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Abstract 

 

Background: 

Endometriosis causes pelvic pain and fatigue, impairing physical fitness and sports 

participation. While physical activity helps manage symptoms, precise exercise programming 

guidance remains limited. 

 

Aim:  

This narrative review evaluates sports science and clinical evidence relevant to individualized 

exercise programming for women with endometriosis. 

 

Material and methods:  

PubMed was the principal database, supplemented by Google Scholar and Scopus. The search 

covered publications from 2016–2026, including systematic reviews, meta-analyses, 

interventional studies, and guidelines. Evidence was classified as direct, component 

(multimodal), or extrapolated. 

 

Results:  

A favourable signal arises from progressive multimodal physical activity programmes, though 

evidence certainty is low and active components cannot be isolated. Yoga and assessment-

guided pelvic floor training have direct, population-specific support. No validated 

endometriosis-specific FITT (Frequency, Intensity, Time, Type) training protocol is 



 

 

established. Modality selection should reflect dominant symptoms, pelvic floor findings, and 

responses to physical loading. 

 

Conclusions:  

Targeted physical activity is a valuable management component, but a universal training 

prescription is currently unjustified. A symptom-responsive framework is offered to guide 

exercise professionals; comparative dose-finding sports science trials are required before firm 

recommendations can be made. 

 

Keywords:  

endometriosis; physical activity; pelvic pain; quality of life; rehabilitation; exercise therapy 

 

1. Introduction 

 

Despite advances in the diagnosis and treatment of endometriosis, many women continue to 

experience persistent pain and impaired quality of life despite standard medical or surgical 

management. This clinical reality has increased interest in supportive strategies that extend 

beyond pharmacological and surgical treatment and address the broader physical and 

psychosocial consequences of the disease. Among these approaches, physical activity has 

emerged as a promising, low-cost, and widely accessible intervention that may complement 

conventional treatment and improve patient outcomes.1,2 

 

Endometriosis is a chronic, oestrogen-dependent inflammatory disease characterised by the 

presence of endometrial-like tissue outside the uterine cavity. It affects approximately 10% of 

women of reproductive age worldwide and is a major cause of chronic pelvic pain, 

dysmenorrhea, dyspareunia, and infertility.3 However, its burden extends well beyond 

gynaecological symptoms. Endometriosis is increasingly recognised as a chronic systemic 

condition associated with inflammation, altered pain processing, fatigue, psychological 

distress, reduced work productivity, and substantial deterioration in health-related quality of 

life.3,4 

 

Physical activity has increasingly been examined as an adjunct to conventional endometriosis 

management.1,2 Recent reviews—including two published in Quality in Sport—have already 

discussed symptom effects, quality of life, exercise variables, and personalisation.5,6 The 



 

 

remaining question addressed here is narrower: which prescription decisions are supported 

directly, which rely on inseparable multimodal packages, and where dose, progression, 

supervision, pelvic floor assessment, and flare modification remain unsupported. 

 

2. Aim and Methods 

 

This review examines a narrower prescription-level problem: how published interventions 

describe modality, dose, progression, supervision, and symptom-responsive modification, and 

how confidently outcomes can be attributed to individual components. By explicitly separating 

direct endometriosis-specific evidence from multimodal component evidence and mechanistic 

or chronic-pain extrapolation, this approach reduces the overinterpretation of biological 

plausibility. It highlights which prescription elements have direct clinical support and which 

remain research questions, with certainty considered separately from attribution. The resulting 

framework is provisional and is not validated clinical guidance. 

 

2.1. Aim 

Because recent meta-analyses have demonstrated extreme methodological heterogeneity across 

exercise interventions in this population, a narrative evidence map was specifically chosen over 

a systematic quantitative review. This approach allows for the qualitative conceptual separation 

of direct modality evidence from multimodal component evidence, facilitating the construction 

of a pragmatic clinical decision framework that current statistical pooling cannot provide. 

 

2.2. Search Strategy 

A narrative literature search was conducted with PubMed as the principal biomedical database. 

The principal Boolean combination was ("endometriosis"[Title/Abstract] OR 

"endometriosis"[Medical Subject Headings (MeSH) Terms]) AND ("exercise"[Title/Abstract] 

OR "physical activity"[Title/Abstract] OR "therapeutic exercise"[Title/Abstract] OR "pelvic 

floor physiotherapy"[Title/Abstract] OR "yoga"[Title/Abstract] OR 

"rehabilitation"[Title/Abstract] OR "rehabilitation" [MeSH Terms]). Google Scholar supported 

backward and forward citation tracking and identification of journal-specific publications, 

while Scopus was used for supplementary cross-checking. The search was updated through 

July 2026. 

 

 



 

 

2.3. Evidence Selection and Hierarchy 

Eligible evidence was organised into three levels.  

Tier 1 comprised direct endometriosis-specific clinical evidence, prioritising randomised 

controlled trials, controlled studies, and prospective exercise or rehabilitation interventions.  

Tier 2 comprised systematic reviews, meta-analyses, clinical guidelines, and consensus 

documents relevant to exercise, rehabilitation, pelvic pain, or multidisciplinary management.  

Tier 3 comprised indirect mechanistic or chronic-pain evidence and was used when 

endometriosis-specific data were unavailable. These tiers describe the role and proximity of 

evidence to the prescription question rather than a formal hierarchy of methodological quality. 

Older studies were retained when they represented the principal direct evidence for a modality. 

Studies were included when they evaluated structured physical activity, exercise, therapeutic 

exercise, or physical rehabilitation in women with endometriosis and reported pain, quality of 

life, physical function, fatigue, mental health, pelvic floor function, adherence, or safety. 

Epidemiological exposure studies, protocols without outcome data, and reports without a 

structured exercise or rehabilitation component were not used to support prescription 

conclusions. 

Potentially relevant records were screened for direct relevance to the prescription question, 

with full texts reviewed when titles or abstracts were insufficient for classification. Duplicate 

records were removed, and multiple publications from the same intervention cohort were 

treated as one intervention family; thus, the primary Physio-EndEA report and its secondary 

analysis7,8 were not counted as independent interventions. 

 

2.4. Exercise-Prescription Evidence Framework 

Exercise studies were evaluated by: 

- modality, frequency, and intensity; 

- session and programme duration; 

- progression; 

- supervision; 

- individualisation; 

- symptom-related modification; 

- pelvic floor content; 

- adherence; 

- safety; 

- follow-up. 



 

 

Attribution was labelled direct when a distinct intervention was evaluated, a component when 

an element belonged to a multimodal programme and could not be isolated, or extrapolated 

when the rationale depended mainly on general exercise physiology or chronic-pain literature. 

These labels describe attribution, not certainty. Certainty was interpreted qualitatively from 

design, sample size, consistency, reporting, and review-level risk-of-bias assessments. No 

PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) flow count 

was generated, and no independent study-level risk-of-bias assessment was undertaken. 

SANRA (Scale for the Assessment of Narrative Review Articles)  principles informed the 

review structure but was not used as a formal compliance claim. 

 

2.5. What This Review Adds 

Recent Quality in Sport reviews addressed broad symptom effects, quality of life, exercise 

modalities, and personalisation,5,6 while a 2025 review emphasised pain and biological 

mechanisms.9 The present review instead maps the evidence available for prescription 

decisions, separating distinct-modality findings from multimodal component evidence and 

mechanistic extrapolation. Its added value is the attribution framework and clinical decision 

matrix (Table 2.), not another global estimate of benefit. 

 

3. Clinical Context Relevant to Exercise Prescription 

 

While the systemic and heterogeneous burden of endometriosis is well established, a key 

clinical challenge is that symptom severity often does not correspond to anatomical disease 

extent.10-20 Therefore, from the perspective of exercise prescription, the most critical variables 

are not merely the diagnostic labels, but the functional limitations: the dominant symptom 

pattern, baseline fatigue, movement-related pain, pelvic floor dysfunction, treatment status, 

physical capacity, and symptom fluctuation over time. 

Hormonal, inflammatory, oxidative, peripheral, and central pain mechanisms may contribute 

to these symptoms.10,12-15 These mechanisms provide context for exercise research but do not 

by themselves establish that physical activity modifies lesions or disease progression. 

 

4. Evidence Rationale for Physical Activity 

 

Exercise may influence systemic inflammation, sex-steroid metabolism, oxidative balance, 

endogenous pain modulation, physical capacity, and pain-related cognition.21-25 In 



 

 

endometriosis, these mechanisms remain biologically plausible rather than proven lesion-level 

effects. Exercise improves depressive symptoms in general populations,26 but endometriosis-

specific psychological evidence is smaller and largely comes from multimodal programmes.7,8 

Direct clinical evidence is therefore most appropriately interpreted as a low-certainty signal for 

patient-reported symptoms and function. 

Pelvic floor dysfunction in endometriosis is highly heterogeneous, potentially involving 

overactivity, impaired relaxation, poor coordination, weakness, or mixed findings.27-29 Due to 

this complexity, this review uses mechanistic evidence primarily as context, basing its 

prescription conclusions strictly on endometriosis-specific clinical outcomes rather than 

assumed anatomical deficits. 

 

 

 

5. Evidence Map for Exercise-Prescription Decisions 

 

Recent reviews have already summarised overall effects on pain and quality of life.2,5,6,9 This 

section therefore interprets interventions as direct modality evidence, component evidence 

within multimodal programmes, or mechanistic extrapolation. It is focused on what outcomes 

can be attributed to a specific exercise component. 2,30  

 

5.1. Aerobic and resistance components: what can be attributed? 

Aerobic and resistance exercises are supported mainly by component evidence because they 

are usually embedded within multimodal rehabilitation programmes and their independent 

effects cannot be isolated. In the small Physio-EndEA trial, nine weeks of supervised aerobic, 

resistance, stretching, and lumbopelvic exercise improved several patient-reported and 

physical outcomes.7,8 Gabrielsen et al. similarly combined endurance, strengthening, 

flexibility, relaxation, and pelvic floor training; current pelvic/genital pain improved at four 

months and remained lower at 12 months, whereas worst pain did not.27 These studies support 

a favourable multimodal rehabilitation signal, but not modality-specific efficacy. 

 

5.2. Stand-alone modalities: where direct evidence exists 

Among the limited stand-alone modalities identified, yoga has direct evidence from one small 

trial. An eight-week Hatha yoga programme in 40 women was associated with lower daily 

pelvic pain and improvements across several Endometriosis Health Profile-30 domains.31 The 



 

 

intervention combined postures, breathing, and relaxation, so the active element cannot be 

isolated. Evidence for Pilates and aquatic exercise remains insufficient and should be 

considered extrapolated rather than direct: no robust endometriosis-specific randomised trial 

was identified in recent reviews.2,29,30 Stretching is commonly embedded in multimodal 

programmes, but its independent effect is unknown.7,27,32 A small digital-exercise pilot 

suggested feasibility but found no significant between-group pain effect.33 

 

5.3. Assessment-guided and multimodal rehabilitation 

Pelvic floor physiotherapy has direct but population-specific evidence. In a small trial of 

nulliparous women with deep infiltrating endometriosis and superficial dyspareunia, targeted 

physiotherapy improved levator hiatal relaxation and superficial dyspareunia.28 However, these 

findings do not generalise to all patients. Given the varied clinical presentations, this evidence 

strongly supports assessment-guided rehabilitation tailored to the individual, rather than default 

routine strengthening. 

 

The strongest contemporary signal concerns multimodal programmes, which provide 

component-level rather than modality-specific evidence for their individual exercise elements. 

Physio-EndEA combined stabilisation, stretching, aerobic, and resistance exercise,7,8 while a 

2026 trial combined therapeutic exercise with pain neurophysiology education and improved 

health-related quality of life at post-treatment and three-month follow-up.34 These programmes 

are clinically relevant but do not identify the active contribution of each component; they 

support multimodal rehabilitation as a clinical and research direction rather than establish a 

universally superior modality. Key interventional studies are summarised in Table 1. To turn 

these findings into practical advice, Table 2 presents a clinical decision matrix summarizing 

key exercise parameters such as modality, dose, and progression. 

 

Table 1. Characteristics of key interventional studies evaluating exercise and physical 

rehabilitation in women with endometriosis. 

Study Design Participants Intervention Frequency / 

intensity 

Length Main outcomes 

and findings 

Attribution 

status 
Gonçalves 

et al.31 

RCT  40 women Hatha yoga 90 min, 

2x/week 

8 weeks Lower daily 

pelvic pain; 

improved several 

EHP-30 QoL 

domains; no 

significant 

menstrual-pattern 

difference. 

Direct 



 

 

Awad et 

al.32 

Single- 

group 

repeated 

measure

s 

20 women General 

exercise 

programme 

Guideline- 

based 

exercise; 

exact dose 

incompletely 

reported 

8 weeks Reduced pelvic 

pain and thoracic 

kyphosis; 

uncontrolled 

design limits 

inference. 

Direct 

Artacho- 

Cordón et 

al.7,8 

RCT 31 women Multimodal 

Physio-EndEA: 

stabilisation, 

stretching, 

aerobic and 

resistance 

exercise 

Supervised, 

progressive, 

individually 

adapted 

9 weeks Improved: QoL, 

pressure pain 

thresholds, 

dyspareunia, 

strength, stability, 

fatigue, fitness 

and selected 

mental-health 

outcomes. 

Component 

Lutfi et 

al.33 

Pilot 

RCT 

22 women Single 

telehealth- or 

VR-delivered 

exercise 

session 

Single 

supervised or 

self-managed 

session 

1 

session 

No significant 

between-group 

pain difference; 

preliminary signal 

of acute symptom 

change and 

feasibility. 

Direct 

Gabrielsen 

et al.27 

RCT 81 women General 

exercise + 

pelvic floor 

muscle training 

Weekly 

supervised + 

home 

exercise 2–

3x/week 

4 

months 

Improved current 

pelvic/genital pain 

at 4 and 12 

months; no 

significant 

improvement in 

worst pain. 

Component 

Abril-

Coello et 

al.34 

RCT 40 women Therapeutic 

exercise + pain 

neurophysiolog

y education 

24 combined 

sessions 

8 weeks Improved HRQoL 

post-treatment and 

at 3 months; 

exploratory 

improvements in 

abdominal muscle 

thickness and 

menstrual 

symptoms. 

Component 

Del Forno 

et al.28 

RCT 34 nulliparous 

women with 

deep 

infiltrating 

endometriosis 

and superficial 

dyspareunia 

Individual 

pelvic floor 

physiotherapy 

Five 30-min 

sessions at 

weeks 1, 3, 5, 

8 and 11 

11 

weeks 

Improved 

relaxation and 

superficial 

dyspareunia; 

selected 

population limits 

generalisability. 

Direct 

RCT (Randomized Controlled Trial); QoL (Quality of Life); HRQoL (Health-Related Quality of Life) Note: 

Attribution status describes whether an effect can be assigned to a distinct intervention, a component of a 

multimodal programme, or extrapolated evidence. It does not denote certainty; even direct evidence may remain 

low or very low certainty because of sample size and design. 

 

 

Table 2. Prescription-level evidence matrix for clinical decision-making. 

Prescription 

decision 

Direct evidence Component 

evidence 

Qualitative 

confidence 

Current inference 

Modality selection Yoga31; selected 

pelvic-floor 

physiotherapy28 

Aerobic and 

resistance exercise 

mainly within 

multimodal 

programmes7,8,27,34 

Low–very low No superior modality 

established 

Frequency and 

duration 

Yoga: 2x/week for 8 

weeks31 

Programmes ranged 

from 8 weeks to 4 

months7,8,27,34 

Very low Reported schedules 

are examples, not 

thresholds 



 

 

Intensity and 

progression 

No comparative dose 

trial 

Progressive or 

adapted;  

loading reported 

incompletely7,27,30,35 

Very low No endometriosis-

specific intensity or 

progression rule 

Supervision and 

adherence 

Supervised trials 

show feasibility7,8,27 

Adherence and 

adverse events 

reported 

inconsistently2,30,36 

Low Independent effect of 

supervision is 

uncertain 

Pelvic-floor 

assessment 

Selected direct 

evidence28 

Pelvic-floor training 

embedded in general 

exercise27 

Low Assess overactivity, 

relaxation and 

coordination; do not 

default to 

strengthening 

Flare-up modification 

and safety 

No direct 

comparative evidence 

General chronic-pain 

exercise and pacing 

literature37,38 

Very low No validated 

endometriosis-

specific flare protocol 

Note: Qualitative confidence was judged narratively from study design, sample size, consistency, completeness of 

reporting, and review-level risk-of-bias assessments. “Low” indicates a direct but limited or inconsistent signal; 

“very low” indicates evidence from a single small or uncontrolled study, indirect or extrapolated evidence, or 

incomplete reporting. These categories are not formal GRADE (Grading of Recommendations Assessment, 

Development and Evaluation) ratings. 

 

 

6. Provisional Evidence-Informed Decision Framework 

 

Because current evidence does not support a single, universally superior exercise modality for 

endometriosis, clinical prescription must be symptom-responsive. The following four steps, 

summarized visually in Figure 1, offer a practical framework to help clinicians select 

modalities, adjust dosing, and manage flare-ups safely. 

 

6.1. Step 1: define the dominant limitation 

No single modality has been shown superior for all women with endometriosis. A provisional 

choice may be organised around the dominant limitation: aerobic activity may be acceptable 

for deconditioning and fatigue; resistance and lumbopelvic exercise may be relevant when 

weakness or impaired function predominates. If severe dyspareunia or specific pelvic floor 

symptoms are the primary complaint, targeted pelvic floor rehabilitation should be the initial 

focus.7,27,28 

 

6.2. Step 2: select dose and progression rules 

Reported schedules range from two weekly 90-minute yoga sessions to nine-week supervised 

multimodal programmes and four-month programmes combining weekly supervision with 

home exercise.7,27,31 Because workload and progression are incompletely reported,2,7,30 these 

schedules should be treated as examples: document the starting dose and adjust frequency, 

intensity, and duration according to symptom response and functional tolerance.  



 

 

6.3. Step 3: identify modifiers and flare-up rules 

Prescription must account for symptom fluctuation and specific anatomical findings. For 

example, general pelvic floor exercise should not automatically mean routine strengthening. 

Because physical examination often reveals overactivity, impaired relaxation, or poor 

coordination rather than simple weakness, examination-guided rehabilitation is strongly 

preferable to generic training.27,28 Furthermore, during symptom flare-ups, clinicians should 

consider temporary reductions in load, duration, range, or complexity when movement remains 

tolerable, extrapolating from chronic-pain pacing literature.37,38 

 

6.4. Step 4: apply stop and reassessment criteria 

Endometriosis itself is not a general contraindication to exercise. Because adverse-event 

reporting is incomplete,2,27,29 clinicians should modify activity or seek medical reassessment: 

- after surgery,  

- during fertility-treatment restrictions,  

or when alarm symptoms occur such as: 

- new severe pain,  

- unexplained heavy bleeding,  

- syncope,  

- fever,  

- or marked anaemia-related symptoms.3,39,40  

These are general medical reassessment criteria rather than validated endometriosis-specific 

exercise stop rules. 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Figure 1. Provisional evidence-informed decision framework for individualised exercise 

prescription. 

 



 

 

7. Implementation Pathway for an Individualised Exercise Trial 

 

7.1. Establish boundary conditions 

Before exercise selection, clinicians should clarify postoperative or fertility-treatment 

restrictions, current disease-directed treatment, the dominant symptom and functional 

limitation, baseline activity, and pelvic floor findings when relevant.12,27,28,39-42 This step 

defines whether general exercise, targeted rehabilitation, or medical reassessment is the 

appropriate starting point. 

 

7.2. Select a testable starting prescription 

One primary functional target and an acceptable modality may be selected, while baseline 

frequency, intensity, session duration, symptom response, adherence, and adverse events are 

documented. Subsequent adjustment should be cautious and individualised. No endometriosis-

specific evidence defines an optimal increment, progression interval, or rule for changing one 

versus several dose variables.2,7,27,30,36 

 

7.3. Reassess and route care 

Reassessment should include the most troublesome symptom, pain burden, physical function, 

fatigue, participation, adherence, and adverse events.43-45 Symptom improvement justifies 

gradual progression. Conversely, persistent dyspareunia, pelvic floor overactivity, or 

movement-related pain supports referral for targeted physiotherapy. If any red-flag criteria 

identified in Step 4 (Section 6.4) emerge (e.g., severe acute pain, heavy bleeding, or fever), 

physical activity must be paused for prompt medical evaluation.3,39,40 Ultimately, this pathway 

serves as a structured, flexible guide to help clinicians adapt exercise prescription safely and 

effectively.  

 

8. Limits of Prescription-Level Inference 

 

Prescription-level inference is limited by small samples, heterogeneous interventions and 

outcomes, and multimodal programmes that prevent attribution to individual 

components.2,29,30,46,47 Heterogeneity exceeded 90% for several outcomes in the 2026 meta-

analysis by Mena-González et al.47 

 



 

 

Dose variables, progression, supervision, adherence, adverse events, and long-term outcomes 

are inconsistently reported, with almost no head-to-head dose or modality 

comparisons.2,7,27,30,48 As a narrative synthesis rather than a PRISMA-guided systematic 

review, formal study-level risk-of-bias assessments were not performed, and some eligible 

reports may have been missed. More importantly, current primary literature lacks robust dose-

finding trials. Accordingly, available evidence supports neither a standardised endometriosis-

specific Frequency, Intensity, Time, and Type (FITT) prescription nor strong modality-specific 

recommendations. 

 

9. Research Priorities for Prescribable Evidence 

 

Future research should move from asking whether exercise is beneficial to determining which 

intervention works best for which patient. Larger multicentre trials should compare clearly 

defined modalities and stratify participants by dominant symptoms, pelvic floor findings, 

treatment status, baseline fitness, and pain sensitisation.2,30,46-48 Dose-finding and head-to-head 

studies are particularly needed to compare frequency, intensity, duration, supervision, and 

progression, while factorial designs could separate the effects of exercise from education, 

pelvic floor therapy, and relaxation.  

  

Reporting should be standardised. The Consensus on Exercise Reporting Template (CERT) 

provides a framework for exercise dose, progression, supervision, tailoring, adherence, and 

adverse events.36 Outcomes should also align with endometriosis core outcome 

recommendations and include pain, quality of life, treatment satisfaction, physical function, 

fatigue, sexual function, work participation, adherence, and objective physical activity.43-45  

  

Longer follow-up is needed to assess sustained participation, recurrence of symptoms, and real-

world adherence. Selected trials should also incorporate inflammatory, hormonal, oxidative, 

and neurophysiological biomarkers to test proposed mechanisms rather than infer them from 

general exercise physiology. A 2026 exercise-specific systematic review and meta-analysis of 

randomised trials further supports this need: although pooled pain outcomes favoured exercise, 

the included studies had high risk of bias, low certainty, substantial heterogeneity, and no 



 

 

significant benefit for several specific pain domains, reinforcing the need for better-powered 

and better-reported exercise trials.49  

  

10. Conclusions 

 

Exercise may be considered as an adjunct to conventional endometriosis care, with the most 

consistent signal arising from progressive, supervised, and often multimodal programmes. 

Yoga and assessment-guided pelvic floor rehabilitation have limited direct, population-specific 

support, while no modality has been shown superior.  

  

A practical approach is to clarify treatment-related restrictions, identify the dominant symptom 

and functional presentation, assess pelvic floor findings when relevant, document an acceptable 

starting prescription, and modify loading according to response. The framework is intended to 

support clinical reasoning rather than function as a validated algorithm.  

 

Comparative and dose-finding trials should use standardised outcomes, report progression and 

adverse events clearly, stratify participants by clinically relevant presentations, and include 

longer follow-up. 
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