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ABSTRACT

Background: Endometriosis is a progressive disease characterized by the growth and placement of endometrial tissue
outside the uterine cavity. Endometriosis affects 10-15% of all women of reproductive age and 70% of women with
chronic pelvic pain. We have aimed to study the demographic factors, symptoms and management of endometriosis.
Certain risk factors are discussed which may be helpful in early diagnosis of the same.

Methods: A one year hospital based retrospective study involving detailed medical records of patients presenting with
endometriosis between 1% November 2022 and 31% October 2023.

Results: Majority of cases of endometriosis were found in the reproductive age group. Several patients presented with
multiple symptoms, of which common ones were pelvic pain, dysmenorrhea, dyspareunia and infertility. Management
modalities include medical management using GnRH agonist like injection leuprolide and surgical management
techniques involving laparoscopy and laparotomy depending upon the extent of involvement. The most common site of
endometriosis was found to be the ovary, while other peroperative findings included distorted anatomy and a
concomitant infective focus owing to pelvic inflammatory diseases.

Conclusions: Endometriosis can decrease quality of life due to severe pain, fatigue, infertility. No preventative
measures have yet been found. But early diagnosis and management may be extremely helpful in improving the quality
of life.
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INTRODUCTION

Endometriosis is defined as the presence of endometrial
glands and stroma like lesions outside of the uterus. It is a
progressive disease characterized by the growth and
placement of endometrial tissue outside the uterine
cavity. The lesions can be peritoneal lesions, superficial
implants or cysts on the ovary, or deep infiltrating disease.
Retrograde menstruation, a feature of the menstrual cycle
in women and non-human primates, which is an outflow
of the endometrial lining through the patent fallopian tubes
into the pelvic space. This retrograde flow, along with
potential hematogenous or lymphatic circulation, may
result in the seeding of endometrial tissue in ectopic

sites. Endometriosis affects 10-15% of all women of
reproductive age and 70% of women with chronic pelvic
pain. As most women with endometriosis report the onset
of symptoms during adolescence, early referral, diagnosis,
identification of disease and treatment may mitigate pain,
prevent disease progression and thus preserve fertility.
Barriers to early diagnosis include the high cost of
diagnosis and treatment in adolescent patients and
presentation of confounding symptoms such as cyclic and
acyclic pain.t

Clinical presentation of endometriosis varies in women.

Patients often present with symptoms such as
intermenstrual bleeding, painful periods (dysmenorrhea),
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painful intercourse (dyspareunia), painful defecation
(dyschezia) and painful urination (dysuria).? Pelvic pain
may present before menstruation begins. Often,
endometriosis can be asymptomatic, only coming to a
clinician’s attention during evaluation for infertility.
Classification of endometriosis associated pain symptoms
have been established by the American Society for
Reproductive Medicine (ASRM) based on the morphology
of peritoneal and pelvic implants such as red, white and
black lesions, percentage of involvement of each lesion
should be included.

The objective of this study was to analyse the presentation,
diagnosis and management modalities of endometriosis.

METHODS

A one year hospital based retrospective study carried out
at department of obstetrics and gynaecology, B. J. medical
college and civil hospital Ahmedabad, involving detailed
medical records of patients presenting with endometriosis
between 1%t November 2022 and 31 October 2023. During
one year period a total of 25 cases of endometriosis were
noted.

Selection criteria

All diagnosed cases of endometriosis were included in the
study.

Statistical analysis

The data for all parameters were collected, tabulated, and
frequency and percentage were analysed.

The diagnosis of endometriosis was based on detailed
clinical history, ultrasonography, MRI (in some cases).

On admission detailed clinical history and clinical
examination was done. (1) General examination included
vital signs. (2) Abdominal examination for evidence of
scar endometriosis or any palpable mass. (3) Per speculum
and per vaginum examination for cervical and uterine
mobility, presence of palpable mass in fornices, forniceal
tenderness, cervical motion tenderness.

After a detailed examination blood was drawn for routine
investigations such as complete blood count, liver and
renal function tests, coagulation profile, blood grouping.
CA-125 was sent in few cases and was found to be
elevated. A diagnosis was made intraoperatively and the
obtained specimens were sent for histopathological
examination and the diagnosis was confirmed.

RESULTS
Majority of cases of endometriosis were found in the 26-

30-year age group followed by 31-35-year age group,
which are the reproductive age group.
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Table 1: Age group distribution- n=25.

| Age ~Number of patients  Percentage
20-25 4 16
26-30 9 36
31-35 7 28
36-40 4 16
41-45 1 4

Table 2: Presenting symptoms n=25.

Number of

‘ Symptoms batients Percentage
Pelvic pain 19 76
!Z)yspareunla and _ 10 40
intermenstrual pain
Dysmenorrhea 10 40
Infertility 8 32
Painful defecation 3 12
Scar endometriosis 6 24

Presenting symptoms consisted of pelvic pain seen in 76%
cases while dyspareunia and intermenstrual pain (40%),
dysmenorrhea (40%) and infertility (32%) comprised of
other common symptoms. 24% cases of scar endometriosis
were noted and 12% cases of painful defecation. Several
patients presented with multiple symptoms.

Management

Of cases managed laparoscopically, 4 were admitted for
diagnostic hysteron-laparoscopy for infertility and were
intraoperatively found to have ovarian endometrioma.

3 cases were managed medically using injection leuprolide
11.25 mg (i.m.). Of which 2 cases further required surgical
management.

Table 3: Surgical management.

Number of

‘ Surgery patients . Percentage
Laproscopy 7 28
Sca_r_endometrlosw 5 20
excision
Laprotomy 9 36
Laprotomy f/b 6 24
hysterectomy
Laproscopic

1 4
hysterectomy

Ovarian endometrioma was found in 60% of cases, bowel
adhesions in 20%, rectus muscle endometrioma and
intraperitoneal lesions in 16% cases each. In distorted
reproductive tract anatomy and concomitant infective
focus was found in 8% cases each. While bladder
adhesions were found in only one case peroperatively.
Multiple findings were noted in almost all patients. These
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findings confirm that the most common site of
endometriosis is the ovary.

Table 4: Peroperative findings n=25.

L Number
Findings of patients Percentage
Ovarian endometrioma 15 60
Subcutaneous/ rectus

. 4 16
muscle endometrioma
Inraperitoneal lesions 4 16
Bowel adhesions 5 20
Distorted reproductive

2 8
tract anatomy
Concomitant infective 8
focus
Bladder adhesions 1 4
DISCUSSION

Age distribution of endometriosis was mainly seen in the
reproductive age group, 26-30 year followed by 31-35
year. The 31-35-year group mainly consisted of patients of
scar endometriosis owing to increasing number of
caesarean sections.

Common symptoms included pelvic pain, dysmenorrhea,
dyspareunia and intermenstrual pain. Almost all patients
presented with multiple symptoms. Patients with prior
abdominal surgery presented with scar endometriosis
(36%) cases. Dyspareunia associated with endometriosis
usually is new in onset and most intense with deep
penetration immediately prior to menstruation.® While
painful defecation was noted among 12% patients owing
to bowel involvement. No complaints of bladder
abnormalities were noted in this study. According to
Vercellini et al, the stage of pelvic endometriosis is not
always correlated with patient-reported pain symptoms,
and a lack of awareness of deep infiltrative endometriosis
and extra-pelvic endometriosis may delay diagnosis.'!
According to Chen et al, some women experience
recurrent, particularly perimenstrual, changes in bowel
habits (diarrhea or constipation), irritable bowel
syndromes, and bloody stool implicating the evidence of
deep infiltrative  endometriosis of the lower
gastrointestinal tract. Other women suffering from cyclic
dysuria and hematuria have been treated as refractory
urinary tract infections or bladder pain syndrome, which
can be caused by endometriosis.*2

For diagnosis ultrasound was the first line imaging
modality used. MRI was used for further confirmation of
diagnosis. Ovarian endometriomas and scar endometriosis
were diagnosed on ultrasound. While abdominal and
pelvic lesions required diagnosis by MRI. The definitive
diagnosis of endometriosis is done by surgery. There has
been a gradual shift towards diagnosing endometriosis on
a clinical basis. According to Speroff’s clinical
gynecology, endometriosis should be suspected in any
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woman reporting symptoms of cyclic, progressively
worsening pain. Furthermore, medical treatment of
dysmenorrhea/clinically diagnosed endometriosis
certainly is appropriate before considering surgical
evaluation and treatment for suspected endometriosis.®
Levels of CA-125 often are elevated in women with
advanced endometriosis, but also during early pregnancy
and normal menstruation, and in women with acute pelvic
inflammatory disease or leiomyomata. Overall, the serum
CA-125 concentration does not have the necessary
sensitivity to be an effective screening test for diagnosis of
endometriosis.>®10

Management comprised of medical and surgical
techniques. Medical technique included administration of
GnRH agonist like injection leuprolide 11.25 mg
intramuscular every 3 monthly. 3 cases were managed
medically of which 2 further required surgical
management. Surgical management comprised of various
techniques. Scar endometriosis excision was done in 20%
cases, without entering the peritoneal cavity. Laparoscopic
management was done in 28% cases, which included
diagnostic as well as therapeutic.®> Cystectomy for ovarian
or par-ovarian lesions was done by this technique.
Laparotomy was also performed in 36% which was
followed by hysterectomy in 24% cases. Histopathology
of these adnexal cysts were confirmed the presence of
endometriomas. Perop adhesions were quite commonly
found and adhesiolysis was easily done in laparotomy
approach.

Peroperative findings consisted of ovarian endometrioma
in 60% cases suggesting that the most common site of
endometriosis are ovaries.” Bowel adhesions were found
in 20% cases and were easily dealt with during
laparotomy, and are often responsible for painful
defecation in such patients. Extraperitoneal sites of
endometriosis and intraperitoneal lesions such as powder
burn lesions were each found in 16% cases. According to
Speroff’s clinical gynaecologic endocrinology and
infertility, histologic examination of excised lesions can
confirm surgical impressions and is preferred, but not
required, to establish the diagnosis with reasonable
certainty.* Most of these cases belonged to stage 3
(moderate endometriosis) or stage 4 disease (severe
endometriosis).*

Distorted reproductive tract anatomy was found in 8%
cases and might be a major factor responsible for infertility
in these patients.*¢ According to Schenken et al, pelvic
adhesion can also cause anatomical distortion, interrupting
the conception process, including oocyte release from
ovaries, ovum pickup, and transport through fallopian
tubes.® According to Speroff’s clinical gynecologic
endocrinology and infertility, the infertility associated
with endometriosis has been attributed to distorted
anatomy, inflammation and aberrant endometrial gene
expression. Yet, distorted anatomy remains the only single
valid explanation for endometriosis impairing fertility.®
According to Barrier et al adenomyosis, characterized by
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the defective junctional zone and perturbed uterine
peristalsis, is strongly associated with primary infertility
and adverse in vitro fertilization (I\VF) outcomes.®

Concomitant infective focus found in 8% cases was due to
presence of pelvic inflammatory disease in these patients
which might have resulted in development of
endometriosis in these patients and might contribute to
chronic abdominal pain. Elizur et al reported that
concurrent endometriosis was diagnosed in 21 (14.2%) of
148 patients with PID or TOA.” According to a study by
Kobayashi et al the overall, an increasing body of evidence
suggests that endometriosis may be associated with an
increased risk of incidence, severity, and recurrence of
PID, as well as difficulty in treatment selection.®

Limitations of this study are that this was conducted at a
tertiary centre and most of these cases are an advanced
stage of endometriosis. Hence early diagnosis was
difficult. Moreover, due to advanced stage of disease
surgical management, of which laparotomy was
commonly employed.

CONCLUSION

Endometriosis has significant social, public health and
economic implications. It can decrease quality of life due
to severe pain, fatigue, depression, anxiety and infertility.
At present, there is no known way to prevent
endometriosis. Since endometriosis is mainly a surgical
diagnosis hence early diagnosis usually becomes difficult.
Enhanced awareness, followed by early diagnosis and
management may slow or halt the natural progression of
the disease and reduce the long-term burden of its
symptoms, including possibly the risk of central nervous
system pain sensitization.
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