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ABSTRACT 

STUDY QUESTION: What is the influence of dietary interventions, namely the low fermentable oligo-, di-, mono-saccharides, 
and polyols (Low FODMAP) diet and endometriosis diet, on endometriosis-related pain and quality of life (QoL) compared to a 
control group?

SUMMARY ANSWER: After adhering to a dietary intervention for 6 months, women with endometriosis reported less pain and an 
improved QoL compared to baseline whereas, compared to the control group, they reported less bloating and a better QoL in 3 of 
11 domains.

WHAT IS KNOWN ALREADY: Standard endometriosis treatment can be insufficient or may be accompanied by unacceptable side 
effects. This has resulted in an increasing interest in self-management strategies, including the appliance of the Low FODMAP diet 
and the endometriosis diet (an experience-based avoidance diet, developed by women with endometriosis). The Low FODMAP diet 
has previously been found effective in reducing endometriosis-related pain symptoms, whereas only limited studies are available on 
the efficacy of the endometriosis diet. A survey study recently found the endometriosis diet effective in improving QoL but currently 
no guidelines on use of the diet exist.

STUDY DESIGN, SIZE, DURATION: A prospective one-center pilot study was performed between April 2021 and December 2022. 
Participants could choose between adherence to a diet—the Low FODMAP diet or endometriosis diet—or no diet (control group). 
Women adhering to a diet received extensive guidance from a dietician in training. The follow-up period was 6 months for all three 
groups. For all outcomes, women adhering to the diets were compared to their baseline situation and to the control group.

PARTICIPANTS/MATERIALS, SETTING, METHODS: We included women diagnosed with endometriosis (surgically and/or by 
radiologic imaging) who reported pain scores �3 cm on the visual analogue score (0–10 cm) for dysmenorrhea, deep dyspareunia, 
and/or chronic pelvic pain. The primary endpoint focused on pain reduction for all pain symptoms, including dysuria, bloating, and 
tiredness. Secondary endpoints, assessed via questionnaires, focused on QoL, gastro-intestinal health, and diet adherence.

MAIN RESULTS AND THE ROLE OF CHANCE: A total of 62 participants were included in the low FODMAP diet (n¼ 22), endometriosis 
diet (n¼ 21), and control group (n¼19). Compared to their baseline pain scores, participants adhering to a diet reported less pain in 
four of six symptoms (range P<0.001 to P¼ 0.012) and better scores in 6 of 11 QoL domains (range P< 0.001 to P¼ 0.023) after 
6 months. Compared to the control group, analyzed longitudinally over the 6-month follow-up period, participants applying a diet 
reported significant less bloating (P¼ 0.049), and better scores in 3 of 11 QoL domains (range P¼0.002 to P¼0.035).

LIMITATIONS, REASONS FOR CAUTION: No sample size was calculated since efficacy data were lacking in the literature. In order to 
optimize dietary adherence, randomization was not applied, possibly resulting in selection bias.

WIDER IMPLICATIONS OF THE FINDINGS: Our study suggests that women could benefit from adherence to a dietary intervention, 
since we found lower pain scores and better QoL after 6 months. However, caution is implied since this is a pilot study, no sample 
size was calculated, and data on long-term effects (>6 months) are lacking. The results of this pilot study underline the importance 
of further research and the drawing up of guidelines.

Received: May 31, 2023. Revised: September 25, 2023. Editorial decision: October 2, 2023. 
# The Author(s) 2023. Published by Oxford University Press on behalf of European Society of Human Reproduction and Embryology.  
This is an Open Access article distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which 
permits unrestricted reuse, distribution, and reproduction in any medium, provided the original work is properly cited. 

Human Reproduction, 2023, 38(12), 2433–2446  

https://doi.org/10.1093/humrep/dead214 
Advance Access Publication Date: October 24, 2023 

Original Article   

https://orcid.org/0000-0003-3616-5328
https://orcid.org/0009-0008-4467-1531
https://orcid.org/0000-0001-9736-0632
https://orcid.org/0000-0001-8263-213X
https://orcid.org/0000-0003-3616-5328
https://orcid.org/0000-0003-3616-5328


STUDY FUNDING/COMPETING INTEREST(S): A.v.H. reports receiving a travel grant from Merck outside the scope of this study. J.W., 
S.V., J.T., and B.D.B. have no conflicts of interest to report. A.d.V. reports having received KP-register points for internship guidance of 
J.W., performing paid consultations with endometriosis patients outside the study and receiving reimbursements for educational lec
tures at the local hospital (Albert Schweitzer Ziekenhuis, Dordrecht, the Netherlands). A.S. reports having received expenses for 
travel and hotel costs as an invited speaker from ESHRE. This was outside the scope of this study. M.v.W. reports that she is a Co-Ed 
of Cochrane Gynecology and Fertility. V.M. reports receiving travel and speaker’s fees from Guerbet and research grants from Guerbet, 
Merck and Ferring. The department of reproductive medicine (V.M.) of the Amsterdam UMC, location VUmc, has received several re
search and educational grants from Guerbet, Merck and Ferring not related to the submitted work.

TRIAL REGISTRATION NUMBER: N/A.

Keywords: dietary intervention / self-management / endometriosis / low FODMAP diet / low fermentable oligo-, di-, mono- 
saccharides, and polyols / endometriosis diet / pain / quality of life

Introduction
Endometriosis is characterized by the presence of endometrium- 
like tissue outside the uterus, and can be described as an 
estrogen-dependent, chronic inflammatory systemic condition 
(Becker et al., 2022). Endometriosis affects �10% of women of re
productive age worldwide. Symptoms associated with endometri
osis can be cyclical, including dysmenorrhea, dyschezia and 
dysuria, and non-cyclical, including chronic pelvic pain, deep 
dyspareunia and infertility (Zondervan et al., 2020; Becker et al., 
2022). Other symptoms occurring with endometriosis, such as 
bloating, abdominal cramping, back pain and fatigue, may 
overlap with chronic pain conditions such as irritable bowel 
syndrome (IBS). This overlap in addition to the lack of 
endometriosis-specific symptoms and available biomarkers 
may contribute to the current diagnostic delay of 3–11 years 
(Dunselman et al., 2014; Moore et al., 2017; Ciebiera et al., 2021).

Treatment options for endometriosis include hormonal 
therapy, surgery, pain management, and/or treatment with 
ART (Becker et al., 2022). However, these medical options can be 
insufficient in treating symptoms or may be accompanied 
with unacceptable side effects. Surgery may be accompanied by 
complications and its effect may diminish in time, leading to re
currence of endometriosis lesions after surgery, especially in hor
monally untreated patients. The recurrence of endometriosis 
lesions often results in the recurrence of symptoms (Nirgianakis 
et al., 2020; Gutke et al., 2021; Saunders and Horne, 2021). 
Previous research found that endometriosis and the associated 
symptoms can negatively affect both mental and physical quality 
of life (QoL) (Culley et al., 2013; De Graaff et al., 2013; Della Corte 
et al., 2020). Therefore, there has been an increasing interest 
among women with endometriosis in the application of self- 
management strategies such as meditation, breathing exercises, 
acupuncture, the use of cannabis—or Cannabidiol (CBD) oil—and 
dietary interventions (Armour et al., 2019). The appliance of self- 
management strategies was recently found to be associated with 
a positive effect on physical and mental QoL (O'Hara et al., 2021).

In recent years, several studies have been performed on the 
effect of an adjustment in nutrient intake on endometriosis- 
related symptoms and QoL. According to a recent systematic 
review, the addition of certain nutrients (e.g. omega-3 and -6, 
several vitamins and minerals) and the avoidance of other 
nutrients (e.g. gluten and soy) had a positive effect on 
endometriosis-related symptoms (Huijs and Nap, 2020). This 
finding was confirmed by a study that found that supplements, 
such as omega-3, had a positive effect on endometriosis- 
associated pain (Yalcin Bahat et al., 2022). Studies on the effec
tiveness of dietary interventions commonly used by women with 
endometriosis (i.e. a gluten free or lactose free diet) are limited. 
Nevertheless, in these limited studies the dietary interventions 
have been found effective in managing endometriosis-related 

symptoms. However, the mechanisms of action involved are 
largely unknown (Marziali et al., 2012; Moore et al., 2017; Bellini 

et al., 2020; Vennberg Karlsson et al., 2020).
The low fermentable oligo-, di-, mono-saccharides, and poly

ols (Low FODMAP) diet, developed by Australian researchers a 
decade ago, has been studied frequently. It is considered 
the most effective diet for treating IBS-related symptoms 
(Staudacher and Whelan, 2017). Monash University has devel
oped a guideline on the implementation of the Low FODMAP diet 
(Gibson and Shepherd, 2010; Monash, 2019). Additionally, the 
study by Moore et al. (2017) suggested a specific effect of the Low 
FODMAP diet on endometriosis-related symptoms. They found 
that the Low FODMAP diet was significantly more effective in re
ducing pain symptoms in women diagnosed with both IBS and 
endometriosis compared to women diagnosed with IBS alone 
(Moore et al., 2017; Bellini et al., 2020).

In contrast to the Low FODMAP diet, the endometriosis diet is 
an experience-based diet developed and frequently applied by 
women with endometriosis in the Netherlands. Evidence regard
ing the efficacy of the endometriosis diet is very limited and cur
rently no guidelines on the use, or the exact composition, of the 
endometriosis diet exist (Muntslag et al., 2020; Krabbenborg et al., 
2021; van Haaps et al., 2023). In addition, there are indications 
that the consumption of some nutrients, such as gluten or dairy, 
which are avoided when applying the endometriosis diet, could 
be beneficial for the composition of the gut microbiome and are 
part of a fully fledged diet. Finally, data regarding possible nega
tive effects of these diets owing to the removal of essential 
nutrients and its effect on health are lacking. Therefore, indepen
dently applying the endometriosis diet currently is not recom

mended by dieticians. Dietary guidance is needed to ensure a 
fully fledged diet and one that is based on the patients’ symptom 
pattern (Huijs and Nap, 2020; Schwartz et al., 2022; Brouns, 2023). 
However, a recently published survey found that adherence to 
the endometriosis diet was associated with a significantly higher 
QoL among women with endometriosis, when compared to non- 
diet adherence. Strict adherence to the diet showed higher scores 
in all QoL domains when compared to less strict adherence (van 
Haaps et al., 2023). Non-medical interventions, such as dietary 
adjustments and interventions, are discussed in the 2022 ESHRE 
guideline on the management of endometriosis (Becker et al., 
2022). It is recommended to discuss the application of a dietary 
intervention with the patient. However, since data on long-term 
effects and possible harmful effects are lacking, no specific 
recommendations are made on the appliance of a dietary 
intervention in women with endometriosis (Becker et al., 2022). 
It is therefore currently not possible to provide a sufficient 
scientifically substantiated answer to the question frequently 
asked in daily practice by women diagnosed with endometriosis, 
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of whether they should apply a dietary intervention for 
their symptoms.

Therefore, the objective of this study was to broaden our 
knowledge and determine the impact of two dietary interven
tions, namely the Low FODMAP diet and the endometriosis diet, 
on endometriosis-related (pain) symptoms and QoL. The two 
diets are commonly used by women with endometriosis. The aim 
was to evaluate their capacity to reduce pain symptoms and im
prove QoL, as well as to identify facilitators and barriers of die
tary adjustments. The two dietary interventions were compared 
to a control group of women not adhering to a diet. To the best of 
our knowledge, this approach not yet been applied in previ
ous studies.

Materials and methods
This prospective pilot study was performed at the Endometriosis 
Center of the Amsterdam University Medical Center, 
Amsterdam, the Netherlands. It was conducted between April 
2021 and December 2022. The study was approved by the institu
tional review board of the Amsterdam UMC and was retrospec
tively registered at www.clinicaltrials.gov (reference number 
NCT05714189), because of the temporary hiatus between the clo
sure of the Dutch Trial Register and the possibility to register 
them at www.clinicaltrials.gov.

Women screened for participation were all diagnosed with en
dometriosis, either through radiologic imaging (transvaginal ul
trasound and/or MRI) or laparoscopy. Women were eligible for 
participation when they experienced insufficient benefit from 
their current medical treatment, with a reported pain score of �3 
(visual analogue score (VAS), scale 0–10 cm) in one or more of the 
following symptoms: dysmenorrhea, deep dyspareunia, and 
chronic pelvic pain. Women were excluded when they had un
dergone surgery in the 6 weeks prior to study enrollment, when 
they were to undergo surgery within the next 6 months, or when 
a switch in hormonal therapy within 6 weeks was imminent. In 
addition, women were excluded if they were pregnant, breast
feeding, diagnosed with a malignancy, or if they were addition
ally diagnosed with irritable bowel disease and/or lactose 
intolerance. Finally, women had to be sufficiently fluent in the 
Dutch or English language.

As this was a pilot study, we aimed to include 20 participants 
per group, resulting in a total of 60 study participants. During the 
inclusion period, seven women were lost to follow up after they 
signed their informed consent but prior to them starting a diet or 
adherence to the control group. Furthermore, one participant de
cided to withdraw from the study after adhering to her chosen di
etary intervention for 3 weeks. Two participants withdrew from 
study participation after adhering to their chosen dietary inter
vention for 6 weeks. We therefore continued inclusion after we 
reached 60 participants, aiming to include 20 participants per 
group. Replacements were sought and found for the participants 
that withdrew from study participation, resulting in a total study 
population of 62 patients available for analysis.

The dietary interventions
To optimize diet adherence, participants were able to choose be
tween the dietary interventions (the Low FODMAP diet or the en
dometriosis diet or the control group) rather than being 
randomized. When adhering to one of the two dietary interven
tions, participants were extensively guided by a dietician in train
ing over a period of 3 months. Guidance from a dietician when 
applying a dietary intervention is encouraged because the inde
pendent avoidance by patients of (unnecessary) nutrients and/or 

certain foods can lead to an incomplete diet. The dietician in 
training was supervised by a dietician registered in the 
Paramedics Quality Register. Subsequently participants were 
asked to continue adherence to the diet without guidance for 
another 3 months.

The dietary guidance was based on the Dutch dietary 
guideline for Diverticular Disease and IBS and the Dutch dietary 
guideline for Inflammatory Bowel Diseases (van der Marel- 
Sluijter, 2009; van Dijk and Helfrich, 2019). Every participant re
ceived the same dietary guidance during the course of the study. 
A fixed structure of guidance for both dietary interventions was 
initiated in accordance with the six steps of methodical action 
(Leibbrandt, 2016). The dietary guidance for both dietary inter
ventions consisted of three 1-h consultations and three short 30- 
min consultations. Before each initial consultation, participants 
were asked to complete a food diary for 3 days to monitor their 
eating behavior. For the Low FODMAP diet, participants had two 
consultations for each phase: the elimination phase, reintroduc
tion phase, and personalization phase. Since no dietary guideline 
currently exists for the endometriosis diet, the dietary treatment 
design of the Low FODMAP diet was also applied for the endome
triosis diet. The dietary guidance was concluded with a final in
terview at the end of the study, where advice for the long term 
was given if participants decided they wanted to continue their 
chosen dietary intervention.

When participants decided they did not want to adhere to a 
dietary intervention, they could be part of the control group. The 
control group received care as usual without a dietary interven
tion or guidance by a dietician in training. There was no 
cross-over between the two dietary interventions and the no- 
diet group.

To support participants in this study that chose to adhere to a 
diet, tools were distributed to optimize their diet adherence. For 
participants adhering to the endometriosis diet, specially devel
oped materials, mostly consisting of suitable recipes, were sup
plied. For participants adhering to the Low FODMAP diet, 
specially developed materials, consisting of weekly menus, 
checklists regarding nutrients or the amount that women could 
or could not eat and grocery lists, were supplied. Finally, the die
tician in training developed a food guide containing practical tips 
and information making adherence to both dietary interven
tions easier.

All participants were asked to complete three sets of question
naires over a period of 6 months. They were distributed at the 
start of the study (T0), at 3 months follow-up (T1), and at 
6 months follow-up, at the end of the study (T2). All three sets of 
questionnaires contained questions on the participants’ pain 
scores, expressed using the VAS (scale 0–10 cm) for the symp
toms dysmenorrhea, deep dyspareunia, chronic pelvic pain, dys
uria, tiredness, and bloating. In addition, the Gastro-Intestinal 
Quality of Life Index (GIQLI) questionnaire, used to calculate 
gastro-intestinal health, was included in all three sets of ques
tionnaires. The GIQLI score ranges from 0 to 144, where 0 repre
sents the worst possible gastro-intestinal health and 144 
represents the best possible gastro-intestinal health. Finally, all 
sets of questionnaires contained a questionnaire to specify QoL: 
the Endometriosis Health Profile (EHP-30) questionnaire. The 
EHP-30 is validated for use in the Dutch language (Jones et al., 
2001; van de Burgt et al., 2011). Using the EHP-30, different scores 
can be calculated for five core QoL domains (pain, powerlessness, 
emotional wellbeing, social support, self-image) and six modular 
QoL domains (work life, children, sexual intercourse, medical 
profession, treatment, and infertility). The QoL scores range from 
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0 to 100, where 0 represents best possible health status and 100 
the worst possible health status.

For all groups, the first set of questionnaires, distributed at 
the start of the study (T0), contained a questionnaire measuring 
basic demographics (e.g. length, weight), the participants’ level of 
education, the Bristol Stool chart (Lewis and Heaton, 1997) and 
whether the participant had ever adhered to a diet before. When 
adhering to a dietary intervention, the second and third set of 
questionnaires, distributed at 3 months (T1) and at 6 months 
follow-up (T2), respectively, contained a questionnaire with self- 
composed questions on the participants’ self-reported strictness 
score (in VAS) and adherence to their chosen diet. Finally, the 
third set of questionnaires distributed at 6 months follow-up (T2) 
contained a questionnaire for the dietary intervention group only 
measuring the participants satisfaction with the guidance pro
vided by the dietician in training.

The low FODMAP diet
FODMAPs are a large class of small non-digestible carbohydrates, 
which can be found in all kinds of nutrients such as fruits, vege
tables, honey, sweeteners, and milk and dairy products. Because 
of their osmotic activity, FODMAPs force water into the gastro- 
intestinal tract, resulting in the presentation of a food that is 
easy for the intestinal microbiota in the large intestine to use. 
This in turn results in fermentation and increased gas production 
in the large intestine causing luminal distention. All this can re
sult in symptoms such as bloating, flatulence, abdominal pain, 
and constipation (Gibson and Shepherd, 2010; Monash, 2019; 
Bellini et al., 2020). The Low FODMAP diet was initially developed 
for patients diagnosed with IBS. It is currently recommended by 
the American College of Gastroenterology for the improvement 
of IBS symptoms, especially in patients that see a link between 
food, eating, and their IBS symptoms (Gibson and Shepherd, 
2010; Monash, 2019). When applying the Low FODMAP diet, IBS 
symptoms, such as bloating and abdominal pain, are the most 
likely to improve but one may additionally see improvements in 
fatigue, bowel movements, and QoL as well (Staudacher and 
Whelan, 2017; Monash, 2019; Bellini et al., 2020).

The Low FODMAP diet is an avoidance diet and consists of three 
phases. In the first phase, all nutrients high in FODMAPs (high- 
FODMAPS) are eliminated from the daily diet over a period of 6– 
10 weeks to calm down the bowel. After all IBS symptoms are re
duced or have even disappeared, patients can continue to the sec
ond phase where FODMAP challenges are added. The patient 
continues the Low FODMAP diet but reintroduces one high-FODMAP 
nutrient once every 3 days to see whether this exposure causes IBS 
symptoms. When it does not cause any symptoms, the patient can 
continue eating this high-FODMAP group in their future daily diet. 
After each FODMAP challenge, patients will avoid all high-FODMAPS 
again. Patients can continue to the third and final phase when all 
FODMAP-challenges are tested. During this phase, the diet is fully 
personalized and is based on whether the patient tolerated the high- 
FODMAP nutrient or not during the FODMAP challenges. Only when 
the high-FODMAP nutrient was not tolerated is it advised to perma
nently remove it from the daily diet. The Monash University has de
veloped several apps and cookbooks to support women who adhere 
to the Low FODMAP diet. Our study participants were advised to use 
them during the course of the study (Monash, 2019).

The endometriosis diet
The endometriosis diet is an avoidance diet developed by women 
with endometriosis (www.endometriose.nl, Endometriosestichting, 
2023). With the endometriosis diet, women avoid nutrients they 
noticed provoked or aggravated their endometriosis-related 

symptoms. For this study, we standardized the diet. We based the 
contents of the endometriosis diet on a recent survey among Dutch 
patients with endometriosis where the exact content of the diet 
was described and its influence on QoL was studied (van Haaps 
et al., 2023). The endometriosis diet and its composition is described 
in Table 1. During dietary guidance it was ensured that the partici
pants had a fully fledged diet, despite the fact that certain nutrients 
were avoided as part of the endometriosis diet.

Outcomes
The primary outcome focused on pain scores (the VAS, scale 0– 
10 cm) of the endometriosis-related symptoms dysmenorrhea, 
deep dyspareunia, chronic pelvic pain, dysuria, tiredness, and 
bloating. The secondary outcomes focused on QoL (EHP-30 ques
tionnaire), gastro-intestinal health (GIQLI questionnaire), and ad
hesion to the dietary intervention. For all outcomes, women 
adhering to the diets were compared to their baseline situation 
and to the control group.

Data collection and analysis
Data were collected using Castor EDC (Castor Electronic Data 
Capture, Ciwit BV, Amsterdam, the Netherlands) and analyzed 
using IBM SPSS for Windows, version 26.0 (IBM Corp., Armonk, 
NY, USA). Because replacement was sought for the participants 
that withdrew from participation 3–6 weeks after starting their 
dietary intervention, data were analyzed according to the per- 
protocol principle. To optimize result liability, data were addi
tionally analyzed according to the intention-to-treat principle. 
Baseline characteristics were presented as continuous variables 
using descriptive statistics with mean and SD for normally dis
tributed data and median with interquartile ranges (IQR) for non- 
normally distributed data. Categorical variables were presented 
as absolute numbers and percentages. Differences between base
line characteristics and pain scores between baseline and 6- 
month follow-up were calculated using the independent 
Student’s t-test when there was normally distributed data, and 
the Mann–Whitney U test when there was non-normally distrib
uted data. Differences between the control group and interven
tion group, analyzed longitudinally over the course of the 6- 
month follow-up period, were calculated using linear mixed 
models analysis. The influence of self-reported strictness on pain 
scores was calculated using a logistic regression. Two-sided P- 
values of <0.05 were considered to indicate statistical 

Table 1. Nutrients and nutrient groups to be avoided in the 
endometriosis diet.

Nutrient groups Examples

Red meat Beef, pork, lamb, mutton, veal, horse, liver
Gluten (Khorasan) wheat, rye, spelt, barley
Cow milk A sugar found in, e.g. milk, cheese spreads, 

whey-based soft drinks, ice cream
Sugars All added sugars. Refined sugars (cane 

sugar, caster sugar), natural sugars 
(honey, palm sugar, maple syrup, coco
nut blossom sugar), and sweeteners (as
partame, cyclamate, saccharin, 
sucralose, polyols)

Nutrients high 
in estrogen

Soy (soymilk, tofu, soya sprout, miso, tem
peh, soy sauce, natto), linseed, sesame 
seeds, black beans

Limited caffeine 
(max 
200 mg daily)

Coffee, tea (black tea, green tea, white tea), 
soft drinks (coca cola, iced tea, energy 
drinks/shots, chocolate milk), other 
(dark and/or milk chocolate, pain killer 
with added caffeine)
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significance. Since this was a pilot study, no sample size calcula

tion was performed.

Results
Between April 2021 and August 2022, 140 women indicated they 

were interested in study participation. Ultimately, 62 women 

were included in the analysis (Fig. 1).

A total of 43 participants chose to adhere to a diet, of which 22 
participants chose to adhere to the Low FODMAP diet and 21 par
ticipants chose to adhere to the endometriosis diet. A total of 19 
participants decided not to adhere to any diet, and therefore be 
part of the control group. All patients’ characteristics are pre
sented in Table 2. No statistically significant differences were 
seen in baseline characteristics between diet users and con
trols (Table 2).

Endometriosis
diet

(N=21)

Endometriosis
diet

(N=21)

Interested in
par cipa on
(N=140)

Eligible for
par cipa on

(N=86)

Study popula on
(N=72)

Low FODMAP
diet

(N=24)

Control
group
(N=21)

Never chose
one of three
groups (N=5)

Study popula on for
inten on-to-treat analysis

(N=65)

Study popula on for
per-protocol analysis

(N=62)

Low FODMAP
diet

(N=22)

Control
group
(N=19)

Excluded based on
criteria
(N=54)

Opted out of
par cipa on1

(N=14)

Withdrawal from
the study 2

(N=7)

Withdrawal from
the study 3

(N=3)

Figure 1. Flowchart of patient recruitment and inclusion in a prospective study of the effect of diet on pain and quality of life in women with 
endometriosis. (1) Opted out of participation because they already started the diet somewhere else, found the diet too drastic or we never heard from them 
again. (2) FODMAP: fermentable oligo-, di-, mono-saccharides, and polyols. (3) Number of women that withdrew from the study after signing their permission 
form, but prior to starting their diet or adherence to the control group. (4) Withdrawal from the study after adhering to the diet either for 3 or 6 weeks.

Improving pain and quality of life in endometriosis by diet | 2437  



All participants adhering to a diet reported significantly less 
deep dyspareunia, dysuria, bloating, and tiredness after adhering 
to the diet for 6 months compared to their baseline scores (range 
P< 0.001 to P¼ 0.012). Participants adhering to the Low FODMAP 
diet reported significantly less dysuria (P¼ 0.015) and bloating 
(P<0.001), whereas participants adhering to the endometriosis 
diet reported significant less bloating (P< 0.001) and tiredness 
(P¼0.002) after 6 months compared to their baseline scores. 
Participants in the control group reported no significantly differ
ent pain scores in endometriosis-related symptoms at 6 months 
follow-up (Supplementary Table S1). In addition, the influence of 

self-reported strictness score on pain was studied. No significant 
influence of dietary strictness on the reported pain scores was 
found (Supplementary Table S2).

When compared to the control group, analyzed longitudinally 
over the course of the 6 months follow-up period, participants 
adhering to a dietary intervention experienced significantly less 
bloating, with a mean difference (MD) of −0.84 (P¼0.049). When 
analyzing data according to the intention-to-treat principle, this 
difference lost statistical significance. In addition, compared to 
the control group, participants adhering to the Low FODMAP diet 
reported less deep dyspareunia (MD −1.15; P¼0.032) whereas 

Table 2. Patient characteristics of all three groups, including women adhering to the Low FODMAP diet, endometriosis diet, or no diet 
(control group).

Patient characteristics
Low FODMAP  
diet1 (n¼22)

Endometriosis  
diet (n¼21)

Control  
group (n¼19) P-value

Age in years (mean (SD)) 36.9 (5.9) 39.1 (15.8)2 37.6 (8.5) 0.593
BMI kg/m2 (mean (SD)) 26.0 (4.4) 24.3 (3.3) 25.4 (4.4) 0.490
Lifestyle (%)

Smoking 1 (4.5%) 0 (0%) 3 (15.8%)
Alcohol usage 16 (72.7%) 8 (38.1%) 9 (47.4%)

Family composition (%)
Single 6 (27.3%) 1 (4.8%) 2 (10.5%)
Living with housemate, partner and/or children 14 (63.6%) 20 (95.2%) 15 (78.9%)
Unknown 2 (9.1%) 0 (0%) 2 (10.5%)

Educational attainment (%)
High school 1 (4.5%) 0 (0%) 0 (0%)
Intermediate or higher vocational education 9 (40.9%) 15 (71.4%) 15 (78.9%)
University 10 (45.5%) 7 (33.3%) 3 (15.8%)
Other 1 (4.5%) 0 (0%) 0 (0%)
Unknown 1 (4.5%) 0 (0%) 1 (5.3%)

Other conditions
Gynecological diagnoses3 – 3 (14.3%) 2 (10.5%)
Gastro-intestinal, liver, and urinary diagnoses4 2 (9.1%) 2 (9.5%) 4 (21.1%)
Metabolic disorders5 – – 1 (5.3%)
Neurological diagnoses6 1 (4.5%) 2 (9.5%) 1 (5.3%)
Endocrine disorders7 1 (4.5%) 1 (4.8%) –
Hemophilia or cardiovascular disease8 1 (4.5%) 2 (9.5%) –
Muscle diagnoses (fibromyalgia) 2 (9.1%) 1 (4.8%) 1 (5.3%)
Atopic diagnoses9 2 (9.1%) 3 (14.3%) 1 (5.3%)
Viral diagnoses (cytomegalovirus, covid) 2 (9.1%) – 1 (5.3%)
Food allergies/sensitivities, vitamin shortage – 3 (14.3%) 1 (5.3%)
Previous malignancy – – 1 (5.3%)
Psychological diagnoses10 3 (13.6%) 3 (14.3%) 5 (26.3%)

Years since diagnosis (mean, range) 9.3 (2–20 years) 10.3 (2–35 years) 9.7 (2–26 years) 0.417
Grade of endometriosis according to ASRM11 (%)

Grade I 0 (0%) 0 (0%) 0 (0%) 0.499
Grade II 2 (9.1%) 4 (19.0%) 3 (15.8%)
Grade III 3 (13.6%) 3 (14.3%) 6 (31.6%)
Grade IV 13 (59.1%) 13 (61.9%) 8 (42.1%)
Unknown 4 (18.2%) 1 (4.8%) 2 (10.5%)

Treatment 0.992
Previous operation 15 (68.2%) 10 (47.6%) 11 (57.9%)
No previous operation 7 (31.8%) 11 (52.4%) 8 (42.1%)

Current treatment 0.565
Oral contraceptives 10 (45.5%) 10 (47.6%) 7 (36.9%)
GnRH agonist (Lucrin) 2 (9.1%) 2 (9.5%) 2 (10.5%)
IUD 1 (4.5%) 0 (0%) 0 (0%)
Oral contraceptives with IUD 2 (9.1%) 1 (4.8%) 2 (10.5%)
Pain medication 0 (0%) 1 (4.8%) 2 (10.5%)
Pain medication in addition to hormonal therapy 1 (4.5%) 2 (9.5%) 0 (0%)
Different treatment 0 (0%) 2 (9.5%) 0 (0%)
No treatment 6 (27.3%) 3 (14.3%) 6 (31.6%)

1 FODMAP: fermentable oligo-, di-, mono-saccharides, and polyols.
2 Data not normally distributed, therefore shown as median with interquartile range (IQR).
3 Fibroids, mastopathy, adhesions because of previous operations.
4 Gastro-esophageal reflux, irritable bowel syndrome (IBS), syndrome of Gilbert, chronic urinary tract infection, and enlarged bladder.
5 Diabetes.
6 Migraine, hernia.
7 Hypothyroidism, Hashimoto.
8 Hypertension, immune thrombocytopenia (ITP), alpha thalassemia, and previous brain aneurysm.
9 Asthma/asthmatic bronchitis, eczema, and hay fever.
10 Depression, bipolar disease, attention deficit disorder (ADD), attention deficit hyperactivity disorder (ADHD), and chronic fatigue.
11 ASRM, American Society for Reproductive Medicine.
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participants adhering to the endometriosis diet reported less 
bloating (MD −0.99, P¼ 0.041). When analyzing the data accord
ing to the intention-to-treat principle, this MD in deep dyspareu
nia for women adhering to the Low FODMAP diet and bloating for 
women adhering to the endometriosis diet was smaller but nev
ertheless remained significant (Table 3).

QoL was assessed using the EHP-30 questionnaire, and scores 
were calculated for all QoL domains. All participants adhering to 
a diet scored significantly better in the domains pain, powerless
ness, emotional wellbeing, self-image, work life, and sexual inter
course after adhering to the diet for 6 months compared to their 
baseline QoL scores (range P< 0.001 to P¼ 0.023). Participants ad
hering to the Low FODMAP diet reported significantly better 
scores after 6 months compared to their baseline scores in the 
QoL domains pain, powerlessness, and work life (P¼ 0.007, 
P¼ 0.002, and P¼ 0.013, respectively) whereas participants adher
ing to the endometriosis diet reported significantly better scores 
in the QoL domains powerlessness, emotional wellbeing, self- 
image, and treatment (range P<0.001 to P¼0.023). Participants 
in the control group reported no significant differences in QoL af
ter 6 months (Supplementary Table S3).

When comparing them to the control group, analyzed longitu
dinally over the course of the 6 months follow-up period, partici
pants adhering to a dietary intervention reported significantly 
better scores in the QoL domains social support (MD −11.26; 
P¼ 0.004) and medical profession (MD −17.96; P¼ 0.005). When 
analyzing data according to the intention-to-treat principle, only 
a significant difference in social support remained. Compared to 
the control group, participants adhering to the Low FODMAP diet 
reported a better score in the QoL domain medical profession 
(MD −17.14, P¼0.018) whereas participants adhering to the endo
metriosis diet reported significant scores in the QoL domains 
social support (MD −15.47; P<0.001) and medical profession 
(MD −18.71; P¼ 0.010). When analyzing the data according to 
the intention-to-treat principle, these MDs in medical profession 
for women adhering to the Low FODMAP diet and in social support 
and medical profession for women adhering to the endometriosis 
diet were smaller but nevertheless remained significant (Table 4).

Participants adhering to a diet experienced better gastro- 
intestinal health, measured using the GIQLI questionnaire, after 
adhering to the diet for 6 months compared to their baseline 
scores (P< 0.001) (Supplementary Table S4). However, when com
paring data to the control group, analyzed longitudinally over the 
course of the 6 months follow-up period, participants adhering to 
a dietary intervention reported no improvement in gastro- 
intestinal health (Table 5).

Results for patient experiences
Participants had different motivations to participate in the die
tary intervention. Mostly, they hoped it would decrease their 
pain symptoms, would reduce their bowel symptoms, such as 
flatulence and bloating, and would optimize their general health. 
At the start of their diet, most participants found adherence to 
the diet difficult whereas by the 6 months follow-up they found 
adherence to the diet less difficult (difficulty ‘normal’), indicating 
normalization toward dealing with a diet in daily life (Low 
FODMAP diet P< 0.001 and endometriosis diet P¼ 0.017). 
Difficulties most frequently reported were high costs, the time- 
consuming element and other difficulties such as adherence to 
the diet in a social setting, i.e. when going out for dinner or eating 
with friends and family. Almost all participants completed 
6 months adherence to their diet (40/43). Three participants de
cided to discontinue their diet prematurely because of personal 
circumstances such as moving to another country (n¼1) or an 

illness in the family (n¼ 1). One participant did not give any 
details regarding her personal circumstances leading the discon
tinuation of her diet. There was no cross-over by participants to 
the other dietary intervention. No participants experienced side 
effects from their chosen dietary intervention. Finally, the major
ity of participants expressed that they would (partially) continue 
their diet at the end of the study (80.6% in endometriosis diet ver
sus 81.8% Low FODMAP diet) (Supplementary Table S5).

Discussion
This prospective single-center pilot study aimed to investigate 
the effect of two dietary interventions on endometriosis-related 
symptoms and QoL, and compare it to a control group, analyzed 
longitudinally over the course of a 6-month follow-up period. 
Our results suggest that women adhering to a dietary interven
tion experience less non-cyclical deep dyspareunia, cyclical dys
uria, bloating, and tiredness after 6 months. Other (non-)cyclical 
symptoms associated with endometriosis, such as dysmenorrhea 
and chronic pelvic pain, were not significantly improved. When 
comparing participants adhering to a dietary intervention to par
ticipants in the control group, analyzed longitudinally over the 
course of the 6-month follow-up period, only a significant differ
ence in bloating remained. Our results additionally suggest that 
women adhering to a dietary intervention reported better EHP-30 
scores in the QoL domains pain, powerlessness, emotional well
being, self-image, work life, and sexual intercourse after 
6 months. When comparing participants adhering to a dietary in
tervention to participants in the control group, only a significant 
difference in social support and medical profession remained. 
There was a high level of satisfaction with the dietary guidance. 
Ultimately, 35 out of 43 participants wanted to continue their 
diet, at least partially, at the end of the 6-month follow- 
up period.

Clinical implications
To our knowledge, this pilot study is the first to examine the ef
fect of both the Low FODMAP diet and endometriosis diet on 
endometriosis-related symptoms and QoL in women with endo
metriosis. In a previous retrospective study using a nationwide 
survey, our study group found that Dutch women adhering to 
the endometriosis diet reported significantly improved QoL, espe
cially when there was strict adherence to the diet (van Haaps 
et al., 2023). Although a positive impact of self-reported diet 
strictness on pain scores was not observed in our current study, 
potentially owing to the small sample size, we did observe a posi
tive association between dietary adherence and both pain scores 
and QoL.

Our study suggests that adherence to a dietary intervention 
could reduce both (non-)cyclical endometriosis-related symp
toms and gastro-intestinal symptoms such as bloating. 
Previously, an overlap was seen between symptoms associated 
with endometriosis and symptoms associated with IBS (Moore 
et al., 2017). Jess et al. observed that endometriosis was more fre
quently associated with gastro-intestinal dysfunction, as found 
in IBS. In their nationwide Danish cohort of 37 661 women, a sig
nificant association between endometriosis and IBS (standard
ized incidence ratio 1.5 (95% CI 1.3–1.7)) was observed (Jess et al., 
2012). Additionally, in an Australian cross-sectional survey 
(N¼ 484) on self-management strategies among women surgi
cally diagnosed with endometriosis, 44% of respondents adhered 
to a dietary intervention such as the Low FODMAP diet, gluten 
free- or lactose-free diet. They found that these dietary interven
tions were effective in reducing endometriosis-related pelvic 

Improving pain and quality of life in endometriosis by diet | 2439  

https://academic.oup.com/humrep/article-lookup/doi/10.1093/humrep/dead214#supplementary-data
https://academic.oup.com/humrep/article-lookup/doi/10.1093/humrep/dead214#supplementary-data
https://academic.oup.com/humrep/article-lookup/doi/10.1093/humrep/dead214#supplementary-data


T
ab

le
 3

. D
if

fe
re

n
ce

 in
 r

ep
or

te
d

 V
A

S 
sc

or
es

 f
or

 e
n

d
om

et
ri

os
is

-r
el

at
ed

 s
ym

p
to

m
s 

b
et

w
ee

n
 t

h
e 

d
ie

ta
ry

 in
te

rv
en

ti
on

s 
an

d
 c

on
tr

ol
 g

ro
u

p
, c

om
p

ar
ed

 lo
n

gi
tu

d
in

al
ly

 o
ve

r 
th

e 
fo

ll
ow

-u
p

 p
er

io
d

 
of

 6
m

on
th

s.

In
te

rv
en

ti
on

 (F
O

D
M

A
P1

 or
 e

n
d

om
et

ri
os

is
 d

ie
t)

 n
¼

43
C

on
tr

ol
 n
¼

19

S
ym

p
to

m
s 

 
as

so
ci

at
ed

 w
it

h
  

en
d

om
et

ri
os

is

B
as

el
in

e 
 

V
A

S
2

 sc
or

e 
 

(m
ed

ia
n

, I
Q

R
)

T
h

re
e-

m
on

th
  

V
A

S
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

S
ix

-m
on

th
  

V
A

S
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

B
as

el
in

e 
V

A
S

  
sc

or
e 

 
(m

ed
ia

n
, I

Q
R

)

T
h

re
e-

m
on

th
  

V
A

S
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

S
ix

-m
on

th
  

V
A

S
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

M
ea

n
  

d
if

fe
re

n
ce

3
  

(9
5%

 C
I)

 P
-v

al
u

e

D
ys

m
en

or
rh

ea
5.

0 
(8

.0
)

3.
28

 (3
.5

3)
3.

0 
(6

.0
)

4.
0 

(7
.0

)
5.

0 
(7

.0
)

4.
0 

(7
.0

)
−

0.
36

 (−
1.

45
 t

o 
0.

73
) 

0.
51

5 
D

ee
p

 d
ys

p
ar

eu
n

ia
4.

0 
(5

.0
)

2.
41

 (2
.4

8)
1.

0 
(4

.0
)

3.
5 

(6
.0

)
4.

0 
(5

.0
)

1.
0 

(6
.0

)
−

0.
83

 (−
1.

74
 t

o 
0.

08
) 

0.
07

5 
C

h
ro

n
ic

 P
el

vi
c 

Pa
in

2.
0 

(6
.0

)
2.

34
 (2

.5
4)

3.
0 

(6
.0

)
2.

5 
(6

.0
)

1.
0 

(5
.0

)
2.

0 
(4

.0
)

−
0.

01
4 

(−
0.

94
 t

o 
0.

91
) 

0.
97

6 
D

ys
u

ri
a

1.
0 

(4
.0

)
0.

85
 (1

.8
1)

0.
0 

(1
.0

)
0.

0 
(3

.0
)

1.
0 

(1
.0

)
0.

0 
(1

.0
)

0.
05

 (−
0.

58
 t

o 
0.

67
) 

0.
88

0 
B

lo
at

in
g

8.
0 

(3
.5

)
3.

39
 (2

.7
0)

3.
0 

(4
.0

)
6.

0 
(4

.0
)

6.
0 

(4
.0

)
5.

0 
(5

.0
)

−
0.

84
 (−

1.
68

 t
o 

−
0.

00
4)

 
0.

04
9 

T
ir

ed
n

es
s

7.
0 

(4
.0

)
4.

79
 (2

.5
8)

5.
0 

(3
.0

)
7.

0 
(2

.8
)

6.
0 

(5
.0

)
6.

0 
(6

.0
)

−
0.

04
 (−

0.
88

 t
o 

0.
80

) 
0.

92
4 

Lo
w

-F
O

D
M

A
P 

d
ie

t
En

d
om

et
ri

os
is

 d
ie

t

n
 ¼

22
n

 ¼
21

S
ym

p
to

m
s 

 
as

so
ci

at
ed

 w
it

h
  

en
d

om
et

ri
os

is

B
as

el
in

e 
 

V
A

S
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

T
h

re
e-

m
on

th
  

V
A

S
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

S
ix

-m
on

th
  

V
A

S
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

M
ea

n
  

d
if

fe
re

n
ce

4
  

(9
5%

 C
I)

 P
-v

al
u

e

B
as

el
in

e 
 

V
A

S
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

T
h

re
e-

m
on

th
  

V
A

S
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

S
ix

-m
on

th
  

V
A

S
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

M
ea

n
  

d
if

fe
re

n
ce

4
  

(9
5%

 C
I)

 P
-v

al
u

e

D
ys

m
en

or
rh

ea
4.

0 
(7

.0
)

1.
0 

(7
.0

)
2.

0 
(4

.0
)

−
1.

08
 (−

2.
31

 t
o 

0.
16

) 
0.

08
7 

6.
0 

(7
.0

)
5.

0 
(8

.0
)

3.
5 

(7
.0

)
0.

32
 (−

0.
90

 t
o 

1.
54

) 0
.6

06

D
ee

p
 d

ys
p

ar
eu

n
ia

4.
5 

(6
.0

)
1.

5 
(3

.0
)

0.
0 

(4
.0

)
−

1.
15

 (−
2.

2 
to

 −
0.

10
) 

0.
03

2 
4.

0 
(6

.0
)

2.
0 

(6
.0

)
2.

0 
(5

.0
)

−
0.

55
 (−

1.
58

 t
o 

0.
49

) 0
.2

98

C
h

ro
n

ic
 p

el
vi

c 
p

ai
n

2.
0 

(6
.0

)
1.

0 
(4

.0
)

4.
0 

(6
.0

)
−

0.
11

 (−
1.

17
 t

o 
0.

96
) 

0.
84

5 
3.

0 
(6

.0
)

2.
0 

(5
.0

)
2.

5 
(5

.0
)

0.
07

 (−
0.

98
 t

o 
1.

12
) 0

.8
94

D
ys

u
ri

a
1.

0 
(3

.0
)

0.
0 

(0
.0

)
0.

0 
(0

.0
)

−
0.

19
 (−

0.
90

 t
o 

0.
53

) 
0.

60
7 

1.
0 

(4
.5

)
0.

0 
(3

.0
)

0.
0 

(1
.0

)
0.

26
 (−

0.
44

 t
o 

0.
97

) 0
.4

64

B
lo

at
in

g
8.

0 
(3

.8
)

3.
0 

(4
.2

5)
3.

0 
(4

.5
)

−
0.

69
 (−

1.
66

 t
o 

0.
27

) 
0.

15
9 

7.
0 

(3
.5

)
2.

0 
(4

.0
)

2.
0 

(3
.0

)
−

0.
99

 (−
1.

94
 t

o 
−

0.
03

9)
 0

.0
41

T
ir

ed
n

es
s

7.
0 

(4
.0

)
5.

0 
(5

.0
)

5.
0 

(5
.0

)
0.

07
 (−

0.
90

 t
o 

1.
04

) 
0.

88
4 

7.
0 

(5
.0

)
5.

0 
(4

.0
)

3.
5 

(2
.8

)
−

0.
15

 (−
1.

10
 t

o 
0.

81
) 0

.7
61

M
ea

n
 d

if
fe

re
n

ce
s 

w
it

h
 in

te
rq

u
ar

ti
le

 r
an

ge
s 

(I
Q

R
) w

er
e 

ca
lc

u
la

te
d

 u
si

n
g 

m
ix

ed
 m

od
el

s.
B

ol
d

 v
al

u
es

 in
d

ic
at

e 
P-

va
lu

es
.

1
 

FO
D

M
A

P:
 f

er
m

en
ta

b
le

 o
li

go
-,

 d
i-

, m
on

o-
sa

cc
h

ar
id

es
, a

n
d

 p
ol

yo
ls

.
2

 
V

A
S:

 v
is

u
al

 a
n

al
og

u
e 

sc
al

e 
(s

ca
le

 0
–1

0 
cm

).
3

 
D

if
fe

re
n

ce
 c

al
cu

la
te

d
 b

et
w

ee
n

 b
as

el
in

e,
 1

2-
 a

n
d

 2
4-

w
ee

k 
fo

ll
ow

-u
p

, b
et

w
ee

n
 t

h
e 

tw
o 

d
ie

ta
ry

 in
te

rv
en

ti
on

s 
an

d
 c

on
tr

ol
 g

ro
u

p
.

4
 

D
if

fe
re

n
ce

 c
al

cu
la

te
d

 b
et

w
ee

n
 b

as
el

in
e,

 1
2-

 a
n

d
 2

4-
w

ee
k 

fo
ll

ow
-u

p
. D

if
fe

re
n

ce
 c

al
cu

la
te

d
 b

et
w

ee
n

 t
h

e 
Lo

w
 F

O
D

M
A

P 
d

ie
t 

an
d

 c
on

tr
ol

 g
ro

u
p

, a
n

d
 b

et
w

ee
n

 e
n

d
om

et
ri

os
is

 d
ie

t 
an

d
 c

on
tr

ol
 g

ro
u

p
.

2440 | van Haaps et al.  



T
ab

le
 4

. D
if

fe
re

n
ce

 in
 q

u
al

it
y 

of
 li

fe
 d

om
ai

n
s 

b
et

w
ee

n
 t

h
e 

d
ie

ta
ry

 in
te

rv
en

ti
on

s 
an

d
 c

on
tr

ol
 g

ro
u

p
, c

om
p

ar
ed

 lo
n

gi
tu

d
in

al
ly

 o
ve

r 
th

e 
fo

ll
ow

-u
p

 p
er

io
d

 o
f 

6
m

on
th

s.

In
te

rv
en

ti
on

 (F
O

D
M

A
P1

 or
 e

n
d

om
et

ri
os

is
 d

ie
t)

C
on

tr
ol

n
¼

43
n
¼

19

D
om

ai
n

s 
of

  
q

u
al

it
y 

of
  

li
fe

 m
ea

su
re

d
  

u
si

n
g 

th
e 

EH
P-

30
2

B
as

el
in

e 
 

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

T
h

re
e-

m
on

th
  

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

S
ix

-m
on

th
  

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

B
as

el
in

e 
 

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

T
h

re
e-

m
on

th
  

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

S
ix

-m
on

th
  

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

M
ea

n
  

d
if

fe
re

n
ce

3
  

(9
5%

 C
I)

 P
-v

al
u

e

Pa
in

42
.0

 (2
9.

0)
25

.0
 (3

9.
2)

22
.7

 (3
7.

5)
28

.4
 (3

3.
5)

31
.8

 (1
3.

6)
22

.7
 (2

5.
0)

−
2.

41
 (−

8.
97

 t
o 

4.
15

) 
0.

46
9 

Po
w

er
le

ss
n

es
s

50
.0

 (3
0.

2)
20

.8
 (2

9.
2)

16
.7

 (2
9.

2)
35

.4
 (3

1.
3)

37
.5

 (1
2.

5)
29

.2
 (2

5.
0)

−
4.

31
 (−

10
.8

6 
to

 2
.2

4)
 

0.
19

5 
Em

ot
io

n
al

 w
el

lb
ei

n
g

33
.3

 (3
3.

3)
25

.0
 (3

2.
3)

20
.8

 (3
2.

3)
31

.3
 (2

6.
0)

37
.5

 (2
5.

0)
16

.7
 (2

5.
0)

−
1.

83
 (−

7.
53

 t
o 

3.
88

) 
0.

52
8 

S
oc

ia
l s

u
p

p
or

t
34

.4
 (3

9.
1)

37
.5

 (4
3.

8)
28

.1
 (3

1.
3)

43
.8

 (3
9.

1)
50

.0
 (3

1.
3)

37
.5

 (1
8.

8)
−

11
.2

6 
(−

18
.7

7 
to

 −
3.

74
) 

0.
00

4 
S

el
f-

im
ag

e
50

.0
 (4

3.
8)

25
.0

 (4
1.

7)
25

.0
 (3

9.
6)

41
.7

 (2
7.

1)
33

.3
 (3

3.
3)

25
.0

 (5
8.

3)
−

1.
45

 (−
9.

59
 t

o 
−

6.
69

) 
0.

72
6 

W
or

k
 li

fe
25

.0
0 

(4
0.

0)
7.

50
 (2

8.
75

)
5.

0 
(2

5.
0)

10
.0

0 
(1

5.
0)

15
.0

 (1
8.

75
)

10
.0

 (2
2.

5)
1.

89
 (−

4.
77

 t
o 

8.
55

) 
0.

57
6 

C
h

il
d

re
n

0.
0 

(3
7.

5)
0.

0 
(2

1.
9)

0.
0 

(9
.4

)
0.

0 
(0

.0
)

0.
0 

(0
.0

)
0.

0 
(0

.0
)

3.
66

 (−
3.

22
 t

o 
10

.5
3)

 
0.

29
5 

S
ex

u
al

 in
te

rc
ou

rs
e

45
.0

 (5
1.

3)
25

.0
 (4

0.
0)

27
.5

 (4
7.

5)
50

.0
 (4

2.
5)

50
.0

 (4
5.

0)
15

.0
 (7

5.
0)

−
6.

97
 (−

15
.7

9 
to

 1
.8

5)
 

0.
12

0 
M

ed
ic

al
 p

ro
fe

ss
io

n
6.

3 
(3

7.
5)

15
.6

 (3
1.

3)
12

.5
 (3

7.
5)

18
.8

 (3
7.

5)
25

.0
 (5

6.
3)

40
.6

 (3
9.

1)
−

17
.9

6 
(−

30
.2

6 
to

 −
5.

66
) 

0.
00

5 
T

re
at

m
en

t
41

.7
 (3

9.
6)

37
.5

 (3
3.

3)
33

.3
 (4

1.
7)

33
.3

 (2
5.

0)
25

.0
 (4

5.
8)

25
.0

 (6
6.

7)
7.

17
 (−

2.
21

 t
o 

16
.5

5)
 

0.
13

2 
In

fe
rt

il
it

y
71

.9
 (3

2.
8)

87
.5

 (–
)

56
.3

 (5
6.

3)
87

.5
 (3

1.
3)

75
.0

 (2
5.

0)
81

.3
 (–

)
−

9.
37

 (−
25

.6
0 

to
 6

.8
6)

 
0.

24
3 

Lo
w

-F
O

D
M

A
P 

d
ie

t
En

d
om

et
ri

os
is

 d
ie

t

n
 ¼

22
n

 ¼
21

D
om

ai
n

s 
of

  
q

u
al

it
y 

of
  

li
fe

 m
ea

su
re

d
  

u
si

n
g 

th
e 

EH
P-

30

B
as

el
in

e 
 

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

T
h

re
e-

m
on

th
  

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

S
ix

-m
on

th
  

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

M
ea

n
  

d
if

fe
re

n
ce

4
  

(9
5%

 C
I)

 P
-v

al
u

e

B
as

el
in

e 
 

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

T
h

re
e-

m
on

th
  

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

S
ix

-m
on

th
  

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

M
ea

n
  

d
if

fe
re

n
ce

4
  

(9
5%

 C
I)

 P
-v

al
u

e

Pa
in

43
.2

 (2
8.

4)
20

.5
 (3

4.
1)

15
.9

 (3
1.

8)
−

3.
60

 (−
11

.1
5 

to
 3

.9
5)

 0
.3

48
40

.9
 (3

7.
5)

29
.5

 (3
9.

8)
22

.7
 (5

0.
0)

−
1.

36
 (−

8.
80

 t
o 

6.
09

) 
0.

72
0 

Po
w

er
le

ss
n

es
s

54
.2

 (2
7.

1)
20

.8
 (4

1.
7)

16
.7

 (3
7.

5)
−

1.
38

 (−
8.

90
 t

o 
6.

14
) 0

.7
18

45
.8

 (4
3.

8)
20

.8
 (2

7.
1)

16
.7

 (3
5.

4)
−

6.
80

 (−
14

.2
0 

to
 0

.6
1)

 
0.

07
2 

Em
ot

io
n

al
 w

el
lb

ei
n

g
37

.5
 (3

7.
5)

25
.0

 (3
7.

5)
20

.8
 (3

7.
5)

0.
81

 (−
5.

72
 t

o 
7.

34
) 0

.8
07

33
.3

 (3
3.

3)
25

.0
 (2

0.
8)

20
.8

 (2
7.

1)
−

4.
15

 (−
10

.5
8 

to
 2

.2
8)

 
0.

20
4 

S
oc

ia
l s

u
p

p
or

t
31

.3
 (4

0.
6)

43
.8

 (4
3.

8)
31

.3
 (5

0.
0)

−
6.

93
 (−

15
.4

8 
to

 1
.6

2)
 0

.1
11

37
.5

 (4
0.

6)
12

.5
 (4

6.
9)

25
.0

 (3
4.

4)
−

15
.4

7 
(−

23
.8

9 
to

 −
7.

06
) 

<
0.

00
1 

S
el

f-
im

ag
e

50
.0

 (5
0.

0)
25

.0
 (4

1.
7)

33
.3

 (5
8.

3)
1.

08
 (−

8.
26

 t
o 

10
.4

2)
 0

.8
20

50
.0

 (3
7.

5)
33

.3
 (3

7.
5)

16
.7

 (2
9.

2)
−

3.
98

 (−
13

.1
8 

to
 5

.2
3)

 
0.

39
5 

W
or

k
 li

fe
30

.0
 (4

0.
0)

5.
0 

(2
0.

0)
5.

0 
(2

5.
0)

3.
12

 (−
4.

59
 t

o 
10

.8
3)

 0
.4

25
22

.5
 (3

8.
8)

10
.0

 (3
2.

5)
5.

0 
(1

0.
0)

0.
86

 (−
6.

77
 t

o 
8.

49
) 

0.
82

4 

(c
on

ti
n

u
ed

) 

Improving pain and quality of life in endometriosis by diet | 2441  



T
ab

le
 4

. 
C

on
ti

n
u

ed
  

Lo
w

-F
O

D
M

A
P 

d
ie

t
En

d
om

et
ri

os
is

 d
ie

t

n
 ¼

22
n

 ¼
21

D
om

ai
n

s 
of

  
q

u
al

it
y 

of
  

li
fe

 m
ea

su
re

d
  

u
si

n
g 

th
e 

EH
P-

30

B
as

el
in

e 
 

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

T
h

re
e-

m
on

th
  

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

S
ix

-m
on

th
  

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

M
ea

n
  

d
if

fe
re

n
ce

4
  

(9
5%

 C
I)

 P
-v

al
u

e

B
as

el
in

e 
 

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

T
h

re
e-

m
on

th
  

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

S
ix

-m
on

th
  

EH
P-

30
 s

co
re

  
(m

ed
ia

n
, I

Q
R

)

M
ea

n
  

d
if

fe
re

n
ce

4
  

(9
5%

 C
I)

 P
-v

al
u

e

C
h

il
d

re
n

0.
0 

(4
3.

8)
0.

0 
(1

2.
5)

0.
0 

(0
.0

)
4.

40
 (−

3.
52

 t
o 

12
.3

2)
 0

.2
74

0.
0 

(3
7.

5)
0.

0 
(2

5.
0)

0.
0 

(1
8.

8)
2.

99
 (−

4.
80

 t
o 

10
.7

8)
 

0.
45

0 
S

ex
u

al
 in

te
rc

ou
rs

e
45

.0
 (5

0.
0)

20
.0

 (4
0.

0)
30

.0
 (5

0.
0)

−
9.

97
 (−

20
.0

9 
to

 0
.1

4)
 0

.0
53

45
.0

 (4
7.

5)
30

.0
 (3

5.
0)

20
.0

 (5
0.

0)
−

4.
31

 (−
14

.2
7 

to
 5

.6
6)

 
0.

39
4 

M
ed

ic
al

 p
ro

fe
ss

io
n

6.
3 

(3
7.

5)
15

.6
 (5

3.
1)

12
.5

 (1
8.

8)
−

17
.1

4 
(−

31
.2

7 
to

 −
3.

00
) 0

.0
18

0.
0 

(4
3.

8)
12

.5
 (3

1.
3)

6.
3 

(4
2.

2)
−

18
.7

1 
(−

32
.7

9 
to

 −
4.

63
) 

0.
01

0 
T

re
at

m
en

t
25

.0
 (3

7.
5)

33
.3

 (3
3.

3)
41

.7
 (3

7.
5)

5.
35

 (−
5.

12
 t

o 
15

.8
2)

 0
.3

12
50

.0
 (2

5.
0)

41
.7

 (4
1.

7)
33

.3
 (2

5.
0)

9.
33

 (−
1.

35
 t

o 
20

.0
1)

 
0.

08
6 

In
fe

rt
il

it
y

68
.8

 (–
)

68
.8

 (–
)

56
.3

 (–
)

−
11

.8
8 

(−
31

.6
6 

to
 7

.9
0)

 0
.2

24
78

.1
 (–

)
x

56
.3

 (5
6.

3)
−

6.
08

 (−
26

.8
7 

to
 1

4.
70

) 
0.

55
0 

M
ea

n
 d

if
fe

re
n

ce
s 

w
it

h
 in

te
rq

u
ar

ti
le

 r
an

ge
s 

(I
Q

R
s)

 w
er

e 
ca

lc
u

la
te

d
 u

si
n

g 
m

ix
ed

 m
od

el
s.

B
ol

d
 v

al
u

es
 in

d
ic

at
e 

P-
va

lu
es

.
1

 
FO

D
M

A
P:

 f
er

m
en

ta
b

le
 o

li
go

-,
 d

i-
, m

on
o-

sa
cc

h
ar

id
es

, a
n

d
 p

ol
yo

ls
.

2
 

EH
P-

30
 Q

u
es

ti
on

n
ai

re
: e

n
d

om
et

ri
os

is
 h

ea
lt

h
 p

ro
fi

le
 3

0 
q

u
es

ti
on

n
ai

re
 (r

an
ge

 0
–1

00
).

3
 

D
if

fe
re

n
ce

 c
al

cu
la

te
d

 b
et

w
ee

n
 b

as
el

in
e,

 1
2-

 a
n

d
 2

4-
w

ee
k 

fo
ll

ow
-u

p
, b

et
w

ee
n

 t
h

e 
tw

o 
d

ie
ta

ry
 in

te
rv

en
ti

on
s 

an
d

 c
on

tr
ol

 g
ro

u
p

.
4

 
D

if
fe

re
n

ce
 c

al
cu

la
te

d
 b

et
w

ee
n

 b
as

el
in

e,
 1

2-
 a

n
d

 2
4-

w
ee

k 
fo

ll
ow

-u
p

. D
if

fe
re

n
ce

 c
al

cu
la

te
d

 b
et

w
ee

n
 t

h
e 

Lo
w

 F
O

D
M

A
P 

d
ie

t 
an

d
 c

on
tr

ol
 g

ro
u

p
, a

n
d

 b
et

w
ee

n
 e

n
d

om
et

ri
os

is
 d

ie
t 

an
d

 c
on

tr
ol

 g
ro

u
p

.

2442 | van Haaps et al.  



pain, as well as gastro-intestinal symptoms such as abdominal 
discomfort (i.e. flatulence, bloating, and diarrhea) (Armour et al., 
2021). Comparable results to Armour et al. (2021) were found in a 
study evaluating the effect of the Low FODMAP diet on 
endometriosis-related and gastro-intestinal symptoms, in 
women with endometriosis and IBS (Moore et al., 2017). Finally, 
Sesti et al. (2007) recently studied the effect of treatment on pain 
symptoms and QoL after conservative pelvic surgery for endome
triosis grade III–IV. They found that post-surgical treatment with 
a dietary intervention was similarly effective as post-surgical 
treatment with a GnRH-agonist or continuous oral contracep
tives (Sesti et al., 2007). These studies, in addition to our findings, 
support the hypothesis that a dietary intervention could improve 
both endometriosis-related symptoms and gastro-intestinal 
symptoms. Therefore, women diagnosed both with endometri
osis and a gastro-intestinal diagnosis might benefit most from a 
dietary intervention. However, since no additional analyses on 
this were performed in our study, we cannot state this implica
tion with certainty.

Contrary to our findings, a cross-sectional survey study on the 
effect of different, frequently applied diets in Dutch patients with 
endometriosis did not show any significant differences in QoL be
tween women adhering to a diet and women not adhering to a 
diet. However, they did find that 224 of the 314 specific dietary 
adjustments (71.3%) reported by the participants were consid
ered to contribute to the reduction of the participants’ chronic 
endometriosis symptoms (Krabbenborg et al., 2021).

Our pilot study additionally found that adherence to a dietary 
intervention led to an improvement in QoL. According to Soliman 
et al. (2017), experiencing more pelvic pain or menstrual cramp
ing, anxiety or stress, fatigue, bloating, and intermenstrual bleed
ing was associated with a lower QoL (Soliman et al., 2017). This 
might explain why our participants, with improved pain scores, 
additionally reported improved QoL scores. Furthermore, women 
participating in our study received extensive guidance by the die
tician in training for the first 3 months and were provided with 
tools to optimally adhere to their chosen diet. The active role 
that participants took in managing their endometriosis-related 
symptoms may have contributed to a greater sense of control 

over their endometriosis, possibly contributing to an improved 
QoL. Previous research has shown that a person-centered ap
proach, in which women were able to take an active role in their 
disease management and worked together with the healthcare 
provider aiming to improve their symptoms, resulted in a greater 
feeling of control over their symptoms and more positive health
care provider experiences (O'Hara et al., 2019). These studies, in 
addition to our findings, show that a dietary intervention can im
prove QoL in women with endometriosis, both through reducing 
pain symptoms and by empowering women to take an active role 
in their disease management.

While previous studies have described the positive effects of 
dietary interventions, such as the Low FODMAP diet, on pain and 
QoL, they might also have negative effects. There is evidence that 
the Low FODMAP diet may induce profound changes in the com
position and functioning of the gut microbiota. However, there is 
still a lot of uncertainty regarding this effect. In addition, evi
dence regarding the long-term effects of the Low FODMAP diet is 
limited, since most previous studies only had a follow-up period 
of <12 weeks (Staudacher and Whelan, 2017). Regarding the en
dometriosis diet, its impact on endometriosis-related symptoms, 
the long-term effects, and possible negative effects on health 
have not been investigated in previous studies. Therefore, the en
dometriosis diet is currently not advised by dieticians in the 
Netherlands (Huijs and Nap, 2020). In the present study, we han
dled a follow-up period of 6 months (24 weeks) for both diets. 
However, since this was a pilot study lacking a calculation of 
sample size, we cannot attribute with complete certainty all 
effects on pain and QoL to the dietary interventions. To deter
mine long-term effects with more certainty in future studies, it 
could be recommended to extend the follow-up period to at least 
6 months, similar to our pilot study. This underlines the impor
tance of additional research on the efficacy and safety, including 
possible negative effects on health, of dietary interventions on 
endometriosis-related symptoms and associated QoL, with a lon
ger follow-up period.

Adherence to the endometriosis diet or Low FODMAP diet can 
be associated with higher costs. According to a British study, ad
herence to the Low FODMAP diet for a period of 6 weeks cost an 

Table 5. Difference in gastro-intestinal quality of life, measured using the gastro-intestinal quality of life index, between the dietary 
interventions and control group, compared longitudinally over the follow-up period of 6 months.

GIQLI  
score2

Intervention (FODMAP1 or endometriosis diet) Control

n¼43 n¼19

Baseline  
GIQLI score  
(mean, SD)

Three-month  
GIQLI score  
(mean, SD)

Six-month  
GIQLI score  
(mean, SD)

Baseline  
GIQLI score  
(mean, SD)

Three-month  
GIQLI score  
(mean, SD)

Six-month  
GIQLI score  
(mean, SD)

Mean  
difference3  

(95% CI) P-value

127.35 (14.67) 136.85 (12.79) 139.03 (11.09) 134.29 (14.79) 134.11 (9.34) 133.27 (13.82) 1.31 (−5.49 to 2.88) 0.539

GIQLI  
score

Low-FODMAP diet Endometriosis diet

n ¼ 22 n ¼ 21

Baseline  
GIQLI score  
(mean, SD)

Three-month  
GIQLI score  
(mean, SD)

Six-month  
GIQLI score  
(mean, SD)

Mean  
difference4  

(95% CI) P-value

Baseline  
GIQLI score  
(mean, SD)

Three-month  
GIQLI score  
(mean, SD)

Six-month  
GIQLI score  
(mean, SD)

Mean  
difference4  

(95% CI) P-value

122.68 (14.36) 135.11 (13.89) 136.74 (9.81) 1.58 (−6.32 to 3.16) 0.511 132.24 (13.66) 138.50 (11.77) 141.10 (11.86) 3.88 (−0.82 to 8.57) 0.105

Mean differences with interquartile ranges (IQR) were calculated using mixed models.
Bold values indicate P-values.

1 FODMAP: fermentable oligo-, di-, mono-saccharides, and polyols.
2 GIQLI: Gastro-Intestinal Quality of Life Index (range 0–144).
3 Difference calculated between baseline, 12- and 24-week follow-up, between the two dietary interventions and control group.
4 Difference calculated between baseline, 12- and 24-week follow-up. Difference calculated between the Low FODMAP diet and control group, and between 

endometriosis diet and control group.
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additional e175.07 (£139.20; exchange rate £1 ¼ e1.2577) 
(Whigham et al., 2015). Although the costs of the endometriosis 
diet have never been studied, the diet is very similar to 
the Mediterranean diet, which costs an additional e0.71 per 
1000 kcal, compared to a standard diet (Saulle et al., 2013). In our 
study, dietary guidance was provided free of charge for partici
pants. However, dietary guidance normally costs between e63 
and e73 per hour for both dietary interventions in our study. It is 
thought that an average of two to four guidance sessions, with a 
total of 5 hours, are needed to optimally adhere to a diet. These 
costs are not refunded by health insurance in most countries. In 
the Netherlands only 3 h of dietary guidance are covered by basic 
health insurance. However, additional costs for adherence to a 
diet on medical indication, such as higher grocery costs, are tax- 
deductible in the Netherlands, which can reduce the dietary 
costs significantly. In 2022, annual dietary costs were tax deduct
ible up to e1350 for the endometriosis diet and up to e1050 for 
the Low FODMAP diet.

Strengths and limitations
Our study has several strengths. First, very few women discontin
ued adherence to their chosen diet prematurely and withdrew 
from study participation. Both the extensive guidance and the in
formation materials contributed to this positive result. The fact 
that the significant differences were smaller or no longer seen 
when data were analyzed according to the intention-to-treat 
principle, where women adhering to their dietary intervention 
for only 3–6 weeks were included, underlines the importance of 
adherence to a dietary intervention for a longer period of time. In 
addition, a guideline for adherence to the endometriosis diet was 
developed and the composition of the diet was standardized. 
Finally, our follow-up period spanned a longer time period than 
previous studies. Our follow-up period entailed 24 weeks, 
whereas other studies had a follow-up period of 12 weeks at 
most. This contributes to increasing knowledge on the long-term 
effects of the dietary adjustments when compared to no diet.

Our study also has several limitations. Since this was a pilot 
study designed to explore the feasibility of treating women with 
endometriosis with one of two dietary interventions and data 
were lacking for effect sizes, we were not able to calculate a sam
ple size. Moreover, this was a patient preference study where 
randomization was not applied. Although this might have in
duced selection bias, we valued a strong motivation to adhere to 
a diet, accepting the risk that the participant pool may not repre
sent the target population. We were not able to generalize our 
conclusions, as would be the case if the trial was conducted as a 
randomized controlled trial (RCT). However, we believe that an 
RCT in dietary interventions will not be feasible as dietary inter
ventions require a very high motivation from participants. 
Furthermore, the current study design is similar to clinical prac
tice where women decide themselves whether they want to ad
here to a dietary intervention or not.

We cannot exclude that the Hawthorne effect somewhat 
influenced our results. Since women were aware they partici
pated in a trial, adjusted their behavior by altering their diet, and 
received attention from the dietician in training for 6 months, 
this could have favorably influenced their reported pain scores 
and QoL (Sedgwick and Greenwood, 2015). The effect of the 
added attention from a dietician would be common practice for 
all dietary interventions and is impossible to separate from the 
effect of the diet itself. However, since we advise always having 
support from a dietician when adjusting a diet, it is not necessary 
to divide the effects. Finally, some women found it hard to quan
tify their pain retrospectively using pain scores. They still 

experienced pain, resulting in them scoring their pain quite high. 

However, their pain occurred much less frequently, possibly 

making the quantification of pain using recalled VAS-scores 

difficult. Van Barneveld et al. (2023) have recently developed an 

electronic instrument to objectify symptoms in women with en

dometriosis. In their study, women were asked to register their 

pain scores at random moments over a period of 1 week, 10 times 

a day. They found that these random pain scores were signifi

cantly lower compared to the reported ‘recalled’ pain scores 

requested at the end of the week. Perhaps this pain tool would 

have been more effective in objectifying the pain scores of our 

participants (van Barneveld et al., 2023). Despite these limita

tions, our study paints a promising picture of the effect of the 

Low FODMAP diet and endometriosis diet on endometriosis- 

related symptoms and QoL.

Conclusion
With our study, we have aimed to provide a more scientifically 

substantiated answer to the question in daily practice of women 

diagnosed with endometriosis, of whether they should apply a di

etary intervention for their symptoms. Our study suggests that 

women adhering to a diet experience less pain and improved QoL 

after 6 months. When comparing it to the control group, ana

lyzed longitudinally over the 6 months follow-up period, only sig

nificantly less bloating and improved scores in the QoL domains 

medical treatment and social support were seen in women ad

hering to a dietary intervention. Therefore, applying a dietary in

tervention to women diagnosed with endometriosis could be 

discussed during counseling, especially when (hormonal) therapy 

and surgery fail to completely eliminate their symptoms and 

there is a wish for self-management of their chronic pain com

plaints. However, several possibly problematic issues should be 

discussed with the patient such as the additional costs and the 

uncertainty regarding possible negative effects. Therefore, 

women should be encouraged to seek help from a dietician when 

applying a new diet, also to ensure a fully fledged diet. Since this 

is a pilot study without a calculated sample size, we cannot at

tribute the positive effects with complete certainty to a dietary 

intervention. For future studies calculating a sample size, based 

on the findings of this study a follow-up period of at least 

6 months, and increasing knowledge regarding possible negative 

effects of the dietary interventions, is recommended.
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Supplementary data are available at Human Reproduction online.

Data availability
The data underlying this article will be shared on reasonable re

quest to the corresponding author.

Acknowledgements
We would like to thank all participating women in this study. In 

addition, we would like to thank Stephanie van Hulst (Praktijk 

van Hulst), Heleen Heezen (endometriosedieet.nl), and Sigrid van 

Marel-Sluijter (Fodmap Foodies) for allowing us to use their de

veloped materials for the endometriosis diet and Low 

FODMAP diet.

2444 | van Haaps et al.  

https://academic.oup.com/humrep/article-lookup/doi/10.1093/humrep/dead214#supplementary-data


Authors’ roles
A.v.H., J.W., A.S., and V.M. designed the study with advice from S. 
V. and J.T. A.v.H. and J.W. were responsible for patient recruitment, 
the logistic aspects of the study and data acquisition. B.D.B. is 
chairwoman of the Dutch patient organization for endometriosis 
(Endometriose Stichting) and had an advisory role. J.W. performed 
dietary guidance, under the supervision of A.d.V. A.v.H. performed 
the data analysis, under supervision of M.v.W. A.v.H. drafted the 
manuscript with critical revision of J.W., A.S., and V.M. All authors 
critically read and approved this final version of the manuscript.

Funding
There was no external funding for this study.

Conflict of interest
A.v.H. reports receiving a travel grant from Merck outside the 
scope of this study. J.W., S.V., J.T., and B.D.B. have no conflicts of 
interest to report. A.d.V. reports having received KP-register 
points for internship guidance of J.W., performing paid consulta
tions with endometriosis patients outside the study, and receiv
ing reimbursements for educational lectures at the local hospital 
(Albert Schweitzer Ziekenhuis, Dordrecht, the Netherlands). A.S. 
reports having received expenses for travel and hotel costs as an 
invited speaker from ESHRE. This was outside the scope of this 
study. V.M. reports receiving travel and speaker’s fees from 
Guerbet and research grants from Guerbet, Merck and Ferring.

References
Armour M, Middleton A, Lim S, Sinclair J, Varjabedian D, Smith CA. 

Dietary practices of women with endometriosis: a cross- 

sectional survey. J Altern Complement Med 2021;27:771–777.
Armour M, Sinclair J, Chalmers KJ, Smith CA. Self-management 

strategies amongst Australian women with endometriosis: a na

tional online survey. BMC Complement Altern Med 2019;19:17.

Becker CM, Bokor A, Heikinheimo O, Horne A, Jansen F, Kiesel L, King 

K, Kvaskoff M, Nap A, Petersen K et al. ESHRE guideline: endome

triosis. Hum Reprod Open 2022;2:hoac009.
Bellini M, Tonarelli S, Nagy AG, Pancetti A, Costa F, Ricchiuti A, de 

Bortoli N, Mosca M, Marchi S, Rossi A. Low FODMAP diet: evi

dence, doubts, and hopes. Nutrients 2020;12:1–21.
Brouns F, van Haaps A, Keszthelyi D, Venema K, Bongers M, Maas J, 

Mijatovic V. Diet associations in endometriosis: a critical narra

tive assessment with special reference to gluten. Front Nutr 2023; 

10:1166929.

Ciebiera M, Esfandyari S, Siblini H, Prince L, Elkafas H, Wojtyła C, Al- 

Hendy A, Ali M. Nutrition in gynecological diseases: current per

spectives. Nutrients 2021;13:1–33.
Culley L, Law C, Hudson N, Denny E, Mitchell H, Baumgarten M, 

Raine-Fenning N. The social and psychological impact of endo

metriosis on women's lives: a critical narrative review. Hum 

Reprod Update 2013;19:625–639.
De Graaff AA, D'Hooghe TM, Dunselman GA, Dirksen CD, 

Hummelshoj L, Consortium WE, Simoens S; WERF EndoCost 

Consortium. The significant effect of endometriosis on physical, 

mental and social wellbeing: results from an international cross- 

sectional survey. Hum Reprod 2013;28:2677–2685.

Della Corte L, Di Filippo C, Gabrielli O, Reppuccia S, La Rosa VL, 

Ragusa R, Fichera M, Commodari E, Bifulco G, Giampaolino P. 

The burden of endometriosis on women's lifespan: a narrative 

overview on quality of life and psychosocial wellbeing. Int J 
Environ Res Public Health 2020;13:1–17.

Dunselman GAJ, Vermeulen N, Becker C, Calhaz-Jorge C, D'Hooghe 

T, De Bie B, Heikinheimo O, Horne AW, Kiesel L, Nap A et al.; 
European Society of Human Reproduction and Embryology. 
ESHRE guideline: management of women with endometriosis. 

Hum Reprod 2014;29:400–412.
Endometriosestichting. Endometriose Stichting, 2023. https://www. 

endometriose.nl/date (15 October 2023, date last accessed).

Gibson PR, Shepherd SJ. Evidence-based dietary management of 
functional gastrointestinal symptoms: the FODMAP approach. J 
Gastroenterol Hepatol 2010;25:252–258.

Gutke A, Sundfeldt K, De Baets L. Lifestyle and chronic pain in the 
pelvis: state of the art and future directions. J Clin Med 2021; 
22:1–28.

Huijs E, Nap A. The effects of nutrients on symptoms in women with 
endometriosis: a systematic review. Reprod Biomed Online 2020; 
41:317–328.

Jess T, Frisch M, Jorgensen KT, Pedersen BV, Nielsen NM. Increased 
risk of inflammatory bowel disease in women with endometri
osis: a nationwide Danish cohort study. Gut 2012;61:1279–1283.

Jones G, Kennedy S, Barnard A, Wong J, Jenkinson C. Development of 
an endometriosis quality-of-life instrument: the endometriosis 
health profile. Obstet Gynecol 2001;98:258–264.

Krabbenborg I, de Roos N, van der Grinten P, Nap A. Diet quality and per
ceived effects of dietary changes in Dutch endometriosis patients: 
an observational study. Reprod Biomed Online 2021;43:952–961.

Leibbrandt AL, Scholten H, T€urkeli E, Verweij M. Het Di€etistisch 
Consult. Boom, 2016.

Lewis SJ, Heaton KW. Stool form scale as a useful guide to intestinal 

transit time. Scand J Gastroenterol 1997;32:920–924.
Marziali M, Venza M, Lazzaro S, Lazzaro A, Micossi C, Stolfi VM. 

Gluten-free diet: a new strategy for management of painful endo

metriosis related symptoms? Minerva Chir 2012;6:499–504.
Monash U. The Low FODMAP Diet. 2019. https://www.monashfod 

map.com/ (15 October 2023, date last accessed).

Moore JS, Gibson PR, Perry RE, Burgell RE. Endometriosis in patients 
with irritable bowel syndrome: specific symptomatic and demo
graphic profile, and response to the low FODMAP diet. Aust N Z J 

Obstet Gynaecol 2017;57:201–205.
Muntslag TK, van der Tu K, Cintineau A. Het endometriosedieet: ook 

iets voor jou? De Buikspreker 2020;3:5–7.

Nirgianakis K, Ma L, McKinnon B, Mueller MD. Recurrence patterns 
after surgery in patients with different endometriosis subtypes: a 
long-term hospital-based cohort study. J Clin Med 2020;2:1–11.

O'Hara R, Rowe H, Fisher J. Self-management in condition-specific 
health: a systematic review of the evidence among women diag

nosed with endometriosis. BMC Womens Health 2019;1:80.
O'Hara R, Rowe H, Fisher J. Self-management factors associated with 

quality of life among women with endometriosis: a cross- 

sectional Australian survey. Hum Reprod 2021;36:647–655.
Saulle R, Semyonov L, La Torre G. Cost and cost-effectiveness of the 

Mediterranean diet: results of a systematic review. Nutrients 

2013;5:4566–4586.
Saunders PTK, Horne AW. Endometriosis: Etiology, pathobiology, 

and therapeutic prospects. Cell 2021;184:2807–2824.

Schwartz NRM, Afeiche MC, Terry KL, Farland LV, Chavarro JE, 
Missmer SA, Harris HR. Glycemic index, glycemic load, fiber, and 
gluten intake and risk of laparoscopically confirmed endometri

osis in premenopausal women. J Nutr 2022;152:2088–2096.
Sedgwick P, Greenwood N. Understanding the Hawthorne effect. BMJ 

2015;351:h4672.

Sesti F, Pietropolli A, Capozzolo T, Broccoli P, Pierangeli S, Bollea MR, 
Piccione E. Hormonal suppression treatment or dietary therapy 

Improving pain and quality of life in endometriosis by diet | 2445  

https://www.endometriose.nl/date
https://www.endometriose.nl/date
https://www.monashfodmap.com/
https://www.monashfodmap.com/


versus placebo in the control of painful symptoms after conser
vative surgery for endometriosis stage III-IV. A randomized com
parative trial. Fertil Steril 2007;88:1541–1547.

Soliman AM, Coyne KS, Zaiser E, Castelli-Haley J, Fuldeore MJ. The 
burden of endometriosis symptoms on health-related quality of 
life in women in the United States: a cross-sectional study. J 
Psychosom Obstet Gynaecol 2017;38:238–248.

Staudacher HM, Whelan K. The low FODMAP diet: recent advances 
in understanding its mechanisms and efficacy in IBS. Gut 2017; 
66:1517–1527.

van Barneveld E, Lim A, van Hanegem N, van Osch F, Vork L, 
Kruimel J, Bongers M, Leue C. Real-time symptom assessment in 
patients with endometriosis: psychometric evaluation of an elec

tronic patient-reported outcome measure, based on the experi
ence sampling method. JMIR Form Res 2023;7:e29480.

van de Burgt TJ, Hendriks JC, Kluivers KB. Quality of life in endome

triosis: evaluation of the Dutch-version Endometriosis Health 
Profile-30 (EHP-30). Fertil Steril 2011;95:1863–1865.

van der Marel-Sluijter M. Dieetbehandelingsrichtlijn nr. 2: 
Divertikelziekte en Irritable Bowel Syndrome (IBS) Dieet behan

delingsrichtlijnen, 2010 Uitgevers, 2009.

van Dijk A, Helfrich C. Dieetbehandelingsrichtlijn nr. 31: 
Inflammatoire darmziekten (Inflammatory Bowel Disease, IBD): 
Colitis Ulcerosa en de ziekte van Crohn. Dieet behandelingsricht

lijnen, 2010 Uitgevers, 2019.
van Haaps A, Wijbers J, Schreurs A, Mijatovic V. A better quality of 

life could be achieved by applying the endometriosis diet: a 
cross-sectional study in Dutch endometriosis patients. Reprod 

Biomed Online 2023;46:623–630.
Vennberg Karlsson J, Patel H, Premberg A. Experiences of health af

ter dietary changes in endometriosis: a qualitative interview 

study. BMJ Open 2020;10:e032321.
Whigham L, Joyce T, Harper G, Irving PM, Staudacher HM, Whelan K, 

Lomer MC. Clinical effectiveness and economic costs of group 

versus one-to-one education for short-chain fermentable carbo
hydrate restriction (low FODMAP diet) in the management of irri
table bowel syndrome. J Hum Nutr Diet 2015;28:687–696.

Yalcin Bahat P, Ayhan I, Ureyen Ozdemir E, Inceboz U, Oral E. 
Dietary supplements for treatment of endometriosis: a review. 
Acta Biomed 2022;1:e2022159.

Zondervan KT, Becker CM, Missmer SA. Endometriosis. N Engl J Med 

2020;13:1244–1256.

2446 | van Haaps et al.  


	Active Content List
	Introduction
	Materials and methods
	Results
	Discussion
	Data availability
	Acknowledgements
	Conflict of interest
	References


