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ABSTRACT
Background: Endometriosis is a benign gynaecological condition that causes significant morbidity to women of
reproductive age group. It uncommonly affects the gastrointestinal tract and acute bowel obstruction is a rare
manifestation.
Methods: A retrospective observational study was conducted on eight patients.
Results: In three patients (37.5%), small intestinal involvement was seen, and colon was involved in five patients
(62.5%). One (12.5%) patient presented with complete bowel obstruction while in others partial obstruction of the
intestine was seen.
Conclusions: Intestinal endometriosis is a diagnostic challenge and should be considered in young menstruating
women with gastrointestinal symptoms. Intestinal endometriosis is the most common extra-pelvic site and it is found
in 12% of women with endometriosis. The true incidence of endometriosis causing bowel obstruction is unknown. Pre
or intraoperative sigmoidoscopy may prove helpful in ruling out malignancy. The gold standard for diagnosis is
laparoscopy and biopsy, which allows a full assessment of the pelvis as well as surgical resection if required. The
management of endometriosis is an integrated approach of both medical and surgical therapy. Bowel resection is
usually undertaken if there are features of obstruction or bleeding, and if there is suspicion of malignancy.
Keywords: Bowel obstruction, Endometriosis, Intestinal endometriosis

INTRODUCTION
Endometriosis is the ectopic growth of viable
endometrium outside the uterus, affecting approximately
7-10% of females.1 Endometriosis can involve intra- and
extra-peritoneal sites. In decreasing order of frequency,
the intra-peritoneal locations are ovaries (30%),
uterosacral ligaments (18%-24%), fallopian tubes (20%),
pelvic peritoneum, pouch of Douglas, and gastrointestinal
(GI) tract. Extra-peritoneal locations include cervical
portion (0.5%), vagina and rectovaginal septum, round
ligament and inguinal hernia sac (0.3%-0.6%), umbilicus
(1%), abdominal scars after gynaecological surgery

(1.5%) and caesarean section (0.5%).Endometriosis
rarely affects extra-abdominal organs such as the lungs,
urinary system, skin and the central nervous system.2,3
TVS is the mainstay in evaluating symptoms associated
with endometriosis and is accurate in detecting
endometriomas.
Gastrointestinal
involvement
of
endometriosis has been estimated in 3%-15% of
menstruating women.4 It is generally an asymptomatic
condition and often diagnosed at operative time. The
most common areas of intestinal involvement are the
rectum and recto-sigmoid colon followed by sigmoid
colon, cecum, terminal ileum, proximal colon and
appendix.
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Endometriosis causing large intestinal obstruction is
extremely rare with incidence less than one percent and is
hard to differentiate from malignancy before surgery. 4
METHODS

Exclusion criteria
•
•
•

Pregnant women
Post-menopausal women
Blunt abdominal trauma in women of reproductive
age group
Any history of adnexal or uterine malignancy.

In accordance with the ethical principles and the approval
by the institutional research and ethics committee a
retrospective observational study was conducted in the
Department of obstetrics and gynecology in collaboration
with Department of Gastro-surgery of Dayanand medical
college and hospital over the period of four years.

•

Inclusion criteria

In present study eight patients in the age group of 25-40
years presented with gastrointestinal symptoms without
any specific positive family history.

•

•

Women in reproductive age group with
gastrointestinal symptoms like pain abdomen,
bleeding per rectum, heaviness in lower abdomen
menorrhagia and dysmenorrhea
Women in reproductive any associated gynecological
symptoms or signs were included in the study.

The relevant demographic data and findings were noted,
and conclusion was derived.
RESULTS

They were operated on
histopathological
findings
endometriosis.

high suspicion and
confirmed
intestinal

Table 1: Data of patients of intestinal endometriosis admitted in Dayanand Medical College and Hospital.
Age
25
29
33
34
30
38
40
40

Parity
Nulliparous
Multiparous
Multiparous
Multiparous
Multiparous
Multiparous
Multiparous
Multiparous

Symptoms
Pain abdomen
Pain abdomen
Pain abdomen
Pain abdomen
Pain abdomen
Anemia
Bleeding per rectum
Pain abdomen

Site involved
Sigmoid colon
Sigmoid colon
Sigmoid colon
Ileal loops
Ileal loops
Sigmoid colon
Sigmoid colon
Ileal loops

In present study, only one (12.5%) patient was
nulliparous while others were multipara as shown in
Table 1.

Procedure
TAH with BSO with segmental sigmoid colectomy
No pelvic pathology with segmental sigmoid colectomy
Ovarian cystectomy with segmental sigmoid colectomy
Involved Ileal segment resection with ovarian cystectomy
No pelvic pathology
Ovarian cystectomy with segmental sigmoid colectomy
Ovarian cystectomy with segmental sigmoid colectomy
Involved Ileal segment resection with ovarian cystectomy

per rectum. The small intestinal involvement was seen in
three patients (37.5%).

38%
10%

62%

90%

large bowel
Nulliparous

small bowel

Multiparous

Figure 1: Pie chart correlates the relation of parity
with endometriosis in present study.

Figure 2: Pie-chart correlates the ratio of involvement
of small bowel and large bowel in intestinal
endometriosis in present study.

Six (75%) women presented with lower abdominal pain;
one (12.5%) with anemia and one (12.5%) with bleeding

No identifiable pelvic pathology could be demonstrated
in two out of the three women. In five (62.5%) patients’
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colonic involvement was seen and in all these women
chocolate cyst was found. One (12.5%) patient presented
with complete bowel obstruction while in others partial
obstruction of the intestine was seen. Ovarian cystectomy
was done for the patients who presented with chocolate
cyst.

of the terminal and mid-ileum in four patients and one
patient, respectively.9

On close follow up, only one out of the operated cases of
intestinal endometriosis represented with similar
obstructive symptoms. Total abdominal hysterectomy and
bilateral salpingo-oophorectomy was done for the patient.

The true incidence of endometriosis causing bowel
obstruction is unknown.11 It occurs in less than one per
cent of large intestinal endometriosis and in about 10% of
small bowel involvement requiring surgery.4

DISCUSSION

It is a challenging condition to diagnose as intestinal
endometriosis can manifest with acute and chronic
symptoms that can mimic many different pathologies
such as malignancy, inflammatory bowel disease,
ischemic colitis, infectious diseases and IBS.

Endometriosis is a clinical and pathological entity
characterized by presence of functioning endometrial
glands and stroma outside the uterine cavity.
Endometriosis is a hormonally dependent disease and as a
result is chiefly found in reproductive-aged women.
The incidence of endometriosis is difficult to quantify, as
women with the disease are often asymptomatic, and
imaging modalities shave low sensitivities for diagnosis.
Many theories have been proposed to explain this
condition; most common being Sampson’s retrograde
menstruation theory.5 Other theories include vascular
dissemination, colonic metaplasia and autoimmune
disease.6
Women with endometriosis may be asymptomatic, sub
fertile, or suffer varying degrees of pelvic pain. The
classic triad of dysmenorrhea, dyspareunia and infertility
is characteristic of the disease. Patients may present with
chronic pelvic pain, constipation, diarrhea, hematochezia
in case of gastrointestinal involvement.
Risk factors include:
•
•
•
•

Women who have a first-degree relative (mother,
sister, daughter) with the disease
Women who are giving birth for the first time after
30 years
White women
Women with an abnormal uterus.

Intestinal endometriosis is the most common extra-pelvic
site and it is found in 12% of women with endometriosis.7
It mostly affects the segments located within the pelvis,
such as the terminal ileum, the appendix, the sigmoid
colon and the rectum, both above and below the
peritoneal reflection. The most common sites are the
recto-sigmoid (up to 74% of cases) and recto-vaginal
septum (13%).8 Intestinal endometriosis are typically
found in the serosa and muscularis layer, sparing the
mucosa.6
Small intestinal involvement accounts for up to 16 % of
gastrointestinal endometriosis with cramping abdominal
pain as the most common presenting symptom.4 In a
radiologic study, Scarmato et al, detected endometriosis

Rarely, endometriosis proliferates, evolves and causes
fibrosis and stricture of the intestine and thus causing
bowel obstruction.6,7,10

Pre or intraoperative sigmoidoscopy may prove helpful in
ruling out malignancy. An intact mucosa effectively rules
out primary colorectal malignancy. The gold standard for
diagnosis is laparoscopy and biopsy, which allows a full
assessment of the pelvis as well as surgical resection if
required.12
The treatment of uncomplicated intestinal endometriosis
depends on the patient’s age and intention to conceive.
Surgery is the treatment of choice for intestinal
endometriosis in most cases. For the accidental finding
without symptoms of obstruction, hormone therapy with
danazol or gonadotrophin-releasing hormone (GnRH)
analogs may be considered.
Bowel resection is usually undertaken if there are features
of obstruction or bleeding, and if there is suspicion of
malignancy. In acute colonic obstruction by
endometriosis, it is important to confirm the underlying
etiology as colonic malignancy will produce the same set
of symptoms and requiring different surgical
management.
In patients of child-bearing age, resection of the involved
bowel followed by hormonal treatment may be sufficient;
otherwise, hysterectomy and bilateral oophorectomy is
the treatment of choice. In present study, biopsy of the
intestinal site showed presence of endometrial glands and
stroma present within muscularis propria and serosa and
not involving mucosa; thus, confirming the diagnosis of
intestinal endometriosis.
CONCLUSION
In conclusion, intestinal endometriosis is often a
diagnostic challenge mimicking a broad spectrum of
diseases and should be considered in young menstruating
women with gastrointestinal symptoms.
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