SURGICAL TREATMENT of

ENDOMETRIOSIS related
PAIN

Yucel Karaman MD

Briksel Kadin Sagligi ve Tip Bebek Merkezi
Istanbul-Turkey

Institut Medicale Edith Cavell-CHIREC
Brussels-Belgium

www.brukseltupbebek.com




LAPAROSCOPIC SURGERY of
DEEP INFILTRATING
ENDOMETRIOSIS

Yucel Karaman MD

Professor

Briksel Kadin Sagligi ve Tip Bebek Merkezi
Istanbul-Turkey

Institut Medicale Edith Cavell-CHIREC
Brussels-Belgium

www.brukseltupbebek.com




TURKIYE ENDOMETRIOZIS

TANI VE YONETIM KILAVUZU

EKinm 2014

/‘%

ENDOMETRIOZIS &
ADENOMYOZIS
DERNEGI

2009

4



Endometriozis ile iliskili dismenorenin azaltimasinda  kombine oral
kontraseptiflerin etkinligini destekleyen orta kalite kanit vardir,

Endometriozis ile iliskili disparoni ve non-menstrual pelvik agrinin azaltilmasinda
kombine oral kontraseptiflerin etkinligini destekleyen diisiik kalite kanit vardir,

Endometriozis ile iliskili dismenore, disparoni ve kronik pelvik agriyi azaltmak icin
vajinal kontraseptif halka veya transdermal bant (6strojen/progesteron)
kullanimina dair duisiik kalite kanit vardir.Kilavuz hazirlama kurulu endometriozis
ile iliskili agrinin tedavisinde hormonal kontraseptiflerin kullaniimasi yoniinde
kuvvetli tavsiyede bulunmaktadr,




Endometrions fle kil agn tecaviside, cemahi Oncesi homonl tedaviin
yaral olmadina dair oty Kalte Kamt vardr ve Kiavur hazrlama kunl
preoperatt Normongl tedavi verimemes yoninde Kuwwetl taviyede

Dulunmaktadr




Reitovajinal ve  intestinal endometrioili hasalrda yaplacak cemah

raikallestikee agn sikayetler aza

B yaden her hastanim bireysel

ara dge

makda ien Komplkasyon oran artmaktad,

endirimesi ve fayda-tarar denges

goneflerek cerrahinin boyutunun belenmes! kuwetle onerl,




Mesane tutulumunda etlenen yizeyn tam Kat ckanimast huwetl tavsiy
e,

retrtuumonda Fnyomun okalzasony ve by e el
refer teteksyonu v Ureferoneasistotom arasinda tercn yapimast Kuwetl
avsye el




Endometrioma cerrahisinde Kistektomi sonrasi drenaj ve koagulasyona kiyasla
rekiirrens oranlarinin daha disik oldugu ve agrinin daha iyi kontrol edildigine
dair yuksek kalite kant vardir ve kilavuz hazrlama kurulu endometrioma

cerrahisi yapilacak ise kistektomi tercih edilmesini kuvvetle tavsiye eder.




Derin infiltratif endometriozis ile iliskili agrinn yonetiminde cerrahi yaklagim nasil

olmalicir?

Derin Endometriozis olgularinda cerrahi tedavinin hem agnyi azalttigi hem de
yasam kalitesini arttirdigina dair orta kalitede kanit meveuttur.,

Kilavuz hazirlama kurulu, tani almig veya stipheli derin endometriozis olgularinim
multidisipliner yaklagim icinde hizmet veren, irolog ve kolorektal cerrahin da
bulundugu merkezlere yonlendirilmesini kuvvetle tavsiye etmektedir.




v haaiama Kol o ses omayan ve i Konsemat tdavler

(1A Vermeyen Kadilada hiseretom ve Diateal saineo-0ferektom
Apmasn ¥ Erinen K endometriot odaarm fkarimas yoninge 3yt

avSyede Dulmaladr,




Endometriozis fle iliskili agrinin azaltiimasinda progestinlerin etkin oldugunu
gosteren orta Kaite Kamt mevcuttur ve Kullammian Kuwetle tavsiye

ediimektedirKilavuz hazirlama kurulu, progestin seciminde yan etki profilinin
dikkate alinmasini Kuvvetle tavsiye eder,
Endometriozis ile fikili agriin azaltimasinda levonorgestrel salinmii intrauterin

gistem

in etkin oldugunu gosteren orta Kalitede kanit meveuttur ve kullanimi

Kuvvet

e tavsiye ediimektedr,




Endometriozise haglh agn tedavisinde aromataz inhibitorlerinin etkinligin
destekleyen disuk kalitede kanit vardr,

Kilavuz hazrlama kurulu rektovajinal endometriozis olgularnda ve diger tim
medikal ve cerrahi tedavilere yanitsiz olgularda kullanimi yaninde zayif tavsiyede
bulunmaktadr,




Laparoskopi esnasinda endometriozis saptandiginda cerrahi olarak  tedavi
edimesinin agry azaltmakta etkin oldugunu destekleyen yiksek Kalite kant
vardir ve kilavuz hazirlama kurulu gorilen endometriozis lezyonlarnin cerrahi

tedavisii kuvvetle tavsiye eder,




Hormonal ~kontraseptifler, progestinler, ~selektif ~progesteron  reseptor
modilatorleri ve  anti-progestinler, GnRH analoglan ve  aromataz
inhibitorlerininin- endometriozise bagh agriyi azaltmakta etkin oldugunu

o0steren yuksek kalite kanit vardr,
Kilavuz hazirlama kurulu, endometriozi il fiskl agr

hasta tercihlerini, yan etkileri, etlinligr, maliyet, ulag
ygun ajani seqmeyi tavsiye etmektedir,

nin hormonal tedavisinde
abilirligr dikkate alarak en




Why to treat Endometriosis ?

® Endometriosis can disrupt environment
in peritoneal cavity

— anatomical
— hormonal and
— immunological

® Then endometriosis may cause




3 Types of Endometriosis

e Superficial Endometriosis:
1. Peritoneal endometriosis
2. Ovarian superficial endometriosis

e Ovarian Endometriomas

e Deeply Infiltrating Endometriosis (DIE)

e (Extragenital Endometriosis)




Definition and Prevalence of DIE

Definition :Presence of endometrial like glands and stroma
>5 mm under the peritoneum or invasion of the
bowel,ureter or bladder wall. Mostly presents as a single
nodule, larger than 1 cm in diameter in the vesicouterine
fold or close to lower 20 cm of the bowel.

- Prevalence of DIE in women with endometriosis : 5.3-12%

- Sites
B Rectum
Recto-sigmoid junction
Appendix
Distal ileum

Caecum
Bladder




DIE has two major specificities

® DIE is a multifocal pathology:
USL,vagina,bladder,intestine,ureter

e DIE is very often associated with other
endometriotic lesions :

Unique lesion 10 %
Superficial lesions 61.3%
Endometriomas 50.5%
Adhesions 74.2%

Somigliana et al Hum Reprod 2004




® Endometriosis is an estrogen-dependent
chronic inflammatory disease.

e [t can be effectively curred by radical

surgery.
® Also prolonged medical therapies,after
conservative surgery may be needed,as

for most chronic inflammatory disorders in
general.

Vercellini et al 2011




Why we do the surgery?

1. Create spontaneous pregnancy (40-60%)
2. Relieve pain,return of normal daily and sexual life

3. Possible association between endometriosis and increase risk of
ovarian carcinoma(clear cell ca.,endometrioid ca.)

1. Decreased ovarian reserve, especially in repeated surgery
2. Recurrence
3. Complexity of endometriosis is not resolved




Treatment of endometriosis

|
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® Medical treatment

e Surgical treatment

® Combined treatment




Causes of endometriosis

4 4 4 ~ 4

® Direct infiltration or compression of nerves
e Compression of the organs

e Stenosis/substenosis of the organs by fibrosis
(Urether,intestin)

® Chronical inflamatory reaction
® Peritoneal irritation
e Adhesions and fibrosis




Why endometriosis induces
e

® Endometriosis is a chronic inflamatory
disease and can induced inflamatory
reaction

® Can induced the adhesions

® Can infiltrate the organs and the nerves
® Can compresse the organs and nerves

® Can do the occlusion,subocclusion of the
intestins and urethers by fibrosis




1) A group of thin fibers directed medially toward the rectum
running through the mesorectum (medial efferent bundle)

2) A group of thin fibers directed cranially toward the uterus
running through the parametrium (cranial efferent bundle)

3) A group formed by 3-4 main fibers directed anteriorly
toward the bladder and the vagina which ran through the
paracervix (anterior efferent bundle)

Ceccamniel al 2007 Emoli el al  Surg Radisl Anal (2003) 25 200-206
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Uterine artery

Middle rectal artery

DEEp uterine vein

Middle rectal vein

(Yabuki et al., 1901)
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the right deep uterine vein







Endometriomas and pain

® Generally associated with DIE

® Association of the endometriomas
and DIE is between 30 to 50%

® Than if endometrioma+pain, check
if there is DIE




Compression by Giant Endometriomas




Management of

Abnormal
Anatomy caused
by Endometriosis







Douglas Obliteration
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DIE and Pain




DIE and Pain (Cullen 1920)
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Anatomic distrubution of Deeply
infiltrating endometriosis

e A total of 500 patients with 925 DIE lesions

® Sacro-uterine ligaments 62 %
e VVaginal 14 %
e Bladder 5.9 %

® [ntestinal 40 %
® Ureter 7.4 %

Multifocality must be considered during preoperative work-
up and surgical treatment of D.I.E.
Chapron et al. Fert.Steril. 2009




DIE has specificities

e DIE is a :
USL,vagina,bladder,intestine,ureter

e DIE is very often
lesions :

Unique lesion 10 %
Superficial lesions 61.3%
Endometriomas 50.5%
Adhesions 74.2%

Somigliana et al Hum Reprod 2004




Symptoms of DIE

Progressive pelvic pain

Dysmenorrhea

Deep dyspareunia

Mictalgia
Dyschezia,tenesmus,constipation,occlusion
Menstrual diarrhea

Women with these syptomps who impaire their
professional and social lives seeks effective treatment
and not just expectative care.




What is the effective treatment?

e Choose between medical and surgical
treatment or association of both.

® Continuous hormonal treatment can
reduce pelvic pain significantly but does

not lead to the complete disapperance of
deep endometriotic nodules .(< 20-30%
of volume,Fedele 2000-2001)

® Or medical treatment in the prevantion of
recurrences after complet surgical
excision.




e Aim of DIE
management

— Improve quality of life
— Fertility preservation
— Low recurrence rate
— Low complication rate




Role of medical treatment

o Hor%onal therapy has
been designed to

— suppress oestrogen
synthesis

— atrophy of ectopic
endometrial implant
® Recurrence after
cessation is high : 50% [N\, =48 /2250 \
o Relative ineffectiveness & %' "%
of medical therapy :
fibrotic reaction

/4

Surgery of symptomatic DIE
IS required




Strategie of the Surgery

e DIE is a multifocal disease and
associated frequently (>50%) with
the other type of the endometriosis.




For a successful surgery

¢ Identify the origin of the complaints
e Remove all endometriotic lesions
® Remove lesions which cause pain
e Identify all lesions
® In infertility
* Preserve organs
* Restore organs
The more you know about the disease prior




DIE : Clinical examination and




DIE : Clinical examination and




d

ion an

inat

=
S
>
@

Clinica

DIE







_ T

Rectovaginal examination
Pelvic and transrectal US
Pelvic MRI

Double contrast enema

Rectosigmoidoscopy
IVP (if needed)

GnRH analogs for 2-3
months before surgery if
big nodule (??)

Bowel preparation




Rectosigmoidoscopy




Preoperative assessment of DIE

T Is the bowel infiltrated ?

Rectal ultrasonography MRI

- Distinction between - Cartography

muscularis propria

submucosa-mucosa

Bazot et al Hum Réprod 2007
Similar accuracy for diagnosis of rectal involvement when compared to MRI




Management of DIE

1/ How to diagnose DIE ?

2/ What kind of preoperative work-up ?
Are the bowel,bladder,urether infiltrated?

3/ What kind of surgical techniques ?
-Nodule excision alone
- Shaving
- Segmental bowel resection
- Discoid bowel excision
4/ Risk and benefits of each technique.




Preoperative Planification

We have to evaluate the depth of infiltration and radial

extension of endometritic nodole with MRI or transrectal
USG

If infiltration up to the mucosa , invasion > 50% of the
circumference , bowel occlusion of >50% (longer than 2-3
cm) bowel resection has to be programed.

Preoperative ureteral stending if there is
ureterohydronephrosis.




Surgical Techniques (DIE)

® Nodule excision alone.
e If bowel infiltration:
1. Sheving, if superficial muscular invasion.

2 .Discoid excision if muscular invasion but
nodule < 3-4 cm.

3. Segmental sigmoid resection if:

-Bifocal intestinal lesions
-Nodule > 3-4 cm
-Sigmoid lumen restriction >50%

-Sigmoid muscularis,mucosal layers infiltration




Type of Surgical Treatment for
DIE

- Exision of the nodular lesion

- Without bowel resection :
- Shaving technique

- Uterosacral ligaments infiltration
- Vaginal infiltration

- With bowel resection:

- Discoid bowel resection if muscular invasion but
nodule < 3 cm

- Segmental bowel resection if nodule>3-4cm or if
sigmoid lumen restriction >50% and if bifocal lesion




DIE and Bowel Resection

® Discoid bowel resection:Muscular invasion
and if RV nodule < 3 cm.

» Segmental bowel resection:If nodule > 3-
4 cm.or/and if sigmoid lumen obliteration
>50% and if bifocal sigmoid lesions




Only nodul and vaginal wall
excision for DIE

Section of both US ligaments Rectal dissection




Only nodule and vaginal wall
excision

Without bowel resection

Vaginal opening Vaginal closure




Only nodul and vaginal wall
excision

- Without bowel resection

- Advantages:

- Rate of intraoperative complications is minimal
- Improved quality of life

. A

- )
/ |
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Angioni et al 2006
Dubernard et al 2006




RV Nodul excision




Surgical Techniques (DIE)

* Nodule excision alone.
e If bowel infiltration:
1. Sheving, if superficial muscular invasion.

2 .Discoid excision if muscular invasion but
nodule < 3-4 cm.

3. Segmental sigmoid resection if:

-Bifocal intestinal lesions
-Nodule > 3-4 cm
-Sigmoid lumen restriction >50%

-Sigmoid muscularis,mucosal layers infiltration




Principles of DIE Surgery

Complet or nearly complet surgery

In >10% of cases of deep endometriosis, lymph
nodes contain endometrial or endometriotic cells
(Gong 2011, Tempfer 2011),don’t need to remove
them

Discoid Excision or Sheving have to be first choice

High leakage rate (15%) of low rectal resection
(Ret Davalos 2007) which is <1% for sigmoid
resection

Large majority of bowel resection for
endometriosis published were lower resection




With bowel infiltration

® Baryum enema: irregularities of anterior rectal — sigmoid
wall




RV nodule shaving




RV nodule shaving




Segmental sigmoid resection




Segmental Sigmoid

Resection







Segmental Sigmoid Resection

End-to-end colorectal anastomosis (CCEA)




Segmental Sigmoid Resection

Final view




Deep infiltrating
endometriosis

® « Check list » at the end of the surgery
— Treatment is complete
— Haemostasis is achieved
— Absence of rectal perforation

(Methylene blue rectal injection)
— Ureteral peristaltism
is satisfactory




Discoid or segmental rectosigmoid

resection for DIE Fanfani et al.Fertil.Steril.2010

FIGURE 1

Surgical management algorithm for deep infiltratinc
endometriosis patients with rectosigmoid
iNnvolverment.

Recto-sigmoid endometriosis

I Clinical and radiological evaluation ]

Asymptomatic

Symptomatic or
without stenosis

Asymptomatic with stenosis = 60%

MNodule > 3 cm

MNodule = 3 cm

Discoid resection Segmental resection | No surgery |

Foanfoni. Rectosigrmoid esndornctiriosis, discoid resection. Fepdil Steril 2010



Bowel Endometriosis

Type of laparoscopic colorectal surgery for
endometriosis

® Segmental laparoscopic resection
:57.5%

e Full-thickness disc resection : 13.7%
e Superficial thickness excision : 28.8%

CHOICE ?

Darai et al Curr Opin Obstst Gynecol 2007; 19: 308-13




Laparoscopic Surgery for
Sigmoid nodule (69 cases)

® Shaving 21 (30 %)
® Discoid excision 17 (25 %)
® Segmental resection 31 (45 %)

Karaman Y, 2013




Digestive complications of
colorectal surgery

Rectovaginal Linkage of Secondary
fistula anastomosis  ileo-colost

0

Authors Patients

Nezhat et al. (1992) 15
Jerby et al. (1999) 26
Possover et al. (2000) 34
Darai et al. (2005) 40
Campagnacci et al. (2005) 7
Ribeiro et al. (2006)
Panel et al. (2006) 21
Lyons et al. (2006) 7
Brouwer and Woods (2007) 213
Wills et al. (2009) 167
Minelli et al. (2009) 357 14 4

TOTAL 1003 27 (2,7 %) 10 (1 %) 21(2,1%)

(@)
(@)
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Reitovajinal ve  intestinal endometrioili hasalrda yaplacak cemah

raikallestikee agn sikayetler aza

B yaden her hastanim bireysel

ara dge

makda ien Komplkasyon oran artmaktad,

endirimesi ve fayda-tarar denges

goneflerek cerrahinin boyutunun belenmes! kuwetle onerl,




Ureteral endometriosis

e Urinary tract endometriosis 1-4%
¢ Ureteral involvement 0,1-0,4%
e Caused by intrinsic = extrainsic disorders.

e Ureteral baloon , stent or ureterolysis
Oy laparoscopy

Ureteral resection :
<+ Reanastomosis
<Reimplantation

LENA et al 2006




MEGA URETHER




Mega urether










DIE of Bladder
(75/627 :12% of patients with DIE )

e 75 patients with DIE of the bladder
e Symptoms

< Pain
< Dysuria

® | aparoscopic partial cystectomy or complete
nodule excision

® Follow up 59.9 +-44.6 months
NO reccurence
No pain

Chapron et al Human Reprod 2010




Quality of life after DIE resection

Retrospective study of 132 patients
USL : 78 (59%)

Vagina : 25 (19%)
Bladder : 13 (10%)
Intestine : 16 (12%)

Complete surgical excision of DIE
results in a statistically reduction In
painful functional symptoms

Chopin et al J Min Invasive Gynecol 2005; 12: 106-12




Endometriozis iliskili agrinin azaltiimasi icin konservatif cerrahiye ek olarak
laparoskopik uterosakral sinir ablasyonunun etkin olmadigini gosteren yiiksek
kalite kamit vardir ve kilavuz hazirlama kurulu endometriozise bagli agn tedavisi
icin LUNA yapilmamasini kuvvetle tavsiye eder.

Presakral norektominin endometriozis ile iliskili orta hat agnlannin
azaltilmasinda etkin oldugunu gosteren yiiksek kalite kanit vardir, ancak bu
uygulama ileri cerrahi deneyim gerektirir ve komplikasyon orani yuksektir bu
nedenle kilavuz hazrlama kurulu endometriozise bagh agri tedavisi igin
presakral norektomi yapilmast yoniinde zayif tavsiyede bulunmaktadir,




Musts for succesfull surgery
e Identify the origin of complaints

¢ Remove all endometriotic lesions
® Remove lesions which cause pain
® Be aware of all lesions

® In infertility

-Preserve organs
-Restoring organs

The more you know about disease before you
start surgery,the easier surgery will be




Conclusion 1

o If medical treatment failed or if there is an
indication for the surgery,remove all
endometriotic lesions which cause pain

* The more you know about disease before
you start surgery,the easier surgery will be

e Medical treatment can be used after surgery
to prevent recurrence of the endometriosis




Conclusion 2

e DIE is a multifocal pathology and generaly
associted W|th the other type of the

surgery a reC|se map of the Iesmns IS mandatory
by a complet pre-op work-up.

Conservative surgery is needed for DIE .After
surgery,succes of the treatment will depend on
how radical and complet excision was done.

The treatment of choice for the rectosigmoid
lesions is surgical shaving or discoid
excision,while bowel resection should be avoided
Iexc_:ept for the sever sigmoid endometriotic
esions.







Management of
Abnormal

Anatomy




Dens Sigmoido-uterine




LTH and Douglas Obliteration




Adequate uterine manipulation




Adequate operation table and




Adequate position




Adequate position
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Abdomino-pelvik anatomi

Batin 6n duvar
Pelvis
Abdomen

Barsaklar, omentum,
yapisikliklar

Trokar girisi icin uygun
bolge
Operasyon icin strateji







Previous Surgery

e Open laparoscopy

e Palmer Point’s entry

e Adhesyolysis




Special Situation

Previous surgery-Palmer point Frozen pelvis




Cooper ligament

BURCH OPERATION




Laparoscopic Total Hysterecyomy
and Anatomic Landmarks







Anterior ve posterior kolpotomi




Ureter komplikasyonlari

Table II1. Patients in whom ureteral occlusion was detected by intra-
operative cystoscopy

Surgical injury Uterine weight (g) Endometriosis

Left ureter occlusion 145 Present
Right ureter occlusion S00 Present
Left ureter occlusion 351 Present
Right ureter occlusion 330 Present




Gastro-intestinal yaralanmalar

© Laparo_skopiye bagli
tum
komplikasyonlarin
%% 20 — 46’ In

olusturur.

Peterson et al. J Reprod Med
1990

Chapron et a/, Hum ReprOd Table V1. Prevalence of gastrointestinal injuries
1998 Reference Laparoscopy

Hiirkki-Sirén and Kurki {1997) T0 607
Jansen ef al. (1997) 25 Thd
Chapron ef al. {1998) 20 966




Onlemler

Barsak hazirlig

\W (N [

Enstflasyon (sol hipokondrium
—Palmer noktasr)

Open laparoskopi ?
Enstrumanlar (monopolar)
Enspeksiyonu (abdomino-
pelvik)

Trokarlarin g6zlem altinda
girilmest (translumimasyon)
Operasyon sonunda ayrintili
enspeksiyon

Metilen mavist testi

(transanal 200cc metilen mavisi)

—

Oblitere Douglas
Rektum yaralanmasina dikkat !!




GI sistem komplikasyonlari

Table 111, Circumstances under which gastrointestinal injuries occurred
Occurrence

Setting-up ; 2.1
Preumoperitoneum needle g 10.7
Umbilical trocar 6.1
Suprapubic trocar 3 53

Orperative procedure 32 57.2
Electrosurgery i 10.7
Sharp dissection 26 46.5

Unknown i 10.7

Total 56 100.0

® 56 hasta, toplam 62 komplikasyon

e 37 hastada (% 66) gecirilmis operasyon

o ,(Apalgdektomi (n:8), Pfannenstiel (n=16), Mid-line (n:9), Laparoskopi
n:

French Society of Gynecologic Endoscopy (case review study)
Chapron et al.

Gas§r307in’1cgséténal injuries during gynaecological laparoscopy. Hum Reprod 14: 333-
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LTH Vaginal Suturing




Pelvic Adhesions




Vesico-uterine dens adhesions




