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Many doctors, both general practitioners and special-
ists, find endometriosis difficult to manage. Equally,
many patients are dissatisfied with the care they
receive. Endometriosis is the presence of endometrium
at sites outside the endometrial cavity. It has long been
known that the symptoms experienced by a patient
may seem disproportionate to the extent of the disease
observed within that patient’s pelvis. For the patient it is
not the endometriosis that is important but rather the
illness that they experience. In this article I address the
treatment of symptomatic endometriosis and infertility
associated with the disease.

Methods
This review is based on information from the con-
trolled trials register of the Cochrane Library and the
personal experience of the author.

Managing symptomatic endometriosis
Patients with endometriosis may present with many
different symptoms. The most common symptom is
dysmenorrhoea. Often the patient presents when the
dysmenorrhoea increases in severity. Dysmenorrhoea
may precede the onset of menstruation. Endometriosis
is the underlying cause in 15% of cases of pelvic pain.1

The variety of symptoms and their different presenta-
tions lead to difficulties in diagnosing the condition. In
addition to pain the patient may present with the non-
specific symptoms of fatigue, general malaise, and
sleep disturbance. Some of the symptoms associated
with endometriosis are listed in the box .

Diagnostic difficulty
A recent survey by the National Endometriosis Society
(a support organisation for patients in the United
Kingdom) of over 200 patients with a proved diagno-
sis of endometriosis highlighted the problem; the
survey found that large numbers of patients were
referred to other specialists before seeing a gynaecolo-
gist. Of those surveyed, 32% saw one other specialist
before being referred to a gynaecologist, and 25%
consulted two other specialists before seeing a gynae-
cologist (A Barnard, personal communication, 2000).
Before diagnosis, over half the patients had been told
that there was nothing wrong. The consequence of
this is to delay the start of effective treatment and
cause disillusionment in the patient. Painful symptoms

in women of childbearing age may be caused by
endometriosis, particularly when the symptoms have a
cyclical element. All doctors, therefore, should be alert
to this possibility even when the patient presents with
apparently non-gynaecological symptoms.

Management strategies
Symptomatic endometriosis can be managed medi-
cally or surgically. The rationale behind both types of
treatment is to remove the endometrial tissue that has
been implanted outside the uterus. This rationale may
be flawed: treatment may fail to remove the implanted
tissue or indeed the implant may not be causing the
symptoms. Furthermore, medical treatments for
endometriosis act in a variety of ways to abolish the
trophic effect of oestradiol on both the eutopic and
ectopic endometrium. Drugs commonly used to treat
endometriosis and their side effects are shown in the
box . Medical treatment probably does not remove the
implants but merely suppresses them. Consequently,
the patient develops amenorrhoea as all endometrial
tissue becomes inactive.

Summary points

Endometriosis is a common cause of pelvic pain

The disease is difficult to diagnose because
patients may present with a variety of symptoms

In primary care first line management should
include non-steroidal anti-inflammatory drugs
and the combined oral contraceptive

Referral is indicated when first line management
fails or infertility is a problem

Controversy exists over the precise role of surgery
and further evidence is required

Symptoms of endometriosis
• Dysmenorrhoea
• Pelvic pain
• Lower abdominal pain or back pain
• Dyspareunia

• Dyschezia (pain on defecation)
• Loin pain
• Pain on micturition
• Pain on exercise
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Many patients receive treatment aimed only at
resolving the disease, and more consideration of treat-
ments aimed at relieving symptoms, such as non-
steroidal anti-inflammatory drugs and transcutaneous
electrical nerve stimulation, is required.2 It is clear,
however, that although medical treatment may relieve
symptoms it does not bring about resolution of the dis-
ease: visible recurrence of disease is associated with
continued relief of symptoms.3 All medical treatments
seem to be equally effective in managing endometrio-
sis; about 80-85% of patients have improvement in
their symptoms.3–6 The difference between various
medical treatments is in their side effects, with some
treatments being more acceptable than others.

One of the difficulties in diagnosing endometriosis
is the need for laparoscopy. It is not possible for every
patient in primary care to have laparoscopy. A laparo-
scopic view of endometrial tissue implanted in the
peritoneum is shown in figure 1. In patients who have
been newly diagnosed as having endometriosis on the
basis of symptoms alone it is appropriate to begin
treatment with a combined oral contraceptive or
appropriate analgesia, or both. In patients who have
previously been diagnosed as having endometriosis
and who present with a recurrence of similar
symptoms it is acceptable to begin treatment with

either the combined oral contraceptive or another
effective medical treatment, such as a gonadotrophin
releasing hormone analogue. Those patients who do
not respond to such interventions should be referred
to a gynaecologist. They may require surgical interven-
tion if further medical treatment is ineffective.

Surgical treatment can be either conservative or
radical. Conservative surgery aims to retain the repro-
ductive potential of the patient. However, such surgery
may be comparatively radical and involve dissection of
the urinary tract, the bowel, and the rectovaginal
septum. In common with many surgical treatments, the
surgical management of endometriosis has been the
subject of fewer randomised controlled trials than
medical treatment has, although the evidence base for
medical management is not large. One well conducted
study of 63 women identified a benefit from conserva-
tive surgery, and this benefit seemed to be greater in
those with the most severe disease (fig 2).7 Unfortu-
nately, there were only two participants in the group
with severe disease, and ethical permission was
withheld for the inclusion of patients with even more
severe disease.

It has been known since the 1920s that total abdomi-
nal hysterectomy and bilateral salpingo-oophorectomy
relieve the symptoms of endometriosis. What is less well
known is that even if this operation is performed not all
of the endometrial tissue implanted outside the uterus
will be removed from some patients and thus symptoms

Medical treatment for endometriosis

Drug

Non-steroidal anti-inflammatory drugs (such as diclofenac,
ibuprofen, mefenamic acid)

Progestogens (such as dydrogesterone, medroxyprogesterone
acetate, norethisterone)

Synthetic androgens (such as danazol, gestrinone)

Combined oestrogens and progestogens
Gonadotrophin releasing hormone analogues (such as buserelin,

goserelin, leuprorelin acetate, nafarelin, triptorelin)
Gonadotrophin releasing hormone analogues and any

combined hormone replacement therapy (continuous or
sequential) or tibolone

Side effects

Gastric irritation

Bloating, fluid retention, breast tenderness, nausea

Seborrhoea, acne, weight gain, muscle cramps, menopausal symptoms
(excluding osteoporosis)

Similar to those associated with combined oral contraceptives
Menopausal symptoms (including osteoporosis)

Adding hormone replacement therapy ameliorates the side effects of
gonadotrophin releasing hormone analogues

Fig 1 Endometrial tissue implanted in the peritoneum has a varied appearance: blue-black
lesions (a), white plaques and clear vesicles (b), and newly formed blood vessels (c)
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Fig 2 Percentage of women whose symptoms improved at three
months and six months after surgery for endometriosis.6 Women with
more severe disease (stage 3) were likely to have a greater benefit
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may persist. Among patients who do not have a bilateral
salpingo-oophorectomy there is an appreciable chance
that further surgery will be necessary for recurrent
symptoms; however, repeat surgery after bilateral
salpingo-oophorectomy is rare.8 When radical surgery is
contemplated consideration should also be given to per-
forming a bilateral salpingo-oophorectomy.

Managing infertility associated with
endometriosis
It is well established that a relation exists between
endometriosis and infertility. In more severe cases of
endometriosis it is obvious that the disease is a cause of
the patient’s infertility. In such cases fertility is compro-
mised as a consequence of the anatomical distortion of
the pelvis caused by adhesions or endometriotic ovar-
ian cysts, or both. In common with other aetiologies
that distort the normal reproductive anatomy, such as
pelvic infection, the management of infertility is either
surgical, to restore normal anatomical relations, or
involves in vitro fertilisation. Unlike an infection,
endometriosis does not damage the luminal epithe-
lium of the Fallopian tube and thus surgery is more
likely to be successful.

In minimal or mild cases of endometriosis, the
exact nature of the relation between the disease and
infertility is unclear. For example, it is unclear how the
superficial peritoneal lesions in figure 2 would give rise
to infertility, especially if they were distant from the
fimbria of the tubes or ovaries. Consequently, the most
appropriate management is also less clear. It is now
universally accepted, however, that there is no place for
medical treatment with drugs that are also potent con-
traceptives in the treatment of patients who are
infertile.9 The role of ablative surgery is controversial,
with practice varying from one gynaecological unit to
another in the United Kingdom, although recent
guidelines from the Royal College of Obstetricians and
Gynaecologists have advocated its use.10 The guidelines
cover all aspects of the management of endometriosis.

Two randomised controlled trials have been carried
out to examine the effect on subsequent fertility of the
ablation or resection of endometrial tissue implanted
outside the uterus.11 12 The first of these, a large multi-
centre study in Canada of 348 women, showed that
there was some benefit from surgical intervention.11

However, the pregnancy rates observed in the inter-
vention group were still comparatively poor when
compared with the rates in the control groups in trials
of medical treatment of infertility. Additionally,
participants in the intervention group also received
significant co-interventions that in themselves may
have been responsible for some of the benefit. In con-
trast, the results of another randomised controlled trial
of 77 women, which was performed in Italy, found no
benefit from surgical intervention.12 Thus despite the
royal college’s guidelines there remains scientific doubt
as to the benefit of surgical intervention.

Conclusions
Endometriosis remains a difficult clinical problem. For
the patient it is important that the doctor considers that
endometriosis may be causing her problems. Once the
diagnosis is made it is equally important that the prac-

titioner determines what underlying problem should be
treated—infertility or alleviating painful symptoms—
and focuses on the illness rather than the disease.
Managing the combined problems of infertility and
pain can be particularly difficult; the patient may have to
be supported through difficult clinical choices. Whether
or not infertility is a problem the patient should always
be asked what her future reproductive plans are as this
may have an impact on further treatment.

First line treatment for painful symptoms should
be medical, including offering appropriate advice on
analgesia, and surgery should be reserved for cases in
which medical treatment has failed or for patients with
more severe disease. In infertility, surgery and assisted
conception have a role in moderate and severe disease,
but the appropriate management of less severe cases is
still uncertain. Certainly in milder cases it would be
appropriate to use assisted conception techniques and
treat the patient as if she had unexplained infertility;
guidelines in the United Kingdom also support the
role of surgery. The understanding of endometriosis is
evolving and this should eventually translate into an
evolution in clinical management.
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