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The prevalence of €ndometnosis in population varies according to the study. Th€ purpose
of this paper is to determine and evaluate ihe frequency of endometriosis in patients who under*ent
disgnostic laparcscopy with various clinical diagnoses and pres€nttfions. Medicd and laparoscopic surgical
records of856 patients who underwent diagnostic laparoscopy from January 1999 to December 2000 in
th€ Endoscopic Unit, Department of Obstetdcs and Gynecology, Sirimi Hospital, ar€ retrospectively
evaluated. 661 consecutirc cases aged between 17-71y€aru were r.ecruited for the study.51.19, were
finally diagnosed with endometriosk and the majority were between 20-39 y€ars old. W€ found 194
€ndometriotic cases out of 229 clinically suspected endonetriotic cases (84.7 7, ), 50 ont of 84 pre-operative
chronic pelvic pah cases (59.5 7o), and s2 out of 132 infertili$ cases (39.4 7. ). However, no visible pathology
was deiected in 13 oul of 229 clinically suspect€d endometriotic cases (5.77a). Interestingly, among
endomeariotic cases in the chronic pelvic pain group, 36 cases (72.0 70) had a minimtl to mild degree of
endometriosis while 14 cas€s had a moderate to severe degrec. Forall clinical diagnoses, the frequency of
endometriosis in patienb with an adnexal mass was found to lre significantly higher than that without
adnexal mass,125:171cases (73.1%) comparcdwith 181:368 (49,2%) respectively (p < 0 05). We conclude
from this study that th€ revised American Society of Reproductive Medicine (ASRM) system of classifying
€ndom€triosis has timitations and inh€rent d€fects. This syst€m does not correlate w€ with pain. Howev€r,
at th€ time of laparoscopy, €ndometriosis should be staged according ro the reYised ASRM chssification of
endom€triosis in order to facilitat€ lollow-up and comparison if future surg€ry is p€rform€d. To avoid
unnec€ssary exposure to the attenalant risks and the expense of laparoscopy, most diagnostic laparoscopies
should be performed selcctively. Biopsyis recommendedin sny clinically suspect€d €ndom€triosis.
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INTRODUCTION
Cunently, laparoscopic procedlres have bcen

fully integrated into routine gynecologic care and
an ever increasing number of additionat surgical
procedures are being approached laparoscopically.
In general, the choice of laparoscopic.route means a
shorter recovery pedod, less pain. a shorier hospital
sray. decreased cosls. polenlidll, decreased adhesron
formation and blood loss, and operalion scar that is
cosmetical ly acceptable. Furthermore, ear ly
mobil'sation after lapaJoscopy lead' to te$er respF
ratory complications and thronbo-embolic events.
These procedures are both diagnostic and therapeu-
tic in nature.L: It has become the nain gynecologi
.  al  .urgrca I  proced ure lor benign le ' ion\.  Tr. .uperio

riiy compared with laparotomy for the treatment of
ectopjc pregnancy, tubal inferlility, ovarian cysts, or
endometrosis is now accepted.la5 Endometriosrs is
an enigmalic disease of unknown eliology, poorly
underslood pathogenesis and conflictins results con-
cerning its diagnosis and the efficacy of treahenl
regimens.

The prevalence of endometriosis in the
population varies according to the srudy. It depends
on its definition, the population studied,6 and rhe
experience and ability of surgeons perfoming the
laparoscopy to delect such lesions. The puryose of
this paper is 10 determine and evaluate the frequency
of endonelriosis in patients who underwent diag-
nostic laparoscopy with various clinical diagnoses



fl]5fl:t1I

iii 5l aixll J, t rfl! 2t44 141

nrrifi ofi'ulounrrdr{i'ocionndoirN116r?t
-  a  -  - i
n!Rl1sLUOlrlO6llll0illjtJoYl

0! f l !  radrJ  l tn r0 ro lnn ,  fn tn

MATERIALS AND METHODS
The study was designed as a retrospective

study. Medical and laparoscopic surgical records of
856 patients who underwent diagnostic laparoscopy
from Janudy 1999 to Decenber 2000 in the Endo-
scopic Uniiofthe Depanment of Obstetrics and Gy-
necology, Siriraj Hospital, werc rc$ospectively eva-
tuated. 661 consecutive cases aged between 17 71
years were recruited for the study. characteristics of
patients such as age, presenling symptom! pre-op
erative diagnosis, posi-op€rative diagnosis, opera_
Uve procedure5. operar ive f ind;ngs. sraging oi  en
dometnosis, and histoiogical findings were recorded
and analyzed. Although many patients had more than
one complaint, the pre-operative diagnoses in this
siudy represented the main indications for diagnos-
Uc lapdroscop).  or lhe f inal  conclu\ ion. or pro\ i -
\ ional dragnoses made of phlsic ians afrer roudne
h'sror) taking. phys'cal and ullrasonographic exami'
naiions. "Post-tubal sterilization" was the pre-opera-
live diagnosis given for patienis who underwent
dragnosric laparoscop) lo delermine wh(lher rhey
were suitable candidales for reversal of sterilization.
Chronic pelvic pain means recurrent and constanl

Thble 1� Percentages of endometnosis in various ages

pain in the pelvic region that has lasted for at least 6
months. Pre-operative diagnosis of endometriosrs rs
a clinical diagnosis based on history, physical ex-
amination and ultrasonography (in some cases). The
data were analyzed using SPSS version 10.0and were
expressed as percentage and mean with standard
deviation(SD). S.atistical comparisons were per-
formed with Fisher's exact test and were considered
statistically significant at P < 0.05.

RESULTS
194 cases were excluded from the analysis

due to incomplete medical records. 661 cases who
underwent diagnostic laparoscopies in lhe Endo-
scopic Unii, Department of Obst€trics and Gyneco-
logy, Sidraj Hospital, were evaluated- The average
a9e was 32.95 !14.25 years, ranging from 17 to 71
years old. Interestingly, 33 8 out of66l cases (51.17,)
were diagnosed as having endomelriosis and the
majority of endometriosis cases (85.57r) aged be'
tween 20 39 years. Furlhermore, 1.8% were adoles
cents. No endometriosis was diagnosed in the age
sroup of50-71 years (Table 1).

Age Interval (yeas) Post"operative Diagnosis

Ofhe! Dis€ases Cases ( 70 ) Endometriosis Cases (7,1 Total Cases (9.)

t't , 19
2 0 - 2 9
3 0 - 3 9
40-49
5 0 - 7 I
Total

s (r.sro)
97 (30.0co)

l'/6 (54.5Vo)
30 (9.3Eo)
1s (4.6Ea)

323 (r00Ea)

6 (r.\E")
96 (28.4Eo)

193 (57.IEo)
43 02.7E \
0

338 (1007o)

t1 ( l .1c.\
r93 (29.zEa)
369 (ss.\Ea)
73 (1r.OSo)
ls (2.350)

661 (1007,)
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Table 2. Percentages ofendometriosis in various ciinical diagnoses

Pre-opemtive Diagnosis Endometriosis Cases r 7, ) Total Cas€s

Post-tubal sterilization
lnfenility
Chronic pelvic pain
Pelvic adhesion
Acure pelvic parn
Endometriosis

Benign ovarian tumor
Malignant ovarian tumor
Others
Total

s (9.6Vo)
s2 (39.4Co)
s0 (s9.sco)
4 (40.OE")
3 (10O%)

r94 (84.'�7Ea)
4 (lolqo)

16 (3r.4Ea)
o (0.0c.)
r0 (Ir.4Eo)

338 (51.17o)

5 2
t32
84
1 0
3

229
4

5 2
8

8 8
661

Table 2 shows the percentages ol  en-
dometriosis in various preoperative diagnoses. We
found 194 endometiotic cases out of 229 clinically
suspected endometnotic cases (84.77,), 50 out of 84
chronicpelvic pain (CPP) cases (59.57d. and52 out
of 132 inferlility cases (39.4Ea).'Ihar means 8l.sqo
(2961338) of the patienls are laparoscopically diag'
nosed as a result ofclinical diagnosis ofendometdo-
sis, CPq and iDfertility. However, no visible paiho'
logy was detected in 13 out of 229 clinically sus-
pected endometriotic cases (5.77,). Because no
endometrio-tic staging was recorded in 32 cases, only

306 endometriotic cases were staged according to
lhe revised American Society of Reproductive Medi-
cine (ASRM) classification of endometdosis 1996.
They were evaluated as shown in Table 3. 85 cases
(27.8%) were classified as minimal degree,67 cases
(21.97,) wore mitd degree,52 cases (1?.07,) were
modorale deFee and 102 cases (33.37,) were severe
degree. Interestingly, 36 cases (72.0%) with a pre-
operative CPP diagnosis were minimal to mild de-
gree, whereas, 108 cases (62.07o) in clinically sus-
pected endometriosis arc moderate to severe degree.

Table 3. The frequency and staging of endometriosis at laparoscopy witb various clinical (pre-laparoscopic)

Diagnosis Minimal
Degree N (9d

Endometriosis Staging Total Cases
Mild Moderat€ Severe

D€gree N(7o) Degre€ N(7.) Desr€e N(7o)

Post-tubal slerilization
Diagnostic infertility
Chronic pelvic pain

Endonetriosis

Benign ovarian tumor
Others
Total

4 (80.0Eo)
19 (43.2Eo)
26 (s2.0%)

| (33.3Eo)
21 (r5.5Co)

| (25.OEo)
3 (r7 .6Eo)
4 (44.4E")

85 (2'�7 _\Ca)

1(20.0Ea)
t2 (z'�t.3%)
ro (zo.oco)

39 (22.4.ro)

r (s.gca)
4 (44.4%)

67 (21.9E )

4 (g.rEa)
6 (r2.0%)
| (33.3E )

38 (21.gEo)

3 (t'7 .6E )

s2 (11 .oCa)

9 (20.sEo)
8 (16.OEo)
1 (33.3Eo)

,70 (40.2Ca)
3 (75.0Ea\

r0 (58.87,)
| (rr.rEa)

ro2 (33.3E )

5

5 0
3

t'7 4
4

t 7
9

306
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Table 4. Frequency of endometriosis and adnexal mass

Pr€-operativ€ Diagnosis Post-operative Diagnosis

other Dis€ases N(7.) Endometriosis N(%)

P vslue

Clinically suspected

All clinical diagnoses

'Without adnexal mass

Without adnexal mass

22 (19.6%)
t0 (t0.6Ea)

187 (50.87,)
46 (26.9qa)

90 (80.4Ca)
84 (89.4Ea'

18r (49.2C.)
125 ('�t3.rqa)

NS

< 0.05

From Table 4, the ftequency ofendometrio-
sis in patients with adnexal mass was found to be
significanlly higher than those without an adnexal
mass, 125 oul of 171 cases (73.17,) compared to 181
ouL of368 (49.27,) ( p < 0.0s). However in clinicaily
suspected endometriotic cases the frequencies of
endometriosis in patients with and withoul adnexal
nass are comparable. 90 out of 112 cases (80.474)
versus 84 out of94 cases (89.47d.

we found endometrioma in 105 out of 306
cases (34.37,). 90 ort of 10s cases (8s.7E) were
found in 20 10 yedJ\ old parienrs. The dverage size
ofthe endometrioma was 4.2313.05 cm. and 30 cases
(28.67d had bilareral endonerriomas.

DISCUSSION
Before the introduct ion of diagnost jc

laparoscopy, the evaluaiion or diagnosis of many
gynecological diseases such as CPP, dysmenonhea,
infertiljty, or endometriosis required exploratory la-
parotomy, which was notperfomed unless symptoms
were "e\ere and a fair l )  certain cl 'n ical  diagno. i . .
Because of i1s advanrages, laparoscopy has talgely
replaced laparotomy as the diagnostic procedure for
man) parienr.  qu,pcl ,ed of ha\ ing cndomerio" i , .
However, the prevalence of endometriosis in the
population varies according 10 the sludy. h depends
on ils definilion and the population studied.6 For
example, in some epidemiological investigations, en-
donleldosis was dcfined by visualization only whrle
other studies required confirnalion by biopsy. In
addition, the frequency of endometriosis varies ac-

cording to the population studied, e.g., wherher rhe
population is clinically based or geographicalty de,
nned. Also, among clinically-based population, the
prevalence of endometriosis may vary according to
the reason for presentation. Approximaaely a quarter
of women presenting with pelvic pain have en
dometriosis on laparoscopy conpared with 20Eo of
those presenting with infertility and 49o of those
undergoing tubal stedlization.T

In this study. endometriosis was defined
by visualjzation and / or histological confimation.
we found 5l  ldo of cases undergoing diagno.r ic
laparoscopy had endometriosis. This group consisted
ofwomen with differing clinical diagnoses and ages.
More than halfofall endometriotic paiients were 30
39 years old bul no endometriosis was seen in the
50-71 years old group. This was comparable wrlh a
previously reporled study?, 59.57, of women presenf
ing with CPR 39.49, ofthose presenting with infer-
tility. and 9.67, of those patients undergoing rever,
sal of sterilizalion had endometriosis.

From Table 3, about two-thirds ofpre-opera
r ire CPP ca,ec had minimal ro mi ld degree of en
domeiriosis. ll suggesled that the link between en
dometriosis and pain was not straightforward, or
there were no conelation between painsymptorn and
the presence or severity of disease as classified by
the revised ASRM classification of endometriosis
1996.'Sorne women wilh laparoscopic evidence of
endometriosis had no pain symptomies atall. as seen
in the 5 cases ofpost.tubal sterilization. That means
endometrjosis is a common finding at laparoscopy
and may even be a nonnal physiological state., L
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Although iaparoscopic evaluation is some-
limes considered as a routine pat oflhe evaluation,
ro avoid unnccessary exposure to the atlendant risks
and the expense of laparoscopy, most diagnostic
laparoscopies in our cli$ic are performed selectively.
When no diagnosis is clear after taking atull history,
physical examination and ultrasonographic investi-
galron. l rpdro\copy ur l l  be offered. Tn our e\pen-
ence, endometriosis is diagnosed in comparable peF
centages between cascs with clinically suspecled
eodometriotic cases with and without adnexal mass
dei ined b) pel\ ic or ul l rasonographL exdminauon
(p> 0.05). But when all clinical diagnoses were ana-
lyzed, cases with adnexal mass had a higher percent
age of endometriosis compared to those withoul an
adnexal mass (p<0.05).

The percentage of those wilh negative
laparoscopy in those with clinically suspected en-
dometriosis is lelatively tow This may be the result
of careful patient selection at our hospital. As en-
dometriosis has a variable gross appearance, up to
69o of women witi normal appearance of the perito-
neum may have microscopic evidence of endometdo'
sis, although it is obviously difficul. to be certain
that the peritoneum does. in fact, look nomal in these
cases.13 Thus, ifno evidence olendometriosis is iden-
tified in a suspected case ofendometriosis, a cul-de-
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