deep endometriosis and bowel compromise
and those without risk of loss of organ function, as well as
patients with psychopathologies already under treatment
and those taking antidepressants.

Results

The results are based on the questionnaires applied during
the study; the HADS (~Table 1) and the EMEP (~Tables
2, 3, and 4). Due to statistical reasons (low number of
responders in some slots), we grouped strategies 1 with 3
(group 1) because these were the modes mostly used to
solve the problems by the patients, and strategies 2 with 4
(group 2) because there were the less used modes by the
patients.

Of the total sample selected for the present study, only 4
(10%) patients had neither depression nor anxiety; the
remaining 36 (90%) had one of the clinical conditions or
both simultaneously (~Table 1).

The EMEP identifies the mode of confronting problems
with the disease (=Table 2). Correlating the primary mode
with the secondary, 90% of the women used as the primary
and main way of facing the disease strategies 1 and 3, which
are, respectively, strategies focused on the problem and the
search for religious practices. Only 10% of the patients used
strategy 2, which is a form based on emotion, and strategy 4,
which used social support as the main coping strategy.
However, the crossing between the primary and secondary
modes of confronting problems did not present statistical
significance.

Table 1 Assessment of the anxiety and depression level in women awaiting surgery for deep bowel endometriosis

Anxiety Total Chi-squared test (p)
Positive Negative
n % n % n %
Depression Positive 27 77.1% 1 20.0% 28 70.0%
Negative 8 22.9% 4 80.0% 12 30.0% 0.037
Total 35 100.0% 5 100.0% 40 100.0%

Table 2 Association between the primary and the secondary modes of confronting problems used by patients with deep
endometriosis with bowel compromise, according to the Strategies Mode of Coping Scale (EMEP)

Secondary mode of confronting Total Chi-squared test (p)
problems
Strategies 1 Strategies 2
and 3 and 4
n % n % n %
Primary mode of Strategies 1 and 3 27 90.0% 9 90.0% 36 90.0%
confronting problems ¢4 stogies 2and4 3 10.0% 1 10.0% 4  10.0%  1.000
Total 30 100.0% 10 100.0% 40 100.0%
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Table 3 Association between the primary and the last modes of confronting problems used by patients with deep endometriosis
with bowel compromise, according to the Strategies Mode of Coping Scale (EMEP)

Last mode of confronting Total Chi-squared test (p)
problems
Strategies 1 Strategies 2
and 3 and 4
n % n % n %
First mode of Strategies1 and 3 1 33.3% 35 94.6% 36 90.0%
confronting problems ¢ tegies 2and4 2 66.7% 2 5.4% 4 100% 0.016
Total 3 100,0% 37 100.0% 40 100.0%

Table 4 Association between the secondary and tertiary mode of confronting problems used by patients with deep endometriosis
with bowel compromise, according to the Strategies of the Mode of Coping with Problems Scale (EMEP)

Tertiary mode of confronting Total Chi-squared test (p)
problems
Strategies 1 Strategies 2
and 3 and 4
n % n % n %
Secondary mode of Strategies1 and 3 2 18.2% 28 96.6% 30 75%
confronting problems ¢4 stagies 2and4 9 81.8% 1 3.4% 10 25% <0.001
Total 11 100.0% 29 100.0% 40 100.0%

=Table 3, which shows the EMEP questionnaire results,
displays the comparison between the primary and the last
modes of confronting problems, according to the choice of
the patient, with statistical significance. We found that 90%
of these women used strategy 1 (problem-focused strategy)
and strategy 3 (religious introspection) as the main modes of
confronting problems. As a last mode of confronting prob-
lems, they used strategy 2 (focused on emotion) and strategy
4 (social support). Another 10% used the inverse strategy,
they used strategy 2 (emotion) and strategy 4 (social sup-
port) as the primary mode of confronting problems
(p=0.016), and as the last mode of confronting problems,
strategy 1 (problem-focus) and strategy 3 (religious
introspection).

The EMEP questionnaire assessed the relationship be-
tween the secondary and tertiary modes of confronting
problems (=Table 4). The secondary mode of confronting
problems are the strategies used by patients when the
primary one did not solve the problem, and the tertiary
mode are the strategies used when the primary and
the secondary modes did not solve the problems. Of these
women, 75% used strategies 1 (focused on the problem)and 3
(religious introspection) as the secondary mode of confront-
ing problems, and strategies 2 (focused on emotion) and 4
(social support) as the tertiary mode of confronting prob-
lems. A reversal of strategies was observed in the remaining
25% of the patients; they used strategies 2 (emotion-focused)
and 4 (social support) as the secondary mode of confronting
problems, and strategies 1 (problem-focused) and 3 (reli-
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gious introspection) as the tertiary mode of confronting
problems (p < 0.001).

Discussion

Several studies have reported on the relationship between
endometriosis and depression, as well as anxiety disorders;
nevertheless, the findings have been inconsistent.>%3" In the
present study, we identified 40 patients, 27 (67.5%) of which
suffered from anxiety and depression, 8 (20%) suffered from
anxiety only, 1 (2.5%) suffered from depression only, and 4
(10%) did not suffer from anxiety nor depression.

Studies to date have assessed the quality of life of patients
with endometriosis mostly using the SF-36 questionnaire,
which is a generic questionnaire used to evaluate patients
with chronic diseases and is not specific for endometriosis. In
the present study, we used questionnaires that are specifi-
cally used for the assessment of psychological symptoms
(anxiety and depression), the HADS and the EMEP.

It is important to emphasize that one of the primary
symptoms of endometriosis is chronic pelvic pain (CPP),
which, as in any chronic disease, can cause physical, psycho-
logical, and social consequences because it limits and alters
the activities of everyday social life.># The psychological
changes most commonly associated with chronic pain are
anxiety and depression, which are reported by 60% of the
patients. Considering the high incidence of these symptoms,
we assessed the psychological characteristics of women with
deep endometriosis and bowel involvement using the HADS
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questionnaire in 40 patients and observed that 35 (87.5%)
reported anxiety and 28 (70%) reported depressive symp-
toms. These rates are consistent with those reported in the
literature.

Moreover, 27 patients exhibited anxiety and depression
simultaneously, a relatively high rate, corresponding to 77%
of the 35 patients. Only 4 of the 40 patients did not report
anxiety and depression.'>'® The annual prevalence of de-
pression in the general population ranges from 3 to 11%,
which is much lower than among patients with
endometriosis.?>

The strength and uniqueness of the present study,
which makes it the first to address this specific topic,
was the identification of the coping strategies used by the
patients to live with the disease and manage it. Donatti
et al.? demonstrated that patients with severe levels of
depression were influenced regarding decisions about
strategies for coping with daily situations; the most de-
pressed patients used nonadaptive strategies for facing
stressful situations, while less depressed patients solved
their problems in more effective and focused ways. We did
not find studies comparing strategies for coping related to
endometriosis.

Concerning the mode of confronting problems, the
patients used group 1, represented by strategies 1 and 3,
corresponding to strategies based on problem-coping and
religious practices, respectively. Group 1 was most frequent-
ly used as the primary mode of coping, both among patients
diagnosed and those not diagnosed with anxiety and depres-
sion. In all groups that were compared, the use of group 1 as
the primary and secondary modes of confronting problems
mostly used was >50%. In contrast, the group 2 mode of
coping, based on emotions and social support (strategies 2
and 4), comprised the two least-used coping mechanisms.
Both patients with and without anxiety and depression used
group 2 strategies as their tertiary and last modes of con-
fronting problems.

The results of the present study, demonstrating that the
patients used group 1 strategies as the primary
and secondary modes of confronting problems, follow the
personality traits of endometriosis patients reported in the
literature. Koninckx et al.?> described that patients with
endometriosis exhibited some common characteristics,
such as self-demand, insecurity, intolerance to frustration,
omnipotence, and loss of contact with their emotions.

Our findings suggest that the most used coping mecha-
nisms among endometriosis patients are closely related to
their personality characteristics, most of which probably
develop from the fear of feeling pain and the feeling of
uncertainty regarding their future as a result of the disease.
This information is important for the management of the
disease and to establish clinical and psychological treat-
ments that are more effective in helping patients.

The limitation of our study is the exclusion of patients
with psychopathologies already under treatment and of
those taking antidepressants, which may be creating a
selection bias. Therefore, other studies including this kind
of patients are necessary.

Rev Bras Ginecol Obstet  Vol. 43 No. 9/2021

Conclusion

In conclusion, in the use of the HADS questionary, two
psychological aspects were the most present in women
with deep endometriosis who were not using antidepres-
sants and were awaiting surgical treatment, are anxiety and
depression. The most used modes of confronting problems to
solve the problem were problem-coping and religious
practices.

Contributions

All authors participated in the concept and design of the
present study; analysis and interpretation of data; draft or
revision of the manuscript; and they have approved the
manuscript as submitted. All authors are responsible for
the reported research.

Conflict of Interests
The authors have no conflict of interests to declare.

References

1 Kennedy S, Bergqvist A, Chapron C, D'Hooghe T, Dunselman G,
Greb R, et al; ESHRE Special Interest Group for Endometriosis and
Endometrium Guideline Development Group. ESHRE guideline
for the diagnosis and treatment of endometriosis. Hum Reprod.
2005;20(10):2698-2704. Doi: 10.1093/humrep/dei135
Gordts S, Koninckx P, Brosens 1. Pathogenesis of deep endometri-
osis. Fertil Steril. 2017;108(06):872-885.e1. Doi: 10.1016/j.fertn-
stert.2017.08.036
Meuleman C, D’'Hoore A, Van Cleynenbreugel B, Beks N, D’Hooghe
T. Outcome after multidisciplinary CO2 laser laparoscopic exci-
sion of deep infiltrating colorectal endometriosis. Reprod Biomed
Online. 2009;18(02):282-289. Doi: 10.1016/s1472-6483(10)
60267-2
Giudice LC. Clinical practice. Endometriosis. N Engl ] Med. 2010;
362(25):2389-2398. Doi: 10.1056/NEJMcp1000274
Farquhar CM. Extracts from the “clinical evidence”. Endometri-
osis. BM]J. 2000;320(7247):1449-1452. Doi: 10.1136/
bmj.320.7247.1449
Osério FL, Carvalho AC, Donadon MF, Moreno AL, Polli-Neto O.
Chronic pelvic pain, psychiatric disorders and early emotional
traumas: Results of a cross sectional case-control study. World ]
Psychiatry. 2016;6(03):339-344. Doi: 10.5498/wjp.v6.i3.339
Denny E. Women’s experience of endometriosis. ] Adv Nurs. 2004;
46(06):641-648. Doi: 10.1111/j.1365-2648.2004.03055.x
Fauconnier A, Chapron C. Endometriosis and pelvic pain: epidemi-
ological evidence of the relationship and implications. Hum Reprod
Update. 2005;11(06):595-606. Doi: 10.1093/humupd/dmi029
Darai E, Coutant C, Bazot M, Dubernard G, Rouzier R, Ballester M.
[Relevancia dos questionarios de qualidade de vida em mulheres
com endometriose] [Artigo em francés]. Gynecol Obstet Fertil
Margo de 2009;37(03):240-245. PMID: 19246235//DOI: 10.1016
| j.gyobfe.2008.11.014
10 Fourquet ], Baez L, Figueroa M, Iriarte R, Flores I. Quantification of
the impact of endometriosis symptoms on health-related quality
of life and work productivity. Fertil Steril. 2011;96(01):107-112.
Doi: 10.1016/j.fertnstert.2011.04.095
11 Lagana AS, La Rosa VL, Rapisarda AMC, Valenti G, Sapia F, Chiofalo
B, et al. Anxiety and depression in patients with endometriosis:
impact and management challenges. Int ] Womens Health. 2017;
9:323-330. Doi: 10.2147/]JWH.S119729
12 Donatti L, Ramos DG, Andres MP, Passman L], Podgaec S. Patients
with endometriosis using positive coping strategies have less

N

w

N

vl

(o))

~

oo

=}

© 2021. Federacdo Brasileira de Ginecologia e Obstetricia. All rights reserved.



14

17

18

19

20

21

Psychological Problems in Patients Waiting for Bowel Endometriosis Surgery Ribeiro et al.

depression, stress and pelvic pain. Einstein (Sao Paulo). 2017;15
(01):65-70. Doi: 10.1590/S1679-45082017A03911

Peveler R, Edwards ], Daddow ], Thomas E. Psychosocial factors
and chronic pelvic pain: a comparison of women with endome-
triosis and with unexplained pain. ] Psychosom Res. 1996;40(03):
305-315. Doi: 10.1016/0022-3999(95)00521-8

Mengarda CV, Passos EP, Picon P, Costa AF, Picon PD. [Validation of
Brazilian Portuguese version of quality of life questionnaire for
women with endometriosis (Endometriosis Health Profile Ques-
tionnaire-EHP-30)]. Rev Bras Ginecol Obstet. 2008;30(08):
384-392. Doi: 10.1590/s0100-72032008000800003 Portuguese
Donnez J, Nisolle M, Smoes P, Gillet N, Beguin S, Casanas-Roux F.
Peritoneal endometriosis and “endometriotic” nodules of the
rectovaginal septum are two different entities. Fertil Steril.
1996;66(03):362-368

Sekula VG. Impacto do tratamento cirirgico laparoscépico na
qualidade de vida de mulheres portadoras de endometriose
profunda [dissertacdo]. Sdo Paulo: Faculdade de Ciéncias Médicas
da Santa Casa de Sao Paulo; 2010

Nnoaham KE, Hummelshoj L, Webster P, d’Hooge T, Nardone FC,
Nardone CC, et al; World Endometriosis Research Foundation
Global Study of Women'’s Health consortium. Impact of endome-
triosis on quality of life and work productivity: a multicenter
study across ten countries. Fertil Steril. 2011;96(02):366-373.e8.
Doi: 10.1016/j.fertnstert.2011.05.090

Sepulcri RdeP, do Amaral VF. Depressive symptoms, anxiety, and
quality of life in women with pelvic endometriosis. Eur ] Obstet
Gynecol Reprod Biol. 2009;142(01):53-56. Doi: 10.1016/].
ejogrb.2008.09.003

Minson FP, Abrdao MS, Sarda Janior ], Kraychete DC, Podgaec S,
Assis FD. [Importance of quality of life assessment in patients
with endometriosis]. Rev Bras Ginecol Obstet. 2012;34(01):
11-15. Doi: 10.1590/S0100-72032012000100003

Ballard KD, Seaman HE, de Vries CS, Wright JT. Can symptomatol-
ogy help in the diagnosis of endometriosis? Findings from a
national case-control study-Part 1. BJOG. 2008;115(11):1382-
-1391. Doi: 10.1111/j.1471-0528.2008.01878.x

American Society of Reproductive Medicine. Revised American
Society for Reproductive Medicine classification of endometri-

Rev Bras Ginecol Obstet

22

23

24

25

26

27

28

29

30

3

=

Vol. 43 No. 9/2021

osis: 1996. Fertil Steril. 1997;67(05):817-821. Doi: 10.1016/
s0015-0282(97)81391-x

De Cicco C, Corona R, Schonman R, Mailova K, Ussia A, Koninckx P.
Bowel resection for deep endometriosis: a systematic review. BJOG.
2011;118(03):285-291. Doi: 10.1111/j.1471-0528.2010.02744.x
Fleck MP, Berlim MT, Lafer B, Sougey EB, Del Porto JA, Brasil MA,
et al. [Review of the guidelines of the Brazilian Medical Associa-
tion for the treatment of depression (Complete version)]. Br J
Psychiatry. 2009;31(Suppl 1):S7-S17. Doi: 10.1590/s1516-
44462009000500003

Abrdo MS, Nogueira AP, Petta CA, Ferriani RA. New theory about
etiopathogeny of endometriosis. Femina. 2000;28(08):429-434,
set. 2000. ilus. lil-275944

Koninckx PR, Ussia A, Adamyan L, Wattiez A, Donnez ]. Deep
endometriosis: definition, diagnosis, and treatment. Fertil Steril.
2012;98(03):564-571. Doi: 10.1016/j.fertnstert.2012.07.1061
Botega NJ, Bio MR, Zomignani MA, Garcia Jr C, Pereira WA.
Transtornos do humor entre pacientes internados em ambula-
tério e validagdo da escala de ansiedade e depressdo HAD. Rev
Saude Publica, outubro de 1995;29(05):355-363. Doi: 10.1590/
s0034-89101995000500004

Zigmond AS, Snaith RP. The hospital anxiety and depression scale.
Acta Psychiatr Scand. 1983;67(06):361-370. Doi: 10.1111/
j-1600-0447.1983.tb09716.X

Vitaliano PP, Russo ], Carr JE, Maiuro RD, Becker J. The ways of
coping checklist: revision and psycho-metric properties. Multi-
variate Behav Res. 1985;20(01):3-26. Doi: 10.1207/
s15327906mbr2001_1

Gimenes MG, Queiroz B. As diferentes fases de enfrentamento
durante o primeiro ano apds a mastectomia. In: Gimenes MG,
Favero MH, organizadores. A mulher e o cincer. Campinas:
Editorial Psy; 1997:171-195

Bedaiwy MA, Allaire C, Yong P, Alfaraj S. Medical management of
endometriosis in patients with chronic pelvic pain. Semin Reprod
Med. 2017;35(01):38-53. Doi: 10.1055/s-0036-1597308
Siedentopf F, Tariverdian N, Riicke M, Kentenich H, Arck PC. Immune
status, psychosocial distress and reduced quality of life in infertile
patients with endometriosis. Am ] Reprod Immunol. 2008;60(05):
449-461. Doi: 10.1111/j.1600-0897.2008.00644.x

© 2021. Federacgdo Brasileira de Ginecologia e Obstetricia. All rights reserved.

681



