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Abstract
Introduction: Peritoneal infiltrating and fibrotic endometriosis, also known as deep 
endometriosis, is the most severe manifestation of the disease that can cause severe 
complications including bowel and ureteral stenosis. The natural history of these le-
sions and the possible effect of hormonal treatments on their progression are unde-
fined. Therefore, we conducted a systematic review and meta-analysis to investigate 
whether and how frequently deep endometriosis progresses over time without or 
with ovarian suppression. This could inform management decisions in asymptomatic 
and mildly symptomatic patients.
Material and Methods: For this pre-registered systematic review (CRD42023463518), 
the PubMed and Embase databases were screened, and studies published between 
2000 and 2023 that serially evaluated the size of deep endometriotic lesions with-
out or with hormonal treatment were selected. Data on the progression, stability, or 
regression of deep endometriotic lesions were recorded as absolute frequencies or 
mean volume variations. Estimates of the overall percentage of progression and cor-
responding 95% confidence intervals were calculated using a random-effect model. 
When studies reported lesion progression as pre- and post-treatment volume means, 
the delta of the two-volume means was calculated and analyzed using the inverse 
variance method.
Results: A total of 29 studies were identified, of which 19 studies with 285 untreated 
and 730 treated patients were ultimately selected for meta-analysis. The overall es-
timate of the percentage of lesion progression in untreated individuals was 21.4% 
(95% CI, 6.8–40.8%; I2 = 90.5%), whereas it was 12.4% during various hormonal treat-
ments (95% CI, 9.0–16.1%; I2 = 0%). Based on the overall meta-analysis estimates, the 
odds ratio of progression in treated versus untreated patients was 0.52 (95% CI, 0.41–
0.66). During hormonal suppression, the mean volume of deep endometriotic lesions 
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1  |  INTRODUC TION

Endometriosis is a benign disease characterized by ectopic endome-
trial tissue growth, with an estimated prevalence of around 5%–10% 
in the general female population.1–3 Endometriosis is often associ-
ated with infertility and pelvic pain symptoms that interfere with 
daily activities and affect health-related quality of life. In particular, 
peritoneal infiltrating and fibrotic endometriosis,4 commonly known 
as “deep infiltrating endometriosis” (DIE), is more likely to involve 
multiple pelvic structures and organs and is considered the most se-
vere form of the disease.5

Treatment options in highly symptomatic patients include hor-
mone therapy and/or surgery. According to the current ESHRE 
guideline6 and expert opinion,7 surgical excision of DIE should be 
considered in individuals without bowel sub-occlusion or obstructive 
uropathy and not seeking a conception after the failure of first-line 
hormonal therapies. However, what to suggest in asymptomatic or 
mildly symptomatic individuals is unclear, and some authors include 
expectant management among alternative options because they ob-
served lesion progression in a limited proportion of cases only.8

On the one hand, estrogen-progestogen combinations and pro-
gestogen monotherapies may be associated with unpleasant side 
effects such as irregular bleeding, bloating, weight gain, depression, 
and decreased libido.9 This might tip the balance toward avoiding 
hormonal treatments when severe pain symptoms are not an issue. 
On the other hand, the potential serious complications of uncon-
trolled lesion progression, such as bowel occlusion and ureteral ste-
nosis, should be carefully considered before deciding to abstain from 
medical suppression. Therefore, in these clinical circumstances, the 
trade-offs between potential benefits and potential harms associ-
ated with the above alternatives should be ideally quantified, which 
is currently difficult given the sparse data on untreated DIE and the 
effect of hormonal therapies on lesion progression over time. This 
would be important to provide complete and reliable counseling and 
to inform shared personalized treatments. Therefore, from both a 
pathogenetic and clinical point of view, we considered it relevant to 
perform a systematic review and meta-analysis of the literature to 
better define the trajectory of this type of lesion.

2  |  MATERIAL AND METHODS

2.1  |  Search strategy and inclusion criteria

This systematic review was registered with PROSPERO and ac-
cepted for inclusion in October 2023 (Registration ID Number 
CRD42023463518). We searched the PubMed and Embase data-
bases for eligible studies from 1st January 2000 to 12th September 
2023, using the following terms: “endometriosis” in different pelvic 
sites, combined with “natural history” or “medical treatment” or “pro-
gression” or “regression.” The search terms and the algorithm used 
are described in detail in the Data  S1. We also manually checked 
the reference lists of the selected publications and used PubMed's 
‘similar articles’ and ‘cited by’ functions to retrieve additional stud-
ies that were not identified by the electronic search. As published 
de-identified data were used, this study was exempt from ethical 
approval. The present systematic review and meta-analysis were 
conducted according to Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA).10

2.2  |  Study selection

Two reviewers (V.B. and D.A.) independently screened the publica-
tions by reviewing titles, abstracts, and keywords for the presence 
of DIE and their lesion size. The selected relevant full-text articles 
were then retrieved to assess eligibility. Discrepancies were re-
solved by discussion.

decreased significantly by 0.87 cm3 (95% CI, 0.19–1.56 cm3; I2 = 0%), representing 
−28.5% of the baseline volume.
Conclusions: Untreated deep endometriotic lesions progressed in about one in five 
patients. Medical therapy reduced but did not eliminate this risk. Given the organ 
function failure potentially caused by these lesions, the decision whether to use hor-
monal treatments in asymptomatic or mildly symptomatic women should always be 
shared, carefully weighing the potential benefits and harms of the two alternatives 
after extensive counseling.

K E Y W O R D S
deep endometriosis, hormonal therapy, meta-analysis, natural history, progression, systematic 
review

Key message

In a meta-analysis of literature data, the overall estimate 
of the percentage of deep endometriotic lesion progres-
sion over time in untreated individuals was 21.4% (95% CI, 
6.8%–40.8%; I2 = 90.5%), whereas it was 12.4% (95% CI, 
9.0%–16.1%; I2 = 0%) during various hormonal treatments.
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    |  3BANDINI et al.

We included randomized controlled trials, cohort and case–con-
trol studies, and clinical series that evaluated and defined the num-
ber of patients showing progression, stability, regression, or volume 
variation over time of DIE lesions without therapy or during medical 
therapy. Case reports were excluded.

Studies that only assessed clinical response or patient satisfac-
tion were excluded, as were studies that described exclusively pa-
tients who were pregnant, postmenopausal, or underwent surgery 
during follow-up.

2.3  |  Data extraction

We extracted the following data from each report: first author's last 
name, year of publication, country in which the research was con-
ducted, study design, sample size (number of untreated or treated 
patients at baseline and number at the end of follow-up), age of par-
ticipants, type of medication used, length and modality of follow-up, 
anatomic site of DIE lesions, and definition of lesion progression. In 
addition, the volume of DIE lesions before and during treatment to-
gether with standard deviation (SD) or standard error (SE), and the 
percentage of patients without or with hormone therapy who had 
progression, stability, or regression of DIE lesions at the end of fol-
low-up were collected. Data were extracted by V.B. and checked for 
accuracy by F.G. Disagreements were resolved by discussion.

Two main groups of patients with DIE lesions were separately 
analyzed in this study. One group consisted of individuals who were 
not using pharmacological therapies, whereas the other group in-
cluded patients who were using hormonal treatments (combined 
oral contraceptives (COCs), progestin monotherapies, danazol, 
GnRH agonists, aromatase inhibitors, vaginal ring, levonorgestrel-
releasing intrauterine device). Individual patient data were provided 
by Abrao and co-workers upon request.11

2.4  |  Quality assessment and risk of bias

We assessed the quality of the included studies and their potential 
risk of bias using the risk of bias in non-randomized studies of in-
terventions (ROBINS-I) tool12 and version 2 of the Cochrane Risk-
of-Bias Tool (RoB2) for randomized trials.13 The assessment was 
performed independently by two reviewers (V.B. and F.C.). Any disa-
greement in the assessment of the quality of evidence was discussed 
with a third reviewer (S.C.) to reach a consensus. These data were 
collected and reported in the Tables S1 and S2.

2.5  |  Data synthesis and meta-analysis

For the quantitative synthesis, the analysis was performed using 
Metaprop, a command implemented in Stata to compute meta-
analysis of proportions,14 when the article reported the number 
of patients who had disease progression or regression. A Freeman 

Tukey arcsine square root transformation was applied to the data 
before pooling for meta-analysis.15 Estimates of overall proportions 
of progression and corresponding 95% confidence intervals (CIs) 
were calculated by using a random-effect model. The heterogeneity 
I2 value was also reported to assess heterogeneity among studies.

To compare the percentage of progression between treated and 
untreated patients, we compute the OR, and relative 95% confi-
dence intervals, by using the overall estimates of the percentage of 
progression of the two meta-analyses mentioned above.

When the studies expressed lesion progression as a change in 
the mean volume of lesions at baseline and after treatment, the delta 
of the means of the two volumes was calculated and analyzed using 
the inverse variance method random-effect model meta-analysis. To 
calculate the percentage of volume reduction, we also performed a 
meta-analysis of the mean lesion volume at baseline. Statistical anal-
ysis was performed using rBios​tatis​tics.​com—Cloud Graphical User 
Interface for R Statistics and eLearning Platform.16

Sensitivity analysis was performed when appropriate.

3  |  RESULTS

3.1  |  Study selection

The flowchart of the study screening process is shown in Figure 1. 
A total of 29 reports were ultimately selected for this review and 
included in the qualitative synthesis, of which 19 studies were 
analyzed also in the quantitative synthesis. The characteristics of 
the selected studies are detailed in Table 1. Sample size, length of 
follow-up, definition of disease progression, and hormonal therapy 
varied widely among the studies. Absolute numbers and percent-
ages of patients with DIE progression, stability, and regression over 
time were extrapolated from nine studies.8,11,17–23 The mean change 
in DIE lesion volume before and after treatment was analyzed using 
data from the remaining 10 studies.24–33

3.2  |  Quality of evidence

Based on the ROBINS-I tool, we identified two studies with low risk 
of bias,8,24 nine with moderate risk of bias,11,17,18,21,25,28,30–32 and 
seven with serious risk of bias.19,20,22,23,26,29,33 Moreover, the only 
randomized controlled trial included in the meta-analysis that was 
analyzed using RoB2 was found to have a moderate risk of bias.27

3.3  |  Meta-analysis

3.3.1  |  The natural course of untreated DIE

Four studies reported data on the natural course of DIE lesions in 
a total of 285 participants.8,11,19,23 Three studies included both un-
treated and pharmacologically treated patients,11,19,23 whereas one 
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4  |    BANDINI et al.

study8 included untreated women only. The absolute numbers and 
percentages of progression, stability, and regression of DIE lesions in 
untreated patients are shown in Table 2.

For the quantitative synthesis, two groups were considered: 
patients with disease progression versus patients with stability or 
regression in lesion size. The overall estimate of the percentage of 
lesion progression in untreated individuals is 21.4% (95% CI, 6.8%–
40.8%; I2 = 90.5%) (Figure 2).

As shown in Table 2, the most divergent data are those of Fedele 
et al. where only 4% of patients showed disease progression, while 
the remaining 94% remained stable.19 These data may be partially 

biased by the fact that of the total of 64 untreated women in whom 
disease progression was assessed, 16 women became spontaneously 
pregnant, four women entered menopause, and eight women under-
went pelvic surgery. In addition, the population of women studied 
by Fedele et al. consisted of asymptomatic patients.19 Conversely, 
Netter et al. and Knez et al. included patients with the highest per-
centage of lesion progression over time (38.5% and 37%, respec-
tively8,23) (Table 2). However, only Netter et al. assessed untreated 
patients with symptomatic DIE, whereas Knez et al. included both 
asymptomatic and mildly symptomatic women, but with very limited 
follow-up compared to the other three studies (Table 2).8,23

F I G U R E  1  Study selection flowchart for systematic review and meta-analysis on deep infiltrating endometriosis lesion size variation 
without and with hormone therapy.
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    |  5BANDINI et al.

3.3.2  |  The course of medically treated DIE

A total of 18 studies with 730 participants were selected for the 
meta-analysis. Absolute numbers and percentages of progression, 
stability, or regression of DIE lesions over time were extracted from 
eight studies, including a total of 383 patients (Table 3). The change 
in the mean volume of deep endometriotic lesions before and after 
treatment was analyzed in the remaining 10 studies, including 347 
treated patients.34–43 Patients were dichotomized in this analysis 
also, that is, participants with disease progression versus partici-
pants with stability or regression in lesion size.

The pooled estimate of lesion progression during hormonal 
treatment in the eight studies considered was 12.4% (95% CI, 
9.0%–16.1%) (Figure 3). This estimate refers to the overall effect of 
the different types of hormonal medications used (Table 1).

Except for the group of Hefler et al. and Netter et al. (Table 3 
and Figure 3),21,23 data on the progression of DIE are homogeneous 
between the studies (I2 = 0%). The only study showing an equal per-
centage of progression, stability, and regression is that of Hefler 
et al. in which nine patients with rectovaginal endometriosis were 
treated with vaginal anastrozole alone (0.25 mg/day) for 6 months.21 
Volume at baseline and the end of follow-up was unchanged after 
treatment. At sensitivity analysis after excluding the study by Hefler 
et al.,21 the overall estimate of the percentage of lesion progression 
was 12.2% (95% CI, 8.8–16.0%; I2 = 0%). Netter et al. observed that 
the mean amenorrhea time during treatment with COCs or GnRH ag-
onists was significantly shorter in women with progression of recto-
sigmoid nodule than in those with stability or regression (7.5 months, 
8.5 months, and 21 months, respectively; p < 0.001).23 Lesion pro-
gression was observed in 34% of patients without persistent amen-
orrhea but in none of those with persistent amenorrhea. In addition, 
lesion progression was detected in 39% of untreated patients. In the 
study by Morotti et  al., disease progression was more common in 
patients with more invasive DIE, as three of the seven patients with 
lesion growth over time had rectal infiltration reaching the muscu-
laris mucosae.22

In 347 patients, the lesion volume was assessed at baseline and 
the end of follow-up after an average of 11.4 months of medical treat-
ment. These studies used different types of hormones alone or in 
combination (Table 1). In all studies, lesion volume decreased after 
treatment, with no heterogeneity between studies (I2 = 0%). The 
overall estimated decrease was 0.87 cm3 (95% CI, 0.19–1.56 cm3), 
which is statistically significant (p = 0.01) (Figure  4), representing 
−28.5% of the baseline volume (data not shown). The mean ± SD DIE 
lesion volume ranged from 2.3 ± 0.9 to 12.8 ± 10.4 cm3 at baseline and 
from 1.2 ± 0.8 to 4.8 ± 3.9 cm3 at the end of follow-up (Table 4). At 
sensitivity analysis after excluding the study by Ferrari et al., in which 
particularly large lesions were considered, the meta-analysis result 
remained substantially similar (0.86 cm3; 95% CI, 0.17–1.55 cm3).25

All the studies showed a statistically significant reduction in vol-
ume over time, except two studies that demonstrated lesion stabil-
ity during treatment with dienogest29,33 in participants who had not 
benefited from prior therapy with another progestin.

Two different treatments were compared in three studies.26,30,32 
Leone Roberti Maggiore et al. and Scala et al. assessed the effect of a 
progestin (desogestrel and NETA, respectively) versus an estrogen-
progestin combination (vaginal ring and 91-day extended cycle OC, 
respectively) and observed a significant and similar reduction in le-
sion volume with both therapeutic regimens.30,32 Ferrero et al. com-
pared two combination treatments (letrozole plus NETA vs. letrozole 
plus triptorelin). At 6-month follow-up, regression in nodule volume 
was observed in both groups, but the reduction was significantly 
greater in the letrozole plus triptorelin group (p < 0.001).27

3.4  |  Systematic review

3.4.1  |  Qualitative analysis

Twenty-nine studies were selected. All 29 were included in the qual-
itative analysis, 19 of which were also eligible for the meta-analysis. 
Ten studies were excluded from the meta-analysis, because they 
did not report the absolute number of patients showing progres-
sion, stability, or regression of DIE lesions, nor the SD of the mean 
lesion volume change, but exclusively unidimensional (i.e., length/
diameter) or bidimensional (i.e., area) parameter variation over time 
at transvaginal ultrasound (TVUS).34–43 All of these studies included 
treated women, except one in which lesion progression was also as-
sessed in a group of untreated subjects.40

Fedele et  al. evaluated the dimensions of rectovaginal lesions 
in 13 patients receiving monthly intramuscular leuprolide acetate 
depot therapy for 12 months. Overall, a slight reduction in lesion size 
was observed starting from the third month of treatment. The dif-
ference was significant after 12 months of therapy (1.9 mL at base-
line and 1.7 mL at 12 months; p = 0.001),44 but the size returned to 
the baseline volume within 6 months after drug discontinuation.36

The same group37 assessed the evolution of rectovaginal en-
dometriotic lesions in 11 women who used the levonorgestrel-
releasing intrauterine device for 12 months. At 6-month transrectal 
ultrasound, a significant reduction in nodule volume was observed 
(p < 0.05), with a further significant reduction at 12-month evalua-
tion (from 1.6 to 1.2 mL; p < 0.01).37,44

Fedele et al. studied nodule changes also in 10 women with blad-
der endometriosis, five of whom were treated with a GnRH agonist 
and the other five with a COC used continuously. At cystoscopic 
evaluation after 6 months of therapy, bladder lesions regressed al-
most completely only in patients treated with the GnRH agonist.38

Harada et  al. evaluated the course of rectosigmoid (n = 4) and 
bladder (n = 1) DIE during dienogest therapy. A reduction in lesion 
size was observed in all patients after 10–11 months of treatment.39

Mabrouk et al. observed a significant increase in the diameter of 
endometriotic nodules in the Douglas pouch over about 6 months in 
31 untreated patients (from 23.1 ± 11.1 to 30.9 ± 19.1 mm; p = 0.007), 
but no significant change in lesions in 75 patients who used a COC 
(dienogest plus ethinyl estradiol) cyclically before undergoing sur-
gery.40 Similarly, Mariani et  al. found no significant reduction in 
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TA B L E  1  Main characteristics of the selected studies evaluating deep endometriotic lesion size variation without or with hormonal 
treatment (literature data, 2000–2023).

Author Year Country Study design
No of 
patients Age (mean ± SD)

Treated/
untreated Treatment

No of patients 
at FU

Length of FU 
(months) Modality of FU Definition of progression

Anatomical site of 
lesion

Abrao et al.11 2021 Brazil Retrospective (cohort) 164 39.6 ± 6.2 Treated Oral progestogen, COC, 
GnRH-aa

87 47.6 ± 33.3b TV-US + bowel 
preparation

Length and circumference Rectosigma

Untreated - 73

Angioni et al.24 2015 Italy Prospective series of cases 6 34.2 ± 4.7c Treated DNG 6 12 Cystoscopy (+biopsy) Volume Bladder

Andres et al.34 2019 Brazil Retrospective (cohort) 238 40.5 ± 5.1 Treated Oral progestogen, COC, 
medroxyprogesterone 
injections, LNG-IUD, GnRH-aa

238 6 TV-US Diameter and compromised 
circumference (%)

Rectosigma

Barra et al.17 2020 Italy Retrospective analysis of prospectively 
collected data

83 32.8 ± 5.0 Treated DNG 34 36 TV-US + rectal water 
contrast

Diameter and volume Rectosigma

Carrillo Torres et al.35 2023 Spain Prospective observational (cohort) 64 38.5 ± 4.8 Treated DNG/EE 53 24 TV-US Mean of both maximum 
diameters

-Rectosigma
-Torus
-USL

Egekvist et al.18 2019 Denmark Prospective observational (cohort) 98 38.6 ± 5.8 Treated LNG-IUD, COC, oral 
progestogena

80 12 TV-US Length Rectosigma

Fedele et al.36 2000 Italy Prospective observational (cohort) 15 29.4 ± 3.7 Treated Leuprolide acetate 13 12 TV/TR-US Volume Rectovaginal

Fedele et al.37 2001 Italy Prospective observational (cohort) 11 29.1 ± 5.9 Treated LNG-IUD 11 12 TV/TR-US + MRI Volume Rectovaginal

Fedele et al.19 2004 Italy Prospective observational (cohort) 88 31.6 ± 3.2 Treated EE/desogestrel 24 65.2 ± 26.6b TR-US Volume Rectovaginal

Untread - 64

Fedele et al.38 2008 Italy Prospective comparative clinical trial 10 N.R. Treated GnRH-a, COCa 10 6 Cystoscopy (+biopsy) N.R. Bladder

Ferrari et al.25 2012 Italy Prospective observational (cohort) 26 30.0 ± 4.1 Treated EE/gestodene 26 12 TR-US Volume Colorectal nodules

Ferrero et al.26 2011 Italy Prospective observational pilot study 15 37.9 ± 3.6 Treated LNG-IUD + vaginal danazol 14 6 TV-US + water contrast Volume Rectovaginal

Ferrero et al.27 2011 Italy RCT 35 35.0 ± 3.6 (T)
35.2 ± 4.0 (N)

Treated Letrozole + NETA (N), 
letrozole + triptorelin (T)

26
10 (T)
16 (N)

6 TV-US Volume Rectovaginal

Ferrero et al.20 2013 Italy Prospective non-randomized, self-
controlled clinical trial

92 34 ± 4.9 Treated NETA, triptorelin, 
letrozole + NETA, desogestrel, 
EE/desogestrel

83 12 TV-US Volume Rectovaginal nodules

Ferrero et al.28 2020 Italy Retrospective analysis of prospectively 
collected data

43 32.8 ± 6.1 Treated Etonogestrel releasing implant 40 24 TV-US Volume Rectovaginal

Harada et al.39 2011 Japan Retrospective case series 5 43 ± 4.4c Treated DNG 5 11 TV-US Area -Rectosigma
-Bladder

Hefler et al.21 2005 Austria Prospective observational 10 31.2 ± 4.3 Treated Vaginal anastrozole 9 6 MRI, TR-US & 
rectoscopy

Volume Rectovaginal

Knez et al.8 2023 England Retrospective (cohort) 135 40 (26–53)d Untreated - 135 666 (181–2984) 
daysd

TV-US No of nodules and/or size Anterior and posterior 
compartment

Leonardo-Pinto et al.29 2017 Brazil Prospective observational (cohort) 30 36.1 ± 6.2 Treated DNG 30 12 TV-US + bowel 
preparation

Volume -Rectosigma
-Posterior fornix

Leone Roberti Maggiore et al.30 2014 Italy Patient preference study 143 34.7 ± 3.3 (D)
33.8 ± 4.8 (SN)

Treated Desogestrel (D), vaginal ring 
(SN)

125
54 (D)
71 (SN)

12 TV-US Volume Rectovaginal

Mabrouk et al.40 2011 Egypt Prospective observational (cohort) 106 34.5 ± 5.1 Treated EE/drospirenone 75 5.8 ± 3.7b TV-US Mean nodule diameter Douglas pouch

34.5 ± 5.4 Untreated - 31

Mariani et al.41 2021 Italy Retrospective (cohort) 39 34.9 ± 1.8 Treated Estradiol valerate/
nomegestrol acetate

26 6 TV-US Mean diameter -USL
-Sigmoid colon and 
rectum
-Rectovaginal
-Bladder

Morotti et al.22 2017 Italy Retrospective analysis of prospectively 
collected data

103 30.5 ± 3.5 Treated NETA 59 60 MRI + rectal water TV-
US or mCT enema

Volume Rectovaginal

Nagashima et al.42 2022 Japan Retrospective observational 17 36.7 ± 6.7 Treated DNG 15 48 TV-US Long and short axis Bladder

(Continues)
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    |  7BANDINI et al.

TA B L E  1  Main characteristics of the selected studies evaluating deep endometriotic lesion size variation without or with hormonal 
treatment (literature data, 2000–2023).

Author Year Country Study design
No of 
patients Age (mean ± SD)

Treated/
untreated Treatment

No of patients 
at FU

Length of FU 
(months) Modality of FU Definition of progression

Anatomical site of 
lesion

Abrao et al.11 2021 Brazil Retrospective (cohort) 164 39.6 ± 6.2 Treated Oral progestogen, COC, 
GnRH-aa

87 47.6 ± 33.3b TV-US + bowel 
preparation

Length and circumference Rectosigma

Untreated - 73

Angioni et al.24 2015 Italy Prospective series of cases 6 34.2 ± 4.7c Treated DNG 6 12 Cystoscopy (+biopsy) Volume Bladder

Andres et al.34 2019 Brazil Retrospective (cohort) 238 40.5 ± 5.1 Treated Oral progestogen, COC, 
medroxyprogesterone 
injections, LNG-IUD, GnRH-aa

238 6 TV-US Diameter and compromised 
circumference (%)

Rectosigma

Barra et al.17 2020 Italy Retrospective analysis of prospectively 
collected data

83 32.8 ± 5.0 Treated DNG 34 36 TV-US + rectal water 
contrast

Diameter and volume Rectosigma

Carrillo Torres et al.35 2023 Spain Prospective observational (cohort) 64 38.5 ± 4.8 Treated DNG/EE 53 24 TV-US Mean of both maximum 
diameters

-Rectosigma
-Torus
-USL

Egekvist et al.18 2019 Denmark Prospective observational (cohort) 98 38.6 ± 5.8 Treated LNG-IUD, COC, oral 
progestogena

80 12 TV-US Length Rectosigma

Fedele et al.36 2000 Italy Prospective observational (cohort) 15 29.4 ± 3.7 Treated Leuprolide acetate 13 12 TV/TR-US Volume Rectovaginal

Fedele et al.37 2001 Italy Prospective observational (cohort) 11 29.1 ± 5.9 Treated LNG-IUD 11 12 TV/TR-US + MRI Volume Rectovaginal

Fedele et al.19 2004 Italy Prospective observational (cohort) 88 31.6 ± 3.2 Treated EE/desogestrel 24 65.2 ± 26.6b TR-US Volume Rectovaginal

Untread - 64

Fedele et al.38 2008 Italy Prospective comparative clinical trial 10 N.R. Treated GnRH-a, COCa 10 6 Cystoscopy (+biopsy) N.R. Bladder

Ferrari et al.25 2012 Italy Prospective observational (cohort) 26 30.0 ± 4.1 Treated EE/gestodene 26 12 TR-US Volume Colorectal nodules

Ferrero et al.26 2011 Italy Prospective observational pilot study 15 37.9 ± 3.6 Treated LNG-IUD + vaginal danazol 14 6 TV-US + water contrast Volume Rectovaginal

Ferrero et al.27 2011 Italy RCT 35 35.0 ± 3.6 (T)
35.2 ± 4.0 (N)

Treated Letrozole + NETA (N), 
letrozole + triptorelin (T)

26
10 (T)
16 (N)

6 TV-US Volume Rectovaginal

Ferrero et al.20 2013 Italy Prospective non-randomized, self-
controlled clinical trial

92 34 ± 4.9 Treated NETA, triptorelin, 
letrozole + NETA, desogestrel, 
EE/desogestrel

83 12 TV-US Volume Rectovaginal nodules

Ferrero et al.28 2020 Italy Retrospective analysis of prospectively 
collected data

43 32.8 ± 6.1 Treated Etonogestrel releasing implant 40 24 TV-US Volume Rectovaginal

Harada et al.39 2011 Japan Retrospective case series 5 43 ± 4.4c Treated DNG 5 11 TV-US Area -Rectosigma
-Bladder

Hefler et al.21 2005 Austria Prospective observational 10 31.2 ± 4.3 Treated Vaginal anastrozole 9 6 MRI, TR-US & 
rectoscopy

Volume Rectovaginal

Knez et al.8 2023 England Retrospective (cohort) 135 40 (26–53)d Untreated - 135 666 (181–2984) 
daysd

TV-US No of nodules and/or size Anterior and posterior 
compartment

Leonardo-Pinto et al.29 2017 Brazil Prospective observational (cohort) 30 36.1 ± 6.2 Treated DNG 30 12 TV-US + bowel 
preparation

Volume -Rectosigma
-Posterior fornix

Leone Roberti Maggiore et al.30 2014 Italy Patient preference study 143 34.7 ± 3.3 (D)
33.8 ± 4.8 (SN)

Treated Desogestrel (D), vaginal ring 
(SN)

125
54 (D)
71 (SN)

12 TV-US Volume Rectovaginal

Mabrouk et al.40 2011 Egypt Prospective observational (cohort) 106 34.5 ± 5.1 Treated EE/drospirenone 75 5.8 ± 3.7b TV-US Mean nodule diameter Douglas pouch

34.5 ± 5.4 Untreated - 31

Mariani et al.41 2021 Italy Retrospective (cohort) 39 34.9 ± 1.8 Treated Estradiol valerate/
nomegestrol acetate

26 6 TV-US Mean diameter -USL
-Sigmoid colon and 
rectum
-Rectovaginal
-Bladder

Morotti et al.22 2017 Italy Retrospective analysis of prospectively 
collected data

103 30.5 ± 3.5 Treated NETA 59 60 MRI + rectal water TV-
US or mCT enema

Volume Rectovaginal

Nagashima et al.42 2022 Japan Retrospective observational 17 36.7 ± 6.7 Treated DNG 15 48 TV-US Long and short axis Bladder

(Continues)
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8  |    BANDINI et al.

the diameter of DIE at 6-month follow-up (from 18.2 to 16.9 mm; 
p = 0.12) in 39 patients with various DIE lesions using a COC (es-
tradiol valerate plus nomegestrol acetate) cyclically or continuously 
depending on patient preference.41

Andres et  al. conducted a retrospective cohort study on 238 
persons with rectosigmoid endometriosis treated with various med-
ications for 6 months and observed lesion progression at TVUS in 
26 (11%) of them. Absolute numerical variations of lesion dimen-
sions were not reported. Individuals who did not respond to medical 
treatment had significantly larger rectosigmoid lesions at baseline 
(3.1 ± 2.2 vs 2.1 ± 1.9 cm; p = 0.008), and one patient experienced 
bowel sub-occlusion during therapy.34

In the comparative study by Piacenti et al., dienogest 2 mg/day 
significantly reduced DIE lesion size after 6-month treatment (from 
16.0 ± 5.2 to 8.7 ± 2.8 mm, p = 0.014), whereas a COC (levonorge-
strel/ethinyl estradiol), used continuously for the same period, did 
not.43 According to Nagashima et al. the effect of dienogest 2 mg/
day on DIE lesions was already evident after 3 months of use, and it 
was maintained for up to 48 months of treatment. Absolute numeri-
cal variations of lesion dimensions were not reported.42

More recently, Carrillo et  al. evaluated 53 patients with var-
ious types of DIE lesions treated with a COC (dienogest plus 
ethinyl estradiol) used according to an extended cycle schedule 
(120 active pills/4 placebo pills) for 24 months. The mean diameter 

Author Year Country Study design
No of 
patients Age (mean ± SD)

Treated/
untreated Treatment

No of patients 
at FU

Length of FU 
(months) Modality of FU Definition of progression

Anatomical site of 
lesion

Netter et al.23 2019 France Case–control observational retrospective 43 33.1 ± 5.5 Treated COC, GnRH-aa 7 38.3 ± 22.1b MRI Length and thickness Rectosigma

Untreated - 13

Piacenti et al.43 2021 Italy Prospective observational (cohort) 100 32.1 ± 1.1 (A)
30.7 ± 1.2 (B)

Treated DNG (A), levonorgestrel/
EE (B)

86
43 (A)
43 (B)

6 TV-US N.R. N.R.

Razzi et al.31 2007 Italy Prospective observational 21 32.6 (28–37)d Treated Vaginal danazol 21 12 TV/TR-US Volume Rectovaginal

Scala et al.32 2018 Italy Patient preference prospective study 52 32.5 ± 5.3 (A)
33.1 ± 4.4 (B)

Treated NETA (A), LNG/EE (B) 43
18 (A) 25 (B)

12 TV-US Volume -Rectovaginal
- Colorectal
- USL
- Vaginal

Yela et al.33 2015 Brazil Prospective observational (cohort) 16 36 ± 6.2 Treated DNG 16 6 TV-US Volume -Intestinal
-Rectovaginal
-Bladder

Abbreviations: COC, combined oral contraceptives; DNG, dienogest; EE, ethinyl estradiol; FU, follow-up; GnRH-a: Gonadotropin-Releasing 
Hormone analogues; LNG-IUD, Levonorgestrel-IntraUterine Device; MRI, magnetic resonance imaging; NETA, norethindrone acetate; NR, not 
reported; RCT, randomized controlled trial; SD, standard deviation; TR-US, TransRectal UltraSound; TV-US, TransVaginal UltraSound; USL, 
uterosacral ligaments.
aNot specified type of hormone therapy.
bMean and standard deviation.
cCalculated from data extracted from the article.
dMedian (range).

TA B L E  1  (Continued)

TA B L E  2  Absolute numbers and percentages of women with progression, stability, and regression of untreated deep infiltrating 
endometriosis.

Author, Year
Length of follow-up 
(months ± SD)

Modality of 
follow-up Definition of progression

Progression 
No (%)

Stability 
No (%)

Regression 
No (%)

Fedele et al. 
200419

65.2 ± 26.6 TR-US Volume 4 (6%)a 60 (94%)a 0

Netter et al. 
201923

38.3 ± 22.1 MRI Increase of ≥20% in length 
or thickness

5 (38.5%) 8 (61.5%) 0

Abrao et al. 
202111

47.6 ± 33.3 TV-US with bowel 
preparation

Mean increase in length 
and circumference

11 (15.1%) 29 (39.7%) 33 (45.2%)

Knez et al. 
20238

666 (181–2984)b TV-US Increase in No of nodules 
and/or change in mean size 
of nodule (>2.6 mm)

50 (37%) 68 (50%) 17 (13%)

Abbreviations: MRI, magnetic resonance imaging; SD, standard deviation; TR-US, TransRectal UltraSound; TV-US, TransVaginal UltraSound.
aThis group could also include women undergoing surgery, and those who have become pregnant or have entered menopause.
bMedian (range) in days.
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    |  9BANDINI et al.

of all lesions decreased during treatment, but the variation was 
statistically significant for uterosacral nodules only (20.9 ± 8.8 vs. 
13.1 ± 4.5 mm; p < 0.004).35

Finally, Keckstein et  al. investigated the relationship between 
the duration of hormone treatment and the risk of DIE progression. 
Thirty-eight women with a single rectal endometriotic nodule, 15 of 
whom received hormone therapy for varying lengths of time, were 
followed for an average of 7.2 years. A significant negative correla-
tion was observed between lesion length and thickness at the end 
of treatment, and the time spent on hormone therapy. Untreated le-
sions tended to grow until the fourth decade of life, after which sta-
bilization of dimensions was recorded.45 This article was published 

in December 2023 after the conclusion of our systematic literature 
search, and it is here described for completeness only. However, 
because we were unable to extract quantitative information for 
treated and untreated participants, we did not deem it opportune 
to run a new search with the aim of including this report in the 
meta-analyses.

4  |  DISCUSSION

This systematic literature review included the few available stud-
ies on the natural course of untreated DIE lesions. In addition, the 

Author Year Country Study design
No of 
patients Age (mean ± SD)

Treated/
untreated Treatment

No of patients 
at FU

Length of FU 
(months) Modality of FU Definition of progression

Anatomical site of 
lesion

Netter et al.23 2019 France Case–control observational retrospective 43 33.1 ± 5.5 Treated COC, GnRH-aa 7 38.3 ± 22.1b MRI Length and thickness Rectosigma

Untreated - 13

Piacenti et al.43 2021 Italy Prospective observational (cohort) 100 32.1 ± 1.1 (A)
30.7 ± 1.2 (B)

Treated DNG (A), levonorgestrel/
EE (B)

86
43 (A)
43 (B)

6 TV-US N.R. N.R.

Razzi et al.31 2007 Italy Prospective observational 21 32.6 (28–37)d Treated Vaginal danazol 21 12 TV/TR-US Volume Rectovaginal

Scala et al.32 2018 Italy Patient preference prospective study 52 32.5 ± 5.3 (A)
33.1 ± 4.4 (B)

Treated NETA (A), LNG/EE (B) 43
18 (A) 25 (B)

12 TV-US Volume -Rectovaginal
- Colorectal
- USL
- Vaginal

Yela et al.33 2015 Brazil Prospective observational (cohort) 16 36 ± 6.2 Treated DNG 16 6 TV-US Volume -Intestinal
-Rectovaginal
-Bladder

Abbreviations: COC, combined oral contraceptives; DNG, dienogest; EE, ethinyl estradiol; FU, follow-up; GnRH-a: Gonadotropin-Releasing 
Hormone analogues; LNG-IUD, Levonorgestrel-IntraUterine Device; MRI, magnetic resonance imaging; NETA, norethindrone acetate; NR, not 
reported; RCT, randomized controlled trial; SD, standard deviation; TR-US, TransRectal UltraSound; TV-US, TransVaginal UltraSound; USL, 
uterosacral ligaments.
aNot specified type of hormone therapy.
bMean and standard deviation.
cCalculated from data extracted from the article.
dMedian (range).

TA B L E  1  (Continued)

F I G U R E  2  Overall estimated 
percentage of deep infiltrating 
endometriosis progression without 
therapy.
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10  |    BANDINI et al.

response to medical treatment was assessed in terms of progression 
percentage and lesion dimension change, both quantitatively and 
qualitatively.

The potential limitations of the present overview are mainly 
related to the paucity and heterogeneity of the published data. 
In particular, only four articles were identified on untreated DIE, 
with different study designs, methods and lengths of follow-up, 
and definitions of lesion progression. This may have contrib-
uted to the overall high heterogeneity that was observed in this 

analysis. Due to the characteristics of the available data, the anal-
ysis regarding the effect of hormone therapy on DIE was divided 
into two parts, the first one expressing the effect as a progression 
percentage, and the second one as a quantitative modification of 
DIE volume. Regarding the calculated ORs, it must be considered 
that the two meta-analyses included different studies, and the 
one comprising untreated patients showed a significantly high 
heterogeneity. This could imply a potential bias that could alter 
the value of the OR.

TA B L E  3  Absolute numbers and percentages of women with progression, stability, and regression of medically treated deep infiltrating 
endometriosis.

Author, Year

Length of 
follow-up 
(months ± SD) Modality of follow-up Definition of progression

Progression 
No (%)

Stability 
No (%)

Regression 
No (%)

Fedele et al., 200419 65.2 ± 26.6 TR-US Volume 2 (8.3%) 22 (91.6%) 0

Hefler et al., 200521 6 MRI, TR-US and rectoscopy Volume 3 (33.3%) 3 (33.3%) 3 (33.3%)

Ferrero et al., 201320 12 TV-US with bowel preparation Volume (±5%) 11 (13.3%) 4 (4.8%)a 68 (81.9%)

Morotti et al., 201722 60 MRI + rectal water TV-US or 
mCT enema

Volumeb 7 (11.9%) 19 (32.2%) 33 (55.9%)

Netter et al., 201923 38.3 ± 22.1 MRI Increase of ≥20% in 
length or thickness

0 5 (71.4%) 2 (28.6%)

Egekvist et al., 201918 12 TV-US two dimension 9 (11.25%) 59 (73.75%)a 12 (15%)

Barra et al., 202017 36 TV-US with rectal water 
contrast

Diameter and volume 
(±10%)

4 (11.8%) 12 (35.3%) 18 (52.9%)

Abrao et al., 202111 47.6 ± 33.3 TV-US with bowel preparation Increase in No of nodules 
and/or change in mean 
size of nodule (>2.6 mm)

16 (18.4%) 25 (28.7%) 46 (52.9%)

Abbreviations: mCT, multidetector computerized tomography; MRI, magnetic resonance imaging; SD, standard deviation; TR-US, TransRectal 
UltraSound; TV-US, TransVaginal UltraSound.
aNumber obtained indirectly by subtracting from the total the patients with progression and those with regression.
bRECIST criteria: defined partial response (PR) at least a 30% decrease in the sum of the longest diameters (LD) of target lesions, taking as reference 
the baseline sum LD. Stable disease (SD) indicated neither sufficient shrinkage to qualify for PR nor sufficient increase for progressive disease 
(PD). PD was defined as at least a 20% increase in the sum of the LD of target lesions, taking as reference the smallest sum LD recorded since the 
treatment started.

F I G U R E  3  Overall estimated 
percentage of deep infiltrating 
endometriosis progression with hormonal 
therapy.
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    |  11BANDINI et al.

In our opinion, the most important finding of our overview is 
that, in the meta-analysis, DIE progressed in more than one in five 
untreated patients. These results contrast with those of Fedele et al. 
in which progression of the disease was observed in only 6% of the 
patients. However, the higher 95% confidence limit of their point 
estimate is well included in the 95% CI of our pooled estimate.19

In addition, the recruitment of only asymptomatic patients 
may partially explain the similar disease progression percentage 
in treated and untreated women (Tables 2 and 3) observed in the 

studies by Fedele et al.11 and Abrao et al.,19 as this atypical partici-
pant subgroup may harbor less aggressive DIE lesions compared to 
the usually encountered population of highly symptomatic patients.

According to Koninckx et  al., most DIE lesions are stable over 
time, with a minority of them regressing.46,47 This is likely due to the 
presence of an abundant fibrotic component, which is a manifesta-
tion of a post-inflammatory scarring outcome that confers stability 
to the entire endometriotic lesion, regardless of location, overall di-
mension, and infiltrative characteristics.

F I G U R E  4  Effect of hormonal therapy on deep infiltrating endometriotic lesion volume. T, letrozole + triptorelin; N, letrozole + NETA; D, 
desogestrel; SN, vaginal ring; a: NETA; b: 91-day extended cycle OC.

TA B L E  4  Change in the mean volume of deep infiltrating endometriotic lesions treated with hormonal therapy.

Author, Year

Length of 
follow-up 
(months ± SD) Modality of follow-up

Definition of 
progression

Pre-treatment 
volume

Post-treatment 
volume

Razzi et al. 200731 12 TV-US and TR-US Volume 3.1 ± 1.2 1.2 ± 0.8

Ferrero et al. 201126 6 Rectal examination + water 
contrast TV-US

Volume 2.3 ± 0.9 1.7 ± 0.8

Ferrero et al. 201127 6 US using virtual organ 
computer-aided analysis

Volume Gr T: 3.2 ± 0.9
Gr N: 3.4 ± 1.0

Gr T: 2.7 ± 0.9a

Gr N: 3.1 ± 1.0a

Ferrari et al. 201225 12 TR-US Volume 12.8 ± 10.4 4.8 ± 3.9

Leone Roberti Maggiore 
et al. 201430

12 TV-US Volume Gr D: 5.4 ± 2.6
Gr SN: 5.5 ± 2.3

Gr D: 3.7 ± 2.0
Gr SN: 3.8 ± 1.6

Angioni et al. 201524 12 Cystoscopy (+biopsy) Volume 5.4 ± 3.6a 3.6 ± 2.3a

Yela et al. 201533 6 TV-US Volume 3.4 ± 4.2 1.6 ± 1.8

Leonardo-Pinto et al. 201729 12 TV-US with bowel preparation Volume 2.18 ± 2.99 2.21 ± 4.06

Scala et al. 201832 12 TV-US Volume Gr A: 2.7 ± 0.9
Gr B: 2.6 ± 1.0

Gr A: 1.8 ± 0.8
Gr B: 1.9 ± 0.8

Ferrero et al. 202028 24 TV-US Volume 4.1 ± 2.3 3.3 ± 1.6

Abbreviations: A, NETA; B, 91-day extended cycle OC; D, desogestrel; N, letrozole + NETA; SD, standard deviation; SN, vaginal ring; T, 
letrozole + triptorelin; TR-US, TransRectal UltraSound; TV-US, TransVaginal UltraSound.
aCalculated from data extracted from the article.
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12  |    BANDINI et al.

However, the estimated overall percentage of progression, even 
if in a minority of cases, questions the clinical alternative of propos-
ing a watchful waiting approach to these patients. Indeed, when 
large endometriotic nodules infiltrate the rectosigmoid junction or, 
more rarely, the cecum, bowel obstruction may occur acutely with-
out necessarily preceding warning symptoms. In addition, when rec-
tovaginal plaques tend to extend laterally, especially on the left side, 
renal function may be partially or completely lost due to the silent 
but progressive development of obstructive uropathy.

Therefore, we wonder whether the position of Knez et al. can 
be safely shared when they state that “medical or surgical treatment 
with the sole objective of preventing the progression of the disease in 
the absence of significant clinical symptoms is unlikely to be benefi-
cial.”8 Although we agree that surgery in asymptomatic individuals 
may constitute overtreatment, whether this also applies to safe, 
generally well-tolerated, and inexpensive first-line medications 
seems debatable. With hormonal suppression, the pooled proba-
bility of lesion progression was not zero but was still significantly 
lower than with expectant management (from about one in five 
to about one in eight individuals). Whether the magnitude of this 
protective effect is worth using long-term endocrine treatments in 
the absence of symptoms should be an individual woman's decision 
after complete and well-balanced counseling. Some women may 
decide to take the full risk and undergo expectant management, 
whereas others may prefer to reduce the risk using pharmacologic 
suppression.

In this regard, it should be emphasized that lesion progression is 
not necessarily synonymous with severe complications and, there-
fore, a number needed to treat cannot be defined based on cur-
rently published data. In particular, the available evidence does not 
allow us to define the risk of bowel occlusion or obstructive urop-
athy in patients with DIE progression. No cases were reported in 
the untreated persons recruited in the four studies included in the 
quantitative synthesis,8,11,19,23 but one case of sub-occlusion during 
hormonal suppression was described in one study included in the 
qualitative synthesis.34 Of concern, lesion progression was not asso-
ciated with the onset or worsening of symptoms.48

After pooling the effects of diverse hormonal medications on 
lesion volume reported in 10 studies, a mean reduction of 28.5% 
was observed. Although this variation is relevant from a pathogenic 
standpoint, the practical significance of this finding is uncertain. In 
asymptomatic women, the goal is to prevent a dimensional increase 
of lesions, and once this is achieved, whether lesions remain stable, 
or regress may be inconsequential.

Given the few available studies, the limited number of partic-
ipants included, and the use of different drugs in the same study, 
separate effect estimates could not be defined for first- and second-
line drugs. Unexpectedly, inconsistencies were detected between 
the quantitative and the qualitative syntheses, as no heterogeneity 
was identified in the former one only. Conversely, the reported ef-
fect varied between studies using different hormones. In particular, 
COCs did not induce lesion regression in three studies.40,41,43 Thus, 

in patients with high-risk lesions, the use of progestin monothera-
pies or GnRH agonists plus add-back therapy seems opportune to 
avoid even a limited stimulation of ectopic endometrium, as previ-
ously proposed.49,50

5  |  CONCLUSION

Despite the suboptimal quality of the evidence reported in most of 
the studies included in this systematic literature review, the hypoth-
esis that the dimensions of untreated DIE lesions only rarely increase 
over time can be reasonably rejected. Overall, this type of lesion 
progressed in over one in five asymptomatic or mildly symptomatic 
women not using hormonal suppression. Whether this estimate can 
be generalized to untreated women with severe pain symptoms can-
not be determined, as these patients are always treated medically or 
surgically. Indeed, it cannot be excluded that the absence of symp-
toms is an indicator of limited metabolic activity of such lesions. In 
the selected studies on the effect of medications on DIE evolution, 
only symptomatic women were recruited. Therefore, it could be hy-
pothesized that DIE lesions are more aggressive when they cause 
symptoms. If this is true, the difference between untreated and 
treated patients in the proportion of lesions that progressed may 
have been underestimated.

Hormonal suppression reduces the risk of progression (around 
one in eight people) but does not abolish it. Choosing between long-
term progestin treatment or expectant management in an asymp-
tomatic woman should be an individually shared and customized 
decision made after detailed and unbiased information. In any case, 
serial clinical and ultrasound evaluations are mandatory, especially 
for the early detection of silent obstructive uropathy.

AUTHOR CONTRIBUTIONS
Paolo Vercellini and Veronica Bandini conceived the study and 
drafted the original version of the article. Francesca Chiaffarino 
contributed to the design of the study and data collection, sta-
tistical analysis and drafted part of the article, and revised the 
paper. Veronica Bandini, Deborah Ambruoso, and Francesca Giola 
undertook the searches and data extraction, and interpretation. 
Sonia Cipriani contributed to the statistical analysis and revised 
the paper.

ACKNOWLEDG MENTS
We are extremely grateful to Mauricio Abrao and coworkers for pro-
viding individual patient data from their study upon our request.11 
The authors thank Giorgia Di Stefano, Biol. Sci., for creating the 
graphical abstract.

FUNDING INFORMATION
The open access publication of this paper was funded by Italian 
Ministry of Health, Current Research IRCCS Ca′ Granda Ospedale 
Maggiore Policlinico di Milano.

 16000412, 0, D
ow

nloaded from
 https://obgyn.onlinelibrary.w

iley.com
/doi/10.1111/aogs.14887 by U

niversita'D
egli Studi D

i M
ila, W

iley O
nline L

ibrary on [28/06/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



    |  13BANDINI et al.

CONFLIC T OF INTERE S T S TATEMENT
Paolo Vercellini has received royalties from Wolters Kluwer for 
chapters on endometriosis management in the clinical decision sup-
port resource UpToDate; and maintains both a public and private 
gynecological practice. All other authors declare that they have no 
conflict of interest.

ORCID
Veronica Bandini   https://orcid.org/0000-0003-1788-9670 
Francesca Giola   https://orcid.org/0009-0004-0837-8355 
Deborah Ambruoso   https://orcid.org/0009-0002-1815-3411 
Sonia Cipriani   https://orcid.org/0000-0002-0530-499X 
Francesca Chiaffarino   https://orcid.org/0000-0001-6009-8108 
Paolo Vercellini   https://orcid.org/0000-0003-4195-0996 

R E FE R E N C E S
	 1.	 Parazzini F, Esposito G, Tozzi L, Noli S, Bianchi S. Epidemiology of 

endometriosis and its comorbidities. Eur J Obstet Gynecol Reprod 
Biol. 2017;209:3-7.

	 2.	 Zondervan KT, Becker CM, Missmer SA. Endometriosis. N Engl J 
Med. 2020;382:1244-1256.

	 3.	 Shafrir AL, Farland LV, Shah DK, et al. Risk for and consequences 
of endometriosis: a critical epidemiologic review. Best Pract Res Clin 
Obstet Gynaecol. 2018;51:1-15.

	 4.	 Vercellini P, Somigliana E. “Call me by my true names.” The utopian 
search for endometriosis and adenomyosis terminology devoid of 
ambiguous pathogenic meaning: just an illusion? J Endometr Uterine 
Disord. 2023;1:100020.

	 5.	 Morgan-Ortiz F, López-de la Torre MA, López-Zepeda MA, Morgan-
Ruiz FV, Ortiz-Bojórquez JC, Bolívar-Rodríguez MA. Clinical char-
acteristics and location of lesions in patients with deep infiltrating 
endometriosis using the revised Enzian classification. J Turk Ger 
Gynecol Assoc. 2019;20:133-137.

	 6.	 Becker CM, Bokor A, Heikinheimo O, et al. ESHRE endometriosis 
guideline group. Hum Reprod Open. 2022;2022:hoac009.

	 7.	 Abrao MS, Petraglia F, Falcone T, Keckstein J, Osuga Y, Chapron 
C. Deep endometriosis infiltrating the recto-sigmoid: critical 
factors to consider before management. Hum Reprod Update. 
2015;21:329-339.

	 8.	 Knez J, Bean E, Nijjar S, Tellum T, Chaggar P, Jurkovic D. Natural 
progression of deep pelvic endometriosis in women who 
opt for expectant management. Acta Obstet Gynecol Scand. 
2023;102:1298-1305.

	 9.	 Barbara G, Buggio L, Facchin F, Vercellini P. Medical treatment for 
endometriosis: tolerability, quality of life and adherence. Front Glob 
Womens Health. 2021;2:729601.

	10.	 Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020 state-
ment: an updated guideline for reporting systematic reviews. BMJ. 
2021;372:n71.

	11.	 Abrao MS, Andres MP, da Cunha Vieira M, Borrelli GM, Neto JS. 
Clinical and sonographic progression of bowel endometriosis: 3-
year follow-up. Reprod Sci. 2021;28:675-682.

	12.	 Sterne JA, Hernán MA, Reeves BC, et al. ROBINS-I: a tool for as-
sessing risk of bias in non-randomised studies of interventions. 
BMJ. 2016;355:i4919.

	13.	 Sterne JAC, Savović J, Page MJ, et al. RoB 2: a revised tool for as-
sessing risk of bias in randomised trials. BMJ. 2019;366:l4898.

	14.	 StataCorp. Stata Statistical Software: Release 14. StataCorp LP; 2015.
	15.	 Lin L, Xu C. Arcsine-based transformations for meta-analysis of pro-

portions: pros, cons, and alternatives. Health Sci Rep. 2020;3:e178.
	16.	 rBios​tatis​tics.​com. Accessed January 16, 2024.

	17.	 Barra F, Scala C, Leone Roberti Maggiore U, Ferrero S. Long-term 
administration of dienogest for the treatment of pain and intestinal 
symptoms in patients with rectosigmoid endometriosis. J Clin Med. 
2020;9:154.

	18.	 Egekvist AG, Marinovskij E, Forman A, Kesmodel US, Graumann 
O, Seyer-Hansen M. Conservative treatment of rectosigmoid 
endometriosis: a prospective study. Acta Obstet Gynecol Scand. 
2019;98:1139-1147.

	19.	 Fedele L, Bianchi S, Zanconato G, Raffaelli R, Berlanda N. Is rec-
tovaginal endometriosis a progressive disease? Am J Obstet Gynecol. 
2004;191:1539-1542.

	20.	 Ferrero S, Leone Roberti Maggiore U, Scala C, Di Luca M, Venturini 
PL, Remorgida V. Changes in the size of rectovaginal endometriotic 
nodules infiltrating the rectum during hormonal therapies. Arch 
Gynecol Obstet. 2013;287:447-453.

	21.	 Hefler LA, Grimm C, van Trotsenburg M, Nagele F. Role of the 
vaginally administered aromatase inhibitor anastrozole in women 
with rectovaginal endometriosis: a pilot study. Fertil Steril. 2005;​
84:1033-1036.

	22.	 Morotti M, Venturini PL, Biscaldi E, et  al. Efficacy and accept-
ability of long-term norethindrone acetate for the treatment of 
rectovaginal endometriosis. Eur J Obstet Gynecol Reprod Biol. 
2017;213:4-10.

	23.	 Netter A, d'Avout-Fourdinier P, Agostini A, et  al. Progression of 
deep infiltrating rectosigmoid endometriotic nodules. Hum Reprod. 
2019;34:2144-2152.

	24.	 Angioni S, Nappi L, Pontis A, et al. Dienogest. A possible conser-
vative approach in bladder endometriosis. Results of a pilot study. 
Gynecol Endocrinol. 2015;31:406-408.

	25.	 Ferrari S, Persico P, Di Puppo F, et  al. Continuous low-dose oral 
contraceptive in the treatment of colorectal endometriosis eval-
uated by rectal endoscopic ultrasonography. Acta Obstet Gynecol 
Scand. 2012;91:699-703.

	26.	 Ferrero S, Tramalloni D, Venturini PL, Remorgida V. Vaginal danazol 
for women with rectovaginal endometriosis and pain symptoms 
persisting after insertion of a levonorgestrel-releasing intrauterine 
device. Int J Gynaecol Obstet. 2011;113:116-119.

	27.	 Ferrero S, Venturini PL, Gillott DJ, Remorgida V. Letrozole and 
norethisterone acetate versus letrozole and triptorelin in the treat-
ment of endometriosis related pain symptoms: a randomized con-
trolled trial. Reprod Biol Endocrinol. 2011;9:88.

	28.	 Ferrero S, Scala C, Ciccarelli S, Vellone VG, Barra F. Treatment of 
rectovaginal endometriosis with the etonogestrel-releasing contra-
ceptive implant. Gynecol Endocrinol. 2020;36:540-544.

	29.	 Leonardo-Pinto JP, Benetti-Pinto CL, Cursino K, Yela DA. Dienogest 
and deep infiltrating endometriosis: the remission of symptoms is 
not related to endometriosis nodule remission. Eur J Obstet Gynecol 
Reprod Biol. 2017;211:108-111.

	30.	 Leone Roberti Maggiore U, Remorgida V, Scala C, Tafi E, Venturini 
PL, Ferrero S. Desogestrel-only contraceptive pill versus sequential 
contraceptive vaginal ring in the treatment of rectovaginal endo-
metriosis infiltrating the rectum: a prospective open-label compar-
ative study. Acta Obstet Gynecol Scand. 2014;93:239-247.

	31.	 Razzi S, Luisi S, Calonaci F, Altomare A, Bocchi C, Petraglia F. 
Efficacy of vaginal danazol treatment in women with recurrent 
deeply infiltrating endometriosis. Fertil Steril. 2007;88:789-794.

	32.	 Scala C, Leone Roberti Maggiore U, Barra F, Venturini PL, Ferrero 
S. Norethindrone acetate versus extended-cycle oral contraceptive 
(Seasonique®) in the treatment of endometriosis symptoms: a pro-
spective open-label comparative study. Eur J Obstet Gynecol Reprod 
Biol. 2018;222:89-94.

	33.	 Yela DA, Kajikawa P, Donati L, Cursino K, Giraldo H, Benetti-Pinto 
CL. Deep infiltrating endometriosis treatment with Dienogest: a 
pilot study. J Endometr Pelvic Pain Disord. 2015;7:33-37.

	34.	 Andres MP, Mendes RFP, Hernandes C, Araújo SEA, Podgaec 
S. Hormone treatment as first line therapy is safe and relieves 

 16000412, 0, D
ow

nloaded from
 https://obgyn.onlinelibrary.w

iley.com
/doi/10.1111/aogs.14887 by U

niversita'D
egli Studi D

i M
ila, W

iley O
nline L

ibrary on [28/06/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://orcid.org/0000-0003-1788-9670
https://orcid.org/0000-0003-1788-9670
https://orcid.org/0009-0004-0837-8355
https://orcid.org/0009-0004-0837-8355
https://orcid.org/0009-0002-1815-3411
https://orcid.org/0009-0002-1815-3411
https://orcid.org/0000-0002-0530-499X
https://orcid.org/0000-0002-0530-499X
https://orcid.org/0000-0001-6009-8108
https://orcid.org/0000-0001-6009-8108
https://orcid.org/0000-0003-4195-0996
https://orcid.org/0000-0003-4195-0996
http://rbiostatistics.com


14  |    BANDINI et al.

pelvic pain in women with bowel endometriosis. Einstein (São Paulo). 
2019;17:eaO4583.

	35.	 Carrillo Torres P, Martínez-Zamora MÁ, Ros C, et  al. Clinical and 
sonographic impact of oral contraception in patients with deep 
endometriosis and adenomyosis at 2 years of follow-up. Sci Rep. 
2023;13:2066.

	36.	 Fedele L, Bianchi S, Zanconato G, Tozzi L, Raffaelli R. 
Gonadotropin-releasing hormone agonist treatment for en-
dometriosis of the rectovaginal septum. Am J Obstet Gynecol. 
2000;183:1462-1467.

	37.	 Fedele L, Bianchi S, Zanconato G, Portuese A, Raffaelli R. Use of 
a levonorgestrel-releasing intrauterine device in the treatment of 
rectovaginal endometriosis. Fertil Steril. 2001;75:485-488.

	38.	 Fedele L, Bianchi S, Montefusco S, Frontino G, Carmignani L. A 
gonadotropin-releasing hormone agonist versus a continuous oral 
contraceptive pill in the treatment of bladder endometriosis. Fertil 
Steril. 2008;90:183-184.

	39.	 Harada M, Osuga Y, Izumi G, et  al. Dienogest, a new conserva-
tive strategy for extragenital endometriosis: a pilot study. Gynecol 
Endocrinol. 2011;27:717-720.

	40.	 Mabrouk M, Frascà C, Geraci E, et al. Combined oral contraceptive 
therapy in women with posterior deep infiltrating endometriosis. J 
Minim Invasive Gynecol. 2011;18:470-474.

	41.	 Mariani LL, Novara L, Mancarella M, Fuso L, Casula E, Biglia N. 
Estradiol/nomegestrol acetate as a first-line and rescue therapy 
for the treatment of ovarian and deep infiltrating endometriosis. 
Gynecol Endocrinol. 2021;37:646-649.

	42.	 Nagashima N, Hirata T, Arakawa T, et al. Long-term conservative 
management of symptomatic bladder endometriosis: a case series 
of 17 patients. Taiwan J Obstet Gynecol. 2022;61:606-611.

	43.	 Piacenti I, Viscardi MF, Masciullo L, et al. Dienogest versus contin-
uous oral levonorgestrel/EE in patients with endometriosis: what's 
the best choice? Gynecol Endocrinol. 2021;37:471-475.

	44.	 Vercellini P, Crosignani PG, Somigliana E, Berlanda N, Barbara G, 
Fedele L. Medical treatment for rectovaginal endometriosis: what 
is the evidence? Hum Reprod. 2009;24:2504-2514.

	45.	 Keckstein S, Dippon J, Hudelist G, et al. Sonomorphologic changes 
in colorectal deep endometriosis: the long-term impact of age and 
hormonal treatment. Ultraschall Med. 2024;45:285-292.

	46.	 Koninckx PR, Ussia A, Keckstein J, Wattiez A, Adamyan L. 
Epidemiology of subtle, typical, cystic, and deep endometriosis: a 
systematic review. Gynecol Surg. 2016;13:457-467.

	47.	 Koninckx PR, Ussia A, Adamyan L, Wattiez A, Gomel V, Martin 
DC. Pathogenesis of endometriosis: the genetic/epigenetic theory. 
Fertil Steril. 2019;111:327-340.

	48.	 Vercellini P, Sergenti G, Buggio L, Frattaruolo MP, Dridi D, Berlanda 
N. Advances in the medical management of bowel endometriosis. 
Best Pract Res Clin Obstet Gynaecol. 2021;71:78-99.

	49.	 Casper RF. Progestin-only pills may be a better first-line treatment 
for endometriosis than combined estrogen-progestin contracep-
tive pills. Fertil Steril. 2017;107:533-536.

	50.	 Vercellini P, Buggio L, Berlanda N, Barbara G, Somigliana E, Bosari 
S. Estrogen-progestins and progestins for the management of en-
dometriosis. Fertil Steril. 2016;106:1552-1571.e2.

SUPPORTING INFORMATION
Additional supporting information can be found online in the 
Supporting Information section at the end of this article.

How to cite this article: Bandini V, Giola F, Ambruoso D, 
Cipriani S, Chiaffarino F, Vercellini P. The natural evolution of 
untreated deep endometriosis and the effect of hormonal 
suppression: A systematic literature review and meta-
analysis. Acta Obstet Gynecol Scand. 2024;00:1-14. 
doi:10.1111/aogs.14887

 16000412, 0, D
ow

nloaded from
 https://obgyn.onlinelibrary.w

iley.com
/doi/10.1111/aogs.14887 by U

niversita'D
egli Studi D

i M
ila, W

iley O
nline L

ibrary on [28/06/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.1111/aogs.14887

	The natural evolution of untreated deep endometriosis and the effect of hormonal suppression: A systematic literature review and meta-­analysis
	Abstract
	1|INTRODUCTION
	2|MATERIAL AND METHODS
	2.1|Search strategy and inclusion criteria
	2.2|Study selection
	2.3|Data extraction
	2.4|Quality assessment and risk of bias
	2.5|Data synthesis and meta-­analysis

	3|RESULTS
	3.1|Study selection
	3.2|Quality of evidence
	3.3|Meta-­analysis
	3.3.1|The natural course of untreated DIE
	3.3.2|The course of medically treated DIE

	3.4|Systematic review
	3.4.1|Qualitative analysis


	4|DISCUSSION
	5|CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST STATEMENT
	REFERENCES


