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CASE REPORT
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Abstract 

Background: Intestinal obstruction caused by endometriosis maybe easily misdiagnosed as a tumor or other occu-
pying disease in emergency condition. How to deal with it depending on the clarity of the preoperative diagnosis and 
the experience of the surgeon.

Case presentation: A 47-year-old woman, admitted to our emergency service with abdominal pain and distension 
for 5 days, anal stop exhausting and defecating for 3 days. Based on imaging and laboratory examination, we made 
a preoperative diagnosis of rectal endometriosis probably. After 7 days of colon decompression with a intestinal 
obstruction catheter, an operation of laparoscopic partial rectal and sigmoid resection without protective stoma and 
total hysterectomy was performed successfully. The patient obtained a smooth postoperative course and doing well 
after 12-weeks follow up.

Conclusions: Obstruction caused by rectal endometriosis is very rare and easily overlooked by surgeon and gynecol-
ogist. Appropriate preoperative diagnosis and preoperative management can reduce the trauma and incidence of 
complications.
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Background
Endometriosis, defined as functional endometrial tis-
sues growing in other areas outside the uterine cavity and 
accompanied by debilitating chronic pelvic pain, is esti-
mated to affect about 6–10% of reproductive women [1]. 
Rectal endometriosis is one of the uncommon sub-types 
of deep infiltrating endometriosis that may cause severe 
clinical symptoms, such as pain, bleeding and obstruc-
tion [2–4].

Treatment of endometriosis is an enormous chal-
lenge for clinicians because it is difficult to cure and easy 

to relapse [5]. Hormonal suppressive therapy may be 
applied to reproductive women with mild symptoms [6]. 
In most cases, surgical resection is an efficient option for 
rectal endometriosis especially with obstruction [7]. But 
in an emergency condition, how to grasp the best “win-
dow of opportunity” for the operation still depending on 
the clarity of the preoperative diagnosis and the experi-
ence of the surgeon.

Herein, we report a case of rectal obstruction caused by 
endometriosis in a middle-aged woman, who was dealt 
with interdisciplinary comprehensive means.

Case presentation
A 47-year-old woman, gravid 3 para 1, visited our hos-
pital with complaints of abdominal pain and distension 
for 5  days. She was suffered with constipation accom-
panied by defecation for more than 1  year, menstrual 
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exacerbation, no blood stool and fever, the menstrual 
cycle was also stably. She had a history of cesarean sec-
tion 25 years ago and hysteromyoma excision 20 years 
ago. Physical examination only show left lower abdo-
men tenderness without peritoneal irritation. Digital 
rectal examination revealed no abnormalities. Her can-
cer antigen 125 level was 60.62 U/ml. Abdominal com-
puted tomography (CT) revealed wall thickening from 
the upper rectum to sigmoid, secondary low intes-
tinal obstruction and multiple myoma in the uterus 
(Fig. 1A). Colonoscopy showed a stenosing tumor for-
mation in the upper rectum, but the mucous membrane 
is smooth (Fig.  1B). Biopsies only found nonspecific 
inflammation. Magnetic resonance imaging (MRI) also 

revealed neoplastic lesions of the sigmoid and rectum 
(Fig. 1C).

A primary diagnosis of intestinal obstruction sec-
ondary to rectal endometriosis was made according 
to the laboratory and instrument examinations. After 
7  days of colon decompression and nutrition support 
therapy, the patient’s abdominal distension was sig-
nificantly relieved, CT reexamination showed that 
the dilatation of the colon was significantly less than 
before (Fig.  1D). An operation of laparoscopic partial 
rectal and sigmoid colon resection and total hysterec-
tomy was performed successfully. The specimen was 
removed through a small abdominal incision (about 
5  cm). During the operation, we found a stenosis 

Fig. 1 Preoperative examination of the patient. A Computed tomography (CT) revealed wall thickening from the upper rectum to sigmoid, 
accompanied by low intestinal obstruction (red arrow). B Magnetic resonance imaging (MRI) revealed neoplastic lesions of the sigmoid colon 
(white arrow). C Colonoscopy showed stenosing tumor formation in the upper rectum, the mucosal surface is smooth (green arrow). D After 7 days 
of colon decompression, computed tomography reexamination showed the dilatation of the colon was significantly less than before
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recto-sigmoid mass and multiple adenomyoma of the 
uterus. The mass had adhesion with the posterior lam-
ina of right broad ligament and the posterior uterine 
wall, without infiltration into the rectovaginal septum 
(Fig. 2).

Postoperative pathology showed endometrioid struc-
tures between the rectal muscle walls, chronic inflam-
mation of the remaining mucous membranes, multiple 
endometriosis of the uterus and ovaries, confirmed the 
diagnosis of rectal endometriosis (Fig. 3). The patient 
discharged 10  days post operation. After 12  weeks of 
follow-up, the patient did not complain of special dis-
comfort and recovered well.

Discussion and conclusions
Endometriosis is one of the most common benign dis-
eases in gynecology defined as the presence of endo-
metrial tissue or active foci outside the uterine cavity 
and accompanied by chronic inflammation [8]. So far, 
the etiopathogenesis of endometriosis have not been 
fully elucidated. “Retrograde menstruation” is one of 
the most widespread theories, but several recent stud-
ies indicate that bowel permeability, transformation 
of microbiome and metabolic profile might also play a 
role in the pathogenesis of this chronic disease [9–11]. 
According to different lesion sites, endometriosis can 
be broadly characterized into four sub-types: Ovarian 
endometriosis, peritoneal, deep infiltrating endome-
triosis (DIE) and endometriosis of other locations [12–
14]. The prevalence of DIE is rare and only account for 
1–2% of patients suffered with endometriosis [15].

Even though ultrasonographic combined with histo-
pathological examination is the gold standard for the 
diagnosis of endometriosis, it is very difficult to obtain 
enough positive tissue samples before surgery with 
DIE [16]. Therefore, an adequate collection of medi-
cal history, specific laboratory tests, additional imag-
ing and endoscopy techniques may be helpful in the 
initial diagnosis before operation [5]. Multiple imaging 
modalities have been applied to preoperative diagnose 
of DIE, transvaginal pelvic sonography (TVS) has been 
reported with a sensitivity and specificity of 71–98% 
and 92–100% respectively [17]. However, MRI signs can 
also be valuable in the preoperative diagnosis of rec-
tal DIE and accurately predict the need for segmental 
resection [18].

Although ovarian and peritoneal endometriosis rep-
resent the majority of endometriotic implants within 
the pelvis, DIE is the most difficult and challenging 
type in treatment [19]. For the asymptomatic rectal 
DIE an medical management may be utilized [20], but 
when accompanying obstruction, surgery is required 
at most of time. Surgical methods can be divided into 
three types: disc resection, shaving excision and seg-
mental resection. Until now, there is no consensus on 
the choice of specific surgical procedures for rectosig-
moid endometriosis (RSE), The exact mode of surgi-
cal procedure depends on the location, size, number 
of lesions, and extent of bowel constriction, as well as 
the experience and expertise of the surgeon [21, 22]. 
Two retrospective cohort studies have confirmed that 
conservative surgery is preferred to radical surgery in 
patients with RSE because of preserving intestinal neu-
rological activity and associated with less short-term 
complications [23, 24]. As obstructive rectal DIE was 
often admitted first by a gastrointestinal (GI) surgeon, a 
multidisciplinary collaboration include but not limited 

Fig. 2 During the operation, a stenosis recto-sigmoid mass (white 
arrow) and multiple adenomyoma of the uterus (black arrow) 
(H&E × 100)

Fig. 3 Sections from the rectum specimen showed endometrioid 
structures between the rectal muscle walls (red arrow)
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to GI surgeon, gynecologic surgeon, pathologist and 
radiologist should be raised during the perioperative 
period.

The techniques of laparoscopic nerve-sparing firstly 
reported by Ceccaroni may result in lower rates of post-
operative sexual, rectal and urinary dysfunctions than 
classical approaches and [25]. But according to the 
research of Spagnolo et al., they found that bowel as well 
as urinary dysfunction in patients with a bulky poste-
rior endometriotic nodule often present before surgery, 
a nerve-sparing surgery just not provoke any de novo 
intestinal and urinary dysfunction or worsen the preex-
isting dysfunction [26]. As a benign lesion, radical resec-
tion is not indispensable, and attention should be paid to 
the preservation of pelvic autonomic nerve function dur-
ing the operation, minimize the impact on pelvic anat-
omy and postoperative quality of life [27].

This patient was diagnosed with intestinal obstruction 
secondary to rectal endometriosis after all the laboratory 
and instrument examinations were completed. If emer-
gency surgery is performed, a prophylactic ileostomy 
may be required during the operation due to the intesti-
nal edema and risk of postoperative anastomotic fistula. 
According to the multidisciplinary discussion, an intes-
tinal obstruction catheter was placed through anus with 
colonoscopy, nutritional support therapy and intestinal 
cleanup were also performed. So, for this patient, only 
segmental bowel resection was performed while preserv-
ing the pelvic plexus and mesenteric vascular as reported 
previously [28], the quality of life was almost unaffected 
post operation.

In summary, complete obstruction caused by rectal 
endometriosis is rare and require the attentions of GI 
surgeon. Accurate preoperative diagnosis and adequate 
preoperative preparation can reduce the trauma and inci-
dence of complications. A multidisciplinary collaboration 
is recommended at most of situation.

Abbreviations
CT: Computed tomography; MRI: Magnetic resonance imaging; TVS: Transvagi-
nal pelvic sonography; DIE: Deep infiltrating endometriosis; RSE: Rectosigmoid 
endometriosis; GI: Gastrointestinal.

Acknowledgements
Not applicable.

Author contributions
YMX: involved in the drafting of articles and data collection. YXX and LM, MC: 
participated in surgery. WX: study design and data collections. LS: was a major 
contributor in writing the manuscript. All authors read and approved the final 
manuscript.

Funding
This study was supported by the Xuzhou Medical key research and develop-
ment project (2018103011), General project of Jiangsu Health Committee 
(H2019047). Funding body did not take part in the design of the study and 
collection, analysis, and interpretation of data and in writing the manuscript.

Availability of data and materials
All data generated during this study are included in this published article.

Declarations

Ethics approval and consent to participate
The study was approved by the Research Committee of the Affiliated Hospital 
of Xuzhou Medical University, Xuzhou, Jiangsu, China.

Consent for publication
A written consent for their personal or clinical details along with any identify-
ing images to be published in this study has been obtained from the patients 
involved.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Radiation Oncology Center, The Affiliated Hospital of Xuzhou 
Medical University, 99 West Huaihai Road, Xuzhou 221006, Jiangsu, People’s 
Republic of China. 2 Department of Gastrointestinal Surgery, The Affiliated 
Hospital of Xuzhou Medical University, 99 West Huaihai Road, Xuzhou 221006, 
Jiangsu, People’s Republic of China. 3 Department of Obstetrics and Gynecol-
ogy, The Affiliated Hospital of Xuzhou Medical University, 99 West Huaihai 
Road, Xuzhou 221006, People’s Republic of China. 

Received: 30 March 2022   Accepted: 22 June 2022

References
 1. Zondervan KT, Becker CM, Missmer SA. Endometriosis. N Engl J Med. 

2020;382(13):1244–56.
 2. Keith JJ, Hernandez LO, Maruoka Nishi LY, Jethwa TP, Lewis JT, Pujalte 

GGA. Catamenial rectal bleeding due to invasive endometriosis: a case 
report. J Med Case Rep. 2020;14(1):61.

 3. Scheepers WFW, Maas JWM, van de Kar MMA. Bowel function and quality 
of life following surgery for deep endometriosis. J Psychosom Obstet 
Gynaecol. 2021;26:1–6.

 4. Klapczynski C, Derbal S, Braund S, Coget J, Forestier D, Seyer-Hansen M, 
Tuech JJ, Roman H. Evaluation of functional outcomes after disc excision 
of deep endometriosis involving low and mid rectum using standardized 
questionnaires: a series of 80 patients. Colorectal Dis. 2021;23(4):944–54.

 5. Smolarz B, Szyłło K, Romanowicz H. Endometriosis: epidemiology, clas-
sification, pathogenesis, treatment and genetics (review of literature). Int 
J Mol Sci. 2021;22(19):10554.

 6. Zakhari A, Delpero E, McKeown S, Tomlinson G, Bougie O, Murji A. 
Endometriosis recurrence following post-operative hormonal sup-
pression: a systematic review and meta-analysis. Hum Reprod Update. 
2021;27(1):96–107.

 7. Arcoverde FVL, Andres MP, Borrelli GM, Barbosa PA, Abrão MS, Kho 
RM. Surgery for endometriosis improves major domains of quality of 
life: a systematic review and meta-analysis. J Minim Invasive Gynecol. 
2019;26(2):266–78.

 8. Giudice LC, Kao LC. Endometriosis. Lancet. 2004;364(9447):1789–99.
 9. Viganó D, Zara F, Pinto S, Loddo E, Casula L, Soru MB, D’Ancona G, 

D’Alterio MN, Giuliani C, Angioni S, Usai P. How is small bowel perme-
ability in endometriosis patients? A case control pilot study. Gynecol 
Endocrinol. 2020;36(11):1010–4.

 10. Murgia F, Angioni S, D’Alterio MN, Pirarba S, Noto A, Santoru ML, 
Tronci L, Fanos V, Atzori L, Congiu F. Metabolic profile of patients with 
severe endometriosis: a prospective experimental study. Reprod Sci. 
2021;28(3):728–35.

 11. D’Alterio MN, Giuliani C, Scicchitano F, Laganà AS, Oltolina NM, Sorrentino 
F, Nappi L, Orrù G, Angioni S. Possible role of microbiome in the patho-
genesis of endometriosis. Minerva Obstet Gynecol. 2021;73(2):193–214.

 12. Horne AW, Saunders PTK. SnapShot: endometriosis. Cell. 
2019;179(7):1677–1677.



Page 5 of 5Xu et al. BMC Women’s Health          (2022) 22:280  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 13. Toma BF, Socolov R, Popa O, Socolov D, Nica I, Agop M, Vasincu D, Grigore 
M, Ochiuz L. Prospects and challenges of the drug delivery systems in 
endometriosis pain management: experimental and theoretical aspects. 
J Immunol Res. 2021;2021:2727174.

 14. Andres MP, Arcoverde FVL, Souza CCC, Fernandes LFC, Abrão MS, Kho RM. 
Extrapelvic endometriosis: a systematic review. J Minim Invasive Gynecol. 
2020;27(2):373–89.

 15. Koninckx PR, Ussia A, Adamyan L, Wattiez A, Donnez J. Deep endometrio-
sis: definition, diagnosis, and treatment. Fertil Steril. 2012;98(3):564–71.

 16. Bazot M, Daraï E. Diagnosis of deep endometriosis: clinical examination, 
ultrasonography, magnetic resonance imaging, and other techniques. 
Fertil Steril. 2017;108:886–94.

 17. Nezhat C, Li A, Falik R, Copeland D, Razavi G, Shakib A, Mihailide C, Bam-
ford H, DiFrancesco L, Tazuke S, Ghanouni P, Rivas H, Nezhat A, Nezhat C, 
Nezhat F. Bowel endometriosis: diagnosis and management. Am J Obstet 
Gynecol. 2018;218:549–62.

 18. Rousset P, Buisson G, Lega JC, Charlot M, Gallice C, Cotte E, Milot L, Golfier 
F. Rectal endometriosis: predictive MRI signs for segmental bowel resec-
tion. Eur Radiol. 2021;31(2):884–94.

 19. Laganà AS, Vitale SG, Trovato MA, Palmara VI, Rapisarda AM, Granese R, 
Sturlese E, De Dominici R, Alecci S, Padula F, Chiofalo B, Grasso R, Cignini P, 
D’Amico P, Triolo O. Full-thickness excision versus shaving by laparoscopy 
for intestinal deep infiltrating endometriosis: rationale and potential 
treatment options. Biomed Res Int. 2016;2016:3617179.

 20. Mabrouk M, Frascà C, Geraci E, Montanari G, Ferrini G, Raimondo D, Alvisi 
S, Paradisi R, Villa G, Seracchioli R. Combined oral contraceptive therapy in 
women with posterior deep infiltrating endometriosis. J Minim Invasive 
Gynecol. 2011;18(4):470–4.

 21. Kent A, Shakir F, Rockall T, Haines P, Pearson C, Rae-Mitchell W, Jan H. 
Laparoscopic surgery for severe rectovaginal endometriosis compromis-
ing the bowel: a prospective cohort study. J Minim Invasive Gynecol. 
2016;23(4):526–34.

 22. Roman H, Milles M, Vassilieff M, Resch B, Tuech JJ, Huet E, Darwish B, Abo 
C. Long-term functional outcomes following colorectal resection versus 
shaving for rectal endometriosis. Am J Obstet Gynecol. 2016;215(6):762.
e1-762.e9.

 23. Mabrouk M, Raimondo D, Altieri M, Arena A, Del Forno S, Moro E, Mattioli 
G, Iodice R, Seracchioli R. Surgical, clinical, and functional outcomes in 
patients with rectosigmoid endometriosis in the gray zone: 13-year long-
term follow-up. J Minim Invasive Gynecol. 2019;26(6):1110–6.

 24. Seracchioli R, Ferrini G, Montanari G, Raimondo D, Spagnolo E, Di Donato 
N. Does laparoscopic shaving for deep infiltrating endometriosis alter 
intestinal function? A prospective study. Aust N Z J Obstet Gynaecol. 
2015;55(4):357–62.

 25. Ceccaroni M, Clarizia R, Bruni F, D’Urso E, Gagliardi ML, Roviglione G, 
Minelli L, Ruffo G. Nerve-sparing laparoscopic eradication of deep 
endometriosis with segmental rectal and parametrial resection: the 
Negrar method. A single-center, prospective, clinical trial. Surg Endosc. 
2012;26(7):2029–45.

 26. Spagnolo E, Zannoni L, Raimondo D, Ferrini G, Mabrouk M, Benfenati A, 
Villa G, Bertoldo V, Seracchioli R. Urodynamic evaluation and anorectal 
manometry pre- and post-operative bowel shaving surgical procedure 
for posterior deep infiltrating endometriosis: a pilot study. J Minim Inva-
sive Gynecol. 2014;21(6):1080–5.

 27. Nezhat C, Falik R, McKinney S, King LP. Pathophysiology and management 
of urinary tract endometriosis. Nat Rev Urol. 2017;14(6):359–72.

 28. Raffaelli R, Garzon S, Baggio S, Genna M, Pomini P, Laganà AS, Ghezzi F, 
Franchi M. Mesenteric vascular and nerve sparing surgery in laparoscopic 
segmental intestinal resection for deep infiltrating endometriosis. Eur J 
Obstet Gynecol Reprod Biol. 2018;231:214–9.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Comprehensive surgical treatment for obstructive rectal endometriosis: a case report and review of the literature
	Abstract 
	Background: 
	Case presentation: 
	Conclusions: 

	Background
	Case presentation
	Discussion and conclusions
	Acknowledgements
	References


