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Strong consensus issues 

•  Medical	
  therapy	
  of	
  endometriosis	
  is	
  inefficient	
  to	
  restore	
  ferAlity	
  in	
  
endometriosis	
  paAents	
  (1,2,3,4,5)	
  

•  No	
  hormonotherapy	
  is	
  indicated,	
  before	
  or	
  aTer	
  endometriosis	
  surgery	
  in	
  
order	
  to	
  improve	
  ferAlity	
  (1,2,3,4,5)	
  

•  Stage	
  AFS	
  I	
  and	
  II	
  lesions	
  have	
  to	
  be	
  excised	
  or	
  destroyed	
  (1,2,3,4,5)	
  

•  If	
  an	
  endometrioma	
  has	
  to	
  be	
  operated,	
  ablaAon	
  is	
  preferable	
  to	
  simple	
  
drainage	
  (1,2,3,4,5)	
  

•  InformaAon	
  on	
  the	
  risk	
  of	
  decrease	
  of	
  the	
  ovarian	
  reserve	
  aTer	
  endometrioma	
  
surgery	
  must	
  be	
  given	
  to	
  the	
  paAent	
  (3,4,5)	
  

•  In	
  case	
  of	
  failure	
  of	
  sugical	
  treatment	
  of	
  endometriosis	
  aimed	
  at	
  improving	
  
ferAlity,	
  Assisted	
  ProcreaAon	
  should	
  be	
  proposed	
  (1,3,5)	
  

•  InseminaAon	
  can	
  be	
  proposed	
  in	
  endometriosis	
  paAents	
  with	
  stage	
  AFS	
  I	
  or	
  II	
  
(1,2,3,4,5)	
  

•  Ovarian	
  blockage	
  by	
  GnRH	
  analog	
  during	
  3	
  to	
  6	
  months	
  is	
  recommended	
  
before	
  IVF	
  or	
  ICSI)	
  

•  Pregnancies	
  in	
  endometriosis	
  paAents	
  are	
  more	
  complicated	
  (3,4)	
  



Virtually no place for medical treatment of 
endometriosis in infertile patients 

•  The	
  treatment	
  of	
  endometriosis	
  when	
  the	
  paAent	
  desires	
  a	
  
pregnancy,	
  if	
  a	
  treatment	
  is	
  necessary	
  (symptomaAc	
  endometriosis,	
  
inferAlity),	
  is	
  surgical	
  (laparoscopy)	
  

•  Treatment	
  of	
  inferAlity	
  by	
  suppressive	
  medical	
  therapy	
  is	
  unefficient	
  and	
  
should	
  not	
  be	
  offered	
  (SCOG)	
  

• No	
  medical	
  therapy	
  aTer	
  surgery	
  

•  ATer	
  surgery,	
  medical	
  treatments	
  are	
  not	
  recommanded	
  (CNGOF	
  grade	
  B)	
  

•  Medical	
  adjunct	
  therapy	
  in	
  conjuncAon	
  with	
  laparoscopic	
  surgery	
  has	
  not	
  
been	
  shown	
  to	
  have	
  ferAlity	
  benefits	
  (Consensus	
  de	
  Montpellier)	
  



Virtually no place for medical treatment of 
endometriosis in infertile patients 



But exceptions !!!!!!!!!!!! 

•  If….	
  pain++++++++++++++++++++++	
  
•  In	
  case	
  of	
  associaAon	
  of	
  inferAlity	
  with	
  persistant	
  pelvic	
  pain	
  aTer	
  iniAal	
  surgery,	
  it	
  is	
  
recommanded	
  to	
  avoid	
  a	
  repeat	
  surgery.	
  Medical	
  therapy	
  is	
  necessary,	
  in	
  parAcular	
  
in	
  between	
  assisted	
  procreaAon	
  cycles	
  (CNGOF,	
  AP)	
  

•  And	
  if…..IVF	
  
•  GnRHa	
  administered	
  for	
  3-­‐6	
  months	
  prior	
  to	
  IVF	
  in	
  women	
  with	
  endometriosis	
  
increases	
  the	
  clinical	
  pregnancy	
  rate	
  (Consensus	
  de	
  Montpellier)	
  

•  If	
  a	
  paAent	
  in	
  whom	
  endometriosis	
  is	
  documented	
  has	
  to	
  undergo	
  an	
  IVF	
  cycle,	
  
suppressive	
  therapy	
  with	
  a	
  GnRH	
  agonist	
  together	
  with	
  a	
  subsAtuAve	
  therapy	
  3-­‐6	
  
months	
  before	
  ovarian	
  sAmulaAon	
  is	
  associated	
  with	
  an	
  increase	
  in	
  pregnancy	
  rates	
  





When IVF ? 



When IVF ? ASRM 

•  IVF	
  success	
  rates	
  in	
  women	
  with	
  endometriosis	
  apear	
  
to	
  be	
  diminished	
  compared	
  to	
  women	
  with	
  tubal	
  
factor	
  inferAlity.	
  However,	
  IVF	
  maximizes	
  cycle	
  
fecundity	
  for	
  those	
  with	
  endometriosis.	
  

•  For	
  women	
  with	
  stage	
  III/IV	
  endometriosis	
  who	
  fail	
  to	
  
conceive	
  following	
  conservaAve	
  surgery	
  or	
  because	
  of	
  
advancing	
  reproducAve	
  age,	
  IVF-­‐ET	
  is	
  an	
  effecAve	
  
alternaAve	
  



• Meta-analysis 3 studies 165 patients 

•  Dicker 1992 : 62 patients with severe endometriosis 
•  6 months GnRHa versus nothing 

•  Rickes 2002 : 47 patients stage II - IV, after laparocopic 
treatment 

•  6 months GnRHa versus long luteal phase agonist protocol 

•  Surrey 2002 : 51 patients with endometriosis without 
endometrioma 

•  3 months GnRHa versus long luteal phase agonist protocol 

 

Sallam et al, Cochrane 2006 





Group 1: œstro-progestatives 6 to 8 weeks Group 2: no œstro-progestative 

Use of oral contraceptives in women with endometriosis before assisted reproduction treatment 

improves outcomes.  

De Ziegler et al. Fertil Steril 2010;94:2796-9 



Unsolved questions 

•  In	
  paAents	
  with	
  asymptomaAc	
  endometriosis	
  ?	
  

•  In	
  unexplained	
  inferAlity	
  paAents	
  with	
  stage	
  I-­‐II	
  endometriosis	
  ?	
  

•  If	
  IIU	
  is	
  to	
  be	
  proposed	
  ?	
  

•  For	
  embryo	
  transfer	
  aTer	
  cryopreservaAon	
  ?	
  

•  In	
  poor	
  responders	
  ?	
  

•  In	
  non	
  endometriosis	
  paAents	
  ?	
  



InferAlity	
  with	
  symptomaAc	
  endometriosis	
  

Laparoscopic	
  surgery	
  

No	
  recurrent	
  symptom	
  

Spontaneous	
  pregnancy	
   No	
  spontaneous	
  pregnancy	
  

IIU	
  ?	
  Suppressive	
  therapy	
  ?	
  

IVF	
  

Recurring	
  symptoms	
  

Suppressive	
  therapy	
  

IVF	
  



Conclusions 

•  Evidence	
  based-­‐medicine	
  :	
  Ultra-­‐long	
  protocol	
  (with	
  subsAtuAve	
  
therapy)	
  is	
  clearly	
  the	
  «	
  best	
  protocol	
  »	
  for	
  IVF	
  in	
  severe	
  
endometriosis	
  paAents	
  

•  Beher	
  pregnancy	
  rates	
  

•  Beher	
  life	
  comfort	
  

• Many	
  more	
  studies	
  need	
  to	
  be	
  done	
  in	
  order	
  to	
  

•  Understand	
  why	
  beher	
  pregnancy	
  rates	
  

•  If	
  it	
  would	
  be	
  applicable	
  to	
  other	
  paAents	
  

•  If	
  it	
  would	
  be	
  applicable	
  to	
  any	
  embryo	
  transfer	
  


