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Abstract

Introduction: Endometriosis is a common gynecological disorder identified by the presence of ectopic endometrial tissue
outside the uterus. It affects reproductive-aged women and is a major cause of pelvic pain and infertility.

Aim: In this review, we explain the pathophysiology of endometriosis currently available in the literature and outline ways to
diagnose and manage patients with this disease.

Methodology: A major review of the literature was undertaken including a Medline search, Cochrane library search and a
reference search from a number of review articles about pelvic endometriosis from 2010 to 2020. Also, we added our experience
in Mansoura university hospital about diagnosis and treatment of endometriosis during same period.

Conclusion: Laparoscopy is the gold standard method for diagnosis and treatment of endomeriosis. Postoperative medical

treatment and a close follow-up to avoid a relapse seem to be the ideal lines of treatment.
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Definition

Itis the presence of endometrial tissue outside of the uterine
cavity.

Incidence

Endometriosis affects up to 10 percent of reproductive-aged
women. It is more common in women with pelvic pain or
infertility 70 to 90 percent and 21 to 40 percent, respectively.
Endometriomas are probably the most commonly diagnosed
form of endometriosis because of the relative ease and
accuracy of ultrasound diagnosis. Although their exact
prevalence and incidence are not known, they have been
reported in 17-44% of women with endometriosis [1].

Risk Factors for Endometriosis

Early menarche  First-degree relative with endometriosis
,Late menopause ,Low body mass index, Miillerian anomalies,
Nulliparity ,Prolonged menstruation (more than five days)
,Shorter lactation intervals ,Shorter menstrual cycles (less
than 28 days) and White race (compared with black race).

Sites of occurrence of endometriosis

The common sites of endometriosis are the ovaries, fallopian
tubes, pelvic peritoneum, D.P, uterovesical pouch and
uterosacral ligaments (called the “pelvic” site), whereas the
atypical sites of endometriosis include the gastrointestinal
tract, abdominal scar, urinary tract, soft tissues, and lungs
(called the “extra-pelvic” site).
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Causes of endometriosis: no cause discovered yet

Theories of What Causes Endometriosis

The retrograde menstruation theory (transtubal migration
theory) suggests that during menstruation some of the
menstrual tissue backs up through the fallopian tubes,
implants in the abdomen, and grows.

One theory suggests that endometrial tissue is distributed
from the uterus to other parts of the body through the lymph
or blood systems. A genetic theory suggests that certain
families have predisposing factors for the disease [2-4].

Surgical transplantation has also been cited in many cases
where endometriosis is found in abdominal scars, although
it has also been found in such scars when accidental
implantation seems unlikely. Another theory suggests that
remnants of tissue from when the woman was an embryo
may later develop into endo or that some adult tissues retain
the ability they had in the embryo stage to transform under
certain circumstances.

Environmental toxins such as dioxin and PCBs, which act
like hormones in the body and damage the immune system,
can cause endometriosis. Dioxins are highly toxic chemicals
which come from the production and use of pesticides and
herbicides.

Diagnosis

Some women with endometriosis are asymptomatic, whereas
others present with symptoms such as chronic pelvic
pain, dysmenorrhea, dyspareunia, and decreased fertility.
Hematuria and dysuria with bladder affection. Dyskasia with
rectal lesions. Chest pain and hemoptysis with lung affection.
Ultrasonography and MRI can diagnose edometrioma and
other deep pelvic lesions. The detection of kissing ovaries
at ultrasound is strongly associated with the presence of
endometriosis and is a marker of the most severe form of
this disease .Bowel and fallopian tube endometriosis were
significantly more frequent in patients with kissing ovaries.
Laparoscopy is the gold standard for diagnosis. The cancer
antigen 125 (CA125) level is often elevated in women with
endometriosis, but its specificity for the disease is low [5-7].

Biologicmechanisms thatmightLink endometriosis
and infertility:

« Distorted pelvic anatomy

e Altered peritoneal function

e Altered hormonal and cell-mediated function
* Endocrine and ovulatory abnormalities

e Abnormal uterotubal transport

¢ [mpaired implantation
* Oocyte and embryo quality

Staging of endometriosis

According to the American Society for Reproductive Medicine

(ASRM), AFS-1,1985)

1. Minimal endometriosis also called stage 1, (1-5 points)
endometriosis, and is characterized by isolated implants
and no significant adhesions.

2. Mild endometriosis, stage 2, (6-15 points) is
characterized by superficial implants that measure less
than 5 cm in diameter without significant adhesions.

3. Moderate endometriosis, stage 3, (16-40 points)
involves multiple deep implants, small cysts on one or
both ovaries, and the presence of flimsy adhesions.

4. Severe endometriosis, stage 4 , (more than 40 points)
consists of multiple deep implants, large cysts on one or
both ovaries, and thick adhesions.

Endometriosis fertility index (EFI): A clinical tool that
predicts pregnancy rates (PRs) in patients with surgically
documented endometriosis who attemptnon-IVF conception.
Its use provides reassurance to those patients with good
prognoses and avoids wasted time and treatment for those
with poor prognoses. The sum of those scores determined
intra-operatively after surgical intervention that describe
the function of the tube, fimbria, and ovary on both sides and
data from history of infertile case such as age and duration
of infertility.

Treatment

Treatment depend on the age of patient, desire for fertility,
presence of sufficient number of children and stage of
endometriosis.

Treatment may be medical or surgical and includes
nonsteroidal anti-inflammatory drugs, gestagen, dienogest,
combination estrogen/progestin contraceptives, progestin-
only contraceptives. Other treatments include gonadotropin-
releasing hormone analogues, danazol and letrozole drugs
and levonorgestrel-releasing intrauterine system (Mirena).
Laparoscopy is used to confirm the diagnosis and to treat
many cases such as cystectomy for ovarian endometrium and
electric diathermy coagulation for endometriosis implants
and adhesolysis for pelvic adhesions. Hysterectomy and BSO
for severe cases not desiring fertility.

Intrauterine insemination combined with ovarian
stimulation is an effective option provided that tubes are

patent for treatment of infertility.

In mild cases, if no pregnancy within 12 - 18 months, surgical
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treatment could be indicated.

Laparoscopic removal of endometriosis is effective to
improve fertility in minimal and mild cases.

IVF is first-line in preference in more severe cases, advanced
female age, or reduced sperm quality. Two cycles of IVF might
be more effective than second surgeries.

Cystectomy for endometrium larger than 4 cm in diameter,
if possible, improves fertility more than simple ablation
(drainage and coagulation). Cystectomy should be
performed with expertise and care, identifying tissue planes
and carrying out careful dissection and avoiding the removal
of surrounding ovarian tissue. .Ovarian reserve should be
considered prior to surgery. There is growing evidence that
surgery of endometriomas affects ovarian reserve.

Postoperative medical (hormonal) therapies delay and
do not enhance pregnancy. Three-step approach for large
endometrioma: First step involves opening and draining
the endometrioma. Inspect the cyst cavity and take a
biopsy. Second step, start GnRH agonist therapy for 3
months, during which time the thickness of the cyst wall
significantly decreases, with atrophy and reduction in
stromal vascularization of the cyst. Third step, complete the
surgery with a second laparoscopy in the form of cystectomy,
CO2 vaporization, bipolar diathermy, or plasma ablation
of the cyst wall lining. Surgical treatment of endometriotic
cysts could be associated with the unintentional removal or
destruction of ovarian follicles, which can be identified by
post-operative reduction in: serum anti-miillerian hormone
(AMH) levels or antral follicle count (AFC) on transvaginal
ultrasound examination [8,9].

Treatment of deep infiltrating endometriosis (DIE)

Excision of DIE remains the most complex surgical procedure
in the domain of endometriosis. Four different scenarios are
encompassed in DIE: bladder infiltration, lateral disease
(with or without ureteral compromise), sigmoid affectation,
and rectovaginal nodules. All of those surgeries, except
for some minor bladder lesions, require expertise and, in
many cases, interdisciplinary surgical teams, including

gastrointestinal surgeons and urologists.
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