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Abstract

Introduction: Colorectal endometriosis results in alterations of bowel habit and rectal bleeding (rarely).
Evaluation of the disease process and subsequent surgical planning is via a multidisciplinary team approach.

Aim:The aim of our study is to analyze the gynecological endometriosis work load to assess colorectal
involvement acquired.

Methods: This was a retrospective observational study. Data was collected from theatre records, MDT outcomes,
clinical records, HIPE system and postoperative pathological findings. Inclusion criteria were those with documented
clinical and imaging diagnosis of deep pelvic endometriosis. Patients diagnosed with endometriosis who underwent
surgical management were reviewed. We analyzed the colorectal work load required in surgical approach in deeply
penetrating endometriosis.

Results: Total of 28 women (mean age 39, range 26-56), over 3 years period (Jan 2014- Jan with diagnosis of
Stage IV endometriosis who had undergone surgical intervention were included in our analysis. A clear majority
have complained of pelvic pain (on defecationespecially perimenstrually). Operations included were anterior
resection (6), sigmoid colectomy (1), rectovaginal fistula repair (1), appendectomy (1), adhesiolysis (3), and
hysterectomy with or without bilateral salphingo-oophorectomy (16). About 42%of the cases had colorectal
surgeon’s involvement, adhesiolysis or complicated procedure such as anterior resection.

Conclusion: Colorectal input is required in significant volume in gynecological endometriosis cases. Studies
have shown the surgical treatment of DIE is complex and subject to complications. The surgical expertise of a
multidisciplinary team plays a vital role in this setting. For patient safety and medico legal cases it is important to
have MDT approach.

Keywords: Deeply infiltrating endometriosis (DIE); Chronic pelvic
pain; Surgical intervention; Complications; Patient safety; Medico legal
cases; MDT approach

Introduction
Deep infiltrative endometriosis (DIE) has been defined as

endometriosis that penetrates more than 5 mm under the peritoneal
surface [1] DIE involves the uterosacral ligaments, the pouch of
Douglas, the rectovaginal septum, sigmoid colon and rectum.

Chronic pelvic pain is associated with the depth of the DIE and
surgical therapy remains the pillar of treatment [2].

Bowel endometriosis affects between 3.8% and 37% of women with
endometriosis. The evaluation of symptoms and clinical examination
are inadequate for an accurate diagnosis of intestinal endometriosis
[3]. Larger nodules infiltrating the intestinal muscular layer cause a
wide range of symptoms including dyschezia, constipation, diarrhea,
abdominal bloating, painful bowel movements, passage of mucus in
the stools and cyclical rectal bleeding.

In this setting, treatments as regards to symptoms can be
challenging, [4,5] but to ensure complete removal of the disease and
obtain the best results in terms of quality of life, extensive surgical
removal of endometriosis lesions may be required [6]. Multiple studies
show that the complete resection of endometriosis gives long-term
symptomatic relief, especially for the one with debilitating symptoms
[7-9]. Treatment should be adjusted in line with the specific
characteristics of the disease [10,11]. There are many studies that show
the evidence to support the use of laparoscopic surgery to improve
pain and infertility [12].

The systematization of strategy is essential to make surgery more
reproducible, safer and less time-consuming. Nevertheless, even in the
most expert hands, complications may occur. Outcomes must,
however, include pain, fertility, organ dysfunction and quality of life
[13-16].

In chronic/persistent diseases, such as endometriosis an integrated
approach involving a multi-disciplinary team is not just needed but
rudimentary [17,18]. Thus a multidisciplinary surgical team led by a
surgically experienced gynecologist working together in complex cases
with urologists, gastrointestinal surgeons and/or general surgeons may
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all play an important role in providing satisfactory treatment and as
well as increasing the possibility of providing consistent, evidence-
based and cost-efficient care [17,18].

As our multidisciplinary team has been working for over 3 years, the
aim of our study was to analyze the gynaecological endometriosis work
load to assess colorectal involvement acquired for DIE at AMNCH
hospital.

Methods
This retrospective observational study involved a multidisciplinary

surgical team who operated on women suffering with endometriosis
from January 2014 to January 2016. Data was collected from theatre
records, multidisciplinary outcomes, clinical records, HIPE system and
postoperative pathological findings. A total of 28 women with
diagnosis of stage IV endometriosis that underwent surgical
intervention were included in the study.

Inclusion criteria were those with documented clinical and imaging
diagnosis of deep pelvic endometriosis. All cases with histological
confirmation of endometriosis were included. Relevant preoperative,
intraoperative, and postoperative data were retrieved and recorded in
an Excel spreadsheet. All the patients with stage 1, 2 and 3
endometriosis, patients with no surgical intervention and patients with
bladder involvement. Since the aim of this study is analyze colorectal
surgeon’s involvement in Stage IV endometriosis, patients included in
the study were solely those with deep colorectal endometriosis. Once
the patients recovered fully from surgical aspect, they were followed up
by gynaecologist to decide if any medical treatment is required. The
requirement of medical therapy was not studied and hence not
included in this study. This, unfortunately, is one of the limitations of
this retrospective study.

All women underwent gynaecological examination, pelvic
transvaginal and abdominal ultrasonography, colonoscopies, CT
colonography to evaluate the presence of pelvic endometriosis.
Biopsies were taken at the time of colonoscopies if a suspicious lesion
was seen at the time. Colonoscopy results, pathological findings from
the biopsies were correlated with the CT colonography and hence a
systematic strategy regarding surgery was established for each patient.
There are numerous classification methods proposed for endometriosis
[19]. The gynaecologist involved in this multidisciplinary study used
revised American Fertility Society classification it provides a
standardized form for recording pathological findings and helps
predict the probability of pregnancy following treatment [20].

CA125 is one of the biomarkers used in the diagnosis of
endometriosis [21]. This biomarker is used in our centre as well for
endometriosis diagnosis. However, this parameter was not included in
this study.

All women were scheduled for laparoscopic management of deep
infiltrating endometriosis and an informed written consent was taken
for the surgical treatment. The surgical team had an extensive
background in DIE. We choose to assess one gynaecologist and one
colorectal surgeon to have a uniform criterion for all cases.

Different types of surgeries included anterior resection, sigmoid
colectomy, rectovaginal fistula repair, appendectomy, adhesiolysis, and
hysterectomy with or without bilateral salphingo-oophorectomy.

Bowel resection was preformed when radiological diagnosis of
intestinal endometriosis confirmed the presence of intestinal lesions

associated with marked restriction of the bowel lumen after
colonoscopy. Furthermore, in deciding intestinal resection or just
intestinal nodule shaving is required, we considered endometriosis and
intestinal symptoms, impairment of quality of life due to intestinal
symptoms, desire of pregnancy and the intra-operative evaluation
performed by the gynaecological surgeon and the colorectal surgeon.

Patients diagnosed with endometriosis who underwent surgical
management were reviewed and correlated with the histological
findings and patients with histological confirmation of endometriosis
were included in our study. We analyzed the colorectal work load
required in surgical approach in deeply penetrating endometriosis.

Results
During the study total of 28women (mean age 39, range 26-56), over

3 years' period (Jan 2014-Jan 2016) with diagnosis of Stage IV
endometriosis who had undergone surgical intervention, were
included in our analysis.

Most of these women have this complex surgery because of pelvic
pain which impacts on their quality of life considerably, and on
questioning will also report pain on defecation, especially
perimenstrually, which points towards deeply infiltrating
endometriosis involving bowel.

Operations included were anterior resection (6), sigmoid colectomy
(1), rectovaginal fistula repair (1), appendectomy (1), adhesiolysis (3),
and hysterectomy with or without bilateral salphingo-oophorectomy
(16).

About 42% of the cases had colorectal surgeon’s involvement,
adhesiolysis or complicated procedure such as anterior resection.

Discussion
The multidisciplinary team approach is considered as one of the

essential practice in the management of chronic conditions. According
to a study conducted by Ugwumadu et al. [22], MDT is well established
in the provision of clinical care in most critical care institutions. More
importantly, in recent days there has been a drive to have MDT in the
management of women experiencing severe endometriosis and who
need complex surgery. In fact, the European Society for Human
Reproduction and Embryology (ESHRE) and the British Society for
Gynaecology Endoscopy (BSGE) have advocated for the
implementation of the practice [22]. Further, both ESHRE and BSGE
argue that the adoption of the multidisciplinary approach will lead to
better results in patient care. On the contrary, there are a wide range of
barriers in the implementation of the practice in women care–at the
top of the list is the issue of lack of reliable information and knowledge
in the practice [23]. Generally, scientific researchers and healthcare
practitioners agree that the MDT is a major practice that will catapult
clinical care in the society.

This study reports that 42% of cohort has colorectal involvement for
which this cohort underwent complex colorectal procedure which
involves adhesiolysis, colectomies and rectovaginal fistula repair. From
our findings, there is a strong connection between surgical
management of severe diseases and the involvement of a
multidisciplinary team. According to Avila, MDT is crucial since
surgical processes may be complex and require input from colorectal
and urologic colleagues. Avila et al. agree with the current findings
based on their prior research where they reported 64% of patient had
colorectal surgical involvement in women with stage IV endometriosis
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[23]. In 2015, Roman et al. reported on 1135 patients with colorectal
endometriosis and showed that colorectal segmental resection in
40.4% and sigmoid colon segmental resection in 6.4% respectively
[24]. Another series of 35 patients by Bachmann et al. [25] showed
74% (26 patients) colorectal resection for management of
endometriosis. Therefore, the role of a multidisciplinary team
approach cannot be forfeited in cases of severe surgical treatment [25].
However, several studies showed that after bowel resection there is
improvement in pain, gynaecological, and intestinal symptoms and It
Is a safe and effective procedure, with an acceptable rate of
postoperative complication [26,27].

From other study, they concluded that involvement of specialized
multidisciplinary team was crucial in severe cases of endometriosis
[28]. Therefore, the role of a multidisciplinary team approach cannot
be forfeited in cases of severe endometriosis.

Previous studies have shown that laparotomy and laparoscopy are
equally effective in the treatment of endometriosis-associated pain
[29]. As we know that laparoscopy is usually associated with a better
postoperative recovery, shorter hospital stays, and better cosmesis,
hence it was preferred to open surgery by the colorectal surgeon
involved in this study. Symptomatic endometriosis, especially deep
endometriosis, is best treated by a single laparoscopic operation to
restore pelvic anatomy and to improve pain, quality of life, and fertility
[30,31]. A randomized trial shows that laparoscopic surgery is safer
option when a woman requires colorectal resection and provides a
higher pregnancy rates than open surgery. Though, improvement in
symptoms and quality of life is somewhat same [32].

Transvaginal sonography plays a significant role in the detection of
deep endometriosis of the pelvis [33]. Fertility sparing surgery is the
treatment of choice among most symptomatic women who would want
to retain their fertility. Sparic et al. argue that the basis for the
approach is hinged the negative impact of endometriosis treatment
drugs–the drugs interfere with the ovulation process. As illustrated
from the current study, the success of the treatment process cannot be
ascertained without a proper preoperative diagnosis [34]. In this
regard, the findings indicate that a multidisciplinary approach is
always vital in severe endometriosis treatment. In fact, the
combination of a wide range of skills will improve the outcomes.

The study findings illustrate the role of complex surgery in the
reduction of pelvic pain impacting on the quality of life of the patients.
In addition, there are a wide range of operations required in the
treatment process and this point out towards infiltrating endometriosis
involving bowel. The current evidence strongly supports the
significance of implementing MDT in relieving endometriosis
symptoms [35]. Generally, the treatment of endometriosis within a
multidisciplinary approach appears to be safe and exhibits low rate of
significant short-term complications. At the same time, the surgical
techniques of a multidisciplinary team play a pivotal role in ensuring
positive outcomes in the long-run [28].

One of the limitations of this study is the use of a small sample size;
therefore, the results must be taken cautiously. However, we are
confident about our data as it was collected from one of the busiest
colorectal centers in the Country. This is one of the regions where most
efficient MDT services have been offered and demonstrated to work.
However, further studies are required to fully authenticate the
significance and the efficacy of a multidisciplinary team in the
treatment of endometriosis.

Conclusion
DIE affects young women for whom chronic pelvic pain,

dyspareunia and infertility preservation is a major issue. Studies have
shown the surgical treatment of DIE is complex and subject to
complications. This should be considered when planning on treatment.

Colorectal input is required in significant volume in gynaecological
endometriosis cases. The surgical expertise of a multidisciplinary team
plays a vital role in this setting. For patient safety and medico legal
cases it is important to have MDT approach. Hence, evaluation of the
disease process and subsequent surgical planning is via a
multidisciplinary team approach.
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