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ENDOMETRIOSIS AS A CAUSE OF INTESTINAL OBSTRUCTION
Obstrução intestinal causada por endometriose
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INTRODUCTION

E

ndometriosis is the presence of functioning
endometrial tissue outside the uterine
cavity2,3,6,7,8,10,12,13. It is hormone dependent
disease that affects women in reproductive
age1,3,4,6,7,9,10. The most common sites are the intrapelvic such as ovaries, uterin tubes, fornix, uterus,
sacral ligament, pelvic peritoneum2,6,7,8,12,13. It can also
occurs in distant organs like the lungs, pleura, liver,
gastrointestinal tract, central nervous system, skin,
striated muscle4,6,8. In the digestive tract the most
affected sites in descending order are the rectum,
sigmoid colon, ileocecal appendix, terminal ileum
and cecum1,4,6,7,10,11,12,13. The diagnosis of endometriosis
can be difficult because of its nonspecific
symptoms. When located in the large intestine the
distinction with malignancies, inflammatory and
stenosis should always be suspected6,8,9,10,11,13.
The treatment of intestinal endometriosis
may be surgical or hormonal, depending on age,
the desire to maintain fertility, the severity and
complications of the disease4,6,7,11.

distended abdomen with pale, painful to deep
palpation especially in lower abdomen, without signs
of peritoneal irritation and abdominal auscultation
increased peristalsis. Rectal examination showed the
absence of stools, rectal bleeding and tumors. Was
initially treated with fasting, nasogastric and bladder
tube, fluid replacement, analgesics and observation
of vital signs. Radiology showed pneumoperitoneum
no colonic distension, air-fluid levels and absence of
gas in the rectum. Abdominal and pelvic CT scan
showed an expansive lesion in the sigmoid with
obstruction of the intestinal segment, gaseous
distension of the cecum, without distention of the
ileal loops. Also had a nodular lesion involving
the anterior wall of the bladder measuring four
centimeters (Figure 1). The uterus was enlarged with
nodular lesions suggestive of leiomyoma and cystic
formation.

CASE REPORT

FIGURE 1 - CT scan showing large bowel distension and
nodule near the bladder

Woman of 40 years, white, reported that two
months ago presented abdominal distension with
a stop elimination of gas and feces. Two days ago
had diffuse abdominal cramping associated with
no elimination of gas and feces, loss appetite and
vomiting. Reported use of oral contraceptives
for eight consecutive years, suspended with the
pregnancy. In the last period, nine days before the
onset of symptoms noticed change in consistency of
stools that were pasty. Physical examination revealed

Median laparotomy was done and found
dilatation of the entire large intestine and a stenotic
lesion in the sigmoid colon, with a serous bleeding.
The small bowel was not dilated. A four inches
nodular lesion in the bladder was noticed with
myomatous uterus and left ovarian cyst. Due to
the macroscopic findings suggested endometriosis
a Hartmann sigmoidectomy was performed. At the
opening of the specimen, a full mucosa without the
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presence of ulceration, thickened wall and stenotic
lesion were found (Figure 2).

FIGURE 2 - Opened surgical specimen showing narrowing area

The patient had no complications and
was discharged in 3º day postoperatively. The
histopathology of endometriosis was revealed with
no signs of malignancy. Subsequently she underwent
a total hysterectomy and reconstitution of the bowel
with surgical staples.

DISCUSSION
Endometriosis is a disease that affects
around 3% to 20% of women of childbearing
age1,2,3,4,5,6,7,8,9,10,11,12,13. The mean age of patients
diagnosed with endometriosis ranges from 25 to
30 years of age; is also found among adolescents
with chronic pelvic pain and dyspareunia. Infertility
occurs in 30% of cases7,11.
Depending on the location of the ectopic
tissue, endometriosis may present itself in two
forms: internal endometriosis or uterine, where the
ectopic focus is on the uterine muscle, also known as
adenomyosis3,6,7.
The diagnosis can be suspected from the
four cardinal points: infertility, dysmenorrhea and
menstrual and sexual problems3,6,7,8,13. Intestinal
involvement in endometriosis occurs in 3% to
37%. The rectum and sigmoid are responsible
for 73% of cases and the rectovaginal septum by
13% followed, in descending order, the ileocecal
appendix, terminal ileum and cecum 1,4,6,7,10,11,12,13.
Intestinal
endometriosis
usually
is
asymptomatic. When symptomatic, the symptoms
are abdominal or pelvic pain, rectal pain, diarrhea,
constipation, tenesmus, rectal bleeding and
symptoms of intestinal obstruction. The symptoms
are generally more exuberant1,3,5,6,7,8,10,11,12,13 during the

menstrual period.
The bowel disease is characterized by
macroscopically limited to serosal implants. However
these implants, in some cases can reach the intestinal
mucosa. Repeated bleeding in endometriomas cause
intense inflammatory reaction with secondary fibrosis
and may lead to adhesions of the pelvic organs or
even involved colorectal segment. These changes
may result in intestinal obstruction associated with
abdominal pain and changes in bowel habits6,10,11,13.
The acute intestinal obstruction secondary
to endometriosis is a rare complication3,9. The
diagnosis of intestinal form is hard to do, especially
in the preoperative period, and should always be
suspected in women of childbearing age who have
intestinal disorders, especially when the presence
of gynecologicl signs or symptoms3,5,7,8,9,12,13. In this
case the patient had a clinical aspect of intestinal
obstruction7,10. She had no metrorrhagia, dispaurenia
or dysmenorrhea. The only aspects in the history of
the patient, which could raise the hypothesis would
be endometriosis, the cesarean delivery, the change
in stool consistency during the menstrual period,
and the fact that she didn´t became pregnant using
birth control and condoms withdrawal3,6,8,11.
A pelvic ultrasound is considered essential to
study the ovarian lesions6,7,11. The barium enema
may help6,11,13. Colonoscopy and/or sigmoidoscopy
should be performed in an attempt to visualize the
characteristic macroscopic lesion and biopsy to
remove fragments, but there are limitations as the
majority of patients have intact mucosa3,6,7,10,11.
Several authors state that laparoscopy is the “gold
standard” for the diagnosis of endometriosis, allowing
to detect and assess the extent of disease3,6,7,13. Recently,
laparoscopic surgery has advanced stages and proving
to be feasible and effective6,12,13.
The treatment of intestinal endometriosis may
be surgical or hormonal, depending on age, the desire
to maintain fertility, the severity and complications
of the disease4,6,7. The ovariectomy and hormone
treatment are shown in oligosymptomatic patients
with less extensive colorectal endometriomas6,7. The
patient was evaluated by a gynecology clinic,
and underwent bilateral oophorectomy and
hysterectomy for myomatous uterus present at the
time of reconstitution of the intestinal transit.
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