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FROM 

PRESIDENTôS DESK 

Greetings from FOGSI! 

It gives me immense pleasure to release the ICOG CAMPUS booklet on Endometriosis 

updates as FOGSI President 2020.  

Endometriosis is a more common gynaecological disorder which affects 5 ï 10 % of the 

reproductive age group and the incidence increases among infertile women up to 25 ï 50%. It is an 

enigmatic disease with varying symptoms like pain and infertility. Women with endometriosis suffer 

their entire reproductive age group because of pain which affects the quality of life, productivity, 

fertility, sexuality and psychological status. 

There is a need for management at varying stages depending upon the requirement of the 

patients whether they need fertility or pain relief. As on date, there are lot of literature evidences and 

research activities in this particular subject which creates interest among any gynaecologists.  

ICOG academic wing of FOGSI is known for publication of different topics which will aid 

the clinician to update their knowledge.  

I would like to congratulate ICOG Chairperson Dr. Mandakini Megh & Dr. T. Ramani Devi, 

Dr. S. Sampath Kumari Governing Council members of ICOG and their team for publishing this 

booklet on endometriosis which includes various important topics. 

 I hope this booklet release will be beneficial to the readers.  

 

Dr. Alpesh Gandhi 

President FOGSI 2020 
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FROM  
CHAIRPERSONôS DESK 

Greetings from ICOG academic wing of FOGSI. ICOG academic wing was started in 1984 to 

disseminate knowledge in the field of ObGyn. Team ICOG 2020, proudly brings about an update on 

endometriosis which is an enigmatic and elusive disorder. 

Endometriosis affects 1 in 10 women of reproductive age group, not sparing the adolescents 

and the perimenopausal women. The main problem with endometriosis is intractable pain and 

impaired fertility which affects the QOL. The diagnostic delay in early endometriosis may vary up to 

a period of 4 ï 9 years and the patient would have seen minimum of 4 ï 5 consultants. There is a lot 

of economy involved in treating these patients who need lifelong management plan. The patients have 

to spend a lot and the productivity is lost as well. 30% of patients are subjected to multiple surgeries 

which should be avoided. They should be managed medically as far as possible. Fertility is improved 

either by surgery or through ART.  

Adolescents are a special group of people who need careful management plan. Recurrence of 

endometriosis should be handled medically. In Post-menopausal women HRT should be tailor-made. 

In this issue the editors have tried to bring about salient topics involved in endometriosis 

treatment. As the chairman of ICOG, I appreciate the effort taken by the editor, Dr. T. Ramani Devi 

and co-editor, Dr. S. Sampath Kumari, the governing council member of ICOG, who have compiled 

this book on ICOG Campus of Endometriosis. 

Long live FOGSI ï ICOG ! 

 

Dr. Mandakini Megh  

Chairperson, ICOG 
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FROM 

SECRETARYôS DESK 

Greetings from ICOG!  

Endometriosis affects between 6-10 % of women of reproductive age worldwide. The 

condition appears to be present in a developing fetus, but rise in oestrogen level during pubertal years 

is thought to trigger the symptoms. Symptoms are generally present during the reproductive years. 

Dysmenorrhea, heavy menstrual bleeding, dyspareunia are common symptoms disturbing womanôs 

life. Most women go undiagnosed, and in the U.S. it can take around 10 years to receive a diagnosis. 

Allergies, asthma, chemical sensitivities, autoimmune diseases, chronic fatigue syndrome, 

fibromyalgia, breast cancer & ovarian cancer are linked to women and families with endometriosis. 

There is continuous research going on on Endometriosis and newer medical conservative 

surgical methods are evolving in managing women suffering from endometriosis while management 

of young women seeking childbearing has also evolved.  

I wish to sincerely thank our governing council member Dr Ramani Devi and all experts who 

has contributed to this ICOG campus. I am sure all our members will be enriched with update in 

knowledge. After all, we as Gynaecologists always strive for what best we can offer women who are 

suffering and this issue will be a dreary reckoned for clinicians 

Happy reading! 

 

Dr Parag Biniwale  

Secretary ICOG  
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FROM                                               

EDITORôS DESK 

Endometriosis is an enigmatic disease. According to Prof. Te Linde one who knows 

endometriosis knows whole gynaecology. Endometriosis not only affects the genital tracts of the 

female but it spreads its wings to extra genital sites also.  

Endometriosis affects the quality of life and fertility. It starts occurring from adolescence to 

menopause where it has different manifestations, making the diagnosis very difficult.  

March is the month of Endometriosis awareness and April is the month of Adenomyosis 

awareness. Patient with endometriosis suffer from pain of varying degrees which will leads the patient 

to severe depression. The treatment modalities available are medical, surgical and combination.  

Infertility is one arm of endometriosis which has to be handled carefully as repeated surgeries 

can destroy the future fertility. Earlier shifting of the patients to ART will improve the outcome of 

fertility. ASRM explains that this is a disease with life-long manifestation which has to be handled 

medically rather than repeated surgeries. 

ICOG academic wing of FOGSI always comes out with various newsletters, booklets and 

magazines. We as editorôs put our efforts to bring an Endometriosis update with latest information 

regarding aetiology, imaging, management of fertility, pain and recurrence. 

I sincerely thank Dr. Alpesh Gandhi, President FOGSI 2020 and Dr. Mandakini Megh, 

Chairperson FOGSI 2020 for giving us this opportunity to edit this ICOG CAMPUS on 

Endometriosis updates. 

I sincerely thank all authors who have contributed in compiling this booklet. I hope that this 

booklet will help the clinicians in their daily practice.  

With regards, 

Editor:  

Dr. T. Ramani Devi,                                                                                        Dr.S. Sampath Kumari  

Vice President FOGSI 2020                                                Chairperson Adolescent Committee 2016-18 

Governing Council Member ICOG 2018-2020                Governing Council Member ICOG 2018-2020 
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Introduction  

Endometriosis has always been a complex disease. What predisposes women to 

endometriosis? Is it a susceptibility gene or a group of genes? Can there be a place for DNA 

variants? Is there a relationship between phenotype and genotype? How will this affect future 

genetic research? 

Genetics  

A genetic contribution to endometriosis risk is well documented! The relationship 

between DNA polymorphism and endometriosis is unchallengeable! 

Today the consensus is that Endometriosis is a polygenic disease and more than one gene 

and / or genetic variants have predisposed women to endometriosis.  

Human genetic variation has introduced a range of mutation that alter relevant cellular 

or molecular functions and thus affects the multi-layered series of processes that determine 

endometriosis.  

GSTM 1 polymorphism
1
, loss of hetero zygosity [LOH] in 9p, 11q, 22q

2
, mutation in       

p 53 gene at codon 220
3
, LOH in 17 q

4
, monosomy 17

5
, mutations in tumour suppressor 

PTEN gene on chromosome 10q 23
6
, KRAS gene mutation

7
 have all been identified. Is the 

relationship really causal or is it casual? 

With rapid advances in genomic technology, we are able to do genotyping & gene 

mapping much faster, more thoroughly and the cost has also come down. 

Identification of susceptible genes can be done by two methods ï Genetic linkage 

studies or Association studies. 
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In Genetic linkage studies, the genes of interest are identified through DNA markers 

which are physically linked with the putative genes (genes that interest us) 

But in spite of all these publications and research, gene studies have been inconsistent 

and generally they have not delivered clear answers about endometriosis susceptibility. The 

genetic basis of endometriosis is complex with a wide range of genes likely to be involved. 

DNA variants  

Genes are necessarily the cause of inheritable phenotypes and the phenotypic 

variations originates exclusively from DNA sequences. We can no longer assume that there is 

a 1: 1 relation between genetic factor and character. Thus, the DNA variants have an 

important role to play. In complex disease like endometriosis, we have confirmed polygenic 

involvement and genes explain only fractions of variation in the disease. 

The study by Kashima et al among patients with endometriosis, their sisters and 

normal controls. Can we assume that the particular susceptibility gene is present in that 

family or is it aggregation of risk factors in that family [like younger age at menarche, body 

mass index, length of menstrual cycles and the amount of menses.] In controls, does higher 

fertility, increasing parity and younger age at first birth all have a protective effect
8
. 

So, the future lies in genetic epidemiologic studies which are more methodological, 

with proper choice of controls and adjustment for familial aggregation of risk factors and 

DNA variants. 

Role of Epigenetics 

Understanding the structure of DNA, it has a nucleus which is coated with an equal 

mass of protein, together forming a complex called chromatin. This chromatin controls gene 

activity and the inheritance of traits. 
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The DNA structure can be compared to a puppet. The nucleus of DNA is the puppet 

and the proteins around are actually the puppet strings which make the puppet come alive. 

Proteomics is the study of the protein library and there has been rapid advances now 

that we have the SELDI ï TOF and MALDI ï TOF technologies. 

Aberration in the epigenetic mechanisms like methylation, histone acetylation and 

other chromatin remodelling mechanisms can explain the wide spectrum of 

symptomatology
9
. 

Abnormal DNA methylation in endometriosis affects homeobox A10 [HOXA 10]. 

Oestrogen receptor beta [ESR 2], steroid-genic factor 1[NRSA1] and aromatase [CYP 19 A1] 

which alters steroid signalling and cause progesterone resistance and hence tissues are 

resistant to apoptosis.  

The epigenetic mechanisms can explain the remissions, relapses, the variable age of 

onset and full recovery observed in some mild endometriosis. Aberration in progesterone 

receptor- B and DNA methyl-transferases are also observed 

The role of molecular networks  

Dioxin [2, 3, 7, 8 ï tetra-chloro-dibenzo ï p ï dioxin; TCDD) and dioxin ï like 

compounds (DLCs) (e.g. Polychlorinated biphenyls [PCBs]) has been implicated in the 

development of endometriosis. DNA variants, environmental and lifestyle factors may act on 

intermediate, molecular phenotypes and that in turn, induce changes in the higher order 

disease phenotypes. 

Today, there are emergent properties of molecular networks that are modulated by 

complex genetic loci and the combined effects of many discretely segregating loci with each 

contributing a miniscule portion of individual effect. 
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Identification of each individual locus would be impossible as they are also modulated 

by environmental and / or li festyle factors
10.

 

Thus, to conclude, alterations in the genomic, epigenetic, transcriptional, proteomic 

and / or signalling networks. Thus all, in a way, increase the susceptibility to endometriosis. 
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Endometriosis is defined by the presence of endometrial tissue occurring outside the   

endometrial cavity. Endometriosis affects 5-45% of women in reproductive age. Correct 

diagnosis is essential in defining the best treatment strategy. Ultrasound is the most 

commonly used diagnostic modality as it is easily available, cost effective with high 

accuracy. MRI is used as an adjunct. 

Transvaginal sonography is the method of choice. High resolution (6-12MHz or 5-

9MHz) TVS probe is used. Using Harmonic imaging (HI), Speckle reduction imaging 9SRI0 

and cross beam focussing resolution imaging (CRI) improves the quality of grayscale 

imaging to enable visualization of early ovarian or extraovarian endometriosis. AS and 

Transrectal ultrasound (TRUS) are used in selected cases. 

Types of endometriosis 

Superficial Endometriosis 

Ovarian Endometrioma 

Deep infiltrating Endometriosis 

Superficial endometriosis 

TVS has no role to play in diagnosing superficial endometriosis as the pelvic 

structures involved are very small. Even MRI cannot delineate the lesion if it is <5mm. 

Ovarian endometrioma 

TVS has dramatically improved the ability to diagnose ovarian lesions providing 

reliable criteria and indications for surgery. 

Typically, endometrioma presents as thick-walled cyst with ground glass 

echogenicity, one to four compartments with no papillary structure in premenopausal 
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women
1
.Single best discriminator between endometrioma and other cysts is ground glass 

echogenicity of cyst fluid. It has a sensitivity 0f 73% and specificity 0f 94% (Fig 1) 

 

Endometrioma (Fig 1) 

Hyper-echoic foci on the cyst wall if seen are indicative of endometrioma These are 

nothing but cholesterol deposits which are known as Echogenic flecks. 

Atypically , endometriomas can show solid areas. This is due to the presence of a 

retracted blood clot seen adjacent to the cyst wall which has a more regular surface without 

detectable blood flow. Unusually endometrioma can show calcification also. 

Kissingô ovaries sign: 1/3 to 1/2 of endometriomas are bilateral. They are commonly 

associated with adhesions of uterus and ovaries close to each other in POD. Posteriorly 

placed ovaries adherent to uterus gives the typical Kissing ovaries sign (Fig 2). 

 

Kissing ovaries sign (Fig2) 
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 It suggests that there are severe pelvic adhesions. Bowel and Fallopian tube 

endometriosis are significantly more frequent in women with kissing ovaries vs those without 

kissing ovaries: 18.5% vs 2.5% and 92.6% vs 33%, respectively
2
. 

Post menopausally ovarian cystic or solid cystic mass with a ground glass 

appearance have a high risk of malignancy
3
.Endometriomas have to be differentiated from 

non-endometriomas which show internal echogenicity e.g. 

Corpus luteum 

Haemorrhagic cyst 

Dermoid cyst 

Malignancy 

Colour Doppler can help in the differential diagnosis between endometrioma, corpus 

luteum and malignant lesion. Corpus luteum typically shows rich peripheral vascularisation 

like a ring of fire (Fig 3) whereas Endometrioma will have scattered vascularity over the cyst 

wall (Fig 4) 

  

Corpus luteum (Fig 3) Scattered vascularity (Fig 4) 

Haemorrhagic cyst will have organized blood clot of varying stages giving a cobweb 

appearance and Doppler shows scanty or high resistance flow. Corpus luteum and 
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haemorrhagic cysts resolve spontaneously in 4-6 weeks. Persistence, points towards diagnosis 

of endometrioma. 

Dermoid cyst may demonstrate a hyperechoic centre while the surrounding 

demonstrates low level echoes and acoustic shadowing. Dermoid cyst is usually seen n 

asymptomatic women. (Fig 5) 

 

Dermoid cyst (Fig 5) 

Endometriosis and tubal pathology 

It is important to assess tubal status in endometriosis. Pelvic endometriosis can 

involve fallopian tubes resulting in adhesions altering the normal tubal course or occluding 

the tube. TVS can show dilated fallopian tube with thick walls and incomplete septa seen as a 

cog wheel (Cog wheel sign). Presence of hydrosalpinx is an indication for surgical removal in 

infertile women 

Decidualisation 

Endometriomas may undergo decidualization during pregnancy, in which case they 

can be confused with an ovarian malignancy on ultrasound examination. Simultaneous 

presence of other endometriotic lesions may facilitate a correct diagnosis of endometrioma in 

pregnancy and minimize the risk of unnecessary surgery. 

Endometrioma and malignancy 
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Endometrioma could serve as a precursor of Endometroid Borderline ovarian 

tumours. Malignant transformation of endometrioma is rare. But can happen with advancing 

age. Incidence is 0.3-0.8%. Common cancer associated with ectopic endometrium is 

endometrioid adenocarcinoma. Other sub types such as clear cell carcinoma is rare. 

IOTA group simple USG rules 

(INTERNATIONAL OVARIAN TUMOUR ASSESSMENT) 

     Simple Malignant  

Unilocular cyst Irregular multi locular cyst 

Presence of solid components, where largest 

solid component<7mm 

Ascites 

Presence of Acoustic shadowing At least 4 papillary structures 

Smooth multilocular tumour with largest 

diameter < 100mm  

 

Irregular multilocular solid tumour with 

largest diameter >/-100mm 

 

No blood flow Very high colour content on colour Doppler 

 

Adhesions 

Endometriosis is often associated with the presence of pelvic adhesions. Ultrasound 

diagnosis in the evaluation of pelvic adhesions in the presence of ovarian endometriosis is a 

diagnostic challenge. In women who are infertile or have chronic pelvic pain and in the 

absence of ovarian endometriomas, it is important to look for sonographic signs of adhesions. 
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Normally, the uterus and ovaries are mobile and do not adhere to the surrounding 

tissues by palpation with the probe, abdominal palpation with the hand, or both. Movement of 

these organs can be seen on ultrasound (sliding sign). The lack of free movement of the 

pelvic organs while pushing gently on the uterus and ovaries (Negative sliding sign) suggests 

adhesions or Endometriosis. Endometriomas are usually fixed posterior to uterus.
 4
 

Assessment of POD mobility: 

         It can be assessed using real time ultrasound imaging. Gentle pressure is placed against 

the cervix with the transvaginal probe to establish whether the anterior rectum glides freely 

across the posterior aspect of the cervix and posterior vaginal wall. Absence of sliding sign 

indicates POD obliteration. It is useful to identify women who are at increased risk of bowel 

endometriosis 

Site-specific tenderness, reduced ovarian mobility and the presence of loculated 

peritoneal fluid in the pelvis, are called ósoft markersô for pelvic pathology, including 

superficial endometriosis
5
. 

Complications of endometriosis 

Torsion of large endometriotic cyst is rare. It can be diagnosed when there are 

changes in the outline of lesion, differential internal echogenicity and decreased vascularity. 

Rupture of endometriotic cysts result in subcapsular haemorrhage within the ovary and 

collapse of the lesion. Endometriosis has also been reported to be associated with 

spontaneous hemoperitoneum in pregnancy. It is a serious complication with high rates of 

adverse outcome. 
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Bladder endometriosis 

It may be suspected in patients with dysmenorrhoea and cyclical urinary symptoms-

urgency, dysuria and haematuria. TVS with slightly filled bladder improves visualization. 

TVS reveals solid nodule bulging towards the lumen from the posterior bladder wall close to 

vesico uterine pouch. Often the diagnosis is not considered at all or mistaken for cystitis. 

Deep infiltrating endometriosis (DIE)  

It has been defined as the presence of endometrial glands and stroma infiltrating more 

than 5mm in the sub peritoneal tissue. The prevalence of DIE is estimated to be 1-2% 

Commonest locations are rectovaginal, vesicouterine, uterosacral ligaments, bladder and 

bowel. TVS gives a typical sonographic appearance of hypoechoic linear thickening or 

nodules/masses with or without regular contours. The use of extra gel in the vagina or within 

the probe cover may create an acoustic window and optimize the ultrasound image of retro-

cervical deep endometriotic nodules
6
. 

Rectal Ultrasound (TRUS) can visualize uterosacral ligament thickness and rectal 

infiltration. 

Conclusion 

Real-time dynamic TVS is the primary diagnostic tool in the evaluation of pelvic 

endometriosis. Visualisation of typical sonographic features, site specific tenderness and the 

absence of organ sliding are important in detection of endometriosis and optimising 

diagnostic accuracy.    
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Chapter 3 
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The term óadolescenceô is derived from Latin óadolescereô meaning to grow, to mature 

and considered as transition from childhood to adulthood and progression from appearance of 

secondary sexual characteristics to sexual and reproductive marked feature. 

Adolescents are categorized as: 

ü Early adolescence (10 -13 yrs.):  Spurt of growth of development of secondary sex,  

ü Middle adolescence (14-16 yrs.): Separate identity from parents, new relationship to peer 

groups, with opposite sex and desire for experimentation  

ü Late adolescence (17-19 yrs.):  Distinct identity, well-formed opinion and ideas. 
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Menstrual disorders are common in adolescent girls. Periods can be regular or irregular, 

heavy with or without pain. It may be present for first few years due to immaturity of HPO 

Axis. Serious pathology is rare; menstrual dysfunction has a significant effect on daily 

activities and may result in school absence. 

Pelvic pain and dysmenorrhoea may be due to a genital tract anomaly and some 

pathology. Endometriosis though disease in adult women, it is increasingly recognized in 

adolescent girls
 (1) 

Studies have found it affects up to 70% of girls with chronic pelvic pain 

refractory to standard treatment. 
(2)

 Endometriosis is not always identified on ultrasound and 

if pain continues despite standard treatments, diagnostic laparoscopy should be performed.  

Endometriosis in adolescent is unrecognized, ignored and mislabelled in the 

adolescent population. This frequently results in chronic pelvic pain, adhesive disease, and 

infertility. Atypical presentation is more common. Early diagnosis and treatment during 

adolescence may decrease the disease progression and prevent subsequent infertility. 

 

Incidence 

Endometriosis is a common benign and chronic gynaecologic disorder related to the 

presence of endometrial glands and stroma outside of their normal location.
 (3)

 The most 

common cause of secondary dysmenorrhea in adolescence is endometriosis.
 (4)

 In general 
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population prevalence is about 0.7 and 44%. In adolescents it is difficult to quantify the 

incidence among adolescents,
 (5)

 but by available studies it is of 47%.
 (6)

 

Symptoms 

  Symptoms of endometriosis in adolescent are  acyclical chronic pelvic pain- 

dysmenorrhoea, Bowel and bladder symptoms.
 (7)
  

Acyclic/cyclic pain - 63%              Acyclic pain only - 28%          Cyclic pain only - 9% 

Gastrointestinal pain - 34%          Urinary symptoms - 13%       Irregular menses - 9% 

Vaginal discharge - 6% 

Primary (spasmodic) dysmenorrhea refers to recurrent, crampy lower abdominal pain 

that occurs during menstruation in the absence of pelvic pathology. Colicky lower abdominal 

pain radiates to supra pubic or inner thigh accompanied by nausea, vomiting, headache, 

diarrhoea and fatigue. 

Secondary (congestive) dysmenorrhea: painful menstruation in the presence of pelvic 

pathology - dull aching lower abdominal pain due to pelvic congestion - Fibroid, 

endometriosis 

Initial evaluation includes a thorough history, a pain diary documenting severity of 

pain, relation to bowel and bladder, missing school and social activities, indicates a need for 

intervention 
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Stages of Endometriosis 

Stage 1: Minimal: - Isolate implants; no significant adhesions 

Stage 2: Mild: - Superficial implants less than 5cms in aggregate scattered on the peritoneum 

and ovaries. No significant adhesions are present 

Stage 3: Moderate: - Multiple implants, both superficial and invasive. Peri tubal, peri ovarian 

adhesions may be evident 

Stage 4: Severe: - Multiple, superficial and deep implants, including large ovarian 

endometriomas, Flimsy & dense adhesions are usually present 

Types of endometriosis in adolescent 

· Peritoneal endometriosis 

· Ovarian endometrioma 

· Deeply infiltrating endometriosis 

· Severe endometriosis is seen in 32% of adolescent girls.  
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Risk factors for adolescent endometriosis 

Early age of menarche <12 years (Nnoaham et al,)  polymenorrhoea, menorrhagia, 

girls with low BMI ,family history of endometriosis( 6.9 times higher),severe dysmenorrhoea 

where OCP is used as analgesic and not as contraceptive,  school absenteeism more than 18 

days in a year due to use as analgesic and not as contraceptive, school absenteeism more than 

18 days in a year due to dysmenorrhoea, pain interfering with daily activities, dyschezia and 

deep dyspareunia in sexually active girls are considered to be risk factors. These girls have to 

be watched for development of deeply infiltrating lesions at a later stage. Presence of 

neonatal uterine bleeding may represent a warning sign of the future development of 

endometriosis and increase the awareness of devastating disease in the young woman, 

Diagnosis 

Diagnosing endometriosis in adolescents should include detailed history-taking, an 

age-appropriate physical examination, and diagnostic imaging. 

A health risk screening tool such as the HEADSS assessment 
(8)

 may assist the health 

care provider. HEADSS is a framework for history-taking that begins with topics the 

adolescent may have more comfort discussing and concludes with more sensitive questions: 

Home or housing, Education and employment, Activities, Drugs, Sexual activity and 

sexuality, and Suicide and depression. 

Physical examination is important. Abdominal examination may not reveal anything 

significant. Most of the adolescent girls will co-operate for rectal examination. 5 ï 11% of the 

adolescent endometriotic patients will have associated Mullerian anomalies. Q-tip test has to 

be done to rule out transverse vaginal septum. Adnexal pathologies should also be ruled out 

by rectal examination. In sexually active adolescent girls bimanual pelvic examination is 
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feasible. 32 % of the adolescent girls will have utero sacral nodularity, endometrioma and 

deeply infiltrating endometriosis. Rectal exam can be performed when needed for adolescents 

who are not sexually active. 

1. Ultrasound diagnosis of endometriosis are:  

Unilateral / bilateral, Kissing ovaries, Unilocular / Multilocular, Thin/ Thick septae, 

Mobility restricted, Elicitation of site specific tenderness, Mural echogenic foci, Low level 

internal echoes and posterior acoustic enhancement called ground glass appearance , Effect of 

surrounding tissue, Nodular wall thickening.        

2. Doubtful cases - MRI done 

3. 3D/4D /Colour doppler 

It can differentiate adnexal pathology like acute haemorrhagic cyst or dermoid or 

neoplasm. Blood flow in endometrioma is usually peri cystic with resistive index above 0.45. 

 

4. Sono-vaginography or saline infusion sonography by trans rectal USG 

DIE lesions can be picked up with saline filled vagina. Recto vaginal septum and 

uterosacral nodularity and posterior bladder infiltration are better picked up than MRI. With a 

sensitivity of 97% and specificity of 96%. 
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5. CT scan has limited role in diagnosis of endometriosis. CT scan can demonstrate recto 

vaginal endometriosis (Colon should be distended and vagina packed) Ą (Virtual 

Colonoscopy)  

 

6. MRI 

MRI is useful for adolescent girls who are not sexually active in diagnosing 

endometriosis. It cannot pick up peritoneal endometriosis.  MRI is a must for deeply 

infiltrating endometriosis before surgery is planned by the team of urologist, 

gastroenterologist and laparoscopic gynaecological surgeon. T1 and T2 weighted images 

along with fat suppression for T1 image is taken along with gadolinium contrast. For 

diagnosing endometrioma ideal is USG. Only for doubtful cases MRI done.  MRI can 

differentiate cystic teratoma from endometriomas. MRI has 90% sensitivity 98% specificity. 

(Chapron.Borghese et al) 


