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INTRODUCTION 

Endometriosis is a progressive and benign estrogen-

dependent disease. Endometriosis characterized by the 

presence of endometrial tissue including glands and 

stroma outside the uterine cavity.1 

In current practice laparoscopic surgeries are the main 

indication for the diagnosis and treatment of 

endometriosis. This is because endometriosis occurs 

among the women with reproductive-age and frequently 

lead to pelvic pain and/or infertility.2,3 Previous studies 

have reported a prevalence of 10% for this condition.2,4 

Previous studies have reported that using accurate and 

standardized macroscopic criteria can assist in making 

visual diagnosis of endometriosis.  

There are only few studies which have used these 

macroscopic criteria.5-8 However, previous authors have 

also advocated to use histological analysis for the 

confirming the visible lesions.9,10 But histological 

assessment is not always possible mainly in the deeply 

infiltrating endometriosis. Hence in present study we 

tried to study degree of pelvic pain and try to find out its 

association with the macroscopic features of 

endometriosis. 

ABSTRACT 

Background: Endometriosis is considered as the chronic benign gynecologic disease which can cause chronic pelvic 

pain (CPP) and infertility. Endometriosis has affected almost 10% of the women of reproductive age. 

Methods: Thirty women diagnosed with endometriosis were studied. Pain intensity was assessed by visual analogue 

scale (VAS) and categorized as mild, moderate or severe accordingly. This was followed by laparoscopy/ laparotomy 

and staging of endometriosis which was done as per the American Society for Reproductive Medicine (ASRM) 

classification system. Corrective procedures were done simultaneously.  

Results: Mean age of women with endometriosis was 30±5.75 years. Majority had superficial implants (30%), 6.66% 

had deep implants and 6.66% had combination of superficial and deep implants. There was no significant difference 

between implants and severity of pain (p=0.069). There was a significant association between severity of pain with 

obliteration of POD. Significant association was seen between deeply infiltrating endometriosis (DIE) represented by 

the pouch of Douglas (POD) obliteration and severity of pain. 

Conclusions: Severity of pain was significantly associated with deeply infiltrating endometriosis (DIE) represented 

by the pouch of Douglas (POD) obliteration. However, no association was obtained between severities of pain with 

superficial implants. 

 

Keywords: Deeply infiltrating endometriosis, Macroscopic features, Pouch of douglas 

Department of Obstetrics and Gynecology, Lady Hardinge Medical College, New Delhi, India 

 

Received: 04 April 2019 

Accepted: 06 May 2019 

 

*Correspondence: 

Dr. Tarini Sonwani, 

E-mail: tanusonwani@gmail.com 

Copyright: © the author(s), publisher and licensee Medip Academy. This is an open-access article distributed under 

the terms of the Creative Commons Attribution Non-Commercial License, which permits unrestricted non-commercial 

use, distribution, and reproduction in any medium, provided the original work is properly cited. 

DOI: http://dx.doi.org/10.18203/2320-1770.ijrcog20192442 



Sonwani T et al. Int J Reprod Contracept Obstet Gynecol. 2019 Jun;8(6):2421-2424 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                     Volume 8 · Issue 6    Page 2422 

METHODS 

A prospective observational study was performed on 30 

women with endometriosis in Department of Obstetrics 

and Gynaecology in collaboration with Department of 

Radiology at Lady Harding Medical College and Smt. 

Sucheta Kriplani Hospital, New Delhi, India from 

November 2012 to March 2014. 

A series of 30 women, aged 20-49 years, diagnosed as 

having endometriosis by clinical history, abdominal and 

pelvic examination, transvaginalsonography and colour 

Doppler were included in the study. Patients with other 

causes of pelvic pain and infertility like pelvic 

inflammatory disease, torsion ovarian cyst, ectopic 

pregnancy, or treatment with any kind of hormonal 

therapy (oral contraceptives, LH-releasing hormone 

analogues, clomiphene, or gonadotropins) in the previous 

3 months were excluded. Written informed consent was 

taken from all women after explaining the nature of 

study. 

Pain intensity was assessed by visual analogue scale 

(VAS). Pain intensity is scored from 0 to 10, in which 

score 0 means no pain and 10 means worst pain. A score 

of 1-3, 4-6 and ≥7 is classified as mild, moderate and 

severe pelvic pain respectively by looking at the facial 

expression of the patients (Wong Baker faces). 

The abdomen was palpated to feel for any mass, its 

approximate size, its consistency, movable or fixed, 

whether tender or not. Per- vaginum examination was 

done toassess any thickening, scarring or nodularity over 

pouch of Douglas. Per-rectal examination was done to 

feel for any thickening, nodularity, scarring over pouch of 

Douglas and uterosacral ligaments. Morphological 

features such as presence of superficial peritoneal 

endometriosis, ovarian endometriosis or deeply 

infiltrating endometriosis obliterating the cul-de-sac were 

noted.  

All the data analysis was performed using IBM SPSS ver. 

20 software. Means and standard deviations were 

calculated for all continuous variables and chi square and 

ANOVA were used to determine statistically significant 

differences. Probability value less than 0.05 was set in 

order to determine significance. 

RESULTS 

Mean age of study cohort was 30±5.75 years. Majority of 

the women were in the age group of 25-29 years (11 

(36.7%)). Parity in women with endometriosis ranged 

from 0 to 4. The mean parity was 1.10±1.24. Out of 30 

women with endometriosis, 15 (50%) were nulliparous, 2 

(6.66%) women had only 1 child while 13 (43.33%) 

women had 2 or more children. 

Out of 30 women with endometriosis, 9 (30%) had 

superficial implants, 2 (6.66%) had deep implants and 2 

(6.66%) had combination of superficial and deep 

implants. 

Table 1: Correlation of peritoneal implants with 

degree of pain by visual analogue scale                                  

in endometriosis. 

Peritoneum 

implants 

Degree of pain by VAS 
p 

value 
Mild 

(n=10) 

Moderate 

(n=15) 

Severe 

(n=5) 

No implants 

(n=17) 
9 (90) 8 (53.3) 0 (0) 

0.069 
Superficial 

(n=9) 
1 (10) 5 (33.3) 3 (60) 

Deep (n=2) 0 (0) 1 (6.7) 1 (20) 

Both (n=2) 0 (0) 1 (6.7) 1 (20) 

Data is expressed as number of patients (percentage), VAS; 

visual analogue scale 

Table 2: Correlation of obliteration of pouch of 

douglas with degree of pain by visual analogue scale 

in endometriosis. 

POD 

obliteration 

Degree of pain by VAS 
P 

value 
Mild 

(n=10) 

Moderate 

(n=15) 

Severe 

(n=5) 

No 

obliteration 

(n=15) 

9 (90) 6 (40) 0 (0) 

0.001 

Partial 

obliteration 

(n=9) 

1 (10) 7 (46.7) 1 (20) 

Complete 

obliteration 

(n=6) 

0 (0) 2 (13.3) 4 (80) 

Data is expressed as number of patients (percentage), VAS; 

visual analogue scale 

DISCUSSION 

Due to presence of polymorphism of endometriotic 

lesions, it becomes difficult to establish link between 

pelvic pain and endometriosis. All the lesions at 

microscopic level behave as a single entity.11 At 

macroscopic level pelvic endometriosis can be divided 

into superficial peritoneal (and ovarian) endometriosis, 

cystic ovarian endometriosis and deeply infiltrating 

endometriosis.12-14 Considering macroscopic type, 

endometriosis will play somewhat different roles with 

respect to the painful symptoms. In present study we tried 

to establish the relation between severity of pain and 

macroscopic features of endometriosis. 

In present study patients experienced three types of pain; 

which were dysmenorrhoea, dyspareunia and chronic 

pelvic pain. Incidence of CPP was 56.66%. VAS was 

used to assess the degree of pain and was classified as 

mild, moderate and severe pain. We found that majority 

of the women experienced moderate pain (50%) and 

16.67% women had severe pain. However, there were 
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33.33% women who experienced mild pain. Previous 

study by Somigliana et al, reported that dysmenorrhoea 

was present in 77.4% of women with endometriosis, 

dyspareunia was present in 46.2% of women while 

chronic pelvic pain was present in 51.6% of women.15 

The incidence of CPP reported by Somigliana et al, is in 

agreement to present study findings where we reported an 

incidence of 56.66%.15 In a similar study, Holland et al, 

also reported higher percentage of dysmenorrhea, 

however incidence of CPP (49.5%) was similar as 

reported by us.16 A lower incidence of CPP (21.5%) was 

reported by Dai et al.17 This may be due to variable in 

geography and sample size. 

Incidence of peritoneal implants in women with 

endometriosis obtained in present study was 43.33%. Of 

these, majority (30%) had superficial implants. Here we 

correlated peritoneal implants with severity of pain and 

found that women with mild pain 10% had superficial 

implants whereas majority of the women with severe 

(60%) and moderate pain (33.3%) had revealed 

superficial implants. Deep implants and combination of 

superficial and deep implants were present in only 13.4% 

woman out of 15 with moderate pain and in 40% woman 

out of 5 with severe pain while absent in women with 

mild pain.  

However, author did not find any significance difference 

between implants and severity of pain. In agreement to 

present study previous study done by Vercellini et al, and 

Somigliana et al, incidence of peritoneal implants was 

39.7% and 61.3% respectively.15,18 Another study done 

by Muzii et al, also reported no significance association 

between dysmenorrhoea and peritoneal implants.19 

Similar to present study Chapron et al reported that 

dysmenorrhoea was associated with implants while 

dyspareunia and CPP were not associated with severity of 

pain.8 

Incidence of POD obliteration observed in present study 

was 50%. Of that, 30% had partial obliteration while 20% 

had complete obliteration. Out of 50% women with POD 

obliteration, 10%, 60% and 100% experienced mild, 

moderate and severe pain respectively. Among the 

women with moderate and severe pain complete POD 

obliteration was found in 13.3% and 80% respectively.  

Deeply infiltrating endometriosis represented by 

obliteration of POD correlated positively with severity of 

pain. In agreement to present study Reid et al reported 

that POD was not obliterated in 50% women while partial 

obliteration was seen in 18% and complete obliteration 

was seen in 32%.20 In another study by Vercellini et al, 

found a strong association between posterior cul-de-sac 

lesions and pain at intercourse.18 

Cross sectional nature and small sample size were the 

main limitation of the present study; a large randomized 

clinical trial is needed to strengthen the present study 

findings.  

CONCLUSION 

Present study results confirm the need of macroscopic 

confirmation to obtain a diagnosis of endometriosis as 

severity of pain was significantly associated with deeply 

infiltrating endometriosis (DIE) represented by the pouch 

of Douglas (POD) obliteration. However, no association 

was obtained between severity of pain with superficial 

implants. 
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