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Endometriosis is greatly underdiagnosed in
women, particularly because of its variable clinical
manifestations that may mimic other conditions.
Management is multidisciplinary and aimed at
alleviating pain, increasing fertility and improving
quality of life.

ndometriosis affects one in seven women in Australia but
remains a significantly under-recognised cause of pelvic
pain.! For the purposes of this article, the term ‘women’
includes those assigned female at birth. Often shrouded
in diagnostic delays and misunderstood symptoms, endometriosis
not only challenges the affected individuals but also tests the
resilience and co-ordination of our healthcare system. As primary
care providers, GPs are at the frontline of early detection, playing
a pivotal role in initiating a comprehensive, multidisciplinary
approach that can significantly improve long-term outcomes.
The challenges in recognising and diagnosing endometriosis
are demonstrated by the average delay of five or more years between
seeking medical care and receiving a diagnosis.” For those with
endometriosis, the consequences can be far reaching, with impacts
on physical and sexual function, education and work, and mental
and emotional wellbeing leading to a reduced quality of life.’
Around half of all women presenting with persistent pelvic
pain will have endometriosis, making it the most common cause
of this presentation.* The initial approach of validation, investi-
gation and early treatment of pain is important for these overlap-
ping conditions; however, the management of persistent pelvic
pain is beyond the scope of this article. This article provides an
overview of the diagnosis and management of endometriosis.
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KEY POINTS

« Endometriosis may be present in adolescents from the
time of menarche and, rarely, can persist after menopause.
o Early detection and referral to a gynaecologist reduces the
time to diagnosis. A high-quality ultrasound can facilitate
accurate diagnosis and surgical planning.
Validation of the patient’s pain and goal setting should be
initiated early. Management of endometriosis in a
multidisciplinary care setting can improve the patient’s
quality of life.
Empirical medical management is appropriate even if
ultrasound findings are normal and should include shared
decision-making with the patient.
* Pregnancy should not be advised for the primary purpose
of treating endometriosis.
Laparoscopy should no longer be considered the gold
standard for diagnosing deep infiltrating endometriosis if
specialised ultrasound scans and MRI are available but
should be considered if imaging results are negative or
empirical treatment is ineffective or inappropriate.

Aetiology of endometriosis

Endometriosis is a chronic inflammatory disease characterised
by the presence of endometrium-like tissue outside the uterus.’
Although the lesions are more commonly found on the ovaries,
fallopian tubes, uterosacral ligaments and pelvic peritoneum,
endometriosis can also affect the bowel (5-25%), bladder and
ureters (1-5%), or the diaphragm (<2%).°® Endometriotic lesions
can be superficial or can invade the underlying organs or
structures as deep infiltrating endometriosis.

Although its precise aetiology remains uncertain, current
evidence suggests a multifactorial origin. This includes the trans-
portation of endometrial tissue outside the uterine cavity, likely
through retrograde menstruation, combined with a genetic
predisposition and altered immune responses that allow the tissue
to persist. As the endometrial lining sheds during menstruation,
so too does the ectopic tissue, triggering pain, inflammation and
the formation of adhesions. Over time, these processes can lead
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ENDOMETRIOSIS continued I

1. SYMPTOMS OF ENDOMETRIOSIS

¢ Pelvic pain

* Dysmenorrhoea

* Heavy menstrual bleeding
¢ |nfertility

* Dyspareunia

¢ Postcoital bleeding

¢ Abdominal pain

Urinary symptoms

¢ Dyschezia

Painful rectal bleeding

.

Painful haematuria

e Fatigue

to structural abnormalities, invasion into
adjacent organs and remodelling of pain
pathways, often resulting in persistent
pelvic pain.’

Who is affected by
endometriosis?
One in seven women have endometriosis.
As endometriotic tissue is oestrogen
dependent, it primarily affects women
during the reproductive years. Symptoms
can begin as early as menarche and, rarely,
can persist after menopause.
Endometriosis can affect any woman,
but some risk factors have been established.
These include a family history of endome-
triosis, early menarche (before the age
of 11-13 years), short menstrual cycles
(<27 days) and heavy menstrual bleed-
ing "' Conditions that obstruct menstrual
bleeding, such as cervical stenosis or
Miillerian anomalies, are also associated
with an increased risk of endometriosis,
possibly because of retrograde menstrua-
tion seeding endometrial tissue.” Nullipar-
ity is associated with an increased risk
of endometriosis, whereas multiparity
appears to be protective.’?

Clinical presentation

Symptoms of endometriosis can be diverse
and can frequently be misunderstood
or confused for other conditions. The
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2. SYMPTOMS OF EXTRAPELVIC
ENDOMETRIOSIS

¢ Shoulder tip pain

¢ Catamenial pneumothorax

¢ Cyclical cough, haemoptysis or
chest pain

¢ Cyclical scar swelling and pain

3. CONDITIONS ASSOCIATED WITH
ENDOMETRIOSIS

* History of an ovarian cyst

* History of irritable bowel syndrome

¢ History of pelvic inflammatory
disease

» History of fibrocystic breast disease

most common symptoms of pelvic and
extra pelvic endometriosis are summarised
in Box 1 and Box 2. These symptoms
may be cyclical or noncyclical. The chance
of having endometriosis increases
with an increasing number of symptoms
reported.”

Endometriosis should be suspected in
people who have dysmenorrhoea that:

« does not respond to simple analgesia
o issevere

o affects daily activities

o isassociated with other symptoms

listed in Box 1 and Box 2.

Around 50% of women presenting with
infertility will have endometriosis.”* The
condition is more likely to present in
women who see their GP more frequently
and is associated with a number of other
conditions, as listed in Box 3."

Examination findings

Clinical examination is an important
initial step in assessing women with sus-
pected endometriosis, although normal
examination findings do not exclude the
diagnosis. Where appropriate, abdomino-
pelvic and speculum examinations should
be considered.

Bimanual examination may reveal an
immobile uterus, adnexal tenderness or
masses (endometriomas). Speculum exam-
ination may reveal vaginal or cervical
endometriosis nodules, and can provide a
chance for opportunistic investigations,
such as cervical screening and testing for
sexually transmitted infections. For deep
endometriosis, vaginal examination can
facilitate the detection of infiltration or
nodules of the vagina, uterosacral liga-
ments, or pouch of Douglas. Concurrent
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pelvic floor dysfunction, vaginismus and
vulvodynia are common in women pre-
senting with pelvic pain and may make
these examinations inappropriate or
impossible. If endometriosis is suspected
based on history, further investigation
with imaging is recommended, even if
clinical examination is normal or not
possible.

Diagnosis of endometriosis

There are no biomarkers that show suffi-
cient sensitivity or specificity to warrant
use in a clinical setting and should, there-
fore, not be used in the diagnostic workup
of endometriosis.’

Imaging modalities

Ultrasound

Ultrasound is a useful noninvasive tool
when assessing women with suspected
disease and should be the first-line imag-
ing investigation. Although only 65% of
cases are detected using ultrasound, it is
more sensitive for diagnosing cysts of
endometriosis within the ovaries (endo-
metriomas) (93%) and deep infiltrating
endometriosis (79%)."” Despite advances
in ultrasound detection of endometriosis,
a negative ultrasound result does not
exclude the disease.

The quality of the ultrasound is
important when assessing these patients,
as an ultrasound performed by a skilled
provider will improve diagnostic accu-
racy and assist surgical planning and
resource allocation (e.g. allocating an
appropriately trained surgeon and ade-
quate time for complex surgery). Further-
more, having a high-quality ultrasound
prior to a specialist appointment prevents



diagnostic and treatment delays, as many
clinicians and departments will require
adetailed ultrasound scan prior to plan-
ning surgery for a patient with suspected
endometriosis.

A ‘high-quality’ pelvic ultrasound for
the investigation of endometriosis is ide-
ally a transvaginal scan that goes beyond
basic assessment of the uterus and ovaries.
Such a scan includes an assessment of:

« ovarian mobility and tenderness

« adhesions or obliteration of the
pouch of Douglas

o nodules on the uterosacral ligaments,
bladder and ureters

o the mobility of pelvic organs.

Features of adenomyosis may be sug-
gestive of coexisting endometriosis and are
associated with severe disease. One study
found that42% of women with adenomyosis
at the time of hysterectomy also had
endometriosis, and another found that 41%
of women with stage IV endometriosis had
ultrasound features of adenomyosis.**®
Practitioners with a Certificate in Obstetric
and Gynaecology Ultrasound or a Diploma
of Diagnostic Ultrasound Obstetrics and
Gynaecology are preferred providers for
these ultrasounds if they are available.

Ultrasound can also be used to monitor
the progression of stage 3 and 4 disease
by measuring the number of endometrial
nodules and size of endometriomas."” For
adolescents or women in whom a trans-
vaginal ultrasound may not be appropri-
ate, a transabdominal ultrasound can
provide additional information and be
useful to exclude alternative diagnoses.?
Some guidelines also recommend MRI
in these women.’

MRI

In Australia, MRI is not recommended
as the primary investigation to diagnose
endometriosis, except for women in
whom an ultrasound may not be appro-
priate.”® Its use lies primarily in surgical
planning of deep infiltrating disease, and
itis only covered by the Medicare Benefits
Schedule when ordered by a specialist for
this indication. MRI has been shown to

be sensitive at detecting deep endometri-
osis and can help to assess the depth of
involvement of the bowel, ureters and
bladder. Endometriosis guidelines
recommend that MRI findings be inter-
preted by specialists in gynaecological
imaging.>***!

Diagnostic laparoscopy

Normal ultrasound or MRI findings do
not exclude the diagnosis of endometrio-
sis. Superficial peritoneal disease is usually
not visible using these imaging modalities.
In women with symptoms suggestive of
endometriosis, empirical treatment is still
recommended. If this is unsuccessful or
not suitable, referral to a gynaecologist is
recommended, and laparoscopy may be
considered.>*

Staging of endometriosis
Endometriosis staging is usually classified
into four stages based on the extent and
location of the disease; however, staging
is more useful for anticipating surgical
complexity and does not necessarily cor-
relate well with the severity of symptoms.*
There is no single universally accepted
staging system, but the revised American
Society of Reproductive Medicine and,
more recently, the American Association
of Gynecologic Laparoscopists classifica-
tion systems are the most widely accepted.
Each of these uses a points-based system
following laparoscopic assessment of
endometriotic lesions. The stages are
broadly summarised in Box 4.7

Cancer risk and surveillance
Endometriosis may be associated with a
small increased risk of ovarian (relative
risk [RR], 1.93), breast (RR, 1.04) and thy-
roid (RR, 1.39) cancers, although the data
are inconclusive and the overall risk of
cancer remains low.> The risk of cervical
cancer appears to be reduced in these
patients (RR, 0.68).” Patients should be
reassured that they are not at an increased
risk of developing cancer overall. Increased
cancer surveillance is not recommended
in patients with endometriosis.”
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4. ENDOMETRIOSIS STAGING

Stage 1
* Minimal disease

* Small, superficial peritoneal lesions

Stage 2
* Mild disease

e Larger or more widespread lesions

Stage 3
* Moderate disease

¢ Larger and deeper lesions that may
invade underlying structures

¢ Small ovarian endometrioma(s)

¢ Filmy adhesions

Stage 4
¢ Severe disease

* Many lesions with infiltration into
underlying structures

e Large ovarian endometrioma(s)

¢ Dense adhesions

Management of endometriosis
Nonhormonal analgesia

NSAIDs alone or in combination with
paracetamol are a reasonable first-line
approach to endometriosis-associated
pain.”** NSAIDs may work by reducing
inflammation and prostaglandin-mediated
pain in endometriosis.? These can be used
alone or in combination with hormonal
therapy.

Hormonal therapy

Hormonal treatments aim to reduce pain
by suppressing ovarian function and
inhibiting the proliferation of endome-
trial tissue.” Combined oral contraceptive
pills, progestogen-only pills, implants,
depotinjections and intrauterine devices
have all been shown to be effective in
managing endometriosis-associated
pain, with some being PBS listed as well
(Table).>* Hormone therapy is recom-
mended to reduce pain in people with
suspected or confirmed endometriosis
who are not seeking fertility. There is no
evidence that one hormonal therapy or
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ENDOMETRIOSIS continued I

TABLE. HORMONAL THERAPIES FOR ENDOMETRIOSIS
Hormone Route of Dosage PBS listing for Contraceptive?
administration endometriosis?
Combined oral Any oestrogen and Oral, cyclical or 1 tablet, daily No; used off label | Yes
contraceptive progestogen continuous
combination
Vaginal ring 3 weeks with ring, 1 week break | No; used off label | Yes
Progestin-only Dienogest Oral 2 mg daily Yes No
drugs
Drospirenone Oral 4 mg daily No; used off label | Yes
Etonogestrel Subdermal 68 mg, 3-yearly replacement No; used off label | Yes
Levonorgestrel Intrauterine 52 mg, 8-yearly replacement No; used off label | Yes
Medroxyprogesterone Oral 10 mg, three times daily Yes No
Intramuscular 150 mg, 3-monthly No; used off label | Yes
Norethisterone Oral 5-10 mg daily, twice daily Yes Yes
GnRH agonist Goserelin Subcutaneous 3.6 mg injection, monthly Yes* No
GnRH analogue Nafarelin Intranasal 200 mcg, twice daily Yes* No
GnRH antagonist | Relugolix 40 mg + Oral 1 tablet, daily Yes* Yest
estradiol 1 mg +
norethisterone acetate
0.5 mg
Abbreviation: GnRH = gonadotropin-releasing hormone.
* Condition must be visually proven by ultrasound or surgery.
T When taken consistently for at least one month.

oral progestogen is more efficacious than
another, and side effects vary consider-
ably between patients.>***” Hormonal
management should be a shared decision-
making process with the patient, and
arriving at the optimal therapy often
requires a trial-and-error approach to
optimise symptom control and the side
effect profile.

For people with dysmenorrhoea, con-
tinuous use of combined oral contra-
ceptives is more effective than cyclical
use.” Second-line treatments, such as
gonadotropin-releasing hormone ago-
nists and antagonists, work by inducing
ahypo-oestrogenic state to shrink endo-
metriotic lesions.?® Add-back hormone
replacement therapy is important to
offset the menopausal symptoms and
reduced bone mineral density caused by
severe hypo-oestrogenism and does not
reduce the efficacy of treatment.” Evi-
dence is limited regarding the dosing
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and duration of treatment and monitor-
ing of bone mineral density. Bone min-
eral density monitoring is recommended
at baseline and after one year of treat-
ment with relugolix combination therapy,
and treatment is currently limited to
two years.

Surgery

Surgery may be indicated when medical
management fails or is inappropriate, or
in shared decision-making regarding
goals of care. Minimally invasive (lapa-
roscopic or robotic) surgery to remove
endometriosis lesions, excise endometri-
omas and remove adhesions aims to
improve pain by removing the source of
inflammation, and to restore normal
anatomy. Surgery has been shown to alle-
viate pain and improve the quality oflife
in people with endometriosis and improve
fertility outcomes for those with infertility
and stage 1 or 2 disease.>**!

JUNE 2025, VOLUME 26, NUMBER 6
Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2025. https://medicinetoday.com.au/mt/2025/june

In patients with deep infiltrating endo-
metriosis where other organs such as the
bowel or ureter are involved, referral to
a gynaecologist with advanced training
in endometriosis surgery is beneficial.
Such patients may require surgical inter-
vention with a trained gynaecologist and
a colorectal surgeon, urologist or thoracic
surgeon with experience in endometrio-
sis. Postoperative hormonal medical
therapies can prolong the time to pain
recurrence and can provide secondary
prevention of endometriosis-associated
pain.® A management approach for
patients with suspected endometriosis is
illustrated in the Flowchart.

Nonpharmacological and
multidisciplinary management
Although medical and surgical treatment
can alleviate pain, increase fertility and
improve quality of life for patients with
endometriosis, it is an inherently chronic



MANAGEMENT APPROACH FOR A PATIENT WITH SUSPECTED ENDOMETRIOSIS

Patient presents with suspected endometriosis

v

Consider endometriosis if one or more of the following symptoms and
signs are present:

e Dysmenorrhoea * Bloating

e Deep dyspareunia e Irritable bowel syndrome-type
* Pelvic pain symptoms

e Infertility * Abnormal uterine bleeding

* Dysuria (cyclic)
* Dyschezia (cyclic)
* Menorrhagia

* Fatigue

If infertility is an

Start empirical treatment (validate symptoms, pain

pneumothorax

Cyclic dyspnoea, chest pain,
shoulder tip pain, haemoptysis,

\J

|/

Clinical examination if appropriate and

issue, refer to <« education, analgesia, hormonal therapy, physiotherapy, AND transvaginal ultrasound that reports on the
fertility specialist psychology) with shared decision-making posterior compartment (pouch of Douglas)
If symptoms If no improvement Normal ultrasound Other pelvic Normal or inconclusive Deep
improve, continue after 3-6 months, pathology ultrasound, or infiltrating
treatment with offer alternative transvaginal ultrasound endometriosis,
yearly reviews first-line medical ¢ not appropriate and or known or
treatment T suspected deep suspected
accordingly mﬂltratmg . endometriomas
endometriosis
Treatment ¢
unsuccessful or
not appropriate Refer to gynaecologist
for consideration of
MRI
Refer to gynaecologist
- for multidisciplinary ——l

disease. As such, involvement of a multi-
disciplinary team is essential to provide
holistic care and optimise long-term out-
comes.*” This approach takes into consid-
eration the biopsychosocial influences on
a patient’s experience of pain and aims to
provide individualised, comprehensive
and co-ordinated care by a range of prac-
titioners with knowledge and skills in the
management of endometriosis.”
Multidisciplinary care of endometriosis
as a chronic health condition is important

for management of this disease. Although
an endometriosis centre of excellence with
a multidisciplinary team support would
be ideal, management is not reliant on
these centres, and GPs and gynaecologists
are essential in co-ordinating holistic
care for their patients. Involvement of
nonpharmacological approaches, spe-
cialists, allied health professionals and
complementary and alternative therapies
may be selected depending on the symp-
toms, priorities and goals of the patient.
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management

Features that should prompt a patient’s
referral to a gynaecologist are listed in
Box 5.

Nonpharmacological approaches

Patient education, dietary guidance and
increased physical activity are some non-
pharmacological approaches that may be
considered for patients with endometri-
osis. Accurate and consistent information
about their condition empowers patients
to take control of their care, allows for true
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5. PATIENTS WHO SHOULD BE
CONSIDERED FOR REFERRALTO A
GYNAECOLOGIST

* Patients with known or suspected
endometriomas

¢ Patients with suspected or confirmed
superficial disease who do not respond
to medical therapy or where medical
therapy is intolerable or not appropriate

Patients trying to conceive or with
infertility where endometriosis is
suspected or confirmed

* Patients with unexplained chronic
pelvic pain

shared decision-making and can improve
patient self-efficacy around pain.*?

A dietlow in fermentable oligo-, di- and
monosaccharides and polyols (FODMAP)
and an ‘endometriosis diet’ may improve
pain, fatigue and quality oflife, particularly
for those with irritable bowel syndrome
symptoms and endometriosis. An endo-
metriosis diet involves avoiding foods that
aggravate the patient’s endometriosis symp-
toms, which commonly include red meat,
gluten, cow’s milk, sugars, foods high in
phyto-oestrogens (e.g. soy) and caffeine.**
Many patients find an anti-inflammatory
diet beneficial.

Aside from the general health benefits,
physical exercise for 45 to 60 minutes, three
times a week, has been shown to improve
dysmenorrhoea, although not specifically
in women with endometriosis.*

Specialists and allied health

Pain specialists focus on holistic pain man-
agement and tailor pain management plans,
considering the use of neuromodulators,
such as gabapentin, amitriptyline and dulox-
etine, for chronic pain. They also implement
interventional pain techniques, ketamine
protocols and containment strategies in
opioid management.

Pelvic floor physiotherapists can assist
with goal setting, pain education and man-
agement when pelvic floor dysfunction and
dyspareunia are present. They can provide
education about stretches and at-home
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6. RESOURCES FOR GPS

Pelvic Pain Foundation Australia:
https://www.pelvicpain.org.au/

Queensland Endo (QENDO):
https://www.gendo.org.au/

Endometriosis Australia:
https://endometriosisaustralia.org/

.

EndoActive:
https://endoactive.org.au/

.

Epworth Julia Argyrou Endometriosis
Centre:
https://www.epworth.org.au/our-
services/endometriosis-centre/

Jean Hailes for Women'’s Health:
https://www.jeanhailes.org.au/

exercises that may help relieve pain. They
canalso help provide strategies to manage
bladder and bowel symptoms.
Psychologists implement interventions
such as pain education, cognitive behav-
ioural therapy, mindfulness and soma-
tosensory stimulation, which can improve
pain, depression and anxiety and quality
oflife.”” Pain psychologists can assist those
with persistent pelvic pain. Fertility psy-
chology services may be used for patients
needing or wishing for a hysterectomy as
part of their surgical therapy for endome-
triosis, or those with infertility.
Endometriosis nurse co-ordinators can
provide education, validation and empa-
thy; ascertain care goals; co-ordinate care;
and refer patients to other members of the
multidisciplinary team.*

Complementary and alternative
therapies

Interventions such as the use of heat
packs, transcutaneous electrical nerve
stimulation and acupuncture currently
lack evidence and should not replace
medical and surgical therapy. However,
some patients may find them useful
adjuncts.” The use of Chinese herbal
medicines and supplements for women
with endometriosis is not supported by
evidence and may be associated with
potential side effects.?
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Pregnancy does not always lead to
symptom improvement and is not advised
for the primary purpose of treating
endometriosis.?

Conclusion

Endometriosis is a chronic inflammatory
disease that often presents as a silent strug-
gle, with invisible symptoms yet a profound
impact. A high index of suspicion, early
recognition and prompt initiation of empir-
ical management are crucial to unmasking
this often-misunderstood condition and
reducing the burden of diagnostic delay.
Through a holistic, multidisciplinary and
shared decision-making approach, we can
improve pain, fertility and quality of life in
those affected. Some resources for GPs are
provided in Box 6. MT
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