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“M 
endometriosis story began when I was 12 years 
old. My periods were always heavy and painful. 
Occasionally, I missed school because of pain 
and other symptoms. My pediatrician started 
me on birth control when I was 15 and my 

period symptoms improved, but I still suffered with monthly pain that 
was not related to my period. I also began to suffer bowel symptoms 
and routinely felt bloated and had severe abdominal cramps around 
the time of my period. My pediatrician sent me to see an ob/gyn and 
I was told I was doing the right things. My pain would get better in 
time. I became sexually active in college and began to experience severe 
pain with intercourse that felt like a knife stabbing me deep in the gut. 
I went back to my ob/gyn and was told I may have endometriosis. She 
recommended that I go on the medication Lupron Depot, which I took 
for about six months. 

“While I felt awful while I was on it (hot flashes, couldn’t sleep, 
anxious, and irritable, etc.), my pain did get better. Unfortunately, 
a few months after coming off the Lupron Depot my pain returned 
and was worse than before. My doctor told me I needed to have a 
laparoscopy to treat the pain. At the time of my first laparoscopy I 
learned I had some endometriosis “spots” around my pelvis and during 
surgery she “burned” all of the spots that she could. After surgery I felt 
better for about six months. Following that first surgery, I underwent 
two more over the course of five years. Each time my doctor assured me 
that she got all the spots she could but there still may be some spots that 
were too dangerous to try and treat surgically. At this point, I wasn’t 
having sex as it was too painful. I had become dependent on Percocet 
to manage my pain and was depressed nearly every day.”

Definitions
Endometriosis is a complicated and insidious disease that bears 

a significant rate of morbidity among reproductive aged women 
worldwide. The prevalence of endometriosis in the general population is 
estimated to be 10 percent. In women with pelvic pain, this prevalence 
jumps to an astounding 82 percent. The average age at the time of 
diagnosis is 28, although the mean onset of pelvic pain symptoms is 
usually much earlier. The estimated annual health care burden in the 
United States exceeds $20 billion.

Endometriosis is characterized by the presence of endometrial 
tissue outside the endometrial cavity. While the cause of 
endometriosis is unknown, several theories exist. Most experts 
would agree that the disease is multifactorial in etiology. Some 
suggestions have been made, including retrograde menstruation 
with refluxed menstruum implanting on pelvic structures, 
coelomic pluripotential mesothelial cells lining the peritoneum 
undergoing metaplasia into endometrial tissue, and implantation 
of cells through hematogenous or lymphatic embolization. The 
fact that the disease develops in some women and not others is the 
confounding factor that is not clearly understood. Although most 
women have retrograde menses, those who develop endometriosis 
may have an inherent immune dysfunction that impairs normal 
clearance, yet promotes disease progression through factors 
promoting adherence or invasion; angiogenesis; and sensory, 
sympathetic, or parasympathetic innervations.

The ectopic deposits of endometrium can be found in the 
ovaries and on the pelvic peritoneum, the uterosacral ligaments, 
and the posterior cul-de-sac as well as extra-pelvic sites, such as 
the bowel and diaphragm. Endometriosis is generally a progressive 
disease that begins as stage 1 with a few small deposits of ectopic 
endometrium and can progress to stage 4 in which severe adhesions 
cause the pelvic structures to be adherent to one another or to the 
small bowel or colon. Generally speaking, the disease may take 
several years to progress but the time frame for this process is 
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variable and young women in their late teens or early 20’s may 
present with stage 4 disease.

Risk factors
A history of early menarche and the presence of other autoimmune type 
conditions are associated with a higher prevalence of endometriosis. A 
woman’s risk for endometriosis increases seven- 
to ten-fold with family history of the disease in a 
first-degree relative, such as her mother or sister. 
Being overweight and smoking are associated 
with a lower risk of endometriosis. There are 
no known measures that a woman may take to 
prevent endometriosis from developing.

Symptomology
The majority of women affected by endometriosis 
present with a constellation of symptoms, including chronic pelvic 
pain, dysmenorrhea, deep dyspareunia, dyschezia, and subfertility. 
Additional comorbid conditions include asthma, fibromyalgia, 
irritable bowel syndrome, and migraine headaches.

Diagnosis often delayed
Both patients and clinicians contribute to the delay in diagnosis 
of endometriosis. Clinicians often minimize a patient’s report of 
severe pelvic pain and may neglect to consider the importance of 
family history. Women are often reluctant to report the severity of 
their pelvic pain symptoms. Of interest, the reported delay in the 
diagnosis of endometriosis is much shorter for women who present 
with infertility than for those who present with pelvic pain. In one 
study, the delay to diagnosis was 3.13 years for women who present 
with infertility and 6.35 years for women who present with severe 
pelvic pain.

When a primary care clinician suspects endometriosis and 
initial attempts to improve the patient’s symptoms have failed, it is 
important for the patient to be referred to a specialist skilled in the 
diagnosis and treatment of this disease. A specialist in endometriosis 
can offer a patient the most advanced medical and surgical modalities 
for treatment, and can design a multi-disciplinary approach that 
includes physical therapy and nutrition for the patient to achieve 
the highest possible chance of minimizing recurrence. While an 
ob/gyn surgeon is the best person to manage this complex disease, 
sadly, most ob/gyn physicians receive only minimal training on the 
management of endometriosis in residency.

The evolved patient
Of note, more and more endometriosis resources are available to 
consumers through online searches and discussion groups. These 
patients often perform a great deal of personal research about their 
disease and available and effective treatment options. Clinically 

moderated sites such as Nancy’s Nook Facebook page have thousands 
of members who openly discuss their symptoms and clinicians 
or treatment strategies that have helped them. These patients 
routinely “do their homework” and come to their appointments 
well prepared and knowledgeable about endometriosis.

First line treatment
Patients who have not had a prior laparoscopy 
for a definitive diagnosis, especially if they 
are in their teens or early 20s, should first 
be prescribed hormonal management in 
either a cyclic (or, preferably) a continuous 
dose. If the patient has improved symptoms 
of dysmenorrhea and there are no overt 
symptoms of dyspareunia or bladder or bowel 
complaints, this may be a reasonable approach 

to management of suspected endometriosis. Oral contraceptives 
may be used, but other hormonal approaches such as NuvaRing 
or even a progesterone IUD will avoid first-pass metabolism and 
can be more effective for patients, with fewer systemic side effects.

Patients with deep dyspareunia, urinary urgency with a full 
bladder, dyschezia, or bowel pain with menses, should be referred 
to an endometriosis surgical specialist for consideration of surgery. 
Medical options such as danazol or GnRH agonists will suppress 
the proliferation of endometriosis with an anti-estrogen effect, but 
generally can only temporarily treat the symptoms of endometriosis 
and are fraught with side effects that include vasomotor symptoms, 
and ultimately osteopenia or osteoporosis. These medications may 
be considered in patients who are not surgical candidates but 
should not be used long term.

Surgical options: comparing ablation to excision
There are generally two surgical approaches to the management 
of endometriosis. The first involves superficial ablation via 
electrocautery or laser vaporization. This can be effective for 
temporary pain resolution following surgery but usually is 
superficially oriented and cannot treat deep infiltrative disease.

The second involves complete resection beyond the superficial 
peritoneum and into the deeper pelvic structures. In a recent meta-
analysis, dysmenorrhea, dyschezia, and chronic pelvic pain—all 
important symptoms of endometriosis—have shown significantly 
greater improvement for excision compared to ablation 12 months 
after surgery. The surgical complexity of this disease state for many 
women with stage 3 and 4 disease rivals advanced ovarian cancer 
cases, and most ob/gyn surgeons are not prepared to properly 
operate on these patients. The endometriosis specialist will be 
able to navigate the complex spaces of the pelvis, including the 
retroperitoneum, and be able to remove disease that has attached 

Endometriosis is a complicated 
and insidious disease that bears 
a significant rate of morbidity.
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itself to the bladder, colon, ureters, and deep pelvic sidewalls. It 
is very difficult to make an educated guess as to the stage of the 
disease and thus the difficulty of the surgery prior to the operation. 
Diagnostic imaging such as pelvic ultrasound and MRI can aid 
in the diagnosis of deep infiltrative disease, but the understanding 
of the complexity of the surgery based on symptoms and imaging 
alone can be elusive. An endometriosis 
specialist will generally co-manage the most 
complex cases with other surgical specialists 
such as urologists and colorectal surgeons for 
cases involving ureteral re-implantation and 
bowel resection respectively.

Sadly, many patients undergo several 
laparoscopic ablation surgeries before being 
referred to a specialist. Many patients describe 
a surgical experience where the surgeon saw the complexity of the 
disease and decided to abandon the surgery for fear of operating 
near easily injured structures such as bladder, bowels, and ureters.

Post-surgery quality of life
A multi-disciplinary approach to the post-surgical management 
of endometriosis proves to be the most effective. Following 
surgery where the diagnosis of endometriosis is established, most 
women should be managed long term with hormonal suppression 
of ovulation and annual follow-up visits with an endometriosis 
specialist to assess recurrence.

Women who want to become pregnant are encouraged 
not to delay their childbearing plans if possible as the effect of 
endometriosis on infertility can be variable and multi-factorial.

Most patients with endometriosis have a long-standing history 
of chronic pelvic pain that needs to be addressed in order to 
provide effective long-term quality of life. Pelvic floor physical 
therapy is a very important modality in the treatment of chronic 
pain associated with endometriosis. Additionally, many patients 
are referred to a nutritionist who specializes in the disease in order 
to optimize a low-inflammation diet that can improve chronic 
pain in many patients. Other non-traditional therapies such as 
acupuncture may also benefit many patients with chronic pain.

Conclusion
Endometriosis is a complex disease that is variable in presentation 
and severity and is best managed by an endometriosis surgical 
specialist. Patients that exhibit symptoms of deep infiltrative disease 
should be referred to a specialist to optimize their management 
and avoid costly and ineffective therapies.

“After researching endometriosis on my own I decided to pursue 
an appointment with a doctor who was a specialist in the excision 
of endometriosis. At this appointment, he asked me questions that I 

hadn’t been asked before and I was amazed to learn that so many 
of my symptoms were likely related to endometriosis. I decided to 
give surgery one more chance and I am so glad I did. I underwent a 
robotic-assisted resection of endometriosis and the doctor found and 
removed deep endometriosis disease from the tissues surrounding my 
ureters as well as a nodule from my colon. After awaking from surgery, 

I knew immediately that I felt different. Sure, 
I had the surgical incision pain but I knew my 
endometriosis was finally gone. The recovery 
was not easy and it took several months for me 
to feel totally normal. I went to physical therapy 
every week and changed my diet. I was able to 
get off of prescription pain medication after two 
weeks and I feel that I have my life back. I am 
so grateful that I found my doctor and hope that 
my story can help other women who suffer with 

this disease to get the care that they need sooner than I did.”

Matthew Palmer, DO, is an ob/gyn physician with Oakdale Obstetrics 

and Gynecology in Maple Grove. He completed advanced surgical 

training with a fellowship in minimally invasive surgery following his 

residency, where he focused on surgical management of endometriosis 

and advanced laparoscopic and robotic surgical techniques.  

Women who want to become 
pregnant are encouraged not  
to delay their childbearing.


