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Abstract 
Endometriosis is defined as the presence of endometrial tissue that is located 
outside the uterine cavity, associated with fibrosis and inflammatory reaction. 
The most common atypical locations are the gastrointestinal tract, urinary 
tract, lung, as well as abdominal surgical scars. Its diagnosis is still very diffi-
cult, especially when it manifests itself as an acute large bowel obstruction. 
We report the rare case of a 41-year-old patient diagnosed with acute colonic 
obstruction following a rectal tumor. She had undergone colonostomy even 
though colonoscopy biopsies were nonspecific, and a computed tomography 
(CT) scan was requested. It showed an adnexal heterogenous mass, therefore 
the patient had a laparotomy and a subtotal hysterectomy with bilateral sal-
pingo-oophorectomy and a biopsy of the recto-colonic hinge. Histologic ex-
amination revealed a diagnosis of rectal endometriosis. The purpose of this 
work is to report a rare case of colonic endometriosis responsible for an acute 
large bowel obstruction. 
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1. Introduction 

Four to seventeen % of reproductive age women have endometriosis, a benign 
illness. The third and fourth decades have its highest incidence. Its cause is un-
known, however infertile women and those with a family history are more likely 
to develop it than other people [1]. The presence of extra-uterine endometrial 
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tissue is what characterizes it [2]. 
Bowel endometriosis represents 5% to 12% of deep endometriosis, largely 

dominated by far by the involvement of the rectosigmoid hinge (65%) [3]. 
Clinically, the symptoms of bowel endometriosis are numerous and include 

abdominal pain, rectal pain, tenesmus, per rectal bleeding and constipation. 
Classically, the symptoms are worse during menses, but this is not always the 
case. This myriad of symptoms can make the condition difficult to diagnose 
acutely. 

We report the case of a young female who presented with acute bowel ob-
struction. The histological analysis of the surgical recto-colonic hinge specimen 
revealed the diagnosis of colonic endometriosis. 

2. The Case Report 

The patient was a 41-year-old married patient nulligravida diagnosed with 6-years 
history of primary infertility. She reported a chronic cyclic pelvic pain and dys-
pareunia treated with simple analgesics. In May 2021, she presented to the 
emergency room with absence of bowel activity to faeces and flatus, this was as-
sociated with vomiting all of five days duration. She had a distended abdomen 
with diffuse tenderness, rectal exam showed semi-circumferential rectal process 
at 4 cm from the anal margin fixed and not bleeding on contact. 

Abdominal CT scan revealed an organic colonic obstruction upstream of tu-
mor thickening stenosis of the middle and upper rectum tense at the recto sig-
moid hinge, infiltrating locally. There was a moderate left hydronephrosis above 
the level of the rectal tumor.  

The patient was operated for an exploratory laparotomy: and we have objecti-
fied. 

A colonic distension upstream of a tumor at the level of the rectosigmoidjunc-
tion, this tumor was fixed to the posterior plane, it was adherent to the uterus 
and the bladder. 

The presence of abundant serous effusion was also noted. 
On exploration, no signs of liver metastases or peritoneal carcinomatosis were 

found. 
The surgical act consisted in making defunctioning colostomy stoma. 
The colonoscopy has showed: stenosing tumor located 5 cm from the anal 

margin. The pathological examination of the multiple biopsies of this tumor 
found an acute inflammatory lesion with no sign of malignancy. 

Thoracic-abdominal and pelvic CT scan revealed: Stenosis and the wall 
thickening of the colon arrived to the recto sigmoid hinge, with moderate ute-
rohydronephrosis on the left side without detectable lesion of secondary ap-
pearance. 

PELVIC magnetic resonance imaging has showing a large tumor measuring 
approximately 70 × 63 × 110 mm, located 4 cm from the anal margin; involving 
the upper, middle and lower rectum, classifiable as T4bN2. This tumor was re-
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sponsible for an important infiltration of the mesorectum. Above and anteriorly 
this tumor infiltrated the posterior wall of the uterine body as well as the cervix 
and the upper 1/3 of the vagina. It infiltrated the pre-sacred space and comes 
into intimate contact with the sacred vertebral bodies. Laterally, also it infiltrated 
the levator ani muscle and the ischorectal fossae. Bilateral and pre-sacral hypo-
gastric adenopathies with infracentimetric size has been detected. 

Pelvic MRI showed also a large lateral left uterine cystic formation of 65 × 78 × 
95 mm classified O-RADS 3. It was responsible of a compression of the pelvic 
ureter with a major left uterohydronephrosis (Figure 1). 

Subsequently the patient underwent an exploratory laparotomy in a median 
approach down the middle of the abdomen along the linea Alba, extended to 
supra umbilical area which objectified a multiple parietal and pelvic adhesions 
and the presence of a left ovarian mass and peritoneal ascites. 

We faced a hard adhesion between the tumor and the posterior wall of the 
uterine body as well as the cervix and the upper 1/3 of the vagina, so we could 
have performed just a subtotal hysterectomy without adnexal preservation. At 
the end of the intervention we were able to reach the tumor which was hard 
fixed fibrosis adhered to the rectum and the recto sigmoid hinge, we performed 
a biopsy of the tumor. 

The final pathological examination revealed (Figure 2). 
• The biopsy of the tumor was rectal endometriosis. 
• A left ovarian serous cystadenoma with foci of adenomyosis. 
• Cytology study of peritoneal fluid was hemorrhagic without of malignant 

tumor. 
Subsequently the patient did not need treatment with estrogen-progestogens 

or GnRH antagonists, because the bilateral adnexectomy ensured “the definitive 
blocking” of the hypothalamic-pituitary axis. 

The post-operative follow-up went without incident and the patient reported 
considerable improvement in digestive symptoms and gynecological pain. Con-
trol MRI at 6 months (Figure 3) showed a significant regression of the rectal 
mass.  
 

 
Figure 1. Large tumoral process involving the lower, middle and upper rectum extended 
at the recto sigmoid hinge. Located 4 cm from the anal margin measuring badly limited 
budding and stenescent hyposignal in T1 ((a) axial section), heterogeneous hypersignal in 
T2 ((b) sagittal section) heterogeneously enhanced after gadolinium injection and ((c) 
axial section) Lateral left uterine cystic formation classified O-RADS 3. 
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Figure 2. Macroscopic study: four fragments measuring between 0.4 and 1 cm. Micro-
scopic study shows endometriotic foci without malignant tumor proliferation. 
 

 
Figure 3. persistence with a reduction in volume of the lesional process involving the 
lower, middle and upper rectum extended at the recto sigmoid hinge. Located 4 cm from 
the anal margin measuring badly limited budding and stenescent hyposignal in T1 ((a) 
axial section), heterogeneous hypersignal in T2 ((b) sagittal section) measuring 35 × 37 × 
41 mm vs 70 × 63 × 100 mm. 

 
Prior to the recovery of digestive symptoms, the staff of the department of 

general surgery has decided to maintain clinical radiological surveillance. 

3. Discussion 

Eight to twelve % of all deep endometriosis cases involve the bowel, and 80 to 
90% of those instances are localized in the recto sigmoid. Deep endometriosis is 
a slow-evolving disorder that is often discovered during the third and fourth 
decade of life [4].  

Because gastrointestinal symptoms of rectal endometriosis are not always dis-
tinct and large tumors may induce abrupt occlusions that resemble colon cancer, 
determining the pathophysiology of the condition is difficult [5]. Many theories 
have been explored, however they all indicate that none of them can completely 
explain this illness. The menstrual reflux and metaplasia theories are the most 
convincing ones [6]. 

Careful questioning to look for gynecological discomfort (disabling dysme-
norrhea, deep dyspareunia, and persistent pelvic pain) and digestive symptoms 
(constipation, abdominal pain) of a cyclical nature with a peak during the men-
struations might help diagnose bowel endometriosis. 

Although our patient had these symptoms, the diagnosis had never been made 
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since she had chosen the traditional medicine. 
A CT scan of the pelvis or abdomen may show a thickened bowel wall and a 

constricted lumen. However, they are less effective in characterizing deposits 
and adhesions. Transvaginal ultrasonography (US) and pelvic magnetic reson-
ance imaging (MRI) are better employed in evaluating endometrioses [7]. 

Except in cases where lesions are approaching to blocking, as in the case of 
our patient, endoscopic evaluations typically do not reveal any pathology. Mu-
cosa biopsies frequently are normal. Laparoscopy and biopsy are the gold stan-
dard for diagnosis because they provide a complete evaluation of the pelvis and, 
if necessary, surgical resection [8]. 

The management of rectal endometriosis is medical and surgical. The surgical 
technique to adopt that can achieve maximum lesion reduction with few com-
plications is difficult to establish for this disease with a purely functional patho-
genesis. Because of the substantial fibrosis brought on by the continuous in-
flammation of the endometriosis, deep infiltrating endometriosis frequently ma-
nifests at a late stage with several problems. 

In this stage of the disease, hormonal and anti-inflammatory treatments have 
little to no benefit in terms of improving symptoms [9]. 

Several authors recommend Segmental versus large colorectal resection [10]. 
It is important to understand that no approach that is considered the gold stan-
dard. Depending on the patient’s specific circumstances, an individualized ap-
proach should be considered [11]. 

The pathological examination can significantly aid in the diagnosis, treatment 
plan, and patient follow-up. In our situation, the pathological anatomy permit-
ted the diagnosis to be radically changed even though the physicians had de-
scribed a tumor lesion that was thought to be malignant [12]. 

However, it appears that the rates of pain recurrence can reach up to 40% after 
5 years and up to 20% at 2 to 3 years, while the rates of symptomatic recurrence 
necessitating additional surgical intervention vary between 15% and 20% at the 
same time [13] [14]. 

Given the high percentage of patients who have received prior surgical thera-
py, these high recurrence rates are not surprising. Results also support the use of 
complementary medicinal treatment to lower recurrence rates. Many profes-
sional proposals suggest postsurgical hormone suppression since it has been 
found to have lower recurrence rates; however, this strategy is obviously inap-
propriate for patients desirous of fertility [15]. 

The European guidelines recommend the use of gonadotropin-releasing hor-
mone agonists rather than combined oral contraceptive pill, citing lack of effi-
cacy, but they make no distinction between combined oral contraceptive pill and 
progestagen-only pill [16]. 

In our case Treatment, priority is in relieving the obstruction. With planned 
resection at a later stage and because the patient also presented ovarian forma-
tion related to a cystadenoma, a hysterectomy with bilateral salpingo-oophorec- 
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tomywas the most suitable therapeutic plan for our patient. 

4. Conclusion 

The occlusive complication of rectal endometriosis is rare. It should be consi-
dered everytime we face a colorectal “tumor”, especially in a young woman. The 
pathologist is a key player in the diagnosis of this condition. 
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