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ABSTRACT
Recurrence of endometriosis after conservative surgery is not an uncommon finding. There is no
uniformity, however, on what the term ‘recurrence’ means. Recurrence is variously defined in the
literature as the relapse of pain, clinical or instrumental detection of an endometriotic lesion,
repeat rise in CA 125 levels, or evidence of recurrence found during repeat surgery. Consequently,
the reported recurrence rate varies widely (0–89%) in the different series, depending on its defin-
ition and the type of study performed. As endometriosis recurrence seems to be an indeterminate
enemy, we set out to examine exactly what we were fighting in our everyday battle. In this narra-
tive review, we aimed to seek an answer to questions related to endometriosis recurrence, some
of which are often asked by our patients.
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Introduction

Endometriosis recurrence, once described as a rare event
[1], is nowadays considered a real challenge [2,3].
Recurrence after surgery may be either due to develop-
ment of de novo lesions or to in situ growth of residual foci
[4]. To date, surgery is considered the treatment of choice
for symptomatic endometriosis, especially after the failure
of medical therapy [5,6], but, since it is cytoreductive rather
than curative [7], postoperative medical treatment is rec-
ommended to limit the growth of residual endometriotic
cells [8].

The mean recurrence rate of endometriosis is estimated
to be around 20% (range 0–89.6%) at 2 years of follow-up
[4,9,10] and up to 50% (15.1–56%) at 5 years [11,12]. The
enormous variability in recurrence rate found in the litera-
ture may depend on different factors according to the def-
inition of the term ‘recurrence’; the type of endometriotic
lesion; the stage of disease; the surgeon’s skill and surgical
technique used; and the type, dose and duration of post-
operative medical treatment. There is no uniformity about
what the term ‘recurrence of endometriosis’ means and
there is also great ambiguity about the related termin-
ology used.

As endometriosis recurrence seems to be an indetermin-
ate enemy, we sought to examine what exactly we were
fighting in our everyday battle. In our study, we aimed to
find answers to questions related to endometriosis recur-
rence, some of which are frequently asked by our patients.
We reviewed the recent literature in order to find the dif-
ferent definitions of endometriosis recurrence and to try to
clarify which is the best to adopt. As the incidence of
endometriosis recurrence depends on certain factors, we

analysed the possible confounding factors that may influ-
ence reported rates of recurrence.

Methods

To perform this narrative review we searched the MEDLINE
database for articles on endometriosis recurrence using the
Medical Subject Heading (MeSH) terms ‘endometriosis’
AND ‘recurrence’. Results were limited to English-language
articles reporting results from human studies published
after 1990 and with available full text. Using this strategy
we identified 392 articles. Initial screening of the title and
abstract was performed by three authors (VEB, MM and
RC), after which appropriate studies to include in the
review were selected by reading and discussing the full
text version of the articles. Other potentially relevant stud-
ies were identified from the references of each selected
study. Randomised controlled trials (RCTs) and prospective
and retrospective studies were included. Eighty studies
were included in the discussion and analysis of the concept
of recurrence (Figure 1).

Results

What is recurrent endometriosis? The dilemma of
non-uniformity

Recurrence has been variously defined in the literature as
the recurrence of pain, as clinical or instrumental detection
of an endometriotic lesion (anatomical relapse), or as a
repeat rise of the marker CA 125 after surgery. For some
authors the recurrence of endometriosis is based only on
surgical findings during repeat surgery. As a consequence,

CONTACT Marcello Ceccaroni issaschool@gmail.com Department of Obstetrics and Gynaecology, Gynaecological Oncology and Minimally Invasive
Pelvic Surgery, International School of Surgical Anatomy, Sacred Heart Hospital, Via Don A. Sempreboni 5, 37024, Negrar, Verona, Italy
� 2019 The European Society of Contraception and Reproductive Health

THE EUROPEAN JOURNAL OF CONTRACEPTION & REPRODUCTIVE HEALTH CARE
https://doi.org/10.1080/13625187.2019.1662391

http://crossmark.crossref.org/dialog/?doi=10.1080/13625187.2019.1662391&domain=pdf&date_stamp=2019-09-24
http://orcid.org/0000-0002-6826-4788
http://www.tandfonline.com


the incidence of endometriosis recurrence varies depend-
ing on how it is defined. Table 1 shows the wide variability
in the literature of endometriosis recurrence rate after first
surgery, depending on the type of definition adopted.

Recurrence of pain
Pain includes dysmenorrhoea, dyspareunia or pelvic pain,
with or without clinical signs or instrumental evidence,
equal or greater in severity to that experienced before sur-
gery [12,13]. Pain is self-reported by the patient, scoring
�5 on a 10mm visual analogue scale (VAS) [14–16] or simi-
lar [17].

Many studies consider recurrence as the reappearance
of pain [10–13,15–30]. This definition of recurrence, how-
ever, has some limitations due to the subjectivity of the
evaluation. The VAS scoring system is a valid tool but it is
not an objective measurement since it is based on self-
evaluation by the patient, which can vary according to per-
sonal and psychological factors. Some studies used postal
questionnaires to evaluate pain [1,18], which would seem
to be less accurate than evaluation made during follow-up.
Moreover, in the study of Abbott et al. [18], 23% of
patients did not respond to the questionnaire; non-
responding women are often those who are unsatisfied
with the postoperative outcome, owing to pain recur-
rence [31].

As regards the type of pain, dysmenorrhoea is the more
widely reported symptom in the literature [16,18,28,29].
Many studies, however, do not specify the kind of pelvic
pain; but, when specified, dyspareunia and chronic pelvic
pain are reported with a lower recurrence rate [16]. Other
symptoms, such as dyschezia, are rarely considered. Deep
infiltrating endometriosis is strongly associated with pelvic
pain and dyspareunia. Nevertheless, in the literature, it is
reported to have a lower rate of pain recurrence [32,33] in

comparison with peritoneal and ovarian endometriosis.
Conversely, Busacca et al. [13] found a high recurrence rate
of deep infiltrating endometriosis (30% at 4 years of fol-
low-up).

Clinical findings
Some studies consider recurrence on the basis of a pelvic
examination suggestive of endometriosis, with typical find-
ings of pelvic fibrotic areas or tender nodules
[11–13,30,34–36]. Vignali et al. [30] defined the recurrence
of deep infiltrating endometriosis as either the relapse of
pain or the presence of clinical findings. Depending on the
adopted definition, in their retrospective analysis of 115
patients, pain recurrence was 20.5% at 3 years, but recur-
rence of deep infiltrating endometriosis was only 9% if
defined through clinical findings.

The main problem with this definition is related to the
subjectivity of the clinician and to the potential intra- or
inter-examiner variability. Another limitation is due to the
non-specificity of the clinical findings. For example, a pelvic
nodulation may be the expression of either endometriosis
recurrence or fibrosis due to previous surgery. On the other
hand, a fibrotic nodule may represent endometriotic dis-
ease suppressed by medical therapy. The clinical definition
would be meaningful only if supported by confirmation of
the suspicious findings through direct intraoperative visual-
isation of the lesions or through correlation with histo-
pathological reports, which are not available when treating
recurrence with a non-surgical approach. The definition of
recurrence based on clinical findings may therefore lead to
an overestimation of its true incidence.

Anatomical relapse
The recurrence of ovarian endometrioma is defined in most
studies as the presence on transvaginal ultrasound of a
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Figure 1. Flow chart.
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round, homogeneous, low echogenic cyst with thin internal
trabeculations, with or without internal septa and no or
poor vascularisation of the capsule [37]. The definition of
recurrence as demonstrated by ultrasound evidence of
endometrioma is widely used throughout the literature
[11–13,15,16,21,29,30,34–36,38–46]. In many studies,
the cyst must be at least 2 cm in diameter to fulfil the
ultrasound criteria for endometrioma recurrence
[15,40,42–44,46] and must persist over time (for at least
two consecutive menstrual cycles) to be distinguished from
a functional cyst [39,43,44,46]. For Seracchioli et al. [45],
the cut-off for diagnosing recurrence was 1.5 cm, but other
authors did not specify a cut-off diameter [21].

The potential problem with this definition is that
patients with asymptomatic recurrence also risk being sur-
gically treated. To avoid this problem, many authors added
pain to the ultrasound criteria in order to define recurrence
[11–13,15,16, 21,29,30,34,36,41,44]. Moreover, throughout
the literature, the rate of recurrence defined by objective
criteria such as ultrasound examination is lower than when
symptom recurrence alone is considered [4].

Significant increase in CA 125
A significant increase in CA 125 is defined as twice the nor-
mal value in women with elevated CA 125 before first sur-
gery and negative CA 125 after surgery [13]. CA 125 is a
non-specific serum biomarker that may be increased in the
presence of malignancies or chronic disease, including
advanced endometriosis. The sensitivity of CA 125 levels
for the diagnosis of minimal and mild endometriosis seems,
however, less useful [47,48].

Chen et al. [47] demonstrated the value of CA 125 as a
good predictor of endometriosis recurrence in patients
with advanced endometriosis and initially elevated CA 125
levels. Busacca et al. [13] used the rise in CA 125, alone or
in association with pain recurrence, clinical diagnosis or
relapse defined by ultrasound examination, as a criterion
for recurrence. The non-specificity of this definition may
explain the high rates or recurrence observed in their
study. In the multicentre study of Parazzini et al. [36], the
overall recurrence rate was assessed on clinical and ultra-
sound examination and according to CA 125 elevation,
revealing a 4.6% and a 9% recurrence rate, respectively, at
1 and 2 years of follow-up.

Second-look surgery
Some studies consider as recurrence only a relapse verified
by surgery [9,18,49]. For Saleh and Tulandi [49], the rate of
recurrence was expressed as the rate of repeat surgery
required for recurrent endometriomas larger than 3 cm. As
highlighted by Tandoi et al. [12], using surgery as the only
criterion to define recurrence may be an expression of the
surgeon’s attitude to treat recurrence with surgery rather
than a reflection of the real rate of recurrence. This definition
tends to underestimate the recurrence rate, since only
patients undergoing surgery are considered to have relapsed.

Possible confounding factors in recurrence rates

Endometriosis recurrence rates vary widely in the literature,
ranging from 0% [9] to 89.6% [10]. Several factors may

explain this huge difference. Recurrence is defined vari-
ously in the literature and as a consequence the incidence
of endometriosis largely differs, as previously explained.
Other factors, however, can influence the rate of recur-
rence, such as the length of follow-up, the study design
and the sample size, the type and stage of disease, the
type of surgery and the postoperative medical treatment.

Duration of follow-up
The recurrence rate seems to increase with the duration of
follow-up. Most studies report the 2-year recurrence rate,
and some report the 5-year recurrence rate [1,11,12,30,50],
but the long-term incidence has been poorly evaluated
[15]. It has been observed that most recurrences occur
28–30 months after surgery, as a consequence of reimplan-
tation and new growth of ectopic endometrial cells [4].
This is almost the same length of time that it takes an
endometrioma to develop after menarche [44].
Consequently, we believe that 2 years after surgery might
be the minimum follow-up period, and that results from
studies investigating recurrence with a follow-up shorter
than 1 year should not be generalised.

Moreover, the longer the observation period, the higher
the number of patients lost to follow-up. Most of the stud-
ies do not report the number of patients lost to follow-up
and the reason for the loss. To this end, it would be useful
to favour the intention-to-treat model, because it fits better
with reality. Loss to follow-up and non-compliance with
therapy occur in everyday life, especially in chronic pathol-
ogies such as endometriosis, in which there may be dissat-
isfaction with therapy, both because of the persistence of
symptoms and the high rate of side effects due to surgical
or medical treatment.

Type of study
Variability in the incidence of endometriosis recurrence
also depends on the study design and the sample size.
RCTs included only a limited number of patients and most
did not use power analysis to determine sample size
[9,10,17,21,23,24,26–28,38,45,51]. On the other hand, most
published studies are retrospective and some investigators
enrolled a significant number of patients [13,29,44]; how-
ever, the limitation in this case is due to the type of study
design itself. In an analysis of the relationship between the
reported 2-year recurrence rate and the sample size of 23
studies, Guo [4] noted that smaller studies tended to report
higher recurrence rates. For case–control studies, a possible
bias could be linked to the choice of control group; in mul-
ticentre studies, it is important to include patients from
comparable areas who have been exposed to similar risk
factors and are attending centres with comparable diag-
nostic, clinical and surgical experience.

Differences in reported recurrence rates may also be
due to the studied groups and the main endpoint of the
study. The recurrence rate is, in fact, extrapolated from a
variety of studies with different aims: some studies com-
pare different surgical procedures [9,27,38,41,49], while
others compare different postoperative therapies [10,23,45],
evaluate whether no therapy is better than postoperative
therapy [17,21,26,28,43,46,52], or consider the need for fer-
tility treatment [35]. Another bias may be caused by the
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inclusion or exclusion of patients with potential, but uncer-
tain, risk factors such as previous ovarian stimulation [16].

Type of endometriosis
With regard to the anatomical location of endometriosis,
the recurrence rate seems to be higher in patients treated
for ovarian endometrioma (12–30% at 2–5 years)
[11,36,42–44] or superficial peritoneal endometriosis (4.1%
at 1 year and 6.7% at 2 years) [36], since conservative treat-
ment is performed at these sites. Furthermore, for some
authors, the presence of bilateral endometriomas increases
the risk of recurrence [41]; in other series the number of
ovarian endometriotic cysts does not influence the recur-
rence rate [16,39]. The size of the cysts is sometimes con-
sidered a predictor of endometriosis recurrence [43,49] and
the need for repeat surgery [39,49]. Considering disease
stage, there is agreement across the literature on the fact
that recurrence is more frequent in patients with advanced
disease [1,16,18,30,36,39] or with a more severe form of
endometriosis [12,15,30,42].

Type of surgery
Discrepancy in the incidence of endometriosis recurrence
may depend also on the surgeon’s experience, the kind of
surgical procedure performed and the extent of radicality.
Previous surgery for endometriosis and the extent of surgi-
cal excision have been considered by some authors as pre-
dictors of recurrence [16,19,39], probably reflecting more
severe disease. The recurrence of clinical findings of disease
and the need for repeat surgery seem to be more fre-
quently observed in women with incomplete excision dur-
ing first surgery [25,35], better defined as persistence of
the disease; moreover, some authors noted that the recur-
rence of deep infiltrating endometriosis often occurred in
the same areas treated during first surgery [25,30,35].
Consequently, radicality of surgery, defined as ablation of
all visibly suspicious disease lesions, may be associated
with a lower rate of recurrence [13]. As stated by Koninckx
et al. [33], however: ‘The evidence that endometriosis sur-
gery needs to be 100% complete is lacking.’ As endometri-
osis is a benign disease occurring in young women,
surgery has to be as complete as possible but also ‘organ-
sparing’. For other investigators, surgical radicality in severe
cases of deep infiltrating endometriosis is mandatory and
needs to include visceral resection, using a ‘nerve-sparing’
approach for reducing organ dysfunction [53]. For ovarian
surgery, it has been demonstrated that the skill of the sur-
geon inversely correlates with the healthy ovarian tissue
accidentally removed [54]. In addition, when recurrence
occurs, surgery may be needed, causing potential further
damage to ovarian reserve. Thus, it has been observed that
the risk of recurrence is higher in women with a more
intact residual ovarian reserve after surgery [36,55] and
lower in women with severely compromised ovaries [55].

For endometrioma treatment, comparing ovarian cystec-
tomy versus ablation of the cyst wall with bipolar coagula-
tion and CO2 laser or plasma energy vaporisation [56], a
significantly lower repeat surgery rate for recurrent endo-
metriomas was found after excision of endometriomas
compared with ablation of the cyst wall [38,49–51].

For deep infiltrating rectal/rectosigmoid endometriosis
(DIER), defined as endometriosis that involves at least the
muscular layer of the rectal wall [31], the possible surgical
approaches are segmental bowel resection or nodule exci-
sion, either without opening the rectum (shaving) or by
removing the nodule with the surrounding rectal wall (dis-
coid excision or full-thickness nodulectomy) [31,57].
Theoretically, segmental colorectal resection for DIER is a
more complete surgery because of segmental excision of
the palpable nodule together with other possible endo-
metriotic foci, but a higher rate of postoperative complica-
tions is reported to be associated with this type of surgery
[31,58]. Discoid resection is feasible for selected patients, in
particular for DIER nodules <3 cm in diameter and with
bowel stenosis �60% [57]. Considering bowel endometri-
osis as multifocal disease, some authors reported that shav-
ing and disc excision did not guarantee complete removal
of all microscopic endometriotic lesions, which can be
responsible for the relapse of pelvic pain or for digestive
symptoms (diarrhoea, tenesmus, dyschezia) after sur-
gery [59].

Positive bowel resection margins were found to be sig-
nificantly associated with endometriosis recurrence after
laparoscopic segmental bowel resection for bowel endo-
metriosis [60]. However, a complete resection of micro-
scopic endometriosis seems unfeasible [59,61,62] and other
studies showed no correlation between histopathological
margins and treatment outcomes [63,64]. Positive resection
margins after bowel resection may thus be considered pre-
dictors of endometriosis recurrence but should not lead
the surgeon to more aggressive surgery with the aim to
completely remove possible residual microscopic lesions.

Only a few comparative studies on recurrence rate using
the different surgical techniques for DIER are available
[57,65]. In the case–control study of Fanfani et al. [57], no
significant difference in endometriosis recurrence rate was
observed between patients who underwent discoid exci-
sion or sigmoid resection at 30 months (13.8% vs. 11.5%,
respectively); in the study of Roman et al. [65], no nodule
recurrence was observed in the discoid excision and colo-
rectal resection groups and no significant difference was
reported between pelvic pain relapse depending on the
type of surgery performed for DIER.

Comparing the different surgical approaches, most stud-
ies agree that the probability of recurrence is similar with
either laparoscopy or laparotomy [12]; however, a minim-
ally invasive approach is associated with a shorter hospital
stay and a reduced rate of postoperative morbidity, as well
as with better visibility and thus assessment of the abdom-
inal cavity.

Postoperative medical treatment
Since endometriosis is a chronic disease, secondary preven-
tion with medical treatment after surgery is needed. The
purpose of medical therapy is to induce a hypoestrogenic
state in order to avoid the regrowth of endometriotic foci.
Many types and doses of drugs have been proposed and
evaluated. The type and the timing of postoperative med-
ical treatment greatly determine the inconsistency in the
rate of recurrence.

Available guidelines recommend prescribing combined
oral contraceptives (COCs) as secondary prevention [6].
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Many authors consider COCs to be effective in preventing
endometriosis-associated pain recurrence and/or anatom-
ical relapse [23,45,46,52,66]. In other studies, postoperative
COCs did not significantly decrease endometriosis recur-
rence [21,43]. The discrepancy between these results may
be explained by the different durations of administration.
Short-term therapy (<1 year) was administered in the stud-
ies that did not find a protective role of COCs in prevent-
ing recurrence, whereas long-term therapy (1–2 years) was
used in the studies that found COCs to be effective in pre-
venting endometriosis recurrence. This suggests that, in
order to effectively reduce endometriosis recurrence, COCs
require long-term administration, ideally until the woman
wants to get pregnant or until the menopause, rather than
just for a few months of therapy. Short-term postoperative
COC administration is highly unlikely to prevent endometri-
osis recurrence, since it would neither eradicate possible
residual lesions nor prevent the establishment of new
lesions when the treatment stops. COCs can be used cyclic-
ally [21,46,52] or in a continuous regimen. Some studies
have evaluated both [23,45]; other studies did not specify
the adopted regimen [43]. Recent evidence suggests that
continuous COC administration after surgery may be pref-
erable because of lower recurrence rates of dysmenor-
rhoea [3].

In patients with a recurrence of endometrioma after
second-line surgery for recurrent disease, early dienogest
therapy may be an alternative option to avoid multiple sur-
geries [67]. A Cochrane review of three RCTs suggests that
there is limited but consistent evidence showing that post-
operative use of the levonorgestrel-releasing intrauterine
system (LNG-IUS) reduces the recurrence of pain [68].

Risk factors for recurrence

Several risk factors to predict postsurgical recurrence have
been evaluated in the literature. Risk factors may be classi-
fied as patient disease-related and surgery-associated [69].

Patient disease-related risk factors
A positive family history of endometriosis has been identi-
fied as an independent risk factor for endometrioma recur-
rence after surgery [70]. Moreover, the risk of endometrioma
recurrence after surgery seems to be higher in younger
women [60,71]. A retrospective study of women who under-
went laparoscopic endometrioma cystectomy confirmed the
data and found that age �35 years was a significant risk fac-
tor for recurrence [72]. In a multicentre retrospective cohort
study of 105 surgically treated woman below 20 years of
age, ultrasound-proven recurrence was observed in 6.4%
of patients at 24 months of follow-up, 10% at 36 months of
follow-up, 19.9% at 60 months of follow-up and 30.9% at 96
months of follow-up, and repeat surgery was required in 7%
of patients, independently of cyst diameter, disease stage,
unilateral or bilateral involvement and coexistence of deep
endometriosis. The high rate of long-term recurrence in ado-
lescents suggests that in younger women receiving surgery
continuous follow-up is needed [73]. Furthermore, a body
mass index �23kg/m2 was found to be significantly associ-
ated with endometriosis recurrence after laparoscopic seg-
mental bowel resection [60].

Some authors found an increased risk of recurrence in
women with previous use of drugs for ovarian stimulation
[16]. Others, however, found no association between endo-
metriosis recurrence and prior ovarian stimulation for in
vitro fertilisation [35].

Other patient disease-related risk factors for recurrence
of endometrioma after surgery are the presence at diagno-
sis of large endometrioma size and preoperative pain (non-
cyclical pelvic pain and dysmenorrhoea) [74]. A high CA
125 level before surgery is also considered a risk factor for
recurrence [74,75]. Moreover, the stage of disease, eval-
uated through the revised American Society for
Reproductive Medicine score, significantly correlated with
recurrence of endometrioma in a 2016 study of 352
patients [76]. In a study evaluating the histopathological
specimens of endometriomas, the depth of penetration of
endometrial tissue into the cyst wall was found to be an
independent risk factor for recurrence [72].

Surgery-associated variables
The intraoperative finding of adhesion extension may be
associated with recurrence of endometrioma [74].
Moreover, more radical surgery is associated with a lower
rate of recurrence [13] but also with lower fertility. For
bowel endometriosis, positive bowel resection margins are
significantly associated with endometriosis recurrence after
surgery [60].

Prevention of recurrence

Predicting a patient’s risk of recurrence risk is very import-
ant for the future management of the disease, in order to
correctly treat each woman, offer personalised manage-
ment and follow-up in accordance with clinical status and
prevent overtreatment of low-risk patients [72,74].

Early and long-term therapy after surgery for a first or
second recurrence, with a gonadotropin-releasing hormone
agonist followed by a COC or dienogest, may help in
avoiding further recurrence and consequent repeat sur-
geries [67,77]. The LNG-IUS may also be considered as an
alternative treatment for preventing endometriosis recur-
rence [68,75].

Recommendations for authors reporting
endometriosis recurrence

Since no uniformity exists in discussing endometriosis
recurrence, it is recommended that every author describe
disease recurrence based on a standardised definition. It
has been previously suggested by other authors that endo-
metriosis recurrence should be clearly documented in every
study as follows [78]:

� Symptom recurrence based on patient history, but no
proof of recurrence by imaging and/or surgery.

� Endometriosis recurrence based on non-invasive imag-
ing (e.g. ultrasound, magnetic resonance imaging) in
patients with or without symptoms (pain, infertility).

� Surgical reintervention without recurrence of endometri-
osis: surgery without visual diagnosis of endometriosis
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in patients with recurring symptoms who have either a
normal pelvis or other abnormalities (e.g. adhesions).

� Recurrence of visible endometriosis without histological
proof: during laparoscopy, endometriosis was visually
observed but either not biopsied or biopsied without
histologically proven endometriosis.

� Recurrence of histologically proven endometriosis: dur-
ing laparoscopy, endometriosis was visually observed
and confirmed histologically.

Conclusion

In our opinion, disease relapse should be individually
judged on the basis of clinical and imaging findings. The
patient’s symptoms should be the first item to guide an
expert decision, as in most cases medical therapy may be
enough to heal symptoms if relapse is diagnosed early.
Nevertheless, symptoms may be uneven in the presence of
clear imaging evidence of harmful progressive disease
(bowel stricture, ureteral stenosis, suspected ovarian cysts).
In those cases, surgical treatment is the only option even
in absence of patient complaints.

At present, there is no uniformity in the literature as
regards the definition and incidence of recurrent endomet-
riosis. Since there is great heterogeneity in the studies,
there is an impelling need for the scientific community and
endometriosis experts to formulate a standardised defin-
ition of endometriosis recurrence. Further RCTs with large
sample sizes and a long follow-up (�2 years), documenting
endometriosis recurrence according to a standardised
method, are required to better investigate the recurrence
of endometriosis.
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