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Should All Patients With Endometriosis Undergo Surgery?

Tono Djuwantono

Not every endometriotic patients should undergo surgery; the treatment of this condition should be adjustedto the needs and age of the patients. Medical treatment should be administered to teenagers and unmarriedpatients, and it could be given to reduce pain and prevent recurrence. However, medical treatment cannotimprove fertility problems, particularly to those who expect pregnancy.1Surgical therapy is suitable for those expecting pregnancy. It not only reduces pain but also improves themicroenvironment of adnexa and peritoneal, thereby increasing fertility.1,2 Based on our results, those withendometriosis who underwent laparoscopic surgery had the rate spontaneous pregnancy of 46.3% within ayear after surgery.3 However, it should be noted that the recurrence rate increased within a year in the absenceof pregnancy.1,4 Careful monitoring should be performed during the first year after surgery to increase thepotency of fertility, and providing adjuvant hormonal therapy when necessary to reduce the risk ofrecurrence.4,5 Medical treatment should be given for those who do not expect pregnancy to prevent recurrence.6However, if pregnancy is expected, assisted reproductive technology (ART) could be given immediatelyaccording to the patient problems. Any individual or clinic dealing with endometriosis surgery should estabilshrisk management for recurrence since recurrence may worsen the fertility prognosis. The combination ofsurgical and adjuvant hormonal therapy is recommended before ART for endometriosis patients with AFS III/IVaccompanied by complications such as hydrosalpinx, adhesion, and adenomyosis in order to improve theoutcome of IVF.7 Any individual or clinic treating endometriosis should expand the paradigm "performedendometriosis surgery, dare to prevent recurrence" and "performed endometriosis surgery, dare to increasereproductive potential".
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