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In 1860, a Viennese pathologist named Carl Rokitansky first 
described histopathological features of adenomyosis by examination 
of histological sections of the uterus and the rectovaginal Space (RVS) 
[1]. First descriptions of radical surgical interventions reach back until 
1903 when the German gynecologist H. Füth published a noteworthy 
case of a rectal shaving procedures including a radical hysterectomy 
procedure performed for a patient with extensive rectovaginal DE on 
the Lofot Islands, reporting on a “depressed vaginal vault and ulcerated 
surface the size of a half-a-crown” as well as a “….fixed mass the size of 
a fist stuck above the cervix just posterior to the uterus” [2].

Interestingly, the main surgical principles of radical resection of 
rectovaginal DE are similar to those described by the pioneer surgeons 
of the early 20th century. However, significant advances in minimally 
invasive surgical techniques have lead to the more widespread use of 
surgical treatment since then and surgical morbidity and mortality 
are – obviously – by far lower then a century ago. Today the treatment 
of endometriosis remains the same as it was when first described: 
the resection of all identified endometriotic lesions and preservation 
of reproductive function in patients wishing to conceive. However, 
besides minimal invasive approaches, the use of antibiotics and the 
armory of high-tech medicine it is first and foremost surgical skill 
and knowledge about the extent of the disease which will decide on 
optimal or suboptimal outcomes of surgical interventions. The lack 
of information about the extent of the disease before and during 
the procedure often leads to incomplete resections and pseudo-
recurrences. So how can knowledge on the extent of endometriosis, 
especially DE be increased before embarking on surgery?

The most cost effective, easy-at-hand and highly accurate non-
invasive imaging method is  ransvaginal sonography (TVS), which 
is nowadays regarded as the first line diagnostic tool for patients with 
suspected endometriosis. Within this, 2 issues should be discussed: the 
accuracy of TVS for detection of DE and the need and applicability of a 
easy to use classification system that serves surgeon and sonographers 
to guide surgical therapies and plan interdisciplinary procedures.

Several meta-analysis have demonstrated that TVS accurately 
detects DE affecting the rectosigmoid, urinary bladder and uterosacral 
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ligaments (USL`s) in experienced hands with – for example -overall, 
likelihood ratio pooled sensitivity, specificity, positive
ratio (LR+) and negative likelihood ratio (LR-) for detecting DIE in 
the rectosigmoid up to 91% (95%CI, 85-94%), 97% (95%CI, 95-98%), 
33.0 (95%CI, 18.6-58.6) and 0.10 (95%CI, 0.06-0.16), respectively 
[3-5]. In addition, surgical risk factors such as low and deep rectal 
endometriosis, consequently low anastomotic height and therefore the 
elevated risk of anastomotic leakage (AL) following bowel resection 
may be correctly predicted by TVS [6].

Secondly, sonographers and surgeons need to speak the same 
language when describing DE with the aim to adequately stage DE 
preoperatively and facilitate optimal interdisciplinary surgery. Some 
attempts have been made to correlate the most widely used rASRM 
score with the results of TVS showing high accuracy for prediction of 
rASRM stages I-IV using TVS [7].

However, the rASRM score primarily describes the extent of 
intra-abdominal, tubo-ovarian adhesions and is of limited value when 
describing the extent and localization of severe DE. Extraperitoneal 
localization of the foci and/or severe adhesions may also obscure 
anatomical spaces and DE, which will only be correctly staged when 
surgery is expanded and hidden compartments and DE are exposed. 
As a result, another staging system named the ENZIAN classification 
has gained increasing acceptance by surgeons and diagnosticians since 
it is based on anatomical compartments and DE [8,9]. Recommended 
by several guidelines [10,11] there is now also evidence that – in 
contrast to the rASRM score – DE described by the ENZIAN score 
does indeed significantly correlate with type and severity of symptoms 
in women with DE [12]. This knowledge opens up future new insights 
into the disease, which were not possible with the application of the 
rASRM classification. Furthermore, there is increasing evidence 
that the ENZIAN classification is also applicable to MRI and TVS 
underlining its use in surgical staging and diagnostic workup with 
surgical planning [13-17].

So how does TVS influence surgical therapy? The answer is 
simple – by detailed knowledge on the true extent and localization of 
the disease. Endometriosis surgery used to be determined primarily 
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by decisions made during surgery. By using non-invasive tools such 
as TVS can now provide the surgeon with a detailed image of the 
localization and extent of DE, which is essential and makes complete 
and safe endometriosis surgery much easier.

Routinely performed and widespread use of non-invasive imaging 
with TVS can, as a consequence and in the ideal scenario, lead to 
triage of women with suspected endometriosis to a surgical “low-
risk” and “high risk” group. In the authors opinion, women with DE 
exhibiting colorectal, vaginal or ureteral involvement should – similar 
to oncological patients – be dealt as “high risk” patients and be treated 
by skilled and well-trained high-volume gynecological surgeons 
in tertiary referral centers with colorectal and urological surgeons 
in a team setting. This may increase optimal surgical outcomes and 
minimize severe complications [18]. TVS is the optimal tool to guide 
this referral strategy. The additional use of a generally applicable 
classification score such as the ENZIAN system has the potential to 
enable clinicians dealing with endometriosis to communicate with 
one common language, independent on the diagnostic technique or 
surgical treatment method. Bona diagnosis, bona curatio.
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