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Abstract

We report a case of a premenopausal woman with severe constipation causing intermittent obstruction.
Colonoscopy revealed a tight rectal stricture; however, mucosal biopsies were normal. Exploratory
surgery revealed an intense fibrotic reaction involving the rectum and uterus, necessitating a smultane-
ous low anterior resection and hysterectomy. Pathology established a diagnosis of endometriosis.

Preoperative diagnosis of rectal endometrioss can be difficult to establish. Endometrial deposits
do not invade the mucosa; therefore, colonoscopy with biopsies are frequently non-diagnostic.

Surgery may be the only definitive way to obtain a certain diagnosis. In cases involving recta
srictures of unknown etiology in premenopausal women, rectal endometrioss must be included in the

differentia diagnosis.
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Introduction

ENDOMETRIOSIS IS DEFINED AS an ectopic prolifera-
tion of endometrial tissue outside the uterine cav-
ity. Two causative mechanisms have been pro-
posed: (a) canalicular transport of endometrium
shed during menstruation and (b) growth of
celomic epithelium into the myometrium of con-
tiguous organs (1, 2).

Bowel involvement in endometriosisis usually
localized to the rectosigmoid, sigmoid or upper
part of the rectum, and less frequently to the cecum
and right side of the colon. Endometriosis rarely
affects the rectum circumferentially (3, 4). Col-
orectal endometriosis may cause obstructing
symptoms difficult to distinguish from malignant
or inflammatory disease (5, 6). We report a case of
rectal endometriosis in a patient suffering from
constipation; the condition was discovered only
after the appearance of intestinal obstruction.
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Case Report

A 36-year-old gravida 1, para 1, pre-
menopausal woman was admitted to our hospital
complaining of constipation, small stools, lower
abdominal pain, and intermittent rectal bleeding
over a 1-year period. She had previously been
well, with a good appetite and no weight loss. Her
basic blood tests were normal. She underwent a
barium enema, which demonstrated a suspicious
narrowing at 9 cm from the anal verge.
Colonoscopy revealed almost complete stenosis of
the rectum, which did not allow further passage of
the scope. Biopsy specimens at the stenosis
demonstrated histologically normal mucosa.

Pelvic computed tomography (CT) showed a
2x1.5 cm mass at the anterior portion of the rectum
(Fig. 1). The patient underwent laparotomy for rec-
tal stricture of unknown etiology. The rectum was
circumferentially firm with tumor-like consis-
tency. There was an intense fibrotic reaction in-
volving the posterior wall of the uterus and the rec-
tum, but the ovaries and Fallopian tubes were in-
tact. Because a dissection could not be carried out
safely, a low anterior resection and hysterectomy
were performed. Grossly, the opened rectal speci-
men had polypoid projections protruding into the
lumen and irregular mucosa beneath this area (Fig.
2). Microscopic evaluation revealed hyperplastic
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Fig. 1. Axia CT section with intravenous and rectal contrast
section shows a 2x15 cm mass at the anterior portion of the rec-
tum. Note the small nodular density in the right perirectal fat.

Fig. 2. Marked thickening of the rectal wall, with polypoid
projections in the mucosa (arrows show hyperplastic polyps).

polyps and pseudopolyp formations together with
typical endometrial glands, surrounded by some
stroma infiltrating all layers of the rectum wall
from serosa up to submucosa (Fig. 3). There was
no sign of malignancy and no involvement of the
lymph nodes. These findings led to the diagnosis
of rectal endometriosis. On the 12th postoperative
day, arectovaginal fistula developed. Pelvic exam-
ination revealed a 0.5 cm fistula. The patient was
restricted to a clear liquid diet with conservative
management. The fistula closed spontaneously by
postoperative day 26. At 4-year follow-up, she re-
mains well without complaints.

Discussion
It has been estimated that 4—17% of all men-

struating women have endometriosis (7, 8);
3-34% of these cases involve the gastrointestinal

Fig. 3. Endometriotic glands and stroma within the submucosa
and muscularis mucosa (arrows). (H&E x 100).

tract. The rectum and rectosigmoid junction to-
gether account for 70—93% of all intestinal en-
dometriosis (3, 4).

The pathogenesis of endometriosisis unknown;
however, the most widely accepted theory proposes
retrograde menstruation and subsequent implanta-
tion on the peritoneum and pelvic viscera. Implants
adhere to the intestinal serosal surface and may in-
vade through to the submucosa (9). Colonoscopy
and barium enematypically only show astenctic le-
sion with intact mucosa, which is occasionally ex-
acerbated during menstruation (5, 6).

Conventional biopsy forceps, especialy those
in use with fiberoptic instruments, take only super-
ficial samples. The absence of mucosal involve-
ment prevents an exact diagnosis by means of
biopsy. This explains the difficulties of establish-
ing the diagnosis preoperatively (10, 11). Pelvic or
abdominal CT may visualize a thickened bowel
wall, which often adheres to the uterus or uterine
adnexa (5).

Although most gastrointestinal endometriosisis
thought to be asymptomatic, symptoms may in-
clude crampy abdominal pain, dyschezia, tenesmus,
abdominal distention, vomiting, diarrhea, constipa-
tion, melena or hematochezia, and may vary de-
pending on the site(s) of involvement (3, 4).

Patients may also experience the classic pelvic
endometriosis triad of dysmenorrhea, dyspareunia
and dyschezia, as well as impaired fertility (12).
As many as 40% of patients experience symptoms
in a cyclic manner (13, 14); the symptoms can
occur on achronic or intermittent basis and may be
unrelated to menstrual cycles (15, 16).

Endometriosis of the gastrointestinal tract may
mimic a wide spectrum of diseases, including in-
fectious etiologies, ischemic enteritis/colitis, in-
flammatory bowel disease and neoplasm (17).
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Colonic endometriosis may manifest as an
acute abdomen resulting from perforation and asso-
ciated peritonitis (18). Small intestinal endometrio-
sis may produce vague symptoms such as abdomi-
nal pain and bloating. Involvement of the ileum fre-
quently results in the development of small bowel
obstruction (19). The true incidence of endometrio-
sis causing bowel obstruction is unknown, athough
complete bowel obstruction is particularly rare in
cases of large bowel endometriosis (16).

Patients with endometriosis in the muscularis
propria are more likely to have obstructive symp-
toms resulting from adhesions, masses and stric-
tures rather than symptoms suggestive of colitis.
Serosal endometriosis may elicit a marked acute
and chronic inflammatory infiltrate and an orga-
nizing serositis with adhesions (17).

Malignancy can arise in any extragonodal site of
endometriosis. Hyperestrogenism, either endogenous
or exogenous, has been implicated as arisk factor for
the development of cancer from endometriosis
(20—22). The most common sites are in the pelvic
peritoneum, rectovagina septum, vagina and col-
orectal serosa. Among endometriosis-associated in-
testinal tumors, the rectosigmoid colon is the most
common site (17, 22). Endometrioid intestinal tumor
has symptoms similar to those of intestinal adenocar-
cinomas, such as abdominal and/or pelvic pain and
pelvic mass, especiadly if the patient has been treated
with hormone replacement therapy (23).

Preoperatively, this patient gave no history of
menstrual irregularity, nor did she describe any re-
|ationship between the pain, hemorrhage, and men-
strual cycle. However, when she was questioned
again postoperatively, she agreed that the pain was
more severe at the time of her periods. Further-
more, it was discovered that she had previously
undergone diagnostic laparotomy for infertility.

As mucosal invasion by endometriomais quite
rare, an accurate diagnosis is often difficult to
make without surgery. For our patient the stenosis
could not be diagnosed correctly by barium enema,
colonoscopy, biopsy or CT.

In this case, there was no dissection plane be-
tween the rectum and uterus, since all layers of the
rectal wall from serosa to submucosa were infil-
trated. Another case involving simultaneous low
anterior resection and hysterectomy for rectal
stenosis in a premenopausal woman has been re-
ported. Similarly, this diagnosis of endometriosis
was made postoperatively on histology (24).

Conclusion

Rectal endometriosis may present as a severe
stricture leading to obstructive symptoms. The di-

INTESTINAL OBSTRUCTION DUE TO RECTAL ENDOMETRIOSIS—PAKSOY 407

agnosis can be difficult to establish preoperatively
due to the submucosal location of the lesion. Sur-
gical intervention may be the only definitive way
to obtain a certain diagnosis. In cases involving
rectal strictures of unknown etiology in pre-
menopausal women, rectal endometriosis must be
in the differential diagnosis.

Acknowledgment

The authors thank Dr. Umut Sarper for her assistance.

References

1. Hill JA. Sporadic and recurrent spontaneous abortion. In: Ryan
KJ, Berkowitz RS, Barbieri RL, editors. Kistner’s gynecol-
ogy. St. Louis (MO): Mosby-Year Book; 1995. pp.
331-365.

Olive DL, Schwartz LB. Endometriosis. N Engl J Med 1993;
17(328):1759—1769.

3. Coronado C, Franklin RR, Lotze EC, et a. Surgical treatment of
symptomatic colorectal endometriosis. Fertil Steril 1990;
53(3):411—-416.

4. Balley HR, Ott MT, Hartendorp P. Aggressive surgical manage-
ment for advanced colorectal endometriosis. Dis Colon Rec-
tum 1994; 37(8):747—-753.

5. Meyers WC, Kelvin FM, Jones RS. Diagnosis and surgical treet-
ment of colonic endometriosis. Arch Surg 1979; 114:169—175.

6. Graham B, Mazier W. Diagnosis and management of
endometriosis of the colon and the rectum. Dis Colon Rec-
tum 1988; 31:952-956.

7. Gray L. Endometriosis. Clin Obstet Gynecol 1960; 3:472—479.

Ranny B. Etiology, prevention, and inhibition of endometriosis.
Clin Obstet Gynecol 1980; 23:875—-883.

9. Bergeman W, Heuer C. Extragenital endometriosis with multiple
stenosis of the small intestine [German]. Fortschr Med 1992;
110(15):281—284.

10. Rowland R, Langman JM. Endometriosis of the large bowel: a
report of 11 cases. Pathology 1989; 21:259—265.

11. Bozdech JM. Endoscopic diagnosis of colonic endometriosis.
Gastrointest Endosc 1992; 38:568—570.

12. Erturk S, Cepni |, Yuceyar S, et a. Endometriosis of the colon
and terminal ileum. Chirurgia 2003; 16:19—-22.

13. Levitt MD, Hodby KJ, Van Merwyk AJ, Glancy RJ. Cyclical
rectal bleeding in colorectal endometriosis. Aust N Z J Surg
1989; 59(12):941-943.

14. Martimbeau PW, Pratt JH, Gaffey TA. Small-bowel obstruction
secondary to endometriosis. Mayo Clin Proc 1975;
50:239—-243.

15. Scott RB, Te Linde RW. Clinical external endometriosis: proba-
ble viability of menstrually shed fragments of endometrium.
Obstet Gynecol 1954; 4(5):502—510.

16. Shah M, Tager D, Feller E. Intestinal endometriosis masquerad-
ing as common digestive disorders. Arch Intern Med 1995;
155:977-980.

17. Yantiss RK, Clement PB, Young RH. Endometriosis of the
intestinal tract: a study of 44 cases of a disease that may
cause diverse challenges in clinical and pathologic evalua-
tion. Am J Surg Pathol 2001; 25(4):445—-454.

18. Ledley GS, Shenk IM, Heit HA. Sigmoid colon perforation due
to endometriosis not associated with pregnancy. Am J Gas-
troenterol 1988; 83(12):1424—1426.

N

©



408 THE MOUNT SINAI JOURNAL OF MEDICINE November 2005

19. Stahl C, Grimes EM. Endometriosis of the small bowel. Case 23. Kawate S, Takeyoshi I, Ikota H, et al. Endometrioid adenocarci-

reports and review of the literature. Obstet Gynecol Surv noma arising from endometriosis of the mesenterium of the
1987; 42(3):131—-136. sigmoid colon. Jpn J Clin Oncol 2005; 35(3):154—157.
20. Heaps JM, Nieberg RK, Berek JS. Malignant neoplasms arising 24. Midorikawa Y, Kubota K, Kubota K, et al. Endometriosis of the
in endometriosis. Obstet Gynecol 1990; 75(6):1023—1028. rectum causing bowel obstruction: a case report. Hepatogas-
21. Zanetta GM, Webb MJ, Li H, Keeney GL. Hyperestrogenism: a troenterology 1997; 44(15):706—709.

relevant risk factor for the development of cancer from
endometriosis. Gynecol Oncol 2000; 79(1):18—22.

22. Slavin RE, Krum R, Van Dinh T. Endometriosis-associated
intestinal tumors: a clinical and pathological study of 6 cases
with a review of the literature. Hum Pathol 2000;
31(4):456—-463.



