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ABSTRACT

BACKGROUND: Ethanol sclerotherapy is an effective and a safe surgical treatment method for ovarian endometrioma (OMA).
Destruction with 95% ethanol solution of the capsule allows minimal impact on the ovarian reserve. However, this method
should be thoroughly evaluated for the possibility to be used more frequently in practice.

AIM: To determine the indications for the use of transvaginal sclerotherapy in surgical treatment of OMA.

MATERIAL AND METHODS: Between October 2021 and October 2023, 17 patients with OMA were operated at the Moscow
Regional Research Institute of Obstetrics and Gynecology, with sclerotherapy performed by transvaginal access. Clinical
manifestations included pelvic pain (76.4%), dysmenorrhea (82.3%), dyspareunia (47.0%), bowel symptoms (35.3%),
polymenorrhea (47.0%), and infertility (64.7%). Eleven (64.7%) of the patients had been previously operated because of OMA.
RESULTS: Postoperative anti-Mullerian hormone (AMH) levels were slightly reduced (mean difference before and after the
surgery was 0.47 ng/ml). The mean antral follicle count in the both ovaries were 10.8 before surgery and 8.6 after surgery. The
volume of the ovary decreased from 2 to 6 times after sclerotherapy of the endometrioma. Symptoms recurred in four women.
Six (35.2%) recurrences of endometrioma were noted with ultrasound control after 3, 6, and 12 months postoperatively.
Endometrioid detritus in the cyst capsule was not detected in 64.8% of cases.

CONCLUSION: Preliminary results indicates the use of sclerotherapy by transvaginal access with ultrasound control for the
treatment of endometriomas in women of reproductive age and patients planning pregnancy by ART with any level of ovarian
reserve and recurrent, previously histologically confirmed, symptomatic endometriomas in women of reproductive age with
no plans for pregnancy presently with a reduced ovarian reserve (AMH <1.2 ng/ml) and with any level of ovarian reserve but
with symptomatic endometrioma in the preserved ovary. Transvaginal access is applicable for symptomatic endometriomas in
women who had undergone several operations in the past.
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OnbIT NpUMEHeHUs TpaHCBaruHaNbHOM
acnUpaLMOHHO-NYHKLMUOHHOM CKiepoTepanuu
B JIeYEHUU IHAOMETPUOM SIUYHUKOB
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B.B. Tpowwmna', 3.B. Menbie’, U.10. Epwiosa’

! MoCKOBCKWIA 06/1aCTHOM Hay4HO-MCCIEL0BATESLCKUIA MHCTUTYT aKyLepCTBa M rMHeKosorn uM. axkag. B.W. KpacHononbckoro, Mocksa, Poccus;
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AHHOTALMA

060cHoBaHUe. ACnMpaLMOHHO-NYHKLMOHHAsA CKIlepoTepanus aBnseTca 3QheKTUBHBIM M 6e30MacHbIM METOAOM XMpYpruye-
CKOro JIeYeHUs 3HAOMETPUOUAHBIX KUCT ANYHUKOB. [lecTpyKuma Kancynbl 95% 3TaHonoM no3sonsieT MUHUMANbHO BO3[en-
CTBOBaTb Ha QONNMKYNSAPHBINA annapaT AndHUKa. MeToamKa TpebyeT TLiaTeNbHOW OLEHKU 1 BO3MOXHOCTM bonee YacToro
NPUMEHEHNS Ha NMpaKTUKe.

Llenb. OnpeseneHne nokasaHuii Ans NPUMEHEHUS! METOAUKW acUPaLMOHHO-NYHKLMOHHON CKIIepOTepaniv TpaHCBaruHasb-
HbIM JOCTYNOM B XMPYPrU4ECKOM JIEYEHUM IHLOMETPUOM AUYHUKOB.

Marepuan u Metoabl. C oktabps 2021 r. no okTabpb 2023 r. Ha 6a3e MocKkoBcKoro 061acTHOrO Hay4YHo-McCre0BaTeslb-
CKOro WHCTUTYTA aKyLLepcTBa U ruHeKonorum uM. akag. B.W. KpacHononbckoro 17 nauveHTKam B KauyecTse JieUeHUs SHA0-
METPUOM SIMYHMKOB MPOBENM acnMpaLMOHHO-MYHKLUMOHHYI CKilepoTepanuio. [loMUHaHTHbIMKM Xanobamu npu nocTyniaeHumn
B CTaLMOHap ABNSNMCb XPOHMYecKas Ta3oBas bonb, Haubonee yacTo 0bocTpsiOLLAACS B CEPefMHE MEHCTPYaNIbHOMO LMK
(76,4%), nucmeHopesn (82,3%), amcnapeyhus (47,0%), KuweyHble ¥anobbl (35,3% — B OCHOBHOM YacTbIN WUAKWA CTYN B IHU
MeHCTpyauuu), nonumeHopes (47,0%). PenpoaykTueHble nnaHbl uMenu 13 u3 17 xeHwwH. Y 11 (64,7%) naumeHToK 3aperu-
cTpupoBaHo becrnogue. PaHee no noBogy 3HAOMETPUO3a AMUHWKOB Bblan onepupoBaHbl 11 nauueHToK.

Pesynbrarbl. AHanM3 OUHAMUKKM YPOBHA aHTMMIONNepoBa ropMoHa (AMI) fo v nocne onepauuu nokasan ero HesHauuTeb-
HOE CHWXeHWe (CpefHss pasHMLA 40 M Nocne onepaTuBHOrO sieveHus coctaBuna 0,47 Hr/mn). CpefHee YMCNO aHTPanbHbIX
donnukynos B 060Mx AMYHMKaX Npu coHorpadmmu Ao onepaumm coctasuno 10,8, nocne onepaumm BbISBNIEHO €r0 CHUKEHUE
0o 8,6. 0TMeyeHo CHUeHMe 06bEMa AMYHMKA NOCNe NPOBEAEHHOMO CKIIEPO3MPOBaHNUS 3HAOMETPUOMBI OT 2 A0 6 pa3. Bos-
06HOBNIEHME CUMMTOMATMKU OTMEYEHO Y 4 naumeHToK. [1pu HabnoaeHun yepes 3, 6 1 12 Mec. noce onepaTMBHOIO NeYeHUs
MPU KOHTPOJIbHOM COHOrpaduu 3HAOMETPUOMBI COXpaHsnnch B 6 (35,2%) cnydasx. OTcyTcTBME 3HLOMETPUOMAHOMO LETPUTA
B MPOCBETE Kamcysbl KUCTbI BbISBAEHO Y 64,8% naumeHToK.

3akniouenue. [peaBapuUTenbHbIE Pe3yNbTaThl UCCIEA0BAHUA NO3BOSKT BbIAENUTL CEAYIOLIME KAaTEropuu MaLMEHTOK, KO-
TOPbIM MOXET ObiTb PEKOMEHA0BaHA acNMPaLMOHHO-NYHKUMOHHAA CKNepoTepanis TpaHcBaruHanbHbIM AOCTYMOM MOA KOH-
TponeM Y3U B KauecTBe XMpYPruyecKoro eYeHNs 3HAOMETPUOM AUYHUKOB: NaLMEHTKU PenpoyKTMBHOMO BO3pacTa ¢ NiobbiM
YPOBHEM OBapWanbHOr0 pe3epBa, NNaHWpyloLLMe BepeMeHHOCTb NPY NMOMOLLYM BCNIOMOraTe/bHbIX PEenpoAYKTUBHBIX TEXHOO-
TUiA; NALUMEHTKM pPenpoayKTMBHOTO BO3pacTa CO CHUMEHHbIM 0BapuanbHbiM pe3epBoM (AMI <1,2 Hr/mn), He nnaHupyloLme
bepeMeHHOCTb B baMalLLee BpeMs, C CUMMTOMHBIMA PELMAVBUPYIOLLMMHY, paHee rUCTONOTMYECKU NOATBEPIKAEHHBIMU 3H-
AOMETPUOMAHBIMU KUCTaMK; MAUMEHTKM C /obbIM 0BapuanbHbIM pe3epBoM, HO C HaaMuMeM CUMMTOMHOW 3HAOMETPUOMBI
B €MHCTBEHHOM COXPaHEHHOM AWYHUKE; NaLMEHTKU be3 penpoayKTUBHBIX N1IaHOB C CUMNTOMHBIMU 3HA,0METPUOMAaMM U C OC-
NOXHEHHBIM XMPYPrUYECKUM aHaMHE30M.

KnioueBbie cnosa: 3HAOMETPUOMa; becnnoame; XUpypruyeckoe ne4vyeHne 3HOOMETPUOM; BCNOMOratesibHble
penpoayKTUBHbIE TEXHOJIOTUN.
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BACKGROUND

Several publications and guidelines have been dedicated
to ovarian endometrioma treatment. Nevertheless, multiple
issues concerning their surgical treatment strategies remain
controversial and not completely understood. One of the
primary objectives of treating this group of patients is to
alleviate pain, improve fertility, or combine the two.

Laparoscopic enucleation of endometriomas, also known
as the “stripping technique,” is currently the primary surgical
procedure employed for endometrioid ovarian cysts.

In contrast to other benign ovarian masses, the mere
presence of endometrioma indicates a reduction in ovarian
reserve in most patients [1]. P. Hughesdon proposed in 1957
that endometrioma be regarded as a pseudocyst whose
capsule is formed by the progressive invagination of the
ovarian cortex due to bleeding from the superficial implant
[2]. There is frequently the presence of dense subepithelial
adhesions between the ovarian tissue and the cyst capsule.
The cortical layer of the ovary, which contains the majority
of primordial follicles, may be inadvertently damaged by
the surgeon when this pseudocapsule is removed in this
setting. The microscopic data obtained during the resection
of endometriomas with a thicker and therefore “easier to
remove” capsule (2.1+0.8 mm) compared to those with
a thinner wall (1.8£0.4 mm) is of particular interest. T.
Hachisuga et al. reported that in all cysts with a thicker wall,
normal ovarian stroma was attached to the resected side
of the capsule and contained primordial follicles in 68.9%
of cases. Conversely, no primary follicles were detected in
endometriomas with a thinner capsule [3].

The level of antimiillerian hormone (AMH), which is
synthesized by primordial follicles and is correlated with their
frequency, is one of the factors that affect ovarian reserve.
The reduction in AMH levels that occurs following the
enucleation of ovarian endometriomas has been repeatedly
verified in studies comparing the effects of endometrioid cyst
excision with the removal of benign ovarian masses of other
origins [4—6].

L. Muzii et al. reported that repeated ovarian surgery
for endometriosis is associated with an elevated risk of
diminished ovarian reserve [7].

To alleviate pain syndrome and enhance access to the
follicles, surgical treatment prior to IVF is only advised for
ovarian endometriomas greater than 3—4 cm in diameter, as
per the clinical guidelines of the European Society of Human
Reproduction and Embryology (ESHRE) (2013) and (2022) [8].

A recent review by S. Alshehre et al. revealed that the
number of oocytes collected through transvaginal puncture
was significantly reduced in females with endometrioid cysts
compared with a control group of females with other types
of infertility (tubal, uterine, male factor) [9]. M. Coccia et al.
conducted a comparable study to investigate the impact of
unilateral ovarian endometrioma on the efficacy of oocyte
retrieval. The results indicated that fewer oocytes were

Tom 11, Ne 3, 2024

DOl https://doiorg/10.17816/30g628834

ApxuB aKyLlepcTsa v rvHexonorm um. B®. CHervpésa

extracted from ovaries affected by endometrioma than
from healthy contralateral ovaries [10]. Furthermore, oocyte
retrieval from endometrioma patients may have adverse
effects such as detritus infiltration into the retrieved follicular
fluid [11].

Due to the substantial ovarian trauma that is associated
with diminished ovarian reserve using the stripping technique,
alternate minimally invasive organ-sparing treatment
techniques, such as aspiration puncture sclerotherapy, have
emerged.

The first successful application of aspiration puncture
sclerotherapy for treating ovarian endometriomas was
reported by a group of Japanese authors in 1988. [12]. Ethyl
alcohol is the most frequently employed sclerosing agent,
as per G. Albanese et al. It is responsible for the destruction
of the inner wall of the endometrioma pseudocapsule and
its subsequent fibrosis [13]. Isolated destruction of the
pseudocapsule has minimal effect on the follicular apparatus
of the ovary and, in some cases, even contributes to an
increase in ovarian reserve. S. Hsieh et al. demonstrated that
the increase in AMH levels and antral follicle count (AFC)
following endometrioma sclerotherapy may be linked to a
reduction in the impact of the endometrioma on ovarian blood
supply and follicular growth [14].

S. Vaduva et al. revealed a notable discrepancy in the
decline of AMH levels between the endometrioma enucleation
and aspiration puncture sclerotherapy groups. A decrease
in AMH levels was observed in patients aged 20-29 years,
with a decrease from 3.18 to 1.62 ng/mL and a decline from
2.38 to 1.16 ng/mL in patients aged 30-35 years. Following
sclerotherapy, AMH levels declined from 3.24 to 3.05 ng/mL
in patients aged 20-29 years and from 2.26 to 2.18 ng/mL
in patients aged 30-35 years [15]. Conversely, J. Martinez-
Garcia et al. detected no significant differences in pre- and
postoperative AMH levels when examining the long-term
results of ovarian sclerotherapy [16].

The primary details in the performance of the puncture
were reflected in the publication by S. Yazbeck et al., who
introduced many years of experience and systematization
to the performance of this operation [17]. For instance,
they identified the most suitable parameters for sclerosing
endometriomas, constraining their diameter (20 to 65 mm)
and number (maximum three), irrespective of whether they
are unilateral or bilateral.

In 2021, a group of French authors presented the
methodology for conducting endometrioma treatment
through transvaginal access [18].

L. Miquel et al. indicated that performing aspiration
puncture sclerotherapy prior to commencing an IVF program
increased the probability of live births compared to a group
of patients with endometriomas who did not undergo this
procedure before IVF [19].

In a meta-analysis of eight publications, S. Alborzi et al.
[20] discovered no significant differences in pregnancy rates
between the four study groups. Patients who underwent
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laparoscopic endometrioma enucleation and assisted
reproductive technologies were categorized as Group 1.
The pregnancy rate in this group was 38.3% (confidence
interval (Cl): 32.3-44.7). Group 2 consisted of patients
who underwent only laparoscopic endometrioma removal,
and the pregnancy rate was 43.8% (Cl: 22.5-66.4). Group
3 comprised patients who underwent aspiration puncture
sclerotherapy + assisted reproductive technology; the
pregnancy rate in this group was 40.8% (CI: 27.7-54.6).
Patients who underwent IVF without prior surgical treatment
were included in Group 4; the pregnancy rate in this group
was 32.0% (Cl: 15.0-52.0%).

The assisted reproductive technology group exhibited
the lowest pregnancy rate, which may be attributed to the
difficulty in oocyte retrieval in the presence of endometrioma
[20]. Comparable clinical indicators of pregnancy rate were
reported by A. Cohen et al. However, the number of oocytes
obtained was greater after endometrioma sclerotherapy than
after laparoscopic cystectomy [21].

In a prospective comparative study by S. Yazbeck
et al. [22], 31 patients with decreased ovarian reserve and
recurrent endometriomas underwent transvaginal aspiration
puncture sclerotherapy prior to assisted reproductive
technology. Endometriomas recurred in 12.9% of cases on
average 10 months after puncture. Subsequent publications
by the authors demonstrated that a small amount of cystic
content may persist for one month following the procedure
and manifest as a residual endometrioma of irregular shape
measuring less than 20 mm. The researchers concluded that
this should not be regarded as a recurrence and does not
necessitate any additional intervention [17].

A non-randomized study by A. Garcia-Tejedor et al.
discovered that the risk of recurrence after sclerosing
endometrioid cysts is directly correlated with ethanol
exposure duration during the procedure. Currently, ethanol
exposure for 10-15 minutes is effective, as the recurrence
rate of ovarian endometriomas with such exposure was
5.9%, while it is nearly five times greater after stripping, at
28.6% [23]. In the study by J. Noma et al., the recurrence
rate was 62.5% when the exposure time was less than 10
minutes and 9.1% when it was 10 minutes or more (P <0.01)
[24]. The literature and our clinical experience indicate that
incomplete evacuation of ethyl alcohol after the standard
10-minute exposure is the most appropriate and acceptable
course of action. In a meta-analysis encompassing 18
studies from 1997 to 2015, the risk of recurrence of ovarian
endometriomas was substantially lower in women who
had ethanol retained in the endometrioma cavity compared
with patients who underwent sclerotherapy for ten minutes
followed by ethanol aspiration [21].

The meta-analysis also examined the most prevalent
complications of ethanol sclerotherapy. These complications
included abdominal pain (1.8-15.3%), postoperative fever
(5.5%), alcohol intoxication (3.8%), and intracystic abscess
in one study (2.0%).
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Aim. This study aimed to determine the indications
for employing transvaginal access for aspiration puncture
sclerotherapy in the surgical management of ovarian
endometriomas.

MATERIAL AND METHODS

The V.. Krasnopolsky Moscow Regional Research Institute
of Obstetrics and Gynecology conducted aspiration puncture
sclerotherapy on 17 patients with ovarian endometriomas
between October 2021 and October 2023. The mean age of
the patients was 34 years. The sclerosing agent was 95%
ethyl alcohol. The endometrioma was subjected to ethanol
exposure for at least ten minutes. The aspirated endometrioid
debris was sent for cytological examination in all patients;
erythrocytes and squamous and glandular epithelium
(endometrioid cells) cells were detected.

No intraoperative complications were observed during
the transvaginal puncture of endometriomas.

The prominent complaints at the time of hospital
admission were chronic pelvic pain, which was frequently
aggravated during the middle of the menstrual cycle
(76.4%), dysmenorrhea (82.3%), dyspareunia (47.0%), bowel
complaints (35.3%, primarily frequent liquid stools on
menstrual days), and polymenorrhea (47.0%). Thirteen of
the seventeen females intended to start a family. Infertility
was noted in 11 (64.7%) patients. Of these, four patients
had primary infertility, while seven had secondary infertility.
One patient had previously undergone laparoscopic puncture
and sclerotherapy, and 11 patients had undergone surgery
for ovarian endometriosis in the volume of endometrioma
enucleation or ovarian resection. Preoperatively, eight women
were receiving hormonal therapy. The ovarian lesions were
unilateral in 11 patients and bilateral in six. The punctured
endometrioma had a mean diameter of 46 mm.

Preoperative evaluation included evaluation of tumor
marker levels (CA-125, HE4, and ROMA index), ovarian
reserve status (blood AMH and ultrasound AFC), and
hemodynamic features of ovarian blood flow.

RESULTS

A modest decrease in the AMH levels was observed in
the analysis of its dynamics before and after surgery (the
average difference before and after surgical treatment
was 0.47 ng/mL). Furthermore, two patients exhibited an
increase in AMH levels following transvaginal puncture of
endometrioma (1.41 ng/mL before surgery and 2.07 ng/mL
after surgery in the first case; 0.38 ng/mL preoperatively and
0.8 ng/mL postoperatively in the second case).

Prior to surgery, the average number of antral follicles
in both ovaries on sonography was 10.8, which decreased to
8.6 after surgery.

It was crucial to ascertain the dynamics of ovarian volume
and blood flow, in addition to establishing the ultrasound
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criteria for evaluating ovarian reserve. The average reduction
in ovarian volume following endometrioma sclerotherapy
was 2-6 times, depending on the diameter of the punctured
cyst.

The blood flow velocity curves were assessed using the
following indices: The peak systolic velocity (cm/s), which
is indicative of the contractile activity and elasticity of the
ovarian artery, increased from 13.58 to 15.8 cm/s on average
following surgical treatment; the resistance index, i.e., the
ratio of the difference between the maximum and minimum
velocity to the maximum blood flow velocity, increased from
0.68 to 0.80 on average after sclerotherapy; the pulsatility
index, i.e., the ratio of the difference between maximum
systolic and end diastolic velocities to the average blood flow
velocity, values of this index increased from 1.53 to 2.28.

In the postoperative period, antiretroviral hormonal
therapy was administered to 13 out of 17 patients. Dienogest
was administered to 12 (70.5%) of the patients, while one
(5.8%) patient was administered an intrauterine system
containing levonorgestrel. The duration of antiretroviral
hormonal therapy was 3-12 months, followed by pregnancy
planning. In the urgent IVF program, most patients underwent
endometrial sclerosis as a preliminary procedure for oocyte
aspiration.

The symptoms recurred in four patients at the conclusion
of hormonal treatment.

Endometriomas persisted in six (35.2%) patients on
control ultrasound examination of ovarian cysts during the
follow-up period of three, six, and 12 months after surgical
treatment. In 64.8% of patients, the control examination only
detected the capsule of the sclerosed cyst without signs of
endometrioid detritus.

It was observed on the ultrasound scan that the
endometrioma pseudocapsule wall did not completely
disappear following aspiration puncture sclerotherapy. It was
identified as a hyperechogenic inclusion of irregular shape,
and avascular on color Doppler.

On the first day after sclerotherapy, an anechogenic
heterogeneous mass was observed in the endometrioma
cavity on control ultrasound. This mass was most likely the
residue of the injected sclerosant — ethyl alcohol. Iso- and
hyperechogenic inclusions that corresponded to the sludge of
endometrioid debris were also visualized.

Monographic control after 3, 6, and 12 months exhibited a
reduction in the diameter of the endometrioma (usually it did
not exceed 3 cm), disappearance of the previously visualized
anechogenic component (sclerosant), and an increase in the
hyperechogenicity of the disseminated content (debris).

DISCUSSION

The preliminary study results allow us to recognize
several categories of patients for whom aspiration puncture
sclerotherapy through transvaginal access under ultrasound
control can be recommended as a surgical treatment for
ovarian endometriomas. These include:

Tom 11, Ne 3, 2024

DOl https://doiorg/10.17816/30g628834

ApxuB aKyLlepcTsa v rvHexonorm um. B®. CHervpésa

1. Patients of reproductive age with any level of ovarian
reserve who are contemplating pregnancy employing assisted
reproductive technologies. The optimal visualization of
oocytes during perforation for the purpose of oocyte retrieval
is likely influenced by the reduced volume of the ovary as
a result of sclerosing the endometrioma. Furthermore, the
absence of endometrioid debris has a favorable effect on the
oocyte maturation rate, the quality of future embryos, and the
pregnancy rate in IVF programs [9-11, 19, 20].

2. Patients of reproductive age with reduced ovarian
reserve (AMH <1.2 ng/mL), who are not planning to conceive
in the near future, with symptomatic, recurrent, previously
histologically confirmed endometrioid cysts, and have any
ovarian reserve but experience symptomatic endometrioma
in the only preserved ovary. In the postoperative period,
patients were recommended hormonal therapy to prevent
recurrence of endometrioma if reproductive plans were not
a priority.

3. Patients without reproductive plans with symptomatic
endometriomas and a complex surgical history.

CONCLUSIONS

The experience we gained enabled us to establish the
requirements for performing endometrioma sclerotherapy
through a transvaginal approach. These include the following:

1. Absence of elevated levels of blood tumor markers
(CA125, HE4, and ROMA index) and sonographic signs,
considering that about 0.8% of all endometrioid ovarian cysts
subsequently become malignant [25]. For endometriosis that
exhibits a dynamic increase, a moderate increase in CA125 is
considered acceptable [26, 27]. The sensitivity and specificity
of transvaginal ultrasound in the differential diagnosis of
endometriomas and other ovarian masses are 75-84% and
88-91%, respectively [28].

2. Endometriomas that range from 20 to 65 mm in
diameter. To optimize the exposure of ethanol and the
endometrial capsule lining and mitigate the risk of recurrence,
larger diameter masses should preferably be sclerosed
laparoscopically.

3. Absence of small (up to 20 mm) cysts surrounding
the main endometrioma. Their minimal volume prevents
puncture and further sclerosing. Endometriomas of this size
should either be excised or coagulated during laparoscopy,
as they have the potential to cause rapid recurrence and
reduce the success of the surgery.

4. Sclerotherapy under anesthesia is the preferred
treatment when there is evidence of multiple endometriomas
(not more than 3) and single endometriomas of small size
(less than 3 cm) combined with evidence of adhesions in
retrocervical endometriosis, which makes transvaginal
access difficult.

5. Informed, voluntary consent to undergo the
procedure. It is imperative to provide the patient with a
coherent explanation of the nuances of aspiration puncture
sclerotherapy (for e.g., the lack of a stage involving the
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excision of endometrioma pseudocapsule and the possibility
of endometrioma recurrence). It was advised to conduct a
control ultrasound examination on the first day following the
operation to ascertain the diameter of the sclerosed ovarian
endometrioma capsule and subsequently to monitor its size
alterations.

6. Sufficient training of the sonographer to evaluate
the potential of accessing the puncture needle through the
posterior vaginal arch to avoid injury to adjacent organs
(colon, bladder, and major vessels) and the development of
infectious disease complications.

7. Equipment: Transvaginal probe guide, fine needle
aspiration needle (17G), 20/50 ml syringe or aspiration
system, 0.9% saline to liquefy endometrioid debris, and 95%
ethyl alcohol. Occasionally, it is difficult to aspirate dense
endometrioid debris during transvaginal puncture. We have
discovered that forced injection of 0.9% saline into the cyst
cavity can effectively dilute its contents, i.e., reduce the
density of endometrioid debris and aid the aspiration process.

8. The endometrioma capsule should be exposed to
ethanol for at least 10 minutes to reduce the recurrence rate.
It is permissible to retain a small quantity of sclerosant in the
endometrioma cavity.

9. Aspirated endometrioid debris should be submitted
for cytologic examination considering the prevalent cancer
protocols for any ovarian mass.
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