‘Chapter 1 1

Recurrent Endometriosis

James M. Wheeler, M.D., M.P.H.
L. Russell Malinak, M.D.

Endometriosis is the common nane of 4 disease with 4 wide clinical spectrum. The
mild form of superficial peritancal imptants iy 50 common. and often asv
that it may not actually regresent disease but 1 normal vasiation in pelvie anatonyy.
The more severe forms of endometriosis are unquestionably puthologic. distarting
anutemy with fibrosis and adhesions aned tanally o

ausing puin and perhups infertil-
itv. Tu borrow an infectious disense model. mild endometriosis behaves like micro-

Wil colonization. living svmbiotically with the host tssues. whersns severe endo-
metriosis i akin to infection with its destruction of normal tissue stricture ang)
function. Unfortunately. the natural histor: of endametriosis is vet to be cleary un-
derstond. und cliniciuns cannot vet predict which women will have the mild forms
ot endometriosis and which will huve the destructive forms. Until the natueal his-
tory' of endometrivsis is hetter defined. clinicians must rely on their sbservations in
the trestmient of this diseuse.

mptenmatic.

INCIDENCE

One aspeet of the naturl history of endometriosis is eleur both mediel
surgical trestments are assoeinted with all too frequent coses of reenrreent diseune,
Danazol ix the drug with the most information availsble rewtrding reetirrence: fol-
lowing dunazol treatment. 3% to 13% of pativnts per vear develop symptomatie re-
eurrenee. Atter 3 vearms, 40% of women treated with Dagseol lone had reeurvent
endometriosis, ! Little lung-tun‘n information as o recurrence lallowing treatmoent
with wonadotropinerelessing. hormone (GuRHY adonists is vet wailable, but ane
would expect simikur recurrenes rates ss other dres with similar modes of etion, >

For several vears. we have reported the incitdence of recurrence following con-
servative surzeny for endometriosis. '~ OFf 423 women treated for endometriosis by
tonservative laparotomy. 20% of women fullowed for 3 vears had recurrent endo-
metriosis disenosed by repest surgery (Fig 11-11. One obyious difficulty with the
current methods of dingnosing reeurrent endumetriosis is the relfunes on reaper-
tion: only these women with persistent infurtility or recurrent somptosits will likely
actept the risks and discomforts of repiat uperation. Therefore. the incidenee of re-
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currence atter surgery may indeed be higher than that reported from elinies] case
serfes. Until noninvasive techniques allow us to disgnose recurrence without re-

surting to surgery, we will never accurately estimate the incidence of recurrent en-
dometrinsis ® :

"Recurrenca” Versus “Persistance” Fellawing Surgical Treatment

One of the inherent problems with estimating the incidence of reetrrent endo-
metrinsis after surgery is distinguishing recurrence, the growth of new lesions, from
pessistenee, the growth of lesions inadequately treated at initial surgery, We have
previously reported the use of a schematic representation of the pelvis, which al-
bwed rectirent lesions to be distinpuished from persistent endometriosis lesions.”
At short-interval second-look laparascapy. one half of the patients with implants
had persistent diseuse 1Le., lesions ut o site of dissection at primury surgervl, Oniv
by acopting this sort of aceurate record keeping (Fig 11-2) will we be able to map
out the coumse of endometriasis following surgical treatment,

MORPHOLOGY OF ENDOMETRIOSIS IMPLANTS

The many visual appesrances of endometriosis presents another problem for
surgical treatment and estimating recurrence. In addition to the classic blue ar
blue-blagk blebs. endumetriosis was histologically confirmed in lesions that were
Hat. red to pink, subperitoneal, or even clenr and vesicular.” As described by Strip-
line and colleamues” and then Batt and Smith.* peritoneal pockets as those depicted

i Figure 11-1 may often contain endometriosis implants; these poekets may be
vverted and excised cither lapuroscopically or at laparotomy. The surgeon must be

alert to the many visual appearmces of endometriosis at the time of surgery: awiare-
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ness combrined with mamificution will likely improve the completeness of removing
subtle forms of the diseuse. Unfortumitely. micruscopie endometriosis camot be
identified by the surgeon’s eve: 30% of biopsy specimens of grosslv normal perito-
neum were found to harbor endometriosis using electron mieroscopy. ™ Again. our
failure to understand the naturul history of endometrivsis prevents us from deter-
mining whether “micruscapic eudmnetriosis,” whether defined by light or electron
microyeupic eriterin is at all clinieally relevant to the trestment of women with en-
dometriosis.

The prabiem of persistent microseopic endometriosis prompred several investi-
gators to sty combination medied und sorgical therupy.*2 The coneept inspiring
anuhination therapy was adapted Font the treatment of epithelial timors of the
ovarys foitial surzery should be debulking, remaving as much disease as possible,
with postoperative chemotherapy nsed to treat residual implants. In women with
modorate and severs endometdosis, 3 to & months of postoperative Danuzol pro-
duced lower long-term rsturrence wites than those patients treated by surgery
alone. ™ This studv still newds to be confirmed with the experience of other authors
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and. preferably. o longitudil prospective compurative triul. Until then. wany chi-
niciuns use adjunctive pastopertive medicul treatment in more severe enes of en-
dometriosis.

WHY DOES RECURRENCE OCCUR AFTER “COMPLETE” CPERATIONS?

The most olwious angwer tn this question is the multifocal nature of endometri-.
osis and the likely possibility of missing u lesion or bwo during surgerv. Mare than
20 years 280, Rogers and Jacobs at our institution emphasized the importanes of en
hloc dissection of juxtaposed endometriosis implants.** As shown fn Figure 11-1,
the many implints in the posterior cul de sae were considered a “feld.” and the
entire field was completely remaved. In those days, 2-0 chromic sutures were used
to cloge the peritoneum. Many of us have wondered if those davs of sharp dissec-
tion of multiple implants were associated with lower recurrence rates. One could
sufelv assume that complete removal of the involved peritoneum, including the en«
tire depth of the lesions. would certainly not increase the risk of recurrence.

Because the depth of infiltration of endametriosis implants is so variable. more
superficial treatments might well fail to treat deeper depths of disease. Martin and
co-workers found that one fourth of patients bad lesions that penetrated the perito-
neum greater than 3 mm.'¥ Beranse one pass of the €O, laser will vaporize tissue.
to o depth of 0.1 to 0.5 mm, even several passes of the laser could leave diseuse
behind, Endometriosis has been histologically confirmed immediately juxtaposed ta
warbon particles from previous laser surgery, suggesting incomplete treatment.'®
Whenever possible, fields of endometriosis should be excised, whether the surgeon
is using knife, scissors, or laser, to incise peritoneum. Figure 11=3 depiets this
principle using laser as the instrument [or peritoneal incision; note the paritoneum
is removed completely to the depth of retroperitoneal fat, Whether surgery is per-
formed by lupavoscopy -or laparctomy, the ureter must be dearly identified
throughout the cise to avoid injury.

REPEAT CONSERVATIVE SURGERY

*

When persistent infertility or teeurrent somatic symptomns varmant evaluation
for recurrent endometriosis. laparoscopy is performned. The pelvis is svstematically
inspected fur implants of endometriosis: care must be taken not to confuse guture
materisls previpusly used for uterine suspension. presacral neurectomy, or perito-
neal closure with implants of endametriosis. Many cuses can be performed lupars-
scopically, adapting the same microsurgieal principles used during laparatowmy. Tis-
sues are masipulated bluntly to provide traetion and @ountertmetion for lyvsis of ad-
hesiouy, IF grasping instruments are wsed. the adnfxs are munipulated only by the
uterv-ovarian ligament: the tube and ovarian cortex are not grasped. Adhesions are
vacised rather than incised: all visible endometriosis is excised or completely vapar-
ized. Ample mimtion and metienlous hemostasis complete the laparoscopic proce-
dure. In most coses, 100 mL of dextran 70 (Hvskon!) is instilled 25 an attempt to
inhibit adhesiva fyrmation,

If the diseuse is not uimenable to lup;m)séupic treatment, the patient is prepared
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lor repeat laparotomy. The previous sear is usually excised in elliptiform fashion.
woedging the subeutancous it down to the anterior rectus fascin. Cure is taken on
ieising the peritoneum because omentim or bowel may adhere to the previons an-
terior abdominal wall incision. Once moistened luparotomy sponges are pluced
arosad the wound edges and self-reraining retractor is positioned. the procedure is
perfarmed very much like primary consemnative suspery for endometriosis. ¥ How-
wver, repent presicral netrectomy s nsually not sttempted due by difficulty in dis-
seetion and blesding eoused by retroperitones! seurring. '™ Magnifeation fn the forn
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pertoneum o separdte i from undedying adventitta ana o, Carconizozicn i minirmzed, ¢, mtn-
pentonadt fal o t appears arer excistion of the lesor: ha some affect i powitia with sham ctis-

tection. The posifion of the ureter mu De nown ta the RAGRCN CRANdling via loparnssooy or lap-
aroterny. (Copynignt § Bayler Calege of Medicine,) .

of 2.3 or 4 X loupes. or microseope. is useful in removing as much disease g (265~
sihle. Tissues are handled minimally and kept continuslly moistened with 2 solotion
of warmed laetited Rineer's with 30 me of dexamethasone aad 5,000 units of hepa-
/L. The procedure is anatomically orchestrated to effect complete semoval of dis-
cuse. Speetal attention is paid to the gstrointestinal (GD tract. including the Apen-
dix. which may have been previously incompletely trented, ™

Onee all sreus of endometriogis and adhesions are exeissd, there are several ope -
tions in the munagment of the peritonenl defeets. I the peritoneum can he reap-
proximated with 4—=0 or 3-0 absorbable suture without Yeasion. privany closure iy
our usual first choice. Peritoneal defects muy be left open if underiving tissue is
vital uand clean. Free peritonenl mrafts have been wseful io some of our cises with
large. raw areax: these areas have heen remarckabiyv free of adhesions at shore-inter-
val, second-look luparvscopy. Froe omental wndts have been shandoned. wheress
tashioning o larwe omeital crpet may Be used an huge pedtonesl defects, also,
new barmiers stuch as Intercewd (TET will help prevent adhesions of deparitoneal -
fzed urens. ™ IF latercved & not available. many sureeons nse 10 w 200 mL of in-
traperitoneal destran 70 followine conseryative lapuratonty for endometriosis,



148 Reeperative Cupnerolowie Sureeeny

The rofe of second-losk lagaroseopy 2 to 12 weeks alter consenvative lapacoe-

amy i3 wseful in lesing new adhesions but has usknown effect on recurtence of en-
dometriasis.

“COMPLETE” OPERATIONS

All treatises un surgical managewnent af emdumemusis include 4 section o so0-
alled complete. or definitively curative. operations.” Unfortunaiely. endometrio-
sis muy recor following hysterectomy and cmphnrectnm\ i :pﬂr.:..tl care is not aken
to completely remove all areas involved with disease e

~1F 2 woman has completed her childbearng, and recurrent endometsiosis i sus-
pected of guusing pelvie pain, laparnscupic exunination muy demonstrate galy mild
to moderute extent of disease. If the woman is otherwise a zood windidate anatom-
iendly for vaginal hystersctomy. operative laparuscopic technigues may be used to
vaporize or coagulate adhesions or endometriosis inaccessable to the vaginal sur-
geon. Certainly. vagingd hyvsterectomy should be undertaken onlv if the goul of
compiete removal of disease, including ovariun endometriosis, is attuinable. Thus.
most hysterectomies for endometrivsis. vspecially more severe forms of the digease.
are better trested by total abdominal hysterectomy.

Abdominal hysterectomy is usuatly perforned via the previous incision. unless
34 separate indication warrants 2 midline incision. We maintain cureful tissue bun-
dling at hvsterectomy quite similur to that of conservative laparotomy: the only tis-
sues ¢lamped or grasped are those that will be ultimately removed. Retnaining tis-
sttes are kept moist and not abraded with sponges. As depicted in Figure 11=4, an
en bloe incision is made. and afl conticuously involved peritoneul surfaces are re-
maoved. All lesions of endemetricsis are removed with 2- to 4-mm circumferential
margins and to the depth of retroperitoneal fat. In more cases than not. the ureter
hus to be identified high on the pelvic beim and dissected free of diseused perito-
neumn, especialy if a severely disensed adnexa is being removed. IF the posterior
cuj-de-sac is obliternted. the recturn must be dissected free, leuving as much dis-
ense on the uterus and as Hetle residuc on the colon us possible, If digsection s not
possible, sepmentul resection and unustomosis of prepared bowel probably decreuse
the likelihood of future long-term recurrence of endometriosis, Dissection of the
pararectal spaces in cases of endometriosis. leaving only heaithy uninvolved tssues
behind. is likely to lessen recurrence. = Following definition of these marging for
hysterectomy, o standaed exrrafasciel hysterectomy is performed.® If cervicul ar
\"ag:'nul endometriosis 5 suspected from pregperative speculum examination, the
involved portion of the pusterior vagina is included with the hvsterectomy speci-
men. Otherwise. the cervix is completely rmnm‘ed and the vaginal length is maxi-
ized. ‘

In the most severe cases of endometriosise. the mareins for dissection hetween
the uterus. rectum. and bladder eun be obliterated by active disease and Bbrosis.
Inteafaseinl hystervetomy is appmpriate in these circumstances ta avoid uretesie in-
jurv if they cannot be dissected free of Jisease. IF fbrosis prevents safe intrafuscial
hystereetomy. we will still oecasionally perform supmcervical hystersetomy in par-
tic.ul.;rl\ sovere ases.

Ovarian preseration at the time of hysterectomy E'nr endumetriosis is contro-
versivl, Each ovary should be removed it is serously involved with endometriosis



Becrurront Endometrieis 149

et
N %**"‘k" .
M
‘P\\\\\\‘ &
W
T

]
R

I

¢ Bayiar College of Mecheine 1989
AG 44 6. _ '
Hygierecthormy {of engomenicss Al endometniosis letions ore removad, preferobly a8 on an Dloc
dissecian (dosned fing), Arw resicidt Implants are remaved or detiroved with ksar o coutery. The
laft gvory comtaining o kaige enacmentama (inset] is removesd, The nooma dght cvary con ba pra-
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or compromised by adhesions. An ovary with only a superficial implant or two may
be preserved. also. if the woman gives u history mare of adnexal pain rather than
the more classic central pain. removal of the ovaries is more likely to give complete
puin reliel. In our experience. if the ovaries are suitable for preservation at the time
of hysterectomy and are suspended away from the vaginad euff. the chances of suls-
setuent need for reoperation is 3% or less. One technique of ovurfan suspension
after hvsterectoiny is depicted in Figure 11-7. The interrupted round and utern-
uvariag ligsments are sutured to the high latera] shdoming! wall, without kinking
the intundibulopeivie ligament and without the avaries resting on the vaginal el
Fullowing hysterectomy, all areas are carefully checked for hewostasis: the cutf
can be sely closed i hemostasis is camplete, THe abdomen and pelvis are copi-
ously irrigated. Reperitonealization is performed only with fine sutures und only if
it can he dane without tension. If 2 large mw bed of deperitonealized tizsue re-
mains. und if hemostasis was complete enouch to permit closure of the cuff, several
 techniymes may lessen adhesion formation: o vascularized omental carpet or a par-
ticularly redundant rectosigmeid colon can cover most of the pelvis, and Interceed
can he applied to the suture lines. or intrupertonesd dextran 70 e be instilled. If
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Management of the uninvolived adnexa ot hyfterectommy. The avary 1S suspended from the proximai
round ligomentiuters-ovanian gument sumo hign on the aterl atdominal wail, Cars is feiken not

1o distort e ntundibuiopehic igament with the suspension. (Capyrignt & Beyicr Callege ot Mac-
cine.)

the udnexa are preserved. they must not be near any maw areas hecause ey

and canse pain. . .
The appendix is removed i it is invalved with endometrsasis or if the eecuan i

redundant enough to allow the appendis to reach the pelvis and possible adhere

postoperntively. Ceeopexy may be used to prevent descent of the ceenm into the
true pelvis,

adhere

Recurrence After Hystereciomy and Bilateret Qonharectomy .

Ocagionally, o patient whe Tas had hystervetomy and bilateral salpingo-
ouphorectomy will preseat with symptoms and signs sustestive of vvaris Temnant
syrdrome see Chapter 331, Luboratory Kodings of hich-normal levels of follicle-
stimuluting hormene, or nearly nonnal vstradiol levels sumest the presence of ova-
rivs. However, avariun remmants auy canse pain and masses even without biochen-
el evidencw of ovarian function. These cises are manuegd surgically by areful dis-
section of the ureters and parerectal spaces. followed Iy removal of large areas of
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COMPUCATIONS

If the endometriosis is amenable to laprroseapic surzery. care must be taken to
wvoid injuny to the ureters and G trtet, The larmest blood vessels encountered by
the careful operative laparoscopist are usiadly bragches of the uterine artery during
uternsacral ligament dissection. which i bleed severely unless erusned and coy-
uluted or limted. Reports of laser lapuroscopic injury to the ureters are oniv oow
sturting te be pul)lif.‘l}‘ diseussed hut ure lﬂq_l} to oecur i L9 or 29 of cuyes. Al-
though the G tract may be treated luparoscopically, the same precautions are taken
as at lapurotomy: prepared bowel. intrurectal Bnger to assess mural depth of dissee-
tion, und endosuturing of lirge areas of exeision.

Repeat conservative laparotomy i assoeiated with rre complieations, Uretere ™
injuries may be largelv prevented if thic urcter is identified high au the pelvie brim
and the overiving pertonewn is dissceted free. The ureter itseif should never be
stripped of its adventitial tissue. because vascular cowpromise may oceur, promot-
ine Astula formation. [ the areter is denuded due to direet invagion of cadometri-
psis, a evstoscopically plueed diversionun- stent should be used sntil healing cun be
assured. . , |

If endometrosis 5 mild enouch to permit vaginad hystercetomy, no additional
complications over the ordimury are likelv. However, severe undmnetriqsis treated
by abdomninal hvsterectomy can be as difficult as cases of severy tubo-ovarian ab-
seess or ovarian carcinoma. Again, the wreters must be identified and dissected frec
under direct vision, The integrity of the bowel must also be protecteds w preoperas
tive mechanical and antibiotic prep s sorely missed should the colon be inadvert-
ently entered.

IF the blood supply to the wdnexa wven i visuadly normal! i compromised by
the surgery, vophorectomy s indiented,. Otherwise, the adnexa are surgically sus-
pended to the high lateral abdominal wall sbove the fliae vessels and far above the
ureters and vaginal cuil,

RESULTS

Virtually no data are avaifable on recurrenes of endometriosts atter wsetund
procedure. We luve reported o 47% T'15 preqnaney mibe o difertile women
treated with o seeond conservative luparotomy and followed ae lease 18 monghs.!
We have performed o third conservative operatiof-onty mrebv: this i asually in the -
form of an operative lapuroseopy. L oo the third operution. the endometriosis s
severe hevond laparoscopic suricnl houuds, hystereetomy is advocated. In eonsul-
tation, we have seen o sinele womun with endemetriosis aud pelvie pain operated
on six tintes in L5 months dhree Lparsenpivs. three comservative laparotomivss
she had aever had o trial of any medicul treatment. The conscientious pelvie sur-
gean shauld be well vessed iy medicn] treatment of endametriosis, i_m:ludiuﬂ neri-
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operdive wdjunetive wse, We ke postuperative medfeal treatment foc 3 months i
women with severe endumetriosis and these with known residua thut coul

d nat be
disseeted {ree at surgery.

HORMONAL REPLACEMENT IN THE WOMAN WITH RECURRENT
ENDOMETRIOSIS

Women undergoing hsteroctomy with bilater] sulpingo-oophurectomy for en-
dometriosis are often voung and would henefit from estrogren replacement therapy,
However, there is some concemn that UXOEENoUS estrogens might stimalete endo-
moetrissis rewrowth, I maeroscopic discase is left behind, 3 to 6 mouths af postdp--.
erative: Danuzol or GuiH agonist treatment may decrease further roetrrence, Me-
droxyprocesterone aestare in doses of 320 to 30 mg daily may treat both residual ens
dometriosis and some svutptoms of surtical MENOPGULe.

If there is no macroscopie residual discase. many elinicians wait 6 weeks or so
before sturting hormone replacemene. Then. the lowest dose possible that will con-
tral symptoms is preseribed, tepically heainning with 0.623 mg of conjugated estro-
gens daily. Due to the cone m of unopposed tstrodens encnuraging recurrence of
endometriosis. 2.3 to 5 me of Ledrovyprovesterone daily is usually added,

SUMMARY

Many of the principles for treating endometringis at initial aperation hold tye
for trenting recurrent disease. Surgical suevess is dependent on excision 9 vapor-
ization of ull gross discase: postoperative inedieal treatment may then help with mi-
troseopic lesions or lesivns incompletely removed at itial surzerv. The infertile
womun with endometriosis mav be counselod that 2 second conservative lapurot-
pmy (and probably eperative parascopy) has a reasomable chance of snecess: alter-
natives are in vitro fertilization or hystereotomy. Fur the woman with peivie pain,
preferabily having completed ber family, hysterectomy offers the greatest chanee of
lont-terin freedom from the pin of her diseuse, At hystersetomy, the ovares-may
be preserved i noemal. snd cuphoropesy vy from the cuff will lossen the chagee
for deep dyspareunia thut otherwise would Le attribated to reeurrent diseuse,

The frequent recurrence of endometriosis, like ity ability to invade contiguous
structures and metastasize to distant sites, is mother example of the malignant na-
ture of this histologically benign discase, To the woman with endometriosis. risk of
recurrenee is a coneem seeond only to likelibood of relief of pain or suceess of con-
eeption. More research is needed @ to what faetors and surgieal techniques pro-
mate recurreace, as well as improved goninvasive methods of sereening for recur-
rence, sueh us the antibody CA 123.% Until then. the most complete operation that
is also the least damaging to remaining tissues is the methoed of choice.

requiring
ase-ve-case individuafization by the wnnevolowie surmoon.

Acknowledgment

The editortal sssistance of Lisa 11 \Whedler is apprechited,



Hevurrene Enciomer rinsiy 457

REFERENCEX

to Buttram VC Sartieal treatmene of endonweeriosts in the infirtile females A modified
anproach. Ferrif Steril 189 320535540,

= Metzzer DAL Luctine AA: Hormanal thempy of endometriosts, Ohster Camecol Clin
Nortft Am 195G 16:105- (22 ‘

3.

ik

{48

11

L&,

18.

)

.

. Hatt RE. Smith RA: Emi:r_\'nlnzic thery of histowenesis of e

- Whester ] Malinak LR: Postoperative Janazn] therzpy i infertil]

. Whewler JAL AMadinak LE: Danazel followine conservative

. Martin RC, Hubert GD. Zwamr B\ - Zeky FA: Lu

- tatereeed TCT Adbesion Barmier Study Lrongy Brisvention of postsnnric

Sehenken RS Malinak LE: Beoperation sfter inital treatment off eidonet rissis witls
vonservative surgeey. Am [ Obstet Gynecof (975 131:415- 421
Wheeler [M. Malinak LE: Reeurrent endometriosis: Encidonee,
nesis. Am [ Qbatet Guaeend 1953 146:247 =257,

Wheeler JAL Malinak LR: Reewrrent endometriosis. Condrilr Giyregod hster 1947
16: 1321,

e,
Hedwine DB: Ineidever of recurvent esdometriosts remains uokinown ettoer]. Am -
Obtet Gyneee! 1984 149:5(4.

U el e proe-

- Wheeler JM: The epidemivingy of endonctrivsis-associutod imfertility, 7 Reprod Med

1988; 314146,
Stﬂ'piinu AMC. Nartin DC. Chatmap DL, ot ul; Suhtle

appearmoce ub pelvie endomers-
wsis. Fertil Sterifl L858: 49497,

ndometrosis in pv.-ritunmn
pockets, Obstet Cyriecol Clin Nurth A 196Y; [6: 1528,
Murpiy AA. Green WR. Bobbie D. et al: Unsuspected endometrivsis doctmented Iy
scanming elecrron microseopy in visually normal peritoneum. Fertil Steril 1956 46:577
Dmowski WP: Visual ussessment of perttoned Implants {or stuging endometriosis Do
number and enmulutive size of lesions reflect the severity of o systemnic disewse™ Foepetif
Seerd 1957 4736820584, N

tv paticats with
severe endometrimis, Fertil Steril 1941: 36:4580.
surgery for endumetriosis at
laparotomy significantly improves term preenaney and recurrence mtes i infortle
women with modemte and severe endometriogis, Paper presented at the Amerdam
Fertility Society Annual Meetine, Chicuen. Octoler 19575,

. Rﬂuﬁ'r‘.-; SF. J;J.L'UI'.IS WA lllfit‘.‘ml.it“‘\ :.I.l'lf,i g_-ndun‘mtrjusf_s; c_:nn:it'l'\':lh'\'(_* :illl'L':fL".ll

approuel.
Fertil Steril 15965: 19:329-3746.

- Martin DC. Hubert GDL Levy BS: Depeb of infiltration of sndometriosis,

J Gynecal
Surm 19458; 5:55-5),

mArEupIc appearanees of perito-
nesd endometriosis. Fertil Steril 1958: 3145767, : '

T Wheeter ML Malinuk LR The surgica) management of endometziosis. Obstet Cuteenl

Clin North Am 19H8; 16:147 - 156G,

Malimak LR, Wheeler [M: Presuena] neursetomy. in Garele C-B. ot ol veds - Clurrrene
Therapy in Surgical Gynecoloey, Philudelphin. BC Decker. 1957, o T0-T1,
Prvstowsky [B. Strvker 310 Viiki T, ot sl Gastrointestinad sndometriogis: ncidence -
and indications for resection. Arch Sers 1995 197:455 554,

=il adliesions
by Latervewd (TET), an ahyorbable adhesion bufriers A prospective. mndomized multi-

center eliniend study. Fertil Sterid 18959 RPE-RR R,

. - a1 h = = .
- Dmowskd WP, Badwanska B Runa N: Reenrrent <ndometrioss fotlewing hvsterectnay

and sophoreetomy: The mole of residond ovanan frgments. Int [ Gunacend Olister 1955,
26583 Ly

Koapp RC. Donaliwe VE. Friedian £ Dissestion of prrmvesienl und pararecta)
sy i pelvic operations. Sure Gyneoof Obster 1975 L3RS =152,

Malinuk LR Wheeler )M Therapentic orelouic peocetlores, is Pemoll, Bengon



154 feeprerticr Chpnecndogio Surgery

welnds Clurrent Obseetrie aned (-‘i'_frl(‘fflfltlﬂ'it' Diagncsix and Treatnent. Norvalk, Conn.
Appietun & Lanue, [9ST. pp 832 285440, .

40 Pettit PLL Lee Ba: Ovaran remmunt svndeomne: Dingpostio ditenmz and sucoren] olhuis
lennes. (oot Cogneered 1U55; T1.3040-351,

am

25, Fedele Lo Arning Lo Vereelling Pooet al Serum A LZT measurements in the disenosis
of endometriosix securrenee, Obstet Goneen! 1955: 72:19-27,



