To Whom It May Concern,

If invasive endometriosis is left untreated, there is a significant risk that the patient’s
symptoms will persist despite surgery with an ongoing impact on the patient’s quality of
life and a need for further intervention.' > In order to address pelvic pain associated with
endometriosis, minimize risk of recurrence and avoid a need for further surgery, all areas
of disease should, therefore, be treated during the patient’s index surgery. Endometriosis
may be treated surgically by destroying the lesions with thermal energy
(fulguration/diathermy/cautery/coagulation and ablative vaporization) or by resecting the
lesions to healthy margins (wide excision). Table 2 provides a comparative synopsis of
the efficacy of these three surgical treatment modalities commonly used in the
management of superficial (peritoneal) and invasive (retroperitoneal) endometriosis as
reflected in the medical literature.

Table 2: Efficacy of treatment modalities in the surgical management of endometriosis.

TREATMENT METHOD

Fulguration/diathermy/
cautery/coagulation

Ablative vaporization

Wide excision

Treatment
efficacy:

Peritoneal
disease

Research examining the
efficacy of fulguration
(mono-polar and bipolar
coagulation) in the
eradication of peritoneal
endometriosis in female
patients has found that
disease persists despite
treatment in 80.8% and
90.4% of lesions following
monopolar and bipolar
coagulation respectively.’
Fulguration is therefore not a
reliable means of eradicating
even superficial
endometriosis.

Fulguration does not allow
for biopsy confirmation of the
pathology of the tissue, it can
only be consistently applied
to small surface areas (not
diffuse areas of disease) and
to areas of disease that are not
overlying vital structures,
such as the ureters.*

Research examining the
efficacy of ablative
vaporization with the CO,
laser in the eradication of
peritoneal endometriosis in
female patients has found that
disease persists despite
treatment in 28.9% of
lesions.” While ablative
vaporization is considerably
more effective than
fulguration, many patients
treated with ablative
vaporization are likely to
experience incomplete
eradication of their disease
especially given multiple
areas of involvement are
present in most cases.’

Ablative vaporization of mild
to moderate endometriosis
has been found to be more
effective in alleviating pelvic
pain than diagnostic
laparoscopy alone (no
treatment)"®.

As with fulguration, ablative
vaporization does not allow
for biopsy confirmation of the
pathology of the tissue, and
can only be consistently
applied to small surface areas
(not diffuse areas of
disease).* %

Excision is the only method
of treatment of endometriosis
that enables complete
removal of the disease.’ The
concept of wide excision is
supported by the literature on
the grounds that recurrence
of disease most commonly
occurs at or proximal to the
sites of previous treatment,
suggesting that the initial
area of resection was not
wide enough. By utilizing
wide excision, the risk of
leaving undetected
endometriosis is minimized."*
Unlike, fulguration and
ablative vaporization,
excision allows the surgeon
to assess the full extent of
disease; the breadth and
depth. Simply differentiating
between peritoneal and
retroperitoneal disease can be
challenging without
performing excision.”

Excision of endometriosis
has been found to be
effective in both eradicating
the disease, reducing
symptoms across multiple
domains, and improving
quality of life.">" In the
majority of patients, the
benefits of excision persist
during long-term follow-
up.‘“"48 Reoperation rates
following excision are low
and only a minority of
patients are found to have
disease recurrence despite
long-term follow-up.'®'®




When disease recurrence
does occur, the disease is
typically milder and subtler
than at the index surgery.'®

Excision can be applied to
any area of the pelvic
peritoneum regardless of
underlying structures. It
enables biopsy confirmation
of the pathology.”*

Retroperitoneal | Unknown.* No studies have Limited research has been Excision of deep
disease yet explored the undertaken into the efficacy endometriosis has been
methodology, safety, or the of ablative vaporization in the | studied extensively. °#'>*' It
efficacy of fulguration treatment of invasive has been found to be
(diathermy, cautery, endometriosis. Of the effective in managing all
coagulation) in the treatment research published to date, aspects of retroperitoneal
of retroperitoneal the findings have been mixed. | disease with low recurrence
endometriosis. It is unclear While Jones and Sutton rates following complete
how fulguration could be (2003) reported reduction in excision'®'®?', and acceptable
safely or effectively applied pain across all domains at 1 complication rates given the
in the treatment of year post-op, a more recent complexity of the surgery
retroperitoneal endometriosis study by Posadzka and and the severity of
due to the effects of thermal colleagues (2015) found the debilitation experienced prior
spread on surrounding tissue benefits of CO, laser ablation | to treatment.'®
associated with this technique | to be limited to a reduction in
and the proximity of vital dysmenorrhea while other Unlike other approaches
structures to retroperitoneal forms of pelvic pain failed to (fulguration and ablative
endometriosis. Case reports show long-term vaporization), the approach
have, however, been improvement.’ Interestingly, to the treatment of
published of complications Jones and Sutton (2003) retroperitoneal endometriosis
arising from undetected found dysmenorrhea to be the | via excision has been
thermal injury secondary to symptom that responded least | described in detail and is well
fulguration of pelvic well following this established in the medical
endometriosis.’ intervention. On average, literature.* *2
patients reported ongoing
* Posadzka and colleagues pain across all domains
(2015) studied the effects of despite a degree of
electroablation in the improvement. The results are
treatment of invasive further complicated by the
endometriosis but due to a fact that nearly a third of the
lack of detail explaining the patients in their study were
treatment, it is unclear receiving concurrent ovarian
whether their treatment refers | suppressive therapy. The
to fulguration or vaporization. | efficacy of ablative
The study found both laser vaporization in the treatment
and electroablation failed to of invasive endometriosis
relieve pelvic pain across therefore remains unclear.
multiple domains at 6 months
post-surgery.
Comparison | Peritoneal No prospective clinical Several studies have compared the efficacy of ablative
of outcomes: | disease comparison studies exist vaporization and excision in the management of peritoneal
between fulguration of endometriosis.'""* Of these studies, Healey and colleagues
endometriosis and other (2014) provided the longest follow-up and found that at 5 years
surgical techniques. Higher post-treatment, women who underwent ablative vaporization
rates of post-operative had less relief of dyspareunia and were more likely to require
adhesions have been reported | ovarian suppressive therapy for the ongoing management of
in a rat model following endometriosis-associated pelvic pain than women who had
fulguration of peritoneal received excision surgery.
endometriosis when
compared to excision.’
Retroperitoneal | No relevant studies.* No relevant studies except for | No studies have been
disease the aforementioned study that | conducted comparing

See comment above regarding
the study by Posadzka and
colleagues (2015) comparing
“electroablation” and laser
ablation.

compared laser ablation with
“electroablation”. There are
no published data comparing
ablative vaporization with
excision of invasive
(retroperitoneal)
endometriosis.

excision of retroperitoneal
disease with other surgical
techniques. When compared
to placebo control, excision
has been found to be an
effective treatment of
invasive endometriosis across




multiple symptom domains.'
Excision is the only mode of
treatment for which its
efficacy in treating all forms
of retroperitoneal
endometriosis (urinary,
intestinal, diaphragmatic) has
been investigated and is
established.”” Tt is therefore
considered the gold standard
in the treatment of invasive
endometriosis and should be
the mode of surgical
treatment for patients
presenting with advanced
endometriosis.

While endometriosis is a common disease, its effective surgical treatment poses
significant challenges that require extensive knowledge and surgical expertise.
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