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Guidelines for clinical practice: Endometriosis 

Endometriosis is simple! 
To preside over the guidelines for clinical practice in endometriosis is both an honour and a challenge. A challenge, because the existing literature remains too fragmented and incomplete for each recommendation, whether it is based on randomized studies or meta analyses.

But, thanks to the talent, effort and competence of the “experts” who participated in the development of the clinical guidelines, it seems to me that the challenge has been resolved. In fact many of the questions that we meet in practice receive logical answers. The answers are sometimes far from the norms in practice and the “superstitions” have been raised to the status of a dogma. Nevertheless, the scientifically validated answers are close to those suggested by common sense. This is why I wanted to introduce this article by describing endometriosis as a simple disease. What we do not understand is not necessarily complicated or complex!
The working group concluded that biopsy is recommended in order to make the diagnosis of endometriosis, which is logical for a disease for which the definition is histological. The heavy psychological impact of a diagnosis of endometriosis in the life of a woman, the possible confusions between a functional cyst with chocolate content and endometriosis or between obvious bladder endometriosis and small peritoneal granulations encountered in the context of a primitive peritoneal carcinoma justifies the decision. 

Several recent works have underlined that the delay in diagnosis is a major problem in endometriosis. Analysis of the literature underlines the interest of questionnaires and pain evaluation scores and quality of life. Likewise the importance of careful examination of the posterior cul-de-sac of the vagina is clear. Never forget that pain inscribes itself in a life, in a personal history and that there is not always a correlation between the severity of the disease and the gravity of the complaint. Listening to the patient and their history must be given as much attention as that of the pain and of the disease. For this reason and due to associated problems, the pain often requires multidisciplinary care. 

The recommendations underline the importance of referral centres where this care (pain specialists, rheumatologists, psychologists, urologists, gastronterologists ….   ) can be organized. This multidisciplinarity also concerns surgery for the infiltrating forms of the disease.  The gynaecological surgeon may need the competences of a urologist or a bowel surgeon, but he should remain the conductor. It is he who knows the pathology and who puts forward the indications, taking account of the technical constraints and the possible complications. 

 In order to know the indications, the gynaecological surgeon needs as precise a diagnosis as possible. For this, the laparoscopy must follow a sequence of precise procedures. All of the areas of the pelvis and the abdomen must be assessed, then described in the operative report. Alongside this analytical description, a resume using one of the classifications simplifies the dialogue.

But the laparoscopic “gold standard” has its limits. Ultrasound and MRI must evolve thanks to the efforts of radiologists, whose high performing methods of diagnosis guide the surgeons. Unfortunately these examinations are dependent upon the operator and competence in this area is too rare. This competence can only be acquired in the context of a close collaboration. Radiographers need to see the surgical images in order to learn, in order to help us and to guide us.  In the case of infiltrating lesions, the surgeon only obtains the information that imagery obtains, after two or three hours of operating. The contribution of radiography will be considerable, but a huge amount of information and training remains to be done!
As Brosens emphasized, menstruation is fundamental
, whatever the role of menstrual reflux may be in the etiology of the disease. This signifies that the catamenial character of a clinical sign, even the most unexpected, should lead one to think of endometriosis, and that the majority of patients are relieved of pain by obtaining therapeutic amenorrhea. 

Medical treatment has its limits, as you know. The intra-uterine endometrium does not disappear during treatment with GNrH analogues or during progestogen treatment. Therefore why should that which does not happen within the uterus, occur outside of the uterus? In fact, we know from the work of Schweppe and Evers that medical treatment has a suppressive effect

. These conclusions have been repeated recently in the Afssaps guidelines concerning the medical treatment of endometriosis
. 

In the same way, the antigonadotrophins have no effect on fibrosis. Then why should these treatments used alone be an effective treatment for ovarian endometriomas in which the wall consists of partial fibrosis? Therapeutic amenorrhea relieves the pain in practically all patients, but it does not resolve fibrotic lesions or soft tissue fibres. This evidence, suggested by common sense – is sometimes poorly accepted, because there is an exception: superficial peritoneal lesions. 

Just as the seeding of a grain of corn depends on the soil where it is sown, the growth and development of ectopic endometrium depends on the tissue on which it develops. The peritoneum is a hostile environment capable of encasing cysts and expelling elements which are foreign to it. It excludes and surrounds the ectopic endometrial implants. For this reason, the very young endometriotic lesions situated on the surface of the peritoneum may disappear completely during medical treatment. But this situation is an exception. The guidelines remind us all that medical treatment does not allow effective treatment of the implants situated in scar tissue in the abdominal wall or in other well vascularized tissues. 

Surgery of infiltrating lesions is effective if it is complete. The quality of the surgery carried out is more important than the technique, an incomplete procedure is often followed by recurrence. It is necessary to explain to our patients that this surgery carries a non negligible risk of severe complications. These complications are more frequent during treatment of large lesions. A diagnosis and early treatment are the best method of preventing complications. 

Cystectomy is the treatment of preference of endometriomas. But this cystectomy is sometimes impossible or too difficult and it may be necessary, following a biopsy, to rearrange the therapeutic surgery following several weeks of medical treatment. However, this cystectomy is not a simple cystectomy, there is always the moment where the plane of cleavage is difficult to follow and it is necessary to approach the cyst by coagulating the summit of the red triangles of fibrosis where one sees the surface of the cyst.
 These triangles are like arrows that the patient is using to guide us, follow them!  Surgeons must, like the radiographers, learn the specificities of the surgical treatment of endometriosis.

Again common sense!  if one tells you that the menopause does not improve fertility, you conclude that the postoperative medical treatment of endometriosis is of no interest in the context of infertility. The meta-analyses confirm that such a prescription is useless, apart from amongst patients who need an immediate postoperative  PMA.
When the treatment of endometriosis seems too complex, resort to common sense reminding ourselves that we are treating a patient who is consulting for infertility or pain and not for endometriosis. For example, one often asks : is it necessary to use a postoperative medical treatment in a patient who does not wish to become pregnant ? In practice this question hardly exists. If the patient does not want a child, she generally wants to avoid pregnancy and needs contraception. Therapeutic amenorrhoea  of which we have spoken above may be a contraception ( monophasic oestro-progestative, macroprogestative ) administered continuously. The response to this question is simple, even if we do not know whether this treatment reduces the risk of recurrence. 

Yes, endometriosis is mysterious but in spite of that, it is a simple disease.
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