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ENDOMETRIOSIS

WHAT IS ENDOMETRIOSIS?   Endometriosis is one of the more common diseases occurring in the female.  It can be found in about one third of all women by the age of 40.  It is defined as the presence of endometrium, or the lining tissue of the cavity of the uterus, in a location outside of the uterus. These collections of tissue respond to the normal female hormones just like the normal lining tissue of the uterus.  When the patient menstruates there is shedding of blood and other cells, but as there is no place for it to go it collects and forms an implant, tumor, or cyst.  These collections of endometrium with internal bleeding may vary from microscopic or pin-head in size up to a tumor the size of a grapefruit. 

Endometriosis is most frequently found in the pelvis as implants on the surface of the peritoneal lining, ovaries, tubes, and uterus.  Less often it is found in the cervix, vagina, intestines and, rarely, in distant sites in the body such as the lungs.

WHAT CAUSES IT?   There is no satisfactory explanation for all cases of endometriosis.  It has been known for years that during a normal menstrual period some of the blood and fragments of the lining of the uterus are forced out the ends of the tubes in a retrograde or “backwards” manner into the abdominal cavity.  Some of these fragments and collections of cells are alive and may implant and grow where they happen to fall and form small blood-containing cysts of endometriosis.  Endometrial fragments can also spread by the bloodstream or by lymphatic channels.  Some experts theorize that an immunologic problem allows this normal tissue to grow outside of its normal location.

SYMPTOMS AND DIAGNOSIS:   Endometriosis may be entirely without symptoms or physical signs on examination, or it may cause a variety of different symptoms.

The most frequent symptom by far is pelvic pain.  Usually this will take the form of menstrual pain which may occur during or just before the menstrual flow.  Often the periods become longer and more painful, gradually over a period of months or years. Painful sex or bowel movements (especially just before or during menstruation), bladder pain during menstruation or sex, or all may be seen.  Patients with very little disease may have severe pain, while others with rather extensive disease may suffer little if at all.   In many patients this variation makes the diagnosis more difficult.

Many patients with endometriosis have a normal pelvic examination and no symptoms whatsoever.  In others tenderness or sometimes nodules on pelvic examination may be the only findings.  In a few a sizeable tumor may be felt.  Mild endometriosis with only implants and scarring will not show up on any ultrasound, CT scan, or MRI scan.  An absolute diagnosis can only be made by actually seeing the implants at surgery or by examination of removed tissue under the microscope.  This diagnosis is made by laparoscopy, an outpatient surgical procedure in which an instrument with a light and lens system is inserted just below the navel for viewing the abdominal cavity and pelvis.  This is often done to be sure of the diagnosis and for better selection of treatment.

ENDOMETRIOSIS AND INFERTILITY:   Infertility may be the only complaint in some patients, and endometriosis is frequently associated with otherwise unexplained infertility after normal initial testing.

No one knows how mild endometriosis causes infertility, but it could be due to biochemical or immunologic interference with conception.  In severe cases the scarring and blockage of tubes is an obvious explanation.  When the ovaries have significant disease there is often interference with the release of eggs.

The outlook for pregnancy in the presence of endometriosis depends on the severity of the disease and the presence of other infertility factors.  75 to 80 % of patients with minimal to mild disease will eventually become pregnant.  It has become apparent after years of study that treating mild endometriosis can help relieve the pain but does not increase the rate at which patients become pregnant.  If severe endometriosis has caused blockage or scarring of the tubes and/or ovaries this should obviously be surgically corrected.  If only implants are present without scarring, however, most patients will eventually conceive but it usually takes longer than in a woman without endometriosis.  For this reason as well as the fact that pregnancy can bring about an improvement in this disease, these patients should not delay any desired childbearing if at all possible.

TREATMENT:   There are two categories of treatment - medical and surgical.  These methods can be used alone or in combination.  The treatment choice depends upon the severity of the disease and reproductive desires of the patient as well as patient choice.

Surgical treatment:   The only curative treatment is surgical, consisting of total hysterectomy with removal of both ovaries.  Anything less than this leaves a chance of recurrence and/or further problems.  Should this definitive treatment be carried out, replacement hormones are given afterwards to treat the resulting “surgical menopause”.  These hormones prevent hot flashes, thinning of the lining of the vagina and bladder, as well as preventing bone loss and heart disease.  This permanent solution for endometriosis is obviously only selected for those patients who have no desire for childbearing.

Conservative surgery (to keep childbearing potential) can be done either through an abdominal incision or with a laparoscope.  Endometrial implants and scar tissue can be removed by cutting, electrocautery, or by laser.  Pain can be temporarily relieved in up to two-thirds of patients by destroying part of the ligaments at the back of the uterus that contain some of the nerve fibers carrying pain messages from the uterus.  Keep in mind that conservative surgery is only a temporary measure and that recurrence of the disease within a period of months to years is the rule rather than the exception.

Medical Treatment:   Medical treatment of endometriosis began several decades ago when it was noted that patients who became pregnant had an improvement in their symptoms.  A “pseudopregnancy” can be created by giving  progesterone in the form of either birth control pills or Provera by mouth or injection.   Troublesome side effects include swelling, breast tenderness, nausea, and irregular bleeding.  Even today birth control pills remain an excellent choice for young women with mild disease who are not planning pregnancy for several years.

It was also noted years ago that when estrogen levels declined at menopause that endometriosis improved.  In 1971 Danocrine became the first medication available to create an “artificial menopause”.  Most patients had some improvement in pain while on this drug, but it was not well tolerated by some due to hot flashes, acne, thinning of the vaginal lining, decrease in breast size, swelling, irregular bleeding, weight gain, irritability,  and depression.  Other drugs are now available which also work by decreasing estrogen levels.  The usual choice is Lupron, which is given by injection every one to three months.  The side effects for Lupron are similar to those for Danocrine, but its effectiveness may be somewhat greater.  The newer drugs are much more expensive than Danocrine, costing $500 or more for one month’s treatment.

As with conservative surgical treatment, the effects of medical treatment are temporary and symptoms usually recur when the course of medication is completed.  Young women who are postponing pregnancy, however, may be able to “buy time” and gain significant pain relief before starting their families.

SUMMARY:   By now you probably appreciate the frustration that both patients and physicians encounter when dealing with this chronic disabling but non-life-threatening disease.  Selection of a treatment plan is usually best made after detailed history, pelvic examination, diagnostic laparoscopy, and consideration of the patient’s problems, needs, and wishes.
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