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ABSTRACT
Background: Adolescents with endometriosis are a particularly
underserved population who struggle with chronic pain. Despite
widespread use, there are no published trials examining the
individual effects of vitamin D and omega-3 (n–3) fatty acid
supplementation on endometriosis-associated pain in adolescents.
Objectives: We aimed to determine whether supplementation with
vitamin D or ω-3 fatty acids remediates pain, changes frequency of
pain medication usage, or affects quality of life in young women with
endometriosis.
Methods: Women (aged 12–25 y) with surgically confirmed en-
dometriosis and pelvic pain enrolled in a double-blind, randomized,
placebo-controlled trial. The primary outcome was pain measured
by the visual analog scale (VAS). Secondary outcomes were quality
of life, pain catastrophizing, and pain medication usage. Participants
were randomly assigned to receive 2000 IU vitamin D3, 1000 mg fish
oil, or placebo daily for 6 mo.
Results: A total of 147 women were screened and 69 were randomly
assigned as follows: 27 to vitamin D3; 20 to fish oil; and 22 to
placebo. Participants in the vitamin D arm experienced significant
improvement in VAS pain [mean (95% CI) worst pain in the past
month, from baseline to 6 mo: 7.0 (6.2, 7.8) to 5.5 (4.2, 6.8),
P = 0.02]; however, an improvement of nearly identical magnitude
was observed in the placebo arm [6.0 (5.1, 6.9) to 4.4 (3.0, 5.8),
P = 0.07]. A more modest improvement was observed in the fish
oil arm [5.9 (4.8, 7.0) to 5.2 (3.7, 6.8), P = 0.39]. Neither of the
intervention arms were statistically different from placebo.
Conclusions: In young women with endometriosis, supplementation
with vitamin D led to significant changes in pelvic pain; however,
these were similar in magnitude to placebo. Supplementation with
fish oil resulted in about half of the VAS pain reduction of the
other 2 arms. Studies are needed to better define the physiology
underlying the observed reduction in pain score in the placebo arm

that persisted across 6 mo. This trial was registered at clinicaltrials.g
ov as NCT02387931. Am J Clin Nutr 2020;112:229–236.
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Introduction
Endometriosis is a gynecologic disorder defined by the

presence of endometrial glands and stroma outside the uterus.
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This estrogen-dependent, chronic inflammatory condition is
present in 6%–10% of women during the reproductive years (1, 2)
and 25%–38% of adolescent girls with chronic pelvic pain (3).

Adolescents with endometriosis often struggle with chronic
pain, missed school, poor social relationships, and concerns about
future infertility (3). They may have significantly more pain than
adults with endometriosis (4), and studies have shown a median
delay in diagnosis of 7 y (5), and longer when symptoms of
endometriosis begin before 19 y of age (6).

A multitude of articles and books exist in the lay press
regarding the use of diet and supplementation to manage
endometriosis (7–9). Providers are often hesitant to perform
surgery or prescribe pain medications to young women with
endometriosis, and many turn to nutritional supplementation
for management of endometriosis symptoms. Despite these
hypotheses and claims, there are no published data demonstrating
an association between vitamin D or omega-3 supplementation
and modification of endometriosis symptoms.

Endometriosis is a proinflammatory condition characterized
by elevated concentrations of cytokines and growth factors (10–
12), decreased cell apoptosis (13), and increased angiogenesis
(14), all of which may be associated with greater pain (15).
Vitamin D may decrease inflammatory factor proliferation (16,
17) and increase cell apoptosis (18). ω-3 Fatty acids may decrease
growth factors (19) and limit cell survival (20), which may reduce
progression of endometriosis.

Our hypothesis was that adjuvant nutritional supplementation
with vitamin D or ω-3 fatty acids would result in clinically and
statistically significant improvement in pain and quality of life,
and reduce frequency of pain medication usage, in adolescent
girls with endometriosis when compared with placebo.

Methods

Participants

We recruited nonpregnant females aged 12–25 y with a
surgical diagnosis of endometriosis from the Pediatric Gyne-
cology Clinic at Boston Children’s Hospital (BCH) between
October 2014 and November 2015. Patients with a history of
kidney stones or concurrent chronic illnesses known to affect
gastrointestinal absorption of nutrients were ineligible. Eligible
participants were required to have a visual analog scale (VAS)
score ≥ 3 out of 10 for their worst pain in the month preceding
study enrollment. Participants with a baseline 25-hydroxyvitamin
D [25(OH)D] concentration ≥ 100 ng/mL were excluded.

This nutrient trial (NCT02387931) tested adjuvant treatment in
addition to participants’ current clinical standard of care. There-
fore, participants were allowed to continue medical treatment
of their endometriosis throughout the trial. Participants were
required to discontinue all vitamins and nutritional supplements
from the time of enrollment through the final 6-mo evaluation.
Participation began ≥6 wk after surgery for endometriosis.

Study design

This was a single-site, double blind, randomized, placebo-
controlled, multiarm parallel study performed in the United
States.

Exposure.

Participants were randomly assigned to receive either 1000
mg fish oil [720 mg ω-3 fatty acids, including 488 mg EPA
(20:5n–3) and 178 mg DHA (22:6n–3)] daily, 2000 IU vitamin
D3 (cholecalciferol) daily, or a placebo tablet taken orally daily
for 6 mo. The fish oil and vitamin D3 used in this trial were
produced by Nature MadeTM and are commercially available. The
concentration and purity of the pills purchased for this trial were
not verified. To ensure blinding, the fish oil and vitamin D3 were
encapsulated by the BCH Research Pharmacy in opaque white
size 00 gelatin capsules, with identical appearance and feel. The
placebo was produced by filling these same white gelatin capsules
with inert lactose powder. Supplement dosing was chosen to be
below tolerable upper limits for daily intake in 12- to 25-y-old
females to minimize possible side effects (21, 22).

Outcome.

The primary outcome measure was worst pain in the past
month measured using the validated VAS, which quantifies
pain on a scale of 0–10, with 0 representing no pain and
10 representing severe pain (23). In addition, a “clinically
meaningful” change in VAS pain scores was defined as ≥1.6
based on previous studies (24). Secondary outcomes included
quality of life, measured by the validated Short Form 12 (SF-
12) questionnaire (25). The SF-12 has physical and mental
components that are each scored on a scale of 0–100, with 0
indicating the lowest quality of life. Catastrophic thinking, a
validated measure of pain sensitivity, was evaluated on a scale
of 0–52, with higher scores indicating a greater amount of
catastrophizing, such as “I think that the pain will never improve”
(26). Participants also reported the mean number of nonnarcotic
pain tablets taken per week. All measures were assessed at the
baseline, 3-mo, and 6-mo study visits.

Sample size calculation.

A priori, the study was powered to detect a minimum
difference in change of 1.6 in VAS pain scores from baseline
to 6 mo between each intervention study arm and placebo. This
difference of 1.6 in VAS pain scores has been demonstrated to
be the minimal change in pain that is clinically perceptible (24),
that is, the minimal change in pain that can be perceived by the
patient as an improvement or a worsening of pain. For comparing
each intervention group with placebo we determined that it would
require 19 participants per arm to detect a difference of ≥1.6
in VAS score, assuming an SD of 1.7, with 80% power (type II
error = 0.20) and an α (type I) error = 0.05.

Randomization.

An independent biostatistician developed a permuted blocks
randomization schema to achieve groups of similar size (block
size = 9, not varied randomly) utilizing Stata StataCorp version
12.1. This schema was sent by the biostatistician directly to the
BCH Research Pharmacy and was not shared with any study
team member. The BCH Research Pharmacy applied intervention
arm assignment as dictated by the randomization schema on the
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day of participant enrollment and allocated the blinded study
medications accordingly.

Data collection and participant interaction

Enrolled participants presented to the Clinical and Trans-
lational Study Unit at BCH for study visits at baseline, 3
mo, and 6 mo after enrollment. At baseline, participants were
given a capsule to swallow in order to assess whether they
could swallow the study medications. Participants were then
randomly assigned, and given a bottle containing their study
medication. Participants completed a baseline survey including
demographic information, medical and surgical history, physical
activity, and pain medication history that is an expanded
version of the World Endometriosis Research Foundation En-
dometriosis Phenome and Biobanking Harmonization Project
standard clinical questionnaire (27). Participants also completed
a standardized 128-item FFQ at baseline to allow investigators
to quantify their usual food and nutrient intake during the last
year (28). At each study visit, participants completed a pain and
quality of life survey (details as aforementioned) and provided
information regarding pain medication usage, hormonal therapy,
and perceived medication side effects.

Biochemical assessments

Laboratory measurements were obtained at the baseline
(before study exposure) and 6-mo visits. Serum samples were
analyzed in the BCH Core Laboratory for measurement of
25(OH)D concentrations (chemiluminescent assay: Liason®,
Diasorin). Serum ω-3 fatty acid assessment was performed using
LC-MS by the Harvard School of Public Health Biomarker
Research Laboratory. The purpose of both the 25(OH)D and
ω-3 fatty acid measurements was to evaluate compliance
with taking the study nutrient to which the participant was
randomly assigned, whereas the purpose of the baseline 25(OH)D
measurements was to ensure that no trial participant had a serum
25(OH)D concentration > 100 ng/mL at study entry.

Ethics

The BCH Institutional Review Board approved this trial.
Written informed consent was obtained, with parental consent
and participant assent for patients younger than 18 y of age.

Statistical analysis

We employed intention-to-treat analysis under the assumption
of missing at random for all statistical models. All statistical
analyses were performed using SAS version 9.4 (SAS Institute
Inc.).

We used linear mixed models to compare change in pain
severity, physical and mental quality of life, catastrophic
thinking, and mean number of nonnarcotic pain pills taken per
week over the course of the study period. Random intercepts
were included to allow for different intercepts for each patient.
Study arm, time, and study arm-by-time interaction terms were
modeled as fixed effects. This method allowed for the inclusion
of participants with missing data at various time points.

To examine a “clinically meaningful” change in VAS pain
scores (as aforementioned) between baseline and 6 mo, we used a
logistic regression model and dichotomized change in VAS score
(<1.6 and ≥1.6). We conducted sensitivity analyses restricted to
those taking contraceptives containing estrogen.

To examine adherence to assigned treatment arm we compared
change in serum markers [25(OH)D, total ω-3 fatty acids, EPA,
and DHA] at baseline and 6 mo within groups and between
groups (placebo compared with each intervention arm) using
linear mixed models.

Results
A total of 69 participants were randomly assigned, and data

from all of these participants were included in the analyses
(Figure 1). Ten participants did not complete all study visits.
There were no differences between trial arms in terms of the
number of participants who did not complete the study (Figure 1).
Fifty-nine participants completed all study visits; there were
no material differences in characteristics between completers
and noncompleters (Supplemental Table 1). For example, the
baseline mean ± SD worst pain in the previous month was
6.3 ± 2.0 for participants who did not complete the study and
6.4 ± 2.4 for those who completed the study.

Study arms were similar in age, race, BMI, and other
baseline characteristics (Table 1). Those women who declined to
participate in the trial were similar in these characteristics to those
from the eligible source population who chose to participate (29).
The majority of the participants had stage 1 endometriosis at the
time of surgical diagnosis. Most participants were normal weight,
self-reported white race, and were using hormonal medications
for treatment of endometriosis at baseline. Four study participants
began the trial exposed to a method of hormonal suppression
and then discontinued use during the 6-mo trial duration. Two
participants were not using a method of hormonal suppression
at the beginning of the trial and subsequently began hormonal
suppression during the trial. Only 3 participants had no hormonal
suppression exposure at any point during the trial.

Participants were similar in baseline VAS pain scores, with
mean ± SD worst pain in the previous month recorded as
6.0 ± 1.9 in the placebo arm, 7.0 ± 2.2 in the vitamin D arm,
and 5.9 ± 2.9 in the fish oil arm (Table 1). Participants in all
study arms also reported similar use of nonnarcotic pain pills
for control of endometriosis at baseline. Participants in all study
arms reported similar baseline consumption of vitamin D, ω-
3 fatty acids, and other nutritional components (Table 1). The
mean serum 25(OH)D concentration among participants in all
groups suggested vitamin D sufficiency [25(OH)D > 30 ng/mL]
at baseline (Table 1).

All 3 study arms demonstrated improvements in pain severity,
with “worst pain in the last month” mean VAS scores improving
from baseline to 6 mo in the placebo (6.0 to 4.4, P value = 0.07),
vitamin D (7.0 to 5.5, P value = 0.02), and fish oil (5.9 to 5.2,
P value = 0.39) arms. However, a statistically significant change
applying a P value < 0.05 dichotomization was noted only in
the vitamin D arm. Further, there were no statistically significant
differences in change in VAS pain scores when comparing either
vitamin D or fish oil with placebo (Table 2). When “clinically
meaningful” change in VAS (dichotomized at a change ≥1.6)
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FIGURE 1 Flow diagram for participant recruitment and random assignment.

score for “worst pain in the last month” was examined, the odds of
a clinically meaningful change in pain score for those randomly
assigned to vitamin D supplementation between the baseline and
6-mo time points were 2 times greater than for those randomly
assigned to placebo and to fish oil. However, the CI was wide, and
therefore a statistically significant difference between exposure
arms in the percentage of participants who experienced this level

of change was not identified (Table 2). In sensitivity results
restricted to women taking contraceptives containing estrogen, no
material differences in results were observed. For example, in this
restricted population, VAS pain scores improved from baseline to
6 mo in the placebo (n = 12, 5.5 to 4.6, P value = 0.32), vitamin
D (n = 14, 6.3 to 5.3, P value = 0.15), and fish oil (n = 14,
5.6 to 5.1, P value = 0.67) arms, with no significant differences
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TABLE 1 Baseline characteristics of 69 randomly assigned participants with surgically confirmed endometriosis, by study arm1

Patient characteristics Placebo (n = 22) Vitamin D (n = 27) Fish oil (n = 20)

Age, y 20.1 ± 3.5 20.0 ± 2.7 18.9 ± 3.1
Race

White 21 (95.5) 24 (88.9) 19 (95.0)
Other 1 (4.5) 3 (11.1) 1 (5.0)

BMI
Kg/m2 25.6 ± 5.1 26.2 ± 5.7 26.4 ± 5.6
Under- to normal weight 13 (59.1) 15 (55.8) 8 (40.0)
Overweight 3 (13.6) 3 (11.1) 7 (35.0)
Obese 6 (27.3) 9 (33.3) 5 (25.0)

Currently in school
Yes 19 (86.4) 24 (88.9) 17 (85.0)
No 3 (13.6) 3 (11.1) 3 (15.0)

If in school, what grade?
Middle to high school 8 (42.1) 8 (33.3) 10 (58.8)
College or grad school 11 (57.9) 17 (66.7) 7 (41.2)

Baseline pain, visual analog scale score
Worst pain during the last week 4.1 ± 2.4 5.4 ± 2.7 4.8 ± 2.6
Worst pain during the last month 6.0 ± 1.9 7.0 ± 2.2 5.9 ± 2.9

Baseline nonnarcotic pain medications, tablets/wk 2.5 ± 3.8 3.5 ± 4.8 2.9 ± 4.7
Baseline nutrition

Total energy, kcal/d 1813.1 ± 828.3 1762.1 ± 648.0 1865.3 ± 616.3
Calories from fat, % 33.0 ± 6.0 31.0 ± 4.0 33.0 ± 7.0
Omega-3 fatty acids, g/d 1.4 ± 0.9 1.2 ± 0.6 1.4 ± 0.6
Vitamin D, IU/d 260.1 ± 242.0 305.4 ± 348.9 322.4 ± 268.2

Endometriosis rASRM stage
I 17 (77.3) 23 (85.2) 13 (65.0)
II 4 (18.2) 3 (11.1) 7 (35.0)
III 0 (0.0) 0 (0.0) 0 (0.0)
IV 1 (4.5) 1 (3.7) 0 (0.0)

Baseline hormonal therapies
Combination hormone 12 (54.5) 14 (51.9) 14 (70.0)
Progestin-only hormone 8 (36.4) 11 (40.7) 4 (20.0)
Leuprolide acetate 1 (4.5) 0 (0.0) 0 (0.0)
None 1 (4.5) 2 (7.4) 2 (10.0)

Baseline 25(OH)D serum by season of enrollment, ng/mL
Winter: January–March 9 (40.9); 27.5 ± 6.7 8 (29.6); 35.3 ± 13.9 10 (50.0); 33.0 ± 9.8
Spring: April–June 2 (9.1); 36.3 ± 3.9 3 (11.1); 23.1 ± 5.8 3 (15.0); 31.7 ± 7.1
Summer: July–September 2 (9.1); 39.4 ± 17.2 4 (14.8); 41.2 ± 15.9 2 (10.0); 35.5 ± 5.1
Fall: October–December 9 (40.9); 31.9 ± 8.8 12 (44.4); 33.0 ± 13.5 5 (25.0); 38.5 ± 9.5

Time from surgery to study enrollment
6 wk to <6 mo 6 (27.3) 7 (25.9) 2 (10.0)
6 mo to <1 y 4 (18.2) 4 (14.8) 3 (15.0)
1 y to <2 y 7 (31.8) 9 (33.3) 10 (50.0)
≥2 y 5 (22.7) 7 (25.9) 5 (25.0)

1Values are means ± SDs or n (%). rASRM, revised American Society for Reproductive Medicine; 25(OH)D, 25-hydroxyvitamin D.

observed when comparing either vitamin D or fish oil with
placebo.

No consistent patterns in changes in physical or mental
quality of life were observed within groups and there was
no significant difference in the changes reported in these
quality of life measures when comparing either vitamin D or
fish oil with placebo over the 6-mo intervention (Table 2).
Participants in all 3 study arms demonstrated improvement in
catastrophic thinking score, with a statistically significant mean
score improvement from baseline to 6 mo only in the vitamin
D (25.3 to 20.8, P = 0.04) arm (Table 2). No significant
differences between groups or changes over time were observed
in the mean number of nonnarcotic pain tablets taken per week
(Table 2).

As expected, only participants randomly assigned to vitamin
D supplementation demonstrated a significant change in mean
serum 25(OH)D concentrations from baseline to 6 mo. Similarly,
only participants randomly assigned to fish oil demonstrated a
significant increase in total ω-3 fatty acids, EPA, and DHA from
baseline to 6 mo (Table 3).

Discussion
In this study, we have demonstrated that 6 mo of supple-

mentation with either vitamin D or fish oil does not lead
to a clinically or statistically significant change in pain in
adolescent girls and young women with endometriosis when
compared with placebo. However, a trend toward improvement
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TABLE 2 Change in pain and quality of life by study arm1

Placebo Vitamin D Fish oil
Vitamin D vs.

placebo
Fish oil vs.

placebo

n n n P value

VAS pain score for worst pain in the past month
Baseline 22 6.0 (5.1, 6.9) 27 7.0 (6.2, 7.8) 20 5.9 (4.8, 7.0)
3 mo 20 4.9 (3.7, 6.1) 24 6.2 (5.2, 7.3) 19 5.9 (4.7, 7.1) 0.672 0.192

6 mo 19 4.4 (3.0, 5.8) 23 5.5 (4.2, 6.8) 17 5.2 (3.7, 6.8) 0.972 0.422

P value 0.073 0.023 0.393 0.914 0.394

Clinically meaningful improvement (>1.6) in
monthly VAS pain score from baseline to 6 mo,
OR (95% CI)

7 1.00 (reference) 12 1.9 (0.5, 6.5) 6 0.9 (0.2, 3.7) 0.32 0.92

SF-12 physical component
Baseline 20 46.8 (43.3, 50.2) 26 41.6 (38.6, 44.7) 20 45.7 (42.0, 49.5)
3 mo 17 46.0 (42.1, 50.0) 24 40.7 (37.4, 44.2) 19 49.9 (46.6, 53.2) 0.982 0.052

6 mo 18 49.1 (44.4, 53.8) 22 44.7 (40.4, 49.0) 16 50.4 (46.3, 54.6) 0.722 0.392

P value 0.223 0.233 0.123 0.964 0.124

SF-12 mental component
Baseline 20 41.2 (36.3, 46.0) 26 44.5 (40.1, 48.8) 20 44.1 (39.0, 49.2)
3 mo 17 42.5 (37.9, 47.1) 24 47.4 (43.4, 51.4) 19 45.7 (40.6, 50.9) 0.692 0.982

6 mo 18 41.8 (36.7, 46.8) 22 43.6 (39.0, 48.2) 16 46.9 (41.5, 52.4) 0.702 0.472

P value 0.843 0.193 0.313 0.714 0.804

Catastrophic thinking score
Baseline 22 23.1 (19.0, 27.1) 27 25.3 (21.6, 28.9) 20 21.0 (17.3, 24.8)
3 mo 20 20.0 (16.6, 23.5) 24 21.9 (18.7, 25.0) 19 18.6 (15.7, 21.6) 0.852 0.762

6 mo 19 19.6 (15.4, 23.8) 23 20.8 (16.9, 24.6) 17 20.3 (16.0, 24.7) 0.672 0.522

P value 0.113 0.043 0.063 0.914 0.494

Nonnarcotic tablets, n/wk
Baseline 22 2.5 (0.6, 4.3) 27 3.5 (1.8, 5.2) 20 2.9 (1.0, 4.8)
3 mo 20 2.2 (0.1, 4.4) 24 4.8 (2.8, 6.7) 19 1.7 (0.1, 3.3) 0.372 0.542

6 mo 19 3.3 (0.8, 5.9) 23 3.2 (0.9, 5.6) 16 1.3 (−1.2, 3.7) 0.572 0.802

P value 0.283 0.413 0.143 0.184 0.284

1Values are means (95% CIs) unless otherwise indicated. SF-12, Short Form 12; VAS, visual analog scale.
2Test for difference between groups (group-by-time interaction) from baseline to 3 mo and from baseline to 6 mo. Comparing vitamin D or fish oil with placebo.
3Test for change over the study period (baseline, 3 mo, and 6 mo) within each arm (i.e., placebo, vitamin D, and fish oil).
4Test for change over the study period (group-by-time interaction) from baseline to 3 mo to 6 mo between each intervention arm (vitamin D or fish oil) and placebo using

linear mixed models (fixed effects = study arm, time, and study arm-by-time interaction term; random effect = subject).

in pelvic pain severity scores and in the amount of catastrophic
thinking was demonstrated in all 3 study arms over the 6-mo
intervention. This similar improvement among participants in
all study arms, including those who took placebo, points to the

effect of enhanced clinical interaction and trial participation on
psychological and physical well-being. This finding not only
reinforces the importance of a placebo arm in trials testing
pain and quality of life, it also suggests that enhanced clinical

TABLE 3 Serum 25(OH)D and fatty acid concentrations at baseline and 6 mo by study arm1

Placebo Vitamin D Fish oil
Vitamin D vs.

placebo
Fish oil vs.

placebo

n Mean (95% CI) n Mean (95% CI) n Mean (95% CI) P values

25(OH)D serum, ng/mL
Baseline 22 31.2 (26.2, 36.2) 27 33.8 (29.3, 38.3) 19 34.7 (30.7, 38.8) 0.422 0.232

6 mo 19 33.5 (28.2, 38.8) 23 42.5 (37.7, 47.3) 17 33.5 (28.2, 38.7) 0.093 0.323

P value4 0.32 0.003 0.48
Total omega-3 fatty acids, % of total fatty acids

Baseline 22 3.2 (2.9, 3.5) 27 2.7 (2.4, 2.9) 20 2.7 (2.3, 3.0) 0.022 0.032

6 mo 18 3.1 (2.8, 3.4) 23 2.5 (2.2, 2.7) 17 4.0 (3.6, 4.4) 0.693 <0.00013

P value4 0.55 0.11 <0.0001
EPA, % of total fatty acids, geometric mean (95% CI)

Baseline 22 0.5 (0.4, 0.6) 27 0.3 (0.2, 0.4) 20 0.3 (0.2, 0.4) 0.032 0.022

6 mo 18 0.5 (0.4, 0.6) 23 0.3 (0.2, 0.4) 17 1.0 (0.9, 1.2) 0.753 <0.00013

P value4 0.60 0.67 <0.0001
DHA, % of total fatty acids

Baseline 22 1.7 (1.5, 1.9) 27 1.4 (1.2, 1.6) 20 1.5 (1.2, 1.7) 0.032 0.112

6 mo 18 1.6 (1.5, 1.8) 23 1.2 (1.1, 1.4) 17 1.9 (1.6, 2.1) 0.383 0.00023

P value4 0.47 0.02 <0.0001

125(OH)D, 25-hydroxyvitamin D.
2t Test comparing baseline mean scores between intervention arm (vitamin D or fish oil) and placebo.
3Test for change from baseline to 6 mo (group-by-time interaction) between each intervention arm (vitamin D or fish oil) and placebo using linear mixed models (fixed

effects = study arm, time, and study arm-by-time interaction term; random effect = subject).
4Test for change from baseline to 6 mo within each arm (i.e., placebo, vitamin D, and fish oil).
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interaction and focus on exposure to a new treatment may confer
benefits in and of themselves.

To our knowledge, this is the first published randomized trial
examining the association between nutritional supplementation
with ω-3 fatty acids and modification of endometriosis symptoms
in humans, and the first randomized trial examining vitamin
D supplements in adolescents. Previous intervention trials in
adult women with primary dysmenorrhea have demonstrated a
significant reduction in pain after vitamin D (30) or ω-3 fatty acid
(31) supplementation. In observational studies, adult diets high
in vitamin D (32) and ω-3 fatty acids (33) have been associated
with lower rates of endometriosis diagnosis. In animal studies,
supplementation with vitamin D (34, 35) or ω-3 fatty acids
(36) suggested significant reductions in the size of surgically
implanted endometriosis lesions. Our results are consistent
with the 1 previous randomized trial examining vitamin D
supplementation and endometriosis-related pain among women
ages 15–40 y (mean age: 29.9 y). Almassinokiani et al. (37)
observed no difference in mean pelvic pain between the vitamin
D and placebo groups, with both groups reporting a similar
reduction in VAS pain score across the study period, with VAS
decreasing from 3.8 to 2.0 in the vitamin D group and from 4.4
to 2.7 in the placebo group.

A potential weakness of the present trial is the relatively small
sample size. It is possible that a larger trial with more participants
could demonstrate a statistically significant improvement in
clinically meaningful pain for users of vitamin D or fish oil when
compared with placebo. In this trial, the similar improvements in
pain severity scores and catastrophic thinking among participants
in all 3 arms including placebo all point to a strong placebo
effect. It is true that given this observation, a much larger sample
size would be needed to detect statistically significant differences
between the 2 treatment arms and the placebo group. However,
even then this statistical significance would not be clinically
translatable because the magnitude of the difference, for example
in pain scores, would be too small (≤1.6 in VAS pain scores)
to perceive a clinically superior improvement in 1 group over
another.

An additional limitation of the small sample size is that we
were not able to examine how polymorphisms in vitamin D–
related genes (e.g., VDR) might interact with supplementation.
Further, given that our participants were not low in vitamin D
(<20 ng/mL) at baseline, there is the possibility that a stronger
effect would have been observed for vitamin D supplementation
among a low-vitamin-D or vitamin-D-deficient population.
Another weakness was that the concentration and purity of
the pills purchased for this trial designed to reflect real-world
supplements to which participants would have had access were
not verified, which could have resulted in an underestimation of
the effect of the supplements.

A major strength of this study was the randomized, double-
blind, placebo-controlled design. The placebo control made it
possible for us to correctly attribute the improvement in pain seen
among participants in this trial to the effect of trial participation,
and not to the individual supplements themselves. Also, we
utilized multiple components of response, such as VAS pain,
quality of life, catastrophic thinking, and pain medication usage,
which allowed us to more accurately gauge the effectiveness of
the interventions. Another strength of this trial was the use of
serum 25(OH)D and ω-3 fatty acids to measure compliance with

study medications. Compliance is always a large concern in the
design of trials of months-long duration, and this study had the
additional challenge that participants were all adolescents. Differ-
entiating endometriosis from primary dysmenorrhea via surgical
confirmation was central to this study, because previous trials
have already demonstrated symptomatic improvement in women
with primary dysmenorrhea after supplementation with vitamin
D and ω-3 fatty acids. The only way to definitively diagnose
endometriosis is by surgical confirmation (38); however, it can
be difficult to find an adequate number of participants, especially
in the adolescent age range, that have undergone surgery.

In conclusion, supplementation with vitamin D in adolescents
with surgically confirmed endometriosis led to statistically sig-
nificant improvements in pelvic pain and catastrophic thinking;
however, they did not differ in magnitude from the effect
observed among those who received placebo. Improvement in
VAS pain was observed among those exposed to fish oil, but
it was of about half the magnitude of those in the other 2
arms and not a statistically significant trend across the 6 mo
of follow-up. Change over 6 mo did not differ significantly
between participants in either supplement arm and those in the
placebo arm. Caution must be applied given the widespread
direct marketing of these supplements to girls and women with
endometriosis implying a beneficial impact on symptoms. The
strong placebo effect was evident in multiple outcome measures,
suggesting that participation itself, and not the supplements,
conferred improvement even at 6 mo.
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