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Definition

• Endometriosis is a chronic estrogen-dependent condition that is 
characterized by the development and presence of endometrial 
glands and stroma (inner lining of the uterus) in anatomical positions 
and organs outside of the uterine cavity.



Common locations of endometriotic implants

• Other sites / distant sites
• Posterior broad ligaments

• Pleura 

• Pericardium 

• CNS



Etiology of endometriosis
• Sampsons theory

• Retrograde menstruation*
• Factors that aid establishment of disease

• Amount of endometrial debri, immunocompetency of the woman to clear the debri, molecular properties inherent in ectopic 
tissue 

• Molecular properties inherent in ectopic tissue
• Must evade apoptosis, adhere to underlying peritoneum, degrade underlying extracellular matrix, generate a new vascular 

supply and evade immune surveillance.

• Chronic local inflammation
• Increased levels of prostaglandins, chemokines, cytokines and TNF – enhance adhesion of endometriotic 

implants to peritoneal surfaces
• Implantation aided by proteolytic membrane metalloproteinases
• Angiogenesis and apoptosis are altered in favour of endometriotic implant
• ROS – Perpetuate peritoneal damage and inflammation

• Estrogen
• Increased levels of steroidogenic factor 1 (SF 1) – increases cyclo-oxygenase 2 (COX-2) activity – stimulates 

Prostaglandin E2 formation – upregulates aromatase activity. 
• Upregulation of estrogen receptors alpha and beta – lead to downregulation of progesterone receptors.



Etiology of endometriosis
• Meyers theory (Coelomic theory)

• Parietal peritoneum epithelium differentiates into endometrial tissue.
• Influenced by cytokines and growth factors of the endometrial stroma.**

• Halbans theory - Lymphatic and vascular metastasis 
• Endometriotic tissue can infiltrate the lymphatic and vascular system 
• This may facility transfer to distant organs

• Stem cell theory
• Endometrial stem cells – responsible for the development and progression of the disease. 
• Endometrial progenitor cells identified in menstrual blood

• Also identified as clonogenic cells in endometrial tissue
• Aided by retrograde discarding of endometrial stem cells in the peritoneal cavity during neonate uterine bleeding or with 

menstruation. 

• Mullerian remnant theory
• Atypical migration or differentiation of mullerian remnants – imitate endometriotic tissue in the posterior 

pelvic floor***

• Epigenetic changes



Phenotypes of endometriosis
• Isolated superficial peritoneal endometriosis

• Most common
• Present in 80% of women suffering from this disease
• Shallow lesions on the peritoneal surface

• Ovarian endometrioma
• Cystic lesions stemming from the disease process of endometriosis. 
• Found on the ovaries
• Frequency 17% to 44% of women with endometriosis
• Bilateral in 50% of cases
• Contain dark brown endometrial fluid (chocolate coloured)

• Deep infiltrating endometriosis
• Endometrial tissue found > 5mm beneath the peritoneal surface. 





Natural course of endometriosis

• Difficult due to the need for repeat laparoscopy

• 2 prospective studies – repeat laparoscopy was done after 6-
12months in women who received placebo treatments
• Lesions resolved spontaneously in a third of participants

• Lesions worsened in nearly half of participants 

• Lesions remained unchanged in the remainder of participants



Epidemiology
• Demographics

• Age at presentation 12 – 80yrs (average 28-years)

• More common in Caucasians, than in African Americans and Asians

• Taller women with a lower BMI more likely to suffer from the disease

• Genetic factors – 51% of the risk

• Risk factors
• Nulliparity, Early menarche, Frequent or prolonged menses

• Protective factors
• Pregnancy, menopausal status, multiparity, periods of lactation, contraceptive 

use



Epidemiology continued

• Prevalence (worldwide)
• Reproductive age women 2% - 50%

• Women with infertility 20% - 50%

• Chronic pelvic pain 71% - 80%

• Menopausal women 2% - 4%

• Men – rare (20 cases reported in literature)

• Prevalence Africa
• Unknown

• South African study - < 2%

• Nigerian study – among women undergoing laparoscopy 48%

• Nigerian study – Pathology specimens 0.9%



Clinical presentation
• Pain 

• Cyclic or chronic in nature
• Dymenorrhoea (Prevalence 80%)
• Dyspareunia (Prevalence 30%)
• Dysuria, dyschezia – associated with bladder or bowel involvement
• Musculoskeletal – flanks, thighs, lower back

• Infertility 
• Mechanical obstruction btn ovary and fallopian tubes
• Reduced functional ovarian tissue after surgery
• Altered folliculogenesis, decreased spermatozoal integrity, embryo fragmentation, 

impaired tubal function and decreased endometrial receptivity. 
• Altered cellular immunity and altered hormonal profile

• Other symptoms
• Abnormal menstrual bleeding
• Diarrhea, constipation, 
• Chronic fatigue



Impact of endometriosis on quality of life
• Negatively affects the quality of life

• Difficulties in managing the pain

• Hinders social, emotional and sexual wellbeing

• Affects efficacy and productivity at work

• Lower physical activity

• Those affected have higher stress levels

• Worse quality of sleep

• Depression, low self esteem



Physical exam findings

• Systematic vaginal and rectal exam should be performed since much 
of the dz – in the dependent parts of the pelvis
• Palpable tender nodules – uterosacral ligaments, rectovaginal septum, cul-de-

sac (just before menses)

• Tenderness or induration in the vicinity of non-palpable lesions

• Uterine or adnexal fixation or a tender adnexal mass





Diagnosis of endometriosis

• Transvaginal ultrasound scan

• Magnetic resonance imaging

• Laparoscopy 

• Note: Ca 125 – not considered useful in establishing the diagnosis of 
endometriosis

• Diagnosis is delayed by 4-11years





Management of endometriosis

• Multi-disciplinary team
• Endometriosis surgeon – Gynecologist

• Colorectal surgeon

• Urologist 

• Radiologist experienced in endometriosis

• Physical therapist / pelvic floor specialist

• Pain management doctor

• Psychologist / psychiatrist

• Nutritionist 

• Pathologist 

• Family/social support



Treatment of endometriosis
• Goals/indications of treatment 

• Pain reduction

• Fertility treatment

• Evaluation and or treatment of a pelvic mass

• Characteristics of treatments used for endometriosis
• Safely used long term

• May aim to cause amenorrhoea



Treatment of endometriosis associated Pain
• Types of drugs used for treatment of endometriosis

• Hormonal treatment – oral contraceptives, progestins, danazol, gestrinone, 
medroxyprogesterone acetate, and GnRH agonists

• Aromatase inhibitors

• Non –steroidal inflammatory drugs

• Mechanism of action  - suppress endometriotic lesion proliferation
• Hypoestrogenic state – GnRH agonists

• Hyperandrogenic state – danazol, gestrinone

• Hyperprogestogenic state – oral contraceptives, medroxyprogesterone 
acetate







Treatment of endometriosis associated Pain

• Indications for surgery 
• Lack of measurable pain relief with medical treatment
• Severe pain over several months
• Pain requiring systemic therapy, or admission to hospital
• Pain requiring days off work or school

• Surgery 
• Laparoscopy preferred

• Ablation 
• Resection 

• Presacral neurectomy



Treatment of endometriosis associated 
infertility

• In the absence of pain 

• Expectant management

• Surgery (laparoscopy)

• IVF



Prognosis after surgery

• Reoperation rates after initial surgery 
• 21% after 2yrs

• 47% after 5yrs 

• 51% after 7yrs 

• Younger age was the highest predictor for reoperation



Tips for the general practictioner
• Suspecting endometriosis

• Pain before or during menstruation
• Poor response to NSAIDs or COCs
• Days off school or work
• Dyspareunia 

• Initial investigations
• Transvaginal ultrasound scan

• Refer patient with suspected endometriosis, if
• Failed treatment of primary dysmenorrhea with NSAIDs or COCs.
• Severe pain requiring systemic medication, days off work or school
• Recurrence of symptoms in patients previously treated for endometriosis
• Delayed fertility in association with endometriosis 



Challenges on management of endometriosis 
in Africa
• Prevalence is underestimated

• Diagnostic delays among women with endometriosis symptoms
• Lack of education about symptoms 

• Lack of trained specialists

• Taboos on issues regarding menstruation

• Lack of development of suitable treatments – limited research in local 
populations

• Societal barriers
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