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1. Analgesics used in the treatment of endometriosis
Endometriosis is defined as the presence of endometrial glandular and stromal tissue
in various locations outside of the uterus (1). Since the definitive diagnosis is made
laparoscopically, the exact prevalence of endometriosis is not known yet. Although it is
thought to affect 5 to 10% of women of reproductive age (2), it has been reported that this
rate can reach up to 70% in women with chronic pelvic pain. (3) The clinical findings of
endometriosis may vary among individuals While some patients are completely
asymptomatic and are unaware of the presence of the disease, clinical symptoms such as
dysmenorrhea, chronic pelvic pain, dyspareunia, dysuria, and dyschezia may be reported by
some others (4, 5).

The most common symptom is cyclic pelvic pain (dysmenorrhea) that starts a few days before and
lasts a day or two after menstruation.

Because of the variable spectrum of symptoms, clinicians should suspect
endometriosis even in the presence of atypical pelvic pain (2). In a large case-control study, it
was seen that 25% of women with endometriosis had dysmenorrhea, 24% urinary tract
symptoms, 16% pelvic pain, 11% pain in sexual intercourse, and 2% dyschezia in the last
three years before their diagnosis and sought medical care for their symptoms (6). In patients
with endometriosis, pelvic pain increased 13-fold, dysmenorrhea 10-fold, pain during sexual
intercourse 7-fold, and dysfunctional complaints 2-fold compared with the normal population
(6).
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Considering the complaints related to the disease mentioned above, it is clear that
endometriosis significantly affects women's quality of life and daily activities (7). Analgesics,
hormonal treatments, or combinations of these treatments can be used in the medical
treatment of symptomatic patients.
In the presence of suspicion of endometriosis in patients with pelvic pain; analgesic,
and hormonal treatments can be recommended before a definitive diagnosis is made by
laparoscopy, an invasive procedure (8). The use of empirical therapy is widespread in
adolescents suffering from dysmenorrhea and pelvic pain. However, before starting empirical
treatments, the cause of pain symptoms should be investigated and other possible diagnoses
should be ruled out.
Non-steroidal anti-inflammatory drugs (NSAIDs) are the most commonly used first-line
treatment in patients with endometriosis due to their limited side effects and easy access (9).
It is believed that increased prostaglandins cause pain in patients with endometriosis.
NSAIDs are analgesics that reduce prostaglandin production and relieve cramps by inhibiting
cyclo-oxygenase (COX) enzymes. COX enzymes are isoenzymes, also known as
prostaglandin-endoperoxide synthase (PTGS), which provide the formation of prostanoids,
such as prostaglandin and thromboxane from arachidonic acid. While the COX-1 enzyme is
found in most cells in the body and is involved in thromboxane synthesis, COX-2 is an
enzyme whose expression increases with inflammation and which takes part in prostacyclin
synthesis. Publications suggest that NSAIDs reduce the severity of pain and have no effect on
ectopic the endometrial tissue (10). Attar et al. stated in their study that naproxen sodium also
reduced endometrial cell proliferation depending on the dose and time (11). In two
randomized controlled studies comparing NSAID and placebo treatment in endometriosis-
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related pain, NSAIDs were reported to be more effective in treatment (9). In a systematic
review investigating NSAIDs' role in treating primary dysmenorrhea, NSAIDs other than
niflumic acid was demonstrated to be effective in relieving pain (level of evidence IA) (12).
In another review, it was concluded that the selective COX-2 inhibitors rofecoxib,
lumiracoxib, and etoricoxib were as effective as naproxen and more effective than the
placebo in the treatment of primary dysmenorrhea (13). However, as concerns arose about the
safety of these drugs, manufacturers withdrew rofecoxib from the market in many countries
(evidence level IB). In a recent Cochrane review, it was shown that NSAIDs provide
effective treatment in primary dysmenorrhea treatment (14). The European Society of Human
Reproduction and Embryology (ESHRE) recommends using NSAIDs and other analgesics in
endometriosis-related pain in the endometriosis management guideline (8). When prescribing
NSAIDs to patients, side effects associated with frequent use, including inhibition of
ovulation, risk of gastric ulcers, and cardiovascular disease should be discussed. In a
systematic review by Zhang et al., it was found that paracetamol was equally effective as
placebo in reducing pain (15). In a study comparing the use of 1000 mg paracetamol three
times a day and ibuprofen or naproxen in pain prevention, no significant difference was
found between all three drugs (13). In a recent randomized controlled study with a smaller
number of patients, paracetamol (acetaminophen) was shown to be superior to placebo in
treating primary dysmenorrhea using 1000 mg four times a day (16).
Non-steroidal anti-inflammatory drugs (NSAIDs) are the most commonly used first-line
treatment in patients with endometriosis due to fewer side effects and easier access.
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In conclusion, patients should be evaluated individually to treat endometriosis-related
pain, and patient symptoms and expectations should be taken into account in treatment
planning. Current data show that NSAIDs are effective in pain treatment. Although NSAIDs
are not effective outside treating endometriosis-related pain, they do not have a known
superiority to each other. However, attention should be paid to the side effects that may arise
in long-term and high doses.
2. The Role of Combined Oral Contraceptives in Endometriosis
Combined oral contraceptives (COCs) are agents containing varying estrogen and
progesterone ratios and are used frequently in the first-line treatment of endometriosisassociated pain. COCs are long-term, well-tolerated and relatively cost-effective medical
treatments (17, 18). They can be used for contraception in patients not planning a pregnancy
and reducing the risk of ovarian and endometrial cancer.
Data show that long-term use of combined oral contraceptives reduces pain associated with
endometriosis (19-21). In a double-blind, randomized study in which Harada et al. compared
low-dose oral contraceptives and placebo, it was stated that they were effective in the
treatment of dysmenorrhea and non-cyclic pelvic pain and reduced endometrioma size (22).
However, in the Cochrane review, it was concluded that there was insufficient evidence
regarding the superiority of COC use to placebo, and the recommendation for use could not
be generalized (23). In another study, it was suggested that only progesterone-containing
agents, especially norethindrone acetate and dienogest, were superior to COCs in preventing
the anatomical spread of endometriotic lesions and reducing pain symptoms associated with
endometriosis (24). It has also been reported that estrogen in COC increases endometriosis
risk (25, 26). The differences in estrogen-progesterone combination, dose, follow-up time,
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sample size, and the variety of tools used to assess pain among studies make the study results
inadequate.
It is recommended that COC preparations containing 20 mcg of Ethinyl estradiol should be
used continuously throughout the cycles in current practice. While both continuous and cyclic
COC regimens appear to effectively reduce pain associated with endometriosis (22, 27), two
systematic reviews report that the continuous use of the COC regimen is more effective than
the cyclic COC regimen in reducing pain symptoms (17, 28). In the pathogenesis of
endometriosis, retrograde menstruation and ovulation may lead to endometriosis; it is also
suggested that ovarian endometrioma develops from the developing follicle or corpus luteum
(29). Combined oral contraceptives have effects such as suppressing ovarian function,
decidualization, endometrial tissue atrophy, and reducing the conversion of arachidonic acid
to prostaglandin (4). It is thought that COCs used continuously are more effective related to
the mechanism above (4).
Clinicians may prefer COCs other than NSAIDs to reduce dysmenorrhea and chronic pelvic pain
associated with endometriosis. In these cases, continuous use is recommended instead of cyclic
COCs for effectiveness.

In studies conducted to prevent symptoms and lesion recurrence after surgery for
endometriosis, it has been concluded that long-term continuous use of COCs effectively
prevents

both

symptoms

(especially

dysmenorrhea)

and

lesion

recurrence

(30).

Dysmenorrhea, chronic pelvic pain and dyspareunia have been described as symptoms
associated with postoperative recurrence. Short-term (6 months) cyclic or continuous use of
COCs has been shown to fail to prevent recurrence (31). On the contrary, it has been reported
that postoperative COC use for 24 months or more was successful in preventing both
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dysmenorrhea and chronic pelvic pain and lesion recurrence, and the effect appeared faster in
the group using continuous COCs compared to the group using cyclic COCs (21). Another
study stated that the use of monophasic COCs for more than 24 months postoperatively
decreased the VAS score significantly. This effect was more effective in continuous use than
cyclic use (32, 33). Similarly, COCs used to prevent postoperative symptom recurrence were
more effective than the intrauterine device with levonorgestrel. Still, it was reported that
patient satisfaction was higher when using a levonorgestrel-containing intrauterine device
(34). Interestingly, a study comparing continuous COC, cyclic COC, and placebo in
preventing postoperative dyspareunia in another study with a 6-month follow-up period
concluded that placebo was more effective than hormonal therapies. However, it has been
suggested that psychosocial status can also cause dyspareunia (35).
It was concluded that the use of COCs for 2 years or more postoperatively effectively
prevented endometrioma recurrence. Still, this effect disappeared after discontinuation of
COC use, and recurrence increased, especially in irregular use of COCs (31). Although there
are studies where no significant difference was found when using cyclic or continuous COCs
in postoperative lesion recurrence, there are also studies showing that continuous use is
superior (21, 33). Similarly, the use of COCs following the GnRH analog in the prevention of
lesion recurrence was found to be more effective than the use of the GnRH analog alone (36).
As a result, COCs seem to be effective treatments for treating endometriosis-related
symptoms and the prevention of postoperative recurrences. In particular, it is thought that
continuously used COCs regimens are more effective than cyclic POPs use.
Long-term use of COCs is recommended to prevent both symptom and lesion recurrence
after conservative surgery for endometriosis. Continuous use is preferred to increase
efficiency.
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3.Progestins in Endometriosis
Medical treatments used in managing endometriosis symptoms aim to relieve pain by
providing amenorrhea and function as symptomatic/suppressor rather than curative (37). As
its chronic nature, the disease may require long-term medical treatment. Therefore, the ideal
hormonal treatments can be used in the long term, should be well tolerated, cost-effective,
and should not have a risk for the patient. No medical option is superior to another in
relieving or eliminating pain (38). They are effective in up to two-thirds of women (39).
Symptoms return when treatment is interrupted most of the time (37). Their usage should be
individualized considering the untoward effect profile, estimated duration of treatment, age,
desire for pregnancy, route of usage, sexual function, quality of life and cost (38). There are
many opinions available about first-line medical treatment in the current literature (40). Firstline hormonal therapies in endometriosis-related pain; estrogen/progestin combined oral
contraceptives and only progesterone-containing drugs (41). Second and third-line
preparations comprise GnRH agonist (± add-back therapy), aromatase inhibitors, progestincontaining intrauterine systems, androgen derivatives (e.g., danazol), and other estrogenprogestin formulations (vaginal ring and transdermal patch) (37,42).
Many randomized-controlled studies have proved that progestins to be effective in
endometriosis-associated pain (43-45). It is a good choice in patients with certain or relative
contraindications to estrogen hormone (history of deep vein thrombosis, smokers older than
35 years, history of cardiovascular disease, coagulation factor abnormalities, migraine, sickle
cell anemia, etc.) (46).
The effects of progestins occur by various mechanisms;
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a) Suppression in ovarian steroids by reducing FSH and LH secretion (47):
Anovulation and amenorrhea are induced, and a relatively hypoestrogenic environment is
generated. In general, treatment with progestins has enough endogenous estrogen to maintain
bone density (43).
b) Anti-inflammatory and anti-angiogenic activity (43): Progesterone-mediated cell
proliferation and inhibition of the production of inflammatory cytokines (48). Reducing
oxidative stress (49).
c) Decreased in metalloproteinase level: Minimize endometriotic implant invasion
(43).
d) Decreased aromatase activity (48).
e) Reduction of 17-beta hydroxysteroid dehydrogenase (HSD) enzyme activation and
expression (48).
d) Inhibition of estrogen-induced mitosis and changes in estrogen receptors (48, 50).

Progestins have been proven by many randomized-controlled studies to be effective in the
treatment of endometriosis-associated pain.
Progestins that can be used / investigated in the treatment of endometriosis;
3.1. Micronized progesterone
There is no evidence for the usage of micronized progesterone in the treatment
of endometriosis. A pilot study in which micronized progesterone was used in rat
endometriosis model concluded that the preparation was not effective on the regression of
endometriotic implants (51). Its biggest advantage is that it is suitable for patients with
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metabolic syndrome since it does not have negative metabolic effects (on the vascular
system, lipid and carbohydrate metabolism, and coagulation factors) (52).

3.2. Dydrogesterone
It is old-generation progesterone that is a retro-isomer of natural progesterone.
It is assumed clinically that it has no estrogenic, androgenic, glucocorticoid, and
mineralocorticoid activity. It is structurally and pharmacologically similar to endogenous
progesterone. It does not inhibit ovulation, and regular menstruation can be observed in its
cycle use (53, 54). In previous studies, 10-60 mg continuously or cyclically between 5-25
days of menstruation use of the medications has been reported. It could be used in patients
with metabolic syndrome (52).
3.3. Norethindrone acetate (NETA)
Also known as norethisterone acetate (NETA) is an orally active 19nortesterone derivative. It has weak estrogenic and androgenic activity (38). It is partially
(0.4-1%) converted to ethinylestradiol in the liver. This estrogenic effect strengthens the
progestogenic effect of NETA and causes a positive effect on calcium and bone metabolism
(49). NETA has a strong effect on the endometrium, and its progestogenic activity has been
classified as 'strong.' Metabolically, it reduces HDL level with minimal change in lipoproteincholesterol distribution (55, 56). It is one of the two most researched hormones together with
dienogest in the treatment of endometriosis. It has been proven to be effective in dyspareunia,
dysmenorrhea, chronic pelvic pain and dyschezia (50). The FDA approves it as 5 mg/day for
continuous use in endometriosis. It has been administered at a reduced dose of 2.5 mg/day in
many studies, and it is effective at these doses, with fewer side effects and better tolerability
(47,50,55). The most common side effect associated with NETA is weight gain (49). One
Medical treatment in Endometriosis

www.endometriosisturkey.com

study reported 25% of breakthrough bleeding due to NETA (47). NETA can also reduce pain
scores in adolescents and young patients (49). As compared with Dionegest, it is as effective
as dienogest in endometriosis-related pain, sexual dysfunction, and quality of life (55).
3.4. Dienogest
It is not approved for use alone by the FDA in the treatment of endometriosis. It has been
approved for use alone in Europe, Japan, Australia, and Singapore (57, 58). The standard
dose in the treatment of endometriosis is 2mg per day, and it can only be used orally (37). It
is one of the two most researched progestins along with NETA in the treatment of
endometriosis. 19-nortestesterone derivative is a 4th generation progesterone molecule.
Unlike other nortesterone derivatives (desogestrel, gestodene, norgestimate-negligible
androgenic effect), it is antiandrogenic. Moreover, it lacks estrogenic, mineralocorticoid, and
glucocorticoid properties (59). Like other new progesterone, it is rapidly absorbed and
dispersed throughout the body (reaching maximum serum level within 1-4 hours). The low
progesterone receptor activity is explained by the strong progestogenic effect of the drug on
the endometrium and cervical mucus (59). The ovulation inhibition effect is relatively low,
and its effect on contraception has not been adequately evaluated (59). Therefore, it is
recommended to be used together with non-hormonal contraceptive methods such as
additional barrier methods for contraceptives (37). Estrogen (E2) does not suppress the
plasma level completely (37).
The effects on bone density are controversial. As a result of 1-year use of 2 mg/day
dienogest, it was found that the density of lumbar bones in 20-75% of the study population
decreased by 0.5-2.7% (58). In addition, in the adolescent group, 52 weeks of treatment with
2 mg/day dienogest was associated with decreased bone density, although it relieved
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endometriosis-related symptoms (58). On the other hand, there are studies available showing
that it does not affect bone density after 24 weeks of treatment (60). It has no significant or
minimal effect on carbohydrate and lipid metabolism (61).
Studies have shown that its reliability, efficacy and tolerability in long-term use are clinically
sufficient (62). It is effective in endometriosis-related pain symptoms such as dysmenorrhea,
dyspareunia, chronic pelvic pain, endometrioma size, postoperative endometrioma recurrence
pain recurrence (63). It has been shown to reduce the pain symptoms caused by rectovaginal
endometriosis. Besides, it has been emphasized that it increases the quality of life and sexual
functions (45). As compared with GnRH agonists, it is equally effective and has a better
tolerability profile (44). Extended use of the 2 mg/day dose up to 65 weeks has a safe profile
(58). The most common complaint leading to treatment discontinuation is irregular bleeding
--metrorrhagia- and it has been shown that this can be reduced by prolonging the treatment
period (61). No specific pregnancy-related risk or reproductive toxicity has been identified,
and there is no information available on whether there is a harmful effect on pregnancy. Its
use in pregnancy is not recommended (61).
3.5. Depot Medroxyprogesterone acetate
It is an effective contraception method which is 17 OH-progesterone derivative
in depot form. It is administered intramuscularly (DMPA-IM) or subcutaneously (DMPASC) every three months (49). The new subcutaneous form (DMPA-SC) (104 mg / 0.65 ml)
contains approximately 30% less dose amount than the intramuscular form (DMPA-IM) (150
mg / ml) and has different excipients (64). The curative effects of both administration routes
on endometriosis symptoms have been proven by prospective randomized studies (64). The
new form is associated with fewer side effects and better tolerability than the older form (46).
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The most common side effects; intermenstrual bleeding, nausea, hot flushes, breast
tenderness and headache (46). Bone density drops 5% below baseline between the first 2–4
years of treatment (46). In one review, it was stated that DMPA-IM might temporarily reduce
bone density during the period of use. However, bone density returns completely after
treatment, and there is no need to limit treatment even in the adolescent group (65). Drugrelated breakthrough bleeding can negatively affect the quality of life (39).
3.6. Cyproterone acetate
It is basically a 17-hydroxyprogesterone derivative progestin with anti-androgenic properties.
The dose of 12mg/day used continuously for 6 months decreased dysmenorrhea, deep
dyspareunia, and non-menstrual pelvic pain and resulted in a significant improvement in the
quality of life and psychiatric profile (66).
3.7. Levonorgestrel-releasing intrauterine device
This system, which secretes 20 mcg levonorgestrel daily, does not inhibit ovulation, provides
atrophy and pseudo-decidualization in endometrial tissue and causes amenorrhea. Its
advantages consist of avoiding repetitive applications, increased compatibility with long-term
use and reduced side effect profile. In the first 3 months, bleeding irregularities, spotting, and
menorrhagia are common (67). The use of 52 mg LNG-IUS in endometriosis has been proven
to reduce pain effectively, and it has been stated that it can be at least as effective as GnRH
analogs (68). It has been shown that LNG-IUS has similar pain scores with dienogest, but the
level of patient compliance is better (69).
3.8. Desogestrel
It is the precursor molecule. After oral intake, it is converted into the active metabolite
etonogestrel. It is taken orally and continuously at 75 mcg/day (49). The curative effect of the
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contraceptive drug-containing Desogestrel on pain associated with endometriosis has been
proven (69).
3.9. Subdermal implant containing etonogestrel
It contains 68 mg etonogestrel (ENG). It is an effective long-term
contraceptive method (3-5 years). Its use in endometriosis is associated with a significant
reduction in pain, increased quality of life, and increased sexual functions (49).
In conclusion, all synthetic progestins are thought to lead to an effective
improvement in endometriosis symptoms by antimitotic activity and endometrial growth
inhibition, and ultimately to decidualization and atrophy in endometrial lesions.
4. Gonadotropin-Releasing Hormone Analogs in Endometriosis
Medical treatment of endometriosis aims to suppress hormonally active endometriotic
tissue and control pain. For these purposes, various therapeutic options have been developed
and used successfully. One of these options is gonadotropin-releasing hormone analogs.
4.1.Gonadotropin-releasing hormone agonists
Gonadotropin-releasing hormone agonists (GnRH-a) are formed due to the
degradation of one or more amino acids of endogenous GnRH by the endopeptidase enzyme.
As a result, their half-lives increase, and they stay attached to the receptors for a longer time
(70). Gonadotropin-releasing hormone agonists cause a decrease in gonadotropin (both
luteinizing hormone (LH) and follicle-stimulating hormone (FSH)) secretion after their
exacerbating effect, and as a result; they suppress follicular growth and ovulation and cause a
decrease in circulating estradiol and progesterone.

Consequently, the long-term

hypoestrogenic condition causes regression of the endometriotic lesions (71).
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Gonadotropin-releasing hormone agonists are the next option for women who have
failed initial treatment with oral contraceptives for pain symptoms or cannot use oral
contraceptives due to medical history. The literature has shown that gonadotropin-releasing
hormone agonists cause a significant reduction in pelvic pain in women with endometriosis.
However, it has been reminded that secondary side effects of hypoestrogenism such as bone
loss, lipid profile deterioration, vaginal atrophy and dryness, and hot flashes may occur in use
for more than six months (72). Therefore, it has been stated that the application of add-back
therapy will provide symptomatic relief and reduce the rate of bone loss. The only FDA
(Food and Drug Administration) approved agent for add-back therapy is norethindrone
acetate, a progestin. However, low-dose estrogen and a combination of estrogen and
progesterone are also used (73).
Gonadotropin-releasing hormone agonists are used to reducing the pain symptoms in
endometriosis and reduce postoperative recurrence and reduce the effects of endometriosis in
patients who will receive assisted reproductive technologies (74, 75). Studies have
emphasized that GnRH-a treatment should be applied for at least 6 months in the
postoperative period (74). According to randomized control studies, the application of the
GnRH-a ultra-long protocol may increase the clinical pregnancy rate in patients who will
undergo assisted reproductive technologies and with stage III-IV endometriosis (75).
Gonadotropin-releasing hormone antagonists
Compared with gonadotropin-releasing hormone agonists, GnRH antagonists have
equivalent symptomatic improvement, with no exacerbation effect, a lower degree of
hypoestrogenism, and a better side effect profile (76). Because of that, these agents have been

Medical treatment in Endometriosis

www.endometriosisturkey.com

used in recent years for the pain symptoms of endometriosis. Another advantage of GnRH
antagonists is that they can be used orally (77).
In the treatment of endometriosis, GnRH analogs can be used as an alternative treatment,
especially in patients who cannot use COCs. While GnRH agonist treatments are effective
for at least 6 months of use, possible side effects can be reduced with add-back treatments.

5. Aromatase inhibitors and Danazol use in endometriosis
Aromatase inhibitors (AIs) and Danazol can be used as an alternative to progesterone, COCs,
and GnRH analogs of endometriosis-induced pain (78). After treatment with progesterone,
COCs, and GnRH analogs medication, 30-50% of patients reported reduced pain (78).
However, 5% to 25% of patients discontinued treatment due to drug side effects (79), which
have brought new treatment strategies. Therefore, AIs and Danazol were considered
alternative treatment options (80).
5.1 Aromatase inhibitors
The main mechanism of AI is to inhibit cytochrome P450, which catalyzes the conversion of
androgens into ovaries and adrenal glands to estrogen (81). These agents inhibit estrogen
production in the ovaries, brain, and peripheral adipose tissue. Besides, those regulate the
local formation of estrogen in endometriotic lesions (82). The estrogen production in
peripheral endometrial tissues involves the aromatization of circulating androstenedione from
the adrenal to the estrone (83). This mechanism explains the clinics in patients who do not
respond to the suppression of ovarian function.
The estrogen receptors consist of two receptors, the alpha estrogen receptors (ER-α) and beta
receptors (ER-β), containing 55% of homologous units. ER-⍺ is found in the ectopic
endometrium and regulates regeneration and proliferation in the proliferative phase of the
menstrual cycle. It also allows the proliferation of endometrial cells and their response to
Medical treatment in Endometriosis
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progesterone (84). On the other hand, the ectopic endometrium has ER-α similar to or lower
than the ectopic endometrium, while the ER-β is higher. ER-β dysregulation and
hyperactivation of emergencies allow the cell to escape from the immune system and live
longer (85). The ER-β signal can induce the invasion and progression of implants by
regulating regeneration and proliferation in the proliferative phase of the menstrual cycle
(86).
The function of ovarian aromatase activation of the peripheral tissues of aromatase within
endometriotic foci (87). Polymerase chain reaction (PCR) and immunohistochemical studies
have reported that patients have aromatase activities in the euphoric endometrium and ectopic
endometrium. Still, aromatase activities compromise the ectopic endometrium of healthy
women (87, 88). The presence of aromatase in endometriotic implants may explain the ratio
of higher estradiol concentrations in endometriotic tissue, peritoneal fluid and endometrioma
(89, 90). Furthermore, estrogen induces the expression of the COX-2, which raises
prostaglandin E2 levels and stimulates aromatase activity by inducing the SF-1 nuclear
receptor (91). For these reasons, AIs are intended to be used for endometriosis treatment by
suppressing estrogen production in ovaries, peripheral tissues, and endometriotic implants.
AIs used orally have a similar efficacy despite having a different molecular structure and
pharmacological properties (92). The first-generation of AIs, Aminoglutetemide, and
Megestrol acetate, found in 1973, aromatase enzyme inhibitor activity 90%. 2nd generation
aromatase enzyme inhibitors are Formestane, and Fadrozol has reached 92% efficiency.
Finally, the third generation of AIs, Anastrozole, Letrozole, and Exemestane, inhibits the
enzyme aromatase with an efficiency > 95% (92). Exemestane (Aromasin 25 mg/30 tablets)
competes directly with androgens by the active part of the enzyme aromatase, covalently
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binding to the enzyme and causing irreversible inactivation. Especially in the postmenopausal
period, estrogen receptor-positive breast cancer is used as an AI steroid structure (92).
Letrozole (Femera 2.5 mg/30 tablets) and Anastrozole (Arimidex 1 mg/28 tablets) are
nonsteroidal AIs. They are triazoles that reversibly bind to the aromatase enzyme by
competing with androgens by binding sites (92).
AIs have been used as letrozole and anastrozole severe pain related to endometriosis (93, 94).
However, the hypoestrogenic environment is formed by GnRH analogs and AI drugs that
cause symptoms of menopause (hot flashes, vaginal dryness, arthralgia, etc.) and bone loss
(osteopenia, osteoporosis, and fracture) (95). Also, AIs can lead to cardiovascular toxicity,
lipid profile changes, fatigue, forgetfulness, and sleep disorders (96). The drug prescription is
1 mg once a day in anastrozole or 2.5 mg orally once daily in letrozole (97). These drugs are
recommended only in menopausal women but in combination with other anti-ovulation
medicines in pre-menopausal patients. AIs induce gonadotropin release with negative feedback and can occur functional cysts by stimulating follicular development. Studies showed
that more functional cysts were observed in 24.3% of women who used 2 mg/day of letrozole
alone for two months compared to the triptorelin group (82). Another study conducted
premenopausal stage IV endometriosis patients showed that letrozole 2.5 mg/day and
desogestrel 75 μg/day used for six months, functional ovarian cysts with a greater diameter
of 5.0 ± 1.3 cm were presented in all patients. More than one ovarian cyst developed in
66.7% of patients (98). In these patients, bilateral oophorectomy or ovarian suppression with
GnRH analogs may be necessary, especially malignant tumors (99). In premenopausal
patients, analog treatment of GnRH or supplementary COCs is recommended to suppress

Medical treatment in Endometriosis

www.endometriosisturkey.com

follicular development. 5 mg oral norethindrone acetate (NETA) per day is another
alternative for these patients (100).
A systemic review (82) examining AIs indicated that letrozole protocols 2.5mg/day were
proposed (6 months in 8 studies, 2 months in 1 study, 12 months in 1 study) or 5mg/day for 3
months or 0.25 mg/day orally + 2g vaginally were used (82). In addition, Anastrozole used 1
mg/day for 3 or 6 months (82). Patients with osteopenia were not enrolled in these studies.
Although all patients used calcium and vitamin D therapy, bone mineral density (BMD)
decreased significantly after treatment (82). In particular, in patients who were administered
GnRH in addition to AIs, a greater reduction in BMD was observed. Besides, NETA or
COCs adding therapy to diminish BMD was not observed (82). Therefore, the use of NETA
or COCs may be recommended as additional first-line therapy to reduce adverse effects of
AIs (formation of functional cysts, symptoms of menopause, decreased BMD) (82).
Besides, the use of AIs vaginally as effective as the lower dose and associated with fewer
side effects (82). Especially in patients with rectovaginal endometriosis, the benefits provided
by the local effect are significant. Studies had shown that when 10 rectovaginal endometriosis
premenopausal women used 0.25 mg vaginal anastrozole (with calcium and vitamin D) for 6
months, patients with chronic pelvic pain and dyspareunia were stable. Still, dysmenorrhea
was significantly reduced, and plasma gonadotropin and estradiol were fixed, and osteopenia
was not occurred (101). Another study showed that using a vaginal ring containing AIs may
be another alternative treatment method (82).
The effectiveness of AIs was first reported to reduce pain symptoms due to severe
endometriosis a patient undergoing hysterectomy and bilateral salpingo-oophorectomy (102).
In some cases, it has been reported that AIs are effective postmenopausal relapses and safe
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for postmenopausal breast cancer development (103). In a systematic review of
premenopausal patients, the combined use of progestin, COCs, or GnRH analogs with AIs
reduced the size and pain scores of the lesions (104). A randomized controlled study
concluded that using GnRH analogs significantly reduced pain, especially when compared to
GnRH analog alone (104). In this study, it was observed that the recurrence time of
symptoms was longer in patients receiving combination therapy, and similar results were
found between the groups in terms of quality of life and changes in BMD (104). However, in
another non-randomized study, the combination of letrozole and NETA administration in
patients with rectovaginal endometriosis and pain was more effective than NETA alone in
reducing pain and deep dyspareunia. Still, combined treatment was associated with an
adverse effect and a higher cost (105). When letrozole and NETA or combinations of
letrozole and triptorelin to each other, a similar decrease was observed in both combinations
(106). It showed a greater reduction in endometriotic nodules in the group receiving letrozole
and triptorelin. However, treatment-related adverse reactions such as arthralgia, loss of libido,
heat flushes, and depression increase (106). Also, there was a statistically significant decrease
in BMD observed in the triptorelin group (106).
In conclusion, it has been reported that AIs reduce estrogen production in all tissues and may
be more effective than drugs that inhibit estrogen production only from the ovary. It can be a
good alternative treatment option, especially for patients who do not benefit sufficiently from
progestin, GnRH analogs, and COCs. However, AIs are still in its infancy, and its use is
limited (82). To reduce the side effects of AIs, it is recommended to be combined with NETA
or COCs during AI usage (82). However, the most appropriate add-back treatment (including
calcium and vitamin D) has not been clearly defined when using AIs. It should not be
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forgotten that the use of AIs in combination with NETA treatment has more side effects, even
if it is more effective in reducing pain and decreasing the volume of endometrioma than using
only NETA (82). Letrozole 2.5mg / day + NETA 2.5mg / day is the most studied and
effective use for six months (82). To overcome this uncertainty, the treatment can be shaped
according to aromatase enzyme presence in the specimen in patients undergoing surgery.
Also, AIs may be a good option in patients with peripheral estrogen production, such as
obese and postmenopausal women. However, before these drugs using the patient should be
informed, there is no indication for endometriosis disease in the drug package insert of AIs.
In the future, the benefit of patients from AIs may rise that define the most appropriate dose,
appropriate add-back treatment, new ways of using, and the duration of treatment.
5.2.Danazol
Danazol, a 17 alpha-ethinyltestosterone derivative, inhibits the growth of endometriotic
systems with effects such as removal of gonadotropin secretion, inhibition of ovarian
estrogen production and steroidogenesis, and an increase in free testosterone levels (107).
Besides its androgenic effect, danazol has also been shown to induce cytotoxicity of
apoptosis and affect the expression of proteins that regulate apoptosis in leukemia cells,
leading to apoptosis induction in chronic lymphocytic leukemia (108). Danazol is a synthetic
steroid metabolized in the liver and reaches maximum plasma concentration within 2-8 hours
of oral administration of a 400 mg tablet(109). Danazol was used to treat endometriosis and
other gynecological diseases such as myoma uteri, fibrocystic breast disease, and
menorrhagia and has shown more efficacy for this treatment than other medical treatments
such as progestogens, NSAIDs, and oral contraceptives (109). Nowadays, it is used in various
hematological diseases such as persistent/chronic immune thrombocytopenia (ITP),
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amegakaryocytic

thrombocytic

purpura,

paroxysmal

nocturnal

hemoglobinuria,

myelofibrosis, and hereditary angioedema that do not respond to corticosteroids or other
treatments. Danazol is commenced 50, 100, and 200 mg oral tablets and 100 or 200 mg twice
daily for mild endometriosis and 400 mg twice daily tablets for moderate to severe
endometriosis. Side effects may be observed at doses above 200 mg per day for a long time
(109). Treatment is usually administered orally at divided doses ranging from 400 to 800 mg
daily for six months (109). A systematic review of five studies involving women with
histopathologically confirmed endometriosis, six months of danazol therapy was considered
more effective than placebo at pain relief associated with endometriosis (110). Furthermore,
in Cochrane, only GnRH analogs, levonorgestrel intrauterine secretory system (LNG-IUS and
danazol treatment were considered effective in treating endometriosis and pain (111). In this
review comparing the analogs of GnRH and danazol, no differences were observed between
the GnRH analogs in the reduction of dysmenorrhea (RR 0.98, 95% CI 0.92-1.04). Still,
when all pain-related complaints were evaluated, the analogs of GnRH were higher than
danazol (RR 1.10, 95% CI 1.01 to 1.21) (111). Farquhar et al. found that danazol treatment
(including its use in addition to surgery) was effective in alleviating endometriosis pain
compared to placebo (mean difference (MD) -3.4, 95% CI -4.8 to -1.8). However, they
indicated that there had been an improvement in laparoscopic scores, while women taking
danazol were more likely to have side effects (11). In another study, improvement in pain
scores proved effective enough to continue for six months after cessation of the treatment
(112). An improvement in the symptoms with vaginal danazol has been reported in a
systematic review, especially in women with rectovaginal endometriosis (113).
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Although Danazol effectively treats pain associated with endometriosis, it is not widely used
due to its androgenic side effects. Side effects such as acne, muscle cramps, edema, weight
gain (5% of body weight), abnormal vaginal bleeding in the form of spotting, hirsutism, and
voice thickening have been reported (110). Furthermore, several studies have highlighted the
concern about increased ovarian neoplasia in endometriosis patients treated with danazol
(114, 115). The reason for this is reiterated, given several reports of cancer-related mutations
(CAMs) in the disease, that the use of danazol may create a "negative selection" in favor of
CAM-bearing endometriotic cells and thus increase ovarian neoplasms (115). To reduce these
side effects, methods such as vaginal danazol or an intrauterine device containing danazol
may limit systemic androgen effects and reduce pain scores, but further research is needed
(113, 116). Moreover, caution should be exercised when using danazol with other drugs that
cause hepatotoxicity, especially in the geriatric and diabetic populations, as it may cause liver
damage and rhabdomyolysis with statin-derived drugs used in hyperlipidemia (109).
In conclusion, GnRH analog or COCs therapy seems beneficial in addition to AIs treatment
of endometriosis in premenopausal patients. It has been reported that AIs treatment is merely
sufficient in controlling pain and recurrence in postmenopausal patients. On the other hand,
Danazol has historically been utilized in treating endometriosis, but it has been used in
hematological diseases more recently. Although Danazol treatments are helpful in some
specific cases, common usage of Danazol is limited due to its substantial side effects.
6. New Medical Treatment Options in Endometriosis
There are different degrees of success rates for medical treatments used to treat
endometriosis. A variety of side effects may occur with the long-term use of existing
treatments. Besides, there are relapses after discontinuation of treatments. Therefore, the

Medical treatment in Endometriosis

www.endometriosisturkey.com

search for more reliable and effective new treatments with fewer side effect profiles
continues. These include anti-angiogenesis treatments, statins, TNF-alpha blockers, PPAR-γ
inhibitors, and various treatments such as pentoxyphiline. (50)
6.1. Anti-Angiogenesis Factors
Angiogenesis plays an important role in the formation of endometriotic lesions. In
literature, angiogenic factors are secreted from endometriotic lesions, such as vascular
endothelial growth factor (VEGF), and peritoneal fluid is also rich in angiogenic factors.
Theoretically, preventing the formation of new blood vessels could stop the growth of new
lesions, and old lesions could regress. With this idea, various studies are being carried out to
understand the role of anti–angiogenic factors in endometriosis treatment. (117) TNP-470
(analog of fumagillin), Endostatin (a proteolytic fragment of collagen which has endogenous
anti-angiogenic activity), Anginex ( a synthetic peptide stopping the growth of blood vessels
and induction of apoptosis), and an anti-VEGF agent such as Avastin antibody is successful
in reducing the size of lesions in animal models. However, data on human studies are limited.
It has been shown that Dopamine receptor 2 agonists Cabergoline and Quinagolide reduce
angiogenesis by dephosphorylation of VEGF2.
In the mouse model, treatment with an ergot-derived dopamine agonist (Cabergoline) and a
non-ergot dopamine agonist (Quinagolide) effectively inhibited angiogenesis and reducing
the size of endometriotic lesions. (118) In the study by Gomez et al., 9 women with
hyperprolactinemia associated with endometriosis were examined. (119) These women first
underwent a surgical procedure in which half of the endometriotic lesions were excised, and
the other half marked.
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Kinagolid was given for 18-20 weeks, and then a second laparoscopy was performed. A
significant reduction in the lesion size and the ratio of VEGF / VEGF2 levels of
proangiogenic cytokine and plasminogen activator inhibitor (PAI-1) has been noted.
6.2.Statins
Statins typically used in hypercholesterolemia treatment are a group of drugs that lower
cholesterol levels by blocking the enzyme that converts 3-hydroxy-3 methylglutaryl coenzyme A, a precursor for cholesterol, to be alone. It is thought that they can be used in
endometriosis due to their anti-inflammatory, antiangiogenic and antioxidant effects.
Atorvastatin, simvastatin, mevastatin, and lovastatin have been tested in in vitro tissue
cultures and animal models of endometriosis. (120) Sharma et al. reported increased
inhibition of inflammatory and angiogenic genes (COX-2, VEGF, RAGE, and en-RAGE) in
endometriotic cells treated with atorvastatin. They also reported that the expression of antiinflammatory genes (PPAR-γ and LXRa and IGFBP-1) increased. (121) In another study,
simvastatin has been shown to cause a dose-dependent decrease in matrix metalloproteinase3 (MMP-3) and reduce the number and size of endometriotic lesions in a mouse model. (122)

It is thought that statins can be used in the treatment of endometriosis due to their antiinflammatory, antiangiogenic and antioxidant affects.

6.3. TNF Alpha Blockers
TNF alpha, a proinflammatory cytokine, was found to be increased in peritoneal fluid in
women with endometriosis, directly related to the disease stage. Agents targeting TNF alpha
have been used successfully to treat inflammatory conditions such as rheumatoid arthritis and
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Crohn's disease. Infliximab, a monoclonal antibody against TNF alpha, and etanercept, a
fusion protein capable of neutralizing TNF alpha, are being actively studied in endometriosis
treatment. In animal models, treatment with these agents has been shown to reduce the size
and number of endometriotic implants, reducing inflammatory cytokine levels. (123)
However, there is little evidence for the effectiveness of these agents in humans. More studies
are needed to fully understand the scope of these agents in the treatment of endometriosis.
6.4.Peroxisome Proliferator-Activated Receptor Gamma Ligands (PPAR-γ)
PPARs are ligand-activated nuclear receptors that play an important role in inflammation,
lipid, and glucose metabolism. PPAR-ligands have anti-inflammatory properties and decrease
estrogen biosynthesis by inhibiting the aromatase enzyme activity. In experimental models,
they have been shown to inhibit cell proliferation, increase apoptosis, and inhibit the growth
of endometriotic lesions by affecting the angiogenic factor VEGF. (124) Rosiglitazone and
pioglitazone reduce the volume, weight, and size of endometriotic lesions in animal models.
Although human studies continue, there are concerns about the cardiovascular side effects of
derosiglitazone.
6.5.Pentoksifilin
Another agent that has been recently studied in the treatment of endometriosis is
pentoxifylline. Pentoxifylline, currently used in caludicasio intermittent treatment, improves
the vascular structure in stenotic arteries by inhibiting the phosphodiesterase enzyme activity.
It also suppresses the release of inflammatory mediators by blocking TNF alpha. It is
effective in improving fertility and reducing the size of lesions in endometriosis mouse
models. (125) Human studies are limited, showing no significant improvement in pelvic pain
or clinical pregnancy rates in women treated with pentoxifylline, based on a meta-analysis.
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(126) Current evidence does not support the routine use of pentoxifylline in endometriosisrelated pain or infertility, and further research is needed. In conclusion, various therapies are
thought to be used to treat endometriosis, such as anti-angiogenesis treatments, statins, TNFalpha blockers, PPAR-inhibitors, and pentoxifylline. Although successful data have been
obtained from the ongoing trials, more reliable studies are needed for these agents to be used
in daily practice.
7. References
1. Giudice LC, Kao LC. Endometriosis. Lancet. 2004; 364(9447):1789–99.
2. Fraser IS. Recognising, understanding and managing endometriosis. J Hum Reprod Sci.
2008;1(2):56-64. doi:10.4103/0974-1208.44112
3. Carter JE. Combined hysteroscopic and laparoscopic findings in patients with chronic
pelvic pain. J Am Assoc Gynecol Laparosc. 1994;2:43–47.
4. Hickey M, Ballard K, Farquhar C. Endometriosis. BMJ. 2014 Mar 19;348:g1752. doi:
10.1136/bmj.g1752. PMID: 24647161.
5. Kapoor D, Rivlin M. Endometriosis. Medscape Reference; 2012. Available from:
http://emedicine.medscape.com/article/271899 (Accessed Apr, 2013).
6. Ballard KD, Seaman HE, de Vries CS et al. Can symptomatology help in the diagnosis of
endometriosis? Findings from a national case-control study—part 1. BJOG 2008;115:138291.
7. Davies B. The best practice in treatment. Living with Endometriosis ‐ The Way Forward
(oral presentation, London, UK) 2003; Vol. April 30.
8. ESHRE Guideline for the Diagnosis and Treatment of Endometriosis

Medical treatment in Endometriosis

www.endometriosisturkey.com

9. Brown J, Crawford TJ, Allen C et al. Nonsteroidal anti-inflammatory drugs for pain in
women with endometriosis. Cochrane Database Syst Rev. 2017;1(1):CD004753. Published
2017 Jan 23. doi:10.1002/14651858.CD004753.pub4
10. Marjoribanks J, Proctor M, Farquhar C, Derks RS. Nonsteroidal anti-inflammatory drugs
for dysmenorrhoea. Cochrane Database Syst Rev 2010:CD001751.
11. F. Attar, A. Bilir et al. The Effect of Non Steroidal Anti-Inflammatory Drugs (Naproxen
Sodium) on Endometrial Stromal Cell Proliferation. Fertility and Sterility Vol. 74 No 3
12. Marjoribanks J, Proctor ML, Farquhar C. Nonsteroidal anti-inflammatory drugs for
primary dysmenorrhoea (Cochrane Review). Cochrane Database of Systematic Reviews
2003, Issue 4. Art. No.: CD001751. DOI: 10.1002/14651858.CD001751
13. Proctor M, Farquhar C. Dysmenorrhoea. Clinical Evidence 2429-2448. Online resource.
14. Marjoribanks J, Ayeleke RO, Farquhar C et al. Nonsteroidal anti‐inflammatory drugs for
dysmenorrhoea. Cochrane Database of Systematic Reviews 2015, Issue 7.
15. Zhang WY, Li Wan Po A. Efficacy of minor analgesics in primary dysmenorrhoea: a
systematic review. Br J Obstet Gynaecol 105, 780-789.
16. Dawood MY, Khan-Dawood FS. Clinical efficacy and differential inhibition of menstrual
fluid prostaglandin F2alpha in a randomized, double-blind, crossover treatment with placebo,
acetaminophen, and ibuprofen in primary dysmenorrhea. Am J Obstet Gynecol. 2007
Jan;196(1):35.e1-5.
17.Zorbas KA, Economopoulos KP, Vlahos NF. Continuous versus cyclic oral contraceptives
for the treatment of endometriosis: a systematic review. Arch Gynecol Obstet 2015; 292:37.

Medical treatment in Endometriosis

www.endometriosisturkey.com

18.Bedaiwy MA, Allaire C, Yong P, Alfaraj S. Medical Management of Endometriosis in
Patients with Chronic Pelvic Pain. Semin Reprod Med 2017; 35:38.
19.Harada T, Kosaka S, Elliesen J, et al. Ethinylestradiol 20 μg/drospirenone 3 mg in a
flexible extended regimen for the management of endometriosis-associated pelvic pain: a
randomized controlled trial. Fertil Steril 2017; 108:798.
20.Guzick DS, Huang LS, Broadman BA, et al. Randomized trial of leuprolide versus
continuous oral contraceptives in the treatment of endometriosis-associated pelvic pain. Fertil
Steril 2011; 95:1568.
21.Seracchioli R, Mabrouk M, Frascà C, et al. Long-term oral contraceptive pills and
postoperative pain management after laparoscopic excision of ovarian endometrioma: a
randomized controlled trial. Fertil Steril 2010; 94:464.
22.Harada T, Momoeda M, Taketani Y, et al. Low-dose oral contraceptive pill for
dysmenorrhea

associated

with

endometriosis:

A

placebo-controlled,

double-blind,

randomized trial. Fertil Steril 2008; 90:1583.
23.Brown J, Crawford TJ, Datta S, Prentice A. Oral contraceptives for pain associated with
endometriosis. Cochrane Database Syst Rev 2018; 5:CD001019.
24.Casper RF. Progestin only pills may be a better first-line treatment for endometriosis than
combined estrogen-progestin contraceptive pills. Fertil Steril 2017: 107;533-6.
25.Vercellini P, Eskenazi B, Consonni D, et al. Oral contraceptives and risk of endometriosis:
a systematic review and meta-analysis. Hum Reprod Update 2011;17:159–70.
Medical treatment in Endometriosis

www.endometriosisturkey.com

26.Chapron C, Souza C, Borghese B, et al. Oral contraceptives and endometriosis: the past
use of oral contraceptives for treating severe primary dysmenorrhea is associated with
endometriosis, especially deep infiltrating endometriosis. Hum Reprod 2011;26: 2028–35.
27.Vercellini P, Trespidi L, Colombo A, et al. A gonadotropin-releasing hormone agonist
versus a low-dose oral contraceptive for pelvic pain associated with endometriosis. Fertil
Steril 1993; 60:75.
28.Muzii L, Di Tucci C, Achilli C, et al. Continuous versus cyclic oral contraceptives after
laparoscopic excision of ovarian endometriomas: a systematic review and metaanalysis. Am J
Obstet Gynecol 2016; 214:203.
29.Vercellini P, Somigliana E, Vigano P, et al. ‘‘Blood On The Tracks’’ from corpora lutea
to endometriomas. Br J Obstet Gynecol 2009;116:366–71.
30.Koga K, Takamura M, Fujii T, Osuga Y. Prevention of the recurrence of symptom and
lesions after conservative surgery for endometriosis. Fertil Steril 2015; 104: 793-801.
31.Muzii L, Maneschi F, Marana R, et al. Oral estroprogestins after laparoscopic surgery to
excise endometriomas: continuous or cyclic administration? Results of a multicenter
randomized study. J Minim Invasive Gynecol 2011;18:173–8.
32.Vlahos N, Vlachos A, Triantafyllidou O, Vitoratos N, Creatsas G. Continuous versus
cyclic use of oral contraceptives after surgery for symptomatic endometriosis: a prospective
cohort study. Fertil Steril 2013;100:1337–42.

Medical treatment in Endometriosis

www.endometriosisturkey.com

33.Vercellini P, Frontino G, De Giorgi O, Pietropaolo G, Pasin R, Crosignani PG.
Continuous use of an oral contraceptive for endometriosis-associated recurrent dysmenorrhea
that does not respond to a cyclic pill regimen. Fertil Steril 2003;80:560–3.
34.Morelli M, Sacchinelli A, Venturella R, Mocciaro R, Zullo F. Postoperative
administration of dienogest plus estradiol valerate versus levonorgestrelreleasing intrauterine
device for prevention of pain relapse and disease recurrence in endometriosis patients. J
Obstet Gynaecol Res 2013;39: 985–90.
35.Sesti F, Capozzolo T, Pietropolli A, Marziali M, Bollea MR, Piccione E. Recurrence rate
of endometrioma after laparoscopic cystectomy: a comparative randomized trial between
post-operative hormonal suppression treatment or dietary therapy vs. placebo. Eur J Obstet
Gynecol Reprod Biol 2009; 147:72–7.
36.Park HJ, Koo Y, Yoon BK, Choi D. Postoperative Long-term Maintance Theraphy with
Oral Contraceptives after Gonadotropin-releasing Hormone Analog Treatment in Women
with Ovarian Endometrioma. J of Minim Invasive Gynecol 2009; 16:34-9.

37. Bizzarri

N, Remorgida V, Maggiore UR et al. Dienogest in the treatment of

endometriosis. Expert Opin Pharmacother. 2014;15(13):1889-902.
38. Barra F, Scala C, Ferrero S. Current understanding on pharmacokinetics, clinical efficacy
and safety of progestins for treating pain associated to endometriosis. Expert Opin Drug
Metab Toxicol. 2018;14(4):399-415.
39. Vercellini P,Frattaruolo MP, Somigliana E et al. Surgical versus low-dose progestin
treatment for endometriosis-associated severe deep dyspareunia II: effect on sexual
Medical treatment in Endometriosis

www.endometriosisturkey.com

functioning, psychological status and health-related quality of life. Hum Reprod.
2013;28(5):1221-30.
40. Falcone T, Flyckt R. Clinical Management of Endometriosis. Obstet Gynecol.
2018;131(3):557-571.
41. Pluchino N, Mamillapalli R, Wenger JM et al. Estrogen receptor-α immunoreactivity
predicts symptom severity and pain recurrence in deep endometriosis. Fertil Steril.
2020 ;113(6):1224-1231.
42. Gezer A, Oral E. Progestin therapy in endometriosis. Womens Health (Lond).
2015;11(5):643-52.
43. Casper R. Progestin-only pills may be a better first-line treatment for endometriosis than
combined estrogen-progestin contraceptive pills. Fertil Steril. 2017;107(3):533-536.
44. Strowitzki T, Marr J, Gerlinger C et al. Dienogest is as effective as leuprolide acetate in
treating the painful symptoms of endometriosis: a 24-week, randomized, multicentre, openlabel trial. Hum Reprod. 2010;25(3):633-41.
45. Caruso S, Iraci M, Cianci S et al. Effects of long-term treatment with Dienogest on the
quality of life and sexual function of women affected by endometriosis-associated pelvic pain
J Pain Res. 2019;12:2371-2378.

46.

Simon

MA,

Shulman

LP.

Subcutaneous

versus

Intramuscular

Depot

Methoxyprogesterone Acetate: A Comparative Review. Women’s Health. 2006:191-197.
47. Schweppe KW. The place of dydrogesterone in the treatment of endometriosis and
adenomyosis. Maturitas. 2009;65:23-7.

Medical treatment in Endometriosis

www.endometriosisturkey.com

48. Gheorghisan-Galateanu AA, Gheorghiu ML. Hormonal Therapy In Women Of
Reproductive

Age

With

Endometriosis:

An Update.

Acta

Endocrinol

(Buchar).

2019;15(2):276-281.
49. Buggio L, Somigliana E, Barbara G et al. Oral and depot progestin therapy for
endometriosis:

towards

a

personalized

medicine.

Expert

Opin

Pharmacother.

2017;18(15):1569-1581.
50. Rafique S, Decherney AH. Medical Management of Endometriosis. Clin Obstet Gynecol.
2017;60(3):485-496.
51. Karslıoglu T, Karasu AFG, Yildiz P. The Effects of Micronized Progesterone and
Cabergoline On a Rat Autotransplantation Endometriosis Model: A Placebo Controlled
Randomized Trial. J Invest Surg. 2020;6:1-5.
52. Mueck AO, Seeger H. Progestogens and target tissues: vascular systems. Maturitas.
2009;62(4):356-61.
53. Rižner TL, Brožič P, Doucette C et al. Selectivity and potency of the retroprogesterone
dydrogesterone in vitro. Steroids. 2011;76(6):607-15.
54. Trivedi P, Selvaraj K, Mahapatra PD et al. Effective post-laparoscopic treatment of
endometriosis with dydrogesterone. Gynecol Endocrinol. 2007;23:73-6.

55. Vercellini P, Bracco B, Mosconi P et al. Norethindrone acetate or dienogest for the
treatment of symptomatic endometriosis: a before and after study. Fertil Steril.
2016;105(3):734-743.
56. Huvinen E, Holopainen E, Heikinheimo O. Norethisterone and its acetate - what's so
special about them? BMJ Sex Reprod Health. 2020;12:bmjsrh-2020-200619.

Medical treatment in Endometriosis

www.endometriosisturkey.com

57. Grandi G, Mueller MD, Bersinger NA et al. The association between progestins, nuclear
receptors expression and inflammation in endometrial stromal cells from women with
endometriosis. Gynecol Endocrinol. 2017;33(9):712-715.
58. Kuhl H. Comparative pharmacology of newer progestogens. Drugs. 1996;51(2):188-215.
59. Murji A, Biberoğlu K, Leng J et al. Use of dienogest in endometriosis: a narrative
literature review and expert commentary. Curr Med Res Opin. 2020;36(5):895-907.
60. Lang J, Yu Q, Zhang S et al. Dienogest for Treatment of Endometriosis in Chinese
Women: A Placebo-Controlled, Randomized, Double-Blind Phase 3 Study. J Womens Health
(Larchmt). 2018;27(2):148-155.
61. Schindler AE. Dienogest in long-term treatment of endometriosis. Int J Womens Health.
2011;3:175-184.
62. Chandra A, Rho AM, Jeong K et al. Clinical experience of long-term use of dienogest
after surgery for ovarian endometrioma. Obstet Gynecol Sci. 2018;61(1):111-117.
63. Seo JW, Lee DY, Kim SE et al. Comparison of long-term use of combined oral
contraceptive after gonadotropin-releasing hormone agonist plus add-back therapy versus
dienogest to prevent recurrence of ovarian endometrioma after surgery. Eur J Obstet Gynecol
Reprod Biol. 2019;236:53-57.

64. Crosignani PG, Luciano A, Ray A et al. Subcutaneous depot medroxyprogesterone
acetate versus leuprolide acetate in the treatment of endometriosis-associated pain. Hum
Reprod. 2006;21(1):248-256.
65. Kaunitz AM, Arias R, McClung M. Bone density recovery after depot
medroxyprogesterone acetate injectable contraception use. Contraception. 2008;77(2):67-76.

Medical treatment in Endometriosis

www.endometriosisturkey.com

66. Vercellini P, De Giorgi O, Mosconi P et al. Cyproterone acetate versus a continuous
monophasic oral contraceptive in the treatment of recurrent pelvic pain after conservative
surgery for symptomatic endometriosis. Fertil Steril. 2002;77(1):52-61.
67. Angioni S, Cofelice V, Pontis A et al. New trends of progestins treatment of
endometriosis. Gynecol Endocrinol. 2014;30(11):769-73.
68. Collinet P, Fritel X, Revel-Delhom C et al. Management of endometriosis: CNGOF/HAS
clinical practice guidelines - Short version. J Gynecol Obstet Hum Reprod. 2018;47(7):265274.
69. Lee KH, Jung YW, Song SY et al. Comparison of the efficacy of diegnogest and
levonorgestrel-releasing intrauterine system after laparoscopic surgery for endometriosis. J
Obstet Gynaecol Res. 2018;44(9):1779-1786.
78.

Dunselman G, Vermeulen N, Becker C, Calhaz-Jorge C, D'Hooghe T, De Bie B, et al.

ESHRE guideline: management of women with endometriosis. Human reproduction.
2014;29(3):400-12.
79.

Berlanda N, Somigliana E, Viganò P, Vercellini P. Safety of medical treatments for

endometriosis. Expert opinion on drug safety. 2016;15(1):21-30.
80.

Ferrero S, Evangelisti G, Barra F. Current and emerging treatment options for

endometriosis. Expert opinion on pharmacotherapy. 2018;19(10):1109-25.
81.

Vercellini P, Somigliana E, Viganò P, Abbiati A, Daguati R, Crosignani PG.

Endometriosis: current and future medical therapies. Best practice & research Clinical
obstetrics & gynaecology. 2008;22(2):275-306.

Medical treatment in Endometriosis

www.endometriosisturkey.com

82.

Garzon S, Laganà AS, Barra F, Casarin J, Cromi A, Raffaelli R, et al. Aromatase

inhibitors for the treatment of endometriosis: a systematic review about efficacy, safety and
early clinical development. Expert Opinion on Investigational Drugs. 2020.
83.

Ferrero S, Remorgida V, Maganza C, Venturini PL, Salvatore S, Papaleo E, et al.

Aromatase and endometriosis: estrogens play a role. Annals of the New York Academy of
Sciences. 2014;1317(1):17-23.
84.

Bulun SE, Monsavais D, Pavone ME, Dyson M, Xue Q, Attar E, et al., editors. Role

of estrogen receptor-β in endometriosis. Seminars in reproductive medicine; 2012: NIH
Public Access.
85.

Vetvicka V, Lagana AS, Salmeri FM, Triolo O, Palmara VI, Vitale SG, et al.

Regulation of apoptotic pathways during endometriosis: from the molecular basis to the
future perspectives. Archives of gynecology and obstetrics. 2016;294(5):897-904.
86.

Han SJ, Lee JE, Cho YJ, Park MJ, O’Malley BW. Genomic Function of Estrogen

Receptor β in Endometriosis. Endocrinology. 2019;160(11):2495-516.
87.

Lagana A, Unfer V. D-Chiro-Inositol's action as aromatase inhibitor: rationale and

potential clinical targets. European Review for Medical and Pharmacological Sciences.
2019;23(24):10575-6.
88.

Velasco I, Rueda J, Acien P. Aromatase expression in endometriotic tissues and cell

cultures of patients with endometriosis. MHR: Basic science of reproductive medicine.
2006;12(6):377-81.
89.

Huhtinen K, Desai R, Ståhle M, Salminen A, Handelsman DJ, Perheentupa A, et al.

Endometrial and endometriotic concentrations of estrone and estradiol are determined by

Medical treatment in Endometriosis

www.endometriosisturkey.com

local metabolism rather than circulating levels. The Journal of Clinical Endocrinology &
Metabolism. 2012;97(11):4228-35.
90.

Ferrero S, Gillott DJ, Remorgida V, Anserini P, Leung K-Y, Ragni N, et al.

Proteomic analysis of peritoneal fluid in women with endometriosis. Journal of Proteome
research. 2007;6(9):3402-11.
91.

Attar E, Tokunaga H, Imir G, Yilmaz MB, Redwine D, Putman M, et al.

Prostaglandin E2 via steroidogenic factor-1 coordinately regulates transcription of
steroidogenic genes necessary for estrogen synthesis in endometriosis. The Journal of
Clinical Endocrinology & Metabolism. 2009;94(2):623-31.
92.

Committee Opinion No. 663: Aromatase Inhibitors in Gynecologic Practice.

Obstetrics & Gynecology. 2016;127(6):e170-e4.
93.

Agostinho L, Cruz R, Osório F, Alves J, Setúbal A, Guerra AJIii. MRI for

adenomyosis: a pictorial review. 2017;8(6):549-56.
94.

Verma A, Konje JC. Successful treatment of refractory endometriosis-related chronic

pelvic pain with aromatase inhibitors in premenopausal patients. European Journal of
Obstetrics & Gynecology and Reproductive Biology. 2009;143(2):112-5.
95.

Hong A, Kim J, Lee K, Kim T, Im S, Moon H, et al. Long-term effect of aromatase

inhibitors

on

bone

microarchitecture

and

macroarchitecture

in

non-osteoporotic

postmenopausal women with breast cancer. Osteoporosis International. 2017;28(4):1413-22.
96.

Amir E, Seruga B, Niraula S, Carlsson L, Ocaña A. Toxicity of adjuvant endocrine

therapy in postmenopausal breast cancer patients: a systematic review and meta-analysis.
Journal of the National Cancer Institute. 2011;103(17):1299-309.

Medical treatment in Endometriosis

www.endometriosisturkey.com

97.

Bulun S, Zeitoun K, Takayama K, Noble L, Michael D, Simpson E, et al. Estrogen

production in endometriosis and use of aromatase inhibitors to treat endometriosis.
Endocrine-related cancer. 1999;6(2):293-301.
98.

Remorgida V, Abbamonte LH, Ragni N, Fulcheri E, Ferrero S. Letrazole and

desogestrel‐only contraceptive pill for the treatment of stage IV endometriosis. Australian
and New Zealand journal of obstetrics and gynaecology. 2007;47(3):222-5.
99.

Augusto TV, Correia-da-Silva G, Rodrigues CM, Teixeira N, Amaral C. Acquired

resistance

to

aromatase

inhibitors:

where

we

stand!

Endocrine-Related

Cancer.

2018;25(5):283-301.
100.

Amsterdam LL, Gentry W, Jobanputra S, Wolf M, Rubin SD, Bulun SE. Anastrazole

and oral contraceptives: a novel treatment for endometriosis. Fertility and sterility.
2005;84(2):300-4.
101.

Hefler LA, Grimm C, van Trotsenburg M, Nagele F. Role of the vaginally

administered aromatase inhibitor anastrozole in women with rectovaginal endometriosis: a
pilot study. Fertility and sterility. 2005;84(4):1033-6.
102.

Takayama K, Zeitoun K, Gunby RT, Sasano H, Carr BR, Bulun SE. Treatment of

severe postmenopausal endometriosis with an aromatase inhibitor. Fertility and sterility.
1998;69(4):709-13.
103.

Lindsay SF, Luciano DE, Luciano AA. Emerging therapy for endometriosis. Expert

opinion on emerging drugs. 2015;20(3):449-61.
104.

Patwardhan S, Nawathe A, Yates D, Harrison G, Khan K. Systematic review of the

effects of aromatase inhibitors on pain associated with endometriosis. BJOG: An
International Journal of Obstetrics & Gynaecology. 2008;115(7):818-22.

Medical treatment in Endometriosis

www.endometriosisturkey.com

105.

Ferrero S, Camerini G, Seracchioli R, Ragni N, Venturini P, Remorgida V. Letrazole

combined with norethisterone acetate compared with norethisterone acetate alone in the
treatment

of

pain

symptoms

caused

by

endometriosis.

Human

Reproduction.

2009;24(12):3033-41.
106.

Ferrero S, Venturini PL, Gillott DJ, Remorgida V. Letrazole and norethisterone

acetate versus letrazole and triptorelin in the treatment of endometriosis related pain
symptoms: a randomized controlled trial. Reproductive Biology and Endocrinology.
2011;9(1):1-7.
107.

Olive DL, editor Medical therapy of endometriosis. Seminars in reproductive

medicine; 2003: Copyright© 2003 by Thieme Medical Publishers, Inc., 333 Seventh Avenue,
New York, NY 10001, USA
108.

Podhorecka M, Macheta A, Chocholska S, Bojarska-Junak A, Szymczyk A, Goracy

A, et al. Danazol induces apoptosis and cytotoxicity of leukemic cells alone and in
combination with purine nucleoside analogs in chronic lymphocytic leukemia. Annals of
hematology. 2016;95(3):425-35.
109.

Ashfaq S, Can AS. Danazol. StatPearls. Treasure Island (FL): StatPearls Publishing

Copyright © 2020, StatPearls Publishing LLC.; 2020.
110.

Selak V, Farquhar CM, Prentice A, Singla AA. Danazol for pelvic pain associated

with endometriosis. Cochrane Database of Systematic Reviews. 2001(4).
111.

Brown J, Farquhar C. Endometriosis: an overview of Cochrane Reviews. Cochrane

Database Syst Rev. 2014;2014(3):Cd009590.

Medical treatment in Endometriosis

www.endometriosisturkey.com

112.

Telimaa S, Puolakka J, Kauppila A. Placebo-controlled comparison of danazol and

high-dose medroxyprogesterone acetate in the treatment of endometriosis. Gynecological
Endocrinology. 1987;1(1):13-23.
113.

Godin R, Marcoux V. Vaginally administered danazol: an overlooked option in the

treatment of rectovaginal endometriosis? Journal of Obstetrics and Gynaecology Canada.
2015;37(12):1098-103.
114.

Cottreau CM, Ness RB, Modugno F, Allen GO, Goodman MT. Endometriosis and its

treatment with danazol or lupron in relation to ovarian cancer. Clinical Cancer Research.
2003;9(14):5142-4.
115.

Guo S-W. Reply: Possible treatment associated cancer in endometriosis. Human

reproduction update. 2020;26(5):775-7.
116.

Cobellis L, Razzi S, Fava A, Severi FM, Igarashi M, Petraglia F. A danazol-loaded

intrauterine device decreases dysmenorrhea, pelvic pain, and dyspareunia associated with
endometriosis. Fertility and sterility. 2004;82(1):239-40.
117. Laschke M.W. , Menger M.D. Anti-angiogenic treatment strategies for the therapy of
endometriosis, Human Reproduction Update, Vol.18, No.6 pp. 682–702, 2012 Advanced
Access publication on June 19, 2012 doi:10.1093/humupd/dms026.
118. Delgado-Rosas F, Gomez R, Ferrero H, et al. The effects of ergot and non-ergot-derived
dopamine agonists in an experimental mouse model of endometriosis. Reproduction. 2011;
142(5):745–755. [PubMed: 21862695].
119.Gomez R, Abad A, Delgado F, et al. Effects of hyperprolactinemia treatment with the
dopamine agonist quinagolide on endometriotic lesions in patients with endometriosis-

Medical treatment in Endometriosis

www.endometriosisturkey.com

associated hyperprolactinemia. Fertil Steril. 2011; 95(3):882–888 e881. [PubMed:
21055747].
120. Yilmaz B, Ozat M, Kilic S, et al. Atorvastatin causes regression of endometriotic
implants in a rat model. Reprod Biomed Online. 2010; 20(2):291–299. [PubMed: 20113969].
121. Sharma I, Dhawan V, Mahajan N, et al. In vitro effects of atorvastatin on
lipopolysaccharide-induced gene expression in endometriotic stromal cells. Fertil Steril.
2010; 94(5):1639–1646 e1631. [PubMed: 19944411].
122. Bruner-Tran KL, Osteen KG, Duleba AJ. Simvastatin protects against the development
of endometriosis in a nude mouse model. J Clin Endocrinol Metab. 2009; 94(7):2489–2494.
[PubMed: 19366846].
123. Cayci T, Akgul EO, Kurt YG, et al. The levels of nitric oxide and asymmetric
dimethylarginine in the rat endometriosis model. J Obstet Gynaecol Res. 2011; 37(8):1041–
1047. [PubMed: 21481092].
124. Lebovic D.I., Kir M. ,Casey C.L.Peroxisome proliferator-activated receptor-gamma
induces regression of endometrial explants in a rat model of endometriosis.Fertil
Steril. 2004; 82: 1008-1013.
125. Perello M, Gonzalez-Foruria I, Castillo P, et al. Oral Administration of Pentoxifylline
Reduces Endometriosis-Like Lesions in a Nude Mouse Model. Reprod Sci. 2016.
126. Song, Lu D., Li, HY., et al. Pentoxifylline for endometriosis. Cochrane Database Syst
Rev. 2012; 1:CD007677. [PubMed: 22258970].

Medical treatment in Endometriosis

www.endometriosisturkey.com

Medical treatment in Endometriosis

www.endometriosisturkey.com

