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Endometriosis - a chronic, but not
uncommon disease
Endometriosis, a benign chronic condition, is one of the
most common diseases in premenopausal women. It is
estimated that 10% of all women aged 15 to 50 years
suffer from endometriosis. In pain cohorts and subfertile
women the presumed prevalence is about 50%. Exact
figures on the incidence of endometriosis are lacking, as
endometriosis is often detected not at all or only late. In
Germany, for example, the mean length of time until the
diagnosis is finally established is 6-10 years. In recent
decades, awareness of this disease has increased.
This is partly due to the public relations efforts of organizations such as the Stiftung Endometriose Forschung
e.V. (SEF - Endometriosis Research Foundation), the
European Endometriosis League (EEL), and local and
nationwide European self-help groups
(e.g., EVD e.V.).
Affected patients are burdened by extremely high
suffering and their everyday life is impaired by
recurrent pain. Initially, the latter becomes manifest during menstruation (dysmenorrhea). In later
stages of the disease, chronic pain as well as pain
during sexual intercourse (dyspareunia), bowel
movement (dyschezia) and urination (dysuria) may
also develop. It is not uncommon that this disease
incapacitates women for several days each month
and may even result in general work disability.
Fertility problems may be present as an additional
or sole symptom. The impact of mental pressure
and its sequelae on partnership, sexuality and
family planning is little studied and thus often
underestimated. Anxiety disorders and depression
develop because the recurrence rate is high and
their partial or total incapacity to work poses an
existential threat for many women.

Basic principles of diagnostics

Prof. Stefan P. Renner, MD,
PhD, MBA

Despite its high prevalence, endometriosis is probably also the most often “overlooked” disease. Yet a
structured medical history will already point in the
right direction. Dysmenorrhea is the characteristic
symptom which may develop into recurrent or
permanent pain in the later course of the disease.
Diagnostic workup is complicated by the fact that
affected women often demonstrate entirely unremarkable ultrasound findings. Medical history
taking is supplemented by rectovaginal palpation
where special attention must be paid to specific
pain sites. A nodular, so-called “deeply infiltrating
endometriosis”, e.g., in the vagina, bowel , Douglas
pouch (pocket-shaped depression of the peritoneum between rectum and uterus), or bladder may
already be palpated here. Vaginal ultrasonography
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can detect cysts, larger masses and adenomyosis
(endometriosis of the uterine muscles). If the evidence firms up the suspected diagnosis of endometriosis, the gold standard in the primary situation is
laparoscopy. Should the latter confirm the disease,
it should be treated directly during the same session, if possible. With mild symptoms, hormonal
treatment may be started initially. Asymptomatic
endometriosis should not be treated. A number of
small trials have repeatedly shown promising
results when testing for endometriosis in blood,
menstrual blood and saliva. However, these results
have not been confirmed in larger evaluation
studies.

Treatment options
There are two fundamental treatment option - drug
therapy and surgery. Despite decades of research in
the field of endometriosis, it has still not been
possible to develop a causal treatment. Thus, all
available drug options aim to reduce the symptoms.
Surgical care aims at total resection of the endometriosis. In addition to surgical expertise, the
surgeon should also have “diagnostic experience”,
as endometriosis is unfortunately still all too often
overlooked during laparoscopy - with ensuing dire
consequences for the affected women. In addition
to the delay in diagnosis, this often means that the
symptoms are suspected to be mental in origin,
which often leads to the women not being taken
seriously and being unnecessarily referred to psychotherapy/psychiatry rather than the urgently
needed symptomatic treatment. Together with the
European Endometriosis League (EEL) and the German Endometriose Vereinigung Deutschland (EVD),
the Endometriosis Research Foundation (SEF) has

established a very successful certification concept
that points treating physicians, health insurance
providers and patients the way to certified specialist centers with proven expertise.

1. Medical treatment
Analgesics
Although endometriosis is a painful disease, there
have been few studies on the administration of
analgesics. A Cochrane Review from 2017, for
example, identified only 2 studies on the subject of
administration of NSAIDs in endometriosis - with
ambiguous results. Gabapentene, tricyclic anti
depressants and opioids appear to be effective
when NSAIDs fail, particularly in recurrence and
neuropathic pain.

Hormone/antihormone therapy
While dysmenorrhea has been treated with classic
oral contraceptives (OC) for decades, the sole
administration of progestagens with their lack of
estrogen seems superior to OC. Various medications
(e.g., Zafrilla, Visanne) with the active ingredient
“dienogest” are available. Local progestagens in
the form of hormone intrauterine devices (IUDs)
are now on the market in various dosages. Best
studied has been the hormone IUD with levonorgestrel 52 mg (e.g., Levosert, Mirena), which has a
positive effect on dysmenorrhea, hypermenorrhea
and endometriosis-related complaints (so-called
“off-label use”). Besides dienogest, GnRH analogues
(e.g. Enantone Gyn, Zoladex Gyn) constitute the
only other approved therapy. Due to the side
effects, however, this treatment is only approved
for a maximum of 6 months - in exceptional cases
12 months. In addition to classic menopausal
symptoms (including hot flushes, mood swings,
depression, dry vagina and mucous membranes),
women under GnRH therapy also experience a
decrease in bone density. Therefore, add-back
treatment with low-dose estrogen or tibolone
should be considered.

2. Surgical therapy in different endometriosis sites
Peritoneal endometriosis
The appearance of peritoneal endometriosis is manifold. It may resemble slightly blistery, glassy masses
as well as red, black or white endometriosis lesions.
Whereas the gross appearance of endometriosis
lesions was previously assumed to follow a “life
cycle”, their look seems to be more an expression of
the amount of glandular components and ferritin
deposits in endometriosis lesions. Endometriosis
appearance, pain level, pregnancy rates and proba-

bility of recurrence do not correlate. The primary
therapeutic goal in peritoneal endometriosis is the
total resection of all endometriosis lesions. Ablation
appears to have similar success rates as resection.
Histological confirmation should be obtained. The
surgical technique in peritoneal endometriosis varies. Excision may be performed with bipolar or
monopolar cautery (coagulation forceps, hooks or
needles) as well as lasers (C02 laser or diode laser).
In addition, so-called advanced energy instruments
are available which coagulate the lesions with
ultrasound or a combination of ultrasound and
bipolar cautery. These are most often disposable
instruments (e.g., Harmonic ACE+7 by Ethicon). The
instruments described above may be used in the
same way for coagulation. In order to achieve the
primary therapeutic objective of sparing the structures, all surgical procedures demand a thorough
understanding of the patient anatomy. In particular,
the ureter, blood vessels and nerves must not be
injured or transected.

Heart shaped uterus and endometriosis in the region of the
rectouterine ligaments

Ovarian endometriosis
Although it may appear trivial at first glance,
ovarian endometriosis - and in particular large and
recurrent cysts - demands the highest level of
expertise from the surgeon. In addition to impaired
ovarian function due to the cyst itself, surgery
poses a major risk of (iatrogenic) injury to the
ovary. Apart from total resection of the cyst in the
primary setting, organ-sparing dissection and pinpoint hemostasis represent a quality criterion for
the entire procedure and the surgeon. Fine (bipolar)
coagulation devices and lasers may be used for
pinpoint coagulation. Special cases (multiple
recurrence, very large cysts) may require informed
consent about tailoring the procedure to the individual situation.

Adenomyosis
Causal treatment in adenomyosis
is the surgical resection of the
uterus (hysterectomy). Apart
from progestagen replacement
therapy - in particular the
off-label insertion of a hormone
IUD - the treatment option of
choice is medication. Radical
local resection, where the adenomyosis is resected from the
muscle (“
Osada procedure”), is
one alternative to hormone
treatment. Hysterectomy should
only be considered if family
planning has been completed for
certain (!) and if the pain is truly
severe. If possible, this procedure
should be performed laparoscopically, in order not to miss any
concomitant endometriosis. All
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instruments described for the
treatment of peritoneal endometriosis are also suitable in hysterectomy. Advanced energy-based
devices save operating time
since instruments do not have to
be changed. Some surgeons
ascribe them an additional safety
margin near critical structures
such as the ureter.
Advanced energy-based
instruments, such as the
HARMONIC ACE+7 from Ethicon,
allow layered dissection,
especially in complex and
laparoscopic procedures. The
reduced thermal injury and the
sealing features of the
instrument, e.g., in the advanced
hemostasis mode, offer
additional benefits.

Deep infiltrating endometriosis (DIE)
Deep infiltrating endometriosis (DIE) is the umbrella
term for nodular endometriosis, most often seen in
the Douglas pouch, on the bowel, bladder, and
pelvic wall/ureter. Treatment is only required in
symptomatic cases. The sole exception is asymptomatic urinary retention due to DIE of the ureter
or adjacent tissue. Treatment depends on the site.
In endometriosis of the ureter and bowel, forensic
and quality considerations call for an interdisciplinary approach. Certified endometriosis centers
ensure interdisciplinary, guideline-based individual
treatment. In some cases DIE surgery is a very
complex and highly specialized procedure and
should therefore only be performed by qualified
surgeons with a deep understanding of the anatomical structures in the pelvis.

Bladder endometriosis
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The primary therapeutic goal in bladder endometriosis should be complete resection. One common
site of endometriosis is the roof of the bladder.
Here, the resection is usually performed with the
bladder slightly distended. Some surgeons prefer
preoperative stenting, which is particularly recommended whenever the endometriosis is close to the
ureter. Resection is performed with monopolar
cautery or ultrasound instruments. After double-layer suturing, the bladder is leak-tested.

Ureteral endometriosis
There are two types of ureteral endometriosis extrinsic (external) and intrinsic (internal). In the
more common extrinsic endometriosis, clearing the
ureter of the endometriosis and resecting the surrounding endometriosis usually suffices. In the
intrinsic variant, the endometriosis often extends
into the muscular layer of the ureter. These cases
call for a partial resection with end-to-end anastomosis or reimplantation of the ureter. Depending
on the surgical expertise, this may be performed
either laparoscopically or by robotic assisted surgery with the Da Vinci system.

Rectal endometriosis
There are various surgical techniques: In small
findings, local resection and suture is one option
and another is laparoscopically guided peranal
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stapler resection. In addition, so-called “shaving”
may be used for superficial resection of the endometriosis down to the muscular layer of the bowel.
More extensive findings often require segmental
resection as the only option. Informed consent
must cover the potential postoperative risks.
Depending on the severity of the complaints, the
preoperative discussion with the patient should
also cover the aspect of limited radical surgery.
The anastomosis may be fashioned with angled.
linear and circular staplers (e.g., Ethicon Circular
Staplers (ILS)). Coagulation is performed with the
bipolar instruments described above or with the
known ultrasound devices (advanced energy). The
latter offer benefits here, since a smaller coagulation zone may protect against accidental nerve
injuries, especially when dissecting close to the
nerve, and changing instruments in difficult situations is no longer necessary.

Summary
Endometriosis is one of the most common gynecological diseases and affects about 10% of all
women in their fertile phase. Despite its high
prevalence, the disease is often diagnosed late or
inadequately. Classic symptoms such as dysmenorrhea lead the way in diagnostic workup. Proven
expertise of the surgeon ensures the best possible
diagnostic workup and treatment. Gentle surgical
techniques are preferred. Advanced energy-based
devices such as ultrasound instruments for dissection may improve the surgical outcome. The
degree of radical surgery depends on the symptoms, the extent of the endometriosis and ultimately the wishes of the patient. Hormone and
antihormone treatment is for the primary situation with mild symptoms as well as for recurrence
prophylaxis and in persistent symptoms.
Literature available from the author.

