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Abstract
Background MY-ENDO (Mind Your ENDOmetriosis) is a mindfulness- and acceptance-based endometriosis self-
management intervention aimed at teaching women with symptomatic endometriosis how to manage and reduce 
negative physical, psychological, and social consequences of endometriosis. This study aimed at involving women 
with endometriosis in the co-development process of a digital version of MY-ENDO to investigate their experiences 
with and attitudes toward the intervention.

Methods The study was designed as a qualitative feasibility study. The empirical material consisted of 35 interviews 
with seven women who self-reported a diagnosis with endometriosis, based on a semi-structured interview guide. 
Each participant completed the first four sessions of the intervention and was interviewed before the first and after 
each of the four sessions (five times in total) during participation. The study was based on a phenomenological 
approach and the data were analyzed using Braun and Clarke’s thematic analysis strategy.

Results Analysis indicated that the two parts of the program called ‘knowledge of the disease’ and ‘management of 
the disease’ with eight related subthemes were crucial for participants’ outcomes. In addition, a generic theme called 
‘motivation and alliance’ was identified.

Conclusion The digital self-management intervention MY-ENDO was generally experienced and evaluated as 
positive. It was considered an advantage that the program was specifically tailored to and targeting endometriosis 
as well as developed in collaboration with patients. Having a contact person was deemed important with regard to 
maintenance and motivation suggesting potential consequences for the implementation of this digital solution in 
clinical practice.
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Background
Evidence indicates a persistent issue of systemic gender 
bias in healthcare and research. This bias can be partly 
attributed to an enduring androcentric perspective and 
the resulting disparities in research funding allocation [1, 
2]. Endometriosis is one such example [3, 4], a chronic 
condition estimated to affect up to 10% of women of 
childbearing age worldwide [5]. Despite its prevalence, 
research on endometriosis remains insufficient, spanning 
from understanding its causes to improving diagnosis, 
treatment, and long-term management [6, 7].

Endometriosis is a chronic condition characterized by 
the growth of endometrial-like tissue outside the uterus, 
typically in the pelvic region, leading to bleeding, inflam-
mation, and adhesions [8]. It is associated with a broad 
spectrum of physical, psychological, and social conse-
quences, including cyclical and chronic pelvic pain, dys-
pareunia, infertility, and fatigue. Additionally, those with 
endometriosis face an increased risk of stress, anxiety, 
and depression [9–11]. The negative impact on quality of 
life, as well as physical and mental health, is well docu-
mented and appears to correlate with the frequency and 
severity of pain symptoms [12–14].

The diagnostic delay ranging from on average 7–9 
years from symptom onset to diagnosis [8–10] implies 
an appertaining risk of exacerbation of the disease, symp-
tom worsening, and consequently impairment of quality 
of life and workability. Treatment options are limited and 
consist of hormonal treatment and/or surgery combined 
with pain medications [9]. The actual combination of 
treatments depends on the specific symptoms and indi-
vidual needs and preferences of the patient, but treat-
ments can be intrusive, cause significant side effects, and 
in some cases be without significant effect leaving the 
patient to manage the symptoms and consequences on 
her own [15].

To help those with endometriosis to better self-manage 
these negative physical, psychological, and social symp-
toms and consequences of endometriosis, a mindfulness- 
and acceptance-based intervention called MY-ENDO 
(Mind Your ENDOmetriosis) has been developed [16]. 
This intervention was originally developed as a face-to-
face group-based intervention consisting of a manual-
ized 10-week program, including one weekly three-hour 
session focusing on patient education and group therapy 
around different endometriosis-related themes. In addi-
tion, a range of mindfulness and yoga exercises are prac-
ticed during treatment sessions and homework.

The face-to-face MY-ENDO intervention has shown 
significant and positive effects compared to medical 
treatment on endometriosis-related quality of life despite 
an ongoing pain experience in women with symptomatic 
endometriosis and may therefore act as a supplemen-
tary and health promoting treatment for affected women 

[16]. However, delivering and participating in a face-to-
face intervention can be expensive and time-consuming. 
Limitations of the study demonstrated that many patients 
were unable to participate in the MY-ENDO intervention 
due to geographical distance, long transportation time, 
difficulties with scheduling time due to work or educa-
tional commitments, physical disability, or lack of energy.

To overcome some of these limitations, a digital version 
of the self-administered program has been developed and 
internet delivered. The digital materials were developed 
to provide knowledge and information about endometri-
osis and its management but also to guide and encourage 
patients to acquire new skills, such as pain management 
strategies, emotional regulation, stress reduction tech-
niques, and self-care routines to help manage difficulties 
and adaptively change behavior. Also, digitalization of 
MY-ENDO allows the patients to gain access to thera-
peutic content at any time in the comfort of own homes 
and can provide a higher degree of patient anonymity 
and reduce the potential stigma associated with attend-
ing interventions in mental health settings [17].

Including patients in health research for the purposes 
of creating impact and meaningful change in outcomes 
is increasingly practiced [18], with more than 65 frame-
works designed to propel patient partnerships in research 
being developed [19]. Inviting patients to co-develop 
MY-ENDO digital will secure access to their perspective 
on the content, delivery, and acceptability of the specific 
elements of the intervention, which can guide poten-
tial changes and refinement of the intervention, thereby 
securing a tailored and user-approved intervention [20, 
21].

Aim
By demonstrating the co-development process and con-
ducting feasibility test of MY-ENDO digital, the aim of 
this study was to examine how women with symptom-
atic endometriosis experienced a digitalized mindful-
ness- and acceptance-based intervention. Particularly, 
we explored possible common tendencies in their experi-
ences, including identifying any barriers or facilitators to 
complete the intervention.

Methods
Design
The study was designed as a qualitative feasibility study 
with a phenomenological approach using semi-struc-
tured individual interviews to capture accurate descrip-
tions gained from subjective narratives [22].

Participants and procedure
Participants were recruited through the Danish Endo-
metriosis Patient Association based on a convenience 
sample. Inclusion criteria were: (1) 18–45 years, (2) a 
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diagnosis of endometriosis, and (3) subjectively feeling 
challenged by endometriosis in relation to pain, fatigue, 
or quality of life. The diagnosis was self-reported and not 
confirmed by a medical doctor Furthermore, participants 
had to be willing to engage in the intervention program 
and participate in interviews along the side. An informa-
tion letter was sent to interested women giving a more 
detailed description of the intervention. After signing up 
for participation they all gave written informed consent 
regarding data collection and video- and audio recording.

Interviews were based on a semi-structured interview 
guide [23] and completed in February and March 2022. 
All interviews were conducted virtually via an online 
video connection. Participants were invited into the co-
development process when solely the first four digital 
sessions had been developed. The first interview was 
conducted prior to the first session to build rapport and 
map previous experience with mindfulness-based inter-
ventions, motivation for participating, and expectations. 
Interviews 2–5 were conducted weekly after each ses-
sion. Interviews were recorded and transcribed to struc-
ture the interview material in a form suitable for analysis. 
Each interview was adjusted to the weekly endometriosis 

theme and content and included questions related to 
both the patient educational material and the practical 
parts of the intervention to capture participants’ attitudes 
towards and experiences with each session.

The intervention: MY-ENDO digital
To accommodate the request for methodology, accuracy, 
and repeatability, a treatment manual was developed, as 
seen in Table 1. The full intervention consists of an intro-
duction followed by 10 sessions, one session each week 
for a period of 10 weeks. The first four sessions teach 
and guide different endometriosis-related themes: (1) 
Endometriosis, (2) Pain, (3) Stress, and (4) Thoughts and 
feelings and includes written assignments, mindfulness 
practices, and yoga. The patient’s homework was mind-
fulness and yoga training for 30–45 min a day, 5–7 days 
a week during the four weeks. Participants were gained 
access to a new session each week.

Data analysis
All empirical material was analyzed using Braun and 
Clarke’s six-phased thematical analysis to identify trends 
or patterns of opinions in the empirical data and support 

Table 1 MY-ENDO digital content session 1–4
Session 1, Endometriosis Session 2, Pain Session 3, Stress Session 4, Thoughts and 

emotions
‘Knowledge 
of’

About MY-ENDO, experi-
ences, content, and 
effects. Knowledge about 
endometriosis, symptoms, 
and consequences, tradi-
tional- and supplementary 
treatments.

Knowledge of pain, the pain expe-
rience, pain mechanisms.
Pain symptoms in endometriosis.

Knowledge about stress, interconnec-
tion between stress, chronic diseases, 
and pain. The nervous system.

Knowledge about 
thoughts, emotions and 
feelings, anxiety, insecu-
rity, depressions, anger, 
and worries.

‘Manage-
ment of’

Mindfulness and the prac-
tice of mindfulness.

Pain management, pain and 
suffering, interdisciplinary pain 
treatment, feelings, thoughts, and 
tensions.

Management of stress, prevention, 
mindfulness, and brain activity.

Management of thoughts 
and emotions.

Worksheets ‘My endometriosis history’
‘What do you notice?’

‘Pain diary’
‘What do you notice?’

‘What do you notice?’ ‘What do you notice?’

Mindfulness 
exercises

Body scan, long 
(26.07 min)

Body scan, long 
(26.07 min)
Body scan, short 
(4.30 min)

Presence of normal breath 
(11.28 min)
The stamp 
(11.08 min)
Body scan, short 
(4.30 min)

From thinking to sensing 
(4.42 min)
Clouds in the sky 
(2.11 min)
The conveyor belt 
(2.56 min)
Presence of normal breath
(11.28 min)
The stamp
(11.08 min)

Yoga 
exercises

Savasana
Savasana with ball
Chakravakasana
Pada hastasana
Balasana
Jathara Parivartanasana

Savasana
Savasana with ball
Supta Baddha Konasana
Pavanamuktasana
Janushirshasana
Upavishta Konasana
Jathara Parivartanasana

Savasana
Savasana with ball
Chakravakasana
Adho mukha svanasana
Pada hastasana
Ashwa-sanchalanasana
Balasana
Jathara Parivartanasana

Repetition of previous 
weeks
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descriptions of the phenomenon under study [24]. An 
inductive approach was selected to explore the phenom-
enon from the perspective of empirical data, enabling 
the creation or connection of theories and propositions 
based on observed realities. This approach was chosen 
because applying a predefined theory to marginalized or 
vulnerable groups risks silencing their unique perspec-
tives and experiences [25]. All analytical work happened 
in NVivo 1.6.2., 2022.

In the first phase of the analysis, transcriptions were 
read thoroughly to become familiar with the data. Famil-
iarity came naturally since the data was collected, tran-
scribed, and analyzed by the same researcher. In the 
second phase the initial codes were developed. In this 
phase, narrow and specific codes based on the immediate 
impression of the empirical material are recommended. 
All codes emerged inductively and were not tied to any 
theoretical premises. A total of 23 codes were identified, 
as described in Fig. 1.

In phase three codes were assembled into overarching 
themes, some as main themes and others as sub-themes. 
A total of 12 themes were identified. To create an over-
view of the themes presented in the analysis, the fourth 
phase included revisiting the themes. Here, some themes 
were merged into a broader theme, while others were dis-
carded as they did not contain enough data to support 
them. A total of eight themes were identified. The fifth 
phase concerned defining and naming the themes. All 
theme-names were refined and defined with descriptions. 
Lastly, the sixth phase involved producing the report and 
disseminating the findings of the analysis.

Ethical considerations
The research was conducted, based on the principles 
of the American Anthropological Association Guide-
lines for Ethics, specifically the Principles of Professional 
Responsibility [26], and the study was pre-registered at 
the Danish Data Protection Agency via Aarhus Univer-
sity’s internal registration (number: 2016-051-000001, 
running number: 2332).

Results
A total of eight participants were recruited, as shown in 
Table 2, one of whom had to withdraw from the study due 
to illness. There were 35 interviews in total, each lasting 
between 15 and 35 minutes. Analyses revealed that two 
main elements of the intervention were found crucial for 
participants’ experiences, respectively: ‘knowledge of the 
disease’ (part 1) and ‘management of the disease’ (part 
2). Furthermore, data analysis revealed a generic theme 
and some specific suggestions (presented in a following 
section).

Part 1: knowledge of the disease
Increasing endometriosis-related literacy
Nearly all participants described MY-ENDO as a simple 
and accessible overview of information on endometriosis 
diagnosis, symptoms, and consequences that provided 
new and more detailed knowledge through the patient 
education material. This included becoming aware of the 
link between their physical and psychological well-being 
which led them to feel more equipped to understand and 
manage the consequences of endometriosis. In addition, 
more participants highlighted that they achieved a more 
nuanced language and felt more confident talking about 
endometriosis, their concerns, and thoughts:

“I think the program can be used if you find it dif-
ficult to explain stuff related to endometriosis. It 
gives you the chance to share the information which 
the program provides to you, instead of figuring the 
words out on your own.” (P1).

However, two participants reported feeling emotion-
ally affected when they read about the physical, psycho-
logical, and social consequences of endometriosis. They 
described feeling sad and overwhelmed because they 
were reminded of the many negative consequences of 
endometriosis that they had suffered.

Acknowledgement and community
Participants stated that they were able to see themselves 
reflected in the patient education material and reported 
that they felt recognized, validated, and acknowledged in 
the descriptions of experiences, symptoms, thoughts, and 
feelings. Also, the material helped participants person-
ally better recognize and understand their own emotional 
reactions, patterns of action, and habits:

“It was nice that someone finally put into words that 
it’s okay to feel the way I do and that I’m not wrong 
for feeling this way. And the habits I have had and 
still have. There is a reason for them too! There is 
actually some knowledge supporting it.” (P6).

Participants stated that recognition made them feel less 
isolated and alone. On the contrary, it made them feel 
part of a community:

“Well, what I experience is that I feel I am not alone 
with being ill. The knowledge I receive confirms me 
that I am not totally crazy. And it is quite natural to 
ruminate and overthink.” (P6).

However, one participant explained that she did not rec-
ognize herself in sessions two (pain) and three (stress) but 
explained this was neither bothersome nor problematic; 
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Fig. 1 Thematic analysis flow diagram
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it merely had the advantage of making the intervention 
comprehensive.

Changing the mindset
Several participants described that the patient education 
material educated them about treatments, tools, and cop-
ing strategies that could help them manage endometrio-
sis. Several participants reported that this information 
gave them new hope for healing related to endometriosis 
and its consequences:

“The program has changed my view on having endo-
metriosis. I have always felt like I cannot do any-
thing about it. That I just had to live with it. But it 
has given me a renewed hope or a new mindset. I 
have a different attitude. I can use my thoughts to 
change how I feel.” (P7).

Part 2: management of the disease
Managing thoughts and emotions
Participants consistently described previous worries and 
negative emotions related to what their future life would 
be like if the pain persisted, but reported that the mind-
fulness exercises in particular helped them to calm their 
thoughts and feel calmer:

“I have felt it in my body, or that I had a better sleep, 
or felt less stressed and ruminated less. Because I 
kind of cleansed everything (with the mindfulness 
exercises) and then went to bed.” (P4).

Other participants described using the exercises strate-
gically. One participant explained that it seemed like a 
break or a bath when she practiced the exercises instead. 
Another described that the mindfulness techniques 
helped her intervene before panic set in, preventing it 
from escalating.

“I think that the short mindfulness exercise has 
been really good. Because I haven’t experienced that 
panic, which I tend to build up. I just feel relaxed 
afterwards. And then the pain does not get as bad.” 
(P2).

Acceptance
Several participants consistently described having diffi-
culty accepting the debilitating effects of endometriosis. 
One participant explained that she used to try to ignore 
the limitations which endometriosis imposed on her 
daily life—such as having to cancel plans, call in sick to 
work, or withdraw from social activities—because other-
wise, she would have felt frustrated. Participating in MY-
ENDO helped her better accept the consequences and 
focus more on what she could actually do rather than the 
limitations:

“Of course, the pain is there and always will be. And 
you have to learn how to live with it. But you can-
not overburden yourself. Don’t suppress the pain and 
continue doing what you know is not good for you.” 
(P5).

However, two participants found it difficult to be present, 
attentive, and to let go of thoughts and other distractions 
while practicing mindfulness or yoga but recognized the 
value and possibilities of the exercises:

“First of all, I find it difficult to stay focused. I do 
understand the thinking behind it, how thoughts are 
fleeting, and they have to pass. I just have trouble to 
fully settle into it.” (P3).

Learning to control and trust my body
Participants reported that they had previously felt pow-
erless in the face of their bodies’ physical reactions to 
endometriosis, experiencing sudden pain, discomfort, 

Table 2 Participants’ characteristics
Participant 
number

Age
(years)

Time since 
diagnosis 
(years)

Current 
treatment

Civil status Children Years of 
education*

Employment status

1 45 9 Hormones Married 0 < 5 years Sick leave 
(due to endometrioses)

2 37 6 Pain kill-
ers, artificial 
menopause

Married 1 < 5 years Part time 
(due to endometriosis)

3 40 5 Hormones Married 2 > 5 years Full time
4 44 2 Hormones Married 2 < 5 years Disability pension 

(due to endometriosis)
5 32 1 Painkillers In a relationship 0 > 5 years Full time
6 33 8 Hormones Married 0 > 5 years Full time
7 23 1 Hormones Single 0 > 5 years Student
*Refers to years of education following Danish high school (Gymnasium)
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or anxiety without a way to manage it. However, several 
participants described that MY-ENDO gave them a sense 
of agency and the ability to respond effectively to their 
symptoms, making them feel more in control:

“And somehow, having the exercises to practice 
makes me feel in control. I know that if I complete 
them, there is actually a relatively good chance that 
I will feel better afterwards. This option makes me 
feel more empowered, because I have a specific tool 
that is easy and accessible.” (P1).

Similarly, another participant explained that while she 
previously would have canceled plans or avoided activi-
ties when experiencing pain, she now had tools and tech-
niques to manage it. Rather than eliminating symptoms 
entirely, this newfound ability to engage with her body’s 
reactions helped her feel less helpless and more confident 
in her ability to cope.

My physical body
During the interviews, several participants reported to 
experience tension in muscles and joints, particularly 
around the hip area and lower back. Nearly all partici-
pants felt a change in their bodies during the practical 
exercises. One participant stated that her tension had 
eased after the yoga practice:

“I have felt an improvement in relation to the ten-
sion I feel in my hips. I think it’s especially due to the 
yoga exercises; butterfly, knee to chest, one leg for-
ward and stretch and the child’s pose.” (P1).

In addition, several participants described feeling more 
relaxed as a result of the exercises, which led to a reduc-
tion in overall pain intensity:

“I am no longer as tense around my sacrum, and my 
sciatic nerve does not hurt as much. The exercises 
have physically given me relief in the pain I experi-
ence.” (P6).

However, some participants explained that the pain 
returned afterwards or in the following days.

Practical exercises
Throughout the interviews participants reported that the 
practical exercises served as easily accessible and tangible 
tools for managing many of the consequences associated 
with endometriosis, and they highlighted the advantage 
of having the exercises ‘at hand’. They described them as a 
toolbox from which they could select the most appropri-
ate tools for their needs:

“You can find a lot of videos on YouTube and every-
thing. But to be able to log into MY-ENDO and have 
these videos and audio files that are tailored exactly 
to endometriosis and is accessible and available. 
That is really good.” (P1).

Several participants commented that they felt better able 
to manage their pain, thoughts, and feelings, but some 
had difficulty finding the time to practice in their hectic 
daily lives and found it difficult to practice at home where 
they were distracted by children, partners, pets, etc.

Generic themes and specific suggestions
Alliance and motivation
Throughout the interviews some participants expressed 
concern about how to stay motivated throughout the ten 
weeks. They stressed that being committed to not only 
themselves but also to the interviewer had decreased the 
risk of dropout and helped them to stay motivated:

“Well, when I have committed to something and 
know that I have a responsibility towards someone, 
then I am going to complete it. […]. I think it is good 
that you commit to something otherwise I would 
have dropped out a long time ago.” (P6).

Participants emphasized the importance of a contact 
person and suggested to create digital groups that could 
provide a channel of communication among MY-ENDO 
participants, stimulate conversations and the sharing of 
experiences and challenges to increase chances of full 
participation in the intervention.

Specific suggestions
Participants came up with five specific suggestions to 
increase feasibility of the intervention:

  • Less reading, more pictures, printing opportunities, 
and audio files: To increase the ease of reading fewer 
technical terms could be used, more pictures could 
be added. Printing opportunities and audio files (of 
the text) would help those who are in pain while 
sitting still.

  • App delivery: An app version may increase both 
accessibility and manageability.

  • Psychological ‘hotline’: Participants had a contact 
person (the interviewer) while completing the 
intervention. They stressed the importance of having 
this contact person or alternatively a psychological 
‘hotline’ in case one would feel overwhelmed 
and in need for more advice and support while 
participating.
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  • Implementation in everyday life: More advise on how 
to implement the program and practical exercises in 
everyday life was demanded.

  • Advice on how to communicate: Participants 
suggested that the intervention should include 5–10 
tips on how to communicate their endometriosis 
challenges to healthcare professionals.

Discussion
Principal results
This qualitative feasibility study investigated the experi-
ences and attitudes toward MY-ENDO digital from the 
perspective of women with symptomatic endometriosis. 
Overall, the intervention was well evaluated, suggesting 
that it was predominantly perceived as positive and use-
ful. In particular participants emphasized the significance 
of a disease-specific intervention tailored to the symp-
toms and consequences of endometriosis, as opposed 
to a broad and generic approach. A few participants 
reported feeling overwhelmed by the information and 
struggled to engage with the program as recommended. 
These findings highlight potential challenges in adher-
ence and should be further explored to ensure the inter-
vention provides adequate support for all users.

Although this study included only seven participants 
and the results should be interpreted as indicative rather 
than conclusive, the findings offer valuable insights. The-
matic saturation was achieved within the participant 
group; however, the possibility remains that additional 
participants could have contributed new perspectives. 
Therefore, we encourage future research to involve a 
larger and more diverse sample to confirm and extend 
these observations.

Comparison with prior work
Participants experienced a new understanding of endo-
metriosis and felt better equipped to manage endometri-
osis-related challenges. For example, it was emphasized 
how mindfulness and yoga exercises helped relieve rumi-
nation, anxiety, and pain. Similar results have been found 
in previous research demonstrating that mindfulness 
reduces rumination [27], and increases activity in the 
brain’s frontoparietal control network, which is impor-
tant for cognitive and emotional control, meta-aware-
ness, and cognitive modulation of pain [28–30], and 
a reduction in thalamic activity, which can reduce the 
experience of pain [31].

Some participants also reported that their perspective 
on pain had changed from being associated with limita-
tions - such as social withdrawal, fatigue, difficulty main-
taining employment, and persistent discomfort - they 
became more aware that pain could be understood and 
approached in different ways. This newfound awareness 
also helped them develop new strategies for managing 

their thoughts and worries. This can be referred to as 
‘reframing’ [32], and available evidence supports that 
mindfulness practice can decrease rumination and 
change one’s perspective on a current situation [33].

Most participants found the patient education material 
valuable, insightful, and eye-opening. However, two par-
ticipants felt emotionally overwhelmed when confronted 
with the consequences of endometriosis. This may be 
related to sampling bias, as some participants may have 
had different levels of need or readiness for such an inter-
vention. At the same time, their descriptions suggest that 
the feelings of being overwhelmed arose because they 
strongly identified with the material. Research indicates 
that emotional distress related to participation in digital 
interventions can contribute to increased dropout risk 
[34, 35]. Therefore, it is important to consider whether 
the intervention itself might evoke strong emotional 
responses and how best to support participants in man-
aging these reactions.

Another dropout risk relates to challenges in complet-
ing the exercises, which two out of seven participants 
(almost 30%) found difficult due to disruptions at home, 
lack of motivation, and routine. While these issues may 
stem from individual circumstances, the relatively high 
proportion suggests that the intervention itself may 
not have provided sufficient support to sustain engage-
ment. This highlights the need for further exploration of 
potential barriers within the intervention design. There-
fore, maintenance could be supported by suggestions for 
exercise planning, such as a weekly schedule or practi-
cal exercise scheme, as well as clinicians’ engagement or 
‘implementation champions’ [36–38]. Importantly, when 
delivering a self-guided digital intervention without ther-
apeutic contact, ethical responsibility must be considered 
in case of possible unintended negative consequences 
or adverse events [39]. Therefore, it is crucial to explore 
options for a more accessible and direct way of seeking 
advice, such as a psychological hotline or contact person 
assignment.

Limitations
There are some limitations to this study. First, there is a 
risk that the methodological choices will influence the 
findings [40]. In this aspect continuous interviews might 
increase the risk of a Hawthorne effect, in which behav-
ioural changes are attributed to the interviewer’s inter-
est, care, and/or attention rather than to the potential 
mechanisms of the intervention [41]. Moreover, the data 
were collected and analyzed by just one researcher, which 
could prospectively compromise the reliability or valid-
ity of the findings. Including external audits has shown 
to increase the overall reliability and trustworthiness of 
a study [40, 42]. Furthermore, interviews were conducted 
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virtually, which may interfere with the building of rap-
port between interviewer and informant [43].

However, the virtual interview also has some advan-
tages. It allows for geographically dispersed recruitment 
of participants and may be appropriate when discussing 
sensitive topics, where the participant may feel less con-
frontational with the interviewer [44]. Other strengths 
of the study include the direct involvement of endome-
triosis patients in the development phase, which helps to 
increase the feasibility, usability, and acceptance of MY-
ENDO digital, ultimately improving successful imple-
mentation [21]. Furthermore, the data collection process, 
analysis, and results are presented transparently and 
openly, which increases confirmability and dependability 
[40, 42].

Future perspectives and implications for practice and 
policy
As a next step, researchers and clinicians should investi-
gate the full length of MY-ENDO digital to (1) determine 
whether participants experience a saturation point or any 
lack of motivation; (2) evaluate the efficacy and effective-
ness of the intervention in a large sample; and (3) assess 
the importance of therapist contact for maintenance 
and efficacy. Particularly, the difference between deliver-
ing a therapist-guided versus a self-guided intervention 
has clear implications for the implementation in clini-
cal practice. For this reason, politicians and policymak-
ers should support initiatives that enable more research 
funding targeting digital solutions for endometriosis 
management and care. It seems that both the health 
and the social economy could benefit from healthcare 
providers and patients continuing to embrace the role 
that digitalization can play in broadening access to care 
and the co-development and implementation of digital 
interventions.

Conclusions
MY-ENDO digital seems to be a feasible, acceptable, 
and relevant intervention for women with symptomatic 
endometriosis. The study indicated that participants 
experienced several benefits from completing the first 
four sessions related to a better management of difficult 
thoughts and emotions and a changed pain experience. 
Participants considered it an advantage that the pro-
gram was specifically targeting endometriosis as well as 
being co-developed with patients. The results indicate 
that participants found personal contact with the inter-
viewer essential to staying motivated. The experiences 
and suggestions of the participants will be used to further 
refine the intervention and guide the development of the 
remaining six sessions before a feasibility pilot of the full 
intervention will be conducted.

Acknowledgements
Not applicable.

Author contributions
NM generated the initial idea, design, and methodology, conducted the 
interviews, performed the analyses, wrote the first draft of the paper, and 
reviewed the manuscript drafts. KEH contributed to the initial idea, design, 
and methodology, and reviewed the manuscript drafts. UBK secured funding 
and reviewed the manuscript drafts. All authors have read and agreed to the 
published version of the manuscript.

Funding
Funding was provided by the FEMaLe Project, which received funding from 
the European Union’s Horizon 2020 research and innovation program (Grant 
ID: 101017562). The funders had no role in the study’s design, data collection 
and analysis, decision to publish, or manuscript preparation.

Data availability
Due to ethical considerations, we are unable to share the raw data from this 
study. The informed consent obtained from participants was based on a 
template designed for projects conducted as part of a master’s thesis. This 
template does not explicitly include permission to share raw data, and we 
cannot assume that participants consented to such data sharing. Furthermore, 
the study includes only seven participants, which presents a significant risk of 
re-identification if raw data were to be made publicly available. Given these 
ethical constraints, data sharing is not feasible while ensuring compliance 
with participant confidentiality and ethical guidelines.

Declarations

Ethics approval, consent to participate and for publication
The project has been conducted in adherence with the rules in the 2024 
Helsinki-Declaration [45]. The project is registered at Aarhus University (case 
no. 2016-051-000001-2332). The study was deemed to be exempt from ethics 
approval according to Denmark’s Act on Research Ethics Review of Health 
Research projects (§ 14.2). All participating patients received written material 
and verbal orientation describing the study, and all patients who participated 
in interviews signed a written consent form prior to the interviews.

Competing interests
The authors declare no competing interests.

Received: 15 February 2025 / Accepted: 10 April 2025

References
1. Mirin AA. Gender disparity in the funding of diseases by the U.S. National 

institutes of health. J Womens Health (Larchmt). 2021;30(7):956–63.  h t t p  s : /  / 
d o i  . o  r g /  1 0 .  1 0 8 9  / j  w h . 2 0 2 0 . 8 6 8 2. Epub 2020 Nov 27. PMID: 33232627; PMCID: 
PMC8290307.

2. Smith K. Women’s health research lacks funding - in a series of charts. Nature. 
2023;617(7959):28–29.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 3 8  / d  4 1 5 8 6 - 0 2 3 - 0 1 4 7 5 - 2. PMID: 
37138116.

3. Ellis K, Munro D, Clarke J. Endometriosis is undervalued: A call to action. Front 
Glob Womens Health. 2022;3:902371.  h t t p  s : /  / d o i  . o  r g /  1 0 .  3 3 8 9  / f  g w h . 2 0 2 2 . 9 0 2 
3 7 1. PMID: 35620300; PMCID: PMC9127440.

4. Kirk UB, Bank-Mikkelsen AS, Rytter D, Hartwell D, Marschall H, Nyegaard M, 
Seyer-Hansen M, Hansen KE. Understanding endometriosis underfunding 
and its detrimental impact on awareness and research. Npj Womens Health. 
2024;2:45.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 3 8  / s  4 4 2 9 4 - 0 2 4 - 0 0 0 4 8 - 6

5. World Health Organization (WHO). Endometriosis. Fact sheets.  h t t p  s : /  / w w w  . 
w  h o .  i n t  / n e w  s -  r o o  m / f  a c t -  s h  e e t  s / d  e t a i  l /  e n d o m e t r i o s i s 2023.

6. As-Sanie S, Black R, Giudice LC, Gray Valbrun T, Gupta J, Jones B, Laufer MR, 
Milspaw AT, Missmer SA, Norman A, Taylor RN, Wallace K, Williams Z, Yong PJ, 
Nebel RA. Assessing research gaps and unmet needs in endometriosis. Am J 
Obstet Gynecol. 2019;221(2):86–94. Epub 2019 Feb 18. PMID: 30790565.

7. Hudson N. The missed disease? Endometriosis as an example of ‘undone 
science’. Reprod Biomed Soc Online. 2021;14:20–7.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 1 6  / j  . r 
b m s . 2 0 2 1 . 0 7 . 0 0 3. PMID: 34693042; PMCID: PMC8517707.

https://doi.org/10.1089/jwh.2020.8682
https://doi.org/10.1089/jwh.2020.8682
https://doi.org/10.1038/d41586-023-01475-2
https://doi.org/10.3389/fgwh.2022.902371
https://doi.org/10.3389/fgwh.2022.902371
https://doi.org/10.1038/s44294-024-00048-6
https://www.who.int/news-room/fact-sheets/detail/endometriosis
https://www.who.int/news-room/fact-sheets/detail/endometriosis
https://doi.org/10.1016/j.rbms.2021.07.003
https://doi.org/10.1016/j.rbms.2021.07.003


Page 10 of 11Maindal et al. BMC Women's Health          (2025) 25:187 

8. Zondervan KT, Becker CM, Missmer SA, Endometriosis. N Engl J Med. 
2020;382(13):1244–1256.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 5 6  / N  E J M r a 1 8 1 0 7 6 4. PMID: 
32212520.

9. Horne AW, Missmer SA. Pathophysiology, diagnosis, and management of 
endometriosis. BMJ. 2022;379:e070750.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 3 6  / b  m j - 2 0 2 2 - 0 7 
0 7 5 0. PMID: 36375827.

10. Saunders PTK, Horne AW, Endometriosis. Etiology, pathobiology, and thera-
peutic prospects. Cell. 2021;184(11):2807–2824.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 1 6  / j  . c e l l . 
2 0 2 1 . 0 4 . 0 4 1. PMID: 34048704.

11. Wang Y, Nicholes K, Shih IM. The origin and pathogenesis of endometriosis. 
Annu Rev Pathol. 2020;15:71–95.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 4 6  / a  n n u  r e v  - p a t  h m  e c h  
d i s  - 0 1 2  4 1  9 - 0 3 2 6 5 4. Epub 2019 Sep 3. PMID: 31479615; PMCID: PMC7980953.

12. Culley L, Law C, Hudson N, Denny E, Mitchell H, Baumgarten M, Raine-Fen-
ning N. The social and psychological impact of endometriosis on women’s 
lives: a critical narrative review. Hum Reprod Update. 2013;19(6):625–39.  h t t p  s 
: /  / d o i  . o  r g /  1 0 .  1 0 9 3  / h  u m u p d / d m t 0 2 7. Epub 2013 Jul 24. PMID: 23884896.

13. De Graaff AA, D’Hooghe TM, Dunselman GA, Dirksen CD, Hummelshoj L, 
WERF EndoCost Consortium, Simoens S. The significant effect of endome-
triosis on physical, mental and social wellbeing: results from an international 
cross-sectional survey. Hum Reprod. 2013;28(10):2677-85.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 
0 9 3  / h  u m r e p / d e t 2 8 4. Epub 2013 Jul 11. PMID: 23847114.

14. Laganà AS, Condemi I, Retto G, Muscatello MR, Bruno A, Zoccali RA, Triolo O, 
Cedro C. Analysis of psychopathological comorbidity behind the common 
symptoms and signs of endometriosis. Eur J Obstet Gynecol Reprod Biol. 
2015;194:30–3. Epub 2015 Aug 15. PMID: 26319653.

15. Barbara G, Facchin F, Meschia M, Berlanda N, Frattaruolo MP, VercellinI P. When 
love hurts. A systematic review on the effects of surgical and pharmacologi-
cal treatments for endometriosis on female sexual functioning. Acta Obstet 
Gynecol Scand. 2017;96(6):668–687.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 1 1  / a  o g s . 1 3 0 3 1. 
Epub 2016 Nov 5. PMID: 27687240.

16. Hansen KE, Brandsborg B, Kesmodel US, Forman A, Kold M, Pristed R, 
Donchulyesko O, Hartwell D, Vase L. Psychological interventions improve 
quality of life despite persistent pain in endometriosis: results of a 3-armed 
randomized controlled trial. Qual Life Res. 2023;32(6):1727–44.  h t t p  s : /  / d o i  . o  r 
g /  1 0 .  1 0 0 7  / s  1 1 1 3 6 - 0 2 3 - 0 3 3 4 6 - 9. Epub 2023 Feb 17. PMID: 36797461; PMCID: 
PMC10172241.

17. Spijkerman MP, Pots WT, Bohlmeijer ET. Effectiveness of online mindfulness-
based interventions in improving mental health: A review and meta-analysis 
of randomised controlled trials. Clin Psychol Rev. 2016;45:102– 14.  h t t p  s : /  / d o i  . 
o  r g /  1 0 .  1 0 1 6  / j  . c p r . 2 0 1 6 . 0 3 . 0 0 9. Epub 2016 Apr 1. PMID: 27111302.

18. Bird M, Ouellette C, Whitmore C, Li L, Nair K, McGillion MH, Yost J, Banfield L, 
Campbell E, Carroll SL. Preparing for patient partnership: A scoping review 
of patient partner engagement and evaluation in research. Health Expect. 
2020;23(3):523–39.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 1 1  / h  e x . 1 3 0 4 0. Epub 2020 Mar 10. 
PMID: 32157777; PMCID: PMC7321722.

19. Greenhalgh T, Hinton L, Finlay T, Macfarlane A, Fahy N, Clyde B, Chant A. 
Frameworks for supporting patient and public involvement in research: 
systematic review and co-design pilot. Health Expect. 2019;22(4):785–801.  h t 
t p  s : /  / d o i  . o  r g /  1 0 .  1 1 1 1  / h  e x . 1 2 8 8 8. Epub 2019 Apr 22. PMID: 31012259; PMCID: 
PMC6737756.

20. O’Cathain A, Hoddinott P, Lewin S, Thomas KJ, Young B, Adamson J, Jansen YJ, 
Mills N, Moore G, Donovan JL. Maximising the impact of qualitative research 
in feasibility studies for randomised controlled trials: guidance for researchers. 
Pilot Feasibility Stud. 2015;1:32.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 8 6  / s  4 0 8 1 4 - 0 1 5 - 0 0 2 6 - y. 
PMID: 27965810; PMCID: PMC5154038.

21. Skivington K, Matthews L, Simpson SA, Craig P, Baird J, Blazeby JM, Boyd 
KA, Craig N, French DP, McIntosh E, Petticrew M, Rycroft-Malone J, White M, 
Moore L. A new framework for developing and evaluating complex interven-
tions: update of Medical Research Council guidance. BMJ. 2021;374:n2061.  h t 
t p  s : /  / d o i  . o  r g /  1 0 .  1 1 3 6  / b  m j . n2061. PMID: 34593508; PMCID: PMC8482308.

22. Jensen AMB, Gjødsbøl IM, Bogicevic I. Kvalitative interviews. In: Jensen AMB, 
Vallgårda S, editors. Forskningsmetoder i Folkesundhedsvidenskab. 5th ed. 
København: Munksgaard; 2019;64–94.

23. Bernard HR, Interviewing. Unstructured and semistructured. Research 
methods in anthropology: qualitative and quantitative approaches. 4th ed. 
AltaMira. 2006;210–50.

24. Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Res 
Psychol. 2006;3(2):77–101.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 9 1  / 1  4 7 8 0 8 8 7 0 6 q p 0 6 3 o a

25. Collins CS, Stockton CM. The central role of theory in qualitative research. Int J 
Qualitative Methods. 2018;17(1).  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 7 7  / 1  6 0 9 4 0 6 9 1 8 7 9 7 4 7 5

26. American Anthropological Association. Principles of Professional Responsibility.  
h t t p  s : /  / w w w  . a  m e r  i c a  n a n t  h r  o . o  r g /  L e a r  n A  n d T  e a c  h / C o  n t  e n t  . a s  p x ? I  t e  m N u m b e 
r = 2 2 8 6 9 2012.

27. Watkins ER, Roberts H. Reflecting on rumination: consequences, causes, 
mechanisms and treatment of rumination. Behav Res Ther. 2020;127:103573.  
h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 1 6  / j  . b r a t . 2 0 2 0 . 1 0 3 5 7 3. Epub 2020 Jan 31. PMID: 
32087393.

28. Hölzel BK, Lazar SW, Gard T, Schuman-Olivier Z, Vago DR, Ott U. How Does 
Mindfulness Meditation Work? Proposing Mechanisms of Action From a 
Conceptual and Neural Perspective. Perspect Psychol Sci. 2011;6(6):537– 59.  h 
t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 7 7  / 1  7 4 5 6 9 1 6 1 1 4 1 9 6 7 1. PMID: 26168376.

29. Rahrig H, Vago DR, Passarelli MA, Auten A, Lynn NA, Brown KW. Meta-analytic 
evidence that mindfulness training alters resting state default mode network 
connectivity. Sci Rep. 2022;12(1):12260.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 3 8  / s  4 1 5 9 8 - 0 2 2 - 1 
5 1 9 5 - 6. PMID: 35851275; PMCID: PMC9293892.

30. Taren AA, Gianaros PJ, Greco CM, Lindsay EK, Fairgrieve A, Brown KW, Rosen 
RK, Ferris JL, Julson E, Marsland AL, Creswell JD. Mindfulness meditation 
training and executive control network resting state functional connectivity: 
A randomized controlled trial. Psychosom Med 2017 Jul/Aug;79(6):674–83.  
h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 9 7  / P  S Y .  0 0 0  0 0 0 0  0 0  0 0 0 0 4 6 6. PMID: 28323668; PMCID: 
PMC5489372.

31. Zeidan F, Grant JA, Brown CA, McHaffie JG, Coghill RC. Mindfulness medita-
tion-related pain relief: evidence for unique brain mechanisms in the regula-
tion of pain. Neurosci Lett. 2012;520(2):165–73.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 1 6  / j  . n e  u l 
e  t . 2 0  1 2  . 0 3 . 0 8 2. Epub 2012 Apr 6. PMID: 22487846; PMCID: PMC3580050.

32. Kabat-Zinn J. At arbejde med følelsesmæssig smerte: Din lidelse er ikke dig… 
men du kan gøre meget mere for at hele den. In: V Sandberg, editor. Lev med 
livets katastrofer:Sådan bruger du kroppens og sindets visdom til at håndtere 
stress, smerte og sygdom.2nd ed. København: Dansk Psykologisk Forlag. 
2014;465–482.

33. Vago DR, Nakamura Y. Selective attentional bias towards Pain-Related threat 
in fibromyalgia: preliminary evidence for effects of mindfulness meditation 
training. Cogn Ther Res. 2011;35:581–94.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 0 7  / s  1 0 6 0 8 - 0 1 
1 - 9 3 9 1 - x

34. Nielsen AS, Kidholm K, Kayser L. Patients’ reasons for non-use of digital 
patient-reported outcome concepts: A scoping review. Health Inf J. 
2020;26(4):2811–33. Epub 2020 Jul 30. PMID: 32731773.

35. Sanders C, Rogers A, Bowen R, et al. Exploring barriers to participation and 
adoption of telehealth and Telecare within the whole system demonstrator 
trial: a qualitative study. BMC Health Serv Res. 2012;12:220.  h t t p  s : /  / d o i  . o  r g /  1 0 .  
1 1 8 6  / 1  4 7 2 - 6 9 6 3 - 1 2 - 2 2 0

36. Bauer AM, Iles-Shih M, Ghomi RH, Rue T, Grover T, Kincler N, Miller M, Katon 
WJ. Acceptability of mHealth augmentation of collaborative care: A mixed 
methods pilot study. Gen Hosp Psychiatry 2018;51:22–9.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 
1 6  / j  . g e  n h o  s p p s  y c  h . 2 0 1 7 . 1 1 . 0 1 0. Epub 2017 Nov 24. PMID: 29272712; PMCID: 
PMC6512981.

37. Bidmead E, McShane C. Barriers and facilitators to implementation of digital 
solutions. Health. 2021;13(11):1330–45.  h t t p  s : /  / d o i  . o  r g /  1 0 .  4 2 3 6  / h  e a l  t h .  2 0 2 1  . 1  
3 1 1 0 9 7

38. Ross J, Stevenson F, Lau R, Murray E. Factors that influence the implementa-
tion of e-health: a systematic review of systematic reviews (an update). 
Implement Sci. 2016;11(1):146.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 1 8 6  / s  1 3 0 1 2 - 0 1 6 - 0 5 1 0 - 7. 
PMID: 27782832; PMCID: PMC5080780.

39. Lattie EG, Stiles-Shields C, Graham AK. An overview of and recommenda-
tions for more accessible digital mental health services. Nat Reviews Psychol. 
2022;1(2):87–100.  h t t p  s : /  / d o i  . o  r g /  1 0 .  1 0 3 8  / s  4 4 1 5 9 - 0 2 1 - 0 0 0 0 3 - 1

40. Lincoln YS, Guba EG. Naturalistic inquiry. (Sage Publications: 1985).
41. Franke RH, Kaul JD. The Hawthorne experiments: first statistical interpretation. 

Am Sociol Rev. 1978;43(5):623.  h t t p  s : /  / d o i  . o  r g /  1 0 .  2 3 0 7  / 2  0 9 4 5 4 0
42. Amankwaa L. Creating Protocols for Trustworthiness in Qualitative Research. J 

Cult Divers. 2016 Fall;23(3):121–127. PMID: 29694754.
43. Mealer M, Jones Rn J. Methodological and ethical issues related to qualitative 

telephone interviews on sensitive topics. Nurse Res. 2014;21(4):32– 7.  h t t p  s : /  / 
d o i  . o  r g /  1 0 .  7 7 4 8  / n  r 2 0  1 4 .  0 3 . 2  1 .  4 . 3 2 . e 1 2 2 9. PMID: 24673351.

44. Trier-Bieniek A. Framing the telephone interview as a participant-centred 
tool for qualitative research: A methodological discussion. Qualitative Res. 
2012;12(6):630–44.  h t t p s :   /  / d o  i .  o r  g  /  1 0  . 1 1   7 7  / 1 4 6 8 7 9 4 1 1 2 4 3 9

https://doi.org/10.1056/NEJMra1810764
https://doi.org/10.1136/bmj-2022-070750
https://doi.org/10.1136/bmj-2022-070750
https://doi.org/10.1016/j.cell.2021.04.041
https://doi.org/10.1016/j.cell.2021.04.041
https://doi.org/10.1146/annurev-pathmechdis-012419-032654
https://doi.org/10.1146/annurev-pathmechdis-012419-032654
https://doi.org/10.1093/humupd/dmt027
https://doi.org/10.1093/humupd/dmt027
https://doi.org/10.1093/humrep/det284
https://doi.org/10.1093/humrep/det284
https://doi.org/10.1111/aogs.13031
https://doi.org/10.1007/s11136-023-03346-9
https://doi.org/10.1007/s11136-023-03346-9
https://doi.org/10.1016/j.cpr.2016.03.009
https://doi.org/10.1016/j.cpr.2016.03.009
https://doi.org/10.1111/hex.13040
https://doi.org/10.1111/hex.12888
https://doi.org/10.1111/hex.12888
https://doi.org/10.1186/s40814-015-0026-y
https://doi.org/10.1136/bmj.n
https://doi.org/10.1136/bmj.n
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1177/1609406918797475
https://www.americananthro.org/LearnAndTeach/Content.aspx?ItemNumber=22869
https://www.americananthro.org/LearnAndTeach/Content.aspx?ItemNumber=22869
https://www.americananthro.org/LearnAndTeach/Content.aspx?ItemNumber=22869
https://doi.org/10.1016/j.brat.2020.103573
https://doi.org/10.1016/j.brat.2020.103573
https://doi.org/10.1177/1745691611419671
https://doi.org/10.1177/1745691611419671
https://doi.org/10.1038/s41598-022-15195-6
https://doi.org/10.1038/s41598-022-15195-6
https://doi.org/10.1097/PSY.0000000000000466
https://doi.org/10.1097/PSY.0000000000000466
https://doi.org/10.1016/j.neulet.2012.03.082
https://doi.org/10.1016/j.neulet.2012.03.082
https://doi.org/10.1007/s10608-011-9391-x
https://doi.org/10.1007/s10608-011-9391-x
https://doi.org/10.1186/1472-6963-12-220
https://doi.org/10.1186/1472-6963-12-220
https://doi.org/10.1016/j.genhosppsych.2017.11.010
https://doi.org/10.1016/j.genhosppsych.2017.11.010
https://doi.org/10.4236/health.2021.1311097
https://doi.org/10.4236/health.2021.1311097
https://doi.org/10.1186/s13012-016-0510-7
https://doi.org/10.1038/s44159-021-00003-1
https://doi.org/10.2307/2094540
https://doi.org/10.7748/nr2014.03.21.4.32.e1229
https://doi.org/10.7748/nr2014.03.21.4.32.e1229
https://doi.org/10.1177/1468794112439


Page 11 of 11Maindal et al. BMC Women's Health          (2025) 25:187 

45. Parums DV, Editorial. The 2024 revision of the declaration of Helsinki and its 
continued role as a code of ethics to guide medical research. Med Sci Monit. 
2024;30:e947428.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	Co-developing a digital mindfulness- and acceptance-based intervention for endometriosis management and care: a qualitative feasibility study
	Abstract
	Background
	Aim

	Methods
	Design
	Participants and procedure
	The intervention: MY-ENDO digital
	Data analysis
	Ethical considerations

	Results
	Part 1: knowledge of the disease
	Increasing endometriosis-related literacy
	Acknowledgement and community
	Changing the mindset


	Part 2: management of the disease
	Managing thoughts and emotions
	Acceptance
	Learning to control and trust my body
	My physical body
	Practical exercises

	Generic themes and specific suggestions
	Alliance and motivation
	Specific suggestions

	Discussion
	Principal results
	Comparison with prior work
	Limitations
	Future perspectives and implications for practice and policy

	Conclusions
	References


