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INTRODUCTION 

 ne of the important issues for in vitro fertilization-embryo transfer 

(IVF-ET) is to decrease the occurrence of multiple pregnancies without 

decreasing the success rate. This implies the need to obtain oocytes that 

are of a good quality for fertilization and implantation (Hasegawa et al, 

2003). 

 

Endometriosis is a disease defined by the presence of endometrial 

glands and stroma located outside the uterine cavity. These ectopic 

implants can be found throughout the pelvis, on and within the ovaries, 

abutting the uterine ligaments, occupying the rectovaginal septum, 

invading the intestinal serosa, and along the parietal peritoneum. 

Endometrial implantation at distant sites such as the pleura, lung, within 

surgical scars, and along the diaphragm also has been reported (Boyle 

and Torrealday, 2008). 

The main clinical symptoms of endometriosis are infertility, 

dysmenorrhoea, dyspareunia, dyschezia and chronic pelvic pain (defined 

as pain of greater than 6- month duration and not cyclical in nature) 

(Treloar et al., 2005). 

Although many hypotheses exist to explain the condition between 

endometriosis and infertility, the precise mechanisms by which 

endometriosis leads to infertility remain unclear. While more extensive 

endometriosis may simply impair fertility by mechanical means, 

hypotheses concerning subtler forms of endometriosis have suggested 

that infertility is impaired due to disruption of ovum transport, 
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