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Resumo
A obstrução do cólon pode causar morbilidade e mortali-
dade significativas, especialmente em casos de obstrução 
aguda completa. Existem diversas causas, sendo a mais 
comum em adultos o cancro colorretal. A endometriose é 
uma doença benigna e o intestino é a localização extrage-
nital mais afectada pela doença, sobretudo ao nível da 
transição rectossigmoideia. Contudo, o envolvimento 
transmural e oclusão aguda são situações extretamente 
raras. O diagnóstico diferencial com cancro colorretal 
pode ser desafiante e este caso enfatiza a necessidade de 
considerar a endometriose intestinal em mulheres em 
idade fértil com sintomas gastrointestinais e a presença 
de uma massa intestinal a causar obstrução completa do 
cólon. © 2017 Sociedade Portuguesa de Gastrenterologia 
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Abstract
Large bowel obstruction can result in significant morbidity 
and mortality, especially in cases of acute complete obstruc-
tion. There are many possible causes, the most common in 
adults being colorectal cancer. Endometriosis is a benign 
disease, and the most affected extragenital location is the 
bowel, especially the rectosigmoid junction. However, trans-
mural involvement and acute occlusion are very rare events. 
We report an exceptional case of acute large bowel obstruc-
tion as the initial presentation of endometriosis. The differ-
ential diagnosis of colorectal carcinoma may be challenging, 
and this case emphasizes the need to consider intestinal en-
dometriosis in females at a fertile age presenting with gas-
trointestinal symptoms and an intestinal mass causing com-
plete large bowel obstruction.
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Introduction

Large bowel obstruction (LBO) can result in signifi-
cant morbidity and mortality, especially in cases of acute 
complete obstruction. The development of colonic isch-
emia in the upstream dilated bowel may cause perforation 
with subsequent peritonitis and sepsis. LBO often pre
sents as an emergency that requires early and accurate 
diagnosis and management [1]. LBO is 4–5 times less 
common than small bowel obstruction, but it accounts 
for nearly 2–4% of all surgical admissions [2]. LBO occurs 
mainly in the elderly [1–3].

There are many causes of acute LBO, which can be di-
vided into neoplastic and nonneoplastic pathologies. The 
most frequent etiology in adults is colorectal cancer, ac-
counting for just over 50% of cases. Around 10% of colon 
malignancies initially present with LBO. Colorectal cancer, 
diverticulitis, and volvulus account for approximately 80–
85% of all LBO cases. Nonneoplastic causes are relatively 
uncommon. Rare causes of obstruction include intussus-
ception, Crohn disease, extrinsic tumors, fecal impaction, 
foreign body, infection, acute (toxic) or chronic megacolon, 
adhesion-related obstruction, and endometriosis [1–3].

Endometriosis is a benign gynecological disease, esti-
mated to affect 7–10% of women [4]. The bowel is the 
most affected extragenital location, with a prevalence of 
3–12%, especially in the rectosigmoid junction (50–90%) 
[5]. However, transmural involvement and acute occlu-
sion are very rare events [6].

The authors report a rare case of a young female who 
presented with acute LBO. The histological analysis of the 
surgical specimen revealed the unexpected diagnosis of 
intestinal endometriosis. To the best of our knowledge 
and after a review of the literature, only few similar re-
ports have been found. 

Clinical Case

A 30-year-old female was admitted to the emergency depart-
ment presenting with a 4-day history of sudden onset of abdominal 
distention, diffuse and moderate colicky abdominal pain, vomit-
ing, and no gas or stool passing. She had no past medical history 
and was not taking any drugs. On physical examination, she had a 
distended and tympanic abdomen, slightly painful to palpation, 
without signs of peritoneal irritation. The vital signs and labora-
tory tests were within normal values. The abdominal X-ray showed 
exuberant colonic distention and a stop sign in the rectosigmoid 
junction (Fig. 1). An abdominal and pelvic computed tomography 
(CT) identified a concentric parietal thickening in the rectosig-
moid junction with no permeable lumen and dilatation of the up-
stream intestinal loops (Fig. 2).

The diagnosis of intestinal occlusion was assumed, so the pa-
tient underwent an exploratory laparotomy. There was a periuter-
ine inflammatory mass involving the anterior rectal wall and an 
anterior resection of the rectum was performed with primary anas-
tomosis and protective ileostomy. Histological analysis of the op-
erative specimen revealed rectal and nodal endometriosis, with 
free surgical margins (Fig. 3).

Three months after surgery, the patient was asymptomatic. For 
endoscopic reassessment before intestinal transit restoration, a 
rectosigmoidoscopy was performed up to 12 cm from the anal 
margin. At this level, edema was detected and the mucosa was hy-
peremic with a tight stricture (Fig. 4). Pelvic magnetic resonance 
imaging (MRI) revealed several hyperintense foci in T1, corre-
sponding to multiple areas of superficial and deep endometriosis, 
one of them in contact with the anterior proximal rectum, with no 
large nodules in the anastomotic area (Fig. 5).

The patient was then medicated with Goserelin, a luteinizing 
hormone-releasing hormone analogue (3 administrations of 3.6 
mg, with a 28-day interval between each dose, given subcutane-
ously). After medical therapy, a pelvic MRI documented favorable 
evolution, with reduction of the foci of endometriosis and frank 

Fig. 1. Abdominal X-ray: colonic distention and a stop sign in the 
rectosigmoid junction.

Fig. 2. Abdominal and pelvic CT: concentric parietal thickening in 
the rectosigmoid junction with no permeable lumen (arrow) and 
dilatation of the upstream intestinal loops (asterisk).
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reduction of the signal, translating evolution to fibrosis (Fig. 6). 
The endoscopic reassessment revealed a larger stenotic caliber, but 
still impassable with the adult colonoscope. Endoscopic dilatation 
(5 sessions with through-the-scope balloon up to 15 mm) was suc-
cessfully performed (Fig. 7).

After endoscopic dilatation sessions, the patient underwent an 
intestinal transit restoration surgery. She is now under close fol-
low-up and 1 year after surgery she still is asymptomatic. 

Discussion

Endometriosis is a benign gynecological disease de-
fined as the presence of endometrial tissue outside the 
uterine cavity, predominantly in the pelvic compartment. 
It is an estrogen-dependent chronic inflammatory condi-
tion affecting women in the reproductive period, and it is 
associated with infertility. The disease has a peak between 

a b c

Fig. 3. Histological diagnosis of endometriosis, with ectopic endometrial glands and endometrial stroma present. a HE. 10 × 2.5. b HE. 
10 × 20. c HE. 10 × 40.

Fig. 4. Rectosigmoidoscopy: at 12 cm from the anal margin, mu-
cosal edema and hyperemia with an impassable tight stricture.

Fig. 5. MRI: multiple areas of superficial and deep endometriosis 
(hyperintense foci in T1), contacting the anterior proximal rectum 
(arrow).

Fig. 6. MRI: evolution of endometriotic areas to fibrosis, with en-
dometrial foci and signal reduction (arrow).
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25 and 35 years of age and is estimated to affect 7–10% of 
women. The percentage of patients experiencing severe 
symptoms or complications is about 3% of women at a 
fertile age [4, 7].

The pathogenesis of endometriosis is not fully under-
stood, but the most accepted theory suggests retrograde 
menstruation as the etiology of this disease. Menstrual 
blood transports cells from the lining of the uterus which 
come to lie on the surfaces of the pelvis where they attach, 
grow, and develop into endometriosis. Endometrial im-
plants on the peritoneum and pelvic viscera adhere to the 
intestinal serosal surface and may invade the submucosa 
[7, 8].

The most frequent location of the disease is the ovary, 
followed by the Douglas cul-de-sac and the uterosacral 
ligaments. Bowel is the most affected extragenital loca-
tion (3–12%), mostly in the rectosigmoid junction (50–
90%). There may also be involvement of the small bowel 
(2–16%), appendix (3–18%), and cecum (2–5%). The il-
eum is affected in 4.1% of patients [5].

The usual symptoms include heavy or irregular periods, 
cyclic pelvic pain, dyspareunia, and dysmenorrhea [7]. Pa-
tients with bowel endometriosis may experience rectal 
pain, which worsens with defecation, sitting and menstrua-
tion, fecal tenesmus, constipation, diarrhea, rectal bleeding, 
nonspecific abdominal pain, and subocclusion symptoms. 
The clinical features of intestinal endometriosis vary de-
pending on the site and extent of involvement. Transmural 
involvement is uncommon, but may cause severe compli-
cations such as occlusion, hemorrhage, or perforation. Pre-
sentation as acute occlusion is extremely rare [5, 6, 9].

Colonic endometriosis diagnosis requires a high index 
of suspicion. Presentation as complete LBO may simulate 
colon carcinoma and can be a clinical challenge due to 
absence of pathognomonic symptoms and similar colo-

noscopic and radiologic findings. Colonoscopy and bari-
um enema of intestinal endometriosis typically show a 
stenotic lesion with intact mucosa. CT may only reveal an 
extrinsic bowel compression. Colonoscopy is of limited 
value as the mucosal biopsy from the narrowed site is nor-
mal and the stricture is due to pressure effect from the 
muscular coat and serosal involvement [10]. As mucosal 
involvement may be absent and conventional biopsy for-
ceps take only superficial samples, an exact diagnosis may 
fail [10, 11]. Distinguishing colonic endometriosis from 
other gastrointestinal pathologies, such as inflammatory 
bowel disease, ischemic colitis, malignancy, and post-
anastomotic strictures, may be very difficult [6, 8, 9]. 

The preoperative differential diagnosis in this setting is 
often impossible, many times depending on postoperative 
histological confirmation [6, 8, 9]. In our patient, all the 
evidence was for a bowel obstruction secondary to a lower 
gastrointestinal malignancy, until the histology result re-
vealed the diagnosis of bowel endometriosis. The gold stan-
dard for diagnosis is then laparoscopy, which allows the 
operator to evaluate both the genital and intestinal tracts. 
In cases of total obstruction, it is recommended to perform 
full surgical extirpation of all visible colorectal endometrio-
sis and resection of the bowel. This approach seems to have 
very satisfactory long-term outcomes [6, 8, 9].

Although hormone therapy is primarily the treatment 
of choice for endometriosis, it cannot reverse stricturing 
in the bowel, so in acute or subacute intestinal obstruc-
tion, the mechanical blockage requires urgent surgical in-
tervention [12]. Chronic symptoms generally subside 
promptly during GnRH agonist treatment, owing to in-
duced hypoestrogenism [7]. Luteinizing hormone-re-
leasing hormone analogues play an important role in the 
treatment and are indicated for pain relief and reduction 
of the size and number of endometriotic lesions [13], as 

a b c

Fig. 7. a Balloon dilatation system over the 
wire, across the stricture. b Hydrostatic  
dilatation (balloon kinking); c Dilatation 
until 15 mm in diameter.
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we observed in our patient, with an extremely favorable 
evolution documented in MRI.

As an alternative to surgery, endoscopic balloon dila-
tation has also been described as a possible treatment 
when the histological diagnosis is already known [14], 
which was not the case in our patient.

Colonic resections in this setting improve quality of 
life but can result in different complications, including 
anastomotic strictures (AS) [15], as seen in this case. The 
incidence of AS after colorectal surgery for endometriosis 
has been found to range between 2 and 5% [16–18], but 
in a recent series of 113 colonic resections there was a rate 
of 12%, a higher incidence than for other indications than 
endometriosis. The etiology of AS is rarely known and 
seems to be multifactorial [19]. Several endoscopic dilata-
tion techniques can be used [20] to treat AS. Generally, 
pneumatic dilatations are preferred due to its lower risk 
of mucosal laceration and perforation. With balloon dila-
tations, 2–4 procedures are often needed. The procedure 
is usually well tolerated and has an efficacy of 90% [19]. 
Our patient experienced AS after surgery, which was suc-
cessfully treated with 5 sessions of balloon dilatation.

In cases where dilatations fail with persistence of long 
and fibrous stenosis, surgery or placement of a metal stent 
are possible alternatives. However, the use of metal stents 

in this context is controversial and they are generally re-
served for patients with colonic carcinoma in subocclu-
sion before elective surgery or as palliative treatment for 
inoperable patients [19]. There are very few cases of 
colorectal endometriosis reported in the literature where 
self-expandable metallic stents were used as a bridge for 
further surgery [12, 21].

In conclusion, endometriosis may present as a severe 
rectosigmoid stricture leading to obstructive symptoms. 
Although an initial presentation as complete LBO, as seen 
in this case, is extremely rare, intestinal endometriosis 
should be considered in the differential diagnosis of fe-
males at a fertile age presenting with gastrointestinal 
symptoms and an intestinal mass causing complete LBO. 
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