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Title:  Medical management of endometriosis (suspected and confirmed) 

Objectives: To describe options for the medical management of symptoms related to endometriosis  

Scope:   

Audience: All healthcare professionals working in GG&C involved in the care of women with endometriosis 

Body of Guideline: 
 
The diagnosis of endometriosis based on symptoms is difficult. Women can experience various 
symptoms including cyclical or chronic pelvic pain, heavy menstrual bleeding (HMB), deep 
dyspareunia, infertility, dyschezia or bladder pain. 
 

Examination and investigations  

Abdominal and vaginal examination 

This is not diagnostic and may be normal in those with endometriosis. 

Abdominal examination should be offered as it may identify areas of pain or the presence of any 
abdominal masses. 

Vaginal examination can be useful in assessing pelvic organ size and motility, adnexal masses, or the 
presence of nodules on the rectovaginal wall. 

Full blood count (FBC) 

This should be performed in women with associated heavy menstrual bleeding (HMB). (see 
Menstrual disorders guideline id-621-menstrual-disorders-fp-added.pdf (scot.nhs.uk)) 

CA125 

This should not routinely be performed for the diagnosis of endometriosis. 

Pelvic Imaging 

The possibility of endometriosis should not be excluded if clinical suspicion remains high, even in the 
presence of a normal examination, normal ultrasound or normal MRI. 

Pelvic ultrasound  

Imaging is not diagnostic of endometriosis, but is useful to identify any associated endometrioma. A typical 
appearance is characteristically ground glass echogenicity and one to four compartments with no papillary 
structures with detectable blood flow. 

Magnetic Resonance Imaging  

This should not be used as a primary investigation to diagnose endometriosis. It may be considered 
to assess the extent of deep endometriosis involving the bowel, bladder or ureter. It is 

https://rightdecisions.scot.nhs.uk/media/1759/id-621-menstrual-disorders-fp-added.pdf
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recommended that the scans are interpreted by a health care professional with specialist expertise 
in gynaecological imaging. 

Diagnostic laparoscopy 

Diagnostic laparoscopy with biopsy is considered the ‘gold standard’ for diagnosis of endometriosis. 
However, in many cases the visualisation of endometriotic implants can be regarded as sufficient 
evidence. 
 
Laparoscopy should not be performed prior to a trial of medical management.  
 
Laparoscopy should be performed by a clinician with skills and equipment to surgically treat 
mild/moderate disease if visualised at that time. 

A biopsy can be useful in the diagnosis of endometriosis, and should be undertaken if an 
endometrioma is treated but not excised. 

If assessment of fertility is a consideration, it may be appropriate to consider tubal patency testing 
during diagnostic laparoscopy. 

Treatment 

Medical treatment includes analgesia and hormonal therapies. 

The needs and preferences of the woman should be considered.  This will include wishes for future fertility, 
experience of previous treatments, co-morbidities, and any potential contraindications to treatment. 

In those without a definitive diagnosis, it is reasonable to start a trial of empirical treatment with 
analgesia +/- hormonal treatment. If there is not a favourable response following a trial of at least 
3- 6 months, of medical management, a diagnosis can be confirmed by laparoscopy after discussion 
of patient wishes. 

Referral to the assisted conception service (ACS) should be considered as per current national ACS referral 
guidance.  Referral Acceptance Criteria - NHSGGC 
 
Analgesia 

Simple analgesia is appropriate for women wishing to avoid hormones or actively trying to conceive. 
Suggested regimes include NSAIDS, Paracetamol and neuromodulators.  Of note, dosing regimes suggested 
below may need to be altered based on weight and patient age. 

Nonsteroidal anti-inflammatory drug (NSAIDs) 

NSAIDs can help with the management of pain associated with endometriosis. Added benefits include 
reduction in menstrual flow by 20-50%. 

NSAIDS are not suitable for patient who are sensitive to their effects e.g. gastric ulcers, NSAID sensitive asthma.  
Consider addition of proton pump inhibitor for gastric protection in long term use. 

Suggested regimes are outlined below and should be taken at time of menstruation: 

 

https://www.nhsggc.scot/hospitals-services/services-a-to-z/assisted-conception-service/referral-acceptance-criteria/
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 Ibuprofen 200–400mg oral, 3–4 times a day oral 
 Naproxen 500mg oral initially, followed by 250mg 6-8 hourly (max 1.25g/day)  
 Diclofenac 50 mgs suppositories 2-3 times per day, 6-8 hourly  
 
Paracetamol: 
This can be used if NSAIDS are contraindicated, not tolerated, or in addition to an NSAID. 

 
Neuromodulators and neuropathic pain treatments:  
Where this type of medication is considered, involvement of endometriosis specialists and pain management 
teams should be considered.   
 
Suggested treatments for pelvic pain include 
 
 Duloxetine 30mg od at night.  This can be increased to 60mg as needed after 3-6 months. 

GG&C Patient information is available drugs-duloxetine.pdf (paindata.org) 
 

Hormonal Treatments 
These preparations can reduce pain and menstrual flow. Consider a 3 - 6 month trial of therapy.  It 
should be explained to the woman that early hormonal treatment for endometriosis can reduce 
pain and is not associated with a permanent negative effect on subsequent fertility. 

 
Combined Hormonal Contraception   
This type of contraception is highly effective in reducing menstrual blood loss and associated menstrual 
pain. 
 
There are currently three methods of CHC available in the UK:  

• Combined oral contraceptive pill (COC)  
• Combined transdermal patch (CTP) that releases an average of 33.9 μg EE and 203 μg 

norelgestromin per 24 hours.10   
• Combined vaginal ring (CVR) that releases EE and etonogestrel at daily rates of 15 μg and 120 μg, 

respectively. 
 
Monophasic combined oral contraception is usually first choice as all pills in the packet contain the same 
dose of estrogen and progestogen.  

 
Tailored regimes with shorter hormone free intervals (HFI) have shown a greater improvement in 
symptoms of HMB and endometriosis associated pain. Examples of tailored regimens are shown in the 
table below (from FSRH Guideline Combined Hormonal Contraception).  Flexible extended usage and 
Continuous use regimes are associated with improved contraceptive efficacy. 
 
There are a number of common contraindications see UK Medical Eligibility Criteria for Contraceptive Use 
(UKMEC)] at www.ffprhc.org.uk for further information. 

https://paindata.org/documents/drugs-duloxetine.pdf
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEwj3nuut99PTAhVcOMAKHRrzAY0QFggnMAA&url=https%3A%2F%2Fwww.fsrh.org%2Fdocuments%2Fukmec-2016%2F1ukmec-2016-entire-book-single-page-a4.pdf&usg=AFQjCNGlYVhdCKTmUVEjG_3AeMlkHo1R4w&sig2=te3scqD74u31URo0qPKKXg
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0ahUKEwj3nuut99PTAhVcOMAKHRrzAY0QFggnMAA&url=https%3A%2F%2Fwww.fsrh.org%2Fdocuments%2Fukmec-2016%2F1ukmec-2016-entire-book-single-page-a4.pdf&usg=AFQjCNGlYVhdCKTmUVEjG_3AeMlkHo1R4w&sig2=te3scqD74u31URo0qPKKXg
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Progestogens  
Levonorgestrel Intra-Uterine System (LNG-IUS 52mg) 

• Treatment is particularly useful following surgery for endometriosis with reduction in dysmenorrhoea 
at 12 months compared with expectant management 

• Reduces menstrual loss by up to 90% after 6 months of use 
• Erratic vaginal bleeding is common in the first 4-6 months of use but rarely heavy or painful 
• There are very few contraindications to LNG-IUS 
• Systemic effects are uncommon and often improve after the first 2-3 months 
• LNG-IUS is a highly effective contraceptive and can also be used as the progestogen component of 

Hormone replacement therapy (Currently only Mirena® 52mg IUS has this license) 
• Expulsion is higher where there are fibroids >3cm 

 
Progesterone only oral preparations 

 
• These are useful where oestrogen is contra-indicated. 
• Irregular bleeding is common. 

 
• Desogestrel preparations (e.g.Cerazette®, Cerelle®) appear to be more effective in reducing 

menstrual loss and for contraceptive protection than other progesterone only preparations. 
 

• Dienogest 2 mgs daily tablet is an oral progestin licensed for the treatment of endometriosis. 
It is a nortestosterone derivative that has a progestogenic effect in the uterus, reducing the 
production of estradiol and thereby suppressing endometriotic lesions.  It is usually initiated 
within the secondary care setting. 

 
While acting to reduce endometriotic implants Dienogest provides similar symptomatic relief 
to gonadotrophin-releasing hormone (GnRH) agonists, with better quality-of-life scores. 
Clinical studies have shown that dienogest has improved compliance with less side effects in 
patients.  3- 4 months of treatment may be required to see the full effect. 

 
It is not licensed for contraception in the UK, and manufacturer advises that if contraception 
is required, females of child-bearing potential should use non-hormonal contraception during 
treatment.  See BNF for cautions and contraindications including consideration of bone 
density and VTE risk during surgery/immobility, breast feeding/pregnancy/diabetes. 
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Progestogen-only injectable: depot medroxyprogesterone acetate (DMPA) 

• Many women are rendered amenorrhoeic by DMPA (e.g. Depo Provera® 150mg, 12 weekly 
as an intramuscular injection) 

 
• Erratic bleeding is common in the first few months of use however often improves with time 

 
• May be associated with a delay in menses return 

 
• Osteoporosis risk should be checked for all women, particularly when under 18 or over 45 years of 

age. (see UKMEC).  This should be re-evaluated every 2 years. 

 
Etonogestrel Subdermal Implant (Nexplanon®) 

• Implant inserted during first 5 days of menstrual cycle and removed within 3 years 
• Highly effective in the prevention of pregnancy 
• Acts to thin endometrium and prevent ovulation 
• Suggestion that after 6 month of use there is a reduction in pain in >60% of users 
• Can be associated with erratic bleeding initially.  Some women may wish a trial of an additional POP 

e.g. Desogestrel for 3-6 months to improve bleeding pattern. 
 

Continuing treatments and future options 

Treatment can be continued for as long as it remains effective and the woman is experiencing no 
adverse effects. 

If there is no improvement with above medical treatments, consider 

• Laparoscopy and surgical treatment of lesions 
For women wishing to consider surgical management, please refer to a consultant who can 
perform treatment or specialist treatment if required. 

 
• GnRH analogues +/- add-back HRT 

This option can be considered under consultant supervision (refer to BNF). 
 

Additional Therapies 
 
Consideration can be given to other non-medical therapies such as 
 
• Lifestyle modifications (exercise, yoga, diet, sleep) 
• Pelvic Floor Physiotherapy 
• Cognitive Behavior Therapy (CBT) Computerised Cognitive Behavioural Therapy (cCBT) - NHSGGC 

 
 

Information and Support 

It is important that women understand the diagnosis and treatment options available. Information 
and support groups can be helpful, in addition to Patient Decision Aids.  Useful resources are 

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.nhsggc.scot%2Fyour-health%2Fheads-up-mental-health-support%2Fservices-and-support%2Fcomputerised-cognitive-behavioural-therapy-ccbt%2F&data=05%7C02%7CClaire.Higgins3%40ggc.scot.nhs.uk%7Cb72330875357421af5fc08dc4800f0dc%7C10efe0bda0304bca809cb5e6745e499a%7C0%7C0%7C638464416066461004%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=6JyB3N36%2Be3rHGCRk7BnVDz0eaYo57a%2F1jjlO1I9keg%3D&reserved=0
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included below. 

• Endometriosis UK (www.endo.org.uk) 

• NHS inform (Endometriosis | NHS inform) 

• RCOG patient information leaflet 
(www.rcog.org.uk/globalassets/documents/patients/patient- information-
leaflets/gynaecology/pi-endometriosis.pdf) 

• NICE Patient Decision Aid, Hormone treatment for endometriosis symptoms – what are 
my options? patient-decision-aid-on-hormone-treatment-for-endometriosis-symptoms-
what-are-my-options-pdf-4595573197.pdf (nice.org.uk) 
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