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A B S T R A C T

Introduction: Deep infiltrating endometriosis (DIE) is associated with substantial impairment in health-related 
quality of life (HRQoL), affecting pain, emotional well-being, sexual functioning, and daily activities. Previous 
studies have shown that laparoscopic surgical excision may improve HRQoL in women with symptomatic DIE. 
However, evidence simultaneously assessing disease-specific and generic HRQoL using minimal clinically 
important differences (MCID) -based interpretation in Latin American women with DIE remains limited. We 
therefore aimed to evaluate changes in HRQoL at 6 and 12 months after laparoscopic excision of DIE in two high- 
volume Latin American referral centers, using the Endometriosis Health Profile-30 (EHP-30), including its sexual 
intercourse module, and the EuroQol-5D (EQ-5D), applying their MCID thresholds.
Materials and Methods: This prospective cohort study was conducted at two academic referral centers in Colombia 
and Argentina between 2021 and 2023. Women with imaging-confirmed deep infiltrating endometriosis un
dergoing laparoscopic excision after failed medical therapy, or as first-line treatment due to organ involvement, 
were included. HRQoL was assessed preoperatively and at 6 and 12 months postoperatively using the validated 
EHP-30, including its sexual intercourse module, and EQ-5D questionnaires. Surgical findings were classified 
using the Enzian classification system, complications according to Clavien–Dindo, and HRQoL changes were 
interpreted using established MCID thresholds.
Results: Of 159 eligible patients, 120 completed baseline and at least one postoperative assessment. Mean age was 
36.7 years, and 47.5% had previous endometriosis surgery. At 6 months, all EHP-30 domains improved signif
icantly (p < .001), with the greatest median reductions in pain (− 29.54; 95% CI, − 36.36 to − 27.27), control and 
powerlessness (− 29.17; 95% CI, − 41.66 to − 20.83), and sexual functioning (− 20.00; 95% CI, − 30 to − 10). 
Improvements were sustained at 12 months, with changes meeting or exceeding the published MCID thresholds 
in all domains, except control and powerlessness, which fell just short of one of the two available thresholds. The 
EQ-5D index improved at 6 months (+0.28; 95% CI, 0.21–0.42) and 12 months (+0.35; 95% CI, 0.18–0.42; both 
p < .001), exceeding the proposed MCID at both timepoints. Major postoperative complications (Clavien–Dindo 
grade ≥ III) occurred in 8.3% of patients.
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Conclusion: This Latin American cohort showed sustained, clinically meaningful improvements in multiple 
HRQoL domains, including sexual functioning, after laparoscopic excision of DIE. Interpreting changes from 
validated disease-specific and generic instruments against MCID thresholds supports the role of surgical excision 
in symptomatic DIE refractory to medical therapy.

1. Introduction

Deep infiltrating endometriosis (DIE) is a severe form of endome
triosis that significantly impacts the quality of life of women of repro
ductive age. This chronic condition is characterized by the presence of 
endometrial tissue outside the uterus, which can cause severe pain, 
organ dysfunction, and, in many cases, infertility [1]. These symptoms 
negatively impact social, mental, and physical well-being. Additionally, 
the impairment of health-related quality of life (HRQoL) can signifi
cantly affect professional and private relationships, sexuality, social 
contacts, family planning due to infertility, and psychological well-being 
[2].

Although it is possible to treat and control endometriosis-related 
pain symptoms with medical treatment and diet, a subset of patients 
remains refractory to this [1]. For patients with persistent symptoms 
despite medical therapy, surgical management remains an important 
therapeutic option to improve pain symptoms and quality of life [3].

When evaluating surgical outcomes, it is essential to use specific 
tools that accurately measure changes in HRQoL. The Endometriosis 
Health Profile− 30 (EHP− 30) is a disease specific validated and widely 
used questionnaire to assess quality of life in women with endometriosis. 
This instrument measures five key dimensions: pain, control and 
powerlessness, emotional well-being, social support, and self-image [4]. 
Additionally, the EuroQol− 5D (EQ− 5D) [5] is one of the most 
commonly used generic questionnaires to measure HRQOL and health 
state utility (HSU).

Recent studies have shown significant improvements in post
operative quality of life in patients with deep endometriosis using the 
EHP− 30. Surgical excision has been shown to reduce pain scores and 
improve emotional well-being and self-image on the EHP− 30 [6,7], and 
to improve EQ− 5D scores postoperatively [8].

Regional evidence remains more limited. Prospective Brazilian co
horts have documented postoperative improvement on the EHP− 30, but 
with follow-up no longer than six months and without MCID-based 
interpretation [9–11].

To our knowledge, no Latin American study has combined a disease- 
specific and a preference-based generic instrument with MCID-based 
interpretation in women undergoing surgery for DIE.

We therefore aimed to evaluate changes in HRQoL at 6 and 12 
months after laparoscopic excision of DIE in two high-volume Latin 
American referral centers, using the EHP− 30 (including its sexual in
tercourse module) and the EQ− 5D, applying their MCID thresholds.

2. Methods

2.1. Study design and settings

We conducted a prospective, bicentric cohort study of women with 
DIE assessed from before surgery to one year postoperatively. Patients 
were recruited between September 2021 and February 2023 at the gy
necologic endoscopy outpatient clinics of Clínica del Prado (Medellín, 
Colombia) and Hospital Italiano de Buenos Aires (Argentina); follow-up 
ended in March 2024. Both institutional review boards approved the 
protocol, and participants provided written informed consent before 
surgery. The study complied with the Declaration of Helsinki (2013 
revision) and local regulations, and is reported according to the STROBE 
statement [12].

2.2. Participants and eligibility criteria

Women aged 16–60 years old, with DIE confirmed by ultrasonog
raphy or magnetic resonance, who were treated with dienogest and anti- 
inflammatory diet at least for 4–6 months and did not achieve adequate 
symptom control or were recommended surgery as a first treatment 
option (ureteral obstruction and/or intestinal obstruction).

Patients were excluded if: did not consent, did not complete the 
baseline instruments, or completed neither the 6- nor the 12-month 
assessment.

2.3. Variables and measurement

Clinical and sociodemographic characteristics were obtained by 
manual review of electronic medical records: age, parity, duration of 
symptoms before surgery, number of previous surgeries, symptoms, and 
prior hormonal therapy received.

Baseline characteristics, surgical Enzian classification [13], surgical 
procedure, Clavien-Dindo complications [14], hospital stay, return to 
usual activities, and subsequent treatment were summarized 
descriptively.

Primary outcomes were DIE-related quality of life, measured with 
the validated Spanish version of the EHP− 30 [15] and its sexual inter
course module, and health state utility, measured with the EQ− 5D [5]. 
Both were assessed at baseline (presurgical assessment) and at 6 and 12 
months after surgery. Questionnaires were emailed at each timepoint; 
patients who did not respond within 30 days were contacted by tele
phone up to three times, and after an approved script was read, con
senting patients completed both questionnaires verbally.

The EHP− 30 and its optional module comprise ordinal items with 
five response options (never, rarely, sometimes, often, always), yielding 
domain scores from 0 to 100, where higher scores indicate greater 
impact of endometriosis on daily functioning and psychosocial well- 
being [4]. A global score was computed as the mean of the five core 
domain scores [16], and medians are reported. MCIDs for the EHP− 30 
have not been established in Latin America; we relied on the data re
ported in the 2024 systematic review by Jones [17] and her previous 
publication on responsiveness of the questionnaire [18].

The EQ− 5D consists of ordinal items with three options (no prob
lems, some problems, and extreme problems). Based on the time-trade- 
off technique, the overall questionnaire score can reach a maximum 
value of 1 point, which represents a state of ideal health, 0 represents the 
valuation of death, and negative values represent health states with a 
valuation worse than death [5].

Converting health states into an index requires a value set. For 
Argentine patients we used the Argentinean value set [19] and, in the 
absence of a specific value set, the Hispanic value set for Latin Americans 
for Colombian patients [20].

Because these tariffs are anchored on different population prefer
ences, their indices are not on a common metric and cannot be pooled. 
As we used the EQ− 5D as a patient-reported outcome measure rather 
than to derive quality-adjusted life years, a single metric was required. 
For the primary analysis we therefore re-scored the unmodified health- 
state responses of all patients with the French value set [21], the tariff 
under which the only endometriosis-specific minimal clinically impor
tant difference (MCID) for the EQ− 5D index was derived [22]. A sec
ondary analysis by country, applying each locally recommended tariff, is 
also reported.
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Table 1 
Baseline characteristics of the study participants (n = 120).

Characteristic (N ¼ 120) TOTAL 
(N ¼ 120)

Completed follow up at 12 m 
(N ¼ 101)

Atrittion at 12 m 
(N ¼ 19)

p

Years (SD) 36.7 (5.77) 36.6 (5.67) 37.3 (6.29) 0.600
BMI (SD) 25.6 (4.53) 25.7 (4.7) 25.1 (3.4) 0.620
Parity (%) 0 56 (46.7) 50 (49.5) 6 (31.5) 0.274d

1 37 (30.8) 29 (28.7) 8 (42.1)
2 21 (17.5) 16 (15.8) 5 (26.3)
3 or more 6 (5) 6 (5.94) 0

Symptom Duration (IQR, n ¼ 112)a 36 (12− 60) 36 (12− 60) 36 (12− 60) 1
Endometriosis prior surgery (%) 0 63 (52.5) 57 (56.44) 6 (31.58) 0.094d

1 48 (40) 36 (35.64) 12 (63.16)
2 or more 9 (7.5) 8 (7.92) 1 (5.26)

Symptoms (%) Dysmenorrhea 96 (80) 83 (82.18) 13 (68.42) 0.210
Dyspareunia 86(71.6) 72 (71.29) 14 (73.68) 0.832
Chronic pelvic pain 82(68.3) 66 (65.35) 16 (84.21) 0.105
Dyschezia 67 (55.8) 59 (58.42) 8 (42.11) 0.189
Dysuria 12 (10) 11 (10.89) 1 (5.26) 0.688
Rectal bleeding 6 (5) 6 (5.94) 0 (0) 0.588
Infertility 13 (10.8) 10 (9.9) 3 (15.79) 0.431

Previous Hormonal Treatment (n ¼ 118)b 82 (69.5) 67 (67.68) 15 (78.95) 0.328
Endometriosis health profile 30 

(EHP30) 
(Core questionnaire)

Pain 62.5 (45.5–75) 63.63 (47.7–75) 50 (41–77.2) 0.074
Control and 
Powerlessness

75 (50–87.5) 75 (54.1–87.5) 75 (33.3–91.6) 1

Emotional Wellbeing 62.5 (45.8–75) 62.5 (45.8–75) 62.5 (45.8–95.8) 1
Social Support 50 (31.25–71.8) 50 (31.2–68.7) 43.5 (25–81.2) 0.483
Self Image 66.6 (41.6–91.6) 66.6 (41.6–83.3) 66.6 (41.6–100) 1
Global 61.9 (47–74.8) 61.9 (50.8–74) 59.7 (42.5–82.8) 0.744

EHP30 Sexual domain (n ¼ 115)c 75 (50–90) 75 (50–90) 85 (60− 100) 0.304
EuroQol¡5D (IQR) Global 0.47 (0.15–0.78) 0.48 (0.15.− 0.78) 0.63 (0.15–0.78) 0.349

a Information was available for only 112 patients.
b Of 120 patients, 118 answered of previous hormonal treatment. Mean duration of prior hormonal therapy: 12 months (IQR: 6–24 months)
c Of 120 patients, only 115 had sexual intercourse.
d Non parametric trend test.

Fig. 1. Flow of study participants.
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2.4. Surgical treatment protocol

According to the symptoms and the findings on MRI or dynamic 
ultrasound, a patient-specific surgical plan was developed. All proced
ures were performed laparoscopically by gynecologic staff surgeons 
experienced in this condition. For patients with rectal or bladder nod
ules, multidisciplinary teams including colorectal surgeons or urologists, 
respectively, were involved.

2.5. Bias

Clinical data extraction from medical registries was performed by a 
researcher and independently corroborated by a second researcher. 
Outcome data was obtained by trained gynecologists and stored in a 
prespecified database regularly audited for completeness.

2.6. Study size

Sample size was calculated for 90% power to detect the 24.8-point 
MCID in the pain subscale reported by Jones et al. [17], assuming an 
intrapersonal correlation of 0.5 and standard deviations of 21.6 at 
baseline and 26.8 after treatment [17]. The alpha error was adjusted for 
six comparisons (five core dimensions plus sexual intercourse; 0.05/6 =
0.0083). Based on these parameters, a minimum of 30 participants with 
complete data would be required for analysis.

2.7. Statistical methods

Descriptive analyses used frequencies and percentages for categori
cal variables, and medians with interquartile ranges or means with 
standard deviations for continuous variables, as appropriate. Changes in 
questionnaire scores were summarized as the median of the paired 

within-patient differences (follow-up minus baseline), with 95% confi
dence intervals obtained by bootstrap of the sample median (20,000 
replications, percentile method) among patients with complete data at 
each timepoint. Paired differences were tested with the Wilcoxon 
signed-rank test.

Two exploratory analyses were added at the request of peer review: 
median changes from baseline to 12 months according to uterine pres
ervation versus concomitant hysterectomy, and according to post
operative hormonal therapy. Because these were not prespecified and 
involve multiple scales in a single-arm cohort, they are reported as 
median differences by subgroup without hypothesis testing.

3. Results

Of 159 eligible patients, 120 (75.5%) consented and completed the 
baseline questionnaires and at least one follow-up assessment (Table 1, 
Fig. 1). Mean age at surgery was 36.7 years (SD 5.77), 56 patients were 
nulliparous, mean symptom duration was 36 months, and 57 (47.5%) 
had undergone at least one prior procedure for endometriosis. The most 
frequent preoperative symptoms were dysmenorrhea (80%), dyspar
eunia (71.6%), and chronic pelvic pain (68.3%); dyschezia affected 55% 
and infertility 10.8%. Nearly 70% had received hormonal treatment for 
at least one year before surgery. Patients completing 12-month follow- 
up did not differ significantly from those lost to follow-up.

Surgical procedures, #Enzian classification, operative time, and 
Clavien–Dindo complications are detailed in Tables 2 and 3. All patients 
underwent complete surgical management for DIE. The most frequent 
procedures were hysterectomy (47, 39.2%), segmental bowel resection 
(22, 18.3%), rectal shaving (21, 17.5%), and discoid bowel resection 
(20, 16.7%); ureteral reimplantation was required in 4 patients (3.3%). 
Median operative time was 150 min (IQR 120–240), and patients 

Table 2 
Surgical Enzian.

Surgical Enzian n (%)

P (peritoneum) 0 70 (58.33)
1 30 (25)
2 13 (10.83)
3 7 (5.83)

O (Ovary) L/R 0 53 (44.17)
1 19 (15.83)
2 40 (33.33)
3 8 (6.67)

T (Tube) L/R 0 43 (35.83)
1 18 (15)
2 31 (25.83)
3 25 (20.83)
M 1 (0.83)
X 2 (1.67)

A (rectovaginal space/retrocervical area) 0 52 (43.33)
1 21 (17.5)
2 38 (31.67)
3 9 (7.5)

B (Uterosacral ligaments, cardinal, pelvic side walls) L/R 0 31 (25.83)
1 22 (18.33)
2 61 (50.83)
3 6 (5)

C (rectum) 0 50 (41.67)
1 21 (17.5)
2 29 (24.17)
3 20 (16.67)

FA (adenomyosis) 0 92 (76.67)
1 28 (23.33)

FB (bladder) 0 113 (94.17)
1 7 (5.8)

FI (intestinum) 0 112 (93.33)
1 8 (6.67)

FU (ureter) 0 107 (89.17)
1 13 (10.83)

F Diaphragm 0 0

Table 3 
Surgical Procedures, Mean operative Time, Clavien-Dindo surgical complica
tions, median hospital stay and time to return to usual activities and post sur
gical hormonal treatment.

Surgical Proceduresa 

(%)
Adhesiolysis 69(57.5)
Ureterolysis 61(50.8)
Total Hysterectomy 47(39.2)
Unilateral uterosacral nodule 
resection

37(30.8)

Bilateral uterosacral nodule 
resection

39(32.5)

Unilateral ovarian cyst resection 34(28.3)
Bilateral ovarian cyst resection 23(19.2)
Salpingectomy 26(21.7)
Rectal Shaving 21(17.5)
Discoid rectal resection 20(16.7)
Segmental rectal resection 22(18.4)
Bladder nodule resection 7 (5.83)
Ureteral reimplantation 4(3.3)

Operative time, min Median (IQR) 150 
(120− 240)

Surgical Complications 
(%) 
(Clavien-Dindo)

I 5 (4.17)
II 1 (0.83)
IIIA 0
IIIB 9 (7.5)
IVA 1 (0.83)
IVB 0

Hospital Stay, days Median (IQR) 1 (1-3)
Return to usual activities, days Median (IQR) 21 (15-30)
Postoperative Surgical 

Treatment
Dienogest 63 (52.5)
Drospirenone 4 mg 13 (10.8)
OCPSb (E þ P continuous) 5 (4.2)
NO, seeking pregnancy 7 (5.8)
NO, hysterectomy with bilateral 
adnexectomy

29 (24.1)

GNRH Agonists 3 (2.5)

a In 68.4% of cases, between 3 and 4 procedures were performed per patient.
b OCPS: oral contraceptive pills
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resumed usual activities after a median of 21 days (IQR 15–30).
Clavien–Dindo grade III or higher complications occurred in 10 pa

tients (8.3%): intestinal or bladder injury and rectovaginal or ves
icovaginal fistulas (grade IIIB), and post-hysterectomy vault bleeding 
(grade IV). Postoperative hormonal therapy was continued in 70.1% of 
patients; the remainder had undergone hysterectomy with bilateral 
salpingo-oophorectomy (24.1%) or were attempting pregnancy (5.8%). 
No patient who underwent bilateral salpingo-oophorectomy received 
hormone replacement therapy during the first 12 months.

Table 4 and Fig. 2. show the distribution of scores across all scales of 
the EHP-30 and the EQ-5D for each time point. Patients demonstrated 
statistically significant and clinically important improvement in all 
scales of the EHP-30 at 6 months postoperatively, including the sexual 
domain, which persisted for the duration of their one year of follow-up 
when compared with their baseline scores preoperatively (all p < .001).

From preop to postop (6 months), the smallest median reduction was 
reported for social support (− 12.5; 95% CI, − 25 to − 6.25), and 
emotional wellbeing (− 12.5; 95% CI, − 20.83 to - 8.3) whereas the 
largest reductions occurred in pain ( − 29.54; 95% CI, − 36.36 to 
− 27.27), control and powerlessness (− 29.16; 95% CI, − 41.66 to 
− 20.83) and the sexual domain (− 20; CI, − 30 to − 10).

After one year post surgical intervention, reductions were slightly 
greater across all scales except for self-image and the sexual domain, 
which remained stable. Median changes in all EHP− 30 scales met or 
exceeded the published MCID thresholds, except for control and 
powerlessness, which exceeded the threshold reported by van de Burgt 
et al. but fell just short of that reported by Jones et al. [17].

The EQ− 5D index also improved significantly at 6 months (+0.28; 
95% CI, 0.21–0.42) and 12 months (+0.35; 95% CI, 0.18–0.42; both 
p < .001), exceeding the 0.26 MCID [22] at both time points. The 

EQ− 5D results by centre, applying each locally recommended tariff, are 
reported in Supplementary Table1.

In a sensitivity analysis restricted to 96 patients with data at all three 
timepoints, 6-month improvements were slightly larger and 12-month 
changes essentially unchanged; further improvement between 6 and 
12 months persisted only for pain, emotional well-being, and EQ− 5D 
(Supplementary Table 2).

Two post hoc exploratory stratifications were performed 
(supplementary tables 3 and 4). Median changes at 12 months were 
numerically larger after concomitant hysterectomy (n = 40) than after 
uterine-sparing surgery (n = 61) across all EHP− 30 scales, with the 
largest divergence in sexual functioning (− 40 vs − 15) and control and 
powerlessness (− 50 vs − 29.16). Changes according to postoperative 
hormonal therapy (n = 70) versus none (n = 31) were identical in 
control and powerlessness and social support and slightly larger without 
hormonal therapy in the remaining scales, most notably pain (− 45.45 vs 
− 31.81).

4. Discussion

In this cohort of 120 patients with DIE, we observed substantial and 
sustained improvements across all EHP− 30 domains and in the EQ− 5D 
index at 12 months, with changes meeting or exceeding the MCID 
thresholds available for each instrument. The only exception was control 
and powerlessness, which fell just short of that reported by Jones et al. 
[17]. These results are closely aligned with the growing body of evi
dence that surgical excision improves quality of life in women with 
endometriosis.

Consistent with Rindos et al. [6], who reported longer follow-up, the 
largest postoperative improvements occurred in pain and in control and 

Table 4 
EHP-30 and EuroQol-5D results with the MCID interpretation.

EHP− 30 MCIDa Baseline 
(month 0) 
N = 120 
(IQR)

6 months 
N = 115 
(IQR)

12 months 
N = 101 
(IQR)

Changes at 6 months 
relative to baseline 
(CI 95%) 
(n = 115)b

Changes at 12 
months relative to 
baseline 
(CI 95%) 
(n = 101)c

Exceeded the 
proposed MCIDa ? 
(✓/✘)

Jones 
et al.

Van de 
Burgt 
et al.

Jones 
et al.

Van de 
Burgt 
et al.

Pain -24.8 -11.5 62.5 (45.5–75) 25 
(4.54–45.45)

25 (0–40.90) − 29.54 
(− 36.36 to − 27.27) 
p < .001

− 36.36 (− 43.18 to 
− 29.54) p < .001

✓ ✓

Control and 
powerlessness

-35.2 -12.5 75 (50–87.5) 29.16 
(4.16–58.33)

25 (8.33–50) − 29.16 
(− 41.66 to − 20.83) 
p < .001

− 33.33 (− 45.83 to 
− 25) 
p < .001

✘ ✓

Emotional Well- 
Being

-7.6 -5.5 62.5 (45.8–75) 41.66 
(25–58.33)

41.66 
(20.83–62.5)

− 12.5 
(− 20.83 to - 8.3) 
p < .001

− 16.66 (− 25 to 
− 12.5) 
p < .001

✓ ✓

Social support 1.7d − 10 50 
(31.25–71.8)

37.5 
(25–56.25)

31.25 
(18.75–43.75)

− 12.5 
(− 25 to − 6.25) 
p < .001

− 18.75 (− 25 to 
− 12.5) 
p < .001

-d ✓

Self - image -9.9 -3.2 66.6 
(41.6–91.6)

33.33 
(16.66–75)

33.33 
(8.33–66.66)

− 16.66 
(− 25 to − 8.33) 
p < .001

− 16.66 (− 25 to 
− 8.33) p < .001

✓ ✓

Global NRe 61.9 (47–74.8) 34.24 
(15.83–57)

32.72 
(14.62–49.01)

− 19.84 (− 26.32 to 
− 14.39) p < .001

− 22.91 (− 32 to 
− 17.53) p < .001

- -

Sexual NRe − 4.4 75 (50–90) 35 (10-70) 42.5 (10–67.5) − 20 
(− 30 to − 10) 
p < .001

− 20 ( − 30 to − 15) 
p < .001

- ✓

​ ​ ​
EuroQol¡5D 

TTOe
0.26a 0.47 

(0.15–0.78)
0.87 (0.71–1) 0.87 (0.73–1) +0.28 (0.21–0.42) 

p < .001
+0.35 (0.18–0.42) 
p < .001

✓ ✓

MCID: minimal clinical important difference.
a MCID published by Jones in her systematic review for EHP30 [17] and by Aubry [22] for the EQ− 5D.
b At the six-month follow-up, 115 patients completed the assessment, of whom only 105 were sexually active.
c At the twelve-month follow-up,101 patients completed the assessment, of whom only 91 were sexually active.
d Not interpretable. Jones postulates on her publication of responsiveness [18]: “Only one scale of the main EHP− 30 questionnaire failed to demonstrate sensitivity to 
change or responsiveness. This is possibly because the questionnaire items are too broad to detect subtle changes or because many of the instrument's items are not 
relevant to the clinical trial.”
e Not reported by the authors.

A.L. Larrea et al.                                                                                                                                                                                                                                European Journal of Obstetrics & Gynecology and Reproductive Biology: X 31 (2026) 100485 

5 



powerlessness. To these we add the EHP− 30 sexual domain, profoundly 
affected by the disease yet frequently underreported, and the interpre
tation of changes against MCID thresholds, of direct utility for preop
erative counseling. Whereas this study found no difference between 
surgical approaches, improvements across all EHP− 30 scales were 
numerically larger after concomitant hysterectomy than after 
uterine-sparing surgery in the present cohort. This comparison was 
exploratory and not formally tested: allocation was clinically deter
mined, so the groups differ in baseline indication and are not 
exchangeable.

A recent review [7] also emphasized the heterogeneity of available 
studies and the inconsistent use of validated instruments; none of the 
included studies interpreted postoperative changes against MCID 
thresholds. By combining a disease-specific instrument (EHP− 30) with a 
generic measure (EQ− 5D) and anchoring changes to established 
thresholds, the present study offers a more clinically interpretable 
assessment of postoperative improvement.

As in the BSGE cohort [8], patients underwent complex procedures 
including discoid and segmental bowel resection, with comparable 
complication rates. That study included over 5000 patients and 
confirmed the benefit of surgery but did not assess quality of life with 
disease-specific questionnaires. Our work complements those findings 
by showing not only reductions in pain but also multidimensional gains 
across emotional, psychosocial, and sexual domains.

Comparable data from Latin America remain limited. Two Brazilian 
surgical cohorts, of 102 women with endometriosis of all forms [9] and 
139 women stratified by superficial versus deep disease [11], reported 
improvement across EHP− 30 domains in the same direction, but with 
follow-up no longer than six months.

This is one of the first prospective studies from two high-volume 
Latin American referral centers to assess postoperative quality-of-life 
changes at 12 months, using both the EHP− 30 and the EQ− 5D with 

MCID-based interpretation. Interpretation based solely on statistical 
significance may overestimate clinical relevance. MCID-based inter
pretation provides a more patient-centered framework.

We also used detailed surgical phenotyping using the updated 2021 
Enzian classification [13] and the procedures performed in concordance 
to these findings. Despite a high proportion of advanced disease 
requiring complex bowel procedures, complication rates remained 
comparable to international benchmarks.

In addition, the inclusion of the sexual domain of the EHP− 30—a 
domain rarely reported in the literature—represents an additional 
strength, given its high clinical relevance in women with deep infil
trating endometriosis.

This study has limitations. Recruitment at tertiary referral centers 
may have introduced selection bias toward more severe disease, and 
attrition reached 15.8% at 12 months, addressed in a balanced-sample 
sensitivity analysis (Supplementary Table 2). Although surgical tech
nique was standardized, a substantial proportion of patients continued 
postoperative hormonal therapy, reflecting real-world multimodal 
management; improvement therefore cannot be attributed to surgery 
alone. Changes were of similar magnitude by hormonal therapy status, 
but the untreated group comprised women after bilateral adnexectomy 
or seeking pregnancy and is not a no-treatment comparator. These 
exploratory analyses were not prespecified and are hypothesis- 
generating. Finally, no endometriosis-specific MCID has been derived 
under a Latin American value set; the pooled EQ− 5D index was re- 
scored with the French tariff to permit comparison against the only 
available disease-specific threshold, at the cost of applying societal 
weights that do not represent the populations studied. Results by center 
under locally recommended tariffs are provided so readers may judge 
the influence of the valuation scheme.

Fig. 2. EHP 30 and EuroQol-5D graphics at baseline, at 6 months and 12 months post surgical procedure.
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5. Conclusions

This bicentric Latin American cohort showed sustained, clinically 
important improvements after laparoscopic excision of DIE across 
multiple quality-of-life domains, including sexual functioning, which is 
infrequently evaluated. Anchoring changes from both disease-specific 
and generic instruments to MCID thresholds supports the role of surgi
cal excision in symptomatic DIE refractory to medical therapy. Further 
research should validate MCID thresholds in Latin American pop
ulations, extend follow-up beyond 12 months, and compare surgical and 
non-surgical approaches with standardized measures.
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