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oestrogen and progestagen) reduces
hypo-oestrogenic symptoms and
bone loss without reducing the
efficacy. Treatment is licensed for 
six months.

Endometriosis can recur after
medical and surgical treatment with
symptoms typically returning one to
five years after treatment.

Hysterectomy will not necessarily
cure endometriosis pain. Because
hysterectomy only removes the uterus
and not the endometriosis implants,
pain between periods, pain during
intercourse, rectal and bladder pain
may continue. 

Surgical oophorectomy combined
with hysterectomy may provide a
permanent solution. Six months’
treatment with one of the GnRH agonists
and additional add-back HRT will
mimic the hormone state after surgical
oophorectomy to test if the pain will
improve and that the menopausal
symptoms are manageable.  

There is a theoretical risk of inducing
neoplastic changes in endometriotic
implants, so after hysterectomy and
oophorectomy, continuous combined
oestrogen and progestagen HRT is
recommended until the age of 50.

PROGNOSIS
Endometriosis is a chronic condition
with no known cure. For the majority
of women symptoms can be
controlled with hormonal treatment.
The progression of symptoms is
variable with some improving, some
stabilising and some deteriorating
over time. The menopause typically
induces significant symptomatic
improvement. 

There is no evidence that endometriosis
causes cancer or increases the overall
incidence of cancer. There is a slight
increase in the rate of some ovarian
cancers and non-Hodgkin’s lymphoma
in endometriosis sufferers, however
absolute numbers are small.6

For women with severe endometriosis
a multidisciplinary team approach is
essential for management and tertiary
endometriosis centres can combine
the necessary expertise to facilitate
this. This should include the GP,
specialist nurses and gynaecologists
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Endometriosis is defined as the presence of 
endometrial-like tissue outside the uterus. Deposits are
commonly distributed on the ovaries, uterosacral
ligaments, pouch of Douglas, rectum and sigmoid colon,
bladder and ureter. Endometriosis is common affecting
10% of the female adult population and up to 50% of
women with infertility.

Risk factors include early menarche, late menopause,
delayed childbearing, vaginal outflow obstruction and a
first-degree relative affected. Women commonly present
to their GP with pelvic pain, painful intercourse or
subfertility. Classically the pain starts several days before
the period which is extremely painful. After the period,
symptoms tend to improve until mid-cycle when the
pattern repeats again. Women with endometriosis also
complain of fatigue. 

Abdominal palpation, bimanual and speculum
examination are important to identify signs of
endometriosis, but also to exclude alternative diagnoses
such as fibroid uterus, infection or pregnancy. 
However, a normal examination does not exclude a
diagnosis of endometriosis. Serum CA125 can be raised
in endometriosis, but is not specific or sensitive for the
condition and is therefore not recommended as a
screening test. A normal pelvic ultrasound scan does
not exclude a diagnosis of endometriosis. The gold
standard investigation for endometriosis is laparoscopy
and biopsy with histological confirmation.

There is good evidence that NSAIDs improve pain in 
primary dysmenorrhoea. The combined oral
contraceptive pill reduces endometriosis-associated
dysmenorrhoea, dyspareunia and non-menstrual pain.
A number of studies have demonstrated a significant
reduction in pain with a levonorgestrel-IUS. Referral
should be considered if pain is not controlled with
simple analgesia or the diagnosis is suspected in a
woman who is actively trying to conceive. Early referral
should be considered in women with abnormal
examination findings, or an abnormal ultrasound result.
An ovarian endometrioma is predictive of more
extensive endometriosis.

Management in secondary care will typically involve 
diagnostic laparoscopy with primary treatment of visible
endometriosis with diathermy or excision and ovarian
cystectomy for ovarian endometrioma. Hysterectomy will
not necessarily cure endometriosis pain. Surgical
oophorectomy combined with hysterectomy may provide
a permanent solution. Endometriosis can recur after
medical and surgical treatment with symptoms typically
returning one to five years after treatment. There is no
evidence that endometriosis causes cancer or increases
the overall incidence of cancer.

it is a very effective treatment for
endometriosis.

REFERRAL 
There are two main indications for
referral to gynaecology. The first is a
suspected diagnosis of endometriosis
in a woman who is actively trying to
conceive, as hormonal management is
not appropriate. If pain is not
controlled with simple analgesia then
further management is limited to
surgery. Laparoscopic treatment of
endometriosis has been shown to
improve fertility and address pain.

Early referral should be considered
in women with abnormal examination
findings or ultrasound results. 
An ovarian endometrioma is predictive
of more extensive endometriosis.10

When initiating treatment in the
primary care setting, it is important to
explain that treatment has been
started on the basis that the symptoms
suggest endometriosis. If there is not
significant improvement, then the
next step is referral to secondary care,
see figure 3, p15.

SECONDARY CARE
MANAGEMENT
Management in secondary care will
typically involve diagnostic
laparoscopy with primary treatment
of visible endometriosis with
diathermy or excision and ovarian
cystectomy for ovarian endometrioma. 

Surgery for deep infiltrating disease
may be carried out as a second
operation, to allow for careful
consideration of the risks and benefits.
This is usually undertaken in specialist
endometriosis centres and often in
collaboration with colorectal surgical
colleagues as excision of deeply
infiltrating endometriotic deposits
may involve excision of bowel and
temporary stoma formation. 

Further medical management
options in secondary care include
gonadotrophin-releasing hormone
(GnRH) agonists. The addition of 
add-back hormonal replacement
treatment (continuous combined

‘Oophorectomy 
with hysterectomy
may provide a
permanent solution’

‘Laparoscopic
treatment of
endometriosis has
been shown to
improve fertility
and address pain’


