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ADOLESCENT ENDOMETRIOSIS

ÅEndometriosis is a common gynecologicaldisorder thought to 
affect around 64% of adolescents with pelvic pain undergoing 
gynecologicalinvestigation.

ÅIt was first described in adolescents as early as the 
1940s.Although more than 4 million women and people 
assigned female at birth have been diagnosed with the disease, 
population-based studies show that an estimated 6 of 10 cases 
are undiagnosed.



INCIDENCE

ÅIt has been shown that dysmenorrhea occurs in 16% to possibly 
as high as 93% of adolescent girls and is the leading cause of 
recurrent short-term school absence in this age group.

ÅA survey analysis demonstrated that women with 
endometriosis often begin to report symptoms in their 
adolescence, with 70% of the patients reporting before age 20 
and nearly 40% before 15 years old.



Challenges in diagnosis

ÅRecent evidence points out that it takes around 8 years 
to diagnose this disorderand the median delay in 
diagnosis increases if the symptoms are present in 
adolescence. 

ÅThe lack of pathognomonic features or biomarkers, the 
absence of an accurate and sufficient non invasive 
diagnostic test,and the variability in symptom patterns 
over time are major challanges



Case discussion

ÅA 14-year-old girl was referred to a gynaecologic consultation 
for dysmenorrhea. 
ÅShe is not sexually active and she had her first period at the age 

of 12 years.
ÅShe experiences dysmenorrhea at grade 8 of 10 on the 10-

point visual analogue scale (VAS), ovulatory pain (VAS 7), and 
localized and deep abdominal tenderness (VAS 7). 
ÅRegarding her menses, she has a normal menstrual bleeding, 

while she reports period of constipation and diarrhea. 



EXAMINATION

ÅClinical evaluation revealed no systemic disease and no previous 
surgery; her mother is taking a progesterone therapy for  
endometrioma and deeply infiltrative endometriosis in the 
rectovaginal space evaluated with non invasive imaging. 

ÅAt physical examination, WEfound acne on her back and the 
abdominal examination revealed mild tenderness in the low pelvic 
area. 

ÅHer body mass index was24.9 kg/m2 (height, 159 cm; weight, 63 
kg). During her menstrual period, she often takes nonsteroidal 
anti-inflammatory drugs and she often misses days of school for 
dysmenorrhea. 
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approach to this 
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Clinical Approach to the Adolescent Patient 
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Reasons for diagnostic delay in adolescents with endometriosis 



IS EXAMINATION OF ADOLESENT DIFFERENT FROM 
ADULT



HOW TO EXAMINE THE ADOLESCENT

ÅHEADSS SCORE

ÅThe HEADSSS assessment isa psychosocial interview framework used 
to assess adolescents.

ÅIt stands for Home, Education/Employment, Eating, Activities, Drugs, 
Sexuality, Suicide/Depression, and Safety.

ÅIt provides a structured approach to gathering information about an 
adolescent's life and potential risks or needs.
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Physical Examination 
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Painful Symptoms and Differential Diagnosis 
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Psychologic Impact of Pain in Adolescence 
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IMAGING
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Role of Imaging to Suspect Endometriosis in Adolescence 



Imaging 



TVS  



MRI
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Differential Diagnosis with Gastrointestinal Pathologies



Differential Diagnosis: Mullerian Anomalies 



Differential Diagnosis: Recurrent Infections 



Adenomyosis 



TREATMENT
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Medical 
Treatment 
in an 
Adolescent 
Patient 

The goals of medical therapy in the adolescent patient include 
symptomatic relief, suppression of disease progression, and 
protection of future fertility 

The patient and her family should be involved and adequately 
counseled in 

the choice of the therapy is based according to the need of 
contraception, contraindications to hormones, and potential 
adverse effects of different medications.

Dysmenorrhea in adolescents is commonly treated empirically 
with nonsteroidal anti-inflammatory drugs and/or combined 
oral contraceptive pill, and both primary and secondary 
dysmenorrhea could respond to this therapy 



PROGESTINS
Oral: dienogest2 mg/day  and norethindrone acetate 15 mg/die , both effective and well tolerated 
in adolescents; in particular, dienogestis effective for the treatment of endometriosis, reducing the 
dimension of endometriotic foci and their vascularization and decreasing endometriosis-related CPP 
combining several beneficial effects of the 19-norprogestin and progesterone derivative classes, 
including high specificity for the progesterone receptor and negligible binding affinities for estrogen, 
androgen, glucocorticoid, and mineralocorticoid receptors 

Intrauterine device: levonorgestrel-releasing intrauterine system could be a valid 
option in older and sexually active adolescents, especially if it is inserted during a 
laparoscopy for endometriosis as long-term maintenance . 

The real limit of progestins use in adolescents seems related to a possible reduction 
of bone mineral density, partially reversible after their suspension, which may 
interfere with the peak of bone mineralization 



GNRH AGONISTS



Is There a Place for Surgical Treatment? 

ÅThe surgical removal of an endometrioma in an adolescent girl should be considered in 
the case of progressive enlargement of the ovarian cyst or persistence of pain symptoms 
despite hormonal treatment or in case an ovarian malignancy cannot be ruled out at 
ultrasonographic evaluation or MRI 

ÅIn the treatment of the ovarian cyst, it is of paramount importance to adopt all surgical 
strategies for the preservation of ovarian reserve 

ÅWhen necessary, hemostasismust be achieved by very selective pinpoint cauterization of 
bleeding vessels or by means of re-approximation of ovarian edges by atraumatic sutures 
not involving the ovarian hilus. 

Åthe use of radical excisional surgery for superficial endomeriosismay increase extensive 
adhesive formation, and it should not be used in the adolescent population 



FOLLOW UP AFTER SURGERY
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MESSAGE



CASE 2 



EXAMINATION



DD

ÅOur differential 
diagnoses were 
surgical scar 
endometriosis, 
abscess, and 
complicated surgical 
scar hernia.



ROLE OF IMAGING 
IN SCAR 
ENDOMETRIOSIS
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ÅUltrasound/MRI ????



MRI

ÅA magnetic resonance imaging (MRI) scan of the pelvis with contrast 
was performed and the findings were a 3×3×3.5 cm left lower 
abdominal wall soft-tissue mass with dark T2 and T1 signal and 
homogenous post-contrast enhancement. 

ÅThere were minor cystic changes in the mass.

ÅThere was invasion to the skin but not to the rectus muscle.

ÅThere also was a 1×1.5 cm mass with similar appearance inseparable 
from the left rectus sheath laterally. 

ÅThere were no signs of deep pelvic endometriosis



EXTRAPELVIC ENDOMETRIOSIS
TYPES OF ENDOMETRIOSIS

ÅDR MALVIKA



Different sites of extrapelvic endometriosis

ÅPelvic sites include the ovaries, uterosacral ligaments, ovarian fossa, 
and pouch of Douglas 

ÅExtrapelvicsites include the abdominal wall, groin, perineum, 
kidneys, liver, lungs, and pleura ,SOMETIMES NOSE





TYPES

ÅCutaneous endometriosis is defined as the presence of 
endometrial glands and stroma in the skin and can be 
divided into both primary and secondary cutaneous 
endometriosis . 

ÅPrimary cutaneous endometriosis occurs spontaneously, and 
its etiologyis unclear . 

ÅSecondary cutaneous endometriosis is caused iatrogenically
by surgical procedures of the abdomen or pelvis that result 
in endometrial tissue implantation into the skin 



MEDICAL MANAGEMENT OF 
SCAR ENDOMETRIOSIS 
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Medical management

ÅTreatment of scar endometriosis can be either medical or surgical. 
Hormonal treatment was found to be only temporarily beneficial and 
symptoms recurred as soon as the medication was stopped. Surgery 
remains the only curative treatment . 

ÅHormonal treatment (combined oral contraceptives, progestogens, 
and hormone suppression therapy with gonadotropin-releasing 
hormone (GnRH) analogs) still has a role in pre- and post-operative 
management.

ÅIt can be used as an alternative in patients who do not want surgery, 
and can also be used as an adjunct before surgery to shrink large 
endometriomas. Postoperatively, it can be used to prevent 
recurrence



SURGICAL 
MANAGEMENT
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LAP/OPEN SURGERY
SURGICAL EXCISION IS THE GOLD STANDARD 



Laparoscopic Techniques for Scar 
Endometriosis:

ÅUterine Scar Repair:

ÅIn cases of CSE, laparoscopy allows for repair of the uterine scar 
defect(isthmocele)by excising the abnormal tissue and reconstructing 
the uterine wall.

ÅReconstruction:

ÅIf necessary, reconstruction of the abdominal wall or umbilicus may 
be performed after excision of the endometriosis, particularly in cases 
where wide excision is required.

https://www.google.com/search?client=safari&cs=0&sca_esv=59b36e4e16610577&sxsrf=AE3TifOBeE5VcB9YbIZTU7-Vso_JK8J2Gw%3A1755445404126&q=isthmocele&sa=X&ved=2ahUKEwjV0prdl5KPAxWmxzgGHW-WFO0QxccNegQINhAB&mstk=AUtExfBqf4vYWKQxV0tsPOw998Rfvmuv8jFgeNxqn5wNGQsasVfE3vCGhAryIPR4gG99CCRD3WioujO3_HQBJUrCudLZ23FLlBXBgeM1bfon2qb0i7CCHjoBl6oe4-5YuGs57wEKgrIV3r8A1edniu6Fgv85u1kP3BMWzceIIasFqNiHYQ6DPynnO7LWQvqn4NrYMeHrzL8FKt7sA_1PW6pnAMloYiuuyqfXk93xNRyqDBExjNc23SKT14T_Its9pHSgN4L-jhMXsGcMiXQaMmakiDsaL9KDUq_3KZIUXq9O6L2u4Q&csui=3


LAP TECHNIQUES

ÅTrocar Site Management:

ÅLaparoscopic trocar site endometriosis can be managed by excising 
the affected tissue and potentially using ENDO BAGS to remove 
specimens from the abdominal cavity and washing the incision site to 
minimize the risk of recurrence



Benefits of Laparoscopic Approach:

ÅMinimally Invasive:

ÅSmaller incisions mean less pain, scarring, and a quicker recovery 
compared to open surgery.
ÅAccurate Diagnosis:

ÅLaparoscopy allows for direct visualization and biopsy of the endometriotic 
tissue, aiding in accurate diagnosis.
ÅComplete Excision:

ÅLaparoscopic techniques enable surgeons to achieve complete excision of 
the endometriotic lesions, potentially leading to better symptom relief and 
reduced recurrence.
ÅImproved Cosmetic Outcomes:
ÅSmaller incisions result in less visible scarring.



Should we use a mesh?



Percutaneous Imaging-guided 
Cryoablation of Endometriosis 
Scars of the Anterior Abdominal 
Wall/ROBOTIC MANAGEMENT 
OF SCAR ENDOMETRIOSIS
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CASE 3



EXAMINATION




