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Key points
•	 Endometriosis-associated infertility is multifactorial and heterogeneous, and its impact extends across the reproductive 

continuum, influencing fertility potential, pregnancy course, and obstetric outcomes.
•	 Diagnosis should rely on structured clinical evaluation and expert imaging, with transvaginal ultrasound as the first-

line tool and selective use of magnetic resonance imaging.
•	 Routine diagnostic laparoscopy is not indicated in asymptomatic infertile women with normal imaging. 
•	 Endometriosis may impair fertility through inflammatory, oxidative, anatomical, ovarian, and endometrial mecha-

nisms, which often act concurrently.
•	 Ovarian endometriomas and ovarian surgery are associated with reduced ovarian reserve.
•	 Hormonal medical treatment does not improve natural fertility outcomes.
•	 Surgery may benefit selected women, but reproductive gain must be balanced against ovarian damage risk.

Recommendations
•	 Management of endometriosis-associated infertility should be individualized and based on an integrated assessment 

of female age, duration of infertility, ovarian reserve, disease phenotype, the presence of other infertility-related factors 
(such as male or tubal factors), symptom burden, prior treatments, and patient reproductive goals.

•	 Diagnosis should rely on a structured clinical and imaging approach, with transvaginal ultrasound as the first line 
modality, and laparoscopy reserved for cases in which surgical treatment is planned or symptoms persist despite non-
invasive evaluation.

•	 Hormonal medical treatment should not be prescribed with the aim of improving fertility outcomes in women seeking 
pregnancy, as it does not increase conception rates and may delay time to pregnancy.

•	 When surgery is indicated, laparoscopic management should prioritize complete excision of superficial endometriotic 
lesions, as ablative or purely diagnostic approaches are no longer considered standard.

•	 Surgical excision of ovarian endometriomas should not be routinely performed before assisted reproductive technology 
and should be reserved for well-defined indications such as significant pain, suspicion of malignancy, rapid cyst growth, 
or technical barriers to oocyte retrieval.

•	 Assisted reproductive technologies should be prioritized in women with endometriosis-associated infertility who are 
aged 35 years or older, have prolonged infertility, diminished ovarian reserve, advanced disease, concomitant male 
factor infertility and/or tubal damage, or who have failed prior surgical treatment. Fertility preservation counseling 
should be offered to women at increased reproductive risk, ideally before ovarian surgery and at younger ages, to miti-
gate anticipated loss of ovarian reserve.

•	 The Endometriosis Fertility Index may be used to guide postoperative counseling and timing of referral to assisted 
reproductive technologies, but clinical decisions should always integrate ovarian reserve markers, reproductive history, 
and patient preferences.

•	 Women with endometriosis should receive comprehensive, evidence-based counseling not only regarding fertility 
prospects, but also regarding potential pregnancy-related risks, particularly in severe disease phenotypes and when 
adenomyosis is present, ensuring an integrated reproductive and obstetric perspective.
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Background
Endometriosis is a chronic inflammatory condition that 
affects women of reproductive age and is strongly associ-
ated with infertility.(1,2) It is associated with a wide spec-
trum of reproductive dysfunctions, including impaired 
folliculogenesis, compromised oocyte quality, altered tubal 
function, reduced endometrial receptivity, and diminished 
ovarian reserve, resulting from disease-related mechanisms 
and/or previous ovarian surgery.(2-4) Despite its impact on 
reproductive outcomes, endometriosis is still frequently 
underdiagnosed and managed inconsistently, especially in 
women undergoing infertility evaluation.(1,2)

The relationship between endometriosis and infertility 
is complex and multifactorial. Pelvic inflammation, ana-
tomical distortion, follicular oxidative stress, ovarian endo-
metriomas, and molecular alterations in the eutopic endo-
metrium may coexist and variably affect fecundity, leading 
to marked interindividual variability in reproductive out-
comes.(3,4) Advances in imaging, minimally invasive sur-
gery, and assisted reproductive technologies have changed 
how endometriosis-associated infertility is approached in 
clinical practice. At the same time, increasing awareness of 
the potential harm associated with unnecessary or repeated 
ovarian surgery has reinforced the importance of cautious 
and individualized management strategies.(4,5)

Current international guidelines, particularly those 
from the European Society of Human Reproduction and 
Embryology, emphasize that the management of endome-
triosis-associated infertility should not be based solely on 
disease stage. Instead, treatment decisions should be based 
on an integrated assessment that includes age, duration of 
infertility, ovarian reserve, disease phenotype, symptom 
burden, the presence of other infertility-related factors, and 
previous treatments.(5)  Assisted reproductive technologies, 
especially in vitro fertilization, play a central role in many 
clinical scenarios, whereas surgery should be reserved for 
well-defined indications, such as symptom control or tech-
nical barriers to assisted reproduction.(3-5) Chart 1 compares 
key recommendations from major international societies 

regarding the diagnosis and management of endometrio-
sis-associated infertility.

The objective of this FEBRASGO Position Statement 
is to critically review and synthesize the best available ev-
idence on the diagnosis and management of endometrio-
sis-associated infertility. By integrating data from systemat-
ic reviews, randomized trials, and international guidelines, 
this document aims to provide practical, evidence-based 
recommendations that support individualized, patient cen-
tered decision making, while minimizing overtreatment 
and avoiding unjustified delays in fertility-oriented care.

What is the impact of endometriosis 
on female fertility?
Endometriosis affects female fertility through several 
mechanisms, interfering with ovulation, fertilization, em-
bryo development, and implantation. These mechanisms 
frequently coexist, and their relative contribution varies 
according to disease phenotype and the individual repro-
ductive context.(2-4,6)

Anatomical distortion plays a relevant role in mod-
erate and severe disease. Chronic inflammation promotes 
fibrosis and adhesion formation, leading to impaired tub-
al motility, altered oocyte capture, and reduced gamete 
transport. Ovarian endometriomas may further disrupt 
tubo-ovarian anatomy and contribute to mechanical infer-
tility, particularly in advanced stages of disease.(3,6)

In minimal and mild endometriosis, infertility is pre-
dominantly mediated by a proinflammatory peritoneal 
environment rather than by mechanical factors. Increased 
concentrations of activated macrophages, prostaglandins, 
and inflammatory cytokines negatively affect sperm func-
tion, fertilization, and early embryo development, even in 
the absence of overt anatomical distortion.(3,7) In addition, 
oxidative stress associated with alterations in the peritone-
al, serum, and/or follicular microenvironments may fur-
ther impair oocyte quality.(8)

Ovarian function is frequently compromised, especial-
ly in women with ovarian endometriomas. The endometri-

Chart 1. Position statements from major societies on endometriosis-associated infertility

ESHRE ASRM FEBRASGO Position Statement
Diagnostic strategy Imaging based diagnosis. Laparoscopy 

reserved for selected cases
Laparoscopy not routine in asymptomatic 
infertility

Structured clinical and imaging approach. Surgery only 
when treatment is planned

Medical treatment for 
fertility

Not recommended to improve fertility No evidence of fertility benefit Not indicated for fertility enhancement

Surgery for superficial 
disease

May improve spontaneous pregnancy Benefit in selected cases Perform operative treatment when laparoscopy is 
indicated

Surgery for ovarian 
endometrioma

Not routine before ART Avoid surgery solely to improve ART 
outcomes

Selective indication. Prioritize ovarian reserve 
preservation

Surgery for deep 
endometriosis

Symptom driven indication Surgery not for fertility alone Surgery for pain or organ dysfunction. ART prioritized 
for fertility

Role of ART Central role in unfavorable prognosis IVF preferred in advanced disease or failed 
surgery

Early ART when age, reserve, or disease severity are 
unfavorable

Fertility preservation Recommended in selected cases Consider before ovarian surgery Strongly encouraged before ovarian surgery in high-risk 
women
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oma microenvironment is characterized by oxidative stress, 
iron overload, and mitochondrial dysfunction, which dam-
age granulosa cells and oocytes, resulting in reduced oocyte 
competence and impaired embryo development. Clinically, 
these mechanisms are reflected by lower antimüllerian hor-
mone (AMH) levels and reduced antral follicle counts, in-
dicating diminished ovarian reserve.(7,9,10)

Surgical treatment of endometriomas may further ag-
gravate ovarian damage. Systematic reviews and meta-anal-
yses consistently demonstrate a significant postoperative 
decline in AMH levels, with greater impact in bilateral dis-
ease and after repeat surgery. These findings highlight the 
iatrogenic risk associated with ovarian surgery and rein-
force the need for cautious, individualized decision making 
when fertility preservation is a priority.(11)

Endometrial receptivity may also be altered in women 
with endometriosis due to progesterone resistance and dys-
regulated estrogen signaling. Molecular alterations in the 
eutopic endometrium impair decidualization and embryo 
endometrial interaction, further contributing to reduced 
implantation potential.(12)

Evidence from oocyte donation models supports the 
central role of oocyte related factors in endometriosis-asso-
ciated infertility. Lower implantation and pregnancy rates 
are observed when oocytes from women with endometri-
osis are transferred to disease free recipients, whereas re-
cipients with endometriosis receiving oocytes from healthy 
donors achieve reproductive outcomes comparable to con-
trols.(6)

Endometriosis interferes with female fertility through 
intertwined anatomical, inflammatory, and molecular 
mechanisms that affect multiple stages of the reproductive 
process. The relative contribution of each mechanism varies 
across individuals, underscoring the need for personalized 
management strategies that integrate expectant manage-
ment, surgery, and assisted reproductive technologies ac-
cording to clinical context and reproductive goals.(3,6,12)

How should endometriosis be diagnosed in 
women undergoing infertility evaluation?
In women undergoing infertility evaluation, endometriosis 
should be suspected when infertility is associated with pel-
vic pain symptoms or when no alternative cause of infertil-
ity is identified after standard assessment. Current evidence 
supports a diagnostic approach that prioritizes clinical as-
sessment and imaging, reserving surgical confirmation for 
selected situations.(2-5,13)

Clinical suspicion should be raised in infertile 
women reporting dysmenorrhea that is progressive or 
poorly responsive to analgesics, deep dyspareunia, cy-
clic bowel or urinary symptoms, or chronic pelvic pain. 
While these symptoms are nonspecific when considered 
individually, their association with infertility increases 
the likelihood of underlying endometriosis. Physical ex-
amination may reveal uterosacral tenderness, nodularity, 
reduced uterine mobility, or adnexal masses suggestive 

of endometrioma. However, a normal examination does 
not exclude disease, particularly in minimal or super-
ficial forms, and should not delay further investigation 
when clinical suspicion exists.(2-4,13)

Transvaginal ultrasound is recommended as the first 
line imaging modality in infertile women with suspected 
endometriosis. It provides high diagnostic accuracy for 
ovarian endometriomas and, when performed systemati-
cally by trained operators, allows reliable identification of 
deep endometriosis involving the posterior compartment, 
bowel, or bladder. The use of standardized scanning pro-
tocols improves detection of deep disease and supports 
treatment planning. A normal ultrasound does not exclude 
superficial peritoneal endometriosis, and imaging findings 
should always be interpreted in conjunction with clinical 
presentation.(4,5)

Magnetic resonance imaging should be used as a com-
plementary modality when ultrasound is inconclusive, 
when deep or extrapelvic endometriosis is suspected, or 
when detailed preoperative anatomical assessment is nec-
essary. MRI offers broader anatomical assessment and is 
particularly useful for evaluating bowel, bladder, ureteral, 
or diaphragmatic involvement, although its sensitivity for 
superficial disease remains limited.(5)

The role of diagnostic laparoscopy in infertility evalu-
ation has been substantially redefined. Current ASRM and 
ESHRE guidelines do not recommend routine diagnostic 
laparoscopy in asymptomatic infertile women with nor-
mal imaging, as detection of minimal or mild disease has 
a limited impact on reproductive outcomes and does not 
justify surgical risk or treatment delay. Laparoscopy should 
be reserved for women with persistent symptoms, imaging 
confirmed disease requiring surgical management, or when 
histological confirmation is expected to influence individ-
ualized treatment decisions. When performed, laparoscopy 
should be therapeutic rather than purely diagnostic.(2,3,5,13)

At present, no noninvasive biomarker has sufficient 
accuracy to replace imaging or surgery in the diagnosis 
of endometriosis. Serum CA 125 lacks sensitivity for ear-
ly disease and shows significant overlap with other benign 
or inflammatory conditions, limiting its utility in infertility 
evaluation. Emerging biomarkers remain investigational 
and are not recommended for routine clinical use.(2,4)

Diagnosis of endometriosis in infertile women should 
follow a stepwise, integrated strategy based on clinical sus-
picion, systematic imaging, and selective use of laparosco-
py. This approach minimizes unnecessary surgery, reduces 
diagnostic delay, and allows timely alignment of treatment 
decisions with reproductive goals, disease severity, and pa-
tient preferences.

How should women with suspected or 
confirmed endometriosis be initially 
evaluated in the context of infertility?
The initial evaluation of women with suspected or confirmed 
endometriosis presenting with infertility should follow a 



4  FEBRASGO POSITION STATEMENT 

Diagnosis and management of endometriosis-associated infertility

structured, couple centered approach that integrates repro-
ductive history, assessment of ovarian reserve, evaluation of 
pelvic anatomy, and identification of coexisting female and 
male factors that may independently or synergistically im-
pair fertility.(3,4,14,15) Current guidelines emphasize that en-
dometriosis-associated infertility is multifactorial and that 
isolated assessment of disease presence or stage is insufficient 
for prognostic counseling or treatment planning.(3,14)

A detailed reproductive history represents the corner-
stone of initial evaluation and should include female age, 
duration of infertility, prior pregnancies, and previous fer-
tility treatments.(14,15) Female age is a dominant prognostic 
determinant, as advancing age and endometriosis exert 
additive negative effects on fecundity, ovarian reserve, and 
reproductive outcomes.(4,14) The duration of infertility and 
a history of prior pregnancy provide additional prognostic 
information and are incorporated into validated predictive 
models, including the Endometriosis Fertility Index.(16)

Assessment of ovarian reserve is a critical component 
of the initial workup. Measurement of AMH and/or antral 
follicle count is recommended for all women with endome-
triosis seeking pregnancy, given the consistent association 
between endometriosis, particularly ovarian endometri-
omas, and diminished ovarian reserve.(3,14) Evidence from 
population studies and meta-analyses demonstrates that 
ovarian reserve may be reduced even in the absence of pri-
or ovarian surgery, underscoring the importance of early 
evaluation and counseling. Ovarian reserve markers should 
be interpreted in the context of age, disease phenotype, and 
surgical history, and should guide discussions regarding 
timing of treatment and fertility preservation strategies 
when appropriate.(4,14)

Assessment of pelvic anatomy and tubal patency is es-
sential, as endometriosis may compromise fertility through 
tubal obstruction, peritubal adhesions, and fimbrial dys-
function.(3,15) Hysterosalpingography or hysterosalpingo 
contrast sonography are appropriate first line tests for tub-
al assessment. Laparoscopy should be reserved for women 
with persistent symptoms, imaging confirmed disease, or 
when surgical treatment is planned. Routine diagnostic 
laparoscopy in asymptomatic infertile women with normal 
imaging is not recommended by major societies.(14,15)

Systematic uterine evaluation should also be per-
formed, with particular attention to the frequent coexis-
tence of adenomyosis, which may independently impair 
implantation and reproductive outcomes.(3) Transvaginal 
ultrasound is the first line modality, with pelvic magnetic 
resonance imaging reserved for equivocal cases or when 
detailed anatomical assessment is required.(15) Parallel eval-
uation of the male partner is mandatory in all couples pre-
senting with endometriosis-associated infertility, as male 
factor infertility accounts for infertility in a substantial pro-
portion of cases and may significantly influence treatment 
selection and reproductive outcomes.(15) Semen analysis 
should be obtained early in the evaluation to avoid unnec-
essary delays or inappropriate female focused interventions.

When surgical findings are available, disease stag-
ing and prognostic assessment should be integrated into 
clinical decision making. While the revised American 
Society for Reproductive Medicine classification provides 
anatomical staging, its correlation with fertility outcomes 
is limited.(3) The Endometriosis Fertility Index is currently 
the most extensively validated tool for predicting the like-
lihood of non-assisted conception after surgery and may 
guide postoperative counseling and timing for referral to 
assisted reproductive technologies.(16)

Initial evaluation should synthesize clinical, laborato-
ry, imaging, and, when available, surgical information to 
support individualized counseling and timely treatment 
planning. This integrated approach allows clinicians to bal-
ance the potential for spontaneous conception against the 
time sensitive nature of fertility, particularly in women with 
advancing age or compromised ovarian reserve.(4,14)

Does medical treatment improve 
fertility outcomes in women with 
endometriosis-associated infertility?
Available evidence shows that medical treatment, when used 
alone, does not improve fertility outcomes.(2,3,5,17) Although 
hormonal therapies are effective for pain control, their mech-
anism of action is based on suppression of ovulation and es-
trogen production, which inherently precludes conception 
during treatment and may delay time to pregnancy.(2,3)

This position is strongly supported by internation-
al guidelines. The American Society for Reproductive 
Medicine states that there is no evidence that medical treat-
ment of endometriosis improves fertility, and randomized 
controlled trials have shown no difference in pregnancy 
rates between hormonal suppression and expectant man-
agement in women attempting conception.(3) These con-
clusions are consistently endorsed by scientific reviews and 
expert consensus documents.(2,17)

High quality evidence from systematic reviews further 
reinforces this recommendation. A landmark Cochrane 
review evaluating ovulation suppression for endometrio-
sis-associated infertility demonstrated no benefit of hor-
monal therapy compared with placebo or no treatment for 
achieving pregnancy, regardless of the agent used, includ-
ing danazol, progestins, combined oral contraceptives, or 
GnRH agonists.(18) Subsequent overviews of Cochrane re-
views have confirmed the lack of efficacy of medical thera-
py for fertility enhancement, in contrast to the benefit ob-
served with surgical treatment in selected patients.(17)

The role of medical therapy becomes more com-
plex in the setting of assisted reproductive technologies. 
Prolonged GnRH agonist pretreatment before IVF has 
been explored as a strategy to improve outcomes, large-
ly driven by early studies reporting higher clinical preg-
nancy rates.(3) However, more recent evidence, including 
updated Cochrane analyses and randomized controlled 
trials, has raised uncertainty regarding its impact on live 
birth rates, with the overall quality of evidence rated as 
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low or very low.(19,20) Consequently, routine hormonal pre-
treatment before IVF is not universally recommended and 
should be considered selectively, particularly in women 
with advanced disease or previous ART failure.(2,19)

Postoperative hormonal suppression represents an-
other area of clinical debate. Systematic reviews and me-
ta-analyses show that overall pregnancy and live birth rates 
are not significantly improved by postoperative hormonal 
therapy in women wishing to conceive.(9,10) While subgroup 
analyses suggest a modest benefit when GnRH agonists 
are used for at least three months, this potential advantage 
must be carefully weighed against the loss of reproductive 
time, especially in women of advanced reproductive age or 
with diminished ovarian reserve.(21)

Importantly, medical therapy may delay attempts at 
conception, a relevant concern in women with time-sen-
sitive fertility. Because hormonal treatments suppress ovu-
lation, such delays may negatively affect cumulative preg-
nancy rates.(2,15) For this reason, guidelines consistently 
emphasize that fertility oriented management in endome-
triosis should prioritize strategies with demonstrated re-
productive benefit, including surgical treatment in selected 
cases, ovulation induction with intrauterine insemination 
for minimal or mild disease, and in vitro fertilization as the 
most effective option for many patients.(2,3,15)

Overall, the available evidence supports the conclu-
sion that medical treatment should not be used as primary 
therapy to improve fertility in women with endometrio-
sis. Hormonal suppression plays an important role in pain 
management and may have a limited, individualized role 
as adjunctive therapy in ART protocols, but it does not en-
hance natural fecundity and may delay conception when 
pregnancy is the primary goal.(2,3,17)

What is the role of surgery in the 
management of endometriosis-
associated infertility?
Surgery has a selective role in the management of endome-
triosis-associated infertility and should be considered on 
an individual basis.(2-4) Surgical indication should be guided 
by disease phenotype, symptom burden, ovarian reserve 
status, patient age, and reproductive goals, rather than by 
infertility alone.(3,4,22)

The strongest evidence supporting surgical interven-
tion concerns minimal and mild peritoneal endometriosis. 
Randomized controlled trials and Cochrane meta-analyses 
demonstrate that laparoscopic excision or ablation of superfi-
cial lesions significantly increases spontaneous pregnancy rates 
compared with diagnostic laparoscopy alone.(22) Accordingly, 
when laparoscopy is performed in infertile women with sus-
pected endometriosis, operative treatment should be under-
taken rather than diagnostic exploration alone.(3,22)

In moderate and severe disease, evidence derives 
mainly from observational studies. Conservative surgery 
has been associated with improved spontaneous concep-
tion rates compared with expectant management, partic-

ularly in women without additional infertility factors.(3) 
However, fertility outcomes following surgery are heteroge-
neous, and the absence of randomized trials reinforces the 
need for careful patient selection.(2,3)

Deep infiltrating endometriosis represents a partic-
ularly complex scenario. Observational data suggest that 
surgery may improve spontaneous pregnancy rates in 
symptomatic women.(23) However, comparative studies and 
meta-analyses indicate that first line surgery and first line 
assisted reproductive technology achieve similar pregnancy 
and live birth rates in infertile women with deep endome-
triosis.(24) In asymptomatic patients whose primary goal is 
pregnancy, ART may therefore be preferred, whereas sur-
gery should be reserved for women with significant pain or 
organ dysfunction.(4,23)

The management of ovarian endometriomas remains 
the most controversial aspect of surgical decision making. 
Robust evidence demonstrates that endometrioma surgery, 
particularly cystectomy, is associated with a significant and 
sustained reduction in ovarian reserve, reflected by declines 
in AMH levels and antral follicle count.(24,25) Importantly, 
multiple systematic reviews show that surgical removal of 
endometriomas does not improve IVF outcomes and may 
reduce oocyte yield without increasing live birth rates.(25) 

Alternatively, surgical removal of endometriomas may im-
prove the chances of natural conception and can be con-
sidered in younger women with preserved ovarian reserve, 
in the absence of associated tubal or male factor infertility, 
while taking into account patient preferences and access to 
care.

Accordingly, international guidelines recommend 
that asymptomatic endometriomas should not be routine-
ly removed prior to IVF, as surgery offers no reproductive 
benefit and may be harmful.(3) Surgical intervention may be 
considered in selected cases, such as large cysts compromis-
ing follicle access, suspicion of malignancy, or severe pain, 
with thorough counseling regarding the potential impact 
on ovarian reserve.(3,25)

Repeat surgery should be approached with caution, as 
cumulative ovarian damage is well documented. Evidence 
consistently shows that repeat operative intervention rarely 
improves fertility and is associated with cumulative ovarian 
damage.(3) When initial surgery fails to restore fertility, as-
sisted reproductive technology is generally more effective 
than additional surgical treatment.(3)

Surgery is an important but non universal strategy in 
endometriosis-associated infertility. Laparoscopic treat-
ment of superficial peritoneal disease improves sponta-
neous pregnancy rates and should be performed when 
laparoscopy is indicated.(22) In contrast, ovarian endome-
triomas and deep endometriosis require a conservative, in-
dividualized approach, with IVF prioritized when fertility 
is the primary objective and symptoms are minimal.(3,4,25) 
Ongoing randomized trials, including the SVIDOE study, 
are expected to further refine the role of surgery versus 
ART in this setting.(26)
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How does disease stage, symptom 
burden, and ovarian reserve 
influence treatment selection?
Disease stage is an important determinant of treatment se-
lection in women with endometriosis-associated infertility, 
as it influences both prognosis and the likelihood of spon-
taneous conception. In minimal or mild disease (stage I/
II), fertility impairment is predominantly related to inflam-
matory and functional mechanisms rather than anatom-
ical distortion. In this context, expectant management or 
conservative strategies are often appropriate, as available 
evidence does not support a consistent benefit of surgical 
treatment of superficial peritoneal endometriosis on spon-
taneous pregnancy rates.(2,3,15) Ovulation induction with in-
trauterine insemination may also be considered in carefully 
selected women with preserved ovarian reserve and no ad-
ditional infertility factors.(3)

In contrast, moderate to severe disease (stage III/
IV), characterized by ovarian endometriomas, deep infil-
trating endometriosis, or extensive adhesions, is associat-
ed with a substantially lower probability of spontaneous 
conception. In these patients, anatomical distortion, tubal 
dysfunction, and compromised ovarian reserve frequently 
justify expedited referral to assisted reproductive technol-
ogy or a combined surgical and ART approach when clini-
cally indicated.(3,4,15) Disease stage therefore plays a central 
role in prognostic counseling and in defining the intensity 
and timing of intervention.

Symptom burden is a key modifier of treatment prior-
itization. Although pain severity correlates poorly with dis-
ease stage, symptoms such as dysmenorrhea, chronic pelvic 
pain, and dyspareunia strongly influence patient-centered 
decision-making. In women whose dominant complaint is 
pain, medical therapy or surgery may be prioritized even 
when fertility is a concurrent goal.(2,5) Conversely, asymp-
tomatic infertile women may reasonably proceed directly 
to ART, reserving surgery for refractory pain or clearly de-
fined anatomical barriers to conception.(2,3)

Functional impact and quality of life further refine 
individualized management. When disease-related symp-
toms significantly interfere with daily activities, sexual 
health, or psychosocial well-being, a more comprehensive 
approach may be justified, including surgical treatment and 
multidisciplinary care.(2,5) Patient-reported outcomes there-
fore complement anatomical staging and should inform 
treatment selection.

Assessment of ovarian reserve is central to reproduc-
tive decision-making. Measurement of AMH and antral 
follicle count provides critical prognostic information, 
particularly in women with ovarian endometriomas or pri-
or ovarian surgery.(4,15) Diminished ovarian reserve favors 
earlier use of ART and argues against unnecessary delays 
related to prolonged expectant management or repeated 
surgical intervention.

Integrating disease stage, symptom burden, functional 
impact, and ovarian reserve enable truly individualized care. 

A young woman with stage I/II disease, preserved ovarian 
reserve, and minimal symptoms may be managed conser-
vatively, whereas an older woman with stage III/IV disease, 
significant symptoms, and reduced ovarian reserve is more 
likely to benefit from early ART, with surgery reserved for 
symptom control or specific anatomical indications.(2-4,15) 
This integrated approach reflects current international con-
sensus and aims to maximize reproductive outcomes while 
minimizing morbidity and loss of reproductive potential.

How should ovarian endometriomas be 
managed in women seeking pregnancy?
Ovarian endometriomas are present in up to 50 percent 
of women with endometriosis-associated infertility and 
are consistently associated with reduced ovarian reserve 
and impaired reproductive potential, reflected by low-
er AMH levels and antral follicle counts.(4,27,28) Diagnosis 
is usually established by transvaginal ultrasound, which 
provides high diagnostic accuracy and enables longitudi-
nal assessment of cyst size and ovarian morphology.(27,29) 

Management decisions should integrate infertility status, 
symptom burden, ovarian reserve, cyst characteristics, and 
reproductive plans.

Expectant management is appropriate for asymptom-
atic women seeking pregnancy, particularly when ovarian 
reserve is already reduced, the endometrioma is small, and 
follicle access during assisted reproductive technology is not 
compromised.(15,27,29) This strategy avoids iatrogenic ovarian 
damage, preserves existing ovarian reserve, and prevents 
unnecessary delays in fertility treatment. International 
guidelines strongly support observation in the absence of 
pain, suspicious imaging features, or technical barriers to 
ART.(3,27,29)

Surgical intervention should be reserved for clear-
ly defined indications, including significant pain, large 
cysts, usually greater than 4 cm, suspicion of malignancy, 
rapid cyst growth, or technical impediments to oocyte 
retrieval.(27) Available surgical approaches include cystec-
tomy, ablative techniques, or combined methods. While 
cystectomy offers lower recurrence rates and superior pain 
control, it is associated with a greater risk of postoperative 
ovarian reserve loss compared with ablative techniques.
(28,30) Ablative approaches may better preserve ovarian tis-
sue but are associated with higher recurrence rates. The 
choice of technique should be individualized, performed 
by experienced surgeons, and preceded by detailed coun-
seling regarding potential reproductive impact.(27,30)

Both the presence of an endometrioma and its surgical 
removal may adversely affect ovarian reserve. Endometriomas 
can impair ovarian function through chronic inflammation 
and local tissue damage, while surgery, particularly cystecto-
my, may further reduce ovarian reserve, especially in bilat-
eral disease or repeat procedures.(25,27,28) Preoperative assess-
ment of ovarian reserve is therefore essential, and fertility 
preservation strategies should be discussed in women at risk 
of further reserve loss.
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Current evidence consistently shows that routine sur-
gical excision of endometriomas before IVF or ICSI does 
not improve reproductive outcomes. Meta analyses and 
systematic reviews demonstrate comparable live birth and 
clinical pregnancy rates with or without prior surgery, 
while surgery is associated with lower AMH levels and re-
duced oocyte yield.(25,30) Accordingly, surgery should not be 
performed solely to enhance ART outcomes and should be 
reserved for selected clinical indications.

Management of ovarian endometriomas in women 
seeking pregnancy should follow an individualized, mul-
tidisciplinary approach. Expectant management is pre-
ferred for asymptomatic women with preserved access to 
ART, whereas surgery is reserved for pain, suspicion of 
malignancy, or technical impediments. When surgery is 
indicated, ovarian sparing techniques and fertility preser-
vation counseling are essential to minimize reproductive 
harm.(5,27-30)

What is the role of surgery for deep 
endometriosis in infertile women?
Surgery for deep infiltrating endometriosis in infertile 
women should be primarily indicated for symptom control 
and preservation of organ function, rather than for isolat-
ed improvement of fertility outcomes. International guide-
lines from ESHRE, ACOG, and the World Endometriosis 
Society consistently recommend restricting surgical inter-
vention to women with severe pain, bowel, ureteral or blad-
der involvement, progressive organ dysfunction, or signifi-
cant anatomical distortion that precludes access to assisted 
reproductive technology.(2,3,31)

In symptomatic women who desire pregnancy, sur-
gical excision of deep endometriosis may result in sponta-
neous conception in a subset of carefully selected patients. 
Observational studies and systematic reviews suggest that 
restoration of pelvic anatomy and reduction of inflamma-
tory burden can improve fertility potential in women with 
severe pain or obstructive disease.(32) However, robust ev-
idence supporting surgery as a fertility enhancing inter-
vention in asymptomatic infertile women is lacking, and 
comparative studies indicate that reproductive outcomes 
after first line surgery or first line assisted reproduction are 
broadly similar in this population.(32,33)

In asymptomatic women whose primary goal is preg-
nancy, surgery should not be routinely performed solely to 
improve fertility. Surgical treatment of deep endometriosis 
is associated with a non-negligible risk of major complica-
tions, postoperative adhesions, and potential adverse effects 
on ovarian reserve or pelvic function, which may outweigh 
uncertain reproductive benefits.(2,33) In these cases, direct 
referral to assisted reproductive technology is generally 
favored, particularly in women of advanced reproductive 
age, those with diminished ovarian reserve, or concomitant 
male factor infertility.

Management of deep endometriosis requires a multi-
disciplinary approach in specialized tertiary centers, given 

the technical complexity of surgery and the frequent in-
volvement of bowel, urinary tract, or other pelvic organs. 
Collaboration with colorectal, urological, and, when neces-
sary, thoracic surgeons is essential to minimize morbidity 
and optimize outcomes.(4,31) The primary objectives of sur-
gery are pain relief, preservation of organ function, and im-
provement in quality of life. Fertility considerations should 
be addressed through shared decision making, clearly dis-
tinguishing symptom driven indications for surgery from 
fertility-oriented treatment goals.(33,34)

Surgery for deep infiltrating endometriosis in infer-
tile women should be symptom driven rather than fertility 
driven. While surgical excision may facilitate spontaneous 
conception in selected symptomatic patients, assisted re-
productive technology remains the preferred first line 
fertility treatment for asymptomatic women. Ongoing 
randomized trials comparing surgery with assisted repro-
duction will further refine treatment sequencing, but cur-
rent evidence supports an individualized, patient centered 
approach that prioritizes safety, symptom control, and re-
productive timing.

When should assisted reproductive 
technologies be prioritized in 
endometriosis-associated infertility?
Endometriosis-associated infertility is multifactorial, in-
volving inflammatory, tubal, ovarian, and endometri-
al mechanisms that ultimately reduce fecundity .(2,15,35) 
Assisted reproductive technologies should be considered 
early in women with endometriosis-associated infertili-
ty who present adverse prognostic factors. These include 
female age of 35 years or older, infertility duration longer 
than two years, diminished ovarian reserve, advanced dis-
ease (stage III or IV), associated male factor infertility, tubal 
damage, failed prior surgical treatment, or significant pelvic 
anatomical distortion.(2,15,35) In these clinical contexts, ART 
represents the most effective strategy to achieve pregnancy 
and should not be unnecessarily delayed by expectant man-
agement or non-beneficial interventions. Chart 2 outlines 
the main clinical scenarios in which assisted reproductive 
technologies should be prioritized in women with endome-
triosis-associated infertility. 

Figure 1 presents a FEBRASGO-based therapeutic 
flowchart integrating clinical presentation, prognostic fac-
tors, and anatomical findings to guide fertility-oriented 
management.(36)

Female age is a major determinant of treatment selec-
tion. After 35 years of age, fecundity declines rapidly, and 
the negative effects of endometriosis and reproductive ag-
ing appear to be additive, with reduced cumulative live birth 
rates and increased miscarriage risk.(3,15) Similarly, prolonged 
infertility duration is associated with a progressively lower 
probability of spontaneous conception, supporting early re-
ferral to ART when infertility exceeds two years.(3,35)

Assessment of ovarian reserve plays a central role in 
decision-making. Women with low AMH levels or reduced 
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antral follicle count should be counseled toward early ART 
in order to maximize reproductive potential before further 
decline occurs.(35) Advanced endometriosis, prior failed 
surgery, or extensive pelvic adhesions further justify priori-
tizing ART, as spontaneous pregnancy rates in these scenar-
ios are low and surgical intervention may carry additional 
risks without clear fertility benefit.(3,15,35)

Surgical treatment before ART should be selective 
rather than routine. Surgery may be considered in wom-
en with severe pain, large endometriomas that impair fol-
licle access, or significant anatomical barriers to oocyte 
retrieval. However, both endometriosis itself and surgical 
treatment, particularly ovarian surgery, are associated with 
further reduction in ovarian reserve, and routine pre-ART 
surgery does not improve live birth rates.(2,3) Consequently, 
surgery should not be performed solely to enhance fertility 
outcomes before ART.

ART outcomes in women with minimal or mild en-
dometriosis are generally comparable to those observed 
in other infertility etiologies. In contrast, women with ad-
vanced disease tend to have lower oocyte yield and reduced 
live birth rates, reinforcing the importance of individual-

ized counseling and early ART referral in this subgroup.(3,35) 
In selected cases, a combined approach involving symp-
tom-driven surgery followed by ART may be appropriate, 
particularly when pain and infertility coexist or when pel-
vic anatomy limits ART feasibility.(35)

ART should be prioritized in women with endome-
triosis-associated infertility who are older, have prolonged 
infertility, diminished ovarian reserve, male and/or tubal 
factor, advanced disease, or failed prior surgery. Treatment 
decisions must be individualized, integrating age, ovarian 
reserve, disease severity, prior interventions, and patient 
preferences. Current guidance from the American Society 
for Reproductive Medicine and other major societies sup-
ports early use of ART in women with unfavorable repro-
ductive prognosis, rather than delaying treatment with in-
effective or potentially harmful strategy.(2,3,15,35)

How can prognostic tools, such as 
the Endometriosis Fertility Index, 
support clinical decision-making?
The Endometriosis Fertility Index is a validated prognostic 
tool designed to estimate the probability of spontaneous, 

Chart 2. When to prioritize assisted reproductive technology in endometriosis

Prognostic factor Clinical implication Suggested approach
Age 35 years or older Reduced fecundity and oocyte quality Early referral to ART
Infertility longer than 2 years Lower probability of spontaneous conception Avoid prolonged expectant management
Low AMH or reduced AFC Limited reproductive time window Prioritize ART
Stage III or IV disease Anatomical distortion and reduced reserve ART preferred over expectant management
Prior failed surgery Low likelihood of benefit from repeat surgery ART rather than reoperation
Deep endometriosis without pain Surgery unlikely to improve fertility ART as first line strategy
Male factor infertility Reduced chance of spontaneous conception ART indicated
Tubal damage (bilateral or severe unilateral) Impaired gamete transport and fertilization ART preferred

INFERTILITY
Suspected endometriosis

Ovarian endometrioma > 6 cm
Ureteral injury ileum, 

appendix or rectosigmoid 
(with signs of subocclusion)

Assess prognostic factors:
• Age

• Duration of infertility
• Ovarian reserve

• Other infertility factors

Assisted reproduction 
Low or high complexity

Pelvic pain

No Yes

No pregnancy Good prognosis Poor prognosis

In vitro fertilization

No pregnancy

Surgical treatment

Figure 1. Therapeutic flowchart for patients with clinical suspicion of endometriosis-associated infertility 
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non-ART pregnancy after surgical treatment of endometri-
osis. It should be used as a complementary aid to individual-
ized clinical decision-making rather than as a deterministic 
predictor of reproductive outcome.(16,37,38) The EFI integrates 
historical variables, including female age, duration of infer-
tility, and prior pregnancy, with intraoperative findings, most 
notably the least function score, which reflects residual tubal 
and ovarian function at the conclusion of surgery. The final 
score ranges from 0 to 10, with higher values indicating a 
more favorable reproductive prognosis.(16,37,38)

The EFI has been externally validated across multiple 
populations and consistently demonstrates a strong associ-
ation with time to spontaneous conception following sur-
gery. A large systematic review and meta-analysis including 
nearly 4,600 women reported cumulative non-ART preg-
nancy rates at 36 months ranging from approximately 10 
percent for EFI scores of 0–2 to nearly 70 percent for scores 
of 9–10, with an odds ratio of approximately 1.3 per point 
increase and moderate overall discriminatory performance.
(16) Across studies, each one-point increase in EFI score is 
associated with a clinically meaningful increase in the 
probability of pregnancy, supporting its role in postoper-
ative fertility counseling.(38,39) Among all EFI components, 
the least function score consistently emerges as the stron-
gest predictor of fertility outcome, underscoring the impor-
tance of preserved tubo-ovarian function.(16,38,39)

In clinical practice, the EFI assists in stratifying wom-
en into prognostic groups and guiding the timing and in-
tensity of fertility treatment after surgery. Women with 
high EFI scores, generally 7 or higher, have a favorable 
likelihood of spontaneous conception and may reasonably 
attempt natural pregnancy for up to 12 to 24 months before 
referral to assisted reproductive technologies. In contrast, 
women with low EFI scores, typically 4 or lower, have a 
limited probability of non-ART pregnancy and should be 
counseled toward early referral to ART, avoiding unnec-
essary delays that may further compromise reproductive 
outcomes.(40,41) Prospective studies and cost-effectiveness 
analyses suggest that EFI-guided management improves al-
location of ART resources, with the relative benefit of ART 
increasing as EFI scores decline.(40,41)

Although originally conceived as a postoperative score, 
the EFI may be estimated preoperatively using clinical his-
tory and imaging; however, no fully validated non-surgical 
version currently exists. This expands its utility in shared 
decision-making before surgery and supports discussions 
regarding the relative roles of surgery, expectant manage-
ment, and ART in women with endometriosis-associated 
infertility.(37)

Despite its strengths, the EFI has important limita-
tions. Its predictive accuracy is moderate, and a substan-
tial proportion of fertility outcome variability is explained 
by factors not captured in the score.(16,38) Some subjectivity 
exists, particularly in the assessment of the least function 
score, and ovarian reserve markers such as AMH and antral 
follicle count are not incorporated, even though they inde-

pendently influence prognosis.(16,42) In addition, the EFI is 
more reliable for predicting spontaneous conception than 
ART outcomes and should not be used in isolation to guide 
complex fertility decisions.(35,42)

The EFI outperforms rASRM staging alone in pre-
dicting fertility outcomes, but its greatest value lies in its 
integration with other key clinical variables, including age, 
ovarian reserve, duration of infertility, symptom burden, 
and patient preferences.(35,38) When interpreted within this 
broader clinical context, the EFI represents a valuable tool 
to support individualized, patient-centered fertility man-
agement in women with endometriosis.

When should fertility preservation be 
discussed in women with endometriosis?
Fertility preservation should be discussed with selected 
women with endometriosis who are at increased risk of 
future loss of reproductive potential, particularly before 
planned ovarian surgery, in the presence of bilateral or re-
current endometriomas, in women with diminished ovar-
ian reserve, and in those diagnosed at a young age who 
may defer childbearing.(43-46) This strategy is supported by 
consistent evidence demonstrating that both endometriosis 
itself and its surgical treatment, especially ovarian endome-
trioma excision, are associated with a clinically relevant and 
sometimes irreversible reduction in ovarian reserve, reflect-
ed by declines in AMH levels and antral follicle count.(44-46)

International guidelines and expert consensus rec-
ommend that counseling regarding fertility preservation 
should ideally occur before any ovarian surgery, particu-
larly when cystectomy is planned or repeat surgery is antic-
ipated.(43-46) Among available techniques, oocyte cryopres-
ervation is the most established and widely recommended 
option, as it does not require a partner and offers greater 
reproductive autonomy. Embryo cryopreservation may be 
considered in women with a stable partner, while ovarian 
tissue cryopreservation remains experimental in the con-
text of endometriosis and should be reserved for highly se-
lected cases.(43,46)

Fertility preservation may be particularly relevant in 
women with severe disease phenotypes, including large en-
dometriomas, bilateral ovarian involvement, deep infiltrat-
ing endometriosis requiring complex surgery, or a history 
of prior ovarian procedures, all of which are associated with 
cumulative ovarian damage.(44-47) Women with additional 
risk factors for premature ovarian insufficiency or evidence 
of rapidly declining ovarian reserve may also benefit from 
individualized counseling.(47)

Timing is a critical determinant of effectiveness. 
Evidence consistently shows that fertility preservation 
yields better outcomes when performed at younger ages, 
preferably before 35 years, and prior to ovarian surgery, 
as both oocyte quantity and quality decline with age and 
are further compromised by surgical ovarian injury.(45,46,48) 
Nevertheless, fertility preservation is not universally indi-
cated for all women with endometriosis and should not be 
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offered indiscriminately. Instead, it should be individual-
ized based on age, ovarian reserve, disease severity, surgical 
history, reproductive plans, and patient preferences.(48)

Fertility preservation represents a proactive strategy 
within the broader management of endometriosis-associat-
ed infertility, aiming to mitigate anticipated loss of ovarian 
reserve rather than to treat established infertility. Its role 
is complementary to surgical and assisted reproductive 
approaches and should be incorporated into shared deci-
sion-making for women at highest reproductive risk.

How does endometriosis affect 
reproductive outcomes and 
pregnancy related complications?
Endometriosis is associated with a clinically meaningful 
reduction in reproductive potential across the reproduc-
tive continuum. Women with endometriosis present lower 
rates of spontaneous conception and live birth and a high-
er likelihood of requiring assisted reproductive technol-
ogies to achieve pregnancy. Available evidence suggests 
that live birth rates may be reduced by approximately 10 to 
20 percent compared with women without endometriosis, 
reflecting impaired oocyte competence, altered fertiliza-
tion, reduced implantation, and dysregulated endometrial 
function.(5,49,50)

Patients should not be advised to become pregnant 
solely for the purpose of treating endometriosis, as preg-
nancy does not always lead to improvement in symptoms 
or a reduction in disease progression.(5)

Endometriosis lesions can change in appearance 
during pregnancy. If an atypical endometrioma is observed 
on ultrasound, it is recommended to refer the patient to a 
center with appropriate expertise for evaluation.(5)

Pregnancy loss is also more frequent in women with 
endometriosis. According to large cohort studies and sys-
tematic reviews, the risk of first trimester miscarriage is 
increased by approximately 30 to 70 percent compared 
with women without the disease. The ESHRE guideline 
recognizes this association and recommends that clinicians 
should be aware of the increased risk of miscarriage and 
ectopic pregnancy in women with endometriosis.(5,49,50)

Beyond early pregnancy, endometriosis has been con-
sistently associated with an increased risk of adverse ob-
stetric outcomes. Women with endometriosis have a 20 to 
70 percent higher risk of preterm birth and a substantial-
ly increased risk of placenta previa. Other complications, 
including hypertensive disorders of pregnancy, gestational 
diabetes, malpresentation, and cesarean delivery, also oc-
cur more frequently, although the absolute risk increase re-
mains moderate.(5,49,51)

Adverse neonatal outcomes are likewise more com-
mon. Pregnancies affected by endometriosis are associated 
with higher rates of low birth weight, small for gestational 
age neonates, admission to neonatal intensive care units, 
and perinatal mortality. Importantly, these associations are 
observed in both spontaneous and assisted conceptions, sug-

gesting that endometriosis itself contributes to obstetric and 
neonatal risk, independent of the mode of conception.(5,50,51)

Disease phenotype influences the magnitude of risk. 
Women with severe disease, deep infiltrating endometrio-
sis, or concomitant adenomyosis consistently present the 
highest rates of adverse reproductive and obstetric out-
comes. These findings are biologically plausible and are 
thought to be related to chronic inflammation, progester-
one resistance, impaired decidualization, and abnormal 
placentation.(4,5,49)

Current evidence supports the recognition of endo-
metriosis as a condition associated with increased repro-
ductive and obstetric risk. In line with the ESHRE guide-
line, women with endometriosis should receive appropriate 
counseling regarding potential pregnancy related risks. 
While routine intensification of antenatal surveillance is 
not universally recommended, individualized obstetric fol-
low up may be considered, particularly in women with se-
vere disease phenotypes or additional risk factors.(5,49)

What are the main risks of 
overtreatment or delayed treatment in 
endometriosis-associated infertility?
The management of endometriosis-associated infertili-
ty requires careful avoidance of two opposing but equally 
harmful strategies: overtreatment and unjustified treatment 
delay. Chart 3 summarizes key practical recommendations 
and common pitfalls in the fertility-oriented management 
of women with endometriosis. These recommendations 
reflect current international consensus and underpin the 
principles outlined in this Position Statement.

Overtreatment, particularly in the form of excessive 
or poorly indicated surgical intervention, represents a 
major threat to future fertility. Ovarian surgery, especial-
ly excision of endometriomas, is consistently associated 
with a significant and sometimes irreversible reduction in 
ovarian reserve, reflected by declines in AMH levels, an-
tral follicle count, and oocyte yield in assisted reproductive 
technologies (ART).(25,27) Beyond the direct loss of func-
tional ovarian tissue, surgery may induce ischemic injury, 
vascular compromise, and postoperative adhesions, further 
impairing reproductive potential and increasing surgical 
morbidity.(25,27) For this reason, major societies, including 
the American Society for Reproductive Medicine, empha-
size that expectant management or direct referral to ART is 
often preferable in asymptomatic women or in those with 
small endometriomas, particularly when ovarian reserve is 
already compromised.(3,27)

Conversely, delayed treatment—especially postpone-
ment of ART in women with advancing age, prolonged in-
fertility, diminished ovarian reserve, or advanced-stage dis-
ease—carries substantial reproductive risk. Endometriosis 
is a progressive condition, and its negative impact on fertili-
ty is compounded by age-related declines in oocyte quantity 
and quality.(4,15) In these settings, prolonged expectant man-
agement or repeated low-yield interventions may result in 
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garding fertility preservation is essential for women at risk 
of cumulative ovarian damage.

The goal in endometriosis-associated infertility is not 
maximal intervention, but timely and proportionate treat-
ment, balancing preservation of ovarian reserve with avoid-
ance of unnecessary delay, in order to optimize reproduc-
tive outcomes and long-term quality of life.

Final considerations
Endometriosis is a complex and heterogeneous condition 
with a well-established negative impact on female fertili-
ty. Its effects are mediated through multiple mechanisms, 
including pelvic inflammation, anatomical distortion, im-
paired ovarian reserve, compromised oocyte quality, al-
tered endometrial receptivity, and, in some cases, the con-
sequences of surgical treatment. As a result, the evaluation 
and management of infertility in women with endometri-
osis must be individualized, evidence-based, and aligned 
with reproductive goals, disease phenotype, symptom bur-
den, and patient preferences. Over recent years, growing 
evidence has expanded the understanding of endometriosis 
beyond its role in infertility alone. Endometriosis, particu-
larly in its severe forms and when associated with adenomy-
osis, has been increasingly linked to adverse pregnancy and 
neonatal outcomes, including miscarriage, preterm birth, 
hypertensive disorders of pregnancy, placenta-related com-
plications, and low birth weight. These findings reinforce 
the concept that endometriosis may influence reproductive 
health across the entire reproductive continuum, from con-
ception to pregnancy outcomes. Clinical decision-making 
should not focus exclusively on fertility outcomes, but rath-
er consider the broader reproductive context. Women with 
endometriosis should receive comprehensive counseling 
that addresses not only the chances of conception, whether 
spontaneous or assisted, but also the potential implications 
for pregnancy, while avoiding unnecessary medicalization. 
Importantly, pregnancy in women with endometriosis 
should not be universally classified as high risk; however, 
individualized obstetric follow-up may be appropriate in 
selected cases, particularly in those with deep endometrio-
sis, adenomyosis, severe disease phenotypes, or additional 
maternal risk factors. In this context, the management of 
endometriosis-associated infertility and pregnancy requires 
close collaboration between gynecologists, reproductive 
specialists, and obstetric care providers. An integrated, pa-
tient-centered approach, grounded in current evidence and 
shared decision-making, offers the best opportunity to op-
timize reproductive outcomes, ensure safe pregnancies, and 
improve overall reproductive health in women living with 
endometriosis.
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