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Case Report

Lesson revisited: laparoscopic prowess in bowel endometriosis-a case
report on management of endometriosis involving the sigmoid colon
and appendix
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ABSTRACT

Endometriosis is a chronic inflammatory disorder affecting 10-12% of reproductive-age women. Although it primarily
involves pelvic organs, bowel endometriosis accounts for approximately 10% of cases, predominantly affecting the
rectosigmoid region. Symptoms may be nonspecific, and imaging findings can be misleading, often delaying diagnosis.
Surgical intervention remains both diagnostic and therapeutic, with laparoscopy now favored for its precision and
reduced morbidity. We present a case of a 26-year-old woman with acute lower abdominal pain radiating to the right
shoulder, alongside a six-month history of dyschezia, dyspareunia, and vaginal dryness. Imaging suggested a left-sided
endometriotic ovarian cyst adherent to the uterus with suspicion of sigmoid involvement. Laparoscopic exploration
revealed endometriotic lesions involving the sigmoid colon, appendix, and left ovary. Surgical management included
bilateral ureterolysis, left ovarian cystectomy, segmental sigmoid colectomy with nerve-sparing side-to-side
anastomosis, and appendicectomy. Specimens were retrieved via colpotomy. The patient had an uneventful recovery
and reported significant symptom improvement at follow-up. This case highlights the complex presentation of bowel
endometriosis and the pivotal role of laparoscopy in diagnosis and management. Segmental colectomy with nerve-
sparing techniques ensures complete resection while preserving autonomic function and optimizing outcomes.
Appendectomy is advisable when appendiceal involvement is suspected. Vaginal specimen retrieval may further reduce
postoperative morbidity. Multidisciplinary collaboration and patient-specific surgical planning are essential in
managing extensive bowel endometriosis.
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INTRODUCTION

Endometriosis is a chronic gynecological condition
characterized by the presence of normal endometrial tissue
outside the uterine cavity. It affects about 10-12% of
women of reproductive age.! While it most commonly
involves pelvic organs, it can also be found in extra-pelvic
locations such as the intestines, bladder, abdominal wall,
and thoracic cavity.>?

Endometriosis of the bowel accounts for 10% of cases,
primarily affecting the rectum and sigmoid in about 90%.
It usually appears as a single nodule larger than 1 cm in
diameter, often infiltrating the bowel's muscular layer and
surrounding tissues.! The pathogenesis of bowel
endometriosis is influenced by multiple factors. The
rectum and sigmoid colon are particularly susceptible to
the disease because refluxed endometrium tends to settle
in the pouch of Douglas, where its movement is restricted
by the sigmoid colon.*
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Symptoms of bowel endometriosis can be non-specific,
including dysmenorrhea and dyspareunia. More specific
bowel-related symptoms, such as diarrhoea, constipation,
dyschezia, and, rarely, bowel obstruction, depend on the
disease's location as also the lesion size. Both clinical
symptoms and imaging can be deceptive in diagnosing
bowel endometriosis. Any cyclical pelvic symptoms
should raise the suspicion.! Studies have shown surgical
intervention to be both diagnostic and therapeutic in young
females.> Excision of endometriotic deposits has been
found to be the most effective treatment in such cases and
with the advancement of techniques, laparoscopic
surgeries have emerged as the most preferred modality.
As the incidence of endometriosis is increasing worldwide,
all levels of health care providers including the primary
care physicians might be made aware of the varied
symptomatology and therapeutic modalities specially
minimally invasive ones.”

Here, we present a case of endometriosis presenting with
symptoms mimicking acute abdomen but found to have
endometriosis in the final picture which was managed
laparoscopically.

CASE REPORT

We report a case of Mrs. X, 26 years old presenting with
complaints of acute lower abdominal pain radiating to
right shoulder. On further probing, she revealed having
complaints of painful defecation since 6 months. She also
complained of dyspareunia and vaginal dryness which had
progressively increased since last 4 months. She had no
other medical or surgical history. There were no menstrual
irregularities except occasional dysmenorrhea.

On evaluation, imaging revealed features of a left sided
endometriotic cyst of 32x17x8 mm which was adhered to
the posterior surface of uterus (Figure 1). The anterior
surface of underlying rectosigmoid colon was also found
to be adherent to uterus with suspicion of a colorectal
nodule (Figure 2). She was planned for surgical
management and a multidisciplinary team, comprising a
gynecologist specialised in laparoscopic procedures and a
gastrointestinal surgeon planned the surgical intervention.

Initial exploration confirmed the presence of dense
adhesions between uterus and left ovary. Endometriotic
nodules were present over the sigmoid colon and appendix
apart from the left endometriotic cyst. Adhesions were
carefully lysed using harmonic energy devices applying
sharp and blunt dissection techniques. After bilateral
ureterolysis, both sided inferior epigastric nerves were
identified and separated from the endometriotic lesions.
The diseased peritoneum adherent to the tubo ovarian mass
was resected radically using energy sources. Left ovarian
cystectomy was done.

Since there were multiple nodules found to be involving
part of sigmoid colon, it was decided to proceed with a
limited sigmoid colectomy. (Figure 3). A side-to-side
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anastomosis was performed with a linear stapler (60 mm)
after resection of the part of sigmoid colon. Anastomosis
was checked for integrity. Appendicectomy was also done
as there seemed to be a surface endometriotic deposit.
Specimens were retrieved through a colpotomy incision.
Surgical duration was of 100 minutes and blood loss was
approximately 50 ml.

Her postoperative course was uneventful. She was
monitored for bowel function and signs of infection.
ERAS (enhanced recovery after surgery) protocol was
integrated in her post operative management. Albumin
infusion was administered in 2" and 3™ postoperative
days. Oral intake was gradually resumed, and she was
discharged on the fifth postoperative day after passage of
stools. At 6 weeks and 3 months follow-up post-surgery,
she reported significant improvement in her symptoms,
including resolution of painful defecation and vaginal
dryness. She continues to be monitored for recurrence at
the time of publication of this report.

Figure 1: Left sided endometriotic cyst of 32x17x8
mm adhered to the posterior surface of uterus.

Figure 2: Suspected Colorectal nodule secondary to
endometriosis adherent to uterus.
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Figure 3: Limited sigmoid colectomy specimen after
resection.

DISCUSSION

Bowel endometriosis is both diagnostic and therapeutic
conundrum for the physician. The diagnosis can be
challenging due to the non-specific nature of clinical
symptoms and imaging features.® Hence, a high degree of
suspicion is warranted in such cases. Dynamic contrast
enhanced MRI has proved to be useful as an imaging
modality.?® It is important to consider endometriosis as a
differential in young female patients with chronic
abdominal symptoms as stated.

Literature has found laparoscopy to be about 97% sensitive
in detecting endometriotic lesions.® Reports have also
shown that laparoscopic surgery including colectomy was
effective in reducing abdominal symptoms in
endometriosis.” Surgery is to be considered as a treatment
modality in patients of endometriosis presenting with
gastrointestinal ~ symptoms.!® Segmental colorectal
resections have emerged as feasible options for
management of bowel endometriosis.!! Such resections
are safe in expert hands and have decreased incidence of
post operative pain and surgical stress response as also a
faster return to normal bowel function. Complete surgical
resection is also necessary to have a better outcome.'>!3 A
higher spontaneous pregnancy rate is reported following
laparoscopic procedures.'

Segmental bowel resection has been recommended as the
treatment of choice in extensive, multifocal diseases where
conservative approaches are not feasible.'"!'> Our patient
also underwent segmental resection of sigmoid colon. A
trial comparing full thickness discoid colon resection with
segmental resection has failed to demonstrate any
advantage in the full thickness resection group though a
higher risk of anastomotic leak was recorded in the
segmental resection group.'®
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Some studies have mentioned that the limited resection of
a bowel segment with preservation of adjacent autonomic
pelvic nerve plexus can add to optimized wound healing
with decreased rates of severe complication rates such as
anastomotic leakage and fistula formation. In addition,
preservation of the rectal artery supply by sparing the
mesenteric inferior and rectal arteries, suggested an
association between the perfusion of the anastomosis and
better healing.!' Hence nerve sparing techniques variants
are preferred to be used in conjunction with segmental
resection.!” In keeping with the recommendations, we also
performed a nerve sparing resection in our patient. Our
patient also underwent an appendicectomy. In case of
endometriotic appendicular deposits, studies have
advocated appendectomy intraoperatively.'® The reasons
have been multiple including decreased incidence of
chronic pelvic pain and the elimination of appendicitis in
patients with endometriosis.'® Appendicular endometriosis
though rare can present as acute abdomen in the
reproductive age group."’

As understood, endometriosis can present with various
symptoms which might often lead to delay in diagnosis. As
primary care physicians are often the ones whom such
women present to, they need to be aware of the
management options and multidisciplinary treatment
modalities of endometriosis.?

In our case, specimens were retrieved vaginally. Reports
have shown that extraction of specimens through
colpotomy instead of a port site retrieval offers a
comparative advantage of reducing the overall wound size
as also post operative pain which was similar to our case.'”
Although our patient did not present with infertility as
such, laparoscopic segmental bowel resections have been
found to be effective in improving outcomes in these cases
also.?! Laparoscopic surgeries result in lesser post
operative adhesion formation which in turn has lesser
impact on fallopian tubes and ovaries thus improving the
fertility potential.”> But even though these are minimally
invasive, such surgeries need a skilled operator.?> Radical
resections with a patient tailored approach are the mandate
in bowel endometriosis.

CONCLUSION

This case underscores the importance of comprehensive
surgical planning with a multidisciplinary approach and
execution in the treatment of bowel endometriosis.
Meticulous  laparoscopic  management including
segmental bowel resection and appendectomy can provide
effective symptom relief and improve the quality of life for
patients with bowel endometriosis. Laparoscopic surgery
is minimally invasive but requires a skilled operator and
advanced techniques. Adequate informed consent before
surgery is essential.
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