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ABSTRACT
Introduction  Deep infiltrating endometriosis (DIE) 
affecting the rectum or sigmoid colon is associated with 
infertility, severe pain and decreased quality of life. As 
most women with DIE are young, many have a pregnancy 
intention. Treatment possibilities of endometriosis-
associated infertility are surgery or assisted reproductive 
technologies (ART). However, no studies have compared 
the two interventions directly. Therefore, this study aims 
to determine the cumulative pregnancy rate (CPR) and 
the live birth rate (LBR) after first-line surgery compared 
with first-line ART for women with rectosigmoid DIE and a 
pregnancy intention.
Methods and analysis  Multicentre, parallel-group, 
randomised trial of women with rectosigmoid DIE and 
a pregnancy intention for at least 6 months in Aarhus, 
Denmark and Bordeaux, France. 352 women aged 18–38 
years are randomised 1:1 to either surgical management 
(shaving, disc excision or segmental resection) or 
ART management (at least two in vitro fertilisation or 
intracytoplasmic sperm injection procedures if not 
pregnant after the first cycle). Women in the surgical 
intervention group will attempt to get pregnant by 
either spontaneous conception or ART, depending on 
the endometriosis fertility index score. Primary outcome 
measures are CPR and LBR at 18 months’ follow-up. 
Secondary outcomes are: Non-viable pregnancies, time 
to pregnancy, pain score, quality of life, complication rate, 
bowel and bladder function, endocrine and inflammatory 
profile, number of oocytes, blastocysts, frozen embryos 
and blastocyst morphology score within 18 months after 
either intervention.
Ethics and dissemination  Conduct of this study is 
approved by the Danish National Committee on Health 
Research Ethics and Comité de Protection des Personnes 
Ile de France VIII. Study participants must sign an informed 
consent form. The results will be presented at national and 
international conferences and published in international 
peer-reviewed journals.
Trial registration number  This trial is registered at ​
ClinicalTrials.​gov (no. NCT04610710).
Protocol version  The Danish National Committee on 
Health Research Ethics: Fifth protocol version approved 7 

September 2020 (no. 1-10-72-96-20). Comité de Protection 
des Personnes Ile de France VIII: Version 1.1 22JAN2021 the 
9 March 2021.

INTRODUCTION
Deep infiltrating endometriosis (DIE) is a 
benign gynaecological condition character-
ised by the presence of ectopic endometrium-
like tissue that grows  >5 mm into the 
peritoneum and can affect the sigmoid or 
rectum.1 DIE is associated with infertility, 
decreased quality of life and chronic pelvic 
pain including dysmenorrhea, dyschezia and 
dyspareunia.2–4 Women with DIE often have a 
pregnancy intention. Therefore, conception 
should not be delayed by prolonged treat-
ment of endometriosis-associated infertility, 
as this may result in decreased ovarian reserve 
with time.5 6 Thus, choosing the right treat-
ment for each woman is crucial.

Up to 40% of women attending a fertility 
clinic have endometriosis.7 Choice of first-line 

Strengths and limitations of this study

	► This study is conducted as a multicentre, ran-
domised controlled trial comparing surgery to as-
sisted reproductive technologies for women with 
deep infiltrating endometriosis and an intention to 
become pregnant.

	► Broad inclusion criteria ensure great generalisability 
of the study results.

	► Outcomes will offer clinically relevant insight regard-
ing ongoing treatment of endometriosis-associated 
infertility.

	► Blinding has not been possible due to the nature of 
both interventions.

	► Because a large sample size is required, participant 
recruitment within our time frame could become 
challenging.
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treatment of infertility caused by endometriosis is often 
by assisted reproductive technologies (ART), such as in 
vitro fertilisation (IVF).8 9 IVF has been shown to increase 
the fertility rate in these women,10 but has no or in some 
cases even a detrimental effect on pain symptoms.11 12

Surgical treatment of rectosigmoid DIE comprise 
laparoscopic shaving, disc excision or colorectal resec-
tion.13 These surgeries have been shown to increase 
quality of life after 12 months.14 At the same time, there 
seems to be up to 57% of these women, who can obtain 
a spontaneous pregnancy after such surgery.15 Laparo-
scopic rectosigmoid resection for a benign disease is, 
however, a large operation that carries a 10%–12% risk 
of complications including anastomotic leakage 
resulting in a temporary stoma, rectovaginal fistula, 
pelvic abscess, urinary retention and/or decreased 
ovarian reserve.13 16 17

The clinical question is how to advise women with DIE 
who wish to become pregnant. If spontaneous pregnancy 
is not achieved within a reasonable time (of 6 months), 
should the women go for surgery or ART? So far, no 
studies have addressed this question, and both endo-
metriosis surgeons and fertility doctors seek answers to 
these questions.18 19 This study, therefore, investigates the 
cumulative pregnancy rate (CPR) and the live birth rate 
(LBR) in women with DIE affecting the colorectum after 
either first-line surgery or first-line ART as described 
below in a multicentre, parallel-group, randomised 
setting.

Objectives
Primary objective
The primary objective is to compare CPR and LBR 18 
months after first-line surgery to first-line ART for women 
with DIE and a pregnancy intention. Women in the 
surgical intervention arm will try conception either spon-
taneously and/or by ART after the surgery. We hypoth-
esise an increased CPR and LBR by first-line surgical 
intervention compared with first-line ART intervention.

Secondary objectives
1.	 To compare self-reported quality of life and pain score 

for women with DIE and a pregnancy intention after 
first-line surgery to first-line ART after 9 and 18 months.

2.	 To determine complication rate within 18 months af-
ter complete surgery for DIE in the first-line surgical 
intervention arm and after ART in the first-line ART 
intervention arm.

3.	 To investigate delayed functional bladder and bowel 
morbidity after first-line surgery and first-line ART at 9 
and 18 months after intervention.

4.	 To measure and compare time to pregnancy (TTP) 
within 18 months from intervention to first ongoing 
pregnancy after first-line surgery to first-line ART.

5.	 To compare blood inflammatory markers and hor-
monal profiles prior to and after first-line surgery to 
first-line ART management.

METHODS
Study setting
This study is conducted as a multicentre, parallel-group, 
randomised trial. Study participants will be recruited 
at the two surgical sites: The Department of Obstetrics 
and Gynaecology at Aarhus University Hospital (AUH) 
in Denmark and the Endometriosis Centre, Clinique 
Tivoli-Ducos in Bordeaux, France. In Denmark, ART 
management will primarily be carried out at the Fertility 
Clinic Horsens but also other fertility clinics, including 
both public and private clinics. Likewise, in France, ART 
management will be carried out at different public and 
private fertility clinics, however, at no particular primary 
fertility clinic site. Participant recruitment began October 
2020 and is expected to continue until December 2024.

The EFFORT study protocol is developed following the 
Standard Protocol Items: Recommendations for Inter-
ventional Trials guidelines.20

Patient and public involvement
This study protocol was initiated and structured without 
patient and public involvement due to extensive experi-
ence with DIE patient perspective and the routine care 
interventions at both involved centres.

Study participants and eligibility criteria
The number of study participants based on power calcu-
lation is 352 women randomised 1:1 in the intervention 
arms. To participate in the study, the women must meet 
the inclusion criteria: aged 18–38 years, rectosigmoid 
endometriosis and candidate for colorectal DIE surgery, 
pregnancy intention for at least 6 months, anti-Müllerian 
hormone (AMH) above 5 pmol/L, male partner and a 
maximum of two previous IVF treatments (number of 
previous intrauterine inseminations is not limited). The 
woman will be excluded in case of unilateral or bilateral 
hydronephrosis due to endometriosis (randomisation 
is unethical), body mass index above 32 kg/m2, contra-
indication for IVF (untreated uterine factor infertility, 
maltreated/untreated systemic or malignant disease or 
severe risk factors for oocyte aspiration), or if she does 
not intend to be randomised.

Recruitment of eligible participants will be at the first 
consult after referral for DIE and eligibility for surgery. 
Rectosigmoid DIE is confirmed by transvaginal ultra-
sound and/or a pelvic MRI scan. If the woman is a candi-
date for complete DIE surgery and has a pregnancy 
intention, she will be asked to participate in the study. 
The study will be carefully explained during the consulta-
tion, and she will receive written participant information 
and a consent form. Study information will be given by 
the gynaecologist.

Study plan and randomisation
Study participants with signed consent forms will be 
enrolled in the study time plan as shown in figure 1.

Study participants are randomised (1:1) to either 
of two intervention arms: Group A is first-line surgical 
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intervention with rectosigmoid DIE operation and Group 
B will receive first-line IVF treatment (at least two proce-
dures if not pregnant after the first). Intervention time 
point is defined as the surgery date in Group A and as the 
first day of follicle-stimulating hormone (FSH)/human 
menopause gonadotropin (hMG) administration in 
group B. The partner must have a semen quality accept-
able for spontaneous conception (≥one million total 
semen in the raw specimen independent of motility). 
Women in Group A will be divided into two categories 
based on mode of conception postoperatively. If the 
Endometriosis Fertility Index (EFI) is ≥7, the woman will 
attempt spontaneous conception for 9 months. If EFI<7, 
the woman will receive IVF directly after surgery. After 9 
months of unsuccessful spontaneous conception attempt, 
IVF management will routinely be proposed. Referral for 
ART will be in a well-timed manner, so the woman can 
begin treatment at 9 months postoperatively. Follow-up 
for all study participants in both arms is 9 months (M9) 
and 18 months (M18) after each intervention.

Randomisation
Randomisation is stratified by centre. To ensure equal 
distribution of study participants in both intervention 
arms during the entire study time plan, block randomi-
sation was performed. However, due to predictability of 
intervention allocation, information on block size will not 
be available during the study period. A stratified block 
randomised allocation table has been made in R (R Core 
Team) using a computer-generated random number 
sequence. This allocation table is uploaded to the rando-
misation module in Research Electronic Data Capture 
(REDCap). Allocation to either intervention group of 
each study participant is final and locked after randomis-
ation. No blinding is possible with the interventions.

Interventions
Operative procedure
Surgical treatment for rectosigmoid DIE is by minimally 
invasive laparoscopic shaving, colorectal segmental resec-
tion or disc excision. The extent of resection of the bowel 
nodule will depend on the size of the nodule and feasi-
bility. All other visible endometriosis will also be removed 
at the operation. All bowel resections will be performed 
by specialised gynaecologist in collaboration with special-
ised colorectal surgeons. Both the centres in Bordeaux 

and in Aarhus are tertiary referral centres for advanced 
endometriosis operations. Both centres have documented 
their expertise.14 21 22 All operative details regarding oper-
ative time, postoperative complications and the extent 
of resections will be recorded. All tissue removed will be 
send for pathological examination.

IVF stimulation protocol
Fertility treatment is preferably with a standard 
gonadotropin-releasing hormone (GnRH) agonist 
protocol (if needed, up to 3 months of pretreatment with 
GnRH agonist can be used). Ovarian stimulation will be 
with menotropin (hMG) with a dose according to clinic 
standard. Induction of ovulation will be with human 
chorionic gonadotropin (hCG) triggering when≥3 folli-
cles are  ≥17 mm (unless fewer follicles are present). 
Oocyte pick-up (OPU) will be performed 34–36 hours 
later. According to semen quality on the day of OPU, 
the fertilisation will be done by IVF or intracytoplasmic 
sperm injection. One blastocyst will be transferred, pref-
erably on day 5. On day 14–16 after OPU a blood sample 
of hCG will be taken to evaluate the result of the stimula-
tion. Within the 18 months’ follow-up, number of follicles 
at last scan prior to OPU, number of oocytes retrieved at 
OPU, number of fertilised oocytes, number of blastocysts 
and the morphology scores according to the Gardner 
scoring system will be compared.

If this fertility protocol is not possible to follow for IVF 
(especially for French fertility clinics), other protocols 
or interventions are accepted, e.g. antagonist proto-
cols and/or transfer of cleavage stage embryos on day 
2 or 3 after OPU. Also, other blastocyst scoring systems 
are accepted, for example, Steer and Veecks criteria, 
respectively.

Questionnaire
Study participants are asked to answer a questionnaire at 
three different study points: At baseline, at M9 and at M18. 
The questionnaire will contain questions on demographic 
information, known diseases, medication, smoking habits 
and alcohol consumption, previous surgery, sexual 
activity, previous pregnancies and previous fertility treat-
ment. Furthermore, patient-reported outcome measures 
(PROMs) will be used for:

	► Pain score at time of filling in the questionnaire with 
Numeric Rating Scale (NRS).

	► Quality of life and sexual function in the last 4 weeks 
prior to filling in the questionnaire with Endometri-
osis Health Profile 30+23 (EHP-30 +23).23

	► Bowel function in the last month prior to filling in the 
questionnaire with Low Anterior Resection Syndrome 
(LARS) score.24

	► Bladder function in the last month prior to filling in 
the questionnaire with the International Consultation 
on Incontinence Questionnaire (ICIQ-FLUTS).25

Questionnaires at M9 and M18 will only contain the 
above-mentioned PROMs.

Figure 1  Study time plan and follow-up study points for 
primary and secondary outcomes data acquisition. DIE, deep 
infiltrating endometriosis; EFI, Endometriosis Fertility Index; 
IVF, in vitro fertilisation.
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Blood sampling
At baseline, blood samples of hormone values are 
necessary to establish fertility status for each woman. 
These hormonal values include AMH, FSH, luteinising 
hormone, estradiol (E2), thyroid-stimulating hormone 
(TSH), triiodothyronine (T3), thyroxine (T4), thyroid 
peroxidase antibodies and TSH receptor autoantibodies 
(TRAb), which are usually part of a routine check-up 
prior to ART. Furthermore, to determine endometriosis 
inflammatory status before and after either intervention, 
the baseline blood sample will include the inflammatory 
markers: tumour necrosis factor alpha, interleukin 1‍β‍ 
(IL-1‍β‍), IL-4, IL-6, IL-8, IL-10, IL-17, transforming growth 
factor beta (TGF-‍β‍), vascular endothelial growth factor 
(VEGF) and intercellular adhesion molecule 1 (ICAM-1) 
for the Danish study population.26

The other blood sample at M18 after either interven-
tion will be measuring AMH as a variable for ovarian 
reserve. The M18 blood sample will also include other 
hormones and inflammatory status in the Danish study 
population.

Each study participant will have two blood samples 
drawn in relation to the study. The first blood sample is 
taken at baseline at day 2–day 5 in the beginning of the 
menstrual cycle, as the hormone values are cycle depen-
dent. The second blood sample is taken 9–18 months 
after either intervention depending on whether the 
woman has become pregnant or not, as especially AMH 
values are influenced by pregnancy. Blood sample over-
view is illustrated in table 1.

Blood samples for hormonal status will be anal-
ysed immediately. Biological material (10 mL serum) 
for inflammatory status will be processed and stored 
in a freezer as a research biobank at the Department 
of Clinical Biochemistry at AUH, Denmark. In case of 
excess blood sample material after analysis, the frozen 
samples with only participant-specific project ID will be 
kept in a research biobank as backup for analysis. The 
stored biological material will be destroyed at the end 
of the study or no later than within ten years from study 
initiation.

Outcome measures
Primary outcome measure is CPR and LBR at 18 months 
after intervention. Pregnancy is defined as a fetal heart-
beat by ultrasound at gestational week 6–8. Secondary 
pregnancy outcomes including number of biochemical 
pregnancies, miscarriages, missed abortions, extrauterine 
pregnancies and pregnancies of unknown location will 
be investigated and compared in the first-line surgical to 
first-line ART intervention group within 18 months. TTP 
is recorded within 18 months and defined as the time 
from intervention date to date of visualisation of the first 
ongoing pregnancy. Changes in self-reported outcome 
measures including pain score (NRS), quality of life (EHP-
30), fertility quality of life (Section F in EHP-23), sexual 
function (Section C in EHP-23), delayed bowel function 
(LARS) and delayed bladder function (ICIQ-FLUTS) will 
be determined and compared at baseline, at M9 and at 
M18. Ovarian reserve status defined by AMH levels are 
compared at baseline and at M9-18 in both intervention 
arms. Complication rate in both intervention arms will 
be determined within 9 and 18 months after interven-
tion. Complication rate in the surgical intervention arm 
is based on the Clavien-Dindo Classification categorising 
postoperative events in regard to necessity and level of 
therapy.27 Postoperative complications include anasto-
motic leakage or stenosis, ureteral lesion or obstruction, 
pelvic abscess, fistula, bladder or bowel perforation and 
urinary retention. ART complications are defined as 
ovarian hyperstimulation syndrome, infection, bleeding 
and hospitalisation caused by an IVF procedure and wors-
ening of pain. Within 18 months after each intervention, 
number of follicles as measured at last scan prior to OPU, 
number of oocytes at OPU, fertilised oocytes, blastocysts 
and frozen embryos will be recorded. In addition, blasto-
cyst morphology score will be compared.

Finally, in the Danish study population changes in 
hormonal and inflammatory status will be compared at 
baseline and 9–18 months after intervention.

Data management and sharing
The database is managed in the secure web-based appli-
cation REDCap with study participant record IDs and an 

Table 1  Blood sample overview

Danish study population French study population

Baseline
Prior to treatment

	► Hormonal status (AMH, FSH, LH, E2, TSH, T3, T4, TPO, TRAb)
	► Inflammatory markers (TNF-﻿‍α‍, IL-1‍β‍, IL-4, IL-6, IL-8, IL-10, IL-17, 
TGF-‍β‍, VEGF, ICAM-1 etc.)

	► Excess blood sampling material for research purposes

	► Hormonal status (AMH, FSH, LH, 
E2, TSH, T3, T4, TPO, TRAb)

M18
After treatment
(9–18 months)

	► Hormonal status (AMH, FSH, LH, E2, TSH, T3, T4, TPO, TRAb)
	► Inflammatory markers (TNF-﻿‍α‍, IL-1‍β‍, IL-4, IL-6, IL-8, IL-10, IL-17, 
TGF-‍β‍, VEGF, ICAM-1, etc.)

	► Excess blood sampling material for research purposes

	► AMH

AMH, anti-Müllerian hormone; FSH, follicle-stimulating hormone; LH, luteinising hormone ; TNF, tumour necrosis factor; TSH, thyroid-
stimulating hormone.
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integrated audit trail. Logging registry in the audit trail 
can be accessed and reviewed at any time. An electronic 
case report form will be created per patient. Data entry 
is maintained by MR in Aarhus and two study coordi-
nators in Bordeaux. Survey data are directly captured 
in the database with no additional data entry by the 
research group for self-reported outcome measures. 
All data will be pseudomised for statistical analyses 
and publication of research results. Personal data are 
handled so it complies with the Data Protection Regu-
lation and the Data Protection Act. Ownership of 
data and publication of results is based on a collabo-
ration agreement between the participating centres in 
Denmark and France.

At the end of participant inclusion, pseudomised study 
data can be shared according to the ICJME guidelines, 
when relevant research objectives and hypotheses are 
provided. Approval by Central Region Denmark and the 
Danish Data Protection Agency are required prior to data 
sharing. Request for data sharing can be directed at ​ubk@​
dadlnet.​dk. The requesting party shall cover the costs for 
data sharing.

Statistical methods
Sample size
The number of participants is based on a power anal-
ysis. Calculations were made with different assumptions 
and were based on the smallest relevant differences 
that we expect to observe, although actual differences 
may well be greater. Based on reasonable assumptions 
of a cumulative chance of pregnancy within 18 months 
between 70% in the first-line surgery group and 55% in 
the first-line IVF group, power (1-β)=0.80, and α=0.05, 
the required number of participants will be 176 in each 
group.

Statistical analyses
The analyses will be performed according to the intention-
to-treat principle. If any statistically significant differences 
are found between groups at baseline, adjusted analysis 
will be performed.28 Subsequently, per-protocol analyses 
will be performed. Normally distributed, continuous 
variables will be presented as mean values with SD and 
compared using Student’s t-test. Categorical outcomes 
will be presented as proportions and tested with χ2 or 
Fisher’s exact test as appropriate. Subgroup analysis of 
responders and non-responders will be performed. Risk 
factors for CPR and LBR in the two groups will be tested 
with multivariate logistic regression analyses. A two-sided 
p value of 5% will be used as level of significance. Analyses 
will be performed using Stata and R.

Study participant lost to follow-up will be considered 
not pregnant in the main analyses. Incomplete data 
for the primary objective will be considered not preg-
nant. The study participants lost to follow-up will not be 
replaced, as the analyses are based on intention to treat. 
No interim analyses will be performed.

ETHICS AND DISSEMINATION
Both interventions are routine care in treatment of 
endometriosis-associated infertility. Therefore, no addi-
tional harms are present in relation to participation in 
the study other than minor transient discomfort by the 
two blood samples.

All study participants must after oral and written infor-
mation on the study sign a consent form prior to participa-
tion and randomisation. The study including the research 
biobank has been approved by the Danish National 
Committee on Health Research Ethics (fifth protocol version 
approved 7 September 2020, no. 1-10-72-96-20). Conduct of 
the study has been notified and approved by Central Region 
Denmark (no. 1-16-02-265-20). Likewise in France, Comité 
de Protection des Personnes Ile de France VIII approved the 
protocol (V.1.1, 22 January 2021 and 9 March 2021). Any 
modifications to the protocol will be notified and reviewed 
by both research ethics committees following regulations 
for research in the respective country.

All results—positive, negative or inconclusive—from 
the study will be presented at national and international 
conferences and published in international high-impact 
peer-reviewed journals.

Author affiliations
1Department of Clinical Medicine, Aarhus University, Aarhus N, Denmark
2Fertility Clinic, Regional Hospital Horsens, Horsens, Denmark
3Endometriosis Center, Clinique Tivoli-Ducos, Bordeaux, France
4Department of Obstetrics and Gynaecology, Aarhus University Hospital, Aarhus N, 
Denmark
5Department of Clinical Medicine, Aalborg University, Aalborg, Denmark
6Department of Obstetrics and Gynaecology, Aalborg University Hospital, Aalborg, 
Denmark

Contributors  UBK, USK and MS-H participated in the conception and initiation of 
the study. HR and MR contributed to the design, writing and editing of the study 
protocol. MR, MS-H, HR, UBK and USK will participate in recruitment of patients and 
acquisition of data. UBK and MR were responsible for the blood test arrangements. 
MR wrote the first draft of this manuscript with input from all authors. USK has 
written the statistical analyses paragraph. UBK, HR, USK and MS-H were all 
involved in critical revision of the manuscript. All authors approved the final version 
of the manuscript submitted.

Funding  The trial sponsor (UBK) secured funding of the PhD study which is the 
main support for the trial. Furthermore, UBK is the main supervisor for the PhD 
student (MR). Financial support is provided by Aarhus University and a research 
grant from IBSA Nordic.

Disclaimer  The funders had no influence on study design, trial conduct, results 
or manuscript. Positive as well as negative and inconclusive study results will be 
published in accordance with the protocol.

Competing interests  UBK has received institutional funding targeted for this study 
by IBSA Nordic, and institutional funding by Ferring Pharmaceuticals and Merck 
A/S for departmental research activity. HR has received consultant fees for training 
involvement by Olympus, Karl Storz, PlasmaSurgical and Ethicon.

Patient and public involvement  Patients and/or the public were not involved in 
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication  Not applicable.

Provenance and peer review  Not commissioned; externally peer reviewed.

Open access  This is an open access article distributed in accordance with 
the Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, 
which permits others to distribute, remix, adapt, build upon this work non-
commercially, and license their derivative works on different terms, provided the 
original work is properly cited, appropriate credit is given, any changes made 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

E
n

seig
n

em
en

t S
u

p
erieu

r (A
B

E
S

)
at A

g
en

ce B
ib

lio
g

rap
h

iq
u

e d
e l

 
o

n
 Ju

n
e 14, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
11 A

p
ril 2022. 

10.1136/b
m

jo
p

en
-2021-052877 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

http://bmjopen.bmj.com/


6 Raos M, et al. BMJ Open 2022;12:e052877. doi:10.1136/bmjopen-2021-052877

Open access�

indicated, and the use is non-commercial. See: http://creativecommons.org/​
licenses/by-nc/4.0/.

ORCID iD
Maja Raos http://orcid.org/0000-0002-4990-1315

REFERENCES
	 1	 Koninckx PR, Martin DC. Deep endometriosis: a consequence of 

infiltration or retraction or possibly adenomyosis externa? Fertil Steril 
1992;58:924–8.

	 2	 Meuleman C, Vandenabeele B, Fieuws S, et al. High prevalence 
of endometriosis in infertile women with normal ovulation and 
normospermic partners. Fertil Steril 2009;92:68–74.

	 3	 Mathias SD, Kuppermann M, Liberman RF, et al. Chronic pelvic pain: 
prevalence, health-related quality of life, and economic correlates. 
Obstet Gynecol 1996;87:321–7.

	 4	 Facchin F, Barbara G, Saita E, et al. Impact of endometriosis on 
quality of life and mental health: pelvic pain makes the difference. J 
Psychosom Obstet Gynaecol 2015;36:135–41.

	 5	 Richardson SJ, Senikas V, Nelson JF. Follicular depletion during the 
menopausal transition: evidence for accelerated loss and ultimate 
exhaustion. J Clin Endocrinol Metab 1987;65:1231–7.

	 6	 Baker TG. A quantitative and cytological study of germ cells in 
human ovaries. Proc R Soc Lond B Biol Sci 1963;158:417–33.

	 7	 Ozkan S, Murk W, Arici A. Endometriosis and infertility: 
epidemiology and evidence-based treatments. Ann N Y Acad Sci 
2008;1127:92–100.

	 8	 Maignien C, Santulli P, Marcellin L, et al. Infertility in women with bowel 
endometriosis: first-line assisted reproductive technology results in 
satisfactory cumulative live-birth rates. Fertil Steril 2021;115:692–701.

	 9	 Maignien C, Santulli P, Bourdon M, et al. Deep infiltrating endometriosis: 
a previous history of surgery for endometriosis may negatively 
affect assisted reproductive technology outcomes. Reprod Sci 
2020;27:545–54.

	10	 Maignien C, Santulli P, Gayet V, et al. Prognostic factors for assisted 
reproductive technology in women with endometriosis-related 
infertility. Am J Obstet Gynecol 2017;216:280.e1–9.

	11	 Seyer-Hansen M, Egekvist A, Forman A, et al. Risk of bowel 
obstruction during in vitro fertilization treatment of patients with 
deep infiltrating endometriosis. Acta Obstet Gynecol Scand 
2018;97:47–52.

	12	 Mathiasen M, Egekvist AG, Kesmodel US, et al. Similar evolution 
of pain symptoms and quality of life in women with and without 
endometriosis undergoing assisted reproductive technology (ART). 
Acta Obstet Gynecol Scand 2019;98:77–85.

	13	 Donnez O, Roman H. Choosing the right surgical technique for deep 
endometriosis: shaving, disc excision, or bowel resection? Fertil 
Steril 2017;108:931–42.

	14	 Riiskjær M, Forman A, Kesmodel US, et al. Pelvic pain and quality of 
life before and after laparoscopic bowel resection for rectosigmoid 
endometriosis: a prospective, observational study. Dis Colon Rectum 
2018;61:221–9.

	15	 Roman H, Chanavaz-Lacheray I, Ballester M, et al. High postoperative 
fertility rate following surgical management of colorectal endometriosis. 
Hum Reprod 2018;33:1669–76.

	16	 Dubernard G, Piketty M, Rouzier R, et al. Quality of life after 
laparoscopic colorectal resection for endometriosis. Hum Reprod 
2006;21:1243–7.

	17	 Goodman LR, Goldberg JM, Flyckt RL, et al. Effect of surgery on 
ovarian reserve in women with endometriomas, endometriosis and 
controls. Am J Obstet Gynecol 2016;215:589.e1–6.

	18	 Iversen ML, Seyer-Hansen M, Forman A. Does surgery for deep 
infiltrating bowel endometriosis improve fertility? A systematic 
review. Acta Obstet Gynecol Scand 2017;96:688–93.

	19	 Cohen J, Thomin A, Mathieu D'Argent E, et al. Fertility before 
and after surgery for deep infiltrating endometriosis with and 
without bowel involvement: a literature review. Minerva Ginecol 
2014;66:575–87.

	20	 Chan A-W, Tetzlaff JM, Altman DG, et al. SPIRIT 2013 statement: 
defining standard protocol items for clinical trials. Ann Intern Med 
2013;158:200–7.

	21	 Roman H, Marabha J, Polexa A, et al. Crude complication rate 
is not an accurate marker of a surgeon's skill: a single surgeon 
retrospective series of 1060 procedures for colorectal endometriosis. 
J Visc Surg 2021;158:289–98.

	22	 Roman H, Chanavaz-Lacheray I, Forestier D, et al. [Early 
postoperative complications in a multidisciplinary surgical center 
exclusively dedicated to endometriosis: A 491-patients series]. 
Gynecol Obstet Fertil Senol 2020;48:484–90.

	23	 Jones G, Kennedy S, Barnard A, et al. Development of an 
endometriosis quality-of-life instrument: the endometriosis health 
Profile-30. Obstet Gynecol 2001;98:258–64.

	24	 Emmertsen KJ, Laurberg S. Low anterior resection syndrome score: 
development and validation of a symptom-based scoring system for 
bowel dysfunction after low anterior resection for rectal cancer. Ann 
Surg 2012;255:922–8.

	25	 Brookes ST, Donovan JL, Wright M, et al. A scored form of the 
Bristol female lower urinary tract symptoms questionnaire: data 
from a randomized controlled trial of surgery for women with stress 
incontinence. Am J Obstet Gynecol 2004;191:73–82.

	26	 Zhang T, De Carolis C, Man GCW, et al. The link between immunity, 
autoimmunity and endometriosis: a literature update. Autoimmun 
Rev 2018;17:945–55.

	27	 Clavien PA, Barkun J, de Oliveira ML, et al. The Clavien-Dindo 
classification of surgical complications: five-year experience. Ann 
Surg 2009;250:187–96.

	28	 Hauck WW, Anderson S, Marcus SM. Should we adjust for 
covariates in nonlinear regression analyses of randomized trials? 
Control Clin Trials 1998;19:249–56.

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

E
n

seig
n

em
en

t S
u

p
erieu

r (A
B

E
S

)
at A

g
en

ce B
ib

lio
g

rap
h

iq
u

e d
e l

 
o

n
 Ju

n
e 14, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
11 A

p
ril 2022. 

10.1136/b
m

jo
p

en
-2021-052877 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-4990-1315
http://dx.doi.org/10.1016/s0015-0282(16)55436-3
http://dx.doi.org/10.1016/j.fertnstert.2008.04.056
http://dx.doi.org/10.1016/0029-7844(95)00458-0
http://dx.doi.org/10.3109/0167482X.2015.1074173
http://dx.doi.org/10.3109/0167482X.2015.1074173
http://dx.doi.org/10.1210/jcem-65-6-1231
http://dx.doi.org/10.1098/rspb.1963.0055
http://dx.doi.org/10.1196/annals.1434.007
http://dx.doi.org/10.1016/j.fertnstert.2020.09.032
http://dx.doi.org/10.1007/s43032-019-00052-1
http://dx.doi.org/10.1016/j.ajog.2016.11.1042
http://dx.doi.org/10.1111/aogs.13253
http://dx.doi.org/10.1111/aogs.13468
http://dx.doi.org/10.1016/j.fertnstert.2017.09.006
http://dx.doi.org/10.1016/j.fertnstert.2017.09.006
http://dx.doi.org/10.1097/DCR.0000000000000970
http://dx.doi.org/10.1093/humrep/dey146
http://dx.doi.org/10.1093/humrep/dei491
http://dx.doi.org/10.1016/j.ajog.2016.05.029
http://dx.doi.org/10.1111/aogs.13152
http://www.ncbi.nlm.nih.gov/pubmed/25373015
http://dx.doi.org/10.7326/0003-4819-158-3-201302050-00583
http://dx.doi.org/10.1016/j.jviscsurg.2020.08.015
http://dx.doi.org/10.1016/j.gofs.2020.03.009
http://dx.doi.org/10.1016/s0029-7844(01)01433-8
http://dx.doi.org/10.1097/SLA.0b013e31824f1c21
http://dx.doi.org/10.1097/SLA.0b013e31824f1c21
http://dx.doi.org/10.1016/j.ajog.2003.12.027
http://dx.doi.org/10.1016/j.autrev.2018.03.017
http://dx.doi.org/10.1016/j.autrev.2018.03.017
http://dx.doi.org/10.1097/SLA.0b013e3181b13ca2
http://dx.doi.org/10.1097/SLA.0b013e3181b13ca2
http://dx.doi.org/10.1016/S0197-2456(97)00147-5
http://bmjopen.bmj.com/

	EFFORT study: Comparing impact of operation and assisted reproductive technologies on fertility for women with deep infiltrating endometriosis – study protocol for a multicentre randomised trial
	Abstract
	Introduction﻿﻿
	Objectives
	Primary objective
	Secondary objectives


	Methods
	Study setting
	Patient and public involvement
	Study participants and eligibility criteria
	Study plan and randomisation
	Randomisation
	Interventions
	Operative procedure
	IVF stimulation protocol

	Questionnaire
	Blood sampling
	Outcome measures
	Data management and sharing
	Statistical methods
	Sample size
	Statistical analyses


	Ethics and dissemination
	References


