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avtorTa sayuradRebod!

redaqciaSi statiis warmodgenisas saWiroa davicvaT Semdegi wesebi:

 1. statia unda warmoadginoT 2 calad,  rusul an inglisur enebze, dabeWdili 
standartuli furclis 1 gverdze,  3 sm siganis marcxena velisa da striqonebs 
Soris 1,5 intervalis dacviT. gamoyenebuli kompiuteruli Srifti rusul da ing-
lisurenovan teqstebSi - Times New Roman (Кириллица), xolo qarTulenovan teqstSi 
saWiroa gamoviyenoT AcadNusx. Sriftis zoma – 12. statias Tan unda axldes CD 
statiiT. 
 2. statiis moculoba ar unda Seadgendes 10 gverdze naklebs da 20 gverdze mets 
literaturis siis da reziumeebis (inglisur, rusul da qarTul enebze) CaTvliT.
 3. statiaSi saWiroa gaSuqdes: sakiTxis aqtualoba; kvlevis mizani; sakvlevi 
masala da gamoyenebuli meTodebi; miRebuli Sedegebi da maTi gansja. eqsperimen-
tuli xasiaTis statiebis warmodgenisas avtorebma unda miuTiTon saeqsperimento 
cxovelebis saxeoba da raodenoba; gautkivarebisa da daZinebis meTodebi (mwvave 
cdebis pirobebSi).
 4. statias Tan unda axldes reziume inglisur, rusul da qarTul enebze 
aranakleb naxevari gverdis moculobisa (saTauris, avtorebis, dawesebulebis 
miTiTebiT da unda Seicavdes Semdeg ganyofilebebs: mizani, masala da meTodebi, 
Sedegebi da daskvnebi; teqstualuri nawili ar unda iyos 15 striqonze naklebi) 
da sakvanZo sityvebis CamonaTvali (key words).
 5. cxrilebi saWiroa warmoadginoT nabeWdi saxiT. yvela cifruli, Sema-
jamebeli da procentuli monacemebi unda Seesabamebodes teqstSi moyvanils. 
 6. fotosuraTebi unda iyos kontrastuli; suraTebi, naxazebi, diagramebi 
- dasaTaurebuli, danomrili da saTanado adgilas Casmuli. rentgenogramebis 
fotoaslebi warmoadgineT pozitiuri gamosaxulebiT tiff formatSi. mikrofoto-
suraTebis warwerebSi saWiroa miuTiToT okularis an obieqtivis saSualebiT 
gadidebis xarisxi, anaTalebis SeRebvis an impregnaciis meTodi da aRniSnoT su-
raTis zeda da qveda nawilebi.
 7. samamulo avtorebis gvarebi statiaSi aRiniSneba inicialebis TandarTviT, 
ucxourisa – ucxouri transkripciiT.
 8. statias Tan unda axldes avtoris mier gamoyenebuli samamulo da ucxo-
uri Sromebis bibliografiuli sia (bolo 5-8 wlis siRrmiT). anbanuri wyobiT 
warmodgenil bibliografiul siaSi miuTiTeT jer samamulo, Semdeg ucxoeli 
avtorebi (gvari, inicialebi, statiis saTauri, Jurnalis dasaxeleba, gamocemis 
adgili, weli, Jurnalis #, pirveli da bolo gverdebi). monografiis SemTxvevaSi 
miuTiTeT gamocemis weli, adgili da gverdebis saerTo raodenoba. teqstSi 
kvadratul fCxilebSi unda miuTiToT avtoris Sesabamisi N literaturis siis 
mixedviT. mizanSewonilia, rom citirebuli wyaroebis umetesi nawili iyos 5-6 
wlis siRrmis.
 9. statias Tan unda axldes: a) dawesebulebis an samecniero xelmZRvane-
lis wardgineba, damowmebuli xelmoweriTa da beWdiT; b) dargis specialistis 
damowmebuli recenzia, romelSic miTiTebuli iqneba sakiTxis aqtualoba, masalis 
sakmaoba, meTodis sandooba, Sedegebis samecniero-praqtikuli mniSvneloba.
 10. statiis bolos saWiroa yvela avtoris xelmowera, romelTa raodenoba 
ar unda aRematebodes 5-s.
 11. redaqcia itovebs uflebas Seasworos statia. teqstze muSaoba da Se-
jereba xdeba saavtoro originalis mixedviT.
 12. dauSvebelia redaqciaSi iseTi statiis wardgena, romelic dasabeWdad 
wardgenili iyo sxva redaqciaSi an gamoqveynebuli iyo sxva gamocemebSi.

aRniSnuli wesebis darRvevis SemTxvevaSi statiebi ar ganixileba.
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Abstract.
Introduction: Endometrial cyst, or endometrioma, is a specific 

form of endometriosis that often reveals with severe symptoms 
and requires ongoing treatment. High rate of recurrence after 
surgical intervention presents a significant challenge in the 
management of this disease.

Aim of the study: Aim of the study was to determine the 
effectiveness of combined therapy (surgical and hormonal) of 
endometrioma in terms of development of recurrences, the rate 
of pregnancy and change in pain intensity.

Material and methods: Study group consisted of 264 patients 
with endometrioma who underwent laparoscopic intervention 
with enucleation of endometrial cyst. The study group was 
divided into: Group I - patients who were treated with dienogest 
for 6 months continuously (n-58); Group II - patients treated 
with combined contraceptives (COC) for 6 months cyclically 
(n-62); Group III - patients treated with dydrogesterone for 6 
months, cyclically (n-45); Group IV - control group, patients 
who did not undergo postoperative hormone treatment (n-99).

Results: At 5-year post-operative follow-up, the pregnancy 
rate was significantly higher in Gr.I (72.4% (n-21), P<0.01) 
compared to control (34.8% (n-8)) and Gr.III (47.2% (n-17), 
P<0.05). No significant difference in terms of pregnancy 
occurrence was found between Gr.III and the control group 
(P>0.05). Assessment of pregnancy rate in Gr. II was not 
available as none in this group desired pregnancy. In Gr. I 
and Gr. III recurrence of endometrial cyst did not develop in 
any case, in Gr. II endometrioma recurrence was observed at 
1.6%, which is significantly lower compared to control group 
(18.2%, P<0.01). No significant difference between the groups 
of hormone therapy was detected (P>0.05). After the hormone 
therapy, severe pain was not observed in any of the patients. 
Pain transformed from severe to moderate in Gr.I in 59.4% , in 
Gr. II – in 44.5% , in Gr. III – in 76.2%, in the control group 
-in 93.7% of cases and no longer experienced pain in Gr.I - 
40.6%, in Gr.II -in 55.5%, in Gr.III – in 23.8%, in the control 
group – in 6.3 % . Treatment with dienogest and COC after 
surgery was found to be significantly more effective compared 
to the results obtained with Dydrogesterone (P<0.05) or surgical 
treatment alone (P<0.05). In patients with moderate pain, pain of 
moderate intensity did not remain in any patient in Gr.I, in Gr.II 
it remained at 3.8%, in Gr.III- in 16% and in the control group 
- in 46.9% (n-39). All forms of hormone therapy were found 
to be significantly more effective compared to treatment with 
surgical intervention alone (P<0.05). No significant difference 
was found between the methods of hormone therapy in terms of 
moderate pain intensity (P>0.05).

Conclusion: After surgical treatment of endometrioma, in 
cases of using different hormonal medications (Dienogest, 
COC, Dydrogesterone), the rate of recurrence of endometrioma 
is significantly lower compared to surgical intervention only, 
and the effectiveness of different hormonal medications showed 
no significant difference between groups.

Pregnancy rate is significantly higher in Dienogest and 
Dydrogesterone groups compared to only surgical intervention.

In cases of severe pain, treatment with Dienogest and COC is 
significantly effective compared with Dydrogesterone therapy 
or surgery alone. In cases of moderate pain all forms of hormone 
therapy were found to be significantly more effective compared 
to surgical intervention alone.

Key words. Endometrioma, recidives, dienogest, treatment of 
endometrioma.
Introduction.

Endometriosis is a chronic progressive gynecological 
disease characterized by the presence of the tissue similar to 
endometrium growing outside the uterus [1-4]. It occurs in about 
10-15% of women of reproductive age and is characterised by 
chronic pelvic pain, dysmenorrhea, dyspareunia, and infertility 
[1,5,6].

Endometrioma often causes severe symptoms and requires 
continuous treatment, and high rate of recurrence after surgical 
intervention presents a significant challenge in the management 
of this disease. Determination and identification of risk factors 
for the formation and recurrence of endometrial cysts is of 
vital importance in the effectiveness of pre- and post-surgical 
treatment [7].

Inflammatory processes, hormonal imbalance, and immune 
system dysfunction are thought to contribute to the development 
of endometrial cysts [8]. Estrogens play an important role in the 
growth and development of endometriomas, which explains the 
effectiveness of hormone therapy in their treatment [9].

Endometrial cysts represent an important clinical problem for 
several reasons: pain syndrome, infertility, decreased ovarian 
reserve, risk of malignancy [10-15].

Currently, laparoscopy is considered as an approved and 
effective method of treatment of endometriomas due to its good 
tolerance, low risk of complications and acceptable cost [16,17]. 
However, the high probability of recurrence of endometrioma 
makes surgical treatment insufficiently effective [18]. 

Many studies have analyzed the recurrence rate of 
endometriomas after laparoscopic surgery, which occurs in 11-
30% of cases during 2-year follow-up [5,18-22] and 10-50% 
in the first 5 years after surgery [23-29]. Thus, in patients with 
endometriomas, the combination of conservative and surgical 
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treatment is considered the most effective treatment tactic due 
to the low probability of recurrence and high rate of achieving 
pregnancy [30]. 

For more than 60 years, progestins have been used with great 
success for the treatment of endometriosis, but in some cases, 
this therapy is still ineffective. Effect of progestins on target cells 
appears to depend on the expression of progesterone receptors 
(PR), but PR expression is often impaired in endometrial areas, 
and therefore the effect of progestins on target cells is impaired. 
In case of prescribing combined hormonal contraceptives, 
in addition to the above, the possible negative effect of the 
estrogenic component on endometriotic areas is added [31,32]. 
It is noteworthy that by binding to progesterone receptors (PRs), 
progestins can induce anti-estrogenic, pro-apoptotic, anti-
inflammatory and anti-neurogenic effects, which leads to the 
cessation of pain and pathogenetic mechanisms in endometrial 
lesions [33-36]. Thus, understanding of the mechanisms of 
therapeutic success and failure is essential for clinical decision-
making [31].

Despite the above, surgical treatment of endometrial cysts 
remains the 'gold standard', especially for large (>3 cm) cysts 
[17,37]. Due to the high risk of recurrence, it has become 
important to develop an effective post-surgical drug treatment 
strategy in the management of endometrial cysts [38]. 

Many studies confirm the effectiveness of Dienogest in the 
prevention of recurrence of endometrial cysts [22,38-42]. In a 
4-year study of 523 women by Y Ota, Kurashiki et al. in patients 
receiving Dienogest, endometrial cyst recurrence did not occur 
in any case. Recurrence occurred in 10% of cases in patients 
receiving COC, and in the control group recurrence occurred 
in 38% of cases [39]. Similar results were obtained in a 2019 
study by Ouchi et al. [43]. A meta-analysis by Park et al. in 2019 
compared Dienogest and GnRH agonists and found dienogest to 
be as effective in recurrence prevention with a better tolerability 
profile [3]. In a study by Yap et al., there was a statistically 
significant benefit of hormone therapy in the development of 
endometrial cyst recurrence, but no advantage was found in pain 
and pregnancy rates when hormone therapy was compared with 
surgery alone [40]. There are contradictive data in the literature 
that in patients who underwent post-operative hormonal therapy 
with different hormonal medications, endometrial cyst recurrence 
developed at a significantly higher rate compared to women who 
did not receive post-operative hormone therapy [19,20,21].

Impact of post-surgical treatment on endometrioma remains 
unclear. The inconsistency of literature data may be caused by 
the different duration of post-operative follow-up of patients 
and unspecified criteria for the definition of recurrence. 

Dienogest is a fourth-generation progestin that has been 
developed specifically for the treatment of endometriosis [44,45]. 
Its unique pharmacological profile includes high progesterone 
activity on the endometrium, anti-androgenic activity and 
moderate anti-gonadotropic effect [42,45-48]. Dienogest acts 
against endometriosis by several mechanisms, namely, it causes 
atrophy of endometrial foci, reduces inflammatory processes, 
inhibits angiogenesis and increases apoptosis in endometrial 
cells [42,43,45,49,50]. It is important to note that Dienogest has 
minimal effects on bone mineral density, making it an advantage 
over GnRH agonists for long-term use [49,51-55].

As it is known, combined oral contraceptives contain a 
combination of estrogen and progestin. Their mechanism of 
action in the treatment of endometriosis includes suppression 
of ovulation, endometrial atrophy, reduction of prostaglandin 
production, and reduction of menstrual bleeding [56].

Many studies have also been conducted to determine 
the effectiveness of COCs in preventing the recurrence of 
endometrial cysts. A study by Cucinella et al. (2013) compared 
COCs and Dienogest. They found that both treatments were 
effective in preventing relapse, although Dienogest showed 
better results (recurrence rate 9.8% vs 13.7% after 2 years) [46].

Dydrogesterone is a synthetic progesterone that is structurally 
similar to endogenous progesterone [56,57]. Its mechanism of 
action includes stabilization of the endometrium, reduction of 
inflammatory processes and immunomodulatory effect [57]. 
It is important to note that Dydrogesterone does not have 
androgenic, estrogenic or glucocorticoid effects, which reduces 
the risk of side effects [56,57]. Effectiveness of dydrogesterone 
in preventing the recurrence of endometrial cysts is less studied 
compared to dienogest and COCs.

According to the studies available in the literature, Dienogest 
is most effective in preventing endometrial cyst recurrence 
[3,34,38,39,41,43,46,57]. COCs are also effective, although less 
than Dienogest [8].

A number of studies have been conducted to determine the 
effectiveness of different hormonal medications for the pain 
syndrome associated with endometriosis. According to some 
researchers, Dienogest and Dydrogesterone are relatively more 
effective in managing chronic pain than COC [56,58-61]. 

Vercellini et al. (2008) in a meta-analysis assessed the 
effectiveness of COCs in the treatment of pain associated 
with endometriosis and concluded that COCs significantly 
reduce pain and improve quality of life [4,62]. In 2007 Trivedi 
et al. conducted a randomized controlled trial comparing 
dydrogesterone and placebo in patients with endometriosis. 
They found that dydrogesterone significantly reduced symptoms 
and improved quality of life [14,56]. Similar results were 
obtained by Overton et al. and Tsai et al. [63,64]. In a 2017 
study, dydrogesterone and Dienogest were compared. They 
concluded that both treatments were effective in reducing pain 
associated with endometriosis, although dienogest showed better 
results [61,64]. Thus, in the management of endometriosis, it 
is necessary to use individual approaches and make decisions 
based on the needs of patients. 

Since the results of the research conducted in these areas are 
contradictory in some cases, the continuation of the research is 
relevant and appropriate. 
Aim of the study.

Aim of the study was to determine the effectiveness of surgical 
and combined (surgical and hormone therapy) therapy in patients 
with endometrioma in terms of development of recurrences and 
the rate of pregnancy, as well as change in pain intensity.
Materials and Methods.

A retrospective observational research design was selected 
for the study. In order to conduct the study, approval N6 of the 
Ethical Commission of the “Zhordania Medical Clinic” was 
obtained. Before inclusion in the study, all patients participating 
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in the study were informed about the essence and aim of the 
study and written informed consent was obtained for inclusion 
in the study. 

Inclusion criteria: Patients with histomorphologically 
established endometrioma after surgical intervention. 
Exclusion criteria: Patients with adenomyosis, patients with 
impaired hormonal background, patients who had taken any 
hormonal drugs for 6 months before surgery, patients who 
had underwent surgical intervention on the genitals, patients 
who had abnormalities of the development of genital organs, 
history of reproductive organ tumors, women with tubal factor 
infertility, male factor infertility.

Study group consisted of 264 patients with endometrioma 
who underwent laparoscopic intervention with enucleation of 
endometrial cyst in 2016-2022 yy. Barrier contraception was 
used in all patients for 3 months after the surgery. Patients 
included in the study were advised to conceive naturally after 3 
months of using barrier contraception. Observation was made 5 
years after the surgical intervention. 

The study group was divided into the following groups: 
Group I - patients who were treated after surgical treatment 

with Dienogest for 6 months continuously (n-58).
Group II - patients who were post-operatively treated with 

combined contraceptives (COC) for 6 months cyclically (n-62).
Group III - patients who were post-operatively treated with 

Dydrogesterone for 6 months, cyclically (n-45).
Group IV - control group, patients who did not undergo 

postoperative drug treatment (n-99).
In order to determine the recurrence all participants underwent 

an ultrasound examination of small pelvic organs on the 2nd–
3rd days of the menstrual cycle. Ultrasound was performed 
with VOLUSON E10 (produced by General Electric, USA). 
Assessment of pain intensity was carried out before surgery and 
after surgery, in a period of 5 years, using a specially developed 
questionnaire.
Statistical analysis.

Statistical analysis was performed using descriptive and 
inferential methods. The research data was processed with 
statistical analysis program SPSS 24.0 (Statistical Package 
for Social Sciences, version 24). In order to describe the data, 
the percentage distribution of frequencies, standard deviation, 
crosstabulation, Kolmogorov-Smirnov test (to check the 
normality of the distribution) were used for quantitative 
variables. Categorical variables are presented as percentages. X2 
test was used to determine the association between categorical 
variables. A statistically significant difference in the reduction 
of the mean intensity of dysmenorrhea and chronic pelvic pain 
in each study group, before and after laparoscopic intervention 
was determined by t test. Power 0.8, α-level numerical value 
was defined as 0.05, P value <0.05.
Results.

Out of 264 patients participating in the study, 88 patients 
wanted to get pregnant (see Table 1). Out of 88 women who 
wanted to get pregnant, pregnancy occurred in 46 cases (52,3 
%) within 12 months after stopping hormone treatment (see 
Table 2). It should be noted that none of the patients who took 
COCs had the desire to become pregnant.

As can be seen in Table 2, the rate of pregnancy was significantly 
higher in patients who received Dienogest post-operatively 
compared with control patients and also compared with patients 
who received Dydrogesterone. Between patients receiving 
Dydrogesterone and patients in the control group, there was no 
significant difference in the occurrence of pregnancy during the 
5-year follow-up period.

In our study, we also assessed the rate of post-operative 
recurrence of endometriomas in women who received hormonal 
therapy (Dienogest, COC, Dydrogesterone) and compared with 
a control group, where no medication therapy was administered 
post-operatively. It was found that no recurrence developed after 
taking Dienogest and Dydrogesterone. After taking the COC, it 
was found only in 1 case (1,6%). The rate of recurrence in the 
control group was 18.2% (n-18), which is significantly higher 
than the indicators of each groups of hormone therapy, although 
no significant difference was detected between the groups of 
hormone therapy in terms of the development of recurrences 
(Table 3).

Table 3. The rate of recurrence by groups after 5 years of surgery.
Group Rate of recurrence P

Group I (n-58) 0
P<0.01
P1>0.05
P2>0.05

Group II (n-62) 1,6 % (n -1) P<0.01
P3>0.05

Group III (n-45) 0 P<0.05
Control group (n-99) 18,2% (n-18)
P – Comparison of Groups I, II and III vs control group 
P1 – Comparison of Groups I vs Group II
P2 - Comparison of Groups I vs III
P3 - Comparison of Groups II vs III

We also assessed pain intensity before surgery and compared 
it after hormone therapy in all four groups (Table 4). 

In the study group (264 patients), severe pain was experienced 
by 78 patients (29.5%) before surgical treatment. Of these, the 
proportion of patients who received Dienogest after surgical 
treatment was 26.1% (n-32), COC - 14.5% (n-9), dydrogesterone 
- 45.7% (n-21), control group - 16.2% (n-16). After completion 
of the treatment, severe pain was not observed in any of the 

Group I
(n-58)

Group II
(n-62)

Group III
(n-45)

Group IV 
(n-99)

Desired 
pregnancy 50% (n-29) 0 80% (n-36) 23.2% (n-23)

Table 1. Desired pregnancy by groups.

Group I
 (n-29)

Group III
(n-36)

Control group
 (n-23)

Frequency of 
pregnancy 72.4% (n-21) 47.2% (n-17) 34.8% (n-8)

P P<0.01
P1<0.05 P>0.05

Table 2. Rate of achieved pregnancies according to groups in the 
period of 5 years after surgical intervention.

P - Groups I and III vs control group
P1 - Groups I vs III
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Pain intensity Dienogest      (n-32) COC 
(n-9)

Dydrogesterone 
(n-21) Control group (n-16)

Severe 0 0 0 0
Moderate 59.4% (n-19) 44.5% (n-4) 76.2% (n-16) 93.7% (n-15)
No pain 40.6% (n-13) 55.5% (n-5) 23.8 (n-5) 6.3% (n-1)

P
P <0.05
P1>0.05
P2>0.05

P <0.05
P3>0.05 P >0.05

Table 4. Intensity of pain after completion of hormone therapy in patients with severe pain syndrome.

P – Comparison of Groups I, II and III vs control group 
P1 – Comparison of Groups I vs group II
P2 - Comparison of Groups I vs group III
P3 - Comparison of Groups II vs group III

Pain intensity Dienogest
(n-25)

COC
(n-53)

Dydrogesterone
(n-25) Control group (n-83 )

Moderate 0 3.8% (n-2) 16% (n-4) 46.9% (n-39)
No pain 100% (n-25) 96.2% (n-51) 84% (n-21) 53.1% (n-44)

P
P <0.05
P1>0.05
P2>0.05

P <0.05
P3>0.05 P <0.05

Table 5. Intensity of pain after completion of hormone therapy in patients with moderate pain syndrome.

P – Comparison of Groups I, II and III vs control group 
P1 – Comparison of Groups I vs II
P2 - Comparison of Groups I vs III
P3 - Comparison of Groups II vs III

Figure 1. Intensity of pain after completion of hormone therapy in patients with severe pain syndrome.

Figure 2. Intensity of pain after completion of hormone therapy in patients with moderate pain syndrome.
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patients, the pain was alleviated in 59.4% of cases (n-19) in Gr. 
I, 44.5% (n-4) - in Gr.II, 76.2% (n-16) - in Gr. III, and 93.7% (n-
16) in the control group (n-15), and no longer experienced pain 
in 40.6% of cases (n-13) in Gr. I, in Gr. II- 55.5% (n-5), in Gr. III 
- 23.8% (n-5), in the control group - 6.3 % (n-1). Treatment with 
Dienogest and COC after surgery was found to be significantly 
more effective than treatment with Dydrogesterone (P<0.05) 
or surgery alone (P<0.05). At the same time, no significant 
difference was found between the methods of hormone therapy 
in terms of pain intensity (P>0.05) (Table 4 and Figure 1).

In the study group (264 patients), moderate intensity pain was 
experienced by 186 patients (70.5%) before surgical treatment. 
Of these, the proportion of patients who received Dienogest 
after surgical treatment was 13.4% (n-25), COC - 28.5% (n-9), 
dydrogesterone - 13.4% (n-25), control group- 44.6% (n-83). 
After 6-months treatment course, pain was not observed in any 
of the patients of Gr. I, the moderate pain was maintained in 
3.8% of cases (n-2) in Gr. II, 16% (n-4) - in Gr. III and 46.9% 
(n-39) in the control group. All forms of hormone therapy were 
found to be significantly more effective after surgery compared 
to treatment with surgical intervention alone (P<0.05). At the 
same time, no significant difference was found between the 
methods of hormone therapy in terms of pain intensity (P>0.05) 
(Table 5 and Figure 2).
Discussion.

Endometrioma is characterized with severe symptoms and 
requires ongoing treatment, and high rate of recurrence after 
surgical intervention presents a significant challenge in the 
management of this disease. 

According to the data of our study, no recurrence developed 
after taking Dienogest and Dydrogesterone. After taking the 
COC, recurrence was found only in 1 case (1,6%). The rate 
of recurrence in the control group was 18.2% (n-18), which is 
significantly higher than the indicators of each group of hormone 
therapy. No significant difference was detected between each 
group of hormone therapy in terms of the development of 
recurrences of endometrioma.

There are data in the literature that in patients who underwent 
post-operative hormonal therapy with different hormonal 
medications, endometrial cyst recurrence developed at a 
significantly higher rate compared to women who did not 
receive post-operative hormone therapy [19,20,21]. These data 
contradict the data of our study and the data of a number of 
studies available in the literature [3,7,8,18-21,38,39,41,43,46]. 

According to data of our study, pregnancy occurred 
significantly more frequently in patients who received 
Dienogest postoperatively compared with control patients and 
also compared with patients who received Dydrogesterone. 
Between the patients who received Dydrogesterone and the 
patients of the control group, there was no significant difference 
in terms of pregnancy occurrence. However, a study by Yap 
et al. found no advantage in pregnancy rates with hormonal 
treatment compared with surgery alone [40]. 

In the study by Yap et al., they did not see an advantage in 
terms of reducing the intensity of pain in hormonal treatment 
compared to surgical treatment alone [40]. A number of studies 
show that post-operative use of dienogest significantly reduces 

pain and improves the quality of life of women [59,65,66], 
which is consistent with the data of our study, in particular, 
treatment with Dienogest and COC is significantly more 
effective in terms of pain intensity after surgery compared to 
treatment with Dydrogesterone or only surgery. Some studies 
suggest that the effectiveness of COCs, which contain both 
estrogen and progesterone, may be temporary and not sufficient 
to control pain [15,67-70]. According to other researchers, 
Dienogest and Dydrogesterone are relatively more effective in 
managing chronic pain than COC [58,59,70]. 

Therefore, it is necessary to use individual approaches and 
make decisions based on the needs of patients.
Conclusion.

After surgical treatment of endometrioma, in cases of 
using different hormonal medications (Dienogest, COC, 
Dydrogesterone), the rate of recurrence of endometrioma is 
significantly lower compared to surgical intervention only, and 
the effectiveness of different hormonal medications showed no 
significant difference between groups.

Pregnancy rate is significantly higher in Dienogest and 
Dydrogesterone groups compared to only surgical intervention.

In cases of severe pain, treatment with Dienogest and COC is 
significantly effective compared with Dydrogesterone therapy 
or surgery alone. In cases of moderate pain all forms of hormone 
therapy were found to be significantly more effective compared 
to surgical intervention alone.
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აბსტრაქტი
შესავალი: ენდომეტრიომა ხშირად იწვევს მძიმე 

სიმპტომებს და მოითხოვს მუდმივ მკურნალობას, 
ხოლო რეციდივების მაღალი მაჩვენებელი 
ქირურგიული ჩარევის შემდეგ, წარმოადგენს 
მნიშვნელოვან გამოწვევას ამ დაავადების მართვაში. 
კვლევის მიზანი: კვლევის მიზანს წარმოადგენდა 
ენდომეტრიომების კომბინირებული (ქირურგიული 
და ჰორმონული) თერაპიის ეფექტურობის დადგენა 
პაციენტებში ენდომეტრიომებით რეციდივების 
განვითარების, დაორსულების სიხშირის და ტკივილის 
ინტენსივობის ცვლილების თვალსაზრისით. 
მასალა და მეთოდები: საკვლევი ჯგუფი შეადგინა 
264 პაციენტმა ენდომეტრიომით, რომელთაც 
ჩატარებული ჰქონდათ ლაპაროსკოპიული ჩარევა 
ენდომეტრიული ცისტის ენუკლეაციით. საკვლევი 
ჯგუფი დაიყო შემდეგ ჯგუფებად: I ჯგ. - პაციენტები, 
რომელთაც პოსტოპერაციულად ჩაუტარდათ 
მკურნალობა დიენოგესტით 6 თვის განმავლობაში 
უწყვეტად (n-58); II ჯგ.- პაციენტები, რომელთაც 
პოსტოპერაციულად ჩაუტარდათ მკურნალობა კოკ-
ით 6 თვის განმავლობაში (n-62); III ჯგ.- პაციენტები, 
რომელთაც პოსტოპერაციულად ჩაუტარდათ 
მკურნალობა დიდროგესტერონით 6 თვის 
განმავლობაში ციკლურად (n-45); IVჯგ. - საკონტროლო 
ჯგუფი, პაციენტები, რომელთაც პოსტოპერაციულად 
არ ჩატარებიათ მედიკამენტოზური მკურნალობა (n-99). 
შედეგები: 5-წლიანი პოსტოპერაციული დაკვირვების 
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შემდეგ ორსულობის მაჩვენებელი მნიშვნელოვნად 
მაღალი იყო I ჯგუფში (72.4% (n-21), P<0.01) 
საკონტროლო (34.8% (n-8)) და III ჯგუფთან (47.2% (n-
17) შედარებით, P<0.05). III და საკონტროლო ჯგუფს 
შორის დაორსულების სიხშირის თვალსაზრისით 
სარწმუნო სხვაობა არ გამოვლინდა (P>0.05). 
დაორსულების სიხშირის დადგენა II ჯგუფში ვერ 
მოხერხდა, რადგან ამ ჯგუფში არცერთს არ სურდა 
ორსულობა. I და III ჯგუფებში ენდომეტრიული ცისტის 
რეციდივი არცერთ შემთხვევაში არ განვითარდა, II 
ჯგუფში ენდომეტრიომის რეციდივი დაფიქსირდა 
1.6%-ში, რაც სარწმუნოდ დაბალია საკონტროლო 
ჯგუფის მაჩვენებელთან შედარებით (18.2%, P<0.01). 
ჰორმონოთერაპიის ჯგუფების მონაცემებს შორის 
სარწმუნო სხვაობა არ გამოვლენილა (P>0.05). 
ჰორმონალური თერაპიის შემდეგ საკვლევი ჯგუფის 
არცერთ პაციენტს არ აღენიშნებოდა ძლიერი ტკივილი. 
საშუალო ინტენსივობის ტკივილი შეუნარჩუნდა I 
ჯგუფში 59.4%-ში, IIჯგ. – 44,5%-ში, III ჯგ. – 76.2%, 
საკონტროლო ჯგუფში - 93.7% შემთხვევაში. ტკივილი 
აღარ აღენიშნებოდა I ჯგუფში - 40.6%, II ჯგ. - 55.5%, III ჯგ 
- 23.8%, საკონტროლო ჯგუფში – 6.3%-ში. ქირურგიული 
ჩარევის შემდეგ დიენოგესტით და COC-ით მკურნალობა 
მნიშვნელოვნად უფრო ეფექტური აღმოჩნდა 
დიდროგესტერონის (P<0.05) ან მარტო ქირურგიული 
მკურნალობით მიღებულ შედეგებთან შედარებით 
(P<0.05). საშუალო ინტენსივობის ტკივილის მქონე 
პაციენტებიდან I ჯგუფში ტკივილი არცერთ პაციენტში 
არ აღენიშნა, II ჯგ-ში შენარჩუნდა 3.8%-ში, III ჯგ-ში - 
16%-ში და საკონტროლო ჯგუფში - 46.9%-ში. აღმოჩნდა, 
რომ ჰორმონოთერაპიის ყველა ფორმა სარწმუნოდ უფრო 
ეფექტურია მხოლოდ ქირურგიულ მკურნალობასთან 
შედარებით (P<0.05). ტკივილის საშუალო ინტენსივობის 
თვალსაზრისით ჰორმონოთერაპიის მეთოდებს 
შორის სარწმუნო სხვაობა არ გამოვლინდა (P>0.05). 
დასკვნა: ენდომეტრიომის ქირურგიული მკურნალობის 
შემდეგ სხვადასხვა ჰორმონალური მედიკამენტების 
(დიენოგესტის, COC, დიდროგესტერონის) გამოყენების 
შემთხვევაში, ენდომეტრიომის რეციდივის სიხშირე 
მნიშვნელოვნად დაბალი იყო მხოლოდ ქირურგიულ 
ჩარევასთან შედარებით, ხოლო ჰორმონოთერაპიის 
ცალკეულ ჯგუფებს შორის სარწმუნო სხვაობა არ 
გამოვლინდა.

დაორსულების სიხშირე სარწმუნოდ მაღალი იყო 
დიენოგესტისა და დიდროგესტერონის ჯგუფებში 
მხოლოდ ქირურგიულ ჩარევასთან შედარებით.

ძლიერი ტკივილის შემთხვევაში, დიენოგესტით 
და COC-ით მკურნალობა სარწმუნოდ ეფექტურია 
დიდროგესტერონით თერაპიასთან ან მარტო 
ქირურგიულ მკირნალობასთან შედარებით. 
საშუალო ინტებსივობის ტკივილის შემთხვევაში 
ჰორმონოთერაპიის ყველა ფორმა მნიშვნელოვნად 
უფრო ეფექტური აღმოჩნდა მხოლოდ ქირურგიულ 
ჩარევასთან შედარებით.

Абстракт
Введение: Эндометриома часто сопровождается 

тяжелыми симптомами и требует постоянного лечения. 

Высокая частота рецидивов после хирургического 
вмешательства представляет собой серьезную дилемму в 
лечении этого заболевания.

Цель исследования: Целью исследования было 
определить эффективность комбинированного 
(хирургического и гормонального) лечения 
эндометриомы по показателям развития рецидивов, 
частоты наступления беременности и изменения 
интенсивности болевого синдрома.

Материалы и методы: Группу исследования составили 
264 пациентки с эндометриомой, которым было 
выполнено лапароскопическое вмешательство с 
энуклеацией эндометриоидной кисты. Наблюдение 
осуществлялось в сроки до 5 лет после хирургического 
вмешательства. Группа исследования была разделена на 
следующие группы: I группа - пациентки, которым после 
хирургического вмешательства проводилась терапия 
диеногестом в течение 6 месяцев непрерывно (n-58); 
II группа - пациентки, которым после хирургического 
вмешательства проводилась терапия комбинированными 
контрацептивами (КОК) в течение 6 месяцев циклически 
по 21 дню с 5-го дня менструального цикла (n-62); III 
группа - пациентки, которым после хирургического 
вмешательства проводилась терапия дидрогестероном 
в течение 6 месяцев циклически по 10 дней с 16-го дня 
менструального цикла (n-45); IV группа - контрольная 
группа, пациентки, которым послеоперационное 
медикаментозное лечение не проводилось (n-99).

Результаты: Через 5 лет после операции частота 
наступления беременности была достоверно выше у 
пациенток, получавших диеногест после хирургического 
вмешательства (72,4% (n-21), P<0,01) по сравнению с 
контрольной группой (34,8% (n-8)), а также по сравнению 
с пациентками, получавшими дидрогестерон (47,2% (n-
17), P<0,05). Достоверной разницы в частоте наступления 
беременности между пациентками, получавшими 
дидрогестерон, и пациентками контрольной группы 
не наблюдалось (P>0,05). После лечения диеногестом и 
дидрогестероном рецидив эндометриальной кисты не 
развился ни в одном случае, рецидив после применения 
КОК наблюдался только в 1 случае (1,6%), а частота 
рецидивов в контрольной группе составила 18,2% (n-18), 
P<0,01, что достоверно выше по сравнению с пациентками, 
получавшими гормональную терапию в каждой из групп. 
При этом не было выявлено достоверных различий 
между группами гормональной терапии по частоте 
рецидивов (P>0,05). После завершения гормональной 
терапии у пациенток не наблюдалось сильной боли. 
Боль средней интенсивности сохранялась в группе, 
получавшей диеногест, в 59,4% случаев (n-19), в группе, 
получавшей КОК — 44,5% (n-4), в группе, получавшей 
Дюфастон — 76,2% (n-16), в контрольной группе 
— 93,7% (n-15). Лечение диеногестом и КОК после 
операции оказалось достоверно более эффективным 
по сравнению с результатами, полученными при 
применении дидрогестерона (P<0,05) или только 
хирургическом лечении (P<0,05). После завершения 



29

гормональной терапии боли средней интенсивности не 
оставались у никого из пациенток в группе диеногеста, 
в 3,8% (n-2) случаев — в группе, получавшей КОК, в 16% 
(n-4) случаев — у пациенток, получавших Дюфастон, и в 
контрольной группе — в 46,9% (n-39) случаев. Все формы 
гормональной терапии оказались значительно более 
эффективными после операции по сравнению с лечением 
только хирургическим вмешательством (P<0,05). При 
этом не было выявлено достоверных различий между 
методами гормональной терапии по интенсивности боли 
(P>0,05).

Выводы: После хирургического лечения эндометриомы 
при использовании различных гормональных препаратов 
(Диеногеста, КОК, Дидрогестерона), частота рецидивов 

эндометриомы достоверно ниже по сравнению с только 
хирургическим вмешательством, а эффективность 
различных гормональных препаратов не показала 
достоверной разницы между группами.

Частота наступления беременности достоверно выше в 
группах Диеногеста и Дидрогестерона по сравнению с 
только хирургическим вмешательством.

В случаях сильной боли лечение Диеногестом 
и КОК достоверно эффективнее по сравнению с 
терапией Дидрогестероном или только хирургическим 
вмешательством. В случаях умеренной боли все 
формы гормональной терапии оказались значительно 
эффективнее по сравнению с только хирургическим 
вмешательством.
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