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Introduction

Endometriosis, a prevalent but debilitating condition affect-
ing women, poses significant challenges in diagnosis and 
management. Although international guidelines exist, the 
unique clinical presentations and healthcare landscape in Ko-
rea necessitate tailored recommendations. The current 2024 
guideline, developed by the Korean Society of Endometriosis 
(KSE), builds upon the 2018 KSE guideline and incorporates 
the latest evidence-based research and expert consensus to 
provide clinicians with comprehensive, up-to-date guidance 
[1]. This guideline addresses key areas such as diagnosis, 
medical and surgical management, considerations for special 
populations, and its complex relationship with cancer. The 
recommendations are categorized based on the strength 
of evidence using the grading of recommendations, assess-
ment, development, and evaluations framework, and the 
details are described in Table 1. 
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Diagnosis

Detailed history taking and physical examination are crucial 
to prevent delayed diagnosis, as patients may endure the dis-
ease for years before diagnosis [2,3]. Imaging studies, such 
as pelvic ultrasound and magnetic resonance imaging (MRI), 
are also notably accurate for endometriosis diagnosis. There-
fore, international societies, including the European Society 
for Reproductive Medicine, have recommended that ovarian 
endometrioma and deep endometriosis (DE) be diagnosed 
solely upon imaging findings, excluding diagnostic laparos-
copy [4]. 

1. Symptoms and signs 
Endometriosis should be suspected in women of childbear-
ing age presenting with gynecological symptoms, including 
menstrual pain, pelvic pain, dyspareunia, fatigue, and infer-
tility (grade D) [5].  Endometriosis should be considered in 
women of childbearing age with dyschezia, dysuria, painful 
rectal bleeding or hematuria, periodic swelling/pain at the 
surgical site, and cough/hemoptysis/chest pain/shoulder pain/
catamenial pneumothorax (grade D) [5].

2. Diagnostic tools

1) Physical examination
Pelvic and abdominal examinations should be performed in 
all patients with suspected endometriosis. This examination 
can be conducted at any point during the menstrual cycle 
(grade D) [6]. Painful nodules near the rectum, vagina, or 
fornix during a physical examination may indicate DE (grade 
C). Palpation of an ovarian mass during pelvic examination 
in women with suspected endometriosis suggests an ovarian 
endometrioma (grade C). Endometriosis cannot be excluded 
in women with suspected endometriosis, even with normal 
physical examination results. Additional tests, mostly based 
on imaging, should be considered (grade B) [7].

2) Biomarkers
There is insufficient evidence regarding the use of biomarkers 
from endometrial tissue, blood, menstrual blood, and uterine 
fluids for diagnosing endometriosis (grade A) [8]. Further re-
search is needed on biomarkers for endometriosis recurrence 
(grade C).

3) Imaging studies and approaches thereafter
For suspected endometriosis, transvaginal or transrectal ul-
trasound is recommended as the initial step to confirm or ex-
clude ovarian endometrioma (grade A) [9]. For signs or symp-
toms of endometriosis, transvaginal or transrectal ultrasound 
may help confirm or exclude DE involving the sigmoid colon 
and rectum (grade A) [10]. If DE is suspected, especially in-
volving the ureters, bladder, or intestines, additional imaging 
such as MRI should be considered (grade D). Even if imaging 
studies, such as pelvic ultrasound and MRI, appear normal, 
endometriosis cannot be excluded (grade D). In women with 
suspected endometriosis, empirical medical treatment, such 
as gonadotropin-releasing hormone (GnRH) agonists, pro-
gestins, and combined oral contraceptives (COC), may be ini-
tiated following imaging, regardless of imaging confirmation 
of endometriosis (grade D) [10]. After imaging studies are 
conducted on women with suspected endometriosis, diag-
nostic laparoscopy can be performed for lesion removal and 
pathological confirmation. Both empirical medical therapy 
and diagnostic laparoscopy are viable options for managing 
the condition. Currently, no evidence indicates which ap-
proach is more effective, and decisions can be made through 
patient discussion (grade D) [1].

3. Follow-up monitoring
Women with endometriosis, especially deep or ovarian cases, 
require close follow-up care (grade D). Cancer antigen-125 
(CA-125) exhibits low sensitivity but a high positive predictive 
value, making it a potential option for follow-up monitoring 
during treatment (grade D) [8]. 

Table 1. Grading of recommendations [141]

Recommendation grade Definition

A Strong evidence base; at least one randomized controlled trial, systematic reviews, or meta-analysis

B Moderate evidence base; at least one high quality non-randomized controlled trial, such as case-control or 
cohort studies

C Limited evidence base; non-analytic studies such as cross-sectional studies, case reports or case series

D Expert opinion
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Pelvic pain - medical treatment

1. ‌�Nonsteroidal anti-inflammatory drugs (NSAIDs) and 
other analgesics

Women may be offered NSAIDs or other analgesics, alone or 
with other treatments, to reduce endometriosis-associated 
pain (grade C).

2. Hormone treatments
Hormone therapy is based on evidence that endometriosis is 
‘estrogen-dependent’. The most commonly prescribed drugs 
for endometriosis modify the hormonal environment by sup-
pressing ovarian activity or acting directly on steroid receptors 
and enzymes in lesions [11]. These include progestogens, 
anti-progestogens, COC, GnRH agonists, GnRH antagonists, 
the levonorgestrel intrauterine system (LNG-IUS), and aroma-
tase inhibitors such as letrozole [4]. Danazol and gestrinone 
are no longer recommended for endometriosis-associated 
pain owing to their severe side effects. In the clinical setting, 
the magnitude of the analgesic effect has been shown to be 
similar for all types of medical treatments, but inevitable side 
effects still exist [11]. Thus, the efficacy and side effect pro-
files of these therapies should be individualized.

1) COC
COCs are recommended to reduce endometriosis-associated 
dyspareunia, dysmenorrhea, and non-menstrual pain (grade 
A) [12]. Women with endometriosis-associated dysmenor-
rhea can be offered the continuous use of COC (grade A) 
[13].

2) ‌�Progestogens (including progestogen-only  
contraceptives), anti-progestogens and danazol

Progestogens are recommended to reduce endometriosis-
associated pain (grade A) [14]. Clinicians should take the 
different side-effect profiles of progestogens into account 
when prescribing them (grade D). LNG-IUS system or an 
etonogestrel-releasing subdermal implant is recommended 
to reduce endometriosis-associated pain (grade A) [15,16]. 
Danazol and gestrinone are no longer recommended as 
medical treatments for endometriosis-associated pain (grade 
C). Long-term treatment with dienogest should be individu-
alized depending on the woman’s pregnancy plan, disease 
recurrence, and side effects, without limiting the treatment 
period (grade D) [11,15,17-19]. When receiving long-term 

treatment with dienogest, a biannual bone mineral density 
(BMD) test may be helpful, as well as a breast examination 
at the same frequency as that for healthy women (grade D) 
[20-22].

3) GnRH agonist
GnRH agonists are recommended to reduce endometriosis-
associated pain, although evidence is limited regarding dos-
age or treatment duration (grade A) [23]. GnRH agonists are 
prescribed as second-line treatment (i.e., if COC or proges-
togens have been ineffective) due to their side-effect profile 
(grade B) [21]. Clinicians should consider prescribing add-
back therapy alongside GnRH agonists to prevent bone loss 
and hypoestrogenic symptoms (grade A) [24]. 

4) GnRH antagonist
GnRH antagonists can be considered for reducing endome-
triosis-associated pain, although evidence is limited regarding 
the dosage or treatment duration (grade C) [25-27]. GnRH 
antagonists are prescribed as second-line treatment (i.e., if 
COC or progestogens have been ineffective) owing to their 
side-effect profile (grade D) [5].

5) Aromatase inhibitor
For endometriosis-associated pain refractory to other medical 
or surgical treatments, aromatase inhibitors are recommend-
ed. Aromatase inhibitors may be prescribed along with COC, 
progestogens, GnRH agonists, or GnRH antagonists (grade B) 
[28].

3. Other treatment options
Experts recommend that clinicians discuss non-medical strat-
egies, such as acupuncture, physiotherapy, electrotherapy, 
psychological interventions, dietary interventions, and Chi-
nese medicine, to address the quality of life and psychologi-
cal well-being of women with endometriotic symptoms. 
However, clinicians should acknowledge that no recommen-
dations can be made for any specific non-medical interven-
tion to reduce pain or improve quality-of-life measures in 
women with endometriosis, since the potential benefits and 
harms are unclear (grade D) [29].
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Pelvic pain - surgical  treatment

Surgical intervention may be considered for the reduction of 
endometriosis-associated pain (grade A). Excising endometri-
otic lesions is more effective than draining or ablating them 
in terms of pain and symptom reduction, as well as recur-
rence prevention (grade B).

Laparoscopy is recommended as the standard surgical 
method [30]. Compared to laparotomy, laparoscopic surgery 
has advantages, such as reduced pain, shorter hospitaliza-
tion, and cosmetic aspects [31]. Compared to laparotomy, 
it also has the same effect on endometriosis pain [32]. Re-
garding robotic surgery, there was no difference in surgical 
results, but the robotic approach showed longer operation 
time compared to conventional laparoscopic surgery in cer-
tain situations [33]. Further studies are required to evaluate 
the cost-effectiveness of various surgical techniques.

1. Ovarian endometrioma
Cystectomy is more effective than drainage or ablation in 
reducing recurrence rates and endometriosis-associated 
pain during the surgical treatment of ovarian endometrio-
mas (grade B). Minimizing ovarian damage is crucial during 
surgical intervention for ovarian endometriomas (grade A). 
Preoperative assessment of Anti-Müllerian hormone levels 
should be considered in cases of large, recurrent, or bilateral 
endometriomas in women who desire future pregnancy due 
to the increased risk of ovarian damage (grade D).

Surgical removal of large ovarian endometriomas (≥3 cm) 
is more effective than drainage or electrocoagulation for al-
leviating symptoms and preventing recurrence [34-36]. In ad-
dition, histological diagnosis is possible when a cystectomy is 
performed [35].

2. DE
Surgical excision of DE can reduce endometriosis-associated 
pain and improve the quality of life (grade B) [37,38]. Clini-
cians should consider referrals to tertiary care institutions to 
minimize complications during surgery, which often requires 
multidisciplinary expertise (grade D).

3. Hysterectomy
Considering hysterectomy for severe, treatment-resistant en-
dometriosis pain in women who do not wish to conceive or 
if other uterine pathologies exist is a viable treatment option 

(grade D). Following hysterectomy and bilateral oophorecto-
my for the treatment of endometriosis, continuous combined 
estrogen-progestogen hormone therapy (HT) is recommend-
ed for the management of menopausal symptoms (grade C). 
Tibolone may be considered as a second-line option for pa-
tients who are unable to use continuous combined estrogen-
progestogen HT (grade D).

The decision to perform bilateral oophorectomy with hys-
terectomy should be carefully considered. Thorough patient 
discussions should be held before surgery, explaining that 
the probability of pain persisting after hysterectomy is about 
15% and that there is a 3-5% risk of worsening pain or de-
veloping new symptoms [39]. Pain after hysterectomy may 
be due to ovarian remnant syndrome.

4. Adjuvant medication before and after surgery
Preoperative hormonal treatment, compared to surgery 
alone, is not recommended for pain management in women 
with endometriosis, as it does not provide significant benefits 
on the pain and/or recurrence reduction rate in the postop-
erative period (grade A) [40]. Postoperative hormonal treat-
ment includes short-term (less than 6 months) and long-term 
(6 months or more) treatment, and long-term treatment aims 
to prevent recurrence (grade D). In women who are not plan-
ning to become pregnant, postoperative hormonal treatment 
may be considered for the management of endometriosis-
associated pain (grade C) [40].

Infertility: assisted-reproductive 
techniques (ART)

1. Intrauterine insemination (IUI) after superovulation
In women with minimal or mild endometriosis-related infertili-
ty, IUI with superovulation can be performed (grade B) [1, 41].  
IUI with superovulation could be considered in severe endo-
metriosis-related infertility, although its effectiveness is un-
proven (grade B) [42].

2. ART
ART can be performed in women with endometriosis-related 
infertility, especially when fallopian tube function is poor, 
male factor infertility exists, or other infertility treatments fail 
(grade B) [43]. Surgery is not recommended to increase the 
live birth rate before ART in patients with minimal or mild en-
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dometriosis (grade A) [44,45]. Performing surgery before ART 
in women with ovarian endometrioma may negatively affect 
the ovarian reserve. However, surgery to relieve endometrio-
sis-related pain or increase access to follicles should be con-
sidered (grade A). Surgery to remove DE before ART should 
be decided based on pain and patient preference, as research 
on whether surgery improves fertility is lacking (grade B) [46]. 
There is insufficient evidence to support the long-term use 
of gonadotropin-releasing hormone agonists to increase live 
birth rates before ART (grade A) [47,48]. There is insufficient 
evidence regarding whether long-term use of COCs or pro-
gesterone before ART increases the live birth rate (grade B) 
[49]. Since there is no difference in live birth rates depending 
on the type of gonadotropin-releasing hormone analog used 
during superovulation for ART, the choice of gonadotropin-
releasing hormone analog can be determined based on pa-
tient and physician preference (grade B) [50,51]. ART does 
not worsen symptoms or cause recurrence of endometriosis 
(grade A) [52]. In women with endometriomas in the ovaries, 
the risk of ovarian abscesses after oocyte retrieval is very low; 
however, antibiotics can be used for prevention (grade B) [53].

3. ‌�Preservation of fertility in patients with 
endometriosis

There is insufficient evidence regarding the indications, 
benefits, and safety of fertility preservation in women with 
moderate-to-severe endometriosis. However, healthcare pro-
fessionals should provide thorough counseling to patients 
regarding fertility preservation (grade B) [54]. Women with 
bilateral endometriomas or those with recurrent endometrio-
mas after surgery may consider fertility preservation before 
surgery for endometriomas (grade C) [55-57]. Women who 
do not wish to or cannot undergo ovarian stimulation for 
oocyte retrieval or those who require the removal of ova-
ries may consider ovarian tissue cryopreservation (grade C) 
[56,57].

Infertility: surgical, medical, and  
non-medical treatments

Endometriosis can induce infertility through various mecha-
nisms, and studies on treatments for endometriosis-associ-
ated infertility, including medical, surgical, and non-medical 
therapies, have been conducted to enhance natural concep-

tion rates [58-60].

1. Surgical treatment
For mild-revised American Society for Reproductive Medicine 
(rASRM) stage I/II-endometriosis-associated infertility, surgery 
may be considered to increase natural conception rates. 
Concerning pregnancy rates, laparoscopic surgery is superior 
to diagnostic laparoscopy (grade A) [58-60]. In severe-rASRM 
stage III/IV-endometriosis, laparoscopic surgery demonstrates 
higher natural conception rates than expectant management 
(grade A) [61,62]. There is no definitive evidence that laparo-
scopic surgery improves fertility in DE. However, among pa-
tients experiencing clinical symptoms such as dyschezia who 
desire pregnancy, it can be considered a treatment option 
(grade D) [58-62]. When deciding on surgery, factors such as 
the presence of pain, patient’s age, surgical history, presence 
of other infertility factors, and ovarian reserve should be 
considered (grade D). To increase natural conception rates, 
ovarian cystectomy may be considered over other surgical 
methods, such as drainage or ablation (grade A) [63-65]. It 
is important to be cautious, as ovarian reserve may diminish 
during surgery, potentially impacting future pregnancy rates 
(grade B) [66]. The endometriosis fertility index can be used 
to counsel patients regarding the possibility of natural con-
ception without the need for ART after surgery for endome-
triosis (grade D) [67].

2. Medical treatment
In women with endometriosis-related infertility, the use of 
ovarian suppression therapy, such as GnRH agonists, proges-
terone, or COCs, is not recommended for improving fertility 
(grade A) [68-70]. Hormonal suppression therapy following 
surgery for endometriosis is not recommended for increas-
ing pregnancy rates (grade A) [68]. Women who do not 
immediately attempt pregnancy after surgery or those who 
seek pain relief or aim to prevent recurrence may consider 
hormonal therapy following surgery for endometriosis (grade 
B) [69]. Using letrozole for purposes other than ovulation 
induction, as well as other anti-inflammatory medications, is 
not recommended for improving natural pregnancy rates in 
infertile women with endometriosis (grade A) [70]. The pro-
vision of specific nutrients or the application of non-medical 
alternative therapies is not recommended for infertile women 
with endometriosis (grade D).
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3. Non-medical treatment
There is no reliable evidence supporting the efficacy of non-
medical methods, such as diet, Chinese medicine, electro-
therapy, acupuncture, physiotherapy, exercise, and psycho-
logical interventions, to increase the likelihood of pregnancy 
in women with endometriosis; therefore, they are not recom-
mended.

Endometriosis in specific age-groups

1. Endometriosis in pregnancy
Pregnancy does not always suppress the progression of en-
dometriosis, and it is not recommended to encourage preg-
nancy for the treatment of endometriosis (grade C) [71,72]. 
Surgery should be considered if endometriosis is suspected 
to be atypical or if malignancy cannot be excluded (grade 
B). Women with endometriosis may experience an increased 
risk of miscarriage and ectopic pregnancy during the first tri-
mester (grade B) [73-75]. Complications related to endome-
triosis in the second and third trimesters include gestational 
diabetes, gestational hypertension, small for gestational age, 
premature rupture of membranes, preterm labor, placenta 
previa, placental abruption, cesarean section, and miscar-
riage (grade B) [73-75]. Women with endometriosis before 
pregnancy can be managed with regular prenatal care un-
less they have high-risk endometriosis (adenomyosis, ART 
pregnancies, and DE). However, clinicians should be aware of 
potential complications (grade D). Close observation is neces-
sary even after childbirth (grade C).

2. Endometriosis in adolescence

1) Diagnosis
Detailed history-taking, including age at menarche, men-
strual cycle, family history, and presence of reproductive tract 
anomalies, is necessary for diagnosing endometriosis during 
adolescence (grade B) [76-78]. Endometriosis during adoles-
cence should be considered if chronic or acyclic pelvic pain 
is accompanied by nausea, dysmenorrhea, gastrointestinal 
disturbances, dysuria, or dyspareunia (grade B) [79]. Trans-
vaginal ultrasonography is effective for diagnosing endo-
metriosis, but if not feasible, transabdominal, transrectal, or 
transperineal ultrasonography or pelvic MRI may be consid-
ered (grade B) [79]. Diagnosing endometriosis in adolescents 

using biomarkers such as CA-125 is not recommended (grade 
C) [80]. Diagnostic laparoscopy may be considered for ado-
lescents with suspected endometriosis who are negative on 
imaging or do not respond to medical therapy (grade C) [81].

2) Treatment
If endometriosis is suspected, NSAIDs can be considered as 
the first-line treatment to control pain (grade B) [82]. If there 
is no response to NSAIDs for pain associated with endometri-
osis, COCs or progestins should be prescribed. However, it is 
important to note that some progestins may cause BMD loss 
(grade B) [83,84]. If COCs or progestin therapy fails, GnRH 
agonists with add-back therapy may be considered (grade C) 
[85]. Treatment may be considered to control related symp-
toms in adolescents with endometriosis, but high recurrence 
rates should be taken into account (grade C) [86,87]. If sur-
gery is necessary, it should be performed by a skilled special-
ist using laparoscopy, and all lesions should be removed if 
possible (grade D) [88,89].

3) Fertility preservation
Adolescents with endometriosis should be informed that en-
dometriomas and the impact of surgery can decrease ovarian 
reserve, which may affect future fertility (grade D).

3. Endometriosis after menopause
Endometriosis is steroid-dependent; therefore, its progression 
decreases after menopause [90]. However, some of these 
women continue to experience endometriosis-related symp-
toms even after menopause [91]. Understanding whether 
endometriosis remains active after menopause and its associ-
ation with health issues is crucial for making careful decisions 
regarding treatment.

1) Treatment
Endometriotic symptoms may persist even after menopause 
(grade C) [90,91]. Treatment for endometriosis may still be 
necessary after menopause if needed (grade B). Any pelvic 
masses should be carefully evaluated and addressed, as they 
may be cancerous (grade C).

2) ‌�Menopausal symptom management in women 
with a history of endometriosis

In menopausal women who have undergone hysterectomy 
for endometriosis and experience vasomotor symptoms, pro-
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gestogens should be combined with estrogen therapy, con-
sidering the higher risk of malignant transformation (grade 
C) [92,93]. Tibolone may be considered a second-line agent 
for patients who find it difficult to continue with combined 
estrogen-progestogen continuous HT (grade D) [92-94]. For 
women with a history of endometriosis who have undergone 
surgical menopause at a young age, continuous combined 
estrogen-progestogen HT is recommended until the natural 
age of menopause (grade D) [95,96].

Endometriosis in special situations

1. Asymptomatic endometriosis
No electrocauterization is required for endometriosis discov-
ered incidentally during surgery (grade B). It is not necessary 
to administer medication to patients with incidentally diag-
nosed endometriosis (grade C) [97]. Surgical removal of a >4 
cm asymptomatic endometrioma may be carefully consid-
ered due to the potential risk of ovarian cancer, although the 
association is not definitively established (grade D) [97-99].  
Patients with asymptomatic endometriosis should be in-
formed about their condition (grade D). For patients with as-
ymptomatic endometriosis, periodic ultrasound examinations 
can be performed (grade C) [100].

2. Recurrent endometriosis
When operating on patients with endometrioma, ovarian 
cystectomy should be performed instead of drainage or elec-
trocauterization to prevent endometriosis-related dysmenor-
rhea, dyspareunia, or pelvic pain. However, the possibility of 
decreased ovarian reserve during surgery must be considered 
(grade B) [101]. For secondary prevention of endometriosis-
related dysmenorrhea after surgery, LNG-IUS (52 mg) or 
COCs should be prescribed for at least 18-24 months (grade 
B) [102]. Hormone therapy (dienogest, GnRH agonist, and 
COC) or surgery can be used to treat pain in patients with 
recurrent endometriosis (grade B) [103]. If there are no im-
mediate plans for pregnancy after surgery for endometrioma, 
long-term hormone therapy can be considered to prevent 
the recurrence of endometrioma and endometriosis-related 
symptoms (grade B) [104]. Long-term hormonal therapy af-
ter surgery can be considered to prevent the recurrence of 
DE (grade B) [105]. There was no significant decrease in BMD 
with long-term use of dienogest for recurrence prevention 

other than age-related changes (grade B) [106]. As ART is 
not considered to increase the recurrence of endometriosis, it 
can be performed when necessary in women with DE (grade 
B) [106]. For women who want to get pregnant, a second 
surgery for recurring endometriosis should be a  last  resort 
(grade B).

3. Primary prevention of endometriosis
The intake of vitamin D, omega-3, dairy products, and al-
cohol abstinence may help reduce the risk of endometriosis 
(grade C) [51,107-110]. The usefulness of COCs for the pri-
mary prevention of endometriosis is still uncertain (grade C) 
[111]. 

4. Extrapelvic endometriosis
Endometriosis primarily affects the pelvic organs, yet approxi-
mately 5% of cases are extrapelvic. The gastrointestinal tract 
and urinary system are the most frequent sites of extrapel-
vic endometriosis and are managed as extensions of pelvic 
endometriosis [112]. In contrast, abdominal wall endome-
triosis and thoracic endometriosis can be easily overlooked 
if physicians do not suspect endometriosis and there is no 
established standard treatment protocol. Abdominal wall 
endometriosis is associated with a history of abdominal sur-
gery [113-115]. Its most prevalent form arises from cesarean 
section, whereas occurrences in the umbilicus or perineum 
incision sites are rare. Thoracic endometriosis is classified as 
catamenial pneumothorax or hemothorax, which occurs in 
the pleura and presents with symptoms of pneumothorax or 
hemothorax. Catamenial hemoptysis invades the lung paren-
chyma and appears as hemoptysis or pulmonary nodules on 
imaging studies [116,117]. Although these are similar, they 
are presumed to have distinct etiologies [115-118].

1) Diagnosis of extrapelvic endometriosis
Endometriosis should be considered in women of childbear-
ing age who have dyschezia, dysuria, painful rectal bleeding 
or hematuria, periodic swelling/pain at the surgical site, and 
cough/hemoptysis/chest pain/shoulder pain/catamenial pneu-
mothorax (grade D). A multidisciplinary approach is recom-
mended for diagnosing and treating suspected extrapelvic 
endometriosis (grade D).
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2) Management of extrapelvic endometriosis 
Surgical resection is preferred for endometriosis in the ab-
dominal wall, umbilicus, perineum, and inguinal region. 
In cases where surgery is difficult, medical treatment can 
be considered, such as in pelvic endometriosis (grade D) 
[119,120].

For thoracic endometriosis, surgical and medical treatments 
such as GnRH agonists, COCs, and progestins can be con-
sidered, and a multidisciplinary approach is necessary (grade 
D) [121]. Owing to the high recurrence rate of thoracic en-
dometriosis, medical treatment is frequently initiated after 
surgical resection (grade D) [118,122].

Endometriosis and cancer

Endometriosis shares characteristics with cancer, including 
chronic inflammation, resistance to cell death, tissue inva-
sion, and the presence of local and distant lesions [123,124]. 
Research is ongoing to understand its association with can-

cer and to develop early detection methods. Concerns arise 
regarding the cancer risk linked to hormone therapy and the 
uncertain effect of surgery on ovarian cancer risk in patients 
with endometriosis.

1. Malignant tumors associated with endometriosis
Endometriosis does not have a high overall cancer risk but is 
linked to ovarian, breast, and thyroid cancers, although the 
absolute increase in risk compared to the general popula-
tion is minimal (grade A). Clinicians should inform women 
that endometriosis does not significantly increase the risk of 
ovarian, breast, or thyroid cancers (grade D). More data are 
needed to predict if endometriosis will progress to cancer. 
Until clear risk factors for ovarian cancer in patients with en-
dometriosis are identified, proactive measures, such as surgi-
cal oophorectomy, are not recommended (grade D). 

1) Risk assessment by cancer type 
Endometriosis is associated with a relatively increased ovarian 
cancer risk, particularly clear-cell and endometrioid carcino-

Table 2. Summary of selected major studies on the association between endometriosis and relative cancer risk

Study
2014 2016 2019 2021 2022

Kim et al. [125] 
(2014)

Wang et al. [126] 
(2016)

Li et al. [127] 
(2019)

Kvaskoff et al. 
[128] (2021)

Ye et al. [130] 
(2022)

Ovarian cancer 1.26 (1.21±1.32) 1.42 (1.28±1.57) 1.96 (1.69±2.29) 1.93 (1.68±2.22)

Clear-cell 2.61 (2.23±3.05) 3.44 (2.82±4.42)

Endometrioid 1.76 (1.55±1.96) 2.33 (1.82±2.98)

Endometrial cancer 1.18 (0.88±1.58) 1.23 (0.97±1.57) 1.66 (1.15±2.41)

Cervical cancer 0.67 (0.54±0.84) 0.68 (0.56±0.82)

Breast cancer 1.04 (1.00±1.09) 1.08 (1.00±1.17)

Thyroid cancer 1.39 (1.24±1.57)

Colon cancer 1.00 (0.87±1.16)

Skin cancer

Cutaneous melanoma 1.17 (0.97±1.41)

Basal-cell carcinoma 1.18 (1.11±1.25)

Lung cancer 0.94 (0.84±1.04)

Stomach cancer 0.97 (0.81±1.18)

Liver cancer 1.05 (0.77±1.44)

Pancreatic cancer 0.96 (0.61±1.50)

Bladder cancer 0.94 (0.76±1.14)

Kidney cancer 1.20 (0.93±1.55)

Values are presented as relative risk (95% CI).
CI, confidence interval. 
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mas [125-127]. Two meta-analyses reported that the relative 
risk of cervical cancer is low in women with endometriosis 
(Table 2) [127,128]. Recent meta-analyses report that endo-
metriosis increases the relative risk of breast cancer [128,129], 
particularly among individuals aged over 50 [130,131]. In 
a meta-analysis of five studies, endometriosis was reported 
to increase the thyroid cancer risk [128]. A meta-analysis of 
seven studies explored the link between endometriosis and 
melanoma and found no association, although only two 
studies concerning basal cell carcinoma were included, with 
an increased risk reported [128]. Additional research is re-
quired to fully understand these associations.

2) ‌�Comparison with the cancer incidence rate in the 
general population 

Risk estimates derived from recent meta-analytic data indi-
cating elevated risks for ovarian cancer (summary relative 
risks [SRR], 1.93), breast cancer (SRR, 1.04), and thyroid can-
cer (SRR, 1.39) among women with endometriosis demon-
strate that while these relative risks are higher, the absolute 
risks remain notably low compared to the general population 
(Table 3) [128,132]. Clinicians are advised to reassure women 
with endometriosis that despite the association with certain 
cancers, such as ovarian, breast, and thyroid cancer, their 
absolute cancer risk is minimal and akin to that of women 
without endometriosis [132].

3) Factors predicting progression to ovarian cancer
Factors predicting progression to ovarian cancer include the 
association of endometrioma with an increased risk, whereas 
superficial and DE show no such correlation [133]. Studies of-
fer limited evidence regarding the predictive value of somatic 
mutations in DE in ovarian cancer [128]. Serum CA-125  
testing or imaging, commonly used for ovarian malignancy 

surveillance in women with endometriosis, lacks clear ef-
ficacy according to randomized controlled trials [134,135]. 
In one study, the predictive risk factors for ovarian cancer in 
patients with endometriosis included increasing age, meno-
pausal status, elevated CA-125 levels, large endometrioma 
(>9 cm), and long-term endometriosis (>5 years) [136]. How-
ever, further longitudinal analyses are necessary to confirm 
these predictions and establish definitive risk factors for ovar-
ian cancer in this population.

2. Cancer risk linked to the treatment of endometriosis
Clinicians should inform and reassure women with endome-
triosis regarding the risk of malignant tumors when using 
oral contraceptives for pain management or preventing re-
currence (grade D) [3,137,138]. Complete removal of endo-
metriosis and endometrioma-containing ovaries can reduce 
ovarian cancer risk. However, the treatment method must be 
decided considering the disadvantages of surgery (surgery-
related complications, pain, decreased ovarian function, etc.) 
(grade D) [139,140].

3. Monitoring to detect malignant tumors
Women with endometriosis should not undergo additional 
testing beyond the current cancer screening protocols (grade 
D). For individuals with additional risk factors, such as spe-
cific gene mutations or family history, cancer screening may 
be warranted following individualized guidelines (grade D).

Conclusion

The current 2024 guideline represents a significant ad-
vancement in the clinical evaluation and management of 
endometriosis for Korean patients. By integrating the latest 
research findings and expert consensus, this guideline offers 
comprehensive recommendations tailored to the specific 
needs of the Korean population. While acknowledging the 
limitations of existing evidence, this guideline emphasizes a 
patient-centered approach, advocating for shared decision-
making and personalized treatment plans. Further research 
and collaboration in Korea will enhance endometriosis care 
and improve women’s lives.

Table 3. Comparison of absolute risk of cancer incidence in a 
woman’s lifetime between women with and without endometriosis

Absolute risk of cancer in  
a woman’s lifetime

All women
Women with  

endometriosis

Ovarian cancer (%) 1.3 2.5

Breast cancer (%) 12.8 13.3

Thyroid cancer (%) 1.3 1.8

Values are presented as number.
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