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VA 0Jete] Ao A= Aol 3 cm ool AlutEoe] e AE ud AAE Ee 244 294l
S Harsklth (Kennedy, et al., 2005).
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Fol| W= o] Zv1ek 42 9lom g Tof figk ek "Rl A o tzto) w2 W deep endometriosis2)
&2 2|5 A] complicatione % 5 9F 2.1%, 4 T £3A 0 7 13, 9% A WSt B 31519tk (Kondo,
et al., 2011).

SIAMF A2 (minimal to mild) AFdWer= o] A 9]
A e 5 Aled AdA 57 Aol vlsl dalE ddel meEnkal gkttt (Nowroozi, et al.,
1987. Chang, et al., 1997, Jacobson, et al., 2009), 5% o|AFo] Apg a2 oo = A7) Evtal 4=
a4 A mef 7| Q7] Bl A= gl Aoy, U A A E o= F o 7Y Y4AlE Bl
oA} 5% (moderate) AFg 5o A= 57-69% vs. 33%, 55 (severe) AbgUWt5ol A= 52—-68% vs, 0%
&2 8931 2to]& Helt} (Olive, et al., 1985, Nezhat, et al., 1989, Vercellini, et al., 2006). 2005 ¢f 23
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315199t (Kennedy, et al,, 2005).
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= AA5H7] % 89} (Tsoumpou, et al., 2009).
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Fig. 1. Flow chart for management of endometrioma.

ESHRE guideline: management of women with endometriosis (Dunselman, et al., 2014)
G Alelslal 200590l (A3 ute) Aeksh Az gk BIeHE WS 5 201440) AH HIS
uhgEs}olizt), o) F BT} Lo] 2719) fazto] w2 Sitel AdA ¥lH W 5 D2} Good practice

point (GPP)7HA] 55-& 3713}kl ¢ltt. ESHRE guidelinedl| Al A4 &4 A& 443} dd Ak o

l=)

The guideline development group (GDG) recommends that clinicians: perform a laparoscopy to diagnose endometriosis, although
evidence is lacking that a posttive laparoscopy — ‘without histology’  proves the presence of disease. confirm a posttive laparoscopy
by histology, since positive histology confirms the diagnosis of endometriosis even though negative histology does not exclude it (GPP).
The GDG recommends that clinicians obtain tissue for histology in women undergoing surgery for ovarian endometrioma and/or deep
infiltrating disease, to exclude rare instances of malignancy (GPP).

SZ A=

The GDG recommends clinicians to counsel women with symptoms presumed to be due to endometriosis thoroughly, and to empirically
treat them with adequate analgesia, combined hormonal contraceptives or progestogens (GPP).

When endometriosis is identified at laparoscopy, clinicians are recommended to surgically treat endometriosis, as this is effective for
reducing endometriosis—associated pain, i.e. ‘see and treat’ (Jacobson et al., 2009) (A).
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Clinicians may consider both ablation and excision of peritoneal endometriosis to reduce endometriosis—associated pain (Wright, et al.,
2005, Healey, et al, 2010) (C).

When performing surgery in women with ovarian endometrioma, clinicians should perform cystectomy instead of drainage and
coagulation, as cystectomy reduces endometriosis—associated pain (Hart, et al., 2008) (A).

Clinicians can consider performing cystectomy rather than CO?2 laser vaporization in women with ovarian endometrioma, because of a
lower recurrence rate of the endometrioma (Carmona, et al., 2011) (B).

Clinicians can consider performing surgical removal of deep endometriosis, as it reduces endometriosis—associated pain and improves
quality of life (De Cicco, et al., 2011, Meuleman, et al, 2011) (B).

The GDG recommends that clinicians refer women with suspected or diagnosed deep endometriosis to a centre of expertise that offers
all available treatments in a multidisciplinary context (GPP).

The GDG recommends that clinicians consider hysterectomy with removal of the ovaries and all visible endometriosis lesions in women
who have completed their family and failed to respond to more conservative treatments, Women should be informed that hysterectomy
will not necessarily cure the symptoms or the disease (GPP).

Clinicians should not perform laparoscopic uterosacral nerve ablation (LUNA) as an additional procedure to conservative surgery to
reduce endometriosis—associated pain (Proctor, et al,, 2005) (A).

Clinicians should be aware that presacral neurectomy (PSN) is effective as an additional procedure to conservative surgery to reduce
endometriosis—associated midliine pain, but it requires a high degree of skill and is a potentially hazardous procedure (Proctor, et al,,
2005) (A).

Clinicians can use oxidized regenerated cellulose during operative laparoscopy for endometriosis, as it prevents adhesion formation
(Ahmad, et al,, 2008) (B).

It is not reasonable for clinicians to use icodexirin after operative laparoscopy for endometriosis to prevent adhesion formation, as no
benefit has been shown (Brown, et al., 2007, Trew, et al., 2011) (B).

The GDG recommends that clinicians should be aware that other anti—adhesion agents (polytetrafluoroethylene surgical membrane,
hyaluronic acid products) have been studied and proven effective for adhesion prevention in the context of pelvic surgery, although not
speciiically in women with endometriosis (GPP).

=Y & X2

In infertile women with AFS/ASRM Stage I/l endometriosis, clinicians should perform operative laparoscopy (excision or ablation of the
endometriosis lesions) including adhesiolysis, rather than performing diagnostic laparoscopy only, to increase ongoing pregnancy rates
(Nowroozi, et al,, 1987, Jacobson, et al, 2010) (A).

In infertile women with AFS/ASRM Stage I/Il endometriosis, clinicians may consider CO?2 laser vaporization of endometriosis, instead of
monopolar electrocoagulation, since laser vaporization is associated with higher cumulative spontaneous pregnancy rates (Chang, et
al, 1997) (C).

In infertile women with ovarian endometrioma undergoing surgery, clinicians should perform excision of the endometrioma capsule,
instead of drainage and electrocoagulation of the endometrioma wall, to increase spontaneous pregnancy rates (Hart, et al., 2008) (A).
The GDG recommends that clinicians counsel women with endometrioma regarding the risks of reduced ovarian function after surgery
and the possible loss of the ovary. The decision to proceed with surgery should be considered carefully if the woman has had previous
ovarian surgery (GPP).

In infertile women with AFS/ASRM Stage [Il/IV endometriosis, clinicians can consider operative laparoscopy, instead of expectant
management, to increase spontaneous pregnancy rates (Nezhat, et al, 1989, Vercelini, et al., 2006) (B).

In infertile women with endometriosis, clinicians may offer treatment with ART after surgery, since cumulative endometriosis recurrence
rates are not increased after controlled ovarian stimulation for IVF/ICSI (DHooghe, et al., 2006, Benaglia, et al., 2010, Benaglia, et al,,
2011) (C).

In infertile women with AFS/ASRM Stage I/l endometriosis undergoing laparoscopy prior to treatment with ART, clinicians may consider
the complete surgical removal of endometriosis to improve live birth rate, although the benefit is not well established (Opoien, et al,,
2011) (C).

In infertile women with endometrioma larger than 3 cm there is no evidence that cystectomy prior to treatment with ART improves
pregnancy rates (Donnez, et al, 2001, Hart, et al., 2008, Benschop, et al,, 2010) (A).
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In women with endometrioma larger than 3 cm, the GDG recommends clinicians only to consider cystectomy prior to ART to improve
endometriosis—associated pain or the accessibility of folicles (GPP).

The GDG recommends that clinicians counsel women with endometrioma regarding the risks of reduced ovarian function after surgery
and the possible loss of the ovary. The decision to proceed with surgery should be considered carefully if the woman has had previous
ovarian surgery (GPP).

The effectiveness of surgical excision of deep nodular lesions before treatment with ART in women with endometriosis—associated
infertility is not well established with regard to reproductive outcome (Bianchi, et al., 2009, Papaleo, et al., 2011) (C).

254 x12UeE

The GDG recommends that clinicians should not routinely perform surgical excision and ablation for an incidental finding of asymptomatic
endometriosis at the time of surgery, since the natural course of the disease is not clear (GPP).

The GDG recommends that clinicians fully inform and counsel women about any incidental finding of endometriosis (GPP).
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