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HISTOLOGICAL (MICROSCOPIC)
APPEARANCE OF ENDOMETRIOSIS

Definite dia is of endometriosis is made by
@.Stoiogical@i detecting  endometrial _tissue  (both *
endometrial glands and stroma) in the en ometriotic
lesions. On (Microscopic examinationJthe endometriotic
implants consist of endometrial glands and stroma with or
without hemosiderin laden macrophages (Fig. 25.2). The
endometrial glands may have proliferative or secretory
glandular _activi with __increased vasculanzanotn.
(Deep_infiltrating _endometrios} gsually de%\onsh:iz

Toliferative glands and stroma in dense h‘:lmskands
smooth muscle tissue. Some‘.ames., endometrtxr i m%a -
and stroma may not be visible in endome

emosiderin laden phagocytic cells may be seen.

St 3 i
i (riosis is rare an
Malignant change M endome oo

: oty
typ arian adenocarcin®
. cally low grade oV o
1gCnoZis They are estrogen de'pende.
10 ; .

develop in long-standing _endome

GNANT CHANGE IN ENDOMETRIOSIS S















LN

g o

nes of &
Vig, 255 Variows lagraros i fﬂﬁzpm -
f/:, Ked Jesions; (B) WBrown lesion; ¢
() Veritoneal blabs,

5) Frozen pdvie
‘.x,,,;,,«”mflﬂm"')

Oy
[/m[mwd b
discussg ind

“Pon. There ape
these three
Uil horp,

many classifics

Hon sy ster
OMOonly e

and will e

are ¢

sterior cul de sac ok i
adhesioe and f::bal adhesions, The
1 the basig of Surface arey of disease, de
L rAsum (:lamlicnlhm 1997 (Revigeq :;';:ﬁ:);:?mﬁd amxeiéwfi e R
Amerieqy Soclety fo, Producifye Medicing ) ' .
L'Iaul/icatlon) (Fig, 256 A)
This sygtpm 19 baged

A, s ‘r.,.i.mnl}mv‘“na‘,mmm - 1-5 poi
" traoperfiy, disease fipnai  Stagy
M lakey ity accoyny Perltones| o 8¢ "‘”"89/

' "’"”W*‘M&, Wiitfag I, '

































0(‘ /(UJOQ‘ d\em%o,\ \ ng Rty b\ﬂ&% 'r\wmb MW‘)?Q
. (Ao  4f
- 'V‘“a : am .0 i ;
% © O eRT | ‘Q‘DE‘)\C, QQAW\ oI
' ndometriosis and Adenomyosis
e bleeding in 4th or 5y
NSt 5 a2t d(‘\'dd\\\)
me .nsabdominal ultrase s). The .
3 g i 8 asound  does e revised FIGO (; :
‘;.:\"‘350 n:‘tlv ometrial ,Ch““l-’v“ﬁ of L\u\o:\?(b “f“ sonographic MUSA (MZHM) systemn talks of refined
i + sub irasound (TVS) is preferred omyosis, Assessmefit) b . { Aorphologic Uteriis Se wphic
i ::m.“\.\;‘ilh‘ ws (Fig. 2510 A) ed. Findings and evalual dased diagnostic criteria, ""’Nlif‘k‘atmn
Al - are & 3 el ey aluation of the junctional zone | -
1‘ \.t:\nl’x‘“‘ “\.‘”:‘bt)}.-‘“t‘l}’(d uterus o three-dimensional ullrdwr\(lgra;ﬁhy fr;;(‘m h‘w.[ .w"h )
) o ant® or pOSIETIOL nyometrial wall lw.(, or more of these criteria wo‘h k‘}P&mc of z, -
i Th‘“m,‘ {enomyosis appears thick with a diagnosis of adenomyosis 'r:i‘y- :«qw‘mt(,d
P ontdt v of myometrial texture suggested are as 0f Sghe criteria P
OLE ) e re gested are as follows (Fig, 25.11):
Hotw,‘ hoic cysts in . : ; = ¢ 2511
(@ gall ™ p (\‘Ct{\pi " eng;z:‘:\e_trllum (due to ((ii)) ‘;\\;metlncal myometrial thickening ~
etrial foci ometrial cysts
cystic & sctions  fr foci) (i) Hy metrial cysts . — o &
Griated jex S om endometrium o (iv) pr,erechmc islands ,,-r\eva *po U R4 2o a
| Gtrié iv) Fan shaped f ‘ s 3
{f m\mn -~ dometriall ech ) Ech__ap_e_ Shadowmg. : /sq\yfoS\S B 39
e i d .] i 0. Use of color or (v T ogenic subendometrial lines and buds | 1¢*® ¢
! pover oY iffuse vascularity in the (vid Torey ﬂes“’.“a‘r___ﬁsc_ul@rity where present
o etrium. egular junctional zone
e rOO- COARO YuaC viii LN
e\l K€D ‘“ﬁ,‘; = ’\U‘“ 2 (viii) Interrupted junctional zone
A — :

Magnetic resonance imaging (MRI): It fs‘ﬁ'\:
be.:st modality to diagnose adenomyosis and to
differentiate it from leiomyoma. A T2 weighted image

usually shows ill-defined, relatively homogeneous @
low_signal intensity (hypoechoic) areas embedded -
with scattered high intensity s ] 1

Y There is thickening of junctional zone in adenomyosis

of mote than 12 mmy Localized adenomyoma can be
confused with leiomyoma even on MRIL_However,
aaenomxoma is usually in the posterior wall

and lacks distinct borders! S higl\is_msifmity

and specificity to detect adenomyosis as compared to
TVS.

S

3. Hysterosalpingography with water-based medium
can sometimes demonstrate i spiculations
or tuft defects extending from endomefrium fto
myometrium in adenomyosis but is not very reliable
in the diagnosis of adenomyosis.

4. Hysteroscopic myometrial biopsy of the posterior
uterine wall with use of 5 mm loop electrode ca

diagnose adenomyosis on histological examination,
but is rarely performed.

5. Hormone receptor studies have demonstrated
and progesterone
receptors in adenomyosis.
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MANAGEMENT

The main goal of treatment is relief from main symptoms
of pain and heavy menstrual bleeding. The medical
treatment resem

bles endometriosis but is less effective.

Medical Treatment
1. Nonsteroidal anti-inflammatory drugs (NSAIDs):
The drugs like mefenamic acid or ibuprofen can be

given to young women with dysmenorrhea ar.\d heavy
menstrual bleeding but the results are unsatisfactory:
fig. 251 :A : 4 These drugs are used as a temporary measure before
e 0 (A) Transvaginal ultrasound showing groun definitive Surgery. e
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