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Deep infiltrating endometriosis (DIE), which is an heterogeneous disease and constitute the 

most aggressive form of endometriosis, is a public health issue that bears an important social burden. 
Approximately 5–10% of reproductive-age women are affected by endometriosis, and at least one 
third of these are infertile. Symptoms vary widely, including dysmenorrhea, non-cyclic chronic pelvic 
pain, dyspareunia, and infertility, with a considerable negative impact on quality of life.  

Best practice for treating DIE-related infertility is widely debated, and its management is 
controversial. Hormonal treatment – all types are contraceptive – do not enhance pregnancy chances. 
Hence, the remaining choice for women wishing to conceive is between surgery and assisted 
reproductive technologies (ART). This choice should be guided by the following parameters: patient’s 
wishes and pain symptoms, clinical presentation, disease stage (in particular the existence of 
associated endometriomas and/or adenomyosis), patient’s age, history of previous surgery, duration 
of infertility, associated male or tubal factors, ovarian reserve, and availability of ART. ART were found 
effective in case of endometriosis, with cumulative birth rates of 61.2% after four cycles. 
Antigonadotropic medical treatments (OCuse or GnRHa) improve the outcome of ART. In addition 
preliminary reports suggest that pregnancy rates are increased following a deferred frozen embryo 
transfer strategy in case of endometriosis.  

Data, mostly uncontrolled, indicate that surgery at any stage of endometriosis enhances the 
chances of natural conception. However in case of deep infiltrating endometriosis, especially in case 
of intestinal involvement, surgery is not harmless and the benefits of a spontaneous conception 
following surgery should be balanced with life threating surgical risk as fistula, peritonitis, bladder and 
intestinal dysfunctions and risk of disease recurrence. In addition in case of associated ovarian 
endometrioma, fears that surgery can alter ovarian function that is already compromised sparked a 
rule of no surgery before ART.  

The respective advantages of surgery, medical treatment, and ART intertwine complexly in 
women with deep infiltrating endometriosis. This intricate medley mandates a global approach to 
optimise every option. Indeed, only such a strategy can oppose a situation that still too often prevails, 
when the main reason for choice of surgery or ART stems from the primary activity of the doctor who 
is first consulted. 

  
 
  

 


