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Abstract : The prevalence of endometriosis in population varies according to the study. The purpose
of this paper is to determine and evaluate the frequency of endometriosis in patients who underwent
diagnostic laparoscopy with various clinical diagnoses and presentations. Medical and laparoscopic surgical
records of 856 patients who underwent diagnostic laparoscopy from January 1999 to December 2000 in
the Endoscopic Unit, Department of Obstetrics and Gynecology, Siriraj Hospital, are retrospectively
evaluated. 661 consecutive cases aged between 17-71 years were recruited for the study. 51.1% were
finally diagnosed with endometriosis and the majority were between 20-39 years old. We found 194
endometriotic cases out of 229 clinically suspected endometriotic cases (84.7 %), 50 out of 84 pre-operative
chronic pelvic pain cases (59.5 %), and 52 out of 132 infertility cases (39.4 % ). However, no visible pathology
was detected in 13 out of 229 clinically suspected endometriotic cases (5.7%). Interestingly, among
endometriotic cases in the chronic pelvic pain group, 36 cases (72.0%) had a minimal to mild degree of
endometriosis while 14 cases had a moderate to severe degree. For all clinical diagnoses, the frequency of
endometriosis in patients with an adnexal mass was found to be significantly higher than that without
adnexal mass, 125:171 cases (73.1% ) compared with 181:368 (49.2 %) respectively (p < 0.05). We conclude
from this study that the revised American Society of Reproductive Medicine (ASRM) system of classifying
endometriosis has limitations and inherent defects. This system does not correlate well with pain. However,
at the time of laparoscopy, endometriosis should be staged according to the revised ASRM classification of
endometriosis in order to facilitate follow-up and comparison if future surgery is performed. To avoid
unnecessary exposure to the attendant risks and the expense of laparoscopy, most diagnostic laparoscopies
should be performed selectively. Biopsy is recommended in any clinically suspected endometriosis.
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INTRODUCTION

Currently, laparoscopic procedures have been

rity compared with laparotomy for the treatment of
ectopic pregnancy, tubal infertility, ovarian cysts, or

fully integrated into routine gynecologic care and
an ever increasing number of additional surgical
procedures are being approached laparoscopically.
In general, the choice of laparoscopic.route means a
shorter recovery period, less pain, a shorter hospital
stay, decreased costs, potentially decreased adhesion
formation and blood loss, and operation scar that is
cosmetically acceptable. Furthermore, early
mobilisation after laparoscopy leads to fewer respi-
ratory complications and thrombo-embolic events.
These procedures are both diagnostic and therapeu-
tic in nature."? It has become the main gynecologi-
cal surgical procedure for benign lesions. Its superio-

endometrosis is now accepted.’* Endometriosis is
an enigmatic disease of unknown etiology, poorly
understood pathogenesis and conflicting results con-
cerning its diagnosis and the efficacy of treatment
regimens.

The prevalence of endometriosis in the
population varies according to the study. It depends
on its definition, the population studied,® and the
experience and ability of surgeons performing the
laparoscopy to detect such lesions. The purpose of
this paper is to determine and evaluate the frequency
of endometriosis in patients who underwent diag-
nostic laparoscopy with various clinical diagnoses
and presentations.
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MATERIALS AND METHODS

The study was designed as a retrospective
study. Medical and laparoscopic surgical records of
856 patients who underwent diagnostic laparoscopy
from January 1999 to December 2000 in the Endo-
scopic Unit of the Department of Obstetrics and Gy-
necology, Siriraj Hospital, were retrospectively eva-
luated. 661 consecutive cases aged between 17-71
years were recruited for the study. Characteristics of
patients such as age, presenting symptom, pre-op-
erative diagnosis, post-operative diagnosis, opera-
tive procedures, operative findings, staging of en-
dometriosis, and histological findings were recorded
and analyzed. Although many patients had more than
one complaint, the pre-operative diagnoses in this
study represented the main indications for diagnos-
tic laparoscopy, or the final conclusion, or provi-
sional diagnoses made of physicians after routine
history taking, physical and ultrasonographic exami-
nations. “Post-tubal sterilization” was the pre-opera-
tive diagnosis given for patients who underwent
diagnostic laparoscopy to determine whether they
were suitable candidates for reversal of sterilization.
Chronic pelvic pain means recurrent and constant

pain in the pelvic region that has lasted for at least 6
months. Pre-operative diagnosis of endometriosis is
a clinical diagnosis based on history, physical ex-
amination and ultrasonography (in some cases). The
data were analyzed using SPSS version 10.0 and were
expressed as percentage and mean with standard
deviation(SD). Statistical 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 the Endo-
scopic Unit, Department of Obstetrics and Gyneco-
logy, Siriraj Hospital, were evaluated. The average
age was 32.95 £14.25 years, ranging from 17 to 71
years old. Interestingly, 338 out of 661 cases (51.1%)
were diagnosed as having endometriosis and the
majority of endometriosis cases (85.5%) aged be-
tween 20-39 years. Furthermore, 1.8% were adoles-
cents. No endometriosis was diagnosed in the age
group of 50-71 years (Table 1).

Table 1. Percentages of endometriosis in various ages

Age Interval (years) Post-operative Diagnosis

Other Diseases Cases (%) Endometriosis Cases (%) Total Cases (%)
17 - 19 5(1.3%) 6(1.8%) 11 (1.7%)
20-29 97 (30.0%) 96 (28.4%) 193 (29.2%)
30 -39 176 (54.5%) 193 (57.1%) 369 (55.8%)
40 -~ 49 30 (9.3%) 43 (12.7%) 73 (11.0%)
50-171 15 (4.6%) 0 15 (2.3%)
Total 323 (100%) 338 (100%) 661 (100%)
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Table 2. Percentages of endometriosis in various clinical diagnoses

Pre-operative Diagnosis Endometriosis Cases (%) Total Cases
Post-tubal sterilization 5(9.6%) 52
Infertility 52 (39.4%) 132
Chronic pelvic pain 50 (59.5%) 84
Pelvic adhesion 4 (40.0%) 10
Acute pelvic pain 3 (100%) 3
Endometriosis 194 (84.7%) 229
Adenomyosis 4 (100%) 4
Benign ovarian tumor 16 (31.4%) 52
Malignant ovarian tumor 0(0.0%) 8
Others 10 (11.4%) 88
Total 338 (51.1%) 661

Table 2 shows the percentages of en-
dometriosis in various preoperative diagnoses. We
found 194 endometriotic cases out of 229 clinically
suspected endometriotic cases (84.7%), 50 out of 84
chronic pelvic pain (CPP) cases (59.5%), and 52 out
of 132 infertility cases (39.4%). That means 87.5%
(296/338) of the patients are laparoscopically diag-
nosed as a result of clinical diagnosis of endometrio-
sis, CPP, and infertility. However, no visible patho-
logy was detected in 13 out of 229 clinically sus-
pected endometriotic cases (5.7%). Because no
endometrio-tic staging was recorded in 32 cases, only

306 endometriotic cases were staged according to
the revised American Society of Reproductive Medi-
cine (ASRM) classification of endometriosis 1996.
They were evaluated as shown in Table 3. 85 cases
(27.8%) were classified as minimal degree, 67 cases
(21.9%) were mild degree, 52 cases (17.0%) were
moderate degree and 102 cases (33.3%) were severe
degree. Interestingly, 36 cases (72.0%) with a pre-
operative CPP diagnosis were minimal to mild de-
gree, whereas, 108 cases (62.0%) in clinically sus-
pected endometriosis are moderate to severe degree.

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

diagnoses

Pre-operative

Diagnosis Minimal Mild

Degree N (%)

Endometriosis Staging

Degree N (%)

Total Cases
Moderate
Degree N (%)

Severe
Degree N (%)

Post-tubal sterilization 4 (80.0%) 1(20.0%) 5
Diagnostic infertility 19 (43.2%) 12 (27.3%) 4(9.1%) 9 (20.5%) 44
Chronic pelvic pain 26 (52.0%) 10 (20.0%) 6 (12.0%) 8(16.0%) 50
Acute pelvic pain 1(33.3%) 1(33.3%) 1(33.3%) 3
Endometriosis 27 (15.5%) 39 (22.4%) 38 (21.8%) 70 (40.2%) 174
Adenomyosis 1 (25.0%) 3(75.0%) 4
Benign ovarian tumor 3(17.6%) 1(5.9%) 3(17.6%) 10 (58.8%) 17
Others 4 (44.4%) 4 (44.4%) 1(11.1%) 9
Total 85 (27.8%) 67 (21.9%) 52(17.0%) 102 (33.3%) 306
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Table 4. Frequency of endometriosis and adnexal mass

Pre-operative Diagnosis ~ Adnexal Mass Post-operative Diagnosis P value
Other Diseases N(%) Endometriosis N(%)
Clinically suspected Without adnexal mass 22 (19.6%) 90 (80.4%) NS
endometriosis With adnexal mass 10 (10.6%) 84 (89.4%)
All clinical diagnoses Without adnexal mass 187 (50.8%) 181 (49.2%) <0.05

With adnexal mass

46 (26.9%) 125 (73.1%)

From Table 4, the frequency of endometrio-
sis in patients with adnexal mass was found to be
significantly higher than those without an adnexal
mass, 125 out of 171 cases (73.1%) compared to 181
out of 368 (49.2%) ( p < 0.05). However, in clinically
suspected endometriotic cases the frequencies of
endometriosis in patients with and without adnexal
mass are comparable, 90 out of 112 cases (80.4%)
versus 84 out of 94 cases (89.4%).

We found endometrioma in 105 out of 306
cases (34.3%). 90 out of 105 cases (85.7%) were
found in 20-39 years old patients. The average size
of the endometrioma was 4.23 +3.05 cm. and 30 cases
(28.6%) had bilateral endometriomas.

DISCUSSION

Before the introduction of diagnostic
laparoscopy, the evaluation or diagnosis of many
gynecological diseases such as CPP, dysmenorrhea,
infertility, or endometriosis required exploratory la-
parotomy, which was not performed unless symptoms
were severe and a fairly certain clinical diagnosis,
Because of its advantages, laparoscopy has largely
replaced laparotomy as the diagnostic procedure for
many patients suspected of having endometriosis.
However, the prevalence of endometriosis in the
population varies according to the study. It depends
on its definition and the population studied.® For
example, in some epidemiological investigations, en-
dometriosis was defined by visualization only while
other studies required confirmation by biopsy. In
addition, the frequency of endometriosis varies ac-

cording to the population studied, e.g., whether the
population is clinically-based or geographically de-
fined. Also, among clinically-based population, the
prevalence of endometriosis may vary according to
the reason for presentation. Approximately a quarter
of women presenting with pelvic pain have en-
dometriosis on laparoscopy compared with 20% of
those presenting with infertility and 4% of those
undergoing tubal sterilization.”

In this study, endometriosis was defined
by visualization and / or histological confirmation.
We found 51.1% of cases undergoing diagnostic
laparoscopy had endometriosis, This group consisted
of women with differing clinical diagnoses and ages.
More than half of all endometriotic patients were 30-
39 years old but no endometriosis was seen in the
50-71 years old group. This was comparable with a
previously reported study’, 59.5% of women present-
ing with CPP, 39.4% of those presenting with infer-
tility, and 9.6% of those patients undergoing rever-
sal of sterilization had endometriosis.

From Table 3, about two-thirds of pre-opera-
tive CPP cases had minimal to mild degree of en-
dometriosis. It suggested that the link between en-
dometriosis and pain was not straightforward, or
there were no correlation between pain symptom and
the presence or severity of disease as classified by
the revised ASRM classification of endometriosis
1996.* Some women with laparoscopic evidence of
endometriosis had no pain symptomies atall, as seen
in the 5 cases of post-tubal sterilization. That means
endometriosis is a common finding at laparoscopy
and may even be a normal physiological state.”'?




Siriraj Hosp Gaz
Vol. 53, No. 3, March 2001

Diagnostic Laparoscopy and Endometriosis
Amphan Chalermchockcharoenkit, Kitirat Techatraisak

Although laparoscopic evaluation is some-
times considered as a routine part of the evaluation,
to avoid unnecessary exposure to the attendant risks
and the expense of laparoscopy, most diagnostic
laparoscopies in our clinic are performed selectively.
When no diagnosis is clear after taking a full history,
physical examination and ultrasonographic investi-
gation, laparoscopy will be offered. In our experi-
ence, endometriosis is diagnosed in comparable per-
centages between cases with clinically suspected
endometriotic cases with and without adnexal mass
defined by pelvic or ultrasonographic examination
(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 without an
adnexal mass (p<0.03).

The percentage of those with negative
laparoscopy in those with clinically suspected en-
dometriosis is relatively low. This may be the result
of careful patient selection at our hospital. As en-
dometriosis has a variable gross appearance, up to
6% of women with normal appearance of the perito-
neum may have microscopic evidence of endometrio-
sis, although it is obviously difficult to be certain
that the peritoneum does, in fact, look normal in these
cases."” Thus, if no evidence of endometriosis is iden-
tified in a suspected case of endometriosis, a cul-de-
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