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This letter contains information relevant to endometriosis surgery. Please read it and feel free to discuss it with your family/GP/Hospital Medical Staff.  

The proposed operation will be done under a general anaesthetic (with you asleep) .The operation is performed through 3 small cuts on your tummy. The first cut is at or in your belly button; the second and third smaller cuts are low down on your abdomen on the right and left.  A 4th cut small cut is made in the low down on your tummy in the middle. Once you are asleep a catheter is placed in your bladder and either removed at the end of the operation or the next day. A special device (uterine manipulator) is placed in your womb at the start of the operation to make the surgery easier. You will have an intravenous line up (a drip) to give you fluids after the surgery until your bowels are working again and you are able to drink.
To reduce the risk of DVT (Deep Vein Thrombosis - clots in the leg veins that can rarely form and float off to the lungs) you will receive a small injection under the skin once a day of Dalteparin. You will also wear elastic compression stockings on your legs to reduce the risk of DVT. If we are expecting or are worried about disease on or near your bowel we will give you bowel prep. This is either a liquid to drink or an enema that is a strong laxative that cleans your bowel. 

If for any reason the bowel is injured during the operation the surgeons may be able to repair it laparoscopically without needing a larger cut or a temporary colostomy (stoma). There is a chance you will however need a larger cut (up and down) by the general surgeons if they cannot repair the bowel laparoscopically

Many women report a reduction in their symptoms after surgery e.g. painful periods, pain before periods or painful sex (dyspareunia). The more severe the extent of the disease the more likely you will gain benefit from a reduction in pain. For women with severe disease 8 to 9 out of every 10 women operated will report a benefit,  however women with mild or minimal disease the figure is much lower at around only 5 out of 10 will report a benefit. 

There is reasonable evidence that the fertility of patients with endometriosis is improved by surgery. Not all patients with endometriosis will suffer from fertility problems.

All surgery has a risk of complications and you need to know about the common one and those that are rare but serious. Common complications are pain or tenderness around the keyhole cuts, shoulder tip pain or pain between the shoulder blades (from the gas that distends tummy) or urinary infections associated with the catheter. The use of a uterine manipulator makes the surgery easier but may rarely perforate the uterus (make a small hole in the uterus) this usually requires no treatment and heals itself with no lasting harm. The risk of uterine perforation is 1 in every 300 cases.

Rare but serious complications include the risk of injury to the bowel, bladder or large blood vessels whilst putting the first telescope in. This risk is 1 in 2000(that is it happens once for every two thousand operations that we do). This is a serious complication that would require a surgeon to operate through a large up and down incision (laparotomy) to fix the damage. A temporary colostomy may be required (a stoma that empties the bowel out into a small bag at your side) this is usually reversed and your bowel rejoined at 2-4 months). 
Endometriosis can affect many organs in the pelvis including the bowel, bladder and ureter. 

Removal of disease from the bladder if it goes all the way through the wall of the bladder would need to be cut out and the hole in the bladder repaired with stitches which can usually be done laparoscopically ( with keyhole surgery). If this happens we will need to leave a catheter in your bladder for 10 days and check your bladder has healed with a cystogram (special X Ray test). If you have disease around the ureter (tubes that connects bladder to kidneys) there is a risk of damaging it during surgery and requiring either ureteric stents (tubes passed up the ureter to allow urine to flow from your kidney to bladder whilst your ureter heals) or further surgery with the Urology Surgeons to repair the damage.  

If you have endometriosis in the region of your bowel/vagina (front passage) we may need operate on the bowel and to remove a portion of vaginal tissue (so called recto-vaginal endometriosis). The concerns are of a hole developing in the bowel and you developing peritonitis (leakage of bowel content into your tummy) – you would develop increasingly severe abdominal pain and need a laparotomy with the general surgeons +/- a colostomy. This is a serious complication and every care is taken to avoid it. There is also a risk of developing a rare but severe complication of a colo-vaginal fistula – an abnormal connection between the bowel and vagina. Bowel content and wind can then be passed through the vagina and further major surgery would be required with the general surgeons and a colostomy would be needed. 

Endometriosis causes scarring and pulls structures e.g. the ureter (the tube that joins the bladder to the kidney) or the bowel out of place and glues them together (e.g. the rectum may be stuck to the back of the womb). This makes the operating difficult as structures are not in there usual place or very firmly stuck together. This makes accidental injury to these a risk and if injured e.g. cut or damaged by an electrical burn you may need further surgery to repair this. The risk of injuring the bowel during the surgery is approximately 1 in 400 cases of major endometriosis surgery or 3 in 10,000 for more minor surgery, injury to the ureter or bladder is estimated at 1 in 2000 cases. The risk of death from surgery or the complications of surgery is estimated as 3 in 100,000 cases.

There is always a risk that keyhole surgery will need to be converted to open surgery (laparotomy) either through a bikini cut or larger up and down cut. This may happen if there were technical difficulties, problems with bleeding or that the operation was impossible to do laparoscopically. 

The risk of haemorrhage (bleeding) is small but rarely a blood transfusion will be required during the operation. 

There is a small risk that your bowels may temporarily ‘go on strike’. This is called an ileus and may take days to resolve. The symptoms are feeling or being sick and you may have a distended (bloated) tummy. You will be managed with fluid though a drip until your bowel restarts. 

In cases of severe endometriosis there is a risk of injury to pelvic splanchnic nerves during dissection and removal of fibrotic (scar) tissue. This may result in temporary bladder and/or bowel dysfunction causing bladder/bowel being unable to empty or bladder/bowel frequency. These usually resolves spontaneously with a time.
If your operation is extensive you may need a PCA (Patient Controlled Analgesia) a painkiller pump that allows you to give yourself a controlled amount of painkiller when you need it. Most patients are using painkillers by mouth or suppository by the next day and we aim to have the pump down during the first day after the operation.

Your stitches are dissolvable but if they are bothering you after 10 days they are not holding your skin together and you could ask your practice nurse to remove them. 

It is important to remember that some complications can arise after discharge from hospital.  If you are unwell then you should contact your GP or nearest A&E Department.

The major concern is injury to bowel that might not have been obvious at your initial surgery.  Significant infection or peritonitis could result.  

If you are admitted as an emergency, this could be to another hospital where a different team would be responsible for your care.   If this is the case, you should ask the team involved to notify. 
The West of Scotland Endometriosis Clinic on 0141 201 2264.  
Useful Contact - Endometriosis UK – www.endometriosis-uk.org , 50 Westminster Palace Gardens, Artillery Row, London. SW1 1RR. 
A patient support organization.  
Glasgow Group - GlasgowGroup@endometriosis-uk.org

FaceBook: endometriosis-Glasgow (UK) support group.
