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Pain, Neglect, Delay, Confusion

ü Years of neglect

ü Normalization of pain

ü Self-normalization

ü Normalization by family and friends

ü Normalization by physicians/providers

ü Association with other diseases

ü Complex causes of pain

ü Confusing information

ü Roadblocks

ü Productivity

ü Sex

ü Hospital deserts

ü Isolated islands of care

ü Transportation

ü Ethnic bias

ü Racial bias

ü Gender diversity bias

ü Cultural bias

ü Interpersonal relationships

ü Extrapelvic symptoms

ü Endo belly

ü Endo brain, brain fog

ü Silent death of a kidney or kidneys

ü Daily/work/school/extracurricular activities

ü Non-menstrual symptoms

ü Sleep disturbance

ü Difficulties in daily leisure activities 

ü Depression

ü Suicidal thoughts, attempts, suicide/death

ü Being called dramatic or attention seeker

ü Being called gomers or frequent flyers in emergency rooms

üBeing diagnosed with Munchausenôs syndrome

ü Referral to psychiatrists

ü A difficult healthcare system

ü Financial challenges

ü Inadequate insurance coverage

ü Lost jobs

üMany other problems associated with endometriosis. 



Years of neglect

üNormalization of pain

üSelf-normalization

üNormalization by family and friends

üNormalization by physicians/providers



Disclosures

üAAGL COI disclosure

üI retired on surgical 

income investments.

üNon-focused off-label discussions



Family Practice

ü10% reproductive age range prevalence

üIncidence of 0.25% yearly if a uniform 40-year age span

üIf 3,000 patients yearly in a family practice,

Å1,500 female*

Å800 reproductive age

Å80 with endometriosis (10%)

Å40 with infertility

Å40 with pain

Å20 like Whoopie Goldberg

Å20 difficult over 40 years. One new difficult patient every two years. 



BHM 1986

Physicians Cases Yearly Sensitivity Predictive Positivity

 31 (56%) 5 or fewer 41% 66%

 14 (25%) 6 to 11 54% 78%

 9 (16%) 12 to 26 73% 74%

 1 (  2%) 127 86% 99%

Retrospective documentation research, not prospective recognition, quality assurance, or payment dependent.

Martin DC, Ahmic R, El-Zeky FA, Vander Zwaag R, Pickens MT, Cherry K. Increased histologic confirmation of endometriosis. 

J Gynecol Surg 1990;6(4):275-9. doi: 10.1089/gyn.1990.6.275



Confirmation Over Time

Cumulative Cases
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Martin 1987, Stripling 1988, Martin 1989, Martin 1990, 495 Cases, peak 99% with 14% ñfalseò negative

Stratton 2002, Stegmann 2008, 179 Cases, peak 64% ǒǒ
ǒ

Dulumba 2012, 280 Cases, peak 80%ǒ

495 Cases

Last 69 Cases

99% PPV

14% Subtle or 

        Adhesions

1989 ï 165

1992 ï 120 

2002 ï 237 



Positivity ï Research vs. Clinical
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ClinicalResearch

Martin et al. 1990, 99% confirmed in research with 14% false negative

Webb & Martin 2005, 88% with 12% false negative with residents

Buchweitz 2003, 87% in research

Buchweitz 2003, 56% in routine surgical care.



BHM 1986

55 ObGyn physicians with histologically positive endometriosis

ü2% of hysterectomies

ü43% of surgical, histologically, or both documented endometriosis cases

Å11% of endometriosis cases 1982

ü85% (18 of 21) of bowel endometriosis

ÅReferred from several states including Massachusetts

ÅThree case by other ObGyns including oncology = one every 18 years

Retrospective documentation research, not prospective recognition, quality assurance, or payment dependent.

Martin DC, Ahmic R, El-Zeky FA, Vander Zwaag R, Pickens MT, Cherry K. Increased histologic confirmation of endometriosis. 

J Gynecol Surg 1990;6(4):275-9. doi: 10.1089/gyn.1990.6.275



BMH & ROH 2022

üDetailed data is HIPAA protected

üBaptist had fewer total cases than in 1986.

üROH had three cases

Retrospective documentation research, not prospective recognition, quality assurance, or payment dependent.

Martin DC, Ahmic R, El-Zeky FA, Vander Zwaag R, Pickens MT, Cherry K. Increased histologic confirmation of endometriosis. 

J Gynecol Surg 1990;6(4):275-9. doi: 10.1089/gyn.1990.6.275



RBRVS, DRGs, Managed Care, GOBs

ü1989 ï 165

ü1992 ï 120 

ü2002 ï 237

ü2006 ï 168 



Resources

üLaparoscopic Appearance of Endometriosis, 1988 

https://www.danmartinmd.com/files/lae1988.pdf

üLaparoscopic Appearance of Endometriosis, 1990

https://www.danmartinmd.com/files/coloratlas1990.pdf

üEndometriosis Concepts (web page)

http://www.endometriosisconcepts.com

üEndometriosis Concepts and Theories (PDF)

https://danmartinmd.com/files/endotheory.pdf

https://www.danmartinmd.com/files/lae1988.pdf
https://www.danmartinmd.com/files/coloratlas1990.pdf
http://www.endometriosisconcepts.com/
https://danmartinmd.com/files/endotheory.pdf


Deep Endometriosis Surgery: Aidor 
Alternative to IVF?

Simone Ferrero
University of Genova, Italy



Objective

Participants should be able to: 

üClarify when surgery is needed.

üClarify when surgery might be useful



SURGERY IS REQUIRED 
²I9bΧ

üEndometriomas with suspicion of 
malignancy

üBowel occlusion

üUreteral stenosis with 
hydronephrosis

üPain not tolerated by the patient



IVF IS REQUIRED WHEN 
Χ

üBilateraltubal occlusion

üOligospermia



WHICH ARE THE OBJETIVES OF 
SURGERY 

1) To be an alternative to IVF

2) To improvethe outcomesof IVF



DEEP ENDOMETRIOSIS SURGERY VS IVF
WHICH VARIABLES TO CONSIDER?

ÅAge of the patient

ÅOvarian reserve

ÅPrevious surgery

ÅPain symptoms and quality of life

ÅSemen analysis

ÅTubal patency

ÅPreference of the patient



WHIAT EVIDENCE SUPPORTS SURGERY?
ÅRetrospective or non-controlled prospective studies

ÅPoor methodology:

ÅFertility is often inadequately described

Åit is sometimes difficult to understand the rate of postoperative 
conceptions obtained spontaneously or by IUI/IVF 

ÅPublications are performed in referral centres, with surgical 
procedures performed by experienced surgeons.





Does Surgery Improvethe Outcomesof IVF?

ÅFew retrospective or non-controlled prospective 
studies with small sample size

ÅHow surgery can improve the outcomes of IVF
ÅDecrease the concentration of inflammatory molecules in 

the peritoneal cavity
ÅUmprove pelvic anatomy, facilitating oocyte pick-up
ÅRemovinghematosalpinx



ÅObjective: To assess the outcomes of IVF in patients with deep 
endometriosis treated or not treated by surgery

ÅDesignP: prospective study

ÅPopulation: 179 infertile women, age < 38 years

ÅGroups: Only IVF 64 patients vs surgery + IVF 105 patients 

ÅResults: 

- In women treated with surgery, it is necessary to use a higher dose of FSH for 
ovarian stimulation

- The number of oocytes retrieved is lower in patients treated by surgery

-  Women treated with surgery have higher implantation rates (32% vs 19%) and 
pregnancy rates (41% vs 24%)

ÅConclusion: Surgery improves pregnancy rates in women with deep 
endometriosis



SURGERY IMPROVES THE PREGNANCY RATES

ÅPregnancy rate per patient is 1,84 times higher (95% CI, 1,28-2,64) 

ÅPregnancy rate per cycle is 1,84 times higher (95% CI, 1,26-2,70)

ÅThe live birth rate is 2,22 times higher (95% CI, 1,42-3,46)





Peritoneal, NOT Superficial



Retrocervical and Vaginal Endometriosis



Retrocervical and Vaginal Endometriosis

Fat

Fibrosis and Endometriosis



Retrocervical and Vaginal Endometriosis



Retrocervical and Retroperitoneal Endometriosis

Koninckx & Martin. Fertil Steril. 1992, 58:924-928 

Koninckx & Cornillie. 1993, Atlas of Endometriosis, ISBN 1563755475

Copyrighted Gower Medical Publishers, London, 1993



Retrocervical, Retroperitoneal Endometriosis

Koninckx & Martin. Fertil Steril. 1992, 58:924-928 

Koninckx & Cornillie. 1993, Atlas of Endometriosis, ISBN 1563755475



Retrocervical and Retroperitoneal Endometriosis

Koninckx & Martin. Fertil Steril. 1992, 58:924-928 

Koninckx & Cornillie. 1993, Atlas of Endometriosis, ISBN 1563755475

Copyrighted Gower Medical Publishers, London, 1993



Powder Burn Lesions

üBlue/black is old blood trapped in scar.

üBrown is hemosiderin incorporated in the peritoneum.



Powder Burn Lesions

üBlue/Black is the Pimple Model.

üBrown may Precede the Pimple Model



Powder Burn  (óDark Scarredô or óBlue Berryô appearance) 

ü Dark is old blood trapped in glands.

ü White is collagen, muscle and stroma.

8 mm

Martin DC. Laparoscopic Appearance of Endometriosis. 1988

Glands

Stroma

Fibro-Muscular 

Metaplasia

Old Blood

Residual



Satellites 

üHow many satellites did you see near the dark scarred lesion?I 


