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of the Control group was observed at the second follow-up 
(p < 0.001), but not at the first follow-up (p = NS).
Conclusions Women on DNG/EE COC continuous regi-
men reported a reduction of endometriosis-associated 
pelvic pain and there was an improvement of their sexual 
activity and their QoL that was better than the DNG/EE 
21/7 conventional regimen.
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Introduction

Symptoms of endometriosis impact on many aspects of a 
woman’s life including work, education, relationships, and 
social functioning. As symptoms become more severe, 
quality of life (QoL) is further reduced [1–3]. Endometrio-
sis also impacts on mental health, with depressive symp-
toms and anxiety [4]. Spontaneously, or more often as a 
result of medical counseling, women refer sexual discom-
fort, principally dyspareunia [5]. Women with endometri-
osis refer chronic pelvic pain [6, 7], a disabling condition 
that affects approximately 10 % of women of reproductive 
age [8]. The development of endometriotic lesions induces 
a chronic, inflammatory reaction that typically causes pain-
ful symptoms [9]. Symptoms and signs associated with 
endometriosis are severe dysmenorrhea, pelvic pain, deep 
dyspareunia, ovulation pain, cyclical or perimenstrual 
symptoms, with or without abnormal bleeding, dyschezia, 
fatigue/weariness as well as infertility [10, 11].

Several medical treatments are adopted to treat endo-
metriosis. Among them, progestogens or combined 
contraceptives may be used as first-line therapy for 
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ogest and 30 µg ethinyl estradiol (DNG/EE) compared to a 
21/7 regimen on the quality of life (QoL) and sexual func-
tion in women affected by endometriosis-associated pelvic 
pain.
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treated with DNG/EE COC continuous regimen; 33 women 
were given DNG/EE COC in a 21/7 regimen. To define 
the endometriosis-associated pelvic pain, the Visual Ana-
logic Scale was used. The Short Form-36, Female Sexual 
Function Index (FSFI) and the Female Sexual Distress 
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follow-ups.
Results At 3 and 6 months of treatment there was an 
improvement in pain of the Study group (p < 0.001). The 
Control group underwent pain improvement at the second 
follow-up (p < 0.05). At the first and the second follow-
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endometriosis-related pain symptoms [12, 13]. Outcomes 
depend on the specific dose, formulation, delivery system, 
or regimen [14, 15]. Conventional 21/7 regimens can fail, 
therefore a so-called long-cycle regimen was introduced 
[16–18]. In fact, women on conventional COCs may still 
experience headaches, pelvic pain and mood changes dur-
ing the hormone-free interval [19], mainly due to the raised 
estradiol levels and increasing number of follicles induced 
by the increasing follicle-stimulating hormone levels dur-
ing the hormone-free interval [20].

Several progestins have been used for off-label treatment 
of endometriosis [21, 22]. Among them, Dienogest (DNG) 
has been approved for clinical treatment of endometriosis 
[23]. It exhibits highly selective binding to the progesterone 
receptor and has high progestational and significant antian-
drogenic activity, but only moderate antigonadotrophic 
activity. Its elimination half-life is around 10 h [24]. DNG 
2 mg daily provides ovulation inhibition [25], however, it 
has not been approved as a contraceptive [26]. Currently, 
DNG is used with ethinyl estradiol (EE) in a combined 
21/7 regimen pill or with estradiol valerate (E2V) in a 26/2 
four phase formulation pill [27].

The aim of this comparative, open-label prospective 
study was to evaluate the effects of 2 mg DNG and 30 µg 
EE (DNG/EE) COC in a continuous-regimen or conven-
tional 21/7 regimen for 6 months on QoL and sexual func-
tion in women affected by endometriosis without the desire 
for procreation.

Materials and methods

The departmental institutional review board approved the 
study. The study protocol conformed to the ethical guide-
lines of the 1975 Helsinki Declaration. Informed written 
consent was obtained from each woman before entering the 
study, and they did not receive payment of any kind. The 
time of enrollment was from January 2014 to February 
2015.

Ninety-six Caucasian women aged 18–35 years (mean 
age 27.6 ± 6.5), affected by chronic pelvic pain, were 
enrolled in a comparative, open-label prospective study. 
Each of them had been using on-demand non-steroidal 
anti-inflammatory drugs, from 14 months to 9 years. 
After having received counselling on the benefits of DNG/
EE COC usage in a continuous-regimen, 33 (34.4 %) 
women choose to adopt the conventional 21/7 regimen, 
to have monthly bleeding, knowing that the symptoms 
would change slowly with respect to the continuous regi-
men usage. They were enrolled as the Control group after 
having signed a new informed consent. Table 1 shows the 
demographic characteristics of the Study group and the 
Control group at baseline. At enrollment, physical and 

gynecological examinations, and transvaginal sonogra-
phy (TVS) were performed. Moreover, medical, surgi-
cal and medication history were assessed to ensure study 
eligibility on the basis of inclusion and exclusion criteria. 
On the basis of ESHRE guidelines [10], women affected 
by chronic pelvic pain with a clinical suspicion of endo-
metriosis (dysmenorrhea, noncyclical chronic pelvic pain, 
deep dyspareunia, dyschezia) were included. These women 
than underwent TVS to identify or rule out recto-vaginal 
endometriosis, deep endometriosis, ovarian endometrioma, 
or adenomyosis. Moreover, they were sexually active, hav-
ing had at least one sexual activity during the month before 
counseling, without desiring procreation in the following 
6 months after the start of the study. Women with a his-
tory of non-organic sexual dysfunction, or having a partner 
affected by sexual dysfunction, or on GnRH analogue treat-
ment for <6 months or hormonal contraceptive treatment 
for <3 months, were excluded.

Instruments

To define the endometriosis-associated pelvic pain, the 
Visual Analog Scale (VAS) was used [28]. Women were 
instructed to place a mark on a 0–10 scale, 0 representing 
absence of pain and 10 indicating unbearable pain. The 

Table 1  Demographic characteristics

Study group
n = 63

Control group
n = 33

p

Age range (years) 18–35 18–35 NS

Mean age 26.8 ± 5.72 27.1 ± 7.3 NS

BMI (kg/m2) 23.6 ± 4.7 24.6 ± 3.1 NS

Age at menarche 12.6 ± 2.9 12.1 ± 2.1 NS

Menstrual cycle length (days) 25–32 26–31

Duration of menses (days) 4.2 ± 2.5 4.1 ± 1.9 NS

Chronic pelvic pain 51 (100 %) 21 (100 %) NS

Dysmenorrhoea 40 (78.4 %) 16 (76.2 %) NS

Dyspareunia 38 (74.5 %) 15 (71.4 %) NS

Parity

 Nulliparous 39 (76.5 %) 16 (76.2 %) NS

 One or more children 13 (23.5 %) 5 (23.8 %) NS

Cigarette smoking

 Non-smoker 41 (80.4 %) 16 (76.2 %) NS

 Current smoker 10 (19.6 %) 5 (23.8 %) NS

 Daily cigarettes 9.2 ± 1.8 10.1 ± 1.4 NS

Current coffee drinker 48 (94.1 %) 19 (94.4 %) NS

 Daily cups of coffee 2.8 ± 1.5 2.5 ± 1.9 NS

Systolic blood pressure (mmHg) 115.5 ± 12.7 113.4 ± 10.8 NS

Diastolic blood pressure  
(mmHg)

68.7 ± 6.8 67.2 ± 7.5 NS

Heart rate (x min) 65.8 ± 10.4 65.6 ± 10.8 NS
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Short Form-36 (SF-36) validated questionnaire was used to 
assess QoL [29]. The questionnaire contains 36 questions 
grouped into eight categories: physical functioning (ten 
items), physical role functioning (four items), bodily pain 
(two items), general health (six items), vitality (four items), 
social functioning (two items), emotional role functioning 
(three items) and mental health (five items). Women were 
instructed to place a mark on a 0–100 scale for each item 
that best corresponded to their feelings, from the lowest to 
the highest score of a given category of QoL. Thereafter, 
the sum of all items of each category was made. Mean val-
ues were calculated on the basis of individual items within 
a given category. Consequently, eight scale scores were 
obtained, with higher scores indicating better functioning.

Each woman underwent a sexual history interview 
before starting treatment. To define female sexual dysfunc-
tion (FSD), the revised definition and classification of the 
international consensus development conference on FSD 
was used [30]. Sexual behavior was assessed using the self-
administered Female Sexual Function Index (FSFI) vali-
dated in the Italian gynecological population [31]. The FSFI 
consists of six domains, which include desire (two items), 
arousal (four items), lubrication (four items), orgasm (three 
items), satisfaction (three items), and pain (three items), 
answered on a five point Likert scale, ranging from 0 (no 
sexual activity) or 1 (never/very low) to 5 (always/very 
high). A score is calculated for each of the six domains and 
the total score is obtaining summing all the items. The total 
score range is 2–36. A cut-off of ≤26.55 is usually accepted 
for diagnosis of sexual dysfunction in women within a wide 
age range. Moreover, for diagnosis of sexual dysfunction 
an essential element is the requirement that the condition 
causes significant personal distress for the woman. There-
fore, the Female Sexual Distress Scale (FSDS) was used 
[32]. The FSDS consists of 12 items, with a maximum score 
of 48. An FSDS score of ≥15 corresponds to clinically sig-
nificant distress. We considered women with an FSFI score 
of ≤26.55 to be affected by sexual dysfunction if they also 
had an FSDS score of 15 or greater.

After the baseline evaluation, each woman of the Study 
group was prescribed DNG/EE COC in a continuous-
regimen for 6 months. Women of the Control group were 
prescribed the same COC in a conventional 21/7 regimen. 
The study included two follow-ups at 3 and 6 months. All 
questionnaires were administered to both the groups at 
baseline evaluation, and at both the follow-ups. Moreover, 
each woman received a diary to record daily sexual events 
as well as adverse events before and during treatment.

Statistical analysis

ANOVA was used to compare the demographic and clinical 
data between the two groups. The difference was estimated 

with the 95 % confidence interval (CI). Paired Student’s t 
test was used to compare the values obtained at baseline 
with those of both follow-ups from the SF-36 domains and 
VAS. The comparisons in the changes of the volume of the 
recto-vaginal nodules and ovarian endometrioma during 
treatment between the two groups were performed by using 
the t test.

For comparisons of the values obtained from the FSFI 
items between baseline and both the follow-ups, the non-
parametric Wilcoxon rank-sum test with z values was used. 
Scores are presented as mean ± SD. The result was statisti-
cally significance when p < 0.05. Statistical analysis was 
carried out using the Primer of Biostatistics statistical com-
puter package (Glantz SA, New York, USA: McGraw-Hill, 
Inc. 1997).

Results

After the baseline counseling, 33 (34.4 %) women refused 
the DNG/EE COC continuous regimen, choosing to adopt 
the conventional DNG/EE 21/7 regimen, because they did 
not accept induced amenorrhea. They were considered as 
the Control group after having signed a new informed con-
sent. Consequently, 63 (65.6 %) women constituted the 
sample. Table 1 shows the demographic characteristics of 
the Study group and the Control group at baseline.

By the TVS, 40 (63.5 %) and 23 (36.5 %) women of the 
Study group, and 21 (63.6 %) and 12 (36.4 %) women of 
the Control group were discovered to have recto-vaginal 
endometriosis and ovarian endometriomas, respectively. 
At baseline, there was no significant difference in the mean 
(±SD) volume of the endometriotic recto-vaginal nodules 
(5.1 ± 2.1 and 5 ± 2.2 cm3, p = NS), and of the ovarian 
endometriomas (7.2 ± 2.4 and 7.3 ± 2.5 cm3, p = NS) 
between the groups, respectively. At the second follow-up, 
the mean volume of the endometriotic recto-vaginal nod-
ules was more reduced in the Study group (4.1 ± 1.8 cm3) 
(p < 0.02) than in the Control group (4.5 ± 1.6 cm3) 
(p = NS) compared with baseline dimensions. Similar 
TVS evidence was observed in volumetric changes in ovar-
ian endometriomas volumes; in fact, at the second follow-
up they reduced more prominently in the Study group 
(4.5 ± 1.8 cm3) (p < 0.001) than in the Control group 
(6.3 ± 1.6 cm3) (p = NS) compared with baseline volumes. 
Moreover, 11 (17.5 %) women of the Study group and 5 
(12.2 %) of the Control group had adenomyosis associated 
with endometriosis, diagnosed by TVS as a round cystic 
area within the myometrium, or inhomogeneous irregu-
lar myometrial echotexture, or a myometrial area with 
decreased or increased echogenicity, or myometrial hypo-
echoic linear striations.
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At the first follow-up, 6 (9.5 %) women of the Study 
group and 4 (12.1 %) of the Control group discontinued 
treatment because of spotting and breast tenderness. At the 
second follow-up, 57 (90.5 %) and 29 (87.9 %) women of 
the Study group and the Control group, respectively, were 
still using DNG/EE COC. Moreover, the women of both 
the groups reported mild adverse events that did not cause 
discontinuation. The Study group had nausea (7 = 11.1 %) 
and breast tenderness (6 = 9.5 %). At the first and second 
follow-ups, all women experienced amenorrhea. Women 
of the Control group reported nausea (6 = 18.2 %), breast 
tenderness (4 = 12.1 %) and spotting (5 = 15.1 %). No 
woman reported amenorrhea.

Figure 1 shows the improvement in the pelvic pain 
by VAS after 3 (p < 0.001) and 6 months (p < 0.001) of 
women on DNG/EE COC in continuous-regimen usage. 
Women on the DNG/EE 21/7 regimen had no change at the 
first follow-up (p = NS), and only a slight improvement at 
the second follow-up (p < 0.05).

Figure 2 shows the percentage in reduction of the pain-
ful symptoms. At the first and the second follow-ups, 
women in the Study group reported a reduction in chronic 
pelvic pain, dysmenorrhea and dyspareunia of 42, 100 and 
64 %; and of 98, 100 and 95 %, respectively, when com-
pared with baseline values. In the Control group, the reduc-
tion of pain symptoms was lower than in the Study group; 
in fact, chronic pelvic pain, dysmenorrhea and dyspareunia 
were reduced by 25, 26 and 33 % at the first follow-up; and 
by 31, 34 and 55 % at the second follow-up, respectively.

Figure 3 shows the changes of QoL of the Study group 
(A) and the Control group (B). At the first (p < 0.05) 
and the second follow-ups (p < 0.001), the Study group 
reported QoL improvements in all categories. Contrarily, 
the Control group did not report any change at the first 
follow-up (p = NS), and only a slight improvement at the 
second follow-up (p < 0.05) with respect to baseline val-
ues. The intergroup statistical comparison analysis of QoL 
between baseline, first and second follow-up values showed 

Fig. 1  Visual Analog Scale 
score of women affected by 
endometriosis-associated pelvic 
pain before and during 2 mg 
dienogest/30 µg ethinyl estra-
diol continuous regimen or 21/7 
regimen

Fig. 2  Improvement of pain 
of women with endometriosis-
associated pelvic pain before 
and during 2 mg dienogest and 
30 µg ethinyl estradiol com-
bined oral contraception usage 
in a continuous-regimen or in 
21/7 regimen
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no differences (p = NS). On the contrary, the comparison 
between the Study group and the Control group was sta-
tistically significant at the first (p ≤ 0.04) and the second 
follow-ups (p < 0.001).

Table 2 shows the intergroup statistical comparisons 
analysis of the FSFI and FSDS scores between baseline, 
first and second follow-up scores. At baseline no differ-
ence was observed between the Study group and the Con-
trol group (p = NS). At the first follow-up the intergroup 

difference was statistically significant for arousal, orgasm, 
satisfaction and dyspareunia (p < 0.01) but not for desire 
and lubrication (p = NS). At the second follow-up the inter-
group difference was statistically significant for all items 
(p < 0.03). At the first and the second follow-ups, the Study 
group showed an improvement in FSFI total score and in 
the FSDS score (p < 0.001); on the contrary, the Control 
group showed an improvement at the second follow-up 
(p < 0.05), even if the scores did not reach the cut-off, with 
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Fig. 3  Quality of life of women affected by endometriosis-associated pelvic pain before and during 2 mg dienogest/30 µg ethinyl estradiol con-
tinuous regimen (a) or 21/7 regimen (b)
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the FSFI total score and the FSDS score being 24.9 ± 1.4 
and 15.2 ± 1.6, respectively.

It was interesting to note that the monthly frequency 
of sexual activity recorded in the daily diary by the Study 
group improved from 1.9 ± 1 (baseline) to 3.5 ± 1.1 (sec-
ond follow-up) (p < 0.001). The improvement recorded 
by the Control group was from 2 ± 0.9 (baseline) to 
2.4 ± 1.1 (second follow-up) but not statistically significant 
(p = NS).

Finally, the Study group reduced the usage of on-
demand non-steroidal anti-inflammatory drugs during the 
first month of COC intake and stopped them from the sec-
ond month of treatment. On the contrary, the Control group 
reduced the intake of the drugs from the third month, but 
continued to take them during their COC regimen usage, 
especially during the hormone-free interval of 7 days.

Discussion

Assessment of QoL is a crucial parameter to take into con-
sideration before concluding on the efficacy of a treatment. 
The QoL and the sexual function of women with a clini-
cal diagnosis of endometriosis-associated pelvic pain were 
investigated over 6 months in two groups in a compared 
open-label prospective study; the Study group included 
women using 2 mg DNG/30 µg EE COC continuous-regi-
men and the Control group women on 2 mg DNG/30 µg EE 
COC 21/7 conventional regimen.

The efficacy of the two regimens was evaluated at 3 
(first follow-up) and 6 (second follow-up) months. Firstly, 
the Study group had an improvement of the pain syndromes 

evaluated by VAS at both the follow-ups, while the Con-
trol group experienced a slight improvement at the second 
follow-up [33]. Moreover, the percentage of pain symp-
toms decreased more prominently in the Study group than 
in the Control group. Interestingly, all the women of the 
Study group underwent amenorrhea and, consequently, had 
no dysmenorrhea. Moreover, 63.5 % of the women of the 
Study group and 63.6 % of women of the Control group 
had deep endometriosis, the percentage was higher than 
that usually reported by other authors [34]. On the other 
hand, adenomyosis associated with endometriosis lesions 
was observed less than reported by other authors [35, 36]. 
Moreover, the significant reduction of the volume of the 
deep nodules observed by ultrasound in women on continu-
ous regimen COC was unexpected. This could depend on 
the regimen used and on the effect of DNG [37, 38]. In fact, 
it was surprising that 30µg EE did not change the effects 
of DNG in reducing the proliferation of the endometriosis 
lesions by apoptotic activity. Similar results on the intes-
tinal endometriosis lesions have been obtained using con-
tinuous regimen COC having lower EE dosage (15 µg) 
than our regimen, and using gestodene rather than DNG as 
progestogen [39]. Further studies are needed to ensure that 
these data are significant, supported by histological find-
ings of a proliferative reduction obtained by laparoscopy.

At the first and the second follow-ups a progressive 
improvement in all categories of the QoL was observed in 
the study group. The QoL of the Control group improved 
slightly at the second follow-up. The intergroup statistical 
comparison analysis between each follow-up showed a bet-
ter efficacy of the DNG/EE continuous regimen than the 
21/7 conventional regimen in all the QoL aspects.

Table 2  Intergroup Female Sexual Function Index (FSFI) and 
Female Sexual Distress Scale (FSDS) statistical comparison analy-
sis between baseline, 3 and 6 month values of women with endome-

triosis on 2 mg dienogest/30 µg ethinyl estradiol combined oral con-
traception (C.R.) usage in a continuous-regimen or in 21/7 regimen 
(21/7 R.)

Values are mean ± SD

NS not significant

* p values determined by non parametric Wilcoxon’s rank sum test

FSFI items Baseline p First follow-up p* Second follow-up p*

CR 21/7 R CR 21/7 R CR 21/7 R

63 33 57 29 57 29

Desire 3.2 ± 1.3 3.1 ± 1.1 NS 3.4 ± 1.6 3.2 ± 1.3 NS 4.8 ± 1.2 4. ± 1.2 0.004

Arousal 3.4 ± 1.1 3.5 ± 1.2 NS 4.2 ± 1.1 3.5 ± 1.5 0.01 4.9 ± 1.4 4 ± 1.3 0.005

Lubrication 3.8 ± 1.2 3.6 ± 1.6 NS 4.2 ± 1.3 3.7 ± 1.2 NS 4.8 ± 1.5 4.1 ± 1.2 0.03

Orgasm 3.3 ± 1.1 3.3 ± 1.4 NS 4.3 ± 1.2 3.4 ± 1.2 0.001 5.1 ± 1.2 4.3 ± 1.3 0.006

Satisfaction 3.6 ± 1.1 3.5 ± 1.3 NS 4.2 ± 1.1 3.6 ± 1.1 0.01 4.7 ± 1.3 4.1 ± 1.2 0.04

Dyspareunia 2.4 ± 1.3 2.2 ± 1.8 NS 4.2 ± 1.2 2.7 ± 1.6 0.001 5.6 ± 1.6 4 ± 1.4 0.001

FSFI total score 19.7 ± 1.9 19.2 ± 1.5 NS 24.5 ± 1.3 20.1 ± 1.4 0.001 29.9 ± 1.4 24.9 ± 1.4 0.001

FSDS score 18.4 ± 1.3 18.8 ± 1.6 NS 14.2 ± 1.3 17.5 ± 1.2 0.001 11.4 ± 1.2 15.2 ± 1.6 0.001
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Endometriosis strongly influences the sexual life of 
women [40]. They therefore need to have treatment on the 
basis of their symptoms. The women’s sexual life during 
our investigation improved in the Study group, with the 
exception of desire and lubrication scores at the first fol-
low-up. At the first and the second follow-ups, the Study 
group showed improvements in FSFI total score and in the 
FSDS score; on the contrary, the Control group showed an 
improvement at the second follow-up, without reaching 
FSFI score and FSDS score cut-offs. Finally, the intergroup 
FSFI and FSDS statistical comparison analysis between 
each follow-up showed a better sexual life in the Study 
group than in the Control group. The frequency of sexual 
activity improved in a more evident manner in the Study 
group than in the Control group. The progressive reduction 
of pain, mainly dyspareunia and pelvic pain, reported by 
women with respect to the DNG/EE usage could have con-
tributed to improve their QoL and sexual life. Moreover, a 
reduction in the Control group, and a cessation in the Study 
group, of on-demand non-steroidal anti-inflammatory drugs 
were observed.

Recently, DNG 2 mg daily usage has been approved for 
clinical treatment of endometriosis [23]. Even if it induces 
ovulation inhibition [25], it has not been approved as a con-
traceptive [26]. Consequently, in this study DNG was used 
with EE in a COC, because of the fact that women did not 
wish to have children, but rather to resolve their pain symp-
toms. DNG represents a promising new medication for the 
long-term management of endometriosis, with positive 
effects on QoL and sexual life [40]. DNG also has direct 
anti-proliferative, immunologic and anti-angiogenic effects 
that contribute to the reduction of endometriosis-associated 
symptoms [27, 28]. However, it is associated with a high 
incidence of abnormal menstrual bleeding patterns, whose 
intensity and frequency decrease over time, and women 
desiring pregnancy generally tolerate side effects better, 
with few discontinuing therapy [41]. On the other hand, 
women that want to avoid pregnancy, such as the subjects 
of this study, could obtain the same benefits using COC 
containing DNG. Nevertheless, the COC continuous regi-
men that we adopted in this study depended on the pharma-
cokinetic characteristic of DNG having an elimination half-
life of around 10 h. Consequently, the 21/7 conventional 
COC regimen having a seven-day hormone-free interval 
produced limited benefits on pain symptoms. Moreover, 
the continuous regimen with the anti-proliferative activity 
of DNG was able to modulate the menstrual cycle, induc-
ing decreased bleeding/spotting compared to those treated 
conventionally [42].

In our study, at the first follow-up 9.5 % of the women in 
the Study group discontinued COC usage because of spot-
ting, less than those of the Control group, 12.1 %. However, 
100 % of the women of the Study group who completed the 

investigation suffered from amenorrhea from the first fol-
low-up. A low spotting rate in a continuous COC regimen 
is not usual. Spotting and irregular bleeding are more often 
reported by Authors at the beginning of COC use, decreas-
ing with time [43]. Moreover, amenorrhea and absence of 
bleeding usually increase during usage [44]. Some authors 
recently emphasized the need to educate, by adequate 
counseling, not only women but also clinicians about the 
use of extended and continuous regimens, to better control 
cyclical symptoms [45, 46].

Chronic pelvic pain is pain lasting longer than 6 months 
and is estimated to occur in 15 % of all women. Apart from 
gynecological disorders, urologic, gastroenterologic, and 
musculoskeletal disorders can cause chronic pelvic pain 
[47]. The multidisciplinary nature of chronic pelvic pain 
may cause some confusion in making a correct diagno-
sis and prescribing treatment. To avoid this, only women 
affected by chronic pelvic pain with dysmenorrhea and 
dyspareunia were enrolled in our study. Chronic pelvic 
pain usually starts during adolescence. In fact, most women 
affected by pelvic pain report symptoms beginning dur-
ing adolescence, they also report a longer time and worse 
experience before obtaining a diagnosis. Consequently, 
treatment is often started several years later [48]. Women 
and adolescents with endometriosis frequently use non-
steroidal anti-inflammatory symptomatic drugs [22], delay-
ing proper treatment and often not restricting the progres-
sion of endometriosis. Early diagnosis is essential in order 
to decrease pain and hopefully prevent disease progression 
and preserve future fertility [49].

Even if laparoscopy continues to be considered the gold 
standard investigation to diagnose endometriosis, it should 
not used routinely for diagnosis. Today, sonographers with 
good experience of endometriosic lesions can made the 
diagnosis with a high sensitivity. Consequently, pain symp-
toms suggestive of endometriosis can be treated without a 
definitive diagnosis using a therapeutic trial of a hormonal 
drug to reduce menstrual flow [9, 50]. On the other hand, 
no single treatment is ideal for all patients and the manage-
ment approach chosen should be directed to the individual 
needs of each patient [6].

Moreover, we have to consider that all women are not 
the same, and not all women can use the same contraceptive 
regimen for non contraceptive benefits. Therefore, the first 
step in prescribing a pill to a woman is to understand her 
needs [51, 52]. We are entering the post-contraceptive era 
where the concept of tailoring a contraceptive to a woman 
has to be adopted [53]. In fact, in our study, 34.4 % of the 
women that had been screened refused to take a continuous 
regimen COC, considering menses as a sign of normality 
and health, opting for a 21/7 conventional regimen. New 
OCs, classified as extended and continuous cycle OCs, will 
give women the possibility of choosing their contraception, 
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modifying the length of menstrual cycles or alleviating 
symptoms of coexisting medical conditions [54], as in the 
current study.

The main limits of the current study were the small 
number of subjects in both groups, and, the lack of rand-
omization, as well as the failure of laparoscopy to confirm 
endometriosis. All these will be taken into consideration in 
our future full studies.
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