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INTRODUCTION

Endometriosis is the presence of functional endometrial 
tissue consisting of glands and/or stroma located outside 
the uterus occurring in 5 % -15 % of menstruating 
women1.It affects the intestinal tract in 3 – 37 % of 
all patients with pelvic endometriosis2.The differential 
diagnosis of colorectal endometriosis from malignancies 
of the colon and rectum is dif� cult due to similar 
colonoscopic and radiologic � ndings. Endometriosis 
causing acute bowel obstruction is relatively rare3,4.

We present this unusual disease in general surgical 
practice because of its rarity and also review the 
literature.
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ABSTRACT

Endometriosis is often seen in gynecology practice and is treated medically. However, intestinal 
involvement of endometriosis causing acute large bowel obstruction is uncommon and is dif� cult 
to differentiate from malignancy before surgery, owing to its similar colonoscopic and radiologic 
� ndings. We report a successfully-treated case of a 30-year-old woman in which endometrial 
in� ltration of the large bowel caused acute obstruction, requiring emergency surgery to relieve the 
symptom and con� rm the diagnosis. We present this unusual disease in general surgical practice and 
also review the literature. 

__________________________________________________________________

Keywords: colorectal malignancy, endometriosis, intestinal obstruction
__________________________________________________________________

CASE REPORT

A 30-year-old nulliparous woman presented to the 
emergency room with complaints of pain abdomen 
of 6 days duration, feculent vomiting, progressive 
abdominal distension and absolute constipation. She 
gave a history of altered bowel habits for the last 
one year characterised by passage of loose stool 
3 – 4 times per day followed by constipation on the 
next day that was unrelated to menstruation. Oral 
laxatives improved the condition but the constipation 
recurred when she was without medication. She also 
gave a history of dysmenorrhea and dyspareunia. On 
physical examination, she was lethargic, dehydrated 
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and had tachycardia. Abdominal examination revealed 
generalized distension and palpable bowel loops. Liver 
dullness was not obliterated and bowel sounds were 
exaggerated. Rectal examination revealed ballooning 
of the rectum and the non-tender uterus was felt 
anteriorly, and it was hard in consistency. An abdominal 
radiograph revealed the grossly dilatated large and small 
bowel with mucosal edema (Figure 1). 

Figure 1: Abdominal radiograph showing a gross 
dilatation of the large and small bowel with mucosal 
edema 

Flexible sigmoidoscopy revealed irregular mucosal 
swelling with a stricture 10 cm above the anal verge, 
which impededed the further advancement of the 
scope. There was no active bleeding at the time of 
the examination. Abdominal computed tomography 
(CT) showed a suspicious lesion in the recto-sigmoid 
junction of the colon with regional enlarged lymph nodes 
and ascites. The patient was taken up for emergency 
laparotomy after resuscitation with a provisional 
diagnosis of acute large bowel obstruction. At surgery, 
severe � brosis over the Douglas pouch and pelvic cavity 
was noted. A chocolate cyst of 3 X 3 cm was present 
in each of the ovaries with an intraperitoneal rupture 
of the left ovarian cyst and a grade IV endometriosis 
(Figure 2).

Figure 2: Operative photograph showing severe 
� brosis over the Douglas pouch and pelvic cavity 
with chocolate cysts in the bilateral ovaries and 
intraperitoneal rupture of the left ovarian cyst (blue 
arrow) and grade IV endometriosis.  The rectosigmoid 
junction was anteriorly entrapped by dense � brotic 
tissue (black arrow).

The upper rectum was anteriorly entrapped by dense 
� brotic tissue which distorted and caused a stenosis of 
the lumen. The surgery included adhesiolysis, anterior 
resection with diverting end colostomy/distal mucous 
� stula and total abdominal hysterectomy with bilateral 
salpingo-oophrectomy. The post-operative period was 
uneventful. On the tenth post-operative day she was 
discharged on Danazol 200 mg twice daily for six 
months. Histopathological examination of the resected 
specimen revealed endometrial glands and stroma 
embedded in the submucosa, muscle, subserosal and 
serosal surface of the rectum and both the fallopian 
tubes and ovaries (Figure 3).

Figure 3: Hisptopatholgical examination of the 
resected specimen revealed endometriosis. The tissue 
composed of stroma and glands of endometrium 
(blackarrow). (HE X 100) 
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On follow-up, she tolerated the drug well with minimal 
symptoms of pseudo-menopause. The colostomy was 
closed three months later. She remained stable during 
the one-year follow up. Her serial CA-125 remained 
within the normal limit.

DISCUSSION

Endometriosis is a common disease of unknown etiology. 
Extra-gonadal endometriosis is rarely diagnosed pre-
operatively. Presentations to general surgeons may be 
atypical and pose diagnostic dif� culty by mimicking 
other acute diseases5. 

The “neurologic hypothesis” and “in� ltration or invasion 
phenomenon” is a new concept in the pathogenesis of 
endometriosis: lesions in� ltrate the large bowel wall 
along the nerves, at a distance from the primary lesion. 
The mucosa is rarely involved as it is poorly innervated. 
Endometriosis in� ltrating the muscularis propria may 
lead to localized � brosis in the bowel wall, strictures, 
and bowel obstruction6.                   

The rectosigmoid is the most common site (70 %)   
followed by the small bowel (1 % -7 % ) for intestinal 
endometriosis. The true incidence of endometriosis 
causing bowel obstruction is unknown although 
complete obstruction of the bowel lumen occurs in less 
than 1 % of cases7. 

The diagnosis of endometriosis may be suspected on 
the basis of the clinical history. Forty percent of the 
patients present symptoms in a cyclic manner, which are 
usually related with menses7.In our patient, symptoms 
relapsed irregularly and were not related with menses.

It is dif� cult to establish a preoperative diagnosis of GI 
endometriosis, because GI tract symptoms can mimic 
a wide spectrum of diseases. However, endometriosis 
of the large bowel should be suspected in young, 
nulliparous patients with abdominal pain, in conjunction 
with signs of obstruction8.

In our case also, as in others previously reported in 
the literature,3, 4, 8, 9 it was impossible to establish an 
accurate preoperative diagnosis due to the vagueness 
of symptoms. 

Although endoscopic diagnosis of colonic endometriosis 
has been reported, the mucosa is usually normal or 
shows minimal mucosal abnormalities and an extrinsic 
process or � brosed stenoses10.

CT is not the primary imaging modality for evaluation 
of bowel endometriosis, although it can occasionally 
demonstrate a stenosing rectosigmoid mass. Multislice 
CT, combined MRI and rectal endoscopic ultrasonography 

have recently been proposed to evaluate the depth of 
the rectal wall in� ltration by endometriosis7.

Laparoscopy remains the only modality to con� rm the 
presence of intestinal endometriosis prior to laparotomy 
and even treatment of intestinal endometriosis. 
Furthermore, recovery from laparoscopic surgery is 
better than from traditional laparotomy11.

There is great interest in the use of serum markers to 
diagnose endometriosis. Tumor marker CA-125 has 
been used to monitor the progress of endometriosis. 
For the accidental � nding of intestinal endometriosis 
with absent or mild symptoms of obstruction, hormone 
therapy with danazol or GnRH analogs may be 
considered11.

Surgical resection of the moderately to severely 
obstructed endometriotic bowel has been shown in 
a previous study to be safe and to provide long-term 
symptomatic relief. Perioperative frozen section biopsy 
is suggested in the case of inadequate resection to rule 
out carcinoma, which overall accounts for 1 % of the 
cases7, 11. 

More than 30 % of cases will have disease recurrence 
after medical or surgical treatment. Postsurgical 
administration of danazol or GnRH analogs has 
lengthened the pain-free interval and decreased 
symptom recurrence rates in patients following surgery 
with severe endometriosis12.

In this paper, we report a rare presentation of 
endometriosis characterized by an acute large bowel 
obstruction. The report points out that endometriosis 
remains a challenging condition for clinicians, especially, 
as in our case, when the symptoms are not related to 
menses. Intestinal endometriosis should be considered 
in reproductive women with GI symptoms and/or pelvic 
pain in conjunction with signs of intestinal obstruction 
or an intestinal mass of unknown origin.
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