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Abstract: Endometriosis is a widely spread disease that affects about 8% of the world’s
female population. This condition may be described as a spread of endometrial tissue apart
from the uterine cavity, but this process’s pathomechanism is still unsure. Apart from classic
endometriosis symptoms, which are pelvic pain, infertility, and bleeding problems, there
are neuropsychiatric comorbidities that are usually difficult to diagnose. In our review, we
attempted to summarize some of them. Conditions like migraine, anxiety, and depression
occur more often in women with endometriosis and have a significant impact on life quality
and pain perception. Interestingly, 77% of endometriosis patients with depression also
have anxiety. Neuroimaging gives an image of the so-called endometriosis brain, which
means alternations in pain processing and cognition, self-regulation, and reward. Genetic
factors, including mutations in KRAS, PTEN, and ARID1A, influence cellular proliferation,
differentiation, and chromatin remodeling, potentially exacerbating lesion severity and
complicating treatment. In this review, we focused on the aspects of sciatic and obturator
nerve endometriosis, the emotional well-being of endometriosis-affected patients, and the
potential influence of endometriosis on dementia, also focusing on prolonged diagnosis.
Addressing endometriosis requires a multidisciplinary approach, encompassing molecular
insights, innovative therapies, and attention to its psychological and systemic effects.

Keywords: endometriosis; deep endometriosis; dementia; migraine; depression

1. Introduction
Endometriosis is currently one of the most prominent and discussed diseases, extend-

ing beyond gynecological disorders. First described in 1860, diagnosing this condition
remains a significant challenge [1]. The average diagnosis time is approximately 7 to 9 years
due to its nonspecific symptoms, which are often mistaken for other conditions [2]. This
issue is compounded by the insufficient knowledge about endometriosis among doctors
of various specializations. Patients frequently consult physicians outside of gynecology
because of symptoms affecting multiple systems.

Endometriosis does not only affect pelvic organs; it can also form grafts in areas such
as the digestive system or even the brain. This review aims to investigate the neuropsychi-
atric comorbidities associated with deep endometriosis. Deep endometriosis significantly
affects patients’ mental health, and this research focuses on examining its co-occurrence
with neuropsychiatric conditions such as depression, dementia, and migraines, which
significantly impair quality of life. Emerging evidence suggests a strong genetic basis for
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the disease, with mutations in genes such as KRAS, PTEN, and ARID1A contributing to its
progression and severity. Additionally, the study seeks to explore the relationship between
the severity of endometriosis and the likelihood of developing these neuropsychiatric
comorbidities.

The challenges extend beyond diagnosing endometriosis to include its treatment and
prevention. Ongoing research is vital, and increasing awareness among both doctors and
patients could lead to shorter diagnosis times and improved patient care. By integrating
molecular insights with clinical perspectives, we hope to advance the understanding and
treatment of this multifaceted disease.

2. Methods
A literature search was conducted using PubMed, Elsevier, and ResearchGate, focusing

on publications from 2004 to 2024. Search terms included combinations of “endometriosis”,
“neuropsychiatric comorbidities”, “anxiety”, “depression”, “migraine”, “nerve endometrio-
sis”, “sciatic”, “gene mutation”, and “obturator nerve endometriosis”. Only peer-reviewed
studies in English, including systematic reviews, clinical trials, and case reports, were
included. Pediatric and postmenopausal cases were excluded. Two independent reviewers
screened articles, and discrepancies were resolved through discussion.

3. Endometriosis—Epidemiology and Pathophysiology
This is a disease that causes the spreading of uterine endometrial tissue outside of

the normal area [3]. Those irregular locations may be the pelvic peritoneum; however,
endometrial tissue may also appear in the ovaries, rectovaginal septum, or even more
distant regions such as the pericardium, pleura, or the brain [1]. Endometriosis affects
about 8% of the general female population; however, it is much higher in women who
suffer from infertility [4].

Certain factors that increase the probability of endometriosis are family history, early
age of the first menstrual period, and long and severe menstrual cycles [4]. Some research
claims that there is a positive correlation between endometriosis and peripheral body fat
distribution, smoking, and alcohol intake, or gastrointestinal, cardiovascular, or immuno-
logical diseases. However, those studies were limited, so further investigation in this area
is needed.

The pathogenesis has not yet been entirely explained. A theory suggesting a non-
uterine origin of the disease, which claims the transformation of normal peritoneal tissue
to ectopic endometrial tissue, was proposed at the end of the nineteenth century [5]. Forty
years later, the coelomic metaplasia theory was proposed. This hypothesis suggests that
endometriosis is a kind of development from the metaplasia of the cells, which cover
the visceral and abdominal peritoneum [6]. Nowadays, the most popular hypothesis
is the retrograde menstruation phenomenon, which is characterized by the spread of
endometrium through the fallopian tubes due to dyssynergia uterine contractions [7].
After they get to the peritoneal cavity, they may be implanted and invade further pelvic
structures [5]. There are suggestions that endocrine-disrupting chemicals (EDCs) may
potentially transform or stimulate the process of spreading the endometrium tissue [8].
Nevertheless, the pathogenesis of endometriosis includes the etiology of its psychological
symptoms. Endometriosis can be associated with a significant psychosomatic and social
burden. Cross-sectional studies have shown a higher risk of patients with endometriosis
being diagnosed with depression, generalized anxiety disorder, and post-traumatic stress
disorder. Previous reviews have shown that endometriosis reduces patients’ overall quality
of life (QoL) and psychosocial well-being [9].
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At least one-third of patients with endometriosis suffer from psychiatric disorders
(mainly depression and anxiety). Patients require psychiatric or psychotherapeutic support.
According to three neuroimaging studies involving patients with endometriosis, areas
of the brain associated not only with pain processing but also with cognition, emotion,
self-regulation, and reward probably constitute the so-called “endometriosis brain” [10].

There has also been a recent theory about human endometrial stem/progenitor cells [6].
What is sure is that the pathogenesis of endometriosis is multifactorial. There is a significant
need for a precise analysis to explore the role of genetics, environmental aspects, and the
immune system in patients inclining toward endometriosis development. Further research
needs to be conducted to entirely explain endometriosis pathophysiology.

Research on the relationship between race and endometriosis has been limited, but
emerging evidence suggests that racial and ethnic disparities exist in both the diagnosis
and management of the condition. Historically, endometriosis has been perceived as
predominantly affecting white women, leading to potential underdiagnosis in women of
other racial backgrounds, particularly Black and Hispanic women. This disparity may
be partly due to differences in healthcare access, biases in symptom recognition, and
varying perceptions of pain by both patients and healthcare providers. When it comes to
neuropsychiatric comorbidities like anxiety and depression, racial and ethnic factors may
also play a role. Studies indicate that women from minority backgrounds often experience
higher levels of stress due to systemic inequalities, which may exacerbate mental health
issues. Moreover, cultural stigmas around mental health treatment in some communities
may contribute to lower diagnosis rates and inadequate management of these conditions
in women of color with endometriosis. More research is needed to understand how race
influences both the physical and psychological aspects of endometriosis, which could lead
to more equitable care [11,12].

4. Molecular Basis of Endometriosis
4.1. Gen Mutation

Endometriosis demonstrates a significant genetic basis, with mutations in specific
genes, including KRAS, PTEN, and ARID1A, actively being researched to comprehend their
association with the increased risk of developing DE. Understanding the molecular and
genetic foundation of DE is crucial to provide therapeutic strategies and improve clinical
management. KRAS (Kirsten rat sarcoma viral oncogene homolog), part of the RAS gene
family, represents one of the most common oncogenes. KRAS mutations, the most common
somatic mutations currently reported in endometriosis, ranging from 19.4 to 46.7%, result in
increased cell proliferation and differentiation through enhanced GDP/GTP exchange and
reduced GTPase activity. These mutations are frequently identified in cases of ovarian and
deep endometriosis [13,14]. Moreover, a study by Orr et al. found that KRAS mutations
correlate with more severe anatomical manifestations of endometriosis and thus more
surgical complexity, suggesting that the mutation contributes to lesion growth, invasion,
and spreading. The authors propose that KRAS mutations may serve as potential targets
for non-hormonal therapeutic strategies in endometriosis [13].

The tumor suppressor gene PTEN (phosphatase and tensin homolog) is a crucial
regulator of the cell cycle. Loss of heterozygosity (LOH) at the 10q23.3 locus, PTEN
somatic mutations, and changes in the levels and distribution of proteins in the PTEN-
PI3K/Akt signal transduction pathway are associated with endometriosis. Western blot
and immunohistochemical analysis revealed decreased PTEN and increased p-Akt and
p-Bad levels in ectopic endometrium of patients compared with controls (all comparisons,
p < 0.0001). Unfortunately, research on PTEN’s role in endometriosis remains limited, and
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further investigations are required to understand its involvement and potential therapeutic
approach [15].

Another tumor suppressor gene implicated in endometriosis is ARID1A (AT-rich
interaction domain-containing protein 1A). The key component of the SWI/SNF com-
plex is responsible for chromatin remodeling, and thus differentiation and proliferation.
ARID1A mutations which occur randomly in the coding regions, the great majority being
frameshift and nonsense, leading to lost expression of ARID1A, are found in preneoplastic
lesions of endometrial tissue, suggesting a pivotal role in the potential transformation of
endometriosis into cancer [16,17]. Furthermore, patients investigated by Yachida et al. with
a mutation in ARID1A in ovarian endometriosis had a higher frequency of endometrial
lesions in both ovaries [18]. Interestingly, ARID1A mutations often coexist with mutations
that affect the PI3K/Akt pathway, indicating a possible cooperative mechanism between
these pathways [19]. Further research into these genetic alterations could provide insight
into the pathogenesis and treatment of endometriosis.

4.2. Epigenetic Changes

Epigenetic changes such as DNA methylation and histone modifications change gene
expression without changing the DNA sequence. Increased expression levels of DNA
methyltransferases (DNMT1, DNMT3a, and DNMT3b) observed in endometrial lesions
alter the expression of critical genes that regulate cell growth and apoptosis. Several of
endometriosis’ hallmark features such as resistance to apoptosis, invasion, and increased
proliferation are linked with epigenetic changes that drive these pathological behaviors [18].

4.3. Hormonal Influences

Deep endometriosis (DE) is characterized by complex hormonal and molecular al-
terations that drive the persistence and invasiveness of ectopic lesions. A key feature
is estrogen dependence, where overexpression of aromatase (CYP19A1) in DE tissues
promotes excessive local estrogen production from androgens [20]. Studies suggest that
individuals with endometriosis frequently show increased estrogen levels within the en-
dometriotic tissue itself, despite normal overall estrogen levels in the body. This localized
elevation in estrogen activity supports the growth and persistence of ectopic endometrial
tissue, which may exacerbate the symptoms associated with the condition [21].

Progesterone resistance is another hallmark of DE, linked to reduced expression of
progesterone receptors (PR-A and PR-B) or altered receptor isoform ratios. This resistance
diminishes the activation of downstream pathways like HSD17B2 [22], which normally
converts estradiol to its less potent form, estrone. Moreover, insufficient PR-mediated
signaling impairs the suppression of pro-inflammatory and pro-fibrotic cytokines, including
TNF-α, IL-6, and TGF-β, which are central to lesion fibrosis and immune evasion [21,23].
Additionally, epigenetic changes, such as hypermethylation of the PR gene promoter,
exacerbate progesterone resistance, while microRNAs (e.g., miR-29c) may further modulate
the expression of PRs and related pathways [24,25].

These molecular disruptions create a self-sustaining inflammatory and hormonal
microenvironment, underscoring the need for therapies targeting aromatase activity, ERβ
signaling, and epigenetic regulators to effectively manage DE.

4.4. Immune Dysregulation

Women with endometriosis have elevated levels of key pro-inflammatory cytokines,
i.e., IL-1β, IL-6, and TNF-α. Moreover, IL-1β and IL-6 could be used as predictors for
endometriosis. Several cytokines, including vascular endothelial growth factor (VEGF),
interleukin 6 (IL-6), and tumor necrosis factor α (TNF-α), have been studied in the patho-
genesis of endometriosis. Interleukin 6 is considered to play a potential role in the growth
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and/or maintenance of ectopic endometrial tissue [26]. Cytokines are involved in the pro-
gression of endometriosis and affect cell differentiation and proliferation. Pro-inflammatory
molecules are found in the endometrial fluid. They affect the number of mature oocytes
of optimal quality [2]. There is a link between reactive oxygen species (ROS) and pro-
inflammatory factors that contribute to pain and lack of detoxification of lipid peroxidase
products under oxidative stress. IL-6, IL-10, IL-1 beta, IL-17, and VEGF are involved in
this process and increase superoxide dismutase (SOD) activity [27]. Macrophages induce
anti-apoptosis of endometrial cells and release certain cytokines leading to the recruitment
of more macrophages into the peritoneal cavity. Thus, excessive macrophage activity
causes ectopic endometrial cells to survive and lead to the development of endometrio-
sis lesions [28]. NK cells are suggested to play an important role in the pathogenesis of
endometriosis. They take part in killing infected and malignant cells and have a role in
tissue remodeling in different organs such as the uterus [29]. In endometriosis, peripheral
blood NK cells (pNKs) are observed to have an increased expression of killer cell inhibitory
receptors (KIRs) [29].

4.5. Invasion and Angiogenesis

It is suggested that Matrix metalloproteinases (MMPs) play a crucial part in the pro-
gression of endometriosis invasion. After the invasion, there is an activation of angiogenesis
which is initiated by MMPs [30]. MMP-1 by stimulation of endothelial cells increases the
level of VEGF receptor-2 which leads to enhanced VEGF-A-dependent signaling and, as
a result, enhanced cell proliferation [31]. MPP-7 by degradation of human soluble VEGF
receptor-1 enhances the bioavailability of VEGF [32].

Endometriosis-associated angiogenesis is driven, among others, by proangiogenic
cytokines such as IL-1β, IL-6, IL-8, and IL-17A. Interleukin (IL)-6 in the presence of (IL)-1β
stimulates angiogenesis associated with endometriosis by increasing angiogenic factors in
neutrophils. IL-8 may potentiate neovascularization of ectopic implants and its presence is
elevated in endometriosis patients as well as the level of vascular endothelial growth factor
(VEGF) [33], which is a key mediator of angiogenesis [34].

Women with endometriosis exhibit higher VEGF levels in peritoneal fluid than women
without endometriosis [35]. IL-17A further increases the production of VEGF, IL-8, IL-1β,
and IL-6 [33].

4.6. Fibrosis Formation and Oxidative Stress

According to Somigliana et al. [36] The major component of deep endometriosis
lesions is not endometrial-like tissue but fibromuscular tissue. While fibrosis is permanently
present in all forms of endometriosis, it contributes to the classic endometriosis symptoms
of pain and infertility [37].

Fibrotic tissue formation involves the excessive buildup of extracellular matrix compo-
nents within and around inflamed or injured tissue. Tissue injury initiates the activation
of platelets, leading to their aggregation and the formation of a fibrin clot. Concurrently,
macrophages and myofibroblasts are activated, amplifying the inflammatory response.
This cascade results in elevated levels of transforming growth factor-beta (TGF-β) and
collagen deposition. Subsequently, the inflammatory response promotes the proliferation
and activation of effector cells, facilitating barrier function restoration and neoangiogenesis.
Deposition, remodeling, and organization of maturating scar tissue are further crowned
with the recruitment of myofibroblasts [38].

Endometriotic lesions undergo repeated cycles of tissue damage and repair. This
process is driven by the secretion of TGF-β, vascular endothelial growth factor (VEGF),
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IL-6, and IL-8 by platelets and macrophages, alongside the production of plasminogen
activator inhibitor 1 (PAI-1) by endometriotic tissue.

Moreover, peritoneal oxidation protein products have also been reported to be aug-
mented in DE lesions. The imbalance between reactive oxygen species (ROS) and antioxi-
dants has been reported to implicate the chronic inflammatory response in the peritoneal
cavity. ROS and the metalloprotease ADAM17 facilitate the release and movement of the
Notch intracellular domain (NICD). The NICD subsequently enters the nucleus, where it
directly participates in the transcriptional regulation of target genes, ultimately contributing
to fibrotic processes [39].

Moreover, ROS contribute to local tissue destruction and enhance the formation of
adhesions associated with ectopic endometrial cells. According to Scutiero et al., ROS mark-
ers (hydrogen peroxide, peroxidase, catalase, c-Fos, and c-Jun, 8-OHdG, MDA) identified
in endometriosis cells are linked to DNA damage, inflammation, and cellular dysfunction
and play a significant role in the control of endometrial cell proliferation. Their description
is to be found in Table 1 [40].

Table 1. Factors influencing endometriosis modulation.

ROS Marker in
Endometrial Tissue Description Reference

hydrogen peroxide
Superoxide anion, with higher
concentration in endometriotic
cells than in endometrial cells

[40]

glutathione peroxidase
Antioxidant enzyme, with higher

concentration in endometriotic
cells than in endometrial cells

[40]

catalase

The antioxidant enzyme has a
lower concentration in

endometriosis cells than
endometrial cells

[40]

c-Fos and c-Jun

Members of mitogen-activated
protein (MAP)

kinase/extracellular
signal-regulated kinase

(ERK) pathway

[40]

8-Hydroxy-2′-
deoxyguanosine

(8-OHdG)

Marker of oxidative stress
damage, with higher

concentration in endometriotic
cells than in endometrial cells

[40]

malondialdehyde (MDA) A byproduct of lipid peroxidation [40]

5. Endometriosis and the Difficulties in Making a Diagnosis
Endometriosis, a condition affecting around 10% of women of reproductive age, is

marked by the presence of tissue resembling the endometrium outside the uterus. This
leads to both systemic and localized inflammation, resulting in symptoms such as chronic
pelvic pain, painful intercourse, infertility, and dysmenorrhea. These physical symptoms
are frequently accompanied by profound mental health challenges, including heightened
levels of anxiety and depression, which are intensified by the persistent nature of the
condition and the associated pain. Research by Missemer et al. [41] revealed that 45.8%
of young women with endometriosis experienced moderate levels of anxiety, while 33.4%
reported moderate depression. In parallel, da Silva et al. et al. [42] noted that individuals
with chronic pain related to endometriosis exhibited higher rates of depression compared
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to those without such pain. These findings underscore the importance of comprehensive
care that integrates both physical and mental health support for individuals living with
endometriosis [41,42].

Endometriosis presents with diverse phenotypes, making it challenging to classify
and diagnose. Symptoms vary widely and often do not correlate with the type or location
of lesions. This heterogeneity contributes to diagnostic delays, as signs such as pelvic pain
or infertility overlap with other conditions. While imaging techniques like ultrasound and
MRI expedite the detection of some lesions, the development of a reliable non-invasive
diagnostic test has been slow. A precise classification system for endometriosis is urgently
needed to stratify patients into clinically relevant subgroups, facilitating personalized
treatment strategies [43].

The approach to treating endometriosis is tailored based on factors such as the severity
of symptoms, the location of the disease, the patient’s age, and fertility considerations.
Hormonal therapies are typically the first-line option, with combined oral contraceptives
and progestins promoting a hyper-progestogenic state to inhibit ovulation and reduce
the size of endometriotic lesions. Despite this, nearly one-third of patients experience
resistance to progesterone, which may be associated with chronic inflammation, alterations
in gene expression, or exposure to environmental toxins. When first-line treatments are
insufficient, second-line therapies like GnRH agonists are used to suppress ovarian steroid
production, though they can cause side effects such as mood disturbances, hot flashes, and
an elevated risk of osteopenia. Third-line treatments, including Danazol and gestrinone,
work by lowering estrogen levels through androgenic mechanisms but are limited by side
effects such as weight gain, oily skin, and excessive hair growth [44–46].

Surgical management, with laparoscopic excision as the preferred method, is typically
reserved for severe cases or situations where medical treatments have proven ineffective.
Laparoscopy is favored over laparotomy due to its shorter recovery period and more
favorable cosmetic outcomes. Nonetheless, recurrence of symptoms remains a major issue,
with more than half of patients requiring repeat surgical interventions within five years.
Complementary approaches, including acupuncture and electrotherapy, may help alleviate
pain but do not target the root cause of the disease. Advances in imaging technologies have
enhanced the preoperative evaluation of endometriosis, particularly for identifying deep
infiltrating lesions. However, accurately stratifying these lesions based on size, location,
and depth continues to present challenges [47–49].

Endometriosis profoundly impacts quality of life, shaping critical decisions regarding
education, career, and personal relationships. Chronic pain and dyspareunia play sig-
nificant roles in diminishing productivity and straining social and intimate connections.
Although various treatment options exist, the neuropsychiatric consequences of the condi-
tion often receive insufficient attention. Future studies should focus on holistic treatment
strategies and advancing non-invasive diagnostic tools to enhance the well-being and
outcomes of women living with endometriosis [41,45].

6. Deep Endometriosis
6.1. Definition, Pathology, and Comparison with Superficial Endometriosis

Deep endometriosis (DE) is a subtype of endometriosis, a chronic, often progressive,
inflammatory disease characterized by the extra-uterine growth of endometrial tissue.
Endometriosis affects up to 10% of women of reproductive age, with rare occurrences
in postmenopausal women. Approximately 1% of women present a severe form of the
disease [50,51]. DE is associated with pelvic pain, infertility, and bleeding problems. Various
factors, including pollution (dioxin, PCB, radioactivity), food intake (alcohol, caffeine),
lifestyle, postponement of first pregnancy, chemical disruptors, and stress, have been
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suggested to influence its development. Some theories propose immune dysfunction and
abnormal differentiation of tissues as contributing to the disorder’s development [49]. DE
has undergone definitional updates over the years. Initially defined as “adenomyoma—the
endometriosis infiltrating the peritoneum by >5 mm”, it is now understood as “endometrial
stroma and glands in fibromuscular tissue (adenomyosis externa)”, which does not require
a specific depth measurement and leads to an estrogen-dependent chronic inflammatory
response [51–53].

Most DE lesions exceed 1 cm in diameter and are typically singular, with rare instances
of multiple lesions (two, and even less commonly three). The development of these lesions
can be linked to a benign tumor, originating from the pouch of Douglas and potentially
extending through the pelvis to the uterine artery, vagina, uterosacral ligaments, bladder,
uterus, diaphragm, nerves, and muscles of the bowel wall [52]. Notably, endometrial
lesions are preferentially located in the bowel walls along the nerves in the muscular
layer. Spreading across anatomical compartments, these lesions cause dysfunction and
impairment of the quality of life, manifesting as severe pelvic pain, lower abdominal
pain, back pain, dysmenorrhea, dyspareunia, fatigue, headaches, and gastrointestinal
problems. These symptoms often lead to mood swings, disturbance in social life, and
lowered self-esteem [51,54].

To sum up, superficial and deep endometriosis differ significantly in their location,
extent, and clinical implications. Superficial endometriosis primarily affects the peritoneum,
the thin membrane lining the abdominal cavity, and involves lesions that are confined
to this surface layer. These lesions are typically less invasive and may cause localized
inflammation and pain. In contrast, deep infiltrating endometriosis (DIE) extends beyond
the peritoneum, invading tissues and organs such as the bowel, bladder, or uterosacral
ligaments. DIE is often associated with more severe symptoms, including chronic pelvic
pain, organ dysfunction, and infertility, due to its deeper penetration and the involvement
of nerve-rich areas. While both types can significantly affect a patient’s quality of life, the
invasive nature of DIE often necessitates more complex diagnostic and treatment strategies
compared to superficial endometriosis [55,56].

6.2. Correlation Between Deep Endometriosis and Migraine

Migraine is one of the most common neurological problems in primary care [57]. It
is more frequent in women than men and often affects patients at a young age. Migraine
is the first reason for disability in young women [58]. The definition of migraine is a
mild, recurrent syndrome of headaches associated with other symptoms of nervous system
dysfunction in various combinations. This condition can often be diagnosed by the factors
that activate it, known as triggers [59].

In recent research, there has been a correlation between migraine and endometriosis
discovered. A study conducted by Selntigia et al., has proved that severe adenomyosis and
posterior and anterior deep infiltrating endometriosis are more frequent in women with
migraine [60]. Also, the research of Maitrot-Mantelet et al. showed that in women with
endometriosis, migraine is more frequent [61]. The highest risk in migrainous women was
for the occurrence of ovarian endometrioma and deep infiltrating endometriosis [61].

Patients suffering from both migraine and endometriosis experienced notably greater
pain intensity, a higher number of migraine days each month, and elevated Headache
Impact Test (HIT-6) scores compared to those without endometriosis. Additionally, dys-
menorrhea emerged as the most frequently reported symptom among women with both
conditions. Those afflicted by both endometriosis and migraine also exhibited higher Visual
Analog Scale (VAS) scores for all common endometriosis symptoms [60].
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6.3. Correlation of Deep Endometriosis, Depression, and Anxiety

The main psychological problems which affect women suffering from endometriosis
are anxiety and depression. Robert et al. indicated that 29% of women had anxiety and
about 14.5% depression. [62]. One of the problems which affects women suffering from
endometriosis is depression. This may be the effect of the pain. Ribiero et al. have observed
that among 40 women who suffered from deep endometriosis, 77.1% of the patients had
anxiety and depression [63]. Chronic pelvic pain (CPP), one of the earliest symptoms of
endometriosis, can lead to physical, psychological, and social repercussions for patients, as
the condition restricts and modifies their daily activities [64]. Interestingly, 77% of patients
in Ribiero’s study exhibited anxiety and depression simultaneously [63].

Another factor contributing to depressed mood in women with endometriosis could
be sexual impairment. The quality of sexual life significantly influences the overall qual-
ity of life. Approximately two-thirds of women with endometriosis experience sexual
dysfunction, which extends beyond just deep dyspareunia [65]. Dyspareunia, or painful
intercourse, is a common issue experienced by women with endometriosis, affecting an
estimated 32% to 70% of those affected by the condition [66]. Nevertheless, pain during
penetration is not the sole cause of sexual dysfunction. Endometriosis can profoundly affect
social interactions and intimate relationships [67].

Anxiety may stem from the emotional toll of subfertility, the potential recurrence of
the disease, and the uncertainty surrounding repeated surgeries and prolonged medical
treatments. [68]. Moreover, anxiety and depression can heighten pain perception, while the
presence of pain can further deteriorate the psychological state in such situations [69].

Endometriosis may be linked to a higher risk of bipolar disorder; however, relevant
data are limited. The incidence rate of bipolar disorder is 1.04 per 1000 person-years in
comparison with healthy women—the incidence rate is 0.56 [70]. The association between
bipolar disorder and endometriosis may be linked to chronic pelvic pain and quality of life
deterioration. It is necessary to conduct more research on whether bipolar disorder is an
effect of endometriosis or a concurrent state [71].

6.4. Deep Endometriosis, Neurodegenerative Diseases, and Mental Health

Endometriosis symptoms can adversely affect patients’ psychological well-being
and significantly impair their mental health. Currently, it is not definitively known how
endometriosis affects the risk of dementia. Elevated estrogen levels contribute to the devel-
opment of endometriosis, while reduced estrogen exposure is linked to neurodegenerative
diseases such as Alzheimer’s and Parkinson’s disease [72]. Opposite conclusions came from
a case–control study of Danish women with endometriosis. Latourelle et al. investigated
whether endometriosis has a protective effect against Parkinson’s disease and found that
patients with endometriosis showed a moderately increased risk of Parkinson’s disease [73].
Furthermore, oral contraceptives and hysterectomy, commonly used in the treatment of
endometriosis, may also increase the risk of Parkinson’s disease [74]. In contrast, some
studies have suggested a lower risk of dementia, including Alzheimer’s disease, associ-
ated with oral contraceptive use, although further research is needed to confirm these
findings [75]. According to three neuroimaging studies of patients with endometriosis,
regions of the brain involved in pain processing, cognition, self-regulation, and reward
are likely part of what is termed the “endometriosis brain”. It remains unclear whether
the neurobiological changes observed in these patients are due to chronic pain, comorbid
psychiatric conditions, or the endometriosis itself. More research is necessary to explore the
co-occurrence of endometriosis and psychiatric disorders, including neurodegenerative dis-
eases, given the limited high-quality data on psychiatric comorbidities and neurobiological
correlates in endometriosis [10]. Patients who have endured long-term endometriosis tend
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to experience heightened levels of perceived stress, indicating that the chronic nature of
the disease independently influences stress perception [76]. Limited research suggests that
women diagnosed with endometriosis may encounter a higher likelihood of experiencing
psychosocial disorders or psychological distress. Nevertheless, the precise relationship
between these conditions and endometriosis remains uncertain, leaving open questions
about whether these disorders arise directly from the disease or are connected to the chronic
pain and inflammation characteristic of gynecological conditions like endometriosis [71].
Presently, the optimal approach to patient care involves directing patients to specialized
centers equipped with multidisciplinary teams comprising gynecologists, colorectal sur-
geons, and urologists proficient in advanced laparoscopic techniques. These centers are
recognized as the gold standard due to their comprehensive capabilities in managing
complex cases of endometriosis. By bringing together diverse expertise, they ensure that
patients receive integrated and tailored treatment strategies that encompass both surgical
and non-surgical interventions. This collaborative approach not only enhances diagnostic
accuracy but also improves the overall quality of care, addressing the multifaceted aspects
of the disease and optimizing patient outcomes [77].

7. Sciatic and Obturator Nerve Endometriosis
Endometriosis involving peripheral nerves is uncommon, with the sciatic nerve being

the most frequently affected. Approximately 34% of cases of nerve-related endometriosis
occur without associated peritoneal changes [78]. The sciatic nerve, the largest nerve in the
human body, originates from the L4 to S3 nerve roots, exits the pelvis below the piriformis
muscle, and innervates the posterior thigh and lower leg compartments [79]. Sciatic nerve
endometriosis often presents as “catamenial sciatica”, characterized by worsening sciatica
symptoms during menstruation [80]. While deep infiltrating endometriosis (DIE) involving
major pelvic nerves or sacral roots is exceedingly rare, affecting less than 0.1% of cases, its
clinical and diagnostic challenges are significant, as information about this condition is
limited primarily to case studies.

Untreated sciatic nerve endometriosis may result in permanent nerve damage due to
nerve fibrosis, a process mediated by repetitive tissue injury and healing cycles. Mecha-
nisms include epithelial–mesenchymal transition (EMT) and fibroblast-to-myofibroblast
transdifferentiation (FMT), driven by factors such as Tumor Growth Factor-β1 and neu-
ropeptides, culminating in increased collagen deposition and cellular contractility [74].
This is presented in Figure 1.
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Bindra et al. described a 29-year-old woman presenting with cyclical pain and mobility
issues in her right leg. Initial symptoms, including dysmenorrhea and buttock pain radiat-
ing to her leg and foot, began three years after laparoscopic removal of an endometriotic
cyst. Imaging revealed a 4 cm endometriotic lesion involving the sciatic nerve, which
was surgically excised. Post-surgery, the patient’s cyclical pain and mobility issues were
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resolved completely [80]. Similarly, Zamurovic et al. reported a 45-year-old patient with
chronic leg pain and tingling. MRI revealed gluteal muscle atrophy and an ill-defined mass
near the sciatic nerve. Subsequent neurosurgical intervention confirmed calcified fibrous
endometriosis. While pharmacological therapy with GnRH analogs provided temporary
remission, surgical treatment remains the most definitive approach [74].

Passover’s study of 452 women with sciatic nerve endometriosis highlighted the ag-
gressive nature of this condition. Among patients with symptoms lasting one to three years,
30% exhibited neurological deficits, and 80% had peritoneal fibrosis. Beyond three years,
most patients showed severe nerve damage. These findings underscore the importance of
early diagnosis in women with recurrent pelvic pain, as delayed treatment can result in irre-
versible nerve damage. Sciatic nerve endometriosis likely originates from undifferentiated
cells within the nerve itself [74].

Obturator nerve endometriosis is an even rarer manifestation, with only eight docu-
mented cases, accounting for about 1% of peripheral nerve involvement [81]. The obturator
nerve, running along the inferolateral bladder, facilitates leg adduction through muscles
such as the adductor longus, brevis, and magnus. Symptoms include thigh pain, weakness,
and difficulty with leg adduction. Magnetic resonance imaging (MRI) is the preferred diag-
nostic tool, revealing nodules with variable signal intensities characteristic of endometriosis.
Treatment involves radical laparoscopic excision, which requires precise dissection to ex-
pose the obturator nerve and remove the affected tissue while preserving surrounding
structures [82].

The aggressive progression and debilitating effects of nerve-related endometriosis de-
mand timely and multidisciplinary intervention. Early recognition and advanced imaging
are crucial for preventing severe neurological sequelae and improving patient outcomes.
These cases highlight the need for increased awareness and specialized expertise in manag-
ing this rare yet impactful manifestation of endometriosis.

8. Conclusions
The impact of deep endometriosis on neuropsychiatric conditions remains an area of

ongoing research. With the increasing prevalence of endometriosis, interest in its patho-
physiology is also rising. Diagnosis of this condition remains challenging for specialists, as
symptoms are often nonspecific and may extend beyond the genitourinary system. Most
people associate DE with pelvic pain, abnormal uterine bleeding, and infertility. However,
the correlation between endometriosis and conditions such as migraines, anxiety, depres-
sion, and even dementia should not be neglected. Research indicates that patients with
endometriosis who experience migraines report higher pain intensity and more frequent
migraine days, leading to elevated HIT-6 scores. Chronic pelvic pain, one of the earli-
est symptoms of deep endometriosis, results in a greater risk of anxiety and depression.
Physical pain leads to psychological and social disturbances, limiting daily activities and
reducing patients’ quality of life. Sexual dysfunction significantly affects mental health,
with factors like dyspareunia, bladder pain, dysmenorrhea, and unemployment affecting
women’s sexual quality of life [83]. Main outcome from this article is presented in the
Table 2.
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Table 2. Summary of neuropsychiatric and peripheral nerve associations with endometriosis.

Disease Association with Endometriosis Pain Perception

Migraine
Migraine is more frequent in women with endometriosis,
with the highest risk in ovarian endometrioma and deep

infiltrating endometriosis.

Patients with both
migraine and

endometriosis reported
higher pain intensity

Depression
Overall, 77.1% of the

patients suffering from
endometriosis had anxiety

and depression, from
which 77% had anxiety and
depression simultaneously.

Endometriosis can have a
significant effect on social

life as well as on sexual life.
Dyspareunia, or painful

intercourse, is reported by
32% to 70% of women who

have endometriosis. Anxiety and depression
increase pain perception

Anxiety

Anxiety in the context of
endometriosis

encompasses the emotional
toll of subfertility, the
potential for disease

recurrence, and uncertainty
regarding future outcomes.

Bipolar Disorder Endometriosis may be linked to a higher risk of bipolar
disorder.

Chronic pelvic pain and
quality of life deterioration

Dementia

Elevated levels of estrogen contribute to the development
of endometriosis, whereas reduced estrogen exposure is

associated with neurodegenerative diseases such as
Alzheimer’s disease.

Alterations in pain
processing

Sciatic Nerve
Endometriosis

The occurrence of deep
infiltrating endometriosis

(DIE) involving sacral
nerve roots or major pelvic

nerves is less than 0.1%.

Sciatic nerve endometriosis
is associated with pain in
the buttock, radiation to

the leg and heel, and
mobility disorder. Surgical

treatment is the most
common.

Pain typically occurs as
“catamenial sciatica” which

means worsening of
sciatica during
menstruation

Obturator Nerve
Endometriosis

Endometriosis of the
obturator nerve is only
about 1% of peripheral
nerves associated with

endometriosis. It is
associated with thigh pain,
weakness, and impaired

adduction of the legs. The
treatment is radical

excision of the nerve using
laparoscopy.

-

The fear of infertility and uncertainty about future relationships due to, for instance,
prolonged medical treatment contribute to increased anxiety. Regarding the mutual in-
fluence of high estrogen levels on endometriosis as well as Alzheimer’s or Parkinson’s
disease occurrence, patients suffering from DE may be at greater risk of neurodegenerative
disorders. Additionally, endometriosis can affect peripheral nerves, most commonly the
sciatic nerve, and very rarely the obturator nerve. This can worsen sciatica during menstru-
ation, causing pain radiating from the buttock to the leg, along with mobility limitations. It
is crucial to speed up the diagnostic process for endometriosis. Nowadays, laparoscopy
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remains the gold standard, following comprehensive clinical evaluations. Furthermore,
it is important to raise awareness of endometriosis beyond gynecology, involving other
specialties due to its wide range of symptoms.

Future research should focus on understanding the pathomechanisms behind neu-
ropsychiatric comorbidities, expanding neuroimaging studies on altered pain processing,
and developing precision medicine approaches. Longitudinal studies on psychological
outcomes, improved diagnostic techniques for nerve endometriosis, and exploring non-
invasive therapies like neuromodulation could improve patient care and quality of life.
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22. Osiński, M.; Wirstlein, P.; Wender-Ożegowska, E.; Mikołajczyk, M.; Jagodziński, P.P.; Szczepańska, M. HSD3B2, HSD17B1,
HSD17B2, ESR1, ESR2 and AR expression in infertile women with endometriosis. Ginekol. Pol. 2018, 89, 125–134. [CrossRef]
[PubMed]

23. Agarwal, A.; Ranganathan, P.; Kattal, N.; Pasqualotto, F.; Hallak, J.; Khayal, S.; Mascha, E. Fertility after cancer: A prospective
review of assisted reproductive outcome with banked semen specimens. Fertil. Steril. 2004, 81, 342–348. [CrossRef]

24. Joshi, N.R.; Miyadahira, E.H.; Afshar, Y.; Jeong, J.-W.; Young, S.L.; Lessey, B.A.; Serafini, P.C.; Fazleabas, A.T. Progesterone
resistance in endometriosis is modulated by the altered expression of microRNA-29c and FKBP4. J. Clin. Endocrinol. Metab. 2017,
102, 141–149. [CrossRef] [PubMed]

25. Snyder, P.J.; Bhasin, S.; Cunningham, G.R.; Matsumoto, A.M.; Stephens-Shields, A.J.; Cauley, J.A.; Gill, T.M.; Barrett-Connor, E.;
Swerdloff, R.S.; Wang, C.; et al. Lessons From the Testosterone Trials. Endocr. Rev. 2018, 39, 369–386. [CrossRef]

26. Malutan, A.M.; Drugan, T.; Costin, N.; Ciortea, R.; Bucuri, C.; Rada, M.P.; Mihu, D. Clinical immunology Pro-inflammatory
cytokines for evaluation of inflammatory status in endometriosis. Cent. Eur. J. Immunol. 2015, 1, 96–102. [CrossRef] [PubMed]

27. Oală, I.E.; Mitranovici, M.-I.; Chiorean, D.M.; Irimia, T.; Cris, an, A.I.; Melinte, I.M.; Cotrus, , T.; Tudorache, V.; Moraru, L.; Moraru,
R.; et al. Endometriosis and the Role of Pro-Inflammatory and Anti-Inflammatory Cytokines in Pathophysiology: A Narrative
Review of the Literature. Diagnostics 2024, 14, 312. [CrossRef] [PubMed]

28. Sophonsritsuk, A.; Attawattanakul, N.; Sroyraya, M.; Songkoomkrong, S.; Waiyaput, W.; Dittharot, K.; Chansoon, T.; Jinawath,
A.; Tingthanatikul, Y. Macrophages and Natural Killer Cells Characteristics in Variously Colored Endometriotic Lesions: A
Cross-Sectional Analytic Study. Int. J. Fertil. Steril. 2022, 16, 108–114. [CrossRef]

29. Evert, J.H.-V.; Paap, R.; Nap, A.; van der Molen, R. The Promises of Natural Killer Cell Therapy in Endometriosis. Int. J. Mol. Sci.
2022, 23, 5539. [CrossRef]

30. Ke, J.; Ye, J.; Li, M.; Zhu, Z. The Role of Matrix Metalloproteinases in Endometriosis: A Potential Target. Biomolecules 2021, 11,
1739. [CrossRef]

31. Mazor, R.; Alsaigh, T.; Shaked, H.; Altshuler, A.E.; Pocock, E.S.; Kistler, E.B.; Karin, M.; Schmid-Schönbein, G.W. Matrix
Metalloproteinase-1-mediated Up-regulation of Vascular Endothelial Growth Factor-2 in Endothelial Cells. J. Biol. Chem. 2013,
288, 598–607. [CrossRef] [PubMed]

32. Ito, T.-K.; Ishii, G.; Saito, S.; Yano, K.; Hoshino, A.; Suzuki, T.; Ochiai, A. Degradation of soluble VEGF receptor-1 by MMP-7
allows VEGF access to endothelial cells. Blood 2009, 113, 2363–2369. [CrossRef] [PubMed]

33. Chung, M.S.; Han, S.J. Endometriosis-Associated Angiogenesis and Anti-angiogenic Therapy for Endometriosis. Front. Glob.
Womens Health 2022, 3, 856316. [CrossRef] [PubMed]

34. Liu, S.; Xin, X.; Hua, T.; Shi, R.; Chi, S.; Jin, Z.; Wang, H. Efficacy of Anti-VEGF/VEGFR Agents on Animal Models of
Endometriosis: A Systematic Review and Meta-Analysis. PLoS ONE 2016, 11, e0166658. [CrossRef] [PubMed]

35. McLaren, J.; Prentice, A.; Charnock-Jones, D.S.; Smith, S.K. Vascular endothelial growth factor (VEGF) concentrations are elevated
in peritoneal fluid of women with endometriosis. Human Reprod. 1996, 11, 220–223. [CrossRef] [PubMed]

36. Somigliana, E.; Vigano, P.; Benaglia, L.; Busnelli, A.; Vercellini, P.; Fedele, L. Adhesion Prevention in Endometriosis: A Neglected
Critical Challenge. J. Minim. Invasive Gynecol. 2012, 19, 415–421. [CrossRef]

37. Viganò, P.; Ottolina, J.; Bartiromo, L.; Bonavina, G.; Schimberni, M.; Villanacci, R.; Candiani, M. Cellular Components Contributing
to Fibrosis in Endometriosis: A Literature Review. J. Minim. Invasive Gynecol. 2020, 27, 287–295. [CrossRef] [PubMed]

38. Garcia, J.M.G.; Vannuzzi, V.; Donati, C.; Bernacchioni, C.; Bruni, P.; Petraglia, F. Endometriosis: Cellular and Molecular
Mechanisms Leading to Fibrosis. Reprod. Sci. 2023, 30, 1453–1461. [CrossRef] [PubMed]

https://doi.org/10.1097/PAP.0b013e31827bc24d
https://doi.org/10.1056/NEJMoa1008433
https://www.ncbi.nlm.nih.gov/pubmed/20942669
https://doi.org/10.1038/s41598-020-71273-7
https://www.ncbi.nlm.nih.gov/pubmed/32868822
https://doi.org/10.3390/ijms140918824
https://doi.org/10.3389/fmolb.2022.854991
https://doi.org/10.1002/rmb2.12285
https://www.ncbi.nlm.nih.gov/pubmed/31607790
https://doi.org/10.5603/GP.a2018.0022
https://www.ncbi.nlm.nih.gov/pubmed/29664547
https://doi.org/10.1016/j.fertnstert.2003.07.021
https://doi.org/10.1210/jc.2016-2076
https://www.ncbi.nlm.nih.gov/pubmed/27778641
https://doi.org/10.1210/er.2017-00234
https://doi.org/10.5114/ceji.2015.50840
https://www.ncbi.nlm.nih.gov/pubmed/26155190
https://doi.org/10.3390/diagnostics14030312
https://www.ncbi.nlm.nih.gov/pubmed/38337827
https://doi.org/10.22074/IJFS.2021.527520.1104
https://doi.org/10.3390/ijms23105539
https://doi.org/10.3390/biom11111739
https://doi.org/10.1074/jbc.M112.417451
https://www.ncbi.nlm.nih.gov/pubmed/23155052
https://doi.org/10.1182/blood-2008-08-172742
https://www.ncbi.nlm.nih.gov/pubmed/18974372
https://doi.org/10.3389/fgwh.2022.856316
https://www.ncbi.nlm.nih.gov/pubmed/35449709
https://doi.org/10.1371/journal.pone.0166658
https://www.ncbi.nlm.nih.gov/pubmed/27855197
https://doi.org/10.1093/oxfordjournals.humrep.a019023
https://www.ncbi.nlm.nih.gov/pubmed/8671190
https://doi.org/10.1016/j.jmig.2012.03.004
https://doi.org/10.1016/j.jmig.2019.11.011
https://www.ncbi.nlm.nih.gov/pubmed/31785417
https://doi.org/10.1007/s43032-022-01083-x
https://www.ncbi.nlm.nih.gov/pubmed/36289173


Int. J. Mol. Sci. 2025, 26, 839 15 of 16

39. González-Foruria, I.; Santulli, P.; Chouzenoux, S.; Carmona, F.; Chapron, C.; Batteux, F. Dysregulation of the ADAM17/Notch
signalling pathways in endometriosis: From oxidative stress to fibrosis. MHR Basic Sci. Reprod. Med. 2017, 23, 488–499. [CrossRef]

40. Scutiero, G.; Iannone, P.; Bernardi, G.; Bonaccorsi, G.; Spadaro, S.; Volta, C.A.; Greco, P.; Nappi, L. Oxidative Stress and
Endometriosis: A Systematic Review of the Literature. Oxid. Med. Cell Longev. 2017, 2017, 7265238. [CrossRef] [PubMed]

41. Missmer, S.A.; Tu, F.; Soliman, A.M.; Chiuve, S.; Cross, S.; Eichner, S.; Flores, O.A.; Horne, A.; Schneider, B.; As-Sanie, S. Impact
of endometriosis on women’s life decisions and goal attainment: A cross-sectional survey of members of an online patient
community. BMJ Open 2022, 12, e052765. [CrossRef] [PubMed]

42. da Silva, M.C.M.; de Souza Ferreira, L.P.; Della Giustina, A. It is time to change the definition: Endometriosis is no longer a pelvic
disease. Clinics 2024, 79, 100326. [CrossRef] [PubMed]

43. Vermeulen, N.; Abrao, M.S.; Einarsson, J.I.; Horne, A.W.; Johnson, N.P.; Lee, T.T.M.; Missmer, S.; Petrozza, J.; Tomassetti, C.;
Zondervan, K.T.; et al. Endometriosis classification, staging and reporting systems: A review on the road to a universally accepted
endometriosis classification. Hum. Reprod. Open 2021, 28, 1822–1848. [CrossRef]

44. Drevet, P.; Lemaire, C.; Gasparini, S.; Zinn-Justin, S.; Lajeunesse, E.; Ducancel, F.; Pinkasfeld, S.; Courçon, M.; Tremeau, O.;
Boulain, J.C.; et al. High-level production and isotope labeling of snake neurotoxins, disulfide-rich proteins. Protein Expr. Purif.
1997, 10, 293–300. [CrossRef]

45. Henthorne, B.H.; Henthorne, T.L.; Alcorn, J.D. Enhancing the provider/patient relationship: The case for patient advocacy
programs. J. Health Care Mark. 1994, 14, 52–55. [PubMed]

46. Yarborough, E.S. The family transition program: A metaphor-based correspondence program for family care-givers. Nurs. Homes
1986, 35, 18–22. [PubMed]

47. Lemon, H.M.; Rodriguez-Sierra, J.F. Timing of breast cancer surgery during the luteal menstrual phase may improve prognosis.
Neb. Med. J. 1996, 81, 110–115.

48. Saunders, P.T.K.; Horne, A.W. Endometriosis: Etiology, pathobiology, and therapeutic prospects. Cell 2021, 184, 2807–2824.
[CrossRef]

49. Koninckx, P.R.; Ussia, A.; Keckstein, J.; Wattiez, A.; Adamyan, L. Epidemiology of subtle, typical, cystic, and deep endometriosis:
A systematic review. Gynecol. Surg. 2016, 13, 457–467. [CrossRef]

50. Lebovic, D.I.; Mueller, M.D.; Taylor, R.N. Immunobiology of endometriosis. Fertil. Steril. 2001, 75, 1–10. [CrossRef] [PubMed]
51. Ianieri, M.M.; Mautone, D.; Ceccaroni, M. Recurrence in Deep Infiltrating Endometriosis: A Systematic Review of the Literature.

J. Minim. Invasive Gynecol. 2018, 25, 786–793. [CrossRef]
52. Gordts, S.; Koninckx, P.; Brosens, I. Pathogenesis of deep endometriosis. Fertil. Steril. 2017, 108, 872–885.e1. [CrossRef] [PubMed]
53. Leonardi, M.; Singh, S.S.; Murji, A.; Satkunaratnam, A.; Atri, M.; Reid, S.; Condous, G. Deep Endometriosis: A Diagnostic

Dilemma With Significant Surgical Consequences. J. Obstet. Gynaecol. Can. 2018, 40, 1198–1203. [CrossRef]
54. de Paula Andres, M.; Borrelli, G.M.; Kho, R.M.; Abrão, M.S. The current management of deep endometriosis: A systematic review.

Minerva Obstet. Gynecol. 2017, 69, 587–596. [CrossRef] [PubMed]
55. Qiu, M.-Y.; Wang, Y.-P.; Ren, R.; Sun, Y.-R.; Xiao, S.-Q.; Han, L. Clinicopathological correlations of peritoneal endometriosis and

deep infiltrating endometriosis. Ann. Med. 2023, 55. [CrossRef]
56. Somigliana, E. Association rate between deep peritoneal endometriosis and other forms of the disease: Pathogenetic implications.

Human Reprod. 2004, 19, 168–171. [CrossRef]
57. Aguilar-Shea, A.L.; Membrilla Md, J.A.; Diaz-de-Teran, J. Migraine review for general practice. Aten Primaria 2022, 54, 102208.

[CrossRef]
58. Steiner, T.J.; Stovner, L.J.; Jensen, R.; Uluduz, D.; Katsarava, Z. Migraine remains second among the world’s causes of disability,

and first among young women: Findings from GBD2019. J. Headache Pain 2020, 21, 137. [CrossRef] [PubMed]
59. Silberstein, S.D. Migraine. Lancet 2004, 363, 381–391. [CrossRef] [PubMed]
60. Selntigia, A.; Exacoustos, C.; Ortoleva, C.; Russo, C.; Monaco, G.; Martire, F.G.; Rizzo, G.; Della-Morte, D.; Mercuri, N.B.; Albanese,

M. Correlation between endometriosis and migraine features: Results from a prospective case-control study. Cephalalgia 2024, 44,
3331024241235210. [CrossRef] [PubMed]

61. Maitrot-Mantelet, L.; Hugon-Rodin, J.; Vatel, M.; Marcellin, L.; Santulli, P.; Chapron, C.; Plu-Bureau, G. Migraine in relation with
endometriosis phenotypes: Results from a French case-control study. Cephalalgia 2020, 40, 606–613. [CrossRef] [PubMed]

62. Robert, C.A.; Caraballo-Rivera, E.J.; Isola, S.; Oraka, K.; Akter, S.; Verma, S.; Patel, R.S. Demographics and Hospital Outcomes in
American Women With Endometriosis and Psychiatric Comorbidities. Cureus 2020, 12, e9935. [CrossRef] [PubMed]

63. Ribeiro, H.S.A.A.; de Paiva, A.M.F.; da Costa Porto Taliberti, B.; Gonçalves, A.L.L.; Condes, R.P.; Ribeiro, P.A.G.A. Psychological
Problems Experienced by Patients with Bowel Endometriosis Awaiting Surgery. Rev. Bras. De Ginecol. E Obs./RBGO Gynecol.
Obstet. 2021, 43, 676–681. [CrossRef] [PubMed]

64. Siedentopf, F.; Tariverdian, N.; Rücke, M.; Kentenich, H.; Arck, P.C. ORIGINAL ARTICLE: Psychosocial Distress and Reduced
Quality of Life in Infertile Patients with Endometriosis. Am. J. Reprod. Immunol. 2008, 60, 449–461. [CrossRef]

https://doi.org/10.1093/molehr/gax028
https://doi.org/10.1155/2017/7265238
https://www.ncbi.nlm.nih.gov/pubmed/29057034
https://doi.org/10.1136/bmjopen-2021-052765
https://www.ncbi.nlm.nih.gov/pubmed/35477879
https://doi.org/10.1016/j.clinsp.2024.100326
https://www.ncbi.nlm.nih.gov/pubmed/38325019
https://doi.org/10.1093/hropen/hoab025
https://doi.org/10.1006/prep.1997.0740
https://www.ncbi.nlm.nih.gov/pubmed/10138736
https://www.ncbi.nlm.nih.gov/pubmed/10311799
https://doi.org/10.1016/j.cell.2021.04.041
https://doi.org/10.1007/s10397-016-0970-4
https://doi.org/10.1016/S0015-0282(00)01630-7
https://www.ncbi.nlm.nih.gov/pubmed/11163805
https://doi.org/10.1016/j.jmig.2017.12.025
https://doi.org/10.1016/j.fertnstert.2017.08.036
https://www.ncbi.nlm.nih.gov/pubmed/29100623
https://doi.org/10.1016/j.jogc.2018.05.041
https://doi.org/10.23736/S0026-4784.17.04082-5
https://www.ncbi.nlm.nih.gov/pubmed/28545293
https://doi.org/10.1080/07853890.2023.2244877
https://doi.org/10.1093/humrep/deg513
https://doi.org/10.1016/j.aprim.2021.102208
https://doi.org/10.1186/s10194-020-01208-0
https://www.ncbi.nlm.nih.gov/pubmed/33267788
https://doi.org/10.1016/S0140-6736(04)15440-8
https://www.ncbi.nlm.nih.gov/pubmed/15070571
https://doi.org/10.1177/03331024241235210
https://www.ncbi.nlm.nih.gov/pubmed/38436302
https://doi.org/10.1177/0333102419893965
https://www.ncbi.nlm.nih.gov/pubmed/31810400
https://doi.org/10.7759/cureus.9935
https://www.ncbi.nlm.nih.gov/pubmed/32968596
https://doi.org/10.1055/s-0041-1735938
https://www.ncbi.nlm.nih.gov/pubmed/34670302
https://doi.org/10.1111/j.1600-0897.2008.00644.x


Int. J. Mol. Sci. 2025, 26, 839 16 of 16

65. González-Mesa, E.; Moya-Bejarano, D.; Butrón-Hinojo, C.A.; Marín-Sánchez, P.; Blasco-Alonso, M.; Jimenez-López, J.S.; Villegas-
Muñoz, E.; Lubián-López, D.M. Correlates of Sexual Function in a Sample of Spanish Women with Endometriosis. J. Clin. Med.
2021, 10, 4957. [CrossRef] [PubMed]

66. Yong, P.J. Deep Dyspareunia in Endometriosis: A Proposed Framework Based on Pain Mechanisms and Genito-Pelvic Pain
Penetration Disorder. Sex. Med. Rev. 2017, 5, 495–507. [CrossRef] [PubMed]

67. Culley, L.; Law, C.; Hudson, N.; Denny, E.; Mitchell, H.; Baumgarten, M.; Raine-Fenning, N. The social and psychological impact
of endometriosis on women’s lives: A critical narrative review. Hum. Reprod. Update 2013, 19, 625–639. [CrossRef] [PubMed]

68. van Barneveld, E.; Manders, J.; van Osch, F.H.M.; van Poll, M.; Visser, L.; van Hanegem, N.; Lim, A.C.; Bongers, M.Y.; Leue, C.
Depression, Anxiety, and Correlating Factors in Endometriosis: A Systematic Review and Meta-Analysis. J. Womens Health 2022,
31, 219–230. [CrossRef] [PubMed]

69. Della Corte, L.; Di Filippo, C.; Gabrielli, O.; Reppuccia, S.; La Rosa, V.L.; 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, 17, 4683. [CrossRef] [PubMed]

70. Chen, S.-F.; Yang, Y.-C.; Hsu, C.-Y.; Shen, Y.-C. Risk of bipolar disorder in patients with endometriosis: A nationwide population-
based cohort study. J. Affect. Disord. 2020, 270, 36–41. [CrossRef] [PubMed]

71. Pope, C.J.; Sharma, V.; Sharma, S.; Mazmanian, D. A Systematic Review of the Association Between Psychiatric Disturbances and
Endometriosis. J. Obstet. Gynaecol. Can. 2015, 37, 1006–1015. [CrossRef] [PubMed]

72. Joseph, S.; Mahale, S.D. Endometriosis Knowledgebase: A gene-based resource on endometriosis. Database 2019, 2019, baz062.
[CrossRef] [PubMed]

73. Latourelle, J.C.; Dybdahl, M.; Destefano, A.L.; Myers, R.H.; Lash, T.L. Estrogen-related and other disease diagnoses preceding
Parkinson’s disease. Clin. Epidemiol. 2010, 2, 153. [CrossRef] [PubMed]

74. Zamurovic, M.; Tomic, A.; Djordjevic, K.; Simanic, S.; Sopta, J.; Rasulic, L.; Simic, L.; Jevtic, J.; Nedeljkovic-Arsenovic, O.;
Rovcanin, M. Isolated Deep Infiltrating Endometriosis of the Sciatic Nerve: A Case Report and Overview of the Literature.
Medicina 2023, 59, 2161. [CrossRef] [PubMed]

75. Gregory, S.; Booi, L.; Jenkins, N.; Bridgeman, K.; Muniz-Terrera, G.; Farina, F.R. Hormonal contraception and risk for cognitive
impairment or Alzheimer’s disease and related dementias in young women: A scoping review of the evidence. Front. Glob.
Womens Health 2023, 4, 1289096. [CrossRef]

76. Szypłowska, M.; Tarkowski, R.; Kułak, K. The impact of endometriosis on depressive and anxiety symptoms and quality of life: A
systematic review. Front. Public Health 2023, 11, 1230303. [CrossRef]

77. Totev, T.; Tihomirova, T.; Tomov, S.; Gorchev, G. Deep infiltrating endometriosis-diagnosis and principles of surgical treatment.
Akush. Ginekol. (Mosk) 2014, 53, 37–41.

78. Lukac, S.; Schmid, M.; Pfister, K.; Janni, W.; Schäffler, H.; Dayan, D. Extragenital endometriosis in the differential diagnosis of
non-gynecological diseases. Dtsch. Arztebl. Int. 2022, 119, 361–367. [CrossRef]

79. Tomaszewski, K.A.; Graves, M.J.; Henry, B.M.; Popieluszko, P.; Roy, J.; Pękala, P.A.; Hsieh, W.C.; Vikse, J.; Walocha, J.A. Surgical
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