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ENDOMETRIOSIS

What is endometriosis?

‘Endometriosis’ occurs when endometrial cells grow outside
of the uterus (the 'womb).

Endometriosis is common affecting around 1in 10 women.
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month, these cells grow under the
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understood. There are various theories
but it is clear that endometriosis is
hormonally dependent on oestrogen for
ongoing growth.

What are the symptoms?

Endometriosis can be asymptomatic (meaning no symptoms) or
mMay cause issues with pelvic pain or infertility. Symptoms vary
greatly and do not always correlate with disease severity.

Common symptoms include;
o Painful periods or pain with intercourse
o Difficulty conceiving (sub-fertility or infertility)

How is it diagnosed?

Endometriosis may be suspected based off your symptoms and examination findings.
Unfortunately there is no imaging that can reliably detect endometriosis.
If you think you may have endometriosis you should see your doctor today.

Laparoscopic (‘key hole’) surgery is the only way to confirm endometriosis by directly
visualising the disease and taking biopsies. Surgery can be both diagnostic and
therapeutic. However, without medical treatment endometriosis can and likely will reoccur
following surgery (often within only 2 years!)
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Pelvic pain affects 1 in 5 women at some stage in their life.
Yet it's a condition that is rarely discussed and often undertreated.



Endometriosis is a chronic recurring condition.
eeeeseee [reatments are not curative. Rather the goal is to manage symptoms, SUPPress eeeeeeee
disease and prevent recurrence.

What are the treatment options?

Treatment advice and options are specific to the patient and their specific
symptoms.
e Some women are asymptomatic and do not require any treatment.
e Others have significant symptoms and there are many treatment options
available to improve their quality of life!

Pain Relief:
e Many different therapies are available for managing pelvic pain.
e Anti-inflamnmatories such as lbuprofen are commonly used.
o These work by blocking the inflammatory pathways caused by
endometriosis!
e Please discuss pain relief options with your doctor and try to avoid addictive
medications such as opioids.

Hormonal medications:

Hormonal medications are designed to either;
e Suppress ovarian oestrogen production (as oestrogen promotes the growth of endometrial cells)
e AND/ OR contain progestins (as progestins shrink and break down endometrial cells)

Hormonal options include;
e The combined oral contraceptive pill
e Progesterone only treatments (such as the Mirena IUD)
¢ GnRH (gonadotropin releasing hormone) agonists
© Strong medications that induce a menopause-like state. Usually used only for up to 6 months
o Add-back therapy (e.g. Tibolone) is used to avoid the unwanted symptoms of menopause!

Surgery:
Laparoscopy can be both diagnostic and therapeutic for endometriosis.
The extent of surgery (and the risks) will be dependent on the severity of your disease.

Surgery for endometriosis usually involves;
e Keyhole surgery - two to four 2-5mm laparoscopic port sites.
e Exploring your pelvis to look for and diagnose endometriosis
o And to exclude other causes of your symptoms
e |IF endometriosis is present (ond it is safe to do so):
o The surgeon will burn or excise the areas of endometriosis.
e In most cases, you will go home the same day of your surgery.

e |tis important to understand that surgical treatment of
endometriosis is not curative.

e Without additional treatment, recurrent rates are high!

e Post-surgery hormonal treatment (the pill, Mirena or
GNRH agonists) are advised to suppress disease and
prevent recurrence!

e Repeat surgeries are not always beneficial and carry the
risks of scarring and worsening pelvic pain.




Natural and Complimentary Therapies

Unfortunately there is limited evidence for the benefit of any
complimentary therapies.

Some women may find symptomatic relief with treatments such as;
e Acupuncture, transcutaneous electrical nerve stimulation (TENS),
homeopathy, reflexology and herbal treatments.

You should always consult with your doctor prior to starting any
complimentary or natural therapies to ensure it is safe to do so.

Endometriosis and Infertility

It is estimated that up to 50% of women presenting with impaired
fertility have endometriosis.

Endometriosis can affect fertility rates through a number of ways:
e By creating a pro-inflasnmatory environment that is hostile to egg development, ovulation,
fertilisation and embryo implantation.
e Anatomical distortion leading to blocked tubes or trapped ovaries.
e Endometriomas (ovarian cysts) that reduce your ovarian reserve or egg count.

At least half of women with endometriosis will have some difficulty with fertility. Thankfully, treatment
of endometriosis significantly improves pregnancy rates with both spontaneous conception, and
assisted reproduction (e.g. ovulation induction or IVF).

If you have endometriosis and are struggling to conceive, it is advised that you seek a fertility
specialist for ongoing counselling and management.

For more information and support:

See your local healthcare provider or visit one of the following websites.

Endometriosis and Infertility
https:/ [www fertilitynz.org.nz/files/ 4314/8520/ 6268/ 0117 _Endometriosis _web.pdf

Endometriosis Australia:
https:/ /www.endometriosisaustralia.org/

COASTAL IVF

Jean Hailes for Women's Health (Endometriosis): AANA
https:/ /www.jeanhailes.org.au/health-a-z/endometriosis AN

Health Direct Australia (Endometriosis): COASTAL O&G
https:/ /www.healthdirect.gov.au/endometriosis



https://www.fertilitynz.org.nz/files/4314/8520/6268/0117_Endometriosis_web.pdf
https://www.endometriosisaustralia.org/
https://www.jeanhailes.org.au/health-a-z/endometriosis
https://www.healthdirect.gov.au/endometriosis
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