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ABSTRACT

Patients with bowel endometriosis will usually experience a long delay in getting diagnosed as the physician will
always think of other medical conditions related to bowel before considering the possibility of endometriosis. Imaging
studies are not sensitive enough for definite diagnosis. Bowel endometriosis can be treated by either hormone therapy
or surgical therapy. Surgery should be considered in selected patients, who have severe stenosis of intestinal lumen
resulting in obstruction. Small bowel endometriosis may not be accompanied by pelvic endometriosis. When the
disease involves the jejunum or the ileum, it usually has a benign course, but in rare circumstances may present as an
acute abdomen. lleal endometriosis should be carefully considered in the differential diagnosis of Crohn’s disease,
because bowel endometriosis frequently produces local inflammation, adhesions, stricture and angulation. A
segmental bowel resection may be required to completely treat their disease. The role of postoperative administration
of gonadotropin releasing hormone analogues (GnRH) to prevent disease recurrence or increase symptom free
interval is not well established.
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infiltrating endometriosis. Bowel endometriotic lesions
may have variable size and depth of infiltration in the
bowel wall and therefore cause a wide range of
symptoms. In general, small endometriotic lesions
reaching only the subserosal fat tissue do not cause
symptoms. Larger nodules were infiltrating the intestinal
muscular layer cause a wide range of symptoms including
dyschezia, constipation, diarrhea, abdominal bloating,
painful bowel movements, passage of mucus in stools

INTRODUCTION

Endometriosis is defined as the presence of endometrial
glands and stroma abnormally implanted in locations
other than uterine cavity. Depending on the area
identified, endometriosis is characterized as endopelvic
or extrapelvic.*

Extrapelvic endometriosis preferentially involves bladder

and bowel. Bowel endometriosis affects between 3.8%
and 37% of women with endometriosis. The term bowel
endometriosis is used when endometrial glands and
stroma infiltrates the intestinal wall reaching at least the
subserous fat tissue and subserous part of the enteric
plexus. The most frequent site of bowel endometriosis is
rectum followed by sigmoid colon, ileum, appendix and
caecum. Involvement of bowel usually occurs in deep
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and cyclical rectal bleeding and rarely extensive fibrosis
causing stenosis of bowel lumen resulting in mechanical
obstruction. Bowel endometriosis is one of the
misdiagnosed form of endometriosis as many of the
symptoms are nearly identical to those of several other
conditions including acute appendicitis, inflammatory
bowel disease, irritable bowel syndrome.?*
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CASE REPORT

A case of 37 year old nulligravida with primary infertility
admitted with complaints of intermittent lower abdominal
pain since 1 year, more since 1 week associated with
vomiting and abdominal bloating. She gives h/o frequent
hospitalization for similar complaints in past 1 year. Her
menstrual cycles were regular except for occasional mild
dysmenorrhea.  She  got evaluated elsewhere.
Colonoscopy showed areas of patchy infiltration
throughout colon, biopsy suggestive of nonspecific
colitis. Diagnostic laparoscopy done 3 months back
showed strictures in terminal ileum with minimal free
fluid. Biopsy suggestive of fibrovascular tissue. She was
suspected to have Crohn’s ileitis and started on drugs, but
no response.

On examination, she was poorly built and nourished with
BMI 17. Her vitals were stable with PR - 90/min, BP -
100/70 mmHg. P/A; soft, minimal tenderness in RIF. CT
showed dilated small bowel loops with acute bend and
luminal narrowing in the zone of transition in the distal
ileal loop - probably due to adhesions/bands. On
laparoscopy, small bowel loops were distended with
stricture one foot away from ileo-caecal junction. Pelvis
and other organs grossly were normal. Laparoscopic ileal
resection and end to end anastomosis were done. HPE
showed resected ileal segment with transmural
endometriosis and margins viable. Retrospective analysis
of her investigations done during infertility workup did
not showed an established diagnosis of endometriosis but
during diagnostic hysterolap done in 2010 as part of
infertility work up, she had removal of small 2 cm fundal
fibroid and left ovary was hidden behind adhesions,
which was released. CA-125 which is a prognostic
marker for endometriosis was done postoperatively and
found to be elevated (51.9 u/ml). She was advised to take
3 doses of GnRH analogues 3.75 mg once monthly to
prevent disease recurrence/increase disease free interval.

Figure 1: Wall of ileum showing islands of entrapped
endometrial glands & stroma (High power view).
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Figure 2: Wall of ileum showing islands of entrapped
endometrial glands & stroma (Low power view).
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Figure 3: CT scan showing dilated small bowel loops.

DISCUSSION

The diagnosis of bowel endometriosis is considered in
any premenopausal woman who complaints of
gastrointestinal symptoms, especially when there are
cyclical symptoms and a history of endometriosis.
However in most cases it is a retrospective diagnosis
following histopathological confirmation of biopsy or
resected bowel segment in case of stricture. Imaging
studies such as CT and MRI are not sensitive enough for
definitive diagnosis.* Colonoscopic biopsy rarely yields
the diagnosis, since the endometriosis is usually located
subserosally.

For treatment of bowel endometriosis, either surgical
therapy or hormone therapy could be chosen according to
age, severity of symptoms, infertility, desire for
childbearing and the degree of intestinal obstruction.’
Hormone therapy alone cannot reverse stricture in the
bowel and surgery is indicated in symptomatic disease. In
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acute or sub-acute intestinal obstruction, the mechanical
blockage requires urgent surgical intervention. Surgical
resection of the moderately to severely obstructed
endometriotic bowel has been shown in a study to be safe
and to provide long term symptomatic relief.®’

When the small bowel is affected, endometriosis has a
propensity to develop in the distal ileum, which may lead
to fibrosis and stricture formation that can be confused
with Crohn’s disease. lleal endometriosis must be
considered in the differential diagnosis of Crohn’s
disease of ileum, even in the presence of Crohn’s disease
elsewhere in the gastrointestinal tract. Ileal endometriosis
should be carefully considered in the differential
diagnosis of Crohn’s disease in menstruating females
who are nulliparous and have dysmenorrhea,
dyspareunia, dyschezia and menorrhagia.®®

Some studies suggested that the post-surgical
administration of gonadotropin releasing hormone
analogues is effective in increasing the disease free
interval and decreased symptom recurrence rates in
patients following surgery with severe endometriosis.™ It
is difficult to make a definite diagnosis of bowel
endometriosis especially when there is no past history of
pelvic endometriosis."* So it is most often diagnosed
following histopathological confirmation. Laparoscopy
should be used for the diagnosis of bowel endometriosis
and may be considered for treatment by skilled surgeons.
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