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PURPOSE: To provide evidence-based recommendations for the evaluation and diagnosis of endometriosis.

TARGET POPULATION: Reproductive-aged adults and adolescents with symptoms suggestive of endometriosis.

METHODS: This guideline was developed using an a priori protocol in conjunction with a writing team consisting of two
specialists in obstetrics and gynecology and one specialist in reproductive endocrinology and infertility appointed by the
American College of Obstetricians & Gynecologists’ (ACOG) Committee on Clinical Practice Guidelines–Gynecology.
ACOG medical librarians completed a comprehensive literature search for primary literature within Cochrane Library,
Cochrane Collaboration Registry of Controlled Trials, EMBASE, PubMed, and MEDLINE. The National Institute for Health
and Care Excellence (NICE) evidence review on endometriosis diagnosis and management served as the evidence base
for many of the clinical considerations. Studies that moved forward to the full-text screening stage were assessed by two
authors from the writing team based on standardized inclusion and exclusion criteria. Included studies underwent quality
assessment, and a modified GRADE (Grading of Recommendations Assessment, Development and Evaluation)
evidence-to-decision framework was applied to interpret and translate the evidence into recommendation statements.

RECOMMENDATIONS: This Clinical Practice Guideline includes recommendations on the clinical, imaging, and
surgical evaluation and diagnosis of endometriosis. Recommendations are classified by strength and evidence quality.
Ungraded Good Practice Points are included to provide guidance when a formal recommendation cannot be made
because of inadequate or nonexistent evidence. The recommendations included in this guideline also apply to
adolescents unless otherwise specified and are based on review of the limited available evidence, extrapolated data
from adult populations, and expert consensus.

INTRODUCTION
Endometriosis is a chronic, inflammatory, estrogen-
dependent disorder defined by the presence of lesions of

endometrial-like tissue outside the uterus (1, 2). The condi-
tion can affect multiple systems in the body, causing pain;
infertility; and decreased health-related quality of life, sexual
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satisfaction, and work productivity (3–7). Endometriosis
occurs primarily in women of reproductive age, although it
has been reported in premenarchal and postmenopausal
patients (8–10). The reported prevalence rate of endometri-
osis ranges from 0.7% to 8.6% among women in the gen-
eral population, whereas endometriosis has been observed
in 9.0–68.0% of women with subfertility and 15.4–71.4% of
women with chronic pelvic pain (11). The true prevalence of
endometriosis among adolescents in the general popula-
tion is unknown; however, endometriosis has been identi-
fied in 64% of adolescents undergoing laparoscopy for
pelvic pain (12). The purpose of this Clinical Practice Guide-
line is to provide evidence-based recommendations for the
evaluation and diagnosis of endometriosis in symptomatic
adult and adolescent patients.

SUMMARY OF RECOMMENDATIONS

ACOG recommends that a clinical diagnosis of endo-
metriosis (made through a symptom-based assessment,
physical examination, or both) is sufficient to initiate
empiric medical treatment (STRONG RECOMMENDATION,

LOW-QUALITY EVIDENCE).

Clinicians should suspect a diagnosis of endometriosis
in patients who present with one or more of the following
cyclic or noncyclic signs and symptoms: chronic pelvic
pain, dysmenorrhea, dyspareunia, dysuria, dyschezia, or
infertility associated with one or more of these symptoms
(GOOD PRACTICE POINT).

ACOG recommends transvaginal ultrasonography as the
initial imaging modality for the evaluation of clinically
suspected endometriosis (STRONG RECOMMENDATION,

MODERATE-QUALITY EVIDENCE).

If transvaginal ultrasonography is not acceptable or
appropriate, a transabdominal ultrasound examination
should be offered as an alternative option for the imaging
evaluation of clinically suspected endometriosis (GOOD

PRACTICE POINT).

ACOG suggests the use of pelvic magnetic resonance
imaging (MRI) if further disease characterization of deep
endometriosis is needed to guide treatment planning (CON-

DITIONAL RECOMMENDATION, MODERATE-QUALITY EVIDENCE).

ACOG recommends against the use of blood, urine,
endometrial, or other biomarkers to diagnose endome-
triosis (STRONG RECOMMENDATION, LOW-QUALITY EVIDENCE).

For patients with suspected endometriosis, the decision
to proceed with diagnostic laparoscopy or empiric

STRENGTH OF RECOMMENDATION
STRONG

ACOG recommends:
Benefits clearly outweigh harms and burdens. Most
patients should receive the intervention.

ACOG recommends against:
Harms and burdens clearly outweigh the benefits. Most
patients should not receive the intervention.

CONDITIONAL

ACOG suggests:
The balance of benefits and risks will vary depending on
patient characteristics and their values and preferences.
Individualized, shared decision making is recommended to
help patients decide on the best course of action for them.

QUALITY OF EVIDENCE

HIGH

Randomized controlled trials, systematic reviews,
and meta-analyses without serious methodologic
flaws or limitations (eg, inconsistency, imprecision,
confounding variables)

Very strong evidence from observational studies
without serious methodologic flaws or limitations

There is high confidence in the accuracy of the
findings and further research is unlikely to change this.

MODERATE

Randomized controlled trials with some limitations

Strong evidence from observational studies without
serious methodologic flaws or limitation

LOW

Randomized controlled trials with serious flaws Some
evidence from observational studies

VERY LOW

Unsystematic clinical observations

Very indirect evidence from observational studies

GOOD PRACTICE POINTS

Ungraded Good Practice Points are incorporated when
clinical guidance is deemed necessary in the case of
extremely limited or nonexistent evidence. They are
based on expert opinion as well as review of the
available evidence.
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medical treatment should be individualized based on a
shared decision-making discussion of the benefits and
risks of each approach (GOOD PRACTICE POINT).

Diagnostic laparoscopy can be considered in patients with
suspected endometriosis to confirm the diagnosis even if
the results of physical examination and imaging are
negative. However, diagnostic laparoscopy is not required
to initiate empiric medical treatment (GOOD PRACTICE POINT).

During diagnostic laparoscopy, a biopsy of suspected
endometriotic lesions should be considered to provide
histologic confirmation of visual findings; however, a
negative histopathologic result does not exclude the
possibility of endometriosis (GOOD PRACTICE POINT).

Suspected endometriotic lesions should be treated at the
time of initial laparoscopy, when possible, to help avoid
the need for additional surgery (GOOD PRACTICE POINT).

METHODS
ACOG Clinical Practice Guidelines provide clinical recom-
mendations for the diagnosis and management of a
condition by assessing the benefits and harms of care
options through a systematic review of the evidence. This
guideline was developed using an a priori protocol in
conjunction with a writing team consisting of two specialists
in obstetrics and gynecology and one specialist in repro-
ductive endocrinology and infertility appointed by the ACOG
Committee on Clinical Practice Guidelines–Gynecology. A
full description of the Clinical Practice Guideline methodol-
ogy is published separately (13). The following description is
specific to this Clinical Practice Guideline.

Literature Search
ACOG medical librarians completed a comprehensive
literature search for primary literature within Cochrane
Library, Cochrane Collaboration Registry of Controlled
Trials, EMBASE, PubMed, and MEDLINE. Parameters for
the search included human-only studies published in
English. The National Institute for Health and Care
Excellence (NICE) evidence review on endometriosis
diagnosis and management served as the evidence
base for many of the clinical considerations (14). For
these topics, the literature search was restricted to stud-
ies published after January 2016, which was the comple-
tion date of the NICE review. For clinical issues not
addressed in the NICE evidence review, the search
period was restricted to studies that were published after
2007. Updated literature searches were completed in
March 2025 and October 2025 to ensure any newly pub-
lished high-level sources were addressed in the final
manuscript. The MeSH terms and keywords used to
guide the literature search can be found in Appendix A
(available online at http://links.lww.com/AOG/E504).

Study Selection
A title and abstract screen of all studies was completed
by ACOG research staff. Studies that moved forward to
the full-text screening stage were assessed by two
authors from the writing team based on standardized
inclusion and exclusion criteria. To be considered for
inclusion, studies had to be conducted in countries
ranked very high on the United Nations Human Devel-
opment Index (15); published in English; and include
reproductive-aged adult or adolescent participants with
symptomatic endometriosis. Although systematic
reviews, randomized controlled trials, and prospective
cohort studies were prioritized, case–control studies
were considered for topics with limited evidence, partic-
ularly for rare outcomes. A PRISMA (Preferred Reporting
Items for Systematic Reviews and Meta-Analyses) flow
diagram of the included and excluded studies can be
found in Appendix B, available online at http://links.lww.
com/AOG/E505. Included studies underwent quality
assessment and had key details extracted (study design,
sample size, details of interventions, outcomes) and were
organized into summary evidence tables (Appendix C,
available online at http://links.lww.com/AOG/E506).

Recommendation and
Manuscript Development
A modified GRADE (Grading of Recommendations
Assessment, Development and Evaluation) evidence-to-
decision framework was applied to interpret and translate
the evidence into draft recommendation statements, which
were classified by strength and evidence quality (16, 17).
The recommendations included in this guideline also
apply to adolescents unless otherwise specified and are
based on review of the limited available evidence, extrap-
olated data from adult populations, and expert consensus.
Ungraded Good Practice Points were incorporated to pro-
vide clinical guidance in the case of extremely limited or
nonexistent evidence. They are based on expert opinion
as well as review of the available evidence (18).

The recommendations and supporting evidence
tables then were reviewed, revised as appropriate, and
affirmed by the Committee on Clinical Practice
Guidelines–Gynecology at a meeting. The guideline
manuscript then was written and subsequently reviewed
and approved by the Committee on Clinical Practice
Guidelines and other internal review bodies before con-
tinuing to publication.

CLINICAL OVERVIEW
Subtypes, Classification, and Staging
Three main subtypes of endometriosis are recognized
based on the appearance and location of the associated
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endometrial lesions: 1) superficial peritoneal; 2) endome-
trioma or ovarian endometriotic cyst; and 3) deep endome-
triosis, in which lesions are found in or outside of the
abdomen (eg, in the bowel or bladder) beneath the
peritoneal surface (19). The various subtypes often occur
together (3) and may represent either distinct phenotypes or
different presentations along one disease continuum (20).
Currently, there is no single universally accepted

classification system for endometriosis (21). The revised
American Society for Reproductive Medicine classification
system is widely used and ranges from stage I to stage IV,
with stages corresponding to minimal, mild, moderate, and
severe disease, respectively (21, 22). However, this classi-
fication system does not correlate with pain severity or
fertility outcomes and excludes deep endometriosis (23).
Several other proposed classification systems serve vary-
ing purposes. For example, the Enzian system is intended
for the staging of deep endometriosis (24), whereas the
#Enzian system, an updated version of the Enzian system,
can be used for the preoperative assessment of perito-
neal, ovarian, and deep endometriosis as well as adeno-
myosis (25). The Endometrial Fertility Index helps predict
the postoperative likelihood of pregnancy without the use
of in vitro fertilization (26), and the American Association of
Gynecologic Laparoscopists’ anatomic system is for intra-
operative surgical staging (27). Each of these systems has
benefits and limitations. A 2021 World Endometriosis Soci-
ety consensus statement that included a review of 22
published endometriosis classification systems concluded
that there continues to be a need for a universal validated
system that can be used for disease description, staging,
and reporting; that correlates with pain symptoms, quality
of life, fertility, and other important patient outcomes; and
that can be easily implemented in research and clinical
settings (21).

Pathophysiology
Although the pathophysiology of endometriosis is not
completely understood, it is believed to involve a
complex interplay of steroid hormones; immunologic,
inflammatory, and angiogenic mechanisms; and genetic
and environmental factors (3, 28). Various theories have
been proposed; however, no single theory to date can
explain all endometriosis subtypes or pathologic aspects
of the condition (20, 29). Leading theories on the origin of
endometriosis include retrograde menstruation of endo-
metrial cells through the fallopian tubes, circulating endo-
metrial stem cells, coelomic metaplasia, vascular or
lymphatic spread of endometrial cells, and genetic and
epigenetic changes that give rise to the different disease
subtypes and may underlie the cellular changes that
initiate and promote lesion growth (20, 28, 29). Endo-
metriotic lesions contain elevated levels of estrogen
and proinflammatory mediators that work synergistically
in a feedback loop to promote lesion growth and initiate

and sustain an inflammatory response while simulta-
neously disrupting immune and anti-inflammatory path-
ways, leading to a chronic inflammatory state (20, 29).
Endometriosis-related pain is thought to be the result of
various mechanisms, including inflammation in and
around endometrial lesions, peripheral nerve growth
and sensitization, and central nervous system remodel-
ing that alters the body’s response to stimuli and pain
perception (30, 31).

Risk Factors
Early menarche (age younger than 10 years), short
menstrual cycle length (less than 26 days), nulliparity,
and low body mass index (BMI, calculated as weight in
kilograms divided by height in meters squared) are
associated with an increased likelihood of endometriosis
(28, 32, 33). Müllerian anomalies and in utero exposure to
diethylstilbestrol also have been reported as potential
risk factors (20, 28, 33). Twin studies and whole-
genome linkage studies support the heritability of endo-
metriosis (28). A family history of an affected first-degree
relative is associated with a threefold to ninefold
increased risk of developing endometriosis (34).

Effects on Quality of Life
Endometriosis-associated pain can be debilitating,
affecting all aspects of patients’ lives including physical,
emotional, and sexual health; family, social, and romantic
relationships; educational attainment; career choice; and
work productivity (3–7, 35–39). In addition to the symp-
tomatic burden, many patients with endometriosis report
significant frustration and dissatisfaction with the quality
of their endometriosis care (2, 40–43); these negative
encounters with the health care system can exacerbate
emotional and psychological distress, further deteriorat-
ing quality of life (35).

Barriers to Timely Diagnosis
Diagnostic delay is a significant issue in endometriosis
care, with patients waiting an average of 4–11 years from
the onset of symptoms to receipt of a diagnosis (40, 44,
45). During this time, patients can experience disease
progression and onset of new symptoms, further decline
in quality of life, and increasing health care costs (35,
45–47).
Qualitative studies of patient and clinician perspectives

on endometriosis care have identified a range of factors
that contribute to these diagnostic delays. Some of the
barriers can be attributed to the disease itself, such as
the variability in symptoms, the broad differential diag-
nosis for abdominopelvic pain, and the lack of a
noninvasive method of diagnosis (40). At the clinician
level, inadequate training in the recognition of endome-
triosis can manifest as dismissal, normalization, or mis-
attribution of patients’ symptoms, resulting in
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underdiagnosis, misdiagnosis, and delayed referral for
specialist care (40–43). Dismissal and invalidation of
symptoms by clinicians not only delays diagnosis and
prolongs patients’ physical suffering but also can have
significant adverse effects on patients’ psychological
and emotional well-being and health-related quality of life
(40–43, 48–50). Societal-level barriers to endometriosis
diagnosis also have been identified, including the stig-
matization of menstruation and the normalization of men-
strual pain, both of which may delay patients from
seeking care (40).
Individuals from minoritized and marginalized commu-

nities may experience additional barriers to diagnosis of
endometriosis. A meta-analysis of 18 studies found that
Black women were significantly less likely to be diag-
nosed with endometriosis compared with White women
(odds ratio [OR] 0.49, 95% CI, 0.28–0.83), but it is unclear
whether this also means that there is a lower prevalence
of endometriosis among Black women (51). This is
because racially biased, erroneous beliefs about biolog-
ical differences between Black and White individuals that
have been, and continue to be, perpetuated in medical
education, clinical practice, and medical research are
believed to be a significant contributor to the racial ineq-
uities in endometriosis diagnosis (52–54). Perceptions
that endometriosis is a disease of White women and that
Black women experience pain differently and have a
higher threshold for pain may limit consideration of endo-
metriosis in the differential diagnosis or cause clinicians
to dismiss or underestimate the significance of pelvic
pain as a presenting symptom, leading to missed or
delayed diagnosis and treatment (52–54).
People assigned female sex at birth who identify as

transgender men or gender-diverse may face additional,
unique barriers when presenting for endometriosis care
(48, 55). The misperception that endometriosis affects
only cisgender women and inadequate research and
clinical training on the management of endometriosis in
transgender men and gender-diverse individuals can
lead to misdiagnosis, diagnostic delays, and dismissal
of symptoms (55). In addition, characteristic endometri-
osis symptoms, such as menstrual changes and pelvic
pain, may be masked or altered by gender-affirming
treatment, which increases diagnostic complexity (55).
Transgender men and gender-diverse individuals with
endometriosis who present for care also report encoun-
tering discrimination, denial of care, misgendering, inval-
idation of gender and symptoms, and misattribution of
symptoms to gender dysphoria (48). These negative
health care interactions can cause significant psycholog-
ical distress and trauma and may discourage patients
from seeking care from other clinicians, further delaying
care and prolonging symptom burden (48).
Once patients do receive a diagnosis of endometri-

osis, they often express significant relief to receive

validation that their symptoms are legitimate (49, 56). A
formal diagnosis of endometriosis also provides patients
with the confirmation needed to formulate a management
plan, access treatment, and seek out patient-education
resources and support groups (49).

Strategies to Facilitate Earlier Diagnosis
A multifaceted approach is needed to address the
various contributors to delays in endometriosis diagnosis
(40). This includes strategies aimed at clinicians, patients
and the public, and researchers.
Enhance medical education and training. Stud-

ies of patient and physician perspectives on endometri-
osis care support that clinicians need more training to
recognize the hallmark symptoms of endometriosis and
understand the disease’s varied presentations to facili-
tate earlier diagnostic evaluation and management and
referral for multidisciplinary specialist care (40, 57–59).
Recommended physician training includes initial course-
work in medical school, continuing education activities,
and the use of current evidence-based clinical guidelines
on endometriosis diagnosis and management (40,
57–60).
Use a patient-centered care approach. Physi-

cians can facilitate earlier diagnosis of endometriosis
and improve patient satisfaction with their care by apply-
ing a patient-centered approach that includes validating
patients’ symptoms and experiences; demonstrating
sensitivity, respect, and compassion; treating patients
as partners and experts about their own bodies; commu-
nicating clear, accurate information about the condition;
and providing prompt referral to specialist care (41,
61–63). Patient-centered care prioritizes the
patient–clinician therapeutic alliance and acknowledges
the importance of clinicians’ attitudes in shaping how
patients experience and cope with the often-chronic
symptoms of endometriosis (41, 61, 62).
Shift to symptom-based clinical diagnosis. The

traditional reliance on surgical findings to diagnose endo-
metriosis significantly delays care and is inconsistent with
the current understanding that endometriosis is a chronic,
systemic condition that manifests in a multitude of symp-
toms (45). Although there is still a role for laparoscopy in
the evaluation of endometriosis, ACOG and other major
medical societies recommend that clinicians rely on
patient history, symptoms, and physical examination find-
ings to establish a presumptive clinical diagnosis that can
enable earlier access to treatment (see “Clinical Evalua-
tion and Diagnosis” later in this document) (14, 47, 64).
Raise public awareness. Efforts to raise public

awareness of endometriosis can facilitate earlier recog-
nition of symptoms; help to mitigate menstrual stigma;
encourage patients to seek care sooner; and empower
patients with information, resources, and community sup-
port about the condition. Strategies to promote public
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awareness include the inclusion of endometriosis in
school menstrual health–education programs (65, 66),
public health campaigns, and patient support and
advocacy groups that provide patient education infor-
mation and resources.
Further research. Additional research is needed to

understand the pathogenesis and pathophysiology of
endometriosis (67) and to develop and validate noninva-
sive methods that can accurately diagnose endometri-
osis without the need for surgery. The application of
artificial intelligence is an active area in endometriosis
research, and this technology may help to identify
endometriosis-specific biomarkers (eg, blood, urine,
saliva, miRNA); train and aid clinicians in the interpreta-
tion of imaging tests; and create predictive clinical algo-
rithms based on presenting symptoms, patient history,
and physical examination findings (68–70).

CLINICAL RECOMMENDATIONS AND
EVIDENCE SUMMARY
Clinical Evaluation and Diagnosis

ACOG recommends that a clinical diagnosis of
endometriosis (made through a symptom-based
assessment, physical examination, or both) is
sufficient to initiate empiric medical treatment
(STRONG RECOMMENDATION, LOW-QUALITY EVIDENCE).

Limited data from observational studies support that
endometriosis can be identified with moderate accuracy
based on a clinical evaluation that includes a symptom-
based assessment, physical examination, or both
(71–77). Although clinical diagnosis of endometriosis is
not as accurate as diagnostic laparoscopy, this noninva-
sive approach has the potential to reduce diagnostic
delays (see “Barriers to Timely Diagnosis” earlier in this
document) and provide earlier access to treatment (47).
For these reasons, ACOG and other expert medical soci-
eties recommend the use of a clinical diagnostic
approach for the initial evaluation of suspected endome-
triosis (14, 47, 64).

Patient History and Symptoms

Clinicians should suspect a diagnosis of
endometriosis in patients who present with
one or more of the following cyclic or noncy-
clic signs and symptoms: chronic pelvic pain,
dysmenorrhea, dyspareunia, dysuria, dysche-
zia, or infertility associated with one or more of
these symptoms (GOOD PRACTICE POINT).

An initial evaluation for endometriosis should include a
detailed medical, gynecologic, menstrual, and family
history; review of symptoms, including questions about

location (pelvic and extrapelvic sites), intensity, frequency,
and duration; and effects on quality of life (Box 1) (47, 64,
78). Although pelvic pain and other symptoms commonly
associated with endometriosis can be due to a variety of
other gynecologic and nongynecologic conditions
(Table 1) (2), the presence of certain symptoms (Box 1),
particularly multiple symptoms, is associated with an
increased likelihood of endometriosis and should prompt
further evaluation (14, 47, 64, 71–73, 79). Pain intensity can
be assessed using a visual analog scale (VAS) or a
numerical rating scale (80). Various validated endometri-
osis symptom questionnaires are available (81) and may
be useful adjuncts to standard history-taking to help
patients communicate their symptoms and the effects of
symptoms on their health-related quality of life (14, 47, 64).

In a large case–control retrospective analysis of
medical records, adolescents and women aged 15–55
years with a diagnosis of endometriosis (n55,540) were
significantly more likely than those in an age-matched
control group (n521,239) to report infertility or subfertility
(OR 8.2, 95% CI, 6.9–9.9), dysmenorrhea (OR 8.1, 95% CI,
7.2–9.3), dyspareunia or postcoital bleeding (OR 6.8, 95%
CI, 5.7–8.2), abdominopelvic pain (OR 5.2, 95% CI,
4.7–5.7), and heavy menstrual bleeding (OR 4.0, 95%
CI, 3.5–4.4) (71). Notably, the likelihood of endometriosis
rose significantly as the number of symptoms increased
from one (unadjusted OR 5.0, 95% CI, 4.4–5.7) to seven
or more (unadjusted OR 84.7, 95% CI, 58.8–121.8) (71).
Similarly, the results of an online cross-sectional survey of
48,020 women aged 18–49 years showed that partici-
pants with self-reported endometriosis (n52,922) were
twice as likely as respondents without endometriosis to
report severe symptoms (dysmenorrhea, nonmenstrual
pelvic pain, dyspareunia) and to experience extrapelvic
and systemic symptoms such as diarrhea, constipation,
and bloating (OR 1.9, 95% CI, 1.7–2.2) and fatigue, wea-
riness, and anemia (OR 2.2, 95% CI, 2.0–2.5) (79).

Studies on the use of symptom-based predictive
algorithms for endometriosis show promising results
and provide further support for the use of a clinical
diagnostic approach. A prospective observational
study that evaluated the accuracy of a symptom-
based model to predict endometriosis among 1,396
symptomatic women scheduled to undergo laparos-
copy reported that the presence of certain factors,
particularly dyschezia and a history of benign ovarian
cysts, was able to preoperatively predict rASRM stage
III and IV endometriosis with good accuracy (area
under the curve [AUC] 83.3, 95% CI, 79.6–86.6) (72).
However, the model demonstrated limited ability to pre-
dict the presence of endometriosis at any stage (AUC
68.3, 95% CI, 63.9–72.4) (72). A more recent case–-
control study that included 800 women with histologi-
cally confirmed endometriosis and 885 women in a
matched control group reported that a clinical scoring
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system based on a combination of patient history,
characteristics, and symptoms (ie, family history of
endometriosis, BMI lower than 22, menstrual cycle
length less than 28 days, infertility, dysmenorrhea [VAS
score 6 or higher], deep dyspareunia [VAS score 3 or
higher], gastrointestinal symptoms [VAS score 5 or
higher], and urinary symptoms [VAS score 1 or higher])

was able to predict endometriosis with moderate
accuracy (AUC 0.81, 95% CI, 0.7920.83) (73).

Physical Examination
A targeted bimanual abdominopelvic examination can
help to identify physical findings suggestive of endome-
triosis (Box 2), exclude other potential diagnoses

Table 1. Differential Diagnosis of Endometriosis

Symptom Conditions With Similar Clinical Presentation*
Nonmenstrual pelvic–abdominal pain Irritable bowel syndrome, neuropathic pain, adhesions, abdominal wall nerve

entrapment syndromes, pelvic inflammatory disease, adnexal mass, ovarian
cyst

Dysmenorrhea Primary dysmenorrhea (ie, dysmenorrhea in the absence of pelvic pathology),
adenomyosis, reproductive tract anomalies in adolescents (eg, obstructive
müllerian anomalies), leiomyomas

Dyspareunia Sexual dysfunction, pelvic floor disorders, history of trauma or sexual abuse,
psychosocial issues (eg anxiety, depression)

Dyschezia or gastrointestinal symptoms
(diarrhea, cramping, constipation)

Hemorrhoids, constipation, irritable bowel syndrome, inflammatory bowel
disease, anal fissures, pelvic floor disorders

Dysuria Interstitial cystitis, painful bladder syndrome, pelvic floor disorders

Infertility Unexplained subfertility
Modified with permission from Falcone T, Flyckt R. Clinical management of endometriosis. Obstet Gynecol 2018;131:557–71. doi: 10.
1097/AOG.0000000000002469.

*This is not an all-inclusive list of conditions.

Box 1. Signs and Symptoms Suggestive of Endometriosis

Patient History

c Infertility in association with 1 or more of the symptoms listed below

c Family history of diagnosed endometriosis (particularly in a 1st-degree relative)

c Adolescents: school absenteeism during menstruation, dysmenorrhea refractory to treatment with nonsteroidal
anti-inflammatory drugs or oral contraceptive pills or both

Common Symptoms (1 or more of the following, which may be cyclic or noncyclic):

c Chronic pelvic pain (ie, pain lasting 6 months or longer)

c Dysmenorrhea

c Dyspareunia

c Dysuria or other urinary symptoms (eg, hematuria)

c Dyschezia or postcoital bleeding

Extrapelvic Symptoms (which may have cyclic exacerbation):

c Gastrointestinal (bowel): bloating, diarrhea, constipation, nausea with pelvic pain or dysmenorrhea (adolescents),
rectal bleeding

c Thoracic: shoulder or subcostal pain, pneumothorax, hemothorax

c Sciatic nerve pain

c Skin: surgical scar swelling or mass

c Fatigue or malaise
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(Table 1), and guide decisions regarding further evalua-
tion (47, 64). An additional rectovaginal examination
should be considered if abnormalities are detected in
the posterior compartment (47). Patients with physical
signs suggestive of deep endometriosis involving the
bowel, bladder, or ureter (such as thickening of the pos-
terior vaginal fornix or nodularity of the uterosacral liga-
ments) should be referred to a clinician with expertise in
the surgical management of endometriosis (14). How-
ever, negative physical examination findings do not con-
firm the absence of endometriosis (14, 47, 64).

In a 2011 prospective study of 129 women who
underwent diagnostic laparoscopy for suspected endo-
metriosis, preoperative pelvic (internal vaginal) examina-
tion was associated with variable sensitivity (25–78%)
and specificity (80–100%) depending on anatomic site

(74). Pelvic examination performed comparably to trans-
vaginal ultrasonography for the detection of deep endo-
metriosis in the vagina and rectovaginal space, but
transvaginal ultrasonography was more accurate for
the identification of endometriosis of the ovaries, utero-
sacral ligament, and rectosigmoid (74). A 2020 meta-
analysis of five studies reported that physical examina-
tion had a pooled sensitivity of 71% (95% CI, 60–80%)
and a specificity of 69% (95% CI, 54–82%) for the detec-
tion of deep endometriosis, with an AUC of 0.76 (95% CI,
0.66–0.83) (75).

Adolescent Considerations
Dysmenorrhea and pelvic pain are the most commonly
reported symptoms among adolescents with endome-
triosis (77). In a systematic review that included 23
studies with a total of 1,426 adolescents (aged 8–25
years) diagnosed with endometriosis, dysmenorrhea
was the most frequently reported symptom (82.9%),
followed by chronic, acute, or acyclic pelvic pain
(43%); gastrointestinal symptoms (19%); abnormal uter-
ine bleeding (18%); and dyspareunia (14%) (77). Other
signs and symptoms suggestive of endometriosis in
adolescents include nausea with pelvic pain (82); per-
sistent dysmenorrhea despite the use of nonsteroidal
anti-inflammatory drugs, oral contraceptives, or both
(76, 77); and recurrent school absenteeism during
menstruation (76). As with adults, bimanual abdomino-
pelvic examination findings may indicate signs of
endometriosis and help to rule out other potential eti-
ologies (Box 1), such as a reproductive tract anomaly
(64, 83–85), but normal examination results do not
eliminate the possibility of endometriosis. Shared deci-
sion making is recommended when considering
bimanual pelvic examination for suspected endometri-
osis in adolescent patients, taking into consideration
the diagnostic limitations of physical examination; the
patient’s age and history of pelvic examinations, sexual
intercourse, and tampon use; and cultural attitudes
about menstruation (47, 64, 86). For adolescent
patients with suspected endometriosis in whom a
bimanual examination is not performed, an abdominal
examination alone should be considered to evaluate
for the presence of abdominal masses (14).

Imaging
Transvaginal ultrasonography and MRI are the main
imaging modalities used in the evaluation of suspected
endometriosis (14, 47, 64). Imaging is recommended as part
of the initial evaluation of suspected endometriosis even
when physical examination findings are normal to help
detect endometriomas and pelvic deep endometriosis,
identify other pathologic etiologies of pain symptoms, guide
decisions about further management and the need for

Box 2. Physical Examination for Evaluation
of Endometriosis*

c Inspection of vaginal mucosa, looking for
posterior vaginal fornix lesions.

c Palpation of superficial, deep, and low
abdominal wall, including scars. Evaluate tone,
tenderness, allodynia, or hyperalgesia.

c Assessment of neurological patterns of pain or
sensory deficits.

c Bimanual examinationy of each compartment for
pain, stiffness, and nodularity:

◦Central: uterine position, mobility, size, texture,
and sensitivity

◦Anterior: posterior wall of the bladder,
vesicouterine space

◦Lateral: adnexa and pelvic sidewall

◦Posterolateral: uterosacral ligaments

◦Posterior: pouch of Douglas, anterior wall of the
rectum, vagina; if the posterior compartment is
abnormal, consider a rectovaginal examination

*Physical examination in its entirety may not always be necessary or
feasible (eg, in adolescents) in the evaluation of suspected endo-
metriosis.

yBimanual examination should be performed after abdominal pal-
pation and should involve the use of the vaginal digit to palpate
genital structures (before the abdominal hand depresses the
abdominal wall for bimanual palpation).

Modified with permission from Singh SS, Allaire C, Al-Nourhji O, Bougie
O, Bridge-Cook P, Duigenan S, et al. Guideline No. 449: diagnosis and
impact of endometriosis - a Canadian guideline. J Obstet Gynaecol Can
2024;46:102450. doi: 10.1016/j.jogc.2024.102450
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referral, and inform preoperative planning (14, 47). Empiric
medical treatment should be offered in parallel with imaging
evaluation to avoid treatment delays and alleviate symp-
toms while awaiting imaging results (14).

Although transvaginal ultrasonography and MRI can
identify endometriomas and deep endometriosis, they
cannot reliably detect superficial peritoneal endometriosis
(87). The accuracy of imaging tests is also influenced by the
training and knowledge of the individuals performing the
tests and interpreting the results (14, 47, 88). Finally, even
imaging experts may miss endometriosis because of the
wide variation in endometriotic lesion appearance and loca-
tion (14, 47). Therefore, negative imaging findings do not
eliminate the possibility of endometriosis (14, 47, 64), and
treatment should be considered for symptomatic patients
regardless of imaging results.

Transvaginal Ultrasonography

ACOG recommends transvaginal ultrasonogra-
phy as the initial imaging modality for the eval-
uation of clinically suspected endometriosis
(STRONG RECOMMENDATION, MODERATE-QUALITY EVIDENCE).

If transvaginal ultrasonography is not acceptable
or appropriate, a transabdominal ultrasound
examination should be offered as an alternative
option for the imaging evaluation of clinically
suspected endometriosis (GOOD PRACTICE POINT).

Transvaginal ultrasonography is the recommended initial
imaging modality for the evaluation of a patient with
suspected endometriosis because it has comparable
accuracy to MRI but is less expensive and more readily

accessible (14, 47, 64, 88, 89). Although transvaginal
ultrasonography is recommended as the first-line imag-
ing modality for the evaluation of suspected endometri-
osis, it may not be appropriate or tolerated in adolescent
patients, particularly those who have not had vaginal
sexual intercourse, or in some adult patients (eg, survi-
vors of sexual trauma). If transvaginal ultrasonography is
not appropriate, a transabdominal pelvic ultrasound
examination should be offered (14, 64).

Ultrasound examination for suspected endometriosis
includes the following: 1) evaluation of the uterus, ovaries,
fallopian tubes, anterior compartment (bladder, ureters),
and posterior compartment (bowel, uterosacral ligaments,
parametria, vagina, rectovaginal septum, peritoneum of the
pouch of Douglas); 2) performance of the uterine sliding
maneuver (loss of the “sliding sign,” suggests deep endo-
metriosis in the pouch of Douglas); and 3) assessment of
ultrasonographic markers that are suggestive of deep
endometriosis (eg, fixed uterine retroversion, abnormal
ovarian location or mobility, bowel tethering to posterior
uterus, site-specific tenderness, adenomyosis, hydrosal-
pinx, and hematosalpinx) (89, 90). Assessment also should
include inspection of the peritoneum of the pouch of Doug-
las for the presence of superficial lesions (91).

Transvaginal ultrasonography has high specificity for
endometriosis, although sensitivity rates vary by endome-
triosis subtype and anatomic location (Tables 2 and 3) (87,
92–94). Transvaginal ultrasonography is most reliable for
the identification of endometriomas (87) (Table 2). For the
detection of deep endometriosis, transvaginal ultrasonogra-
phy has overall moderate sensitivity (Table 2), with varying
accuracy depending on anatomic site (Table 3) (87, 92–94).
However, transvaginal ultrasonography has limited

Table 2. Diagnostic Accuracy of Imaging by Endometriosis Subtype

Endometriosis
Subtype Imaging Modality Studies (n) Participants (n)

Sensitivity
(95% CI)

Specificity
(95% CI)

Endometriomas TVUS* 8 765 0.93 (0.87–0.99) 0.96 (0.92–0.99)

MRI* 3 179 0.95 (0.90–1.00) 0.91 (0.86–0.97)

TVUS
y

12 400 0.89 (0.86–0.92) 0.95 (0.92–0.97)

MRI
y

6 139 0.94 (0.74–0.99) 0.94 (0.89–0.97)

Deep TVUS* 9 934 0.79 (0.69–0.89) 0.94 (0.88–1.00)

MRI* 6 266 0.94 (0.90–0.97) 0.77 (0.44–1.00)

Superficial
peritoneal

TVUS* 5 1,222 0.65 (0.27–1.00) 0.95 (0.89–1.00)

MRI* 7 303 0.79 (0.70–0.88) 0.72 (0.51–0.90)
MRI, magnetic resonance imaging; TVS, transvaginal ultrasonography.

*Data from Nisenblat V, Bossuyt PM, Farquhar C, Johnson N, Hull ML. Imaging modalities for the non‐invasive diagnosis of endome-
triosis. The Cochrane Database of Systematic Reviews 2016, Issue 2. Art. No.: CD009591. doi: 10.1002/14651858.CD009591.pub2.

yData from Kanti FS, Gorak Savard R, Bergeron F, Zomahoun HT, Netter A, Maheux-Lacroix S. Transvaginal ultrasound and magnetic
resonance imaging in the diagnosis of endometrioma: a systematic review and meta-analysis of diagnostic test accuracy studies. J
Obstet Gynaecol 2024;44:2311664. doi: 10.1080/01443615.2024.2311664.
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accuracy to identify superficial peritoneal endometriotic
lesions (Table 2) (87).

Ultrasonography also may be useful to guide pre-
operative planning. In a retrospective multicenter study of
patients (N5878) who underwent transvaginal and trans-
abdominal ultrasound examination and subsequent diag-
nostic laparoscopy for suspected endometriosis,
preoperative ultrasound staging was concordant with
surgical staging (according to the 2021 American Asso-
ciation of Gynecologic Laparoscopists Endometriosis
Classification system) in 586 cases (66.7%) (95). Preop-

erative ultrasound staging was most reliable for the iden-
tification of patients without endometriosis and those with
stage 1 or stage 4 disease (95).

Magnetic Resonance Imaging

ACOG suggests the use of pelvic MRI if further
disease characterization of deep endometri-
osis is needed to guide treatment planning
(CONDITIONAL RECOMMENDATION, MODERATE-QUALITY

EVIDENCE).

Table 3. Diagnostic Accuracy of Imaging for Pelvic Deep Endometriosis by Anatomic Site

Meta-Analysis
Imaging
Modality Studies (N) Participants (N)

Sensitivity
(95% CI)

Specificity
(95% CI)

Rectosigmoid

Nisenblat et al 2016* TVUS 14 1,616 0.90 (0.8220.97) 0.96 (0.9420.99)

MRI 6 612 0.92 (0.8620.99) 0.96 (0.9320.98)

Gerges et al 2021
y

TVUS 21 2,857 0.89 (0.8320.92) 0.97 (0.9520.98)

MRI 7 852 0.86 (0.7920.91) 0.96 (0.9420.97)

Rectovaginal septum

Nisenblat et al 2016* TVUS 10 983 0.88 (0.8220.94) 1.00 (0.9821.00)

MRI 3 288 0.81 (0.7020.93) 0.86 (0.7820.95)

Gerges et al 2021
z

TVUS 7 1,005 0.57 (0.3020.80) 1.00 (0.9221.00)

MRI
§

— — — —

Uterosacral ligament

Nisenblat et al 2016* TVUS 7 751 0.64 (0.5020.79) 0.97 (0.9321.00)

MRI 4 199 0.86 (0.8020.92) 0.84 (0.6821.00)

Gerges 2021
z

TVUS 7 1,085 0.60 (0.3220.82) 0.95 (0.9020.98)

MRI 4 440 0.81 (0.6620.90) 0.83 (0.6220.94)

Vagina or vaginal wall

Nisenblat et al 2016* TVUS 6 679 0.57 (0.2120.94) 0.99 (0.9621.00)

MRI 4 248 0.77 (0.6720.88) 0.97 (0.9221.00)

Gerges et al 2021
z

TVUS 4 451 0.52 (0.2920.74) 0.98 (0.9520.99)

MRI 3 137 0.64 (0.4020.83) 0.98 (0.8320.99)

Bladder

Gerges et al 2021
§

TVUS 8 1,052 0.55 (0.28–0.79) 0.99 (0.98–1.00)

MRI 2 476 0.50–1.00
k

0.97–1.00k

TVUS, transvaginal ultrasonography; MRI, magnetic resonance imaging.

*Nisenblat V, Bossuyt PM, Farquhar C, Johnson N, Hull ML. Imaging modalities for the non‐invasive diagnosis of endometriosis. The
Cochrane Database of Systematic Reviews 2016, Issue 2. Art. No.: CD009591. doi: 10.1002/14651858.CD009591.pub2.

yGerges B, Li W, Leonardi M, Mol BW, Condous G. Optimal imaging modality for detection of rectosigmoid deep endometriosis:
systematic review and meta-analysis. Ultrasound Obstet Gynecol 2021;58:190–200. doi: 10.1002/uog.23148.

zGerges B, Li W, Leonardi M, Mol BW, Condous G. Meta-analysis and systematic review to determine the optimal imaging modality for
the detection of uterosacral ligaments/torus uterinus, rectovaginal septum and vaginal deep endometriosis. Hum Reprod Open
2021;2021:hoab041. doi: 10.1093/hropen/hoab041.

§Gerges B, Li W, Leonardi M, Mol BW, Condous G. Meta-analysis and systematic review to determine the optimal imaging modality for
the detection of bladder deep endometriosis. Eur J Obstet Gynecol Reprod Biol 2021;261:124–33. doi: 10.1016/j.ejogrb.2021.04.030.

kMeta-analysis was not performed. Data presented as range.
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Although transvaginal ultrasonography is the preferred
imaging modality for the initial evaluation of suspected
endometriosis, MRI may be helpful if secondary imaging
is needed to determine the extent of deep endometriosis
(eg, for preoperative planning) (14, 47, 96). As with trans-
vaginal ultrasonography, the diagnostic accuracy of pel-
vic MRI varies by endometriosis subtype and lesion
location (87, 92–94, 97) (Tables 2 and 3). Magnetic reso-
nance imaging is more sensitive than transvaginal ultra-
sonography for the identification of deep endometriosis
of the pelvis (Table 2), particularly in the uterosacral lig-
ament and vagina or vaginal wall (87, 93) (Table 3). As
with transvaginal ultrasonography, MRI has limited ability
to detect superficial peritoneal endometriosis but exhibits
high accuracy for the detection of endometriomas
(Table 2) (87, 97).

Biomarkers for Diagnosis
of Endometriosis

ACOG recommends against the use of blood,
urine, endometrial, or other biomarkers to diag-
nose endometriosis (STRONG RECOMMENDATION,

LOW-QUALITY EVIDENCE).

Considerable interest exists in the identification of
biomarkers for endometriosis, which could allow for
noninvasive evaluation and diagnosis. More than 1,000
different candidate endometriosis biomarkers have been
studied and encompass a broad range of subtypes (eg,
cytokines, metabolites, hormones and growth factors and
microRNAs) across biological compartments and tis-
sues, including blood, saliva, endometrium, and urine
(98). However, none of the biomarkers studied to date,
used alone or in combination, have been shown to be as
accurate as diagnostic laparoscopy for the detection of
endometriosis, nor have they been shown to add benefit
over history, physical examination, and pelvic ultrasonog-
raphy in the presumptive diagnosis of endometriosis
(99–103). For these reasons, the use of biomarkers for
the diagnosis of endometriosis is not recommended in
international expert guidelines (14, 47, 64).

The most well-studied endometriosis biomarker is CA
125, an antigenic glycoprotein expressed by epithelial
ovarian tumors that also can be elevated in nonmalignant
gynecologic conditions such as endometriosis (104). A
Cochrane review of 27 observational studies (N53,447)
reported that a CA 125 cutoff level of greater than 35–36
units/mL was associated with a pooled sensitivity of 0.40
(95% CI, 0.32–0.49) and a specificity of 0.91 (95% CI,
0.88–0.94) for the detection of endometriosis (99).
Another systematic review of 22 observational studies
reported similar findings (100). This suggests that,
although an elevated serum CA 125 level may indicate
the presence of endometriosis, a normal serum CA 125
level (less than 35 units/mL) does not exclude the pos-

sibility of disease (14). Furthermore, the high heterogene-
ity in methodology, cutoff levels, and included
populations across studies limits confidence in the find-
ings (99).

As with CA 125, much of the available evidence on
other endometriosis biomarker candidates is based on
studies that are underpowered or have significant
methodologic heterogeneity that limits reproducibility
and meta-analysis (98, 105). In addition, few studies inte-
grate findings across tissues or adjust for confounders
such as menstrual cycle phase, disease phenotype,
treatment exposure, and symptom severity (98, 105).
These limitations have hampered efforts to identify clini-
cally useful, noninvasive biomarkers and emphasize the
need for well-powered, harmonized, multi-tissue studies
that incorporate rigorous clinical characterization and
standardized protocols.

Diagnostic Laparoscopy

For patients with suspected endometriosis,
the decision to proceed with diagnostic lapa-
roscopy or empiric medical treatment should
be individualized based on a shared decision-
making discussion of the benefits and risks of
each approach (GOOD PRACTICE POINT).

Diagnostic laparoscopy can be considered in
patients with suspected endometriosis to con-
firm the diagnosis even if the results of phys-
ical examination and imaging are negative.
However, diagnostic laparoscopy is not
required to initiate empiric medical treatment
(GOOD PRACTICE POINT).

Advances in imaging technology, an evolving under-
standing of the pathophysiology of endometriosis, and
concern about significant diagnostic delays have promp-
ted a movement away from the routine use of diagnostic
laparoscopy in the evaluation of endometriosis (45, 47).
Many experts now recommend offering empiric medical
therapy after initial clinical diagnosis of endometriosis as
an alternative to diagnostic laparoscopy (14, 47, 64).
Patients with suspected endometriosis should be coun-
seled about the benefits and risks of each approach to
help them make an informed decision.

Diagnostic laparoscopy can be appropriate to rule out
other conditions when the clinical diagnosis is unclear,
for patients who desire a definitive diagnosis before
treatment, or as part of a stepwise approach if empiric
medical therapy fails. Diagnostic laparoscopy also may
lead to the identification of other etiologies of pain
symptoms and provides the opportunity for concurrent
treatment of endometriosis or other identified patholo-
gies. However, patients need to weigh these potential
benefits of diagnostic laparoscopy against the low but
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potential risk of surgical complications (eg, infection,
hemorrhage or excessive blood loss, venous thrombo-
embolism, injury to surrounding tissue or organs)
(106–108), the possibility of negative or inconclusive
results, and the potential need for additional surgery if
extensive disease is identified (14, 47).

Diagnostic laparoscopy should be performed by a
clinician with training and skills in laparoscopic surgery for
endometriosis and should include a systematic inspection
of the pelvis and abdomen and documentation of intra-
operative findings, including the appearance, location,
stage, and extent of disease (14, 47). The visual appear-
ance and location of lesions identified during laparoscopy
is highly variable (109) and can differ between adults and
adolescents. In adults, endometriotic lesions on the perito-
neum or ovaries often appear red, clear, white, black, or
blue (110), whereas endometriotic lesions in adolescents
are more likely to be red, white, or clear (86, 111). Clinicians
who perform laparoscopic evaluation of suspected endo-
metriosis in adolescent patients should familiarize them-
selves with the sometimes different or variable
presentation compared with adult patients (64, 86, 111).

During diagnostic laparoscopy, a biopsy of
suspected endometriotic lesions should be
considered to provide histologic confirmation
of visual findings; however, a negative histo-
pathologic result does not exclude the possi-
bility of endometriosis (GOOD PRACTICE POINT).

Although a visual diagnosis can be made during diagnostic
laparoscopy, the definitive diagnosis of endometriosis
requires histopathologic evaluation of tissue samples or
lesions removed during surgery. The reliability and accuracy
of visual diagnosis alone can be limited by a number of
factors, including the wide variation in lesion appearance,
location, and disease stage as well as surgeon expertise
(109, 110, 112). Thus, expert guidelines generally advise per-
formance of a biopsy of suspicious lesions to help confirm
visual findings while acknowledging that a negative histo-
pathologic result does not exclude the possibility of endo-
metriosis (14, 47, 64). False-negative histopathologic findings
can occur for a variety of reasons, including missed lesions
(eg, in the ovarian fossa); use of preoperative hormonal
suppressive therapy; insufficient tissue specimens; and the
limitations in histopathologic diagnostic criteria, which do not
reflect the wide variation in histologic presentation of endo-
metriotic lesions, particularly superficial peritoneal lesions
(47, 113). Occasionally, biopsy of a suspicious lesion may
not confirm endometriosis, and visual diagnosis may suffice
so that treatment can be initiated.

Endometriosis is associated with an increased risk of
ovarian cancer, and biopsy with histopathologic evalua-
tion is recommended when there is suspicion for
malignancy based on preoperative or intraoperative
findings (114, 115). A systematic review and meta-

analysis of 49 studies found an association between
endometriosis and ovarian cancer risk (summary relative
risk [SRR] 1.93; 95% CI, 1.68–2.22; n524 studies), partic-
ularly clear cell (SRR 3.44; 95% CI, 2.82–4.42; n5five
studies) and endometrioid (SRR 2.33; 95% CI,
1.82–2.98; n5five studies) ovarian cancer (114). However,
the authors cautioned that many of the included studies
had significant methodologic limitations and strong evi-
dence of publication bias, which limited confidence in the
findings (114). A more recent retrospective cohort study
(N578,893) of electronic health records reported that
individuals diagnosed with endometriosis were more
than four times more likely to develop ovarian cancer
compared with individuals without endometriosis
(adjusted hazard ratio 4.20; 95% CI, 3.59–4.91) (115), with
an even greater risk of ovarian cancer among individuals
with endometrioma or deep endometriosis or both
(adjusted hazard ratio 9.66; 95% CI, 7.77–12.00) (115).

Suspected endometriotic lesions should be
treated at the time of initial laparoscopy, when
possible, to help avoid the need for additional
surgery (GOOD PRACTICE POINT).

Expert guidelines in endometriosis management gener-
ally recommend that diagnostic laparoscopy for endo-
metriosis should include concurrent treatment when
feasible (14, 47). Before diagnostic laparoscopy, clini-
cians should discuss the potential for concomitant treat-
ment with patients and obtain informed consent for
surgical management for patients who elect this option
(14). The use of preoperative imaging can assist surgical
planning and help decrease the possibility of encounter-
ing unexpected intraoperative findings that are beyond
the surgeon’s expertise (47, 95).

USE OF LANGUAGE
ACOG recognizes and supports the gender diversity of all
patients who seek obstetric and gynecologic care. In
original portions of this document, the authors seek to
use gender-inclusive language or gender-neutral language.
When describing research findings, this document uses
gender terminology reported by the investigators. ACOG’s
policy on inclusive language can be reviewed at https://
www.acog.org/clinical-information/policy-and-position-state-
ments/statements-of-policy/2022/inclusive-language.
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