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A B S T R A C T   

Background: Endometriosis is a chronic gynecological disorder characterized by ectopic endometrial 

tissue causing pelvic pain, dysmenorrhea, and infertility. Conservative management aims to control 

symptoms and preserve reproductive function without surgical intervention. Aim of the study: To 

evaluate the effectiveness of conservative management in patients with endometriosis with regard to 

symptom relief, disease control, and improvement in quality of life. Methods & Materials: This 

prospective observational study was conducted in the outdoor Department of Obstetrics and 

Gynaecology, Bangladesh Medical University and Universal Medical College Hospital, Dhaka, 

Bangladesh from July 2024 to June 2025. A total of 50 women aged 18–45 years diagnosed with 

endometriosis were enrolled using purposive sampling. All patients received conservative 

management including NSAIDs, hormonal therapy (oral contraceptives or progestins), and GnRH 

analogues when indicated. Clinical symptoms and quality of life were assessed using the Visual 

Analog Scale (VAS) and SF-36 questionnaire at baseline, 3 months, and 6 months. Statistical analysis 

was performed using SPSS version 26, with p ≤0.05 considered statistically significant. Result: The 

mean age of participants was 31.2 ± 5.6 years. Dysmenorrhea (84%) and chronic pelvic pain (70%) 

were the most common presenting symptoms. Significant improvement was observed in 

dysmenorrhea (VAS 7.2 ± 1.1 to 3.1 ± 1.0), chronic pelvic pain (6.5 ± 1.3 to 2.9 ± 1.0), and 

dyspareunia (5.8 ± 1.5 to 3.0 ± 1.1) over six months (p<0.001). Quality-of-life scores increased from 

55.2 ± 8.5 to 71.5 ± 6.8 (p<0.001). Patient satisfaction was reported in 80% of cases, while only 8% 

required surgical intervention. Conclusion: Conservative management is an effective approach for reducing symptoms and improving 

quality of life in patients with endometriosis. It may serve as a valuable first-line treatment strategy, particularly for women seeking fertility 

preservation and in settings with limited surgical resources. 
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INTRODUCTION 

Endometriosis is defined as a chronic 

gynecological disorder characterized by the 

presence of endometrial-like tissue outside 

the uterine cavity, which leads to 

inflammation, pelvic pain, and infertility [1]. 

Globally, endometriosis affects 

approximately 10% of women of 

reproductive age [2]. In Bangladesh, the 

prevalence rate is about 25-50% of infertile 

women undergoing diagnostic laparoscopy 

are diagnosed with endometriosis [3]. The 

process of conservative management 

focuses on controlling symptoms and 

preserving fertility without the surgical 

removal of reproductive organs. It works 

through a multimodal therapeutic approach 

aimed at suppressing hormonal stimulation 

and reducing inflammation. Hormonal 

agents such as progestins and gonadotropin-

releasing hormone (GnRH) agonists are 

commonly used to induce a hypoestrogenic 

state, which helps shrink ectopic 

endometrial lesions and reduce disease 

activity. This hormonal suppression limits 

estrogen-dependent proliferation of 

endometrial tissue and alleviates associated 

pelvic pain [2,4]. In addition to hormonal 

therapy, medical treatment frequently 

includes non-steroidal anti-inflammatory 

drugs for pain relief, combined oral 

contraceptives to regulate menstrual cycles, 

and progestins to inhibit endometrial growth 
[5,6]. The impact of conservative treatment is 

significant because endometriosis can cause 

chronic pelvic pain, dysmenorrhea, 

dyspareunia, and infertility, which often 

impair physical health and psychological 

well-being [3,7]. Conservative treatment has 

both advantages and disadvantages. One of 

the main advantages is that it preserves 

reproductive organs, improves the quality of 

life, and avoids the risks associated with 

surgical procedures. Hormonal therapy may 

also effectively reduce symptoms and slow 

disease progression in many patients [8]. 

Additionally, conservative approaches may 

lower healthcare costs and improve long-

term disease management in many patients 
[5,9]. Nevertheless, recurrence of symptoms 

after discontinuation of therapy remains a 

challenge, and some patients may 

experience adverse effects such as weight 

gain, mood changes, or irregular bleeding 

[4,10]. Studying conservative management in 

endometriosis is important because the 

disease is often underdiagnosed and 

associated with delayed treatment. Early 

identification and appropriate medical 

therapy may prevent disease progression 

and reduce complications related to chronic 

inflammation and infertility [2,11]. 

Furthermore, conservative therapy may be 

particularly relevant in developing countries 

where access to advanced surgical treatment 

is limited [11]. Despite increasing 

endometriosis research, several limitations 

remain in the existing literature. Many 

studies have been conducted in developed 

countries, and their findings may not fully 

reflect the clinical characteristics of patients 

in developing regions. In addition, 

differences in diagnostic criteria, disease 

staging, and treatment protocols have led to 

variability in reported outcomes [5,12]. 

Therefore, there is a clear need for this 

research to evaluate the effectiveness of 

conservative management in different 

healthcare settings. Such studies may 

provide valuable information for improving 

treatment strategies and clinical decision-
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making. The study aimed to evaluate the 

role and clinical outcomes of conservative 

management in patients with endometriosis, 

with particular emphasis on symptom relief, 

disease control, and quality-of-life 

improvement. 

 

METHODS & MATERIALS 

This study was conducted in the outdoor  

Department of Obstetrics and Gynaecology, 

Bangladesh Medical University and 

Universal Medical College Hospital, 

Dhaka, Bangladesh from July 2024 to June 

2025. The study spanned 1 year, focusing on 

patients diagnosed with endometriosis. 

Using a purposive sampling method, a total 

of 50 patients attending the department were 

enrolled, forming a clearly defined study 

cohort. Participants were selected based on 

strict inclusion criteria to ensure the study's 

validity and clinical relevance. 

 

Inclusion Criteria 

• Women aged 18–45 years 

diagnosed with endometriosis. 

• Patients presenting with 

symptoms such as dysmenorrhea, 

chronic pelvic pain, dyspareunia, 

infertility, or menstrual 

irregularities. 

• Patients who agreed to undergo 

conservative (non-surgical) 

management. 

• Patients willing to participate and 

provide informed consent. 

Exclusion Criteria 

• Patients requiring immediate 

surgical intervention. 

• Presence of suspected pelvic 

malignancy. 

• Patients with severe systemic 

diseases affecting treatment 

outcomes. 

• Pregnant women or those 

planning immediate conception 

during the study period. 

• Patients unwilling to participate 

or lost to follow-up. 

 

Data Collection 

Data were systematically gathered using a 

structured and validated questionnaire. The 

key variables assessed included age, BMI, 

socioeconomic status, smoking history, 

family history of endometriosis, clinical 

symptoms (dysmenorrhea, chronic pelvic 

pain, dyspareunia, infertility, menstrual 

irregularities), and duration of symptoms. 

Diagnostic investigations such as pelvic 

ultrasonography, MRI, and laparoscopic 

confirmation when indicated were 

performed to identify ovarian cysts, 

endometriomas, and deep infiltrating 

endometriosis. 

All patients received conservative 

management, which included NSAIDs, 

hormonal therapy (combined oral 

contraceptives or progestins), and 

gonadotropin-releasing hormone (GnRH) 

analogues in selected cases. Some patients 

also received combined approaches 

including lifestyle modification and 

supportive management. The average 

duration of therapy was 6 months. Symptom 

severity was assessed using the Visual 

Analog Scale (VAS) for dysmenorrhea, 

chronic pelvic pain, and dyspareunia at 

baseline, 3 months, and 6 months. Quality 

of life was evaluated using the SF-36 

questionnaire, and treatment adherence, 

complications, need for surgical 

intervention, and patient satisfaction were 

documented during follow-up. 

 

Statistical Analysis 

Statistical analyses were performed using 

SPSS software (version 26). Continuous 

variables were expressed as mean± (SD), 

while categorical variables were 

summarized as frequencies and percentages. 

For comparisons of quantitative variables 

over time, paired t-tests were applied, 

whereas the chi-square test was used for 

categorical variables. A p-value ≤0.05 was 

considered statistically significant. 

 

RESULT 

Table I presented that the mean age of the 

patients was 31.2±5.6 years. The majority of 

participants were aged 25–34 years 

(56.00%), followed by ≥35 years (28.00%), 

while 16.00% were younger than 25 years. 

The mean BMI was 23.5±2.8 kg/m². 

Regarding socioeconomic status, 40.00% of 

the participants belonged to the low-income 

group. Smoking history was reported by 

10.00% of patients, while 14.00% had a 

family history of endometriosis.  

 

Table I 

Baseline Demographic Characteristics of Study Participants (n = 50). 

 
Characteristics Frequency (n)  Percentage (%) 

Age (years), Mean ± SD 31.2 ± 5.6 

<25 8 16.00 

25–34 28 56.00 

≥35 14 28.00 

BMI (kg/m²), Mean ± SD 23.5 ± 2.8 

Low-income status 20 40.00 

Smoking history 5 10.00 

Family history of endometriosis 7 14.00 

 

The most common symptom was 

dysmenorrhea (84.00%), followed by 

chronic pelvic pain (70.00%). Menstrual 

irregularity was present in 50.00% of 

patients, while dyspareunia was reported by 

40.00%. Infertility was noted in 36.00% of 

cases. Additionally, 56.00% of patients had 

a duration of symptoms greater than one 

year (Table II).  

 

Table II 

Clinical Presentation of Endometriosis Patients. 

 
Clinical Variables Frequency (n)  Percentage (%) 

Dysmenorrhea 42 84.00 

Chronic pelvic pain 35 70.00 

Dyspareunia 20 40.00 

Infertility 18 36.00 

Menstrual irregularity 25 50.00 

Duration of symptoms >1 year 28 56.00 

 

Ultrasound-detected ovarian cysts were 

identified in 60.00% of patients, 

representing the most frequent imaging 

finding. Laparoscopic confirmation of 

endometriosis was achieved in 70.00% of 

cases. Endometrioma size greater than 3 cm 

was found in 36.00%, while deep infiltrating 

endometriosis was detected in 24.00%. 

MRI-confirmed lesions were observed in 

20.00% of patients (Table III). 
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Table III 

Diagnostic and Imaging Findings. 

 
Findings Frequency (n)  Percentage (%) 

Ultrasound-detected ovarian cyst 30 60.00 

Deep infiltrating endometriosis 12 24.00 

Endometrioma size >3 cm 18 36.00 

MRI-confirmed lesions 10 20.00 

Laparoscopic confirmation 35 70.00 

 

The majority of patients received NSAIDs 

(80.00%), followed by hormonal therapy 

including oral contraceptives or progestins 

(76.00%). GnRH analogues were used in 

30.00% of cases, while 40.00% of patients 

underwent a combined approach involving 

medical therapy and lifestyle modification. 

The mean duration of therapy was 6 ± 0 

months (Table IV).  

 

Table IV 

Conservative Management Approaches Used. 

 
Treatment Modality Frequency (n)  Percentage (%) 

NSAIDs 40 80.00 

Hormonal therapy (OCs/Progestins) 38 76.00 

GnRH analogues 15 30.00 

Combined approach (medical + lifestyle) 20 40.00 

Duration of therapy (months), Mean ± SD 6 ± 0 

 

The mean dysmenorrhea score (VAS) 

decreased significantly from 7.2±1.1 at 

baseline to 4.5±1.2 at 3 months and 3.1±1.0 

at 6 months (p<0.001). Similarly, chronic 

pelvic pain scores improved from 6.5±1.3 at 

baseline to 4.2±1.1 at 3 months and 2.9±1.0 

at 6 months (p<0.001). Dyspareunia scores 

also declined from 5.8±1.5 at baseline to 

4.1±1.2 at 3 months and 3.0±1.1 at 6 months 

(p < 0.001). The infertility rate decreased 

from 36% at baseline to 30% at 3 months 

and 26% at 6 months (p=0.04). 

Furthermore, the quality-of life score (SF-

36) improved from 55.2±8.5 at baseline to 

64.3±7.2 at 3 months and 71.5±6.8 at 6 

months (p < 0.001) (Table V).  

 

Table V 

Symptom Improvement Over 6 Months. 

 
Outcome Measure Baseline (Mean ± SD) 3 Months (Mean ± SD) 6 Months (Mean ± SD) P value 

Dysmenorrhea (VAS 0–10) 7.2 ± 1.1 4.5 ± 1.2 3.1 ± 1.0 <0.001 

Chronic pelvic pain (VAS 0–10) 6.5 ± 1.3 4.2 ± 1.1 2.9 ± 1.0 <0.001 

Dyspareunia (VAS 0–10) 5.8 ± 1.5 4.1 ± 1.2 3.0 ± 1.1 <0.001 

Infertility rate, n (%) 18 (36) 15 (30) 13 (26) 0.04 

Quality of life score (SF-36) 55.2 ± 8.5 64.3 ± 7.2 71.5 ± 6.8 <0.001 

 

Medication-related side effects were 

reported by 16% of patients, while 10% 

discontinued therapy. Surgical intervention 

following conservative management was 

required in 8% of cases. Overall, 80% of 

patients reported being satisfied or very 

satisfied with the conservative management 

approach (Table VI). 

 

Table VI 

Complications and Treatment Adherence. 

 
Characteristics Frequency (n)  Percentage (%) 

Medication side effects 8 16 

Therapy discontinuation 5 10 

Need for surgical intervention after conservative management 4 8 

Patient satisfaction (satisfied/very satisfied) 40 80 

 

DISCUSSION 

Endometriosis is a chronic gynecological 

disorder affecting women of reproductive 

age and is commonly associated with pelvic 

pain, dysmenorrhea, dyspareunia, and 

infertility. Conservative management 

remains the first-line therapeutic approach 

in many patients, particularly those who 

wish to preserve fertility or avoid surgical 

intervention [13]. The present study 

evaluated the clinical characteristics of 

endometriosis patients and assessed the 

effectiveness of conservative management 

strategies over a six-month follow-up 

period. In this study, the mean age of the 

participants was 31.2 ± 5.6 years, with the 

majority (56%) belonging to the 25–34 

years age group. This finding is consistent 

with previous studies reporting that 

endometriosis is most prevalent among 

women in their reproductive years. Similar 

demographic patterns were reported by 

Muteshi et al., who noted that the disease 

commonly affects women aged 23–44 years 

due to active hormonal cycles and 

reproductive factors [14]. Additionally, the 

mean BMI in our study was 23.5 ± 2.8 

kg/m², which falls within the normal range, 

supporting previous observations that 

endometriosis frequently occurs in women 

with relatively normal BMI profiles [15]. 

Regarding socioeconomic and lifestyle 

factors, 40% of patients belonged to a low-

income group, while 10% had a history of 

smoking, and 14% reported a family history 

of endometriosis. These findings align with 

earlier research suggesting that genetic 

predisposition and environmental factors 

may contribute to disease susceptibility. 

Previous studies have demonstrated that 

family history significantly increases the 

risk of developing endometriosis, indicating 

a strong genetic component to the disease 
[16-18]. The clinical presentation observed in 

this study is consistent with the well-
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established symptom profile of 

endometriosis. Dysmenorrhea (84%) was 

the most common symptom, followed by 

chronic pelvic pain (70%), menstrual 

irregularity (50%), dyspareunia (40%), and 

infertility (36%). These findings are 

comparable to the work of Vercellini et al., 

who reported dysmenorrhea and chronic 

pelvic pain as the predominant symptoms in 

women with endometriosis [19]. Imaging and 

diagnostic findings in the current study 

revealed that 60% of patients had 

ultrasound-detected ovarian cysts, while 

24% had deep infiltrating endometriosis, 

and 36% had endometriomas larger than 3 

cm. Laparoscopic confirmation was 

obtained in 70% of cases, which remains the 

gold standard for diagnosis. These findings 

are consistent with previous literature 

indicating that transvaginal ultrasound is a 

reliable first-line diagnostic modality for 

ovarian endometriomas, while laparoscopy 

is used for definitive diagnosis and staging 
[20]. The present study also evaluated various 

conservative management approaches. 

NSAIDs were used in 80% of patients, 

hormonal therapy in 76%, and GnRH 

analogues in 30%, while 40% received a 

combined medical and lifestyle 

modification approach. Current clinical 

guidelines similarly recommend NSAIDs 

and hormonal therapy as the first-line 

treatment for symptom control in 

endometriosis patients. Hormonal therapies, 

including combined oral contraceptives and 

progestins, have been widely shown to 

suppress ovulation and reduce endometrial 

proliferation, thereby alleviating pain 

symptoms. Several studies have 

demonstrated that hormonal treatments 

significantly reduce dysmenorrhea and 

pelvic pain and improve overall quality of 

life in patients with endometriosis [21-23]. 

The effectiveness of conservative 

management in the present study was 

evident through the significant 

improvement in pain scores over six 

months. The mean VAS score for 

dysmenorrhea decreased from 7.2 ± 1.1 at 

baseline to 3.1 ± 1.0 at six months (p < 

0.001). Similarly, chronic pelvic pain 

decreased from 6.5 ± 1.3 to 2.9 ± 1.0, and 

dyspareunia improved from 5.8 ± 1.5 to 3.0 

± 1.1. These findings correspond with 

previous randomized trials demonstrating 

significant pain reduction following 

hormonal therapy and GnRH analogue 

treatment. Evidence suggests that medical 

therapy can significantly reduce 

endometriosis-associated pain by 

suppressing estrogen-dependent 

endometrial tissue activity [23-25]. Another 

important finding of the study was the 

improvement in quality of life scores, which 

increased from 55.2 ± 8.5 at baseline to 71.5 

± 6.8 after six months (p < 0.001). Similar 

improvements have been reported in studies 

evaluating conservative treatment 

outcomes, where medical therapy 

significantly improved quality of life and 

reduced symptom burden in women with 

endometriosis [26]. In terms of fertility 

outcomes, the infertility rate decreased from 

36% at baseline to 26% after six months, 

indicating a modest improvement following 

conservative management. While medical 

therapy is primarily aimed at symptom 

control, some studies have suggested that 

hormonal suppression may improve 

reproductive outcomes in selected patients, 

although evidence remains variable [27]. The 

safety and tolerability profile observed in 

the current study was acceptable. 

Medication side effects occurred in 16% of 

patients, therapy discontinuation in 10%, 

and only 8% required surgical intervention 

after conservative treatment. Furthermore, 

80% of patients reported satisfaction with 

the treatment, indicating good overall 

acceptance of conservative management. 

Similar adherence patterns have been 

observed in previous studies where 

hormonal therapy showed moderate side 

effects but remained well tolerated by most 

patients [28]. 

 

LIMITATIONS  

This study had several limitations. First, the 

sample size was relatively small and 

conducted in a single tertiary care center, 

which may limit the generalizability of the 

findings to the broader population. Second, 

the follow-up period of six months was 

relatively short for evaluating long-term 

recurrence or sustained symptom control. 

Third, the absence of a comparison group 

receiving surgical management limited the 

ability to directly compare treatment 

outcomes. Additionally, patient-reported 

outcomes such as pain scores may be 

subject to subjective variation. 

 

CONCLUSION  

Conservative management plays a 

significant role in the treatment of 

endometriosis, particularly for women who 

wish to preserve fertility and avoid surgical 

intervention. In this study, medical therapy 

consisting of hormonal agents, NSAIDs, 

and supportive lifestyle modifications 

resulted in significant improvement in key 

symptoms such as dysmenorrhea, chronic 

pelvic pain, and dyspareunia over a six-

month follow-up period. Quality of life also 

improved substantially, while the majority 

of patients reported high treatment 

satisfaction. Only a small proportion of 

patients required surgical intervention after 

conservative therapy. These findings 

indicate that conservative management can 

be an effective and safe first-line treatment 

option for many patients with 

endometriosis, particularly in resource-

limited healthcare settings where access to 

advanced surgical care may be restricted. 
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