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Gynaecology 

شيماء عبداالميرالجميلي.د  

Endometriosis is a common condition which isdefined as endometrial 

tissue lying outside theendometrial cavity. It is usually found within 

theperitoneal cavity, predominantly within the pelvis,commonly on the 

uterosacral ligaments. 

 It can alsobe found in other sites such as umbilicus, abdominalscars, 

nasal passages and pleural cavity.Endometriotic tissue responds to 

cyclicalhormonal changes and therefore undergoes cyclicalbleeding and 

local inflammatory reaction. Repeatedbleeding and healing leads to 

fibrosis. This cyclicaldamage causes adhesions between associated 

organscausing pain and infertility. 

Incidence 

 It is the most commonbenign gynaecological condition, estimated to 

bepresent in between 10 and 15 per cent of women. It isa condition that 

is oestrogen dependent and thereforeit resolves after the menopause or 

when treatment isdirected towards inducing a pseudomenopause. 

Aetiology 

The aetiology of endometriosis is unknown, althoughthere have been 

many theories. There is, however,unlikely to be a single theory that 

explains theaetiology of endometriosis: 

 

 

∆Menstrual regurgitation and implantation 
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Sampson’s implantation theory postulates retrogrademenstrual 

regurgitation of viable endometrial glandsand tissue withinthe menstrual 

fluidand subsequentimplantation on the peritoneal surface. This has 

beeninduced in animal/primate models. Endometriosis isalso found in 

women with genital tract abnormalitieswhere there is obstruction to 

menstrual fluid. 

∆ Coelomic epithelium transformation 

‘coelomic metaplasia’ theory describes the dedifferentiationof peritoneal 

cells lining the Müllerianduct back to their primitive origin which 

thentransform into endometrial cells. This transformationinto 

endometrial cells may be due to hormonal stimuli or inflammatory 

irritation . 

∆ Genetic and immunological factors 

It has been suggested that genetic and immunologicalfactors may alter 

the susceptibility of a woman andallow her to develop endometriosis. 

There appears tobe an increased incidence in first-degree relatives 

ofpatients with the disorder and racial differences, withincreased 

incidence among oriental women and a lowprevalence in women of 

Afro-Caribbean origin. 

∆ Vascular and lymphatic spread 

Vascular and lymphatic embolization to distant siteshas been 

demonstrated and explains the rare findingsof endometriosis in sites 

outside the peritoneal cavity. 
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Clinical features 

Classical clinical features are severe cyclical noncolickypelvic pain 

restricted to around the time ofmenstruation, sometimes associated with 

heavymenstrual loss. Symptoms may begin a few daysbefore menses 

starts until the end of menses. It is wellrecognized that there is a lack of 

correlation betweenextent of disease and the intensity of 

symptoms.Pelvic pain presenting with colicky pain throughoutthe 

menstrual cycle may be associated with irritable bowel syndrome 

symptoms. Deep pain with intercourse(deep dyspareunia) can also 

indicate the presence ofendometriosis in the pouch of 

Douglas.Endometriosis in distant sites can cause localsymptoms, for 

example cyclical epistaxis with nasalpassage deposits, cyclical rectal 

bleeding with boweldeposits. 

site symptom 

Female reproductive tract Dsymenorrhoea 

Lower abdominal and 

pelvic pain 

Dyspareunia 

Rupture/torsion 

endometrioma 

Low back pain 

Infertility 

Urinary tract Cyclical haematuria/dysuria 

Ureteric obstruction 

Gastrointestinal tract Dyschezia (pain on 

defecation) 

Cyclical rectal bleeding 

Obstruction 

Surgical scars/umbilicus Cyclical pain and bleeding 

Lung  Cyclical haemoptysis 
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 Haemopneumothorax 

Physical examination 

Endometriosis can be suspected by clinical findings on vaginal 

examination of thickening or nodularity ofthe uterosacral ligaments, 

tenderness in the pouch ofDouglas, an adnexal mass or a fixed 

retroverted uterus.However, pelvic tenderness alone is nonspecific, 

anddifferential diagnoses for restricted mobility of theuterus include 

chronic pelvic inflammatory diseaseand uterine, ovarian or cervical 

malignancy. In theseconditions, other suggestive features are usually 

present. 

Investigations 

Ultrasound 

Transvaginal ultrasound can detect gross endometriosis involving the 

ovaries (endometriomasor chocolate cysts). In smaller lesions, 

ultrasound is oflimited value. However, the use of ultrasound can 

bereassuring by excluding gross disease. 

 

Magnetic resonance imaging 

MRI can detect lesions >5 mm in size, particularly indeep tissues, for 

example rectovaginal septum. Thiscan allow careful presurgical 

planning in difficultcases. 

Laparoscopy 

Although laparoscopy remains the traditionalmethod for diagnosis, it is 

based on the accuracy ofthe visual diagnosis of endometriotic lesions, 

which isdependent upon the experience of the laparoscopist.The 
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endometriosis lesions can be red, puckered,black ‘matchstick’ or white 

fibrous lesions  

The advantage of laparoscopy is that it affordsconcurrent surgical 

diathermy and/or excision ofthe endometriotic lesions and also a staging 

of thedisease. 

Endometriosis and infertility 

It is estimated that between 30 and 40 per centof patients 

withendometriosis complain ofdifficulty in conceiving. In many patients, 

there isa multifactorial pathogenesis to this subfertility.It has yet to be 

shown how the presence of a fewsmall endometriotic deposits might 

render apatient subfertile. In the more severe stages ofendometriosis, 

there is commonly anatomicaldistortion, with peri-adnexal adhesions 

anddestruction of ovarian tissue when endometriomasdevelop. A 

number of possible and variablemechanisms have been postulated to 

connect mildendometriosis with infertility .From the balance of available 

evidence, medicaltreatment of endometriosis does not improvefertility 

and should not be given to patients wishingto conceive. However, 

surgical ablation/excisionof minimal and mild endometriosis does 

improvefertility chances. Surgical treatment of endometriomasprobably 

increases spontaneous pregnancy rates,including in vitro fertilization 

success rates. 

Management 

Patients with endometriosis are often difficult to treat,not only from a 

physical point of view, but also oftenbecause of associated 

psychological issues. Therapiesdesigned for long-term strategies should 

be used.Coexisting additional diseases such as irritable 

bowel/constipation (present in up to 80 per cent of cases)should also be 

treated to improve overall success rates.Endometriosis is known to be a 
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recurrent disorderthroughout the whole of reproductive life and it 

isimpossible to guarantee complete cure. Treatmentshould therefore be 

tailored for the individual accordingto her age, symptoms, extent of the 

disease and herdesire for future childbearing. In a significant 

proportionof patients, there is little progression of the disease. 

Medical therapy 

Analgesics 

Non-steroidal anti-inflammatory drugs (NSAIDs)are potent analgesics 

and are helpful in reducing theseverity of dysmenorrhoea and pelvic 

pain. However,they have no specific impact on the disease and 

hencetheir use is for symptom control only. The additionaluse of 

codeine/opiates should be avoided as thecoexisting irritable bowel 

symptoms can be worsened,exacerbating pelvic pain symptoms. 

Combined oral contraceptive agents 

Oral contraceptive agents can be used for diagnosticand therapeutic 

purposes. After the known riskfactors for the suitability of the combined 

oralcontraceptive (COC) are evaluated, COC should beprescribed to be 

taken continuously for an initial sixmonthperiod, to render the patient 

amenorrhoeic.If symptoms of cyclical pelvic pain disappear (in 

theabsence of any gross endometriosis on ultrasound, 

e.g.endometrioma), the diagnosis is one of minimal/mildendometriosis. 

If symptoms persist then there is likelyto be coexisting irritable bowel 

disease/constipationwhich requires its own treatment strategies ofhigh 

fibre and adequate fluid intake. If there issymptomatic relief with the 

continuous use of COC,then this therapy should be continued 

indefinitely up to several years or even longer until pregnancy 

isintended. 
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Progestogens 

In those where there are risk factors for the use ofCOC, progestogens 

should be used, for exampleCerazette or medroxyprogesterone acetate. 

As longas amenorrhoea can be induced, symptoms relatedto 

endometriosis should be alleviated. The use oflevonorgestrel intrauterine 

systems (LNG-IUS) hasbeen shown to be effective in achieving a long-

termtherapy effect, particularly after surgical treatment. 

The effect is probably related to 100 per centcompliance with treatment. 

Danazol/gestrinone 

The use of danazol and gestrinone, ovarian suppressiveagents, are now 

not commonly used agents. Althougheffective, side effects, such as 

androgen effects, forexample weight gain, greasy skin and acne over 

longterm (>six months), alterations in lipid profiles orliver function, 

limit their use. 

Gonadotrophin-releasing hormone agonists 

(GnRH-A) are as effective as danazol in relievingthe severity and 

symptoms of endometriosis anddiffer only in their side effects. These 

drugs inducea state of hypogonadotrophic hypogonadism orpseudo-

menopause with low circulating levels ofoestrogen. Side effects include 

symptoms seen atthe menopause, in particular hot flushes and 

nightsweats. Despite these side effects, the drugs arewell tolerated and 

they have become establishedagents in the treatment of endometriosis. 

They areavailable as multiple, daily-administered intranasalsprays or as 

slow-release depot formulations, eachlasting for one month or more. 

Long-term use (>sixmonths) can lead to drug-induced 

osteoporosis,limiting its use. The administration of low-dosehormone 

replacement therapy (HRT), along withthe GnRH-A analogues, the so-
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called ‘add-back’therapy, may offer a way of preventing the 

adverseeffects of oestrogen deficiency. The recurrence ofsymptoms on 

cessation of therapy is usually rapid,therefore the long-term use of 

GnRH should berestricted to diagnostic purposes and where it is usedto 

suppress menstruation, in addition to using longtermtherapy, such as the 

LNG-IUS system. 

Surgical treatment 

Conservative surgery 

Laparoscopic surgery with techniques such asdiathermy, laser 

vaporization or excision hasbecome the standard for the surgical 

management ofendometriosis. Endometriotic cysts should not justbe 

drained but the inner cyst lining should be excisedor destroyed. 

Recurrent risks following conservativesurgery are as high as 30 per cent 

and thereforeconcurrent long-term medical therapy is usuallyuseful. 

Definitive surgery 

Where there are severe symptoms or progressivedisease or in women 

whose families are complete,definitive surgery for the relief of 

dysmenorrhoea andpain necessitates hysterectomy and bilateral 

salpingooophorectomy,which is usually curative. The removalof the 

ovaries is essential in achieving long-termsymptom relief. The 

commencement of combinedHRT may be deferred for up to six months 

followingsurgery, particularly when active disease was foundto be 

present at the time of laparotomy, to preventactivation of any residual 

disease.
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