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About me

• Consultant Obstetrician and Gynaecologist at
Plymouth Hospitals NHS Trust and Nuffield Health
Plymouth Hospital
• Lead Clinician for Derriford Endometriosis Centre
(from January 2018)
• Completed training in Advanced Laparoscopic
Surgery for the Excision of Benign Disease
• Specialist in:
o
o
o
o
o

Pelvic Pain
Endometriosis
Advanced Laparoscopic surgery
Total Laparoscopic Hysterectomy
General benign gynaecology
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Endometriosis
•

Affects 1.5 million women in the UK (as many as
diabetes)
o Prevalence up to 50% in women with subfertility

• Average of 7.5 years from onset of symptoms to
diagnosis and treatment
• Cost to the UK economy
£8.2bn annually
• Cause unknown and no
definitive cure
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Multidisciplinary Centres

• The British Society for Gynaecological Endoscopy
regulates nationally accredited Endometriosis centres
• Requirements include having named gynaecology,
colorectal, urological, pain specialist and nurse
members, reflecting the problems encountered by
women with endometriosis
• Exemplar video submitted annually
• Minimum of 12 rectovaginal cases per gynaecologist per
year
• Outcomes are audited nationally using approved and
validated questionnaires along with surgical outcome
data
• Results are reported at the annual scientific meeting
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Derriford Endometriosis
Centre
• Launching 1st Jan 2018
• Multidisciplinary specialist centre comprising of
o
o
o
o
o
o

Lead Gynaecologist
Colorectal Surgeons
Urologist
Pain management specialist
Endometriosis Specialist Nurse
Specialist Radiologist

• Provisional centre for 2018, aiming for full
accreditation in 2019
• Fortnightly specialist endometriosis clinic, with
regular MDT involvement
• External / Internal referrals + ‘Choose and Book’
www.gynae.uk
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Introduction
• Endometriosis is the second most common
gynaecological condition in the UK
• Defined by the presence of endometrial glands and
stroma in ectopic sites (outside the uterus)
• Unclear aetiology and pathogenesis
o Potentially polygenic / multifactorial inheritance pattern
o ?Retrograde menstruation

• May progress, remain stable or regress without
treatment
• Benign condition so management tailored to
individual needs of woman
www.gynae.uk
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Types of endometriosis
• Peritoneal
o Minimal / mild symptoms
o Often no progression

• Ovarian
o Superficial ovarian lesions
o Endometriotic (‘chocolate’) cysts – often adherent to pelvic sidewall or
broad ligament

• Deep Infiltrating
o Bowel, bladder, rectovaginal septum involvement
o Associated with dense pelvic adhesions

www.gynae.uk

tim@gynae.uk

Pathophysiology
• Endometriosis is a heterogeneous condition, with
peritoneal deposits, ovarian cysts and deep
infiltration manifestations of different disease
processes
• Exact cause of pain uncertain
o Peritoneal inflammation from growth factors and cytokines produced by
activated macrophages
o Adhesion formation from endometriotic implants
o Irritation or invasion of pelvic floor nerves by endometriosis lesions may be
responsible
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Signs and Symptoms
•
•
•
•
•
•

Painful or heavy periods
Pain in the abdomen, pelvis or lower back
Pain during and/or after sex
Bleeding between periods
Difficulty getting pregnant
Pain between hips and the top of the legs
o Tiredness and exhaustion, discomfort going to the toilet, bleeding from the
back passage are less common symptoms
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Signs and Symptoms
• Frequent association with
o
o
o
o
o

Dysmenorrhoea
Chronic pelvic pain
Deep dyspareunia
Dyschezia
Infertility

• 83% of women with endometriosis reported one or
more symptoms to their GP (29% of controls)
• Dyschezia during menstruation and deep
dyspareunia are stronger predictors of deep
infiltration disease (positive likelihood ratio of 2.4)
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Signs and Symptoms
• Often significant delays in diagnosis
o 6.7 years in Norway
o 8 years in UK
o 11.7 years in USA

• Significant overlap with symptoms of pelvic
inflammatory disease, pelvic adhesions, irritable
bowel syndrome, inflammatory bowel disease,
interstitial cystitis and depression
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Signs and Symptoms
• Women with endometriosis are 3.5 times more likely
to be diagnosed with IBS and 6.4 times more likely
to have a diagnosis of PID compared to women
without endometriosis
• 30% of women consult their GP six or more times
prior to referral and diagnosis

www.gynae.uk

tim@gynae.uk

Pain & symptom diary
3.

Keeping a record of your pain and symptoms can help you
and your doctor to manage your symptoms, could help
with a diagnosis and also could be used when submitting
information for evidence e.g. when claiming for benefits,
for work or for school/university.
This first part of this form is a list of questions. Over the page is a diary for one week.
Please copy this diary if you need to record your symptoms for more than one week.
Please answer as honestly as you can – your answers will be invaluable for your
doctor. Don’t just answer ‘yes’ or ‘no’ but try to provide as much information as you
can. You may not think that it is relevant – but it could be.

4.

Do you get pain during or after intercourse?

General questions

5.

Does anything (walking, exercise, stress etc) make this pain worse?

Date of last period:

6.

How would you describe the pain? (Please circle all that apply)

1.

What age were you when you started your periods?

2.

Are your periods regular e.g. every month? Y/N
If not, how regular are they?

3.

How long does your typical period last?

4.

Would you describe it as light, medium, heavy or very heavy?

5.

Do you bleed between periods?

Spasm

Burning

Dull

Aching

Sharp

Constant

Throbbing

Random

Agonising

Shooting

Cramping

Symptoms
1.

Do you have pain or bleed when you have a bowel movement? Y/N
If so, is this worse during your period?

2.

Do you have pain or bleed when you urinate? Y/N
If so, is this worse during your period?

Pain
1.

Do you get pain during your period?

2.

Do you get pain at other times of the month? Y/N
If so, when?

3.

Stabbing

Where do you get this pain? Can you mark on the diagram overleaf exactly
where you experience pain? Please do include back, leg and chest pain if
applicable
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3.

Do you feel bloated? Y/N
If so, is this worse during your period?

4.

Are you physically tired? Y/N
If so, do you get more tired during your period?

5.

Do you feel sick, vomit or faint during your period?

tim@gynae.uk
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Week
beginning
DD / MM / YY

Are you
on your
period?

Describe your pain*
and where it is

How does it feel** and
how long does it last?
e.g. 3 hours

Do you have any other
symptoms? e.g.
bloating, bleeding,
bowel or urinary
problems

Did you take or do
anything to help with
the pain or symptoms?
If so, what did it help?

What affect did it have
on you?***

Mon

Tues

Wed

Thurs

Fri

Sat

Sun

* Please rate your pain on a scale of 1-10. Where 1 = tolerable and 10 = the worst pain imaginable
** Please use the words listed on question 6 under “pain”, or add your own
*** Please state whether these symptoms affected your work, education, relationships, social activities, sleep, exercise, food intake, sex life, stress levels, quality of life that day
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Examination
• Routine vaginal examination is often insufficient to
make the diagnosis
• Location and extent of endometriosis may be
determined
• Important to visualise and palpate the posterior
fornix for endometriotic nodules
o Dark blue
o Dense and painful
o Increase in size during menstruation

• Specialist ultrasound scanning is more accurate in
tertiary centres but this is not validated
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Women with endometriosis
want beIer care
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Politicians want beIer care for
women with endometriosis
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“What is your perception of the management of chronic pelvic pain
in women in the NHS?”
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Endometriosis is an enigmatic disorder that is
fraught with management controversies and
very often there exists deep divides in
management strategies amongst the generalist,
the specialist who favours surgery, the specialist
who favours medical treatment, and those who
are equipoised. The lack of clarity on the
aetiology of the disease most likely fuels the
existing debates and enhances subjective
management options
Cheong BJOG 2017

Endometriosis: diagnosis and
management
NICE guideline
Published: 6 September 2017
nice.org.uk/guidance/ng73
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Introduction to the
guideline
• To improve the diagnosis and management of
endometriosis in community services, gynaecology
services and specialist endometriosis centres
• NICE recommendations are based on systematic reviews
of the best available evidence and explicit
consideration of cost effectiveness
• Includes women with confirmed or suspected
endometriosis, including recurrent endometriosis, and
women who do not have symptoms by have
endometriosis discovered incidentally
• The guideline also addresses the care of adolescent girls
but does NOT include management of infertility or
postmenopausal endometriosis or extra-pelvic
endometriosis
www.gynae.uk

tim@gynae.uk

Do not use pelvic MRI or CA-125 to diagnose endometriosis.
Consider transvaginal ultrasound:
• to investigate suspected endometriosis even if pelvic and/or abdominal examinations are normal
• for endometriomas and deep endometriosis involving the bowel, bladder or ureter.
Consider a transabdominal ultrasound scan of the pelvis if a transvaginal scan is not appropriate.

Assess women’s individual information and support needs
Take into account their circumstances, symptoms, priorities, desire for fertility, aspects of daily living,
work and study, cultural background, and their physical, psychosexual and emotional needs.

Do not exclude the possibility of endometriosis if the abdominal and/or pelvic examinations or
ultrasound or MRI are normal.
Consider referral for assessment & investigation if clinical suspicion remains or symptoms persist.

Also:
• discuss keeping a pain and symptom diary
• offer an abdominal and pelvic examination to identify abdominal masses and pelvic signs
• consider an ultrasound scan (see page 2).

Consider laparoscopy to diagnose endometriosis, even if the ultrasound was normal.
Discuss surgical management options with women with suspected/confirmed endometriosis:
• what laparoscopy involves, and that it may include surgical treatment (with prior patient consent)
• how laparoscopic surgery could affect endometriosis symptoms
• the possible benefits and risks of laparoscopic surgery
• the possible need for further surgery, including the possible need for further planned surgery for
deep endometriosis involving the bowel, bladder or ureter.

Initial management

Be aware that endometriosis can be a long-term condition and can
have a significant physical, sexual, psychological and social impact.
Women may have complex needs and may require long-term support.

Offer initial management with:
• a short trial (for example, 3 months) of
paracetamol or a non-steroidal antiinflammatory drug (NSAID) alone or in
combination
• hormonal treatment (combined
contraceptive pill or a progestogen)
• refer to the NICE guideline on neuropathic
pain for treatment with neuromodulators.

If fertility is a priority, the management of
endometriosis-related subfertility should have
multidisciplinary team involvement with input
from a fertility specialist. This should include
recommended diagnostic fertility tests or
preoperative tests and other recommended
fertility treatments such as assisted
reproduction.
Also see Fertility is a priority on page 2.

Consider referral to a
gynaecology service:
• for severe, persistent or
recurrent symptoms of
endometriosis
• for pelvic signs of
endometriosis, or
• if initial management is not
effective, not tolerated or
is contraindicated.

Refer women to a specialist
endometriosis service
(endometriosis centre) if they
have suspected or confirmed
deep endometriosis involving
the bowel, bladder or ureter.

www.gynae.uk
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Consider referring young
women (aged 17 and under)
to a paediatric & adolescent
gynaecology service,
gynaecology service or
specialist endometriosis
service (endometriosis
centre), depending on local
service provision.

Endometriosis:
NG73
diagnosis and management

During diagnostic laparoscopy, a gynaecologist with training and skills in laparoscopic surgery for
endometriosis should perform a systematic inspection of the pelvis.
If a full systematic laparoscopy is performed and is normal, explain to the woman that she does not
have endometriosis and offer alternative management.
If fertility is a priority

If fertility is not currently a priority

Offer excision or ablation plus adhesiolysis to
women with endometriosis not involving
bowel, bladder or ureter.

During diagnostic laparoscopy consider
laparoscopic treatment of (if present):
• peritoneal endometriosis not involving the
bowel, bladder or ureter
• uncomplicated ovarian endometriomas.

Offer laparoscopic ovarian cystectomy to
women with endometriomas.
Discuss the benefits and risks of laparoscopic
surgery for deep endometriosis involving the
bowel, bladder or ureter. This may include:
• effect on the chance of future pregnancy
• the possible impact on ovarian reserve
• the effect of complications on fertility
• alternatives to surgery
• other fertility factors.
Do not offer hormonal treatment to women
with endometriosis who want to conceive.
Consider outpatient follow-up for:
• deep endometriosis involving the bowel,
bladder or ureter, or
• 1 or more endometrioma larger than 3 cm.
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Endometriosis:
NG73
diagnosis and management

Consider excision rather than ablation to
treat endometriomas.
For deep endometriosis involving the bowel,
bladder or ureter, consider:
• pelvic MRI before operative laparoscopy
• 3 month course of GnRHa before surgery.
Consider hormonal treatment after
laparoscopic excision or ablation.

Care

Referral

Consider referral to a gynaecology, paediatric & adolescent gynaecology, or
specialist endometriosis service (endometriosis centre) if:
• a trial of paracetamol or NSAID (alone or in combination) does not provide
adequate pain relief
• initial hormonal treatment for endometriosis is not effective, not tolerated or is
contraindicated.

Diagnosis

First presentation

Suspect endometriosis (including in young women aged 17 and under) with 1 or more of:
• chronic pelvic pain
• period-related pain (dysmenorrhoea) affecting daily activities and quality of life
• deep pain during or after sexual intercourse
• period-related or cyclical gastrointestinal symptoms, in particular, painful bowel movements
• period-related or cyclical urinary symptoms, in particular, blood in the urine or pain passing urine
• infertility in association with 1 or more of the above.

If hysterectomy is indicated:
• excise all visible endometriotic lesions at
the time of hysterectomy
• discuss with the woman what a
hysterectomy is, its risks & benefits,
related treatments and likely outcome.

tim@gynae.uk
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First presentation

Suspect endometriosis (including in young women aged 17 and under) with 1 or more of:
• chronic pelvic pain
• period-related pain (dysmenorrhoea) affecting daily activities and quality of life
• deep pain during or after sexual intercourse
• period-related or cyclical gastrointestinal symptoms, in particular, painful bowel movements
• period-related or cyclical urinary symptoms, in particular, blood in the urine or pain passing urine
• infertility in association with 1 or more of the above.
Assess women’s individual information and support needs
Take into account their circumstances, symptoms, priorities, desire for fertility, aspects of daily living,
work and study, cultural background, and their physical, psychosexual and emotional needs.
Also:
• discuss keeping a pain and symptom diary
• offer an abdominal and pelvic examination to identify abdominal masses and pelvic signs
• consider an ultrasound scan (see page 2).

anagement

Be aware that endometriosis can be a long-term condition and can
have a significant physical, sexual, psychological and social impact.
Women may have complex needs and may require long-term support.

Offer initial management with:
• a short trial (for example, 3 months) of
paracetamol or a non-steroidal antiwww.gynae.uk
inflammatory drug (NSAID) alone or in
combination
• hormonal treatment (combined

If fertility is a priority, the management of
endometriosis-related subfertility should have
multidisciplinary team involvement
with input
tim@gynae.uk
from a fertility specialist. This should include
recommended diagnostic fertility tests or
preoperative tests and other recommended

Firs

Also:
• discuss keeping a pain and symptom diary
• offer an abdominal and pelvic examination to identify abdominal masses and pelvic signs
• consider an ultrasound scan (see page 2).

Initial management

Be aware that endometriosis can be a long-term condition and can
have a significant physical, sexual, psychological and social impact.
Women may have complex needs and may require long-term support.

Offer initial management with:
• a short trial (for example, 3 months) of
paracetamol or a non-steroidal antiinflammatory drug (NSAID) alone or in
combination
• hormonal treatment (combined
contraceptive pill or a progestogen)
• refer to the NICE guideline on neuropathic
pain for treatment with neuromodulators.

If fertility is a priority, the management of
endometriosis-related subfertility should have
multidisciplinary team involvement with input
from a fertility specialist. This should include
recommended diagnostic fertility tests or
preoperative tests and other recommended
fertility treatments such as assisted
reproduction.
Also see Fertility is a priority on page 2.

Referral

Consider referral to a gynaecology, paediatric & adolescent gynaecology, or
specialist endometriosis service (endometriosis centre) if:
• a trial of paracetamol or NSAID (alone or in combination) does not provide
adequate pain relief
• initial hormonal treatment for endometriosis is not effective, not tolerated or is
contraindicated.

Consider referral to a
gynaecology service:
• for severe, persistent or
recurrent symptoms of
endometriosis
• for pelvic signs of
endometriosis, or
• if initial management is not
effective, not tolerated or
is contraindicated.

Refer women to a specialist
endometriosis service
(endometriosis centre) if they
have suspected or confirmed
deep endometriosis involving
the bowel, bladder or ureter.

www.gynae.uk
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Consider referring young
women (aged 17 and under)
to a paediatric & adolescent
gynaecology service,
gynaecology service or
specialist endometriosis
service (endometriosis
centre), depending on local
service provision.

Endometriosis:
NG73
diagnosis and management
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Do not use pelvic MRI or CA-125 to diagnose endometriosis.
Consider transvaginal ultrasound:
• to investigate suspected endometriosis even if pelvic and/or abdominal examinations are normal
• for endometriomas and deep endometriosis involving the bowel, bladder or ureter.
Consider a transabdominal ultrasound scan of the pelvis if a transvaginal scan is not appropriate.

Consider referral for assessment & investigation if clinical suspicion remains or symptoms persist.
Consider laparoscopy to diagnose endometriosis, even if the ultrasound was normal.
Discuss surgical management options with women with suspected/confirmed endometriosis:
• what laparoscopy involves, and that it may include surgical treatment (with prior patient consent)
• how laparoscopic surgery could affect endometriosis symptoms
• the possible benefits and risks of laparoscopic surgery
• the possible need for further surgery, including the possible need for further planned surgery for
deep endometriosis involving the bowel, bladder or ureter.

Diagnosis

Do not exclude the possibility of endometriosis if the abdominal and/or pelvic examinations or
ultrasound or MRI are normal.

During diagnostic laparoscopy, a gynaecologist with training and skills in laparoscopic surgery for
endometriosis should perform a systematic inspection of the pelvis.
If a full systematic laparoscopy is performed and is normal, explain to the woman that she does not
have endometriosis and offer alternative management.
If fertility is a priority
www.gynae.uk
Offer excision or ablation plus adhesiolysis to
women with endometriosis not involving
bowel, bladder or ureter.

If fertility is not currently a priority
tim@gynae.uk
During diagnostic laparoscopy consider
laparoscopic treatment of (if present):
• peritoneal endometriosis not involving the

During diagnostic laparoscopy, a gynaecologist with training and skills in laparoscopic surgery for
endometriosis should perform a systematic inspection of the pelvis.
If a full systematic laparoscopy is performed and is normal, explain to the woman that she does not
have endometriosis and offer alternative management.
If fertility is a priority

If fertility is not currently a priority

Offer excision or ablation plus adhesiolysis to
women with endometriosis not involving
bowel, bladder or ureter.

During diagnostic laparoscopy consider
laparoscopic treatment of (if present):
• peritoneal endometriosis not involving the
bowel, bladder or ureter
• uncomplicated ovarian endometriomas.

Offer laparoscopic ovarian cystectomy to
women with endometriomas.

Do not offer hormonal treatment to women
with endometriosis who want to conceive.
Consider outpatient follow-up for:
• deep endometriosis involving the bowel,
bladder or ureter, or
• 1 or more endometrioma larger than 3 cm.
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Endometriosis:
NG73
diagnosis and management
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For deep endometriosis involving the bowel,
bladder or ureter, consider:
• pelvic MRI before operative laparoscopy
• 3 month course of GnRHa before surgery.
Consider hormonal treatment after
laparoscopic excision or ablation.

Care

Discuss the benefits and risks of laparoscopic
surgery for deep endometriosis involving the
bowel, bladder or ureter. This may include:
• effect on the chance of future pregnancy
• the possible impact on ovarian reserve
• the effect of complications on fertility
• alternatives to surgery
• other fertility factors.

Consider excision rather than ablation to
treat endometriomas.

If hysterectomy is indicated:
• excise all visible endometriotic lesions at
the time of hysterectomy
• discuss with the woman what a
hysterectomy is, its risks & benefits,
related treatments and likely outcome.

tim@gynae.uk
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Fig 1 Flow diagram showing the possible “treatment journey” (and timelines) for a woman
who presents to primary care with chronic pelvic pain (adapted from guidance from the Royal
College of Obstetricians and Gynaecologists).

Andrew W Horne et al. BMJ 2017;358:bmj.j3520
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Initial management of
endometriosis
• If endometriosis is suspected after a thorough history
and examination, and an initial trial with
paracetamol or NSAIDs (or both), and
management with hormonal treatment is
ineffective or not tolerated, primary health care
doctors could consider a referral to a gynaecology,
paediatric and adolescent gynaecology, or
specialist endometriosis service
• In women for whom fertility is a priority, consider
managing endometriosis related subfertility in a
multidisciplinary team with input from a fertility
specialist
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When to refer
• If simple pain relief does not provide adequate
symptom control
• If hormonal treatment is not effective, not tolerated
or contraindicated
• If fertility is a priority
• For severe, persistent or recurrent symptoms
• If there are symptoms consistent with deep
endometriosis
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Imaging
• Consider transvaginal ultrasound
o To investigate suspected endometriosis even if the pelvic and abdominal
examination is normal
o To identify endometriomas and deep endometriosis involving the bowel,
bladder, or ureter

• Do not use pelvic MRI as the primary investigation to
diagnose endometriosis in women with symptoms or
signs suggestive of endometriosis
• Consider pelvic MRI to assess the extent of deep
endometriosis involving the bowel, bladder or ureter

www.gynae.uk

tim@gynae.uk

Blood tests: cancer
antigen 125 (CA-125)
• Do not use serum CA-125 to diagnose endometriosis
• If a coincidentally reported CA-125 level is
available, be aware that:
o A raised serum CA-125 titre (>35 IU/ml) may be consistent with having
endometriosis
o Endometriosis may be present despite a normal serum CA-125 level
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Management
Pain relief

Diet

Surgery
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Lifestyle

Hormonal
medication
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Management – Analgesia
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Management - Hormonal

• Endometriosis is a disease that affects women of
reproductive age, strongly associated with cyclical
ovarian activity
• Hormonal suppression to achieve amenorrhea is a key
approach to managing symptoms
• Armamentarium includes combined oral ontraceptives
(COCPs), progesterogens, anti-progestogens,
gonadotrophin-releasing hormone (GnRH) agonists and
aromatase inhibitors
• Empirical treatment with analgesia and / or hormones is
appropriate prior to a diagnosis of endometriosis is
confirmed
• Most hormonal treatment is ‘off license’
• Response to hormonal treatment does not predict
presence or absence of endometriosis
www.gynae.uk
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Combined oral
contraception
• Combined pills are effective for managing
endometriosis symptoms, with the added
advantage of cycle control and contraception
• Continuous treatment may improve symptoms but
increased chance of side effects (14%)
• Limited data for selective estrogen receptor
modulators (Tamoxifen) and selective progesterone
receptor modulators (Esmya)
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Progestogens
• Due to the observed improvement of endometriosis
in pregnancy, progestogens have been used to
manage symptoms since 1990
• Medroxyprogesterone actetate (‘Provera’) 100mg
daily has a significant effect on all symptoms, but is
associated with acne and oedema
• Progesterone only pills, such as Cerazette inhibit
ovulation, therefore preventing a peak in estrogen
levels – similar to the COCP but with less adverse
effects
• Depo injection and implant also effective
www.gynae.uk
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LNG-IUS
• ‘Mirena device’ releases 20 microgams per day of
levonorgestrel to the uterine cavity
• Strong local activity renders endometrium atrophic
and inactive, usually without suppressing ovulation
• Evidence suggests Mirena is as effective as GnRH
agonists, with a significantly improved side effect
profile
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GnRH agonists
• GnRH agonists deplete pituitary endogenous
gonadrotrophins and inhibit synthesis
o Hypoestrogenic state
o Interrupt menstrual cycle
o Endometrial atrophy and amenorrhea

• Not as effective as Mirena, considering side effects
• Hypoestrogenic (‘Menopausal’) side effects are
reversible, and amelioriated with ‘add back’ HRT
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Small Print
• Danazol and gestrinone are anti-progesterones with
significant virilising side effects
• Aromatase Inhibitors
o Controversial evidence for increased expression of aromatase P450 in
endometriotic tissue

• Letrozole and anastrozole are reversible AIs and
compete with androgens for aromatase binding
sites
• Significant side effects including vaginal dryness,
hot flushes and decreased bone mineral density
• Use discouraged except when all other options fail
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Surgical practice

• Nothing new!
• See and treat reinforced

• Consider 3 months of GnRH agonists prior to surgery
for deep endometriosis
• Consider hormonal treatment after laparoscopic
excision of endometriosis
• If hysterectomy is indicated excise all visible lesions
at the time of hysterectomy
• Perform hysterectomy laparoscopically when
combined with surgical treatment of endometriosis
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Laparoscopic Treatment
• ‘See and Treat’ approach – treatment is ideally
performed at time of diagnostic laparoscopy
• If unexpected, severe disease is encountered,
further counselling is needed prior to treatment
• Significant ‘placebo effect’ with treatment of mild/
moderate endometriosis
• Individualised decisions including desire for fertility
and likelihood of severe disease
• What does ‘better’ look like for the woman?
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Laparoscopic Surgery
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Endometriomas
• Laparoscopic excision of ovarian endometriomas
>3cm is superior to drainage and diathermy
o Reduced dysmenorrhea, dyspareunia, non menstrual pain and
subsequent surgery

• Concerns exist regarding destruction and resection
of ovarian tissue compromising future fertility
o Ovarian failure of 2.4% followng bilateral endometrioma resection

• Endometriomas are associated with DIE therefore
treatment should be in a specialist centre
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Deep Inﬁltrating
Endometriosis
• Endometriotic nodules may involve
Uterosacral ligaments, pelvic side walls, rectovaginal septum, vagina, bowel,
bladder or ureter

• Bowel endometriosis generally affects rectosigmoid
colon, leading to cramping, diarrhoea and
dyschezia
• Severe disease may be asymptomatic
• Medical treatment is often ineffective
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Deep Inﬁltrating
Endometriosis
• Surgical management of deep endometriosis is complex
and challenging
• Strategies include superficial shaving, discoid resection
or segmental resection of the involved segments
• Most studies report improved sustained quality of life
outcomes following treatment of rectovaginal
endometriosis – although the recurrence rate is up to
25%
• Bladder endometriosis is treated with excision of the
lesion followed by primary closure
• Ureteric disease can be excised following stenting of the
ureters, or by segmental excision
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Hysterectomy

• Pelvic clearance is usually reserved for women who
have
o Completed their family
o Debilitating symptoms attributed to endometriosis
o Failed to improve using conservative management

• Success attributed to disease debulking, and
surgical menopause causing endometrial tissue
atrophy
• Ovarian conservation is associated with recurrent
pain and an 8 fold risk of re-operation
• Hysterectomy can also treat idiopathic
dysmenorrhea and adenomyosis
• 6 months Tibolone followed by Oestrogen only HRT
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Complementary
treatments
• All surgical and hormonal treatments can have
adverse effects and complications
• Chinese herbal medicine has been used to treat
endometriosis in China for many years
• Some studies suggest improved dysmenorrhea rates
(up to 92%) following auricular acupuncture and
Chinese herbal medicine
• Transcutaneous electrical nerve stimulation may
have some effect but evidence is limited
• Further studies are required to assess
complementary therapies
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Nutritional therapy
• Dysmenorrhea can be improved by increasing
consumption of Omega-3 fish oil, Vitamin B12 and
vegetables, while reducing animal fats
• One study shows that intake of fruit and green
vegetables reduces risk of endometriosis, whereas
red meat seems to increase the risk.
• No specific diet is recommended, but high dose
vitamin C and E therapy has been associated with
improved pain symptoms
• An inverse relationship between BMI and
endometriosis has been proposed
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Pain management
• A close link with a pain management specialist is
essential
• Symptoms may persist despite analgesia, hormonal
or surgical treatment
• Symptoms may persist without a clear diagnosis
• Referral to a pain management service may be
beneficial to consider alternative options –
gabapentin, pregabalin, amitryptylline
• At Derriford, women with deep infiltrating
endometriosis are offered an appointment with a
pain specialist
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Support groups
• Endometriosis symptoms can contribute to a
negative self image
• Mood and anxiety disorders, alexythymia and
obsessive compulsive symptoms are more common
amongst women with endometriosis
• Some women may benefit from working with
counsellors and psychologists to develop strategies
to manage the symptoms
• Several support groups exist
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Where next? Research
questions
• What information and support interventions are
effective to help women with endometriosis deal
with their symptoms and improve their quality of
life?
• Are specialist lifestyle interventions (diet and
exercise) effective for women with endometriosis?
• Are pain management programmes a clinically and
cost effective intervention for women with
endometriosis?
• Is laparoscopic treatment of peritoneal disease in
isolation effective for managing endometriosis
related pain?
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Conculsions

• Clinical presentation of endometriosis is variable
• Empirical treatment can be commenced in primary
care
• Referral should occur if empirical treatment fails, if
there are signs of deep disease or if fertility is a
priority
• Women should be referred to a dedicated
endometriosis service
• Disease should be treated at initial laparoscopy,
with repeat laparoscopy reserved for severe
disease
• A multidisciplinary approach is essential
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Any Questions?

More Information

• www.gynae.uk - my website
• www.endometriosis-uk.org
• https://www.nice.org.uk/guidance/ng73/
informationforpublic
• https://www.nhs.uk/conditions/endometriosis/
• https://www.rcog.org.uk/globalassets/documents/
patients/patient-information-leaflets/gynaecology/piendometriosis.pdf
•
•
•
•

Contact details:
NHS: tim.hookway@nhs.net
Private: tim@gynae.uk, appointments@gynae.uk
07377 670149
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Thank you for listening

Appointments: 07377 670149
appointments@gynae.uk
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