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Pain, Neglect, Delay, Confusion
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Years of neglect
Normalization of pain
Self-normalization

Normalization by family and friends
Normalization by physicians/providers
Association with other diseases

Complex causes of pain
Confusing information
Roadblocks
Productivity

Sex

Hospital deserts
Isolated islands of care
Transportation

Ethnic bias

Racial bias

Gender diversity bias
Cultural bias
Interpersonal relationships
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Extrapelvic symptoms
Endo belly
Endo brain, brain fog

Silent death of a kidney or kidneys

Daily/work/school/extracurricular activities

Non-menstrual symptoms
Sleep disturbance

Difficulties in daily leisure activities

Depression

Suicidal thoughts, attempts, suicide/death
Being called dramatic or attention seeker
Being called gomers or frequent flyers in emergency rooms

Being diagnosed

Referral to psychiatrists

A difficult healthcare system

Financial challenges

Inadequate insurance coverage

Lost jobs

wi t h

Munchausenoc

Many other problems associated with endometriosis.



Years of neglect

U Normalization of pain
U Selfnormalization
U Normalization by family and friends

U Normalization by physicians/providers



Disclosures

U AAGL COI disclosure

u | retired on surgical
INncome investments.

U0 Non-focused offlabel discussions



Family Practice

U 10% reproductive age range prevalence
U Incidence of 0.25% yearly if @niform40-year age span

u If 3,000 patients yearly in a family practice,
A 1,500 female*
A 800 reproductive age
A 80 with endometriosigl0%)
A 40 with infertility
A 40 with pain
A 20 like Whoopie Goldberg
A 20 difficult over 40 years. One new difficult patievery two years.




BHM 1986

Physicians Cases Yearly Sensitivity Predictive Positivity

31 (56%) 5 or fewer 41% 66%
14 (25%) 6toll 54% /8%
9 (16%) 12 to 26 /3% 74%
1( 2%) 127 86% 99%

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

Martin DC, Ahmic R, ElZeky FA, Vander Zwaag R, Pickens MT, Cherry K. Increased histologic confirmation of endometriosis.
J Gynecol Surg 1990;6(4):2-%b doi: 10.1089/gyn.1990.6.275



Confirmation Over Time
Martin 1987, Stripling 1988, Martin 1989, Martin 1990,495 Cas % A9 Cases neg
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Dulumba 2012, 280 Cases, peak 80%

atton 2002, Stegmann 2008, 179 Cases, peak 64%
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Positivity 1| Research vs. Clinical

Martin et al. X 99% confirmed in research with 14% false tive
100
50 G\V%/ebb & Martin 2005, 88% with 12% false negative with residents

003, 87% in research
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50 Buchweitz 2003, 56% in routine surgical care.

40

Percent Positive

30

20

10

Research Clinical



BHM 1986

55 ObGyn physicians with histologically positive endometriosis

U 2% of hysterectomies

U 43% of surgical, histologically, or both documented endometriosis case
A 11% of endometriosis cases 1982

U 85% (18 of 21) of bowel endometriosis
A Referred from several states including Massachusetts

A Three case by other ObGyns including oncology = one every 18 yea

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

Martin DC, Ahmic R, ElZeky FA, Vander Zwaag R, Pickens MT, Cherry K. Increased histologic confirmation of endometriosis.
J Gynecol Surg 1990;6(4):2-%b doi: 10.1089/gyn.1990.6.275



BMH & ROH 2022

U Detailed data is HIPAA protected

U Baptist had fewer total cases than in 1986.

0 ROH had three cases

Retrospective documentation research, not prospective recognition, quality assurance, or payment dependent.
Martin DC, Ahmic R, ElZeky FA, Vander Zwaag R, Pickens MT, Cherry K. Increased histologic confirmation of endometriosis.
J Gynecol Surg 1990;6(4):2-% doi: 10.1089/gyn.1990.6.275



RBRVS, DRGs, Managed Care, GOBs

u 19891 165
u 19921 120
u 20021 237
u 20061 168

1989 1999

Hospitals | | CostPlus| DRGs

BCBS as a % 220% 120%
of Medicare saoh | 1s0%

Hourly Basis, Complex ¢/w Simple 30%
Yearly Basis, DCM c/w other ObGyns 200%

Yearly Basis, DCM c¢/w Family Practice 350% 125%

* underwater & subsidized



Resources

U Laparoscopic Appearance of Endometriosis, 1988
https://www.danmartinmd.com/files/|lae1988.pdf

U Laparoscopic Appearance of Endometriosis, 1990
https://www.danmartinmd.com/files/coloratlas1990.pdf

U Endometriosis Concepts (web page)
http.//www.endometriosisconcepts.com

U Endometriosis 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 Surgefrdor
Alternative to IVF?

Simone Ferrero
University of Genovétaly



Objective

Participants should be able to:
U Clarify when surgery Is needed.

U Clarifty when surgery might be useful



SURGERY IS REQUIRED
21 9b X

U Endometriomas with suspicion of
malignancy

U Bowel occlusion

U Ureteral stenosis with
hydronephrosis

U Pain not tolerated by the patient




IVF IS REQUIRED WHEN
X

U Bilateraltubal occlusion

U Oligospermia




WHICH ARE THE OBJETIVES OF
SURGERY

1) To be an alternative tVF

2) Toimprovethe outcomesof IVF



DEEP ENDOMETRIOSIS SURGERY V
WHICH VARIABLES TO CONSIDER?

AAge of the patient

AOvarian reserve

APrevious surgery

APain symptoms and quality of life
ASemen analysis

ATubal patency

APreference of the patient



Fertility after bowel resection for endometriosis

* Nicola Ragni, M.D.,*

t nd " Department of

WHIAT EVIDENCE SUPPORTS SURGERY?
ARetrospective or nowontrolled prospective studies

APoor methodology:
AFertility is often inadequately described
Ait is sometimes difficult to understand the rate of postoperative
conceptions obtained spontaneously or by IUI/IVF

APublications are performed in referre¢ntres with surgical
procedures performed by experienced surgeons.



Operative laparoscopy could be offered as a treatment option for endometriosis-

associated infertility in rASRM stage I/Il endometriosis as it improves the rate of ongoing ©®0O0O

pregnancy.

Although no compelling evidence exists that operative laparoscopy for DE improves

fertility, operative laparoscopy may represent a treatment option in symptomatic
patients wishing to conceive.

®000

The GDG recommends that the decision to perform surgery should be guided by the
presence or absence of pain symptoms, patient age and preferences, history of previous
surgery, presence of other infertility factors, ovarian reserve, and estimated EFI.




Does Surgerynprovethe Outcomef IVF?

AFew retrospective or nogontrolled prospective
studies with small sample size

AHow surgery can improve the outcomes of IVF

ADecrease the concentration of inflammatory molecules in
the peritoneal cavity

AUmprovepelvic anatomy, facilitating oocyte picip
ARemovindhematosalpinx



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

ADesignPprospective study
APopulation 179 infertile women, age < 38 years
AGroups Only IVF 64 patients vs surgery + IVF 105 patients

AResults

- In women treated with surgery, it is necessary to use a higher dose of FSH fc
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%) an
pregnancy rates (41% vs 24%)

AConclusionSurgery improves pregnancy rates in women with deep
endometriosis



IMIG

Review Article

Impact of Surgery for Deep Infiltrative Endometriosis before In Vitro
Fertilization: A Systematic Review and Meta-analysis

Gemma Casals, MD, PhD, Maria Carrera, MD, José Antonio Dominguez, MD, PhD,
Mauricio Simoes Abrao, MD, PhD, and Francisco Carmona, MD, PhD
From the Department of Gynecology, Hospital Clinic de Barcelona, Institut d'Investigacions Biomédi ugust Pi i Sunyer, Facuity of Medicine,
I and Carmona), Barcelona, Assisted Reproduction Unit, Hospital Universitario Doce de Octubre (Dr. Carrera),
joz-Lishoa), Cenrro de Cirugia de Minima Invasion is Uson (Dr. Dominguez),
cologic Division, BP—A Beneficencia Portuguesa de Sao Paulo, Department of Obstetrics and Gynecology, Faculdade de
¢ Sio Paulo (Dr. Abriio), Sio Paulo, Brazil

SURGERY IMPROVES THE PREGNANCY RATES
APregnancy rate per patient is 1,84 times higher (95% Cl;21628
APregnancy rate per cycle is 1,84 times higher (95% C2172%

AThe live birth rate is 2,22 times higher (95% Cl,-B,4B)




Clinicians are not recommended to routinely perform surgery prior to ART to improve
live birth rates in women with rASRM stage /Il endometriosis, as the potential benefits

are unclear.

®DO0O

The decision to offer surgical excision of deep endometriosis lesions prior to ART should
be guided mainly by pain symptoms and patient preference as its effectiveness on
reproductive outcome is uncertain due to lack of randomised studies.




Peritoneal, NOT Superficial




Retrocervical and Vaginal Endometriosis




Retrocervical and Vaginal Endometriosis

Fibrosis and. Endometriosis
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Retrocervical and Vaginal Endometriosis

Incision Into Fibrotic
Cervical Margins

Peritoneum
Adequate Rectal Margin I %




Retrocervical and Retroperitoneal Endometriosis

Copyrighted Gower Medical Publishers, London, 1993

Koninckx & Martin. Fertil Steril. 1992, 58:92928
Koninckx & Cornillie. 1993, Atlas of Endometriosis, ISBN 1563755475



Retrocervical, Retroperitoneal Endometriosis

Koninckx & Martin. Fertil Steril. 1992, 58:92428
Koninckx & Cornillie. 1993, Atlas of Endometriosis, ISBN 1563755475



Retrocervical and Retroperitoneal Endometrioss

Copyrighted Gower Medical Publishers, London, 1993

Koninckx & Martin. Fertil Steril. 1992, 58:92428
Koninckx & Cornillie. 1993, Atlas of Endometriosis, ISBN 1563755475



Powder Burn Lesions

U Blue/black is old blood trapped in scar.

U Brown is hemosiderin incorporated in the peritoneum.




Powder Burn Lesions

U Blue/Black is the Pimple Model.

U Brown may Precede the Pimple Model




POWderBurn(c’)Dark Scarredd or OBl i

U Dark is old blood trapped in glands.

U White is collagen, muscle and stroma.

Glands

Old Blood

Residual
Stroma

Fibro-Muscular
Metaplasia

Martin DC. Laparoscopic Appearance of Endometriosis. 1988



Satellites

U How many satellites did you see near the dark scassnh?|



