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= Hypothesis/aims of study. Ovarian endometriomas are a great danger to the female reproductive function. In addition to the
negative impact of the disease itself on ovarian reserve, the reproductive capabilities of women are influenced by surgery on
the ovaries and subsequent hormonal therapy. Ovarian reserve after cystectomy of the endometriomas suffers more than after
removal of other benign ovarian tumors. The solution of the problem can be obtained using sclerotherapy during laparoscopy.
The aim of this study was to assess the impact of sclerosing endometriomas during laparoscopy on the ovarian reserve.

Study design, materials and methods. The study involved 36 patients aged 25-35 years. Inclusion criteria were genital
endometriosis, endometrioma of one of the ovaries with a volume of 15-100 cm?, and pregnancy planning. Exclusion criteria
were uterine fibroids, endometrial hyperplasia, polycystic ovary syndrome, and the previous operations on the ovaries
and uterine tubes. The main group consisted of 18 patients who underwent sclerotherapy of an endometrioma during
laparoscopy with a 70% ethanol solution. The comparison group comprised 18 patients who underwent cystovariectomy
with bipolar coagulation of the tumor lining. Within 4 months after surgery, gonadotropin-releasing hormone agonists
were administered. An ultrasound examination of the pelvic organs and determination of anti-Miillerian hormone (AMH)
level were performed before surgery, after surgery, and after hormonal treatment.

Results. In both study groups, AMH level decreased immediately after surgery: in the main group, it reduced by
1.4 times, in the comparison group by 2.4 times. After termination of therapy with gonadotropin-releasing hormone
agonists and recovery of the menstrual cycle, AMH level increased slightly (it was 2.9 + 0.40 ng/ml in the main group,
and 1.8 + 0.24 ng/ml in the comparison group). Within 12 months after surgery, pregnancy occurred in 44.4% of patients
in the main group and in 33.3% of patients in the comparison group. Over 16 months of follow-up, not a single case of
recurrence of the disease was subsequently detected.

Conclusion. Sclerotherapy of endometriomas during laparoscopy is supposed to be an effective and promising technique
aimed at preserving the ovarian reserve in this category of patients.

= Keywords: endometriosis; endometriomas; ovarian reserve; anti-Miillerian hormone; laparoscopy; endometrioid cyst
sclerosis.

ANbTEPHATUBHbIN METOA4 XUPYPTUYECKOIO NNIEYEHUA SHOOMETPUOUAHbDIX
OMNYXONEN ANYHUKOB C |'|O3l4UMl"i COXPAHEHUA OBAPUANBHOIO PE3EPBA
© 3.H. Nonos!, E.W. Pycuna?, A.C. Cyaakos™?, 10.P. Abimapckan?, M.A. Kone6owmHa?

' ®I'BHY «Hay4yHo-1CcCIe0BaTeNbCKMIT MHCTUTYT aKyIIEPCTBA, ITMHeKooruy u penpoaykronoruu um. [.0. Orra»,
Cankr-IletepOypr;

2 OI'BOY BO «CeBepo-3anaHblii TOCYAAPCTBEHHBI MEAMIMHCKII YHUBEpcuTeT UM. VL.V, MeuHuKOBa»
Mumnsznpasa Poccuy, Cankr-Iletep6ypr

Ona umtupoBaHua: MMonos 3.H., PycuHa E.U., Cymakoe [.C., v Ap. ANbTepHaTMBHbIA METOA, XMPYPrMYECKOro JeyeHus
3HAOMETPUOUAHDBIX OMyX0Nel AUYHWMKOB C MO3WLMIA COXpaHeHUs OBapuanbHOTO pesepBa // MKypHan aKyllepcTBa M KEHCKMX
6onesnei. — 2019. - T. 68. — Ne 5. — C. 55-62. https://doi.org/10.17816/JO0WD68555-62

Moctynuna: 27.08.2019 OpobpeHa: 19.09.2019 MpuHaTa: 07.10.2019

= AxmyanvHoCcmv. DHEOMETPUOMAHBIE OIIyXO/IN ANYHIKOB IIPECTAB/LIIOT OOMBIIYIO OIIACHOCTD /IS PEIPOSYKTUBHBIX
BO3MOXKHOCTel! >KeHIIUHbL. [IOMMMO OTpPHMIATeIbHOTO BAMSHUS CaMOro 3ab0/ieBaHMs HA OBApUAJIbHBIN pe3epB
HETaTMBHYIO POJIb UTPAIOT U ONlepaTMBHbIE BMEIIATebCTBA Ha AMYHMKAX, M IOC/IEAYIOasd TOPMOHAAbHAA TEPAIN.
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OBapuasbHbIl pe3epB IOCTIe LMCTOBAPMOIKTOMMM SHIAOMETPMONMJHON ONyXONMM ANYHMKA CTpajilaeT CU/IbHEe, YeM
HOCTIe YAaleHus APYrMX JOOpPOKadeCTBEHHBIX ONyXO/eil sAMYHMKA. PelleHumeM Ipo6TIeMBbl MOXKET CTaTbh METOAMKa
CKJIEPO3MPOBAHMA IIPY BBIITOTHEHUM JIATIAPOCKONMYECKMX BMELIATENbCTB.

Ilenv — oneHUTH BAMAHME Ha OBapUa/lbHbBIN pe3epB METOAMKM CKIEPO3MPOBAaHMUA SHIOMETPUONIHBIX OITyXOei
ANYHMKOB IIPY JIATAPOCKONNYECKUX BMEIIATeIbCTBaX.

Mamepuanvt u memoovt uccnedosanus. O6cnenoBaHo 36 MalMeHTOK B Bo3pacTe 25-35 jeT. Kpurepun BKI04eHMA:
HapY>KHbIl TeHUTATbHBII SHIOMETPIO3 C HAIM4MEM SHIOMETPUOMIHON OIYXO/M OTHOTO M3 ANYHUKOB 06beMoM 15-
100 cm®, mmaHMpoBaHye GepeMeHHOCTH. KpuTepun MCKTIOUEeHNs: IefloOMIMOMa MaTKH, TUIEPIIIACTUIECKIE TPOIIECChI
9HIOMETPUs, CUH/IPOM NOIMKICTO3HbIX AMYHUKOB, a TAK)KE Ha/IYMe B aHAMHe3e OIlePalyii Ha IpyaaTKax MaTKy. OCHOBHas
rpynmna — 18 manueHTOK, KOTOPbIM BO BpeMs JallapOCKONMM IPOUSBOAMIN CKIEPO3UPOBAHME SHOMETPUOUTHON
omyxomu AndHMKa 70 % pacTBOPOM 3TUIOBOrO ciupra. Ipynma cpaBHeHua — 18 malMeHTOK, KOTOPBIM BBIIOTHAIN
I[VICTOBaPMOSKTOMMUIO C OMIIONIAPHON KOATy/IALVelT T0XKa OITyXO/. B TeueHue 4 Mec. IToc/ie onepanyy Ha3HaYaIm TedeHue
aroOHMCTaMI FOHAOTPOIVH-PUIM3AHT-TOPMOHA. YIbTPa3ByKOBOE MCCIENOBAHME OPTAaHOB MaJIOro Tasa U OINpeJeieHie
AHTUMIO/IEPOBA TOPMOHA IIPOBOIM/IN JO OIl€PALUM, IIOC/Ie ONEPALMA U TIOC/I€ OKOHYAHMUA TOPMOHA/IBHOTO JI€YEHNs.

Pesynvmamut uccnedoéanus. B obeux Tpymmax cpasy Iocie onepaluy ObIIO BBIABIEHO CHIDKEHUE YPOBHSA
aHTYMMIO/IZIEPOBA TOPMOHA: B OCHOBHOII rpyminie — B 1,4 pasa, B IpymIie CpaBHeHMA — B 2,4 pasa. Ilocne okoH4aHuA Tepanum
aroOHMCTaMI FOHAOTPOIVH-PUIM3MHT-TOPMOHA ¥ BOCCTAaHOB/IEHNA MEHCTPYaJIbHOTO IIMK/Ia yPOBEHDb aHTUMION/IEPOBA
TOpMOHA He3HAYNUTETbHO IOBBICUIICS (B OCHOBHOI IpyIIiie OH cocTaBu 2,9 + 0,40 Hr/m, B rpymie cpaBHeHus — 1,8 + 0,24
Hr/M). B Tedenne 12 mec. mocre onepanuy 6epeMeHHOCTb HacTyIIa y 44,4 % malMeHTOK OCHOBHOJ TPYIIIIBL, B TO BpeMs
Kax B IpyIIe cpaBHeHNA — y 33,3 %. 3a 16 mec. HabmofeHms He 6BUIO BBISIBJIEHO HY OTHOTO CTy4asd pelyivBa 3a00/IeBa .

Bwvisoovr. CxieposupoBaHue 3HEOMETPUOMIHBIX OIYXOJIell AMYHMKOB IIPU JIAllApPOCKOIMYECKUX BMeIIAaTe/TbCTBAX
ABysgeTCs 9P PEKTUBHOI U MEePCIeKTUBHOI METOMKOIL, HAIIPAaB/IEHHOII Ha COXpaHEeHNe OBapMalbHOTO pesepBa y JaHHOI
KaTeropuu MauyueHToK.

= KimroueBbie croBa: 9HIOMETPNO3; SHAOMETPUONIHAA OIYXO/Ib ANYHNIKA; OBapI/IaIIbeIﬁ pe3€EPB; AaHTUMIOIITIEPOB

TOPMOH; JTaIIapOCKOIINA; CKIIEPO3NPpOBaHME 3H]IOM€TPI/IOI/I,E[HOI7[ KINCTBI.

Introduction

One of the most common gynecological diseases
in women of reproductive age is endometrioid
disease, a chronic, benign, estrogen-dependent
process based on the implantation, growth, and
development of endometrial-like tissue outside the
uterine cavity [1-8]. The incidence of endometriosis
ranges from 5% to 10 % [3, 4]. The disease is
mainly manifested by pelvic pain syndrome
and infertility [2]. Endometriosis constitutes
approximately 50 % of all cases of female infertility.
The fertility rate in this disease is 0.02-0.10, while in
healthy women, it is 0.15-0.20 [5-7]. The effect of
endometrioid disease on fertility is multifactorial.
However, the most significant is the decrease
in the ovarian reserve, which is the functional
reserve of the ovary and determines the ability
to develop a healthy follicle with a full egg [9].
Endometrioid ovarian tumors are more dangerous
for the ovarian reserve than other benign tumors.
The cortical substance of the ovary surrounding
the endometrioid cyst and forming its wall differs
from healthy tissue in the low density of follicles
and lower cortical specificity of the stroma [10].
With endometrioid cysts, surgical intervention is
required. Also, they require the creation of a long-
term treatment plan with the maximum use of drug
therapy, which often harms the ovarian reserve [8].
Therefore, in addition to the negative impact of the
disease itself, it is necessary to consider the effect of

surgical interventions on the ovaries and subsequent
hormonal therapy on the reproductive capabilities
of women [11-13]. According to available data,
the ovarian reserve after cystovariectomy of the
endometrioid ovarian tumor suffers more than
after removal of other benign ovarian tumors, due
to the greater loss of the ovarian cortex [11, 12, 14,
15]. In this regard, a recently formed opinion holds
that it is inappropriate to conduct a cystectomy of
endometrioid ovarian tumors with a maximum size
of less than 3 cm in patients planning a pregnancy,
with preserved spontaneous ovulation in the
affected and contralateral ovaries [16, 17].

The key to preserving the ovarian reserve
during  cystovarioectomy of endometrioid
ovarian tumors is the optimization of the surgical
approach. It is well known that the use of
electrocoagulation in laparoscopic interventions
causes a microhemodynamic disorder around
the follicles themselves and the redistribution of
circulating gonadotropins both at the point of
electrosurgical exposure and beyond [14, 15, 18, 19].
Electrocoagulation of the bed of the endometrioid
tumor of the ovary when it is removed leads
to a more pronounced decrease in the ovarian
reserve than when hemostasis is achieved by other
methods (individual sutures, use of hemostatic
matrices) [20-23]. There is also evidence of the
lack of difference in the level of anti-Mullerian
hormone (AMH) in patients after laparoscopic
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cystovariectomy of endometrioid ovarian tumors,
regardless of whether the electrocoagulation of the
tumor bed was performed [24, 25]. It is essential
to understand that the AMH level reflects only the
quantity and quality of the cohort that has entered
into folliculogenesis and not the actual number
of follicles in the ovary. If during the surgery, the
ovarian tissue was not damaged, and the selection
is performed from healthy primordial follicles, then
the AMH level after surgery can be restored [26].

Techniques that minimize the negative impact of
surgical intervention on the ovarian reserve include
aspiration (sclerosing) therapy of endometrioid
ovarian tumors under ultrasound guidance.
This method of treatment is most often used in
patients with relapses of the endometrioid tumor
in a single ovary [27-29]. The results indicate that
with sclerosing of endometrioid ovarian tumors
under ultrasound control, it is possible to maintain
an ovarian reserve, but the technique has a high
relapse rate (from 1.8% to 62.5%). Such substantial
differences in efficacy presented in the literature
can be explained by different periods of monitoring
of patients after surgery, the choice of hormonal
therapy (gonadotropin-releasing hormone agonists,
dienogest, oral contraceptives), and the fact that such
a treatment option prevents coagulation and excision
of endometrioid heterotopia in the pelvis [28, 29].

Thus, the optimal surgical approach for
endometrioid ovarian tumors has not yet been
determined. A promising solution to the problem of
preserving the ovarian reserve and simultaneously
preventing relapse can be the use of sclerotherapy of
endometrioid ovarian tumors during laparoscopic
interventions.

Our study aimed to assess the effect on the
ovarian reserve of sclerosing the endometrioid
ovarian tumors during laparoscopic interventions.

Materials and research methods

The study included 36 patients aged 25
to 35 years who underwent treatment in the
Department of Operative Gynecology of the
D.O. Ott Scientific Research Institute of Obstetrics,
Gynecology, and Reproduction. Criteria for
inclusion in the study were external genital
endometriosis with an endometrioid tumor of one
of the ovaries sized from 15 to 100 cm? (the volume
was calculated by the formula for determining
the volume of ellipsoid bodies V =A B C,0.52)
and pregnancy planning. Exclusion criteria were
uterine leiomyoma, hyperplastic endometrial
processes, polycystic ovary syndrome, and a history
of surgery in uterine appendages. All patients

underwent a standard preoperative examination. In
addition, before surgical treatment on the days 2-3
of the menstrual cycle, all patients underwent an
ultrasound examination to evaluate the anatomy of
the pelvic organs. In addition, blood levels of AMH
were determined, as well as the content of tumor
markers Ca-125 and HE-4. The severity of pain was
assessed using a visual analog scale in points from
0 to 10 before surgery and after hormone therapy.

Before surgery, patients were randomly divided
into two groups, the study group and the comparison
group. The study group consisted of 18 patients
who underwent surgical treatment for external
genital endometriosis with laparoscopic access in
the volume of separation of adhesions, excision,
and coagulation of pelvic peritoneal endometriosis
foci and sclerosing of the endometrioid tumor of
the ovary. In our study, the endometrioid tumor of
the ovary was sclerosed according to the original
method. After puncture of the ovarian endometrioid
tumor capsule, its contents were aspirated and sent
for cytological examination. Subsequently, a section
of the cyst capsule 0.5 x 0.5 cm in size was excised
and was sent for histological examination. Then,
a 70% solution of ethyl alcohol was injected into
the tumor cavity, which was evacuated after 2 min
of exposure. The comparison group consisted of
18 patients who underwent surgical treatment for
external genital endometriosis with laparoscopic
access in the volume of separation of adhesions,
excision, and coagulation of the pelvic peritoneal
endometriosis foci, cystovariectomy, in which
hemostasis was achieved by bipolar coagulation of
the bed of the endometrioid ovarian tumor.

The severity of endometriosis (in points) was
evaluated intraoperatively using R-AFS (revised
classification of the American Fertility Society)
[30]. During the surgery, patients of both groups
underwent sonographic hydrotubation with a
dye test with a 0.3% solution of indigo carmine
to determine the patency of the fallopian tubes.
After careful hemostasis and pelvic sanitation, an
anti-adhesion barrier was applied to the patients
of both groups. This barrier, which was a gel made
of a highly purified sodium salt of hyaluronic acid
(Antiadgesin, Nizhpharm, Russia), was put in the
sites of separation of adhesions on the operated
ovaries and the pelvic peritoneum. At the second
stage, all patients were examined and underwent
diagnostic hysteroscopy and endometrial biopsy.

Surgical interventions in all patients were
performed in the first phase of the menstrual cycle
using a set of equipment for endoscopic surgery
manufactured by Karl Storz.
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On day two after surgery, a controlled ultrasound
examination of the pelvic organs was performed.

All patients were observed after discharge
on an outpatient basis in the scientific and
outpatient department of the D.O. Ott Scientific
Research Institute of Obstetrics, Gynecology, and
Reproduction within four months after surgery.
The patients of both groups received treatment
with gonadotropin-releasing hormone agonists
(Buserelin-Depot, Pharm-Sintez, Russia) at a dose
of 3.75 mg intramuscularly with an interval of
28 days. Before starting therapy, the level of AMH
was repeatedly determined to assess the effect of
surgery on the ovarian reserve.

After hormone therapy was completed, on days
2-3 of the menstrual cycle, the preservation of the
ovarian reserve was re-evaluated in the second
cycle after the restoration of menstruation. For this
purpose, an ultrasound examination of the pelvic
organs was performed, including the determination
of the volume of the ovaries and the number of antral
follicles, and the evaluation of the level of AMG.

Before the start of the study, all patients signed
informed consent for participation. Statistical
processing of the results was conducted using the
software Statistica 8.0; the statistical significance
level for all statistical tests was taken as.05.

Study results and discussion

The average age of the patients included in the
study group was 28.4 + 0.5 years, and that of the
patients in the comparison group was 29.8 +0.7
years. Table 1 presents the results of a preoperative
examination of patients of the groups under study.
The Table shows that patients in both groups were
comparable in the studied parameters.

Table 2 presents the average duration of the
surgery and the amount of intraoperative blood
loss. The duration of the surgery in patients in

Table 1/ Tabauya 1

the study group and the comparison group did
not significantly differ. There were no significant
differences in the volume of intraoperative blood
loss, and there were no significant differences in
the scoring of endometriosis severity by R-AFS.

During surgery, patency of the fallopian tubes
was assessed in all the patients. Five patients (three
from the study group and two from the comparison
group) had a disorder of their patency. In two
patients from the study group and one from the
comparison group, this was because of adhesions
in the ampullar section of the fallopian tubes. After
their separation, the patency of the fallopian tubes
was restored. Two patients (one from the study
group and one from the comparison group) had
the patency of the fallopian tubes in the interstitial
section.

The postoperative period in all patients
proceeded without complications. On the second
day after surgery, an ultrasound examination
of the pelvic organs was performed on them. In
patients of the study group, during the ultrasound
examination of the operated ovary, a homogeneous
liquid formation was visualized, having a diameter
of not more than 2.0 cm. The patients were
discharged on days 4-6 after surgery. The duration
of hospital stay after surgery did not depend on the
approach. To assess the effect of the surgery on the
indicators of the ovarian reserve, the AMH level
was redetermined before the start of therapy with
gonadotropin-releasing hormone agonists. In both
groups, a decrease in the level of AMH because
of surgical treatment was revealed. In the study
group, the level of AMH decreased by 1.4 times
and amounted to 2.5 + 0.5 ng/ml, whereas in the
comparison group, it decreased by 2.4 times to
1.3 £ 0.4 ng/ml.

Patients  with  intraoperatively  detected
obstruction of the fallopian tubes in the interstitial

Results of preoperative examination of patients in the study groups
Pe3ynbTaTtbl NpegonepaunoHHoro o6cieaoBaHMA NALMEHTOK UCCAEA0BaHHBIX rpynn

Indicators At ety of diferences
Volume of healthy ovary, cm3 79+21 72+18 N/S
Ovarian volume with tumor, cm? 35.2+3.6 342+4.1 N/S
Volume of endometrioid tumor, cm? 26.8+3.8 246+3.0 N/S
Number of antral follicles, pcs.. 15.3+1.5 16.4+1.4 N/S
Anti-Mullerian hormone, ng/ml 34+0.7 3.1+0.5 N/S
CA-125, U/ml 49.6+4.2 51.4+39 N/S
HE-4, pmol/I 32.8+3.1 342+26 N/S
Note. N/S—not significant.
e M e 2019 68 S

ISSN 1683-9366 (Online)



ORIGINAL RESEARCHES / OPUTVIHAJIbHBIE CCJIE[JOBAHNA

).

Table 2 / Tabauya 2

Characteristics of surgical treatment of patients in the study groups
XapaKTepucTUKa XMPYPruuyeckoro sieueHus NaumMeHToK UCCNeA0BaHHbIX rpynn

Indicators Stl(':tgll;zo)u"
Duration of the surgery, min 507
Amount of blood loss, ml 345%6.0
Evaluation of the severity of 46.2+2.6

endometriosis by R-AFS, points

Note. N/S—not significant.

section (one in the study group and one in the
comparison group) did not participate in the further
stages of our study since they were recommended
to plan pregnancy using assisted reproductive
technologies. They were included in the super-long
IVF protocol. Both of them became pregnant on
the first attempt.

The remaining patients (17 from the study
group and 17 from the comparison group)
received therapy with gonadotropin-releasing
hormone agonists (Buserelin) at a dose of 3.75
mg intramuscularly with an interval of 28 days for
four months after the surgical stage of treatment.
In two patients from the study group and one
patient from the comparison group, after the end of
therapy, pregnancy occurred without restoring the
menstrual cycle. In the remaining 15 patients in the
study group, the periods of menstruation recovery
after the injection four of the gonadotropin-
releasing hormone agonist amounted to 70 + 3
days. In 16 patients in the comparison group, the
periods of menstruation recovery were 64 + 2 days
(N/S). Table 3 presents the results of ultrasound
and hormonal examinations conducted in the
second cycle after the restoration of menstruation.

Surgical treatment had a stronger effect on the
volume of the affected ovary in patients in the
comparison group. A noticeable decrease in the
number of antral follicles was also registered. After
surgical treatment, the number of antral follicles in
patients in the comparison group was significantly
less than in the study group. If a homogeneous fluid
formation was visualized immediately after surgical
treatment in patients in the study group on the
operated ovary, having a diameter of not more than
2.0 cm, then after treatment with gonadotropin-
releasing hormone agonists and restoration of
the menstrual cycle, the ovary acquired a normal
acoustic structure in all patients.

In patients in the study group, a decrease in the
level of AMH remained, which, nevertheless, was
statistically insignificant (3.4 £0.7 ng/ml before
surgery, 2.5+ 0.5 ng/ml after surgical treatment,

Comparison group Significance
(n=18) of differences, p
48+ 5 N/S
40.3+8.2 N/S
448 £3.1 N/S

and 2.9+04 ng/ml after hormonal treatment
(p £05)). In the comparison group, the decrease
in the AMH level was more pronounced (3.1 £ 0.5
ng/ml before surgery, 1.3 + 0.4 ng/ml after surgical
treatment, and 1.8 +0.24 ng/ml after hormonal
treatment (p < 05)). Moreover, the AMH level in
the comparison group was significantly lower than
that in the study group.

After treatment, the severity of pain decreased
in both the study group and the comparison group
(Table 4).

Pregnancy in the natural cycle was planned in
34 patients (94.4 %). Over the follow-up period
of 12 months, spontaneous pregnancy occurred
in 14 patients, which amounted to 43.8 %. The
distribution of patient groups is presented in Table 3.

After treatment, pregnancy occurred in almost
half of the patients of the study group, whereas in
the comparison group, pregnancy occurred in only
a third of patients (33.3 %) within 12 months after
the surgery. No cases of spontaneous abortion were
registered among these patients (Table 5).

In general, the follow-up period for patients was
approximately 16 months. During this time, not a
single case of disease recurrence was detected.

Conclusion

The results showed that the method of
sclerosing endometrioid ovarian tumors during
laparoscopic interventions enables the reduction
of the negative effect on the ovarian reserve of
the ovaries, compared with electrosurgery to
achieve hemostasis of the tumor bed during
cystovarioectomy. Comparing the data of our
study with the results of using hemostatic matrices
during laparoscopic interventions on the ovaries
for endometrioid tumors, we can equate them
according to the criteria of efficacy to preserve
the ovarian reserve and ensure safety [22, 23].
Moreover, the lower cost of the sclerotherapy
method is its indisputable advantage.

In our study, there was not a single case of
disease recurrence over 16 months of follow-up.
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Table 3 / Tabauya 3

Results of examination of patients in the study groups after surgical and hormonal treatment
Pe3ynbTatbl 06cnefo0BaHMA NOCAE XUPYPrUUECKOro U FOPMOHANbHOIO /IeYeHUA B UCCAeA0BaHHbIX rpynnax

Indicators Stt(:ﬁ\iglr;)up
Volume of healthy ovary. cm3 7323
Volume of operated ovary. cm? 59+0.8
Number of antral follicles. pcs 13.8+1.5
Anti-Mullerian hormone. ng/ml 29104

Note. N/S—not significant.

Table 4 / Tabauya 4

Comparison group Significance

(n=16) of differences. p
6.7+15 N/S
3.0£0.6 N/S
9.1+14 <0.05
1.8+0.24 <0.05

Results of assessing the severity of pain syndrome using a visual analogue scale before and after treatment in the study groups
Pe3ynbTaTbl OLLEHKM BbIpaXKeHHOCTU 60/1eBOro CMHAPOMa NO BU3yasibHO-aHANOroOBOI LWKane A0 U Noc/ie neyeHus

B UCCNeA0BaHHbIX Fpynnax
Evaluation timeframe

Before surgical treatment

After treatment (after the restoration of the menstrual cycle)

Such optimistic results are probably because of
laparoscopic access, unlike cyst puncture under
ultrasound guidance that enables the surgeon to
perform salpingoovariolisis, assess the extent of
endometriosis, perform the excision, coagulation
of its foci on the peritoneum, and sclerotherapy
of the cyst capsule under visual control, and
confirm the diagnosis histologically. Thus,
in contrast to the already proven method of
sclerotherapy of endometrioid, ovarian tumors
under ultrasound control [27-29], our study
shows the need for their sclerosing precisely
during laparoscopic interventions, which in this
case, provides complete surgical treatment of
patients with external genital endometriosis.

Additional information

The authors declare no conflict of interest
related to the study and publication of this article.

Table 5 / Tabauya 5

Frequency of pregnancy after treatment
in the study groups

YacrtoTa HacTynneHusa 6epemeHHOCTU Noc/ie leyeHus
B UCCNEAO0BaHHbIX rpynnax

Study group Comparison group
n=18 n=18
n Mim,% n Mtm,%
8 444 £11.7 6 3331111

Study group Comparison group
n points n points
18 52108 18 59109
15 04103 16 0.7x0.6
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