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ABSTRACT

This case report details a 39-year-old woman with a history of endometriosis who presented with severe abdominal pain, vom-

iting, and nausea, leading to a diagnosis of intestinal perforation caused by endometriosis. The patient underwent emergency

surgery to resect the perforated bowel and an adjacent mass. Pathology confirmed the presence of endometrial tissue within the

intestinal wall. This case underscores the importance of considering endometriosis in the differential diagnosis of acute abdom-

inal pain, particularly in women with a history of the disease. Early diagnosis and prompt surgical intervention are crucial for

managing this potentially life-threatening complication.

1 | Introduction

Endometriosis is a health issue characterized by endometrial
tissue and stroma-like lesions outside the uterus, potentially af-
fecting various organs in the body. This condition causes a long-
lasting inflammatory reaction, frequently leading to significant
suffering and health complications [1]. While some women with
endometriosis experience debilitating symptoms, including
dysmenorrhea and infertility, others may remain asymptom-
atic, underscoring the heterogeneous nature of this disease [2].
Although classified as a benign condition, endometriosis can
profoundly impact reproductive health, particularly in women
of reproductive age [3].

The exact prevalence of endometriosis is not well established;
however, estimates indicate that it impacts as many as 15% of
women of reproductive age and approximately 70% of those ex-
periencing chronic pelvic pain [4]. The pathogenesis of endo-
metriosis is predominantly linked to menstruating women, and
the retrograde menstruation theory, popularized by Sampson,
postulates that menstrual debris can traverse the fallopian

tubes, implant onto peritoneal surfaces, and subsequently
infiltrate adjacent tissues [5].

Gastrointestinal endometriosis can involve both the large and
small intestines, and the diagnostic gold standard for this
manifestation includes diagnostic laparoscopy accompanied
by biopsy [6]. Symptoms associated with gastrointestinal en-
dometriosis are heterogeneous, encompassing abdominal
pain, bloating, diarrhea, and, in some cases, an absence of
symptoms altogether [7]. As exemplified in clinical reports,
gastrointestinal endometriosis may present with more severe
manifestations such as abdominal pain, nausea, vomiting,
and bowel perforation, which may necessitate surgical inter-
vention. Given the symptomatic overlap with other gastroin-
testinal disorders, notably Crohn's disease, clinicians must
consider small bowel endometriosis within the differential
diagnosis framework [6].

This report underscores the need to recognize gastrointestinal
manifestations of endometriosis, which can lead to severe com-
plications such as bowel perforation. We are presenting this case
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Summary

« This case report highlights the severe gastrointestinal
complications of endometriosis, including intestinal
perforation, which can present as acute abdominal pain.

« Early diagnosis and prompt surgical intervention are
crucial for optimal patient outcomes.

to help increase awareness and promote timely diagnosis, which
can improve patient outcomes.

2 | Case History
2.1 | Case Presentation
A 39-year-old woman with a history of endometriosis was re-

ferred to the emergency department due to severe abdominal
pain, accompanied by vomiting and nausea. The abdominal

pain had started 3days before her admission. The patient didn't
have a drug history or underlying disease. The patient's vital
signs were T=37.9, HR=140, BP=90/50. Upon examination,
there was noticeable distension, generalized tenderness, and
rebound tenderness. Routine laboratory tests showed leukocy-
tosis. A chest radiograph indicated pneumoperitoneum beneath
the diaphragm, and Upright and supine abdominal radiographs
showed intestinal obstruction (Figure 1). Our assessment indi-
cated peritonitis caused by an intestinal obstruction, and the
patient was readied for exploratory laparotomy. During the pro-
cedure, a mass was found next to a perforation in the ileum. The
mass and the perforated segment of the ileum were resected,
and the intestine was reconnected (Figure 2).

2.2 | Pathology Report

Microscopic examination of the resected intestinal wall showed
evidence of congestion, focal transmural hemorrhage, and areas
of necrosis. Additionally, focal endometrial glands and stroma,

FIGURE1 | ChestX-ray and upright and supine abdominal X-ray before surgery.

FIGURE2 | Findings during laparotomy.
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o0 accompanied by fibrotic stroma, were observed. One lymph node
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the importance of vigilance and timely surgical management.
To compare and review other similar patients, we conducted a
short literature review of case reports on this topic, published
from 2024 onward (detailed in Table 1), highlighting the range
of clinical manifestations associated with endometriosis, which
can present with significant severity. Future research should
aim to uncover the mechanisms behind bowel perforation in en-
dometriosis and optimize treatment protocols.
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