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The contraceptive pill
In general, any contraception that
improves periods, either stopping
them altogether or making them
shorter and lighter, is good for
endometriosis. 

The UK Medical Eligibility Criteria
provide guidance for prescription of
hormones for contraception, but
criteria are relaxed where the pill is
being used to treat symptoms, rather
than for contraception alone. 

A Cochrane review in 2007
concluded that the combined oral
contraceptive pill (COCP) reduces
endometriosis-associated
dysmenorrhoea, dyspareunia and 
non-menstrual pain. One included
study looked at continuous COCP use.
After two years of use 80% of women
were satisfied or very satisfied with 
the results. 

If women experience prolonged
breakthrough bleeding, they should be
advised to take a seven-day break
from the pill before restarting. If this
pill-free interval is associated with
severe pain, then this can be reduced
to just four days.7

Other combined hormonal
contraceptives such as the transdermal
patch or the vaginal ring have also
been shown to provide symptomatic
benefit in endometriosis, but less 
than that demonstrated in studies of
the COCP.8

haemorrhagic ovarian cyst. This may
represent a haemorrhagic corpus
luteal cyst related to ovulation, which
will disappear on subsequent scan, but
persistence indicates an ovarian
endometrioma. It is important to be
aware that a normal pelvic ultrasound
scan does not exclude a diagnosis of
endometriosis. Other imaging
modalities have not been found to
improve diagnostic accuracy. 6

MANAGEMENT IN GENERAL
PRACTICE
The gold standard investigation for
endometriosis is laparoscopy and
biopsy with histological confirmation.
If symptoms suggest endometriosis,
then medical treatment may obviate
the need for this surgery. If symptoms
do not improve and continue to
impact significantly, then referral at
that stage would be appropriate.

Analgesia
There is good evidence that NSAIDs
improve pain in primary dysmenorrhoea.6 »

‘The gold standard
investigation 
for endometriosis
is laparoscopy 
and biopsy’

Progestagens and anti-progestagens
A variety of progestagens and anti-
progestagens have been assessed for
symptomatic benefit in endometriosis
including oral, implantable and
injectable. A Cochrane review in 2012
concluded that there was only limited
evidence of benefit with oral and
injectable regimens to suggest their
use as an option for the management
of endometriosis-associated pain.9
Depot injection did not offer further
benefit over oral regimens. 

Side-effect profiles have been
noted to limit the acceptability of both
oral and injectable methods when
compared with combined hormonal
contraceptives. However, the
European Society of Human
Reproduction and Embryology
(ESHRE) guideline still recommends
them as an option for management 
of endometriosis-associated pain.6
In particular, ESHRE notes that a
number of studies have demonstrated
a significant reduction in pain with 
a levonorgestrel-IUS coil and in 
view of the better side-effect profile 

‘Endometriosis 
can recur after 
medical and
surgical treatment’

Figure 3

Management of endometriosis in primary care

TVS normal (including small 
physiological cysts)

TVS abnormal with 
endometrioma or hydrosalpinx

Severe effect on quality
of life or impact 
on mental health

Not trying to conceive
Initiate hormonal management

Trying to conceive 
for > 6 months

LNG-IUS

Insufficient symptom control Initiate continuous COCP

Insufficient symptom control
and significant impact on
quality of life

Referral for outpatient
gynaecology opinion

Combined oral
contraceptive pill
(COCP)

Progesterone only
• Pill
• Depot injection
• Implant

Initiate pain management (NSAIDs first-line analgesic)
Request transvaginal ultrasound scan (TVS)

Suspected diagnosis of endometriosis


