STROBE Statement — Checklist of Items for Retrospective Cohort Studies
Manuscript: Preoperative endoscopic ultrasonography wall-layer stratification and bowel surgical management in rectosigmoid deep infiltrating endometriosis: a single-center retrospective study (submission to *Archives of Gynecology and Obstetrics*)
✓ = fully reported. Section references are to the corresponding sections of the submitted manuscript.
	Item No
	STROBE Checklist Item
	Reported?
	Manuscript Section

	Title and Abstract

	1
	(a) Indicate the study's design with a commonly used term in the title or the abstract; (b) informative and balanced summary of what was done and what was found
	✓
	Title; Abstract (Methods: single-center retrospective surgical cohort)

	Introduction

	2
	Scientific background, rationale, and explanation of why the study question matters
	✓
	Introduction, paragraphs 1–2

	3
	State specific objectives, including any prespecified hypotheses
	✓
	Introduction, final paragraph

	Methods

	4
	Present key elements of study design
	✓
	Study design and participants

	5
	Describe the setting, locations, and relevant dates, including periods of recruitment, follow-up, and data collection
	✓
	Study design and participants (single center; August 2018–December 2024)

	6
	(a) Cohort definition — give eligibility criteria and methods of selection; (b) for matched studies, matching criteria and number of exposed/unexposed
	✓ (a)
	Study design and participants (complete cohort of 25 EUS-plus-surgery DIE patients; none excluded) — not a matched study

	7
	Clearly define all outcomes, exposures, predictors, confounders, and effect modifiers
	✓
	EUS and surgical classifications; Perioperative variables; Paired MRI–EUS analysis

	8
	Describe any efforts to address potential sources of bias
	✓
	Surgical management and decision-making; Discussion (EUS reports available to the treating team; report-based grading; operative-reference limitations)

	9
	Explain how the study size was arrived at
	✓
	Study design and participants; Statistical analysis (complete retrospective cohort, n=25; no formal sample-size calculation)

	10
	Explain how quantitative variables were handled; if applicable, describe groupings
	✓
	EUS and surgical classifications; Statistical analysis (ordinal grades 0–3; exploratory grouping 0–1 vs 2–3)

	11
	If applicable, describe how loss to follow-up, missing data, and non-response were addressed
	✓
	Paired MRI–EUS analysis; Statistical analysis (21 paired examinations; complete-case paired analysis; no imputation)

	12
	(a) Describe all statistical methods, including confounder control; (b) subgroups, interactions, sensitivity analyses
	✓
	Statistical analysis (primary Spearman association; Fisher, Mann–Whitney, Kruskal–Wallis, exact McNemar; post hoc ROC/Youden analysis in Online Resources 1 and 3; malignant-transformation sensitivity analysis; no multiplicity adjustment)

	Results

	13
	(a) Report numbers of individuals at each stage; (b) flow diagram
	✓ (a)
	Study design and participants; Results, Patient characteristics and surgical management (25 included; 21 with paired MRI–EUS) — complete cohort with zero exclusions

	14
	(a) Descriptive data — characteristics of participants; (b) indications of numbers of outcome events or summary measures
	✓
	Patient characteristics and surgical management; Tables 1–2

	15
	Outcome data — report numbers of outcome events or summary measures
	✓
	Association between EUS grade and surgical management; Perioperative outcomes; Paired EUS–MRI findings; Online Resources 1 and 3

	16
	(a) Unadjusted estimates and, if applicable, confounder-adjusted estimates; (b) report categories/grade categories when relevant; (c) consider translating relative risk to absolute risk
	✓
	Association between EUS grade and surgical management (10/16 [62.5%] vs 0/9 [0%] with exact confidence intervals); Statistical analysis (no confounder adjustment)

	17
	Report other analyses done — subgroup/sensitivity
	✓
	Perioperative outcomes (four-grade analyses; segmental-resection comparison; malignant-transformation sensitivity analysis); Supplementary ROC analysis

	Discussion

	18
	Summarize key results with reference to study objectives
	✓
	Discussion, paragraph 1

	19
	Discuss limitations, considering sources of potential bias or imprecision, and, if relevant, discuss multiplicity
	✓
	Discussion, final paragraph

	20
	Give a cautious overall interpretation considering objectives, limitations, multiplicity, and results from similar studies
	✓
	Discussion; Conclusion

	21
	Discuss the generalizability (external validity)
	✓
	Discussion, final paragraph

	Other information

	22
	Give the source of funding and role of funders; if none, state so
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Notes for the editorial office
The study is a retrospective single-center surgical cohort. It includes all identified patients who met the EUS-plus-surgery eligibility criteria during the study period, with zero exclusions; a participant flow diagram was therefore not used.
EUS wall-layer grade and surgical-management grade describe different clinical constructs. The primary analysis evaluates their ordinal association; it is not an agreement study against an independent diagnostic reference standard.
Treating clinicians had access to the EUS reports. This incorporation within routine clinical decision-making is described in Methods and considered in the Discussion.
In the paired MRI–EUS subgroup, all 21 patients met the operative reference definition of rectosigmoid involvement. The comparison therefore reports the proportion in whom each modality identified involvement; it cannot estimate specificity, negative predictive value, or overall diagnostic accuracy.
The ROC analysis was post hoc, internally derived in the same cohort, and reported as supplementary exploratory material.
Ethics approval: Ethics Committee of the First Affiliated Hospital of the Air Force Medical University, approval number KY20252314-C-1; the requirement for informed consent was waived owing to the retrospective design.
Surgical-management grade definitions: grade 0 = no therapeutic bowel-wall treatment (bowel-sparing; adhesiolysis or mobilization alone allowed); grade 1 = bowel-wall treatment without resection; grade 2 = discoid, disc, or local bowel-wall resection with repair; grade 3 = segmental bowel resection with restoration of bowel continuity. This scale reflects the actual bowel-wall intervention rather than the operative approach.

