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Patient with endometriosis, pelvic pain and subfertility  
- Helping them to make informed treatment choices. 

 
(Please see enclosed appendix for an explanation of terminology) 
 
It is relatively common that in women with ongoing pelvic pain and subfertility, a pelvic scan and 
laparoscopy may indicate endometriosis /endometrioma. 
 
  
Typically, patients who are actively trying to get pregnant face a dilemma over the timing of surgery for 
endometriosis and fertility treatments.  They need to decide if they opt for surgery first or Assisted 
Conception Treatment (IVF). Hormonal treatments for endometriosis and fibroids are not acceptable for 
patients actively trying for a pregnancy. This article sets out facts to aid decision making for patients 
with endometriosis or pelvic pain and subfertility. 
 
Patients will benefit from evidence-based, individualised consultation to better aid their decision-
making process.  We, the consultants and their team, help this decision-making process by providing 
evidence-based information and facts in our consultation. 
 
A typical question from a patient with endometriosis and subfertility: Do we go for surgery followed 
by IVF or vice versa? 
 The answer depends on some facts and the patient’s main concerns:  

1) If a patient has an endometrioma and the endometrioma measures more than 4 cm on the 
ultrasound scan, surgery should be considered first. 

2) If patient have minimal endometriosis and pain is not the primary concern, then there is no 
need for surgery if patient are planning for Assisted Conception (IVF).  

3)  Surgery may bring some benefits of spontaneous pregnancy in the short term (up to 6 months 
after surgery) if patient are not planning Assisted Conception (IVF). 

4) If patient have significant endometriosis then surgery is possible before Assisted Conception as 
surgery has been shown to improve Assisted Conception outcomes .It is, however important to 
understand the potential risks of surgery . Current NHS wait times for routine surgery should 
also be considered 

5) If pain is the predominant symptom, then surgery is preferable before Assisted Conception (IVF).  
6) If patient have endometriosis with possible hydrosalpinx, then surgery is essential before 

Assisted Conception (IVF) to reduce possible complications and increase IVF success rate 
(pregnancy rates). 
 
 
 

Given below is further information and an explanation for why different treatment options may be 
offered to different patients.  
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➢ We like to have information about the patient age, AMH (Anti Mullarian Hormone), BMI of the 
patient and partners semen analysis result before further discussion. 

 
  

 

➢ Female Age (>35yrs)/ AMH is  helpful in view of  consideration of the treatment of endometriomas 
with regards to  considering surgery or moving to Assisted Conception  treatment sooner rather 
than later 

 

➢ If the patient’s has a BMI of >35   then 
1)  Assisted Conception (IVF) has a reduced success rate 
2) Surgery could be difficult and the risk of complication is higher. 
3) Patients should aim for a BMI of between 19-30 for optimum treatment outcomes. 

 
- It is important to consider any male factor fertility issues when considering treatment options. 

 
 

➢ Any patient who has an ultrasound scan for fertility and /or  pelvic assessment of  endometriosis will 
be scanned by an individual who holds an accreditation in Gynaecological scanning and preferably  
experience in fertility, endometriosis and fibroid assessment in order that optimum imaging can be 
obtain in both 2D &3D format to aid ongoing treatment planning 
 

➢  At ultrasound scan appointment several things are assessed; 
 

- The potential location of any endometriotic tissue and how this may impact on any surgery 

required. 

- Whether there is any endometriotic tissue deposits on the bowel/ pelvic ligaments and again 

how this may impact on surgery options. 

- Assessment of the womb lining 

 
➢ The discussion should not just be focused on surgery, but it should be focused on patient preferred 

choices.  Some patients prefer pain treated before fertility, some patients would like to have a 
fertility outcome first and then consider the pain treatment, but ideally if permissable and the time 
is available, it is better to treat both conditions and consider the discussion for both. 

 

➢ If required HyCoSy  can be undertaken to  assess fallopian tubal function . 
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➢ HyCoSy should not be undertaken if there is evidence of hydrosalpinx to avoid the risk of further 
complications 
  

 
 

 
Surgery:  
If the patient is above the age of 35 and has marginally or decreased AMH, then removal of the 
endometrioma is advised . 
 
On a patient with small endometrioma with possible minimal infiltrative endometriosis, depending on 
age and AMH, ovary drainage is recommended as it offers minimal damage to the ovary. After this 
surgery, success for natural conception / IUI is highest for the next 6 months. If natural conception 
doesn’t happen within these 6 months, it is advisable to proceed to IVF. 
 
On a patient with minimal-to-mild endometriosis, laparoscopic surgery shows a slight increase in the 
rate of pregnancy. As published in the Cochrane database 2014, treating eight patients potentially gives 
rise to 1 pregnancy.  
 
If the patient has large endometrioma, it is preferable to remove the endometrioma and leave the 
ovary. Any diathermy to the endometrioma should be minimal.  After removal of endometrioma, we 
sometimes put ovarian suppression medication and go for IVF straight away after 3 months of GnRH 
analogues injection.  
 
There is enough evidence that over exacerbated diathermy of the ovaries decreases the ovarian reserve. 
 
While the evidence suggests that deep infiltrative endometriosis removal increases spontaneous 
pregnancy and the IVF outcome, it should be considered in the context of waiting time for surgery as 
well as noting that deep infiltrative removal of endometriosis sometimes brings complications from 
surgery. 
 
For a patient who has had previous surgery for endometriosis and now is a new patient for us, we need 
previous laparoscopic findings to counsel the patient to check 

1) if the patient has excessive adhesions from endometriosis or previous surgery 
2) the risk of further surgery has much higher complication 
3) the pain response for successive surgeries is not good as for the first surgery  

 
 Any patient who goes for laparoscopic endometriotic surgery needs to know the pain may 
recur in 6 to 18 months depending on the extension of the endometriosis and previous 
surgery methodology as well as patient age. 
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Endometriosis Fertility index: 
The endometriosis fertility index (EFI) is used to predict fecundity after endometriosis surgery.  
 
Endometriosis fertility index can be used for predicting spontaneous pregnancy after endometriotic 
surgery. 
 
 
In one study by Bendifallah et al. in 2017, it is shown that after laparoscopic surgery for endometriosis, 
when the patient goes to IVF, the success rate is quite higher after surgery (with the first IVF success 
rate going to 41% and three IVF giving success rate 79%, which is higher compared to a patient who has 
IVF without surgery). 
 
 So surgery not only reduces the pain in stage 3 and 4 endometriosis but also improves the IVF success 
rate, but it comes with the risk of surgical complication and delay in proceeding to IVF and fertility 
treatments. A study on 1000 patients on retrospective analysis by Roman et al. shows large benefits in a 
patient being pain-free or reduction in pain and improving IVF outcome, but 37 patients had significant 
bowel complication, 23 patients had a rectovaginal fistula which is quite a significant complication and 
needs further surgeries, hence affecting the quality of life of the patient.   
 
 
Endometrioma as a special concern for nulliparous and subfertility: 
 
As stated earlier, surgery for endometriosis increases the chances of spontaneous pregnancy and 
success of IVF outcome, but what also needs to be included in the discussion about the surgery are 
typical NHS waiting time for surgery and complication rate.   
 
While endometrioma increases the risk of IVF complication such as abscess and difficulty in collecting 
the egg if the endometrioma is small such as less than 4 cm and there is no hydrosalpinx, it is perfectly 
acceptable to not to have surgery and get on with IVF.  If the endometrioma is above 4 cm, it is very 
difficult to get on with the IVF (due to risk of egg collection contamination, post egg collection abscess, 
implantation failure). 
 
At present, there is no need or evidence available for surgery if endometrioma is less than 4 cm. Agreed 
guidelines suggest that surgery is not indicated when endometrioma is small and patient wants to 
proceed to IVF. 
 
Adenomyosis and fibroid on a patient with endometriosis: 
 
Other problems are associated with endometriosis, especially when the patient is nearly 40 and has 
adenomyosis.  Adenomyosis causes painful periods and it is associated with endometriosis and poor 
outcome in IVF and is not favourable for implantation.  Surgery for adenomyosis is not easy, and it 
complicates the further clinical scenario. Some clinicians previously suggested that treatment with GnRH 
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before IVF in a patient with adenomyosis increases the success of IVF outcome, but it has not been 
proven yet. 
 
Summary:  
  
 Patients with pelvic pain endometriosis and fertility concerns need careful consultation before any 
intervention. We need to consider patient’s wishes, patient’s  age, AMH, partner’s semen analysis and 
the ultrasound scan findings (particularly if the ultrasound scan done by a gynaecologist with special 
interest in endometriosis and fertility or MRI).   
 
In our clinical practice, we rarely go for diagnostic laparoscopy. If we opt for laparoscopy, then the 
likelihood is to perform surgical intervention as well so that overall it is less invasive for the patient, will 
save patient’s time and save the NHS funds rather than going for two laparoscopic surgeries.   
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