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Situation actuelle difficultés et conséquences

Comment optimiser la prise en charge 
Repenser les mécanismes et l’histoire naturelle
Repenser le diagnostic
Repenser les traitements

Quelles stratégies pour l’avenir ? 
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6 to 10 years

Délai diagnostic



SUPPLEMENTAL FIGURE 1

Participating centers and numbers of women recruited in the Global Study of Women’s Health (n ¼ 1,418).

Nnoaham. Endometriosis, quality of life and work. Fertil Steril 2011.
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Délai diagnostic un problème mondial

and all three outcome groups had lower MCS scores, than the nor-
mative population; compared with symptomatic controls, affected
women had significantly reduced PCS but not MCS scores (Fig. 2;
Supplemental Fig. 3, available online at www.fertstert.org).

HRQoLwas higher inwomenwhowere in paid or self-employment
(P<.001) and who did not report any pelvic pain (P¼.017), but lower
in those who had more severe pelvic pain (P<.001). After adjusting
for site (center), health care funding, pelvic pain, subfertility, severity
of pelvic pain, and number of ‘‘pelvic’’ and ‘‘bowel’’ symptoms
reported, longer diagnostic delays were associated with reduced

physical HRQoL in affected women (P¼.047; Supplemental
Material 5, available online at www.fertstert.org).

Endometriosis and Work Productivity
See Supplemental Material 6 (available online at www.fertstert.org)
for more. Affected women reported greater absenteeism and presen-
teeism compared with symptomatic control women (Table 2): Over-
all work productivity loss was 10.8 h/wk (SD 12.2) versus 8.4 h/wk
(SD 10.2), respectively (P<.001; Table 2).

FIGURE 1

Diagnostic delay by center of recruitment. Others comprises Buenos Aires, Washington, DC, San Francisco, and Palo Alto.

Nnoaham. Endometriosis, quality of life and work. Fertil Steril 2011.

TABLE 1
Continued.

Characteristic
Endometriosis

(n [ 745)

No endometriosis (n [ 673)

Symptomatic
(n [ 587) P valuea

Laparoscopic
sterilization (n [ 86) P valueb

Nonendometriotic
cysts

10.6 (79) 25.7 (151) .018 4.7 (4) .81

Fibroids 16.1 (120) 21.5 (126) .015 3.5 (3) .54
Otherc 2.8 (21) 8.2 (48) < .001 1.2 (1) .37

Comorbidity [% (n)]d

Cancer 1.5 (11) 1.9 (11) .58 2.3 (2) .55
Autoimmune/atopic
conditions

19.7 (147) 20.1 (118) .64 14.0 (12) .20

Other 76.9 (573) 60.3 (354) < .001 47.8 (41) < .001
Any 82.4 (614) 66.3 (389) < .001 53.5 (46) < .001

a Endometriosis vs. symptomatic control subjects.
b Endometriosis vs. laparoscopic sterilization control subjects.
c Other pathologies were mainly teratoma and bilateral tubal blockage.
d Cancer included breast and ovarian cancer, melanoma and Hodgkin/non-Hodgkin lymphoma; autoimmune/atopic conditions included asthma, eczema,

Hashimoto disease, multiple sclerosis, rheumatoid arthritis, Sjogren syndrome, thyroid disease, and systematic lupus erythematosus; Other included
chronic fatigue syndrome, deafness, fibromyalgia, depression, diabetes, fibroids, glandular fever, imperforate hymen, migraines, ovarian cysts, polycystic
ovarian syndrome, pyloric stenosis, scoliosis, and mitral valve prolapse.

Nnoaham. Endometriosis, quality of life and work. Fertil Steril 2011.

Fertility and Sterility! 369



Sibiude Borghese Chapron Obstet Gynecol 2014

Chirurgies multiples
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Chirurgies multiples



Raffi R J Clin Endocrinol Metab 2012

Chirurgies multiples impact sur la fertilité



Endométriose prise en charge actuelle

Chapron C, Borghese B et al. Nat Rev Endocrinol 2019

Bien souvent, diagnostic histologique et proposition
d’une chirurgie immédiate

Nécessité de changer le paradigme



REPENSER la pathogénèse, les 
mécanismes, l’histoire naturelle



Définitions

Histologique
Fréquence non estimable en population générale
Pas systématiquement pathologique
Endométriose maladie si douleurs et/ou infertilité

RPC CNGOF/HAS 2017
Borghese B Gynecol Obstet Fertil Senol 2018



Hétérogénéité formes anatomo-cliniques

Chapron C, Borghese B et al. Nat Rev Endocrinol 2019



Pathogénèse endometriosis life

Chapron C, Borghese B et al. Nat Rev Endocrinol 2019



1. Inflammation-related processes impairs sperm-oocyte interactions

de Ziegler D, Borghese B, Chapron C Lancet 2010

2. Decreased ovarian response to COH

3. Alteration of eutopic endometrium, receptivity & implantation

Pathogénèse infertilité



Reflux menstruel : distribution anatomique
Facteurs génétiques et environnementaux
(risque au 1er degré : x 5)

RPC CNGOF/HAS 2017
Borghese B Gynecol Obstet Fertil Senol 2018

Pathogénèse



Pas en faveur d’une progression de l’endométriose
au fil du temps (le « stade » est sans fondement)

Association faible avec sous-types rares de cancer
de l’ovaire (RR 1.3)

RPC CNGOF/HAS 2017
Borghese B Gynecol Obstet Fertil Senol 2018

Pathogénèse histoire naturelle



REPENSER le diagnostic



proportions in both groups, and were rare. Allergies were fre-
quently reported (51.6%), with no differences by extent of
disease. Depression requiring medication or medical consul-
tation occurred in a third of the sample (33%), more com-
monly among those in group I (36.6% vs. 30.0%, P¼.03).

Having ever smoked was common (41%) and two-thirds of
women reported growing up in a household where at least one
parent smoked. Women, on average, reported having smoked
cigarettes for 14 years, with no differences noted by group
when adjusted for age and time since diagnosis. Regardless
of disease extent, equal proportions of women (45%) en-
gaged in regular, vigorous exercise. Regular use of talc as
body powder was common (23%), with many (62%) having
used it for more than 10 years, and no differences noted
between groups.

DISCUSSION
In this analysis of the first 1,000 questionnaires returned from
women recruited into the OXEGENE study, those in group II
(with revised AFS stage III–IV disease or isolated rectovagi-
nal nodules) were about 1 year older at symptom onset and at
diagnosis than those in group I (with less severe forms of the
disease), although this age difference may not be clinically
relevant. The time to diagnosis was similar between the
groups. Dysmenorrhea and pelvic pain were common symp-
toms leading to the diagnosis in both groups; however, sub-
fertility or an ovarian mass were more likely to have led to
a diagnosis in group II and dyspareunia in group I. Women
in group II more commonly had fibroids (most likely due to
older age of this group), but were less likely to have had

a therapeutic abortion or used OC pills at a younger age
than those in group I. There were no differences in smoking
habits between the groups. Surprisingly, women in group I
reported depression more frequently.

TABLE 2
Presenting symptoms for endometriosis diagnosis based on self-reported data from 940 women with
surgically diagnosed endometriosis completing the OXEGENE study questionnaire.

Symptoms that
led to diagnosis Group Ia (N [ 423) Group IIb (N [ 517) Total (N [ 940) P valuec

Dysmenorrhea 332 (78.5) 408 (78.9) 740 (78.7) .95
Pelvic pain 302 (71.4) 350 (67.7) 652 (69.4) .25
Dyspareunia 218 (51.5) 204 (39.5) 422 (44.9) < .001
Bowel upset

(e.g., constipation, diarrhea)
143 (33.8) 199 (38.5) 342 (36.4) .29

Bowel pain 114 (27.0) 159 (30.8) 273 (29.0) .23
Infertility 91 (21.5) 155 (30.0) 246 (26.2) .004
Ovarian mass/tumor 31 (7.3) 152 (29.4) 183 (19.5) < .001
Dysuria 48 (11.4) 45 (8.7) 93 (9.9) .21
Other urinary problems 24 (5.7) 34 (96.6) 58 (6.2) .67

Note: Data are presented as n (%).
a Women with milder disease, defined as stage A (revised AFS stage I) and stage Aþ (defined as some ovarian disease plus

some adhesions).
b Women with more severe disease, defined as stage B (revised AFS stage III–IV disease) and stage C (isolated rectova-

ginal nodules).
c Determined by Z-test for proportions of women in group I versus group II.

Sinaii. Features of endometriosis by severity. Fertil Steril 2008.

FIGURE 1

Prevalence and overlap of gynecologic pain
symptoms that led to the surgical diagnosis of 940
women with endometriosis who participated in the
OXEGENE study. Footnote: 10.7% of women did not
report any gynecologic pain symptoms.

Sinaii. Features of endometriosis by severity. Fertil Steril 2008.

542 Sinaii et al. Features of endometriosis by severity Vol. 89, No. 3, March 2008

Diagnostic difficile recoupement des 
symptômes

Sinaii N Fertil Steril 2008

10.7 % asymptomatiques



ENDOMETRIOSIS HAS MANY SYMPTOMS

Although pain is now widely recognized as a key symptom of endometriosis, other
symptoms identified in our first data registry—especially fatigue, gastrointestinal
problems, abdominal bloating, and a range of allergic diseases—are still not widely
recognized as part of endometriosis. Again, in our second data registry, women
identified ‘fatigue, exhaustion, low energy’ as the second most common symptom after
menstrual pain: 87% in our second registry, 82% in our first (Figure 3).

The third most common symptom—‘diarrhea, painful bowel movements, or other
intestinal upset at the time of the period’—was experienced by 85%; 84% experienced
abdominal bloating, a symptom that can be indicative of severe allergies (especially, it
seems, to foods and hormones); and over 60% reported heavy or irregular bleeding;
pain with or after sex; nausea and stomach upset at the time of the period; and dizziness
and headaches at the time of the period (Figures 3 and 4).

As we found in our first data registry, women with endometriosis are prone to
allergies: 57% of respondents reported allergies, particularly to pollens, dust, grasses,
cigarette smoke, perfumes and fragrances, trees, foods, and cleaning products
(Figure 5). Using data from the American Academy of Allergy and Immunology12, we
compared the incidence of certain allergic diseases in women with endometriosis from
our 1998 registry to the general population. We found that: 41% of women with
endometriosis reported allergies to pollen, compared to 13% in the general population
(Figure 6); 14% of women with endometriosis reported asthma whereas only 6% of the
general population have this condition; and 17% of women with endometriosis
reported eczema compared to 6% of the general population (Figure 6). It is likely that
other allergies are also significant in women with endometriosis but it is proving difficult
to obtain numbers by category for the general population. It was also interesting to find
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Figure 3. The most commonly reported symptoms of endometriosis.

204 M. L. Ballweg

Balweg ML Best Pract Res Clin Obstet Gynaecol 2004

Diagnostic difficile symptômes associés



Endometriosis

Pelvic pain

Symptomatic
endometriosis

Asymptomatic
endometriosis

Adapted from Hurd Obstet Gynecol (1998)

Diagnostic difficile déterminer si la douleur est 
associée à l’endométriose



Chapron C, Borghese B et al. Nat Rev Endocrinol 2019

Optimiser le diagnostic interrogatoire



Echographie par voie transvaginale
IRM abdomino-pelvienne 

Images : Dr AE Millischer

Optimiser le diagnostic imagerie



Déterminer le phénotype (SUP, OMA, DIE)

Optimiser le diagnostic imagerie

Images : Dr AE Millischer



Endométriome douloureux, volumineux, bilatéral :
penser à l’endométriose profonde

Chapron C Fertil Steril 2009
Images : Dr AE Millischer

Optimiser le diagnostic imagerie



En 2019 il n’y a pas de place pour une cœlioscopie
exploratrice quand le diagnostic est suspecté
cliniquement

Am J Obstet Gynecol 2019

Clinical diagnosis of endometriosis: a call to action
Q6 Sanjay K. Agarwal, MD; Charles Chapron, MD; Linda C. Giudice, MD, PhD; Marc R. Laufer, MD; Nicholas Leyland, MD;

Stacey A. Missmer, ScD; Sukhbir S. Singh, MD; Hugh S. Taylor, MD

E ndometriosis has such wide-
ranging and pervasive sequelae

that it has been described as “nothing
short of a public health emergency”
requiring immediate action.1

Population-based data suggest that
more than 4 million reproductive-age
women have diagnosed endometriosis
in the United States.2 As daunting as this
number is, it only tells part of the story,
as an estimated 6 of 10 endometriosis
cases are undiagnosed.3 Thus more than
6 million American women may expe-
rience repercussions of endometriosis
without the benefit of understanding the
cause of their symptoms or appropriate
management.

When discussing the patient’s experi-
ence with endometriosis, pain and
infertility are usually of greatest concern,
as they are 2 of the disease’s more com-
mon symptoms. However, the real toll is
even greater: womenwith endometriosis
experience diminished quality of life,
increased incidence of depression,
adverse effects on intimate relationships,

limitations on participation in daily ac-
tivities, reduced social activity, loss of
productivity and associated income,
increased risk of chronic disease, and
significant direct and indirect healthcare
costs.4e8 Moreover, emerging data indi-
cate that endometriosis is associated
with greater risk of obstetric and
neonatal complications.9e12

The challenge of diagnosing
endometriosis
There are no pathognomonic features or
biomarkers necessary and sufficient to

define endometriosis. Rather, key
symptoms that currently prompt surgi-
cal evaluation, such as pain and infer-
tility, can have multiple causes.
Endometriosis is typically defined by its
histology: extrauterine lesions consisting
of endometrial glands, endometrial
stroma, and/or hemosiderin-laden
macrophages. Based on location and
depth, lesions are further described as
superficial peritoneal lesions, ovarian
endometrioma, or deep endometriosis.
However, the presence of lesions does
not preclude other etiologies for the

THE PROBLEM: Endometriosis is undiagnosed in a large proportion of affected women,
resulting in ongoing and progressive symptoms with associated negative impacts on health
and well-being. Current practice standards, which rely primarily on laparoscopy for a
definitive diagnosis before beginning therapy, frequently result in prolonged delay between
symptom onset, diagnosis, and subsequent treatment.

A SOLUTION: Enhanced use of clinical diagnostic techniques may reduce the delay in time
to diagnosis and hence bring more rapid relief to affected patients, limit disease pro-
gression, and prevent sequelae.

From the Center for Endometriosis Research and Treatment (Dr Agarwal), University of California San Diego, La Jolla, CA; Université Paris Descartes
(Dr Chapron), Sorbonne Paris Cité, Faculté de Médecine, Assistance Publique!Hôpitaux de Paris (AP-HP), Hôpital Universitaire Paris Centre (HUPC),
Centre Hospitalier Universitaire (CHU) Cochin, Department of Gynecology Obstetrics II and Reproductive Medicine, Paris, France; Department of
Obstetrics, Gynecology and Reproductive Sciences (Dr Giudice), University of California, San Francisco, CA; Boston Center for Endometriosis, Boston
Children’s Hospital and Brigham and Women’s Hospital; Department of Obstetrics, Gynecology, and Reproductive Biology (Dr Laufer), Brigham and
Women’s Hospital and Harvard Medical School; Division of Gynecology, Boston Children’s Hospital and Harvard Medical School, Boston, MA;
Department of Obstetrics and Gynaecology (Dr Leyland), McMaster University, Hamilton, Ontario, Canada; Boston Center for Endometriosis, Boston
Children’s Hospital and Brigham andWomen’s Hospital; Department of Epidemiology, Harvard T.H. Chan School of Public Health (Dr Missmer), Boston,
MA; and Department of Obstetrics, Gynecology, and Reproductive Biology, Michigan State University, Grand Rapids, MI; Department of Obstetrics and
Gynaecology (Dr Singh), University of Ottawa, and OttawaHospital Research Institute, Ottawa, Ontario, Canada; Department of Obstetrics, Gynecology,
and Reproductive Sciences (Dr Taylor), Yale School of Medicine, New Haven, CT.
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E ndometriosis has such wide-
ranging and pervasive sequelae

that it has been described as “nothing
short of a public health emergency”
requiring immediate action.1

Population-based data suggest that
more than 4 million reproductive-age
women have diagnosed endometriosis
in the United States.2 As daunting as this
number is, it only tells part of the story,
as an estimated 6 of 10 endometriosis
cases are undiagnosed.3 Thus more than
6 million American women may expe-
rience repercussions of endometriosis
without the benefit of understanding the
cause of their symptoms or appropriate
management.

When discussing the patient’s experi-
ence with endometriosis, pain and
infertility are usually of greatest concern,
as they are 2 of the disease’s more com-
mon symptoms. However, the real toll is
even greater: womenwith endometriosis
experience diminished quality of life,
increased incidence of depression,
adverse effects on intimate relationships,

limitations on participation in daily ac-
tivities, reduced social activity, loss of
productivity and associated income,
increased risk of chronic disease, and
significant direct and indirect healthcare
costs.4e8 Moreover, emerging data indi-
cate that endometriosis is associated
with greater risk of obstetric and
neonatal complications.9e12

The challenge of diagnosing
endometriosis
There are no pathognomonic features or
biomarkers necessary and sufficient to

define endometriosis. Rather, key
symptoms that currently prompt surgi-
cal evaluation, such as pain and infer-
tility, can have multiple causes.
Endometriosis is typically defined by its
histology: extrauterine lesions consisting
of endometrial glands, endometrial
stroma, and/or hemosiderin-laden
macrophages. Based on location and
depth, lesions are further described as
superficial peritoneal lesions, ovarian
endometrioma, or deep endometriosis.
However, the presence of lesions does
not preclude other etiologies for the

THE PROBLEM: Endometriosis is undiagnosed in a large proportion of affected women,
resulting in ongoing and progressive symptoms with associated negative impacts on health
and well-being. Current practice standards, which rely primarily on laparoscopy for a
definitive diagnosis before beginning therapy, frequently result in prolonged delay between
symptom onset, diagnosis, and subsequent treatment.

A SOLUTION: Enhanced use of clinical diagnostic techniques may reduce the delay in time
to diagnosis and hence bring more rapid relief to affected patients, limit disease pro-
gression, and prevent sequelae.
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E ndometriosis has such wide-
ranging and pervasive sequelae

that it has been described as “nothing
short of a public health emergency”
requiring immediate action.1

Population-based data suggest that
more than 4 million reproductive-age
women have diagnosed endometriosis
in the United States.2 As daunting as this
number is, it only tells part of the story,
as an estimated 6 of 10 endometriosis
cases are undiagnosed.3 Thus more than
6 million American women may expe-
rience repercussions of endometriosis
without the benefit of understanding the
cause of their symptoms or appropriate
management.

When discussing the patient’s experi-
ence with endometriosis, pain and
infertility are usually of greatest concern,
as they are 2 of the disease’s more com-
mon symptoms. However, the real toll is
even greater: womenwith endometriosis
experience diminished quality of life,
increased incidence of depression,
adverse effects on intimate relationships,

limitations on participation in daily ac-
tivities, reduced social activity, loss of
productivity and associated income,
increased risk of chronic disease, and
significant direct and indirect healthcare
costs.4e8 Moreover, emerging data indi-
cate that endometriosis is associated
with greater risk of obstetric and
neonatal complications.9e12

The challenge of diagnosing
endometriosis
There are no pathognomonic features or
biomarkers necessary and sufficient to

define endometriosis. Rather, key
symptoms that currently prompt surgi-
cal evaluation, such as pain and infer-
tility, can have multiple causes.
Endometriosis is typically defined by its
histology: extrauterine lesions consisting
of endometrial glands, endometrial
stroma, and/or hemosiderin-laden
macrophages. Based on location and
depth, lesions are further described as
superficial peritoneal lesions, ovarian
endometrioma, or deep endometriosis.
However, the presence of lesions does
not preclude other etiologies for the

THE PROBLEM: Endometriosis is undiagnosed in a large proportion of affected women,
resulting in ongoing and progressive symptoms with associated negative impacts on health
and well-being. Current practice standards, which rely primarily on laparoscopy for a
definitive diagnosis before beginning therapy, frequently result in prolonged delay between
symptom onset, diagnosis, and subsequent treatment.

A SOLUTION: Enhanced use of clinical diagnostic techniques may reduce the delay in time
to diagnosis and hence bring more rapid relief to affected patients, limit disease pro-
gression, and prevent sequelae.
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Optimiser le diagnostic diagnostic clinique



Optimiser le diagnostic changer de paradigme

Endometriosis phenotypes

Surgical
diagnosis

Histology

Questionning

Imaging

SUP AdOsisDIEOMA

Sir W Osler (1849-1919) 

« Listen to your
patient, he is telling
you the diagnosis »

“Moving from a histological to a clinical definition opens the door 
to an approach that emphasizes symptoms and their origins.”

Chapron C, Borghese B et al. Nat Rev Endocrinol 2019



MyEndoApp Preditest ©

Test de dépistage de l’endométriose par un pré-diagnostic

Algorithme ayant pour bénéfice un raccourcissement du 
délai de diagnostic ainsi qu’une meilleure orientation vers 
un spécialiste de l’endométriose en fonction du résultat.

Application smartphone









Première application personnalisée 
de dépistage et d’assistance au traitement 
de l’endométriose 



REPENSER les traitements



Hormonal Ttt

Surgery

ART

Pelvic pain

Infertility

Bleeding

Endométriose – Adénomyose
options thérapeutiques



Maladie inflammatoire chronique nécessitant une prise 
en charge à vie : diminue l’inflammation

Inconvénient de la chirurgie :
sans effet sur le reflux menstruel
sans effet sur la sensibilisation centrale
chirurgie de l’adénomyose difficile et controversée
coût
récurrences des symptômes et/ou des lésions fréquentes (vraies 
ou liées à une chirurgie non nécessaire ou inadaptée)

impact négatif sur l’histoire naturelle de la maladie

Traitement médical rationnel



Traitement de 1ère ligne de la douleur (sauf si désir de grossesse), 
peut être prescrit sans preuve histologique

Prévention des récidives après chirurgie

Récidive authentique après chirurgie adéquate

Adénomyose symptomatique associée

Pré-FIV

Traitement médical indications



Hughes E et al., Cochrane Database 2007

Traitement médical pas d’intérêt en fertilité naturelle



Vercellini P Obstet Gynecol Clin North Am 2003

Conception rate:  22.9%  18.1%  

Traitement médical pas d’intérêt en fertilité naturelle



Yoga
Relaxation

Soutien Psychologique
Consultation douleur

Acupuncture

Un objectif : améliorer la 
qualité de vie

Ostéopathie

Prise en charge globale traitements associés



SUP

OMA

DIE

Vercellini 2006, 2009

Reduce rate of:
- Recurrence DM OR : 0.15 ; CI  0.06 - 0.06
- Recurrence DP OR : 0.08 ; CI 0.01 - 0.51
- Recurrence NCPP OR : 0.10 ; CI 0.02 - 0.56

Sutton 1994

Hart 2005

Chirurgie efficacité sur 
les douleurs



Vercellini P Hum Reprod 2009

50%

Chirurgie amélioration de la fertilité naturelle



≥ 12 months

< 12 months

Pregnancy: 0.79 (95% CI: 0.46–1.35)

Vercellini P RBMO 2010

Chirurgie amélioration de la fertilité naturelle



Cumulative PR

50%

N=222
Stages I-IV

Vercellini P Hum Reprod 2009

Chirurgie amélioration de la fertilité naturelle



Pas d’effet de l’endométriose sur les résultats en
termes de taux de grossesse et de naissance vivante

Pas d’aggravation des symptômes liés à
l’endométriose, ni d’accélération de son évolution, ou
d’augmentation du taux de récidive

Amélioration des chances de grossesse en cas de
blocage ovarien avant la stimulation par un analogue
agoniste de la GnRH et par la COP

RPC CNGOF/HAS 2017

AMP fécondation in vitro



SYNTHESE stratégies



Chapron C, Borghese B et al. Nat Rev Endocrinol 2019



Chapron C, Borghese B et al. Nat Rev Endocrinol 2019

Infertilité FIV ou chirurgie ?



Chapron C, Borghese B et al. Nat Rev Endocrinol 2019

Infertilité FIV ou chirurgie ?



Chapron C, Borghese B et al. Nat Rev Endocrinol 2019








