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TREATMENT GOALS 

• The goals of endometrioma treatment are:

• To relieve symptoms (eg, pain or mass), 

• Prevent complications related to the adnexal mass (eg, 

rupture or torsion exclude malignancy), 

• Improve subfertility, and preserve ovarian function.



Relief of symptoms

Endometriomas that cause pain or a mass effect are 

removed to relieve the patient's symptom

Prevention of cyst complications

• Enlarging cysts are removed because they increase 

• the risk for ovarian torsion, cyst rupture

• and the possibility of malignancy



Treatment of subfertility

excision 

of the endometrioma

danazol

or gonadotropin-releasing hormone agonists 





Endometriosis: Management of ovarian endometriomas
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CONCLUSION(S) 





Preservation of ovarian function





repeat 

surgery



TREATMENT OPTIONS 

• Cystectomy

• Observation with serial imaging

• Medical therapy is an effective treatment for pelvic pain 

• caused by endometriosis, it has no benefits over observation 

• for management of endometriomas



• Surgical resection provides : 

Risks of surgical  resection



• Observation preserves  ovarian function and avoids  
surgical  risk. 

The  risks  of observation  include 



The effect of surgery for endometriomaon ovarian
reserve evaluated by antralfollicle count: 
a systematic review and meta-analysis

Ludovico Muzii et al. Hum Reprod. 

Study question: Does surgical treatment of endometriomas impact on the ovarian 

reserve as? evaluated with antral follicle count (AFC)

Main results and the role of chance: AFC for the operated ovary did not change 

significantly after surgery (mean difference 0.10, 95% CI -1.45 to 1.65; P = 0.90). Lower 

AFC for the diseased ovary compared with the contralateral one was present before 

surgery, although the difference was not significant (mean difference -2.79, 95% CI -7.10 

to 1.51; P = 0.20). After surgery, the operated ovary showed a significantly lower AFC 

compared with the contralateral ovary (mean difference -1.40, 95% CI -2.27 to -0.52; P = 

0.002



OUR Approach

• For women with known endometriosis and a symptomatic or expanding 

suspected endometrioma, we suggest cystectomy, preferably by the laparoscopic 

route  .

• We perform frozen section evaluation in cases with suspicious or unusual 

morphology .

• After surgical resection, we recommend long-term treatment with an estrogen-

progestin contraceptive to prevent progression



W e  suggest  observation



Also, as surgical resection reduces ovarian hormone production, 

observation in asymptomatic women with subfertility or older 

reproductive age (age greater than 37) helps preserve ovarian function

For endometriomas that are being observed, a typical management plan 

involves physical examination and ultrasound every six months for one 

to two years, followed by annual examination and ultrasound 



SURGICAL PROCEDURES

• For women who elect surgical therapy, first-line 

treatment is cystectomy because cystectomy removes 

the endometriosis but leaves the normal ovary .

• Cystectomy, preferably by laparoscopy, is preferred to 

cyst drainage or cyst wall ablation for the treatment of 

pelvic pain or infertility 



•
Aspiration 

Fenestration  and  ablation 



Oophorectomy

Women who have recurrent cysts

Have completed childbearing

Postmenopausal

Who have concerns for malignancy



Cyst sclerotherapy

• Sclerotherapy consists of injecting a sclerosing agent (ethanol, 

tetracycline, or methotrexate) into the cyst cavity and is 

thought to disrupt the cyst epithelial lining, which results in 

inflammation, fibrosis, and, ultimately, obliteration of the cyst 

• The endometrioma recurrence rate after sclerotherapy has 

been reported to be as high as 63 percent, without an 

improvement in clinical pregnancy rate when compared with 

traditional cystectomy or no treatment



cystectomy  

cyst wall  ablation





• The hemostatic  technique 







Definitive surgery (oophorectomy  with or  without  hysterectomy) 

—Oophorectomy  is r eserved for  women  with  recurrent 

symptomatic  endometriomas or  in  women  with  concerns 

for  malignancy  on  imaging.

However, even  after  oophorectomy, the  patient  can develop 

an  adnexal  mass  or  recurrent pain  because  of  a retained 

retroperitoneal  ovarian  remnant



POSTOPERATIVE MANAGEMENT





cyclic or 

continuous  OC  regimen

Combined therapy  

progestin  



combination   therapy 

progestins



(GnRH) agonist.





(LNgIUD) 

LNg IUD  



three  cycles on  GnRH agonist  treatment 

LNg IUD  cyclic  OCs 





• RECURRENCE

High  r isk factors for endometrioma recurrence   included:




