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INTRODUCTION 

Endometriosis of the small bowel is a rare disease, with 

only 7% of women with endometriosis having small 

bowel involvement.
1
 The presentation is often enigmatic, 

ranging from asymptomatic to a constellation of 

symptoms, like abdominal pain, constipation or 

diarrhoea, rectal pain, infertility, abdominal mass, 

increased urinary frequency and acute small bowel 

obstruction. Acute small bowel obstruction is reported in 

around 0.7% of the patients with endometriosis who 

undergo surgical intervention.
2,3

 Preoperatively, the 

patient is often misdiagnosed with a common cause of 

small bowel obstruction viz. adhesive obstruction, 

Tubercular stricture obstruction, Crohn’s disease or 

malignancy. Therefore, most of times definite diagnosis 

is obtained postoperatively in the histopathology report. 

The authors report a case of 23 years old woman who 

presented with small bowel obstruction and was 

provisionally diagnosed with tubercular stricture 

perforation of ileo-caecal region. She was treated with 

right limited hemicolectomy with primary ileo-ascending 

anastomosis and proximal loop ileostomy. The 

histopathology report of the resected specimen 

contradicted our preoperative diagnosis and was 

suggestive of subserosal endometriosis. Follow up is 

uneventful for past 1 year. 

CASE REPORT 

A 23 years old P2L2 woman presented with the 

complaints of abdominal pain, bilious vomiting and 
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ABSTRACT 

The bowel is involved in 3.8 to 37% of women with endometriosis, out of which nearly 1% present with signs of 

bowel obstruction to the surgeon. This report describes a case of acute small bowel obstruction in a 23 years old 

woman. The patient gave a history of intermittent episodes of pain abdomen and abdominal distension for the past 1 

year with significant loss of weight. The menstrual cycles were normal. Although there was no history of 

Tuberculosis, a positive history of contact was present. The clinical and biochemical picture was suggestive of 

peritonitis. CECT of the abdomen revealed a long segment distal ileal stricture. With a provisional diagnosis of 

Tubercular Ileo-Caecal stricture perforation, a midline exploratory laparotomy was performed. The procedure 

consisted of right limited hemicolectomy and primary ileo-ascending anastomosis with a proximal loop ileostomy. 

Ileostomy was done to allow the healing of distal anastomosis and closure was done after 4 weeks. Histopathology of 

the resected segment of ileum revealed subserosal endometriosis. Postoperatively, the patient was not given any 

hormonal therapy and recovery has been uneventful over the past 1 year of follow up. 
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abdominal distension since 2 days. This was associated 

with diarrhoea and low grade fever. There was no history 

of any altered bowel habits, melena or hematochezia. 

Patient had a history of similar episodes, thrice in the past 

one year. She was managed conservatively each time by 

nasogastric tube decompression, analgesics and 

antibiotics at primary health care centres. Upon discharge 

from the health centre, she was advised to consult and 

undergo detailed evaluation at a higher tertiary centre, 

which she ignored. There was a significant gradual 

weight loss since last one year and she also gave a history 

of contact with a pulmonary tuberculosis patient. She had 

undergone a lower segment caesarean section for 

obstructed labour 2 years back. Personal, Family and 

Menstrual history were essentially unremarkable. On 

physical examination, dehydration and fever were 

present. On inspection, abdominal distension was present. 

Generalised abdominal tenderness and guarding was 

appreciated on palpation and bowel sounds were sluggish 

on auscultation. No lymphadenopathy or organomegaly 

was present. Digital rectal examination and proctoscopy 

were normal. A provisional diagnosis of tubercular 

perforation peritonitis was reached upon, based on the 

typical history and physical examination. 

Haematological investigations, at the time of admission, 

revealed leucococytosis (15600/cm
3
) with neutrophilia 

(81%), Haemoglobin of 14 g/dl, Platelets 1.68 lakh/cm
3
, 

CRP 12 mg/L, Urea 4.7 mmol/L, Serum Creatinine 

41micro moles/L, Serum Albumin 5.1 g/dl with normal 

Liver enzymes. 

Chest roentgenogram was unremarkable with absence of 

any old calcified lesion (suggestive of TB), pleural 

nodule or thickening. No free gas under the domes of 

diaphragm was visualized. Erect X-ray of the abdomen 

showed dilated small bowel loops with multiple air fluid 

levels (Figure 1 and 2). 

 

Figure 1: Supine X Ray Abdomen showing dilated gas 

filled loops of small Intestine. 

CECT scan of the abdomen was suggestive of dilated 

jejunal and proximal ileal loops (up to 3.5 to 4.2 cm in 

diameter) with fluids levels. A long segment narrowing 

and thickening (maximum thickness 8 mm) of distal ileal 

loop, likely to be a stricture, was visible. There was 

evidence of multiple mesenteric lymphadenopathy and 

mild free fluid in pelvis. Presence of simple cortical cysts 

in both the kidneys was observed. The rest of the 

abdominal organs, uterus and bilateral adenexa were 

normal and there was no retroperitonal lymphadenopathy 

(Figure 3 and 4). 

 

Figure 2: Erect X Ray Abdomen showing multiple air 

fluid levels in small bowel. 

 

Figure 3: Contrast enhanced CT abdomen (axial 

view) suggestive of Ileal stricture (transition point 

shown in arrow) with proximal dilated small bowel 

and distal collapsed bowel loops. 

With a positive history of contact with pulmonary 

tuberculosis, weight loss, multiple episodes of sub acute 

intestinal obstruction; CECT finding suggestive of ileal 

thickening and mesenteric lymphadenopathy; high 

prevalence of tuberculosis in India, our first differential 

diagnosis was tubercular ileal stricture with perforation 

peritonitis. 

However, apart from this, the following additional 

differential diagnosis can be kept in mind in the Indian 

subcontinent with decreasing order of relevance:  

1. Worm infestation (Ascaris lumbricoides, 

strongyloides stercolis) with small bowel 

obstruction. 
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2. Infective diseases like Enteric fever, Yersinia 

enterocolitis. 

3. Diverliculitis. 

4. Inflammatory bowel disease. 

5. Malignancy (Carcinoid tumor, Lymphoma). 

 

Figure 4: Contrast enhanced CT abdomen (coronal 

section) shows distended fluid filled small bowel loops. 

The transition point appears as circumferential mural 

thickening with hypoattenuated outer layer (arrow). 

After adequate resuscitation and evaluation, patient was 

shifted for emergency surgery under general anaesthesia. 

The surgical procedure included an abdominal 

exploration through a midline laparotomy. There was 

minimal serous free fluid and no evidence of 

appendicular perforation. On further exploration, a distal 

ileal stricture extending to the ileo-caecal junction was 

identified. The proximal ileum and jejunum were dilated 

but looked grossly healthy. Multiple subcentimetric 

mesenteric lymph nodes were present. Colon, uterus, 

bilateral ovaries and fallopian tubes appeared normal. 

Since the enlarged mesenteric lymph nodes were 

predominantly present around the ileo-caecal junction 

alongwith the stricture; we decided to proceed with a 

right limited hemicolectomy with primary ileo-ascending 

anastomosis. A proximal loop ileostomy was formed to 

allow the healing of the distal anastomosis. A pelvic drain 

was placed in situ followed by closure of abdomen in 

layers. 

Post-operative recovery was uneventful. Patient was 

gradually allowed oral feeds starting on 3
rd

 post operative 

day. Pelvic drain was removed on post-operative day 7. 

Histopathological examination report of the resected 

specimen was suggestive of dilated segments of ileum 

with increased bowel thickness and presence of nests of 

endometrial glands and stroma in muscularis propria 

(Figure 5). No pathological abnormalities were detected 

in resected caecum and a part of ascending colon. 

Mesenteric lymph nodes showed reactive hyperplasia 

with no evidence of endometrial glands. Patient was 

referred to the Department of Obstetrics and 

Gynaecology at her home town. Patient was not offered 

any hormonal therapy postoperatively and she has 

remained symptom free and gained some weight over the 

past 1 year of follow up.  

 

Figure 5: Histopathology (H&E 40X) of resected ileal 

wall. Glandular structure having endometrial 

epithelial lining is infiltrating the submucosal layer    

of ileum with lymphoid hyperplasia in mucosa         

and lamina propria. 

DISCUSSION 

Endometriosis, first described by Von rokitansky in 1860, 

is defined as the presence of benign endometrial tissue 

outside the uterus. The pelvic organs and pelvic 

peritoneum is the most common site of endometriosis.
4
 

Outside the pelvic cavity, it can be found in intestines, 

abdominal wall (particularly near scar site of previous 

caesarean section) and as distant as lungs, skin and the 

central nervous system.
5
 It has been reported that 

caesarean section is associated with 66.7% of cases of 

abdomino-pelvic endometriosis.
6 

Bowel endometriosis occurs in between 3.8 to 37% of 

women with endometriosis.
7,8

 Affected sites in intestine 

in decreasing order of frequency are recto-sigmoid 

(72%), rectovaginal septum (13%), small bowel (7%), 

caecum (4%) and appendix (3%).
1
 Involvement of small 

bowel proximal to the Meckel’s diverticulum is rare, with 

only a few reported cases found in literature.
9,10 

The aetiology of endometriosis is still elusive .Various 

theories have been propounded to explain the migration 

of endometrial tissues to ectopic sites:
11-14 

1. Reflux of Endometrial tissues from fallopian tube 

during menstrual cycle (Sampsons retrograde 

menstruation theory) leading to implantation of 

these tissues into abdominal organs.
11,13 

2. Metaplastic changes in pluripotent peritoneal 

mesothelium with lymphatic or hematogenous 

migration (Minh’s theory).
11 

3. Metaplastic changes in mullerian remnants leading 

to formation of endometrial nodule (Donnez et 

all).
15 
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4. Neurologic hypothesis which advocates that 

infiltration of bowel wall by endometrial tissues 

occurs along the nerves at a distance from primary 

lesion.
16 

Based on the location in the gastro-intestinal tract they 

can further be classified into superficial/ serosal 

endometriosis, intestinal/ subserosal endometriosis and 

endometrial mass. 

The symptomatology revolves around the mass effect of 

endometriosis leading to obstructive symptoms with 

cyclical trends corresponding with menstruation or due to 

release of inflammatory and angiogenic cytokines in the 

surrounding tissues leading to localised fibrosis and 

stricture formation.
17,18

 The resulting fibrosis and stricture 

formation may be the reason behind most intestinal 

endometriosis lacking the classical cyclical abdominal 

pain during menstrual cycle. 

Bowel endometriosis is usually not encountered first by a 

gynaecologist, but by a general surgeon or 

gastroenterologist due to its vague symptom complex of 

abdominal pain, distension, cramps, diarrhoea, increased 

urinary frequency or cyclical fresh rectal bleed.
2
 The true 

incidence of bowel obstruction caused by endometriosis 

is not known but it is reported in less than 1% of the 

intestinal endometriosis cases, usually affecting the 

rectosigmoid colon.
3
 Small bowel obstruction has been 

observed in only 0.7% of all the surgical interventions 

carried out for endometriosis.
3 

Small bowel obstruction caused by Endometriosis is 

usually diagnosed postoperatively by the histopathology 

report. Endometriosis is often confused with Tubercular 

enteritis, Crohn’s ileitis, Yersinia enterocolitis and 

malignancy. Crohn’s ileitis resembles bowel 

endometriosis maximally, as both are having a hallmark 

feature of patchy involvement of intestines with 

intervening normal uninvolved skip areas. Intra-

operatively, this causes a great diagnostic dilemma. 

There is no gold standard investigation that is 

recommended to diagnose intestinal endometriosis. 

However, MRI is one of the techniques most commonly 

used. MRI has a sensitivity of 88%, specificity of 98%, 

positive predictive value of 95% and a negative 

predictive value of 95% and an accuracy of 95% in 

diagnosing intestinal endometriosis.
19

  

Small hemorrhagic endometrial nodules are difficult to be 

picked up by MRI, owing to their similar signal intensity 

with surrounding muscular structure. Loubeyre P et al 

have reported a novel technique of inserting 

ultrasonography jelly into the vagina and rectum during 

MRI to enhance the identification of small endometrial 

intestinal nodules.
20

 

Multi detector computerized tomography enteroclysis 

(MDCT-e) has recently been found to be having great 

potential in diagnosing intestinal endometriosis. In a 

study by Biscaldi et al, out of a total of 98 patients with 

symptoms of colorectal endometriosis, MDCT-e detected 

94.8% of endometrial nodules.
21

 

Transvaginal ultrasonography has been traditionally used 

for colorectal endometriosis but the probability of 

accurately identifying the lesions depends upon the 

experience and acumen of the operator. Similarly, the 

role of colonoscopy in the diagnosis of endometriosis is 

limited, because mucosal invasion in intestinal 

endometriosis is seen in only 10% of cases.
22,23

 

Recently, a keen interest in the use of serum markers, like 

CA125, to monitor the progression of endometriosis has 

developed. 
24

 Other markers which have been evaluated 

are CA 19.9 and cytokine Interleukin-6 (IL-6). Cytokine 

Interleukin 6 (IL-6) has been found to be more sensitive 

and specific than CA 125, however no serum marker till 

now has been proven to be accurate enough for use in 

clinical practice.
25

 

Surgery is the preferred modality of treatment for 

intestinal endometriosis. Nodulectomy or segmental 

bowel resection are usually done. However, progestins 

and gonadotrophin releasing hormone analogues may be 

offered in patients of symptomatic colonic endometriosis, 

with less than 60% stenosis of bowel lumen, who wish to 

defer surgery and do not wish to conceive.
26, 27

 Hormonal 

therapy, however, has a disadvantage of frequent relapse 

and progression of endometrial lesions, which almost 

always requires surgery at a later stage of disease. A few 

of the unfit patients with gross pelvic and rectosigmoid 

endometriosis and those who are awaiting surgery have 

been treated temporarily with colonic stenting.
28

 In small 

bowel endometriosis, the treatment of choice remains 

surgery and there is no described role of hormonal 

therapy. According to a recent meta-analysis, post-

operative hormonal therapy does not demonstrate any 

benefits.
29

 

Microscopically, endometriotic foci in the bowel wall are 

usually composed of aggregates of small, often widely 

spaced endometrioid glands embedded within a variable 

amount of endometrial stroma.
14

 Immunohistochemistry 

reveals CD10 positivity, which is a strong marker of 

endometriosis and can be used to make an accurate 

diagnosis.
30

 

Bowel endometriosis may present with a multitude of 

signs and symptoms and thus create a diagnostic dilemma 

in the surgeon’s mind. However, it should always be kept 

as a differential diagnosis of bowel obstruction in a 

woman of reproductive age group. Owing to the 

complexities of reaching to an accurate and prompt 

diagnosis and thus initiating appropriate management of 

the patient, a multidisciplinary team comprising of the 

General surgeon, Gynaecologist and Gastroenterologist is 

indispensable. 
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CONCLUSIONS 

1. Endometriosis is a rare cause of intestinal 

obstruction, which requires a high index of 

suspicion, especially in women of reproductive age 

group with a history of caesarean section. 

2. Multidisciplinary care should be encouraged to 

ensure correct evaluation and management. 

3. Surgical intervention is the mainstay of treatment for 

bowel endometriosis with no role of post-operative 

hormone therapy. 

4. Recent interest has been developed to evaluate CA 

125, IL-6 and CA 19.9 as markers to monitor 

progression of disease, albeit with discouraging 

results. 
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