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ABSTRACT

ARTICLE DETAILS

The gastrointestinal tract is the most common site of extrapelvic endometriosis, with the rectum  Published On:
and sigmoid colon being the most frequently affected areas. In the context of intestinal obstruction, 14 November 2025
the diagnosis remains challenging, as this pathology is usually not considered. We present the case

of a patient admitted to the emergency department with an obstructive syndrome secondary to a

mass in the rectosigmoid junction, who underwent a low anterior resection. Histopathological

examination established the diagnosis of endometriosis.
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INTRODUCTION

Endometriosis is a chronic gynecological disease
characterized by the presence of endometrial-like tissue
outside the uterus, affecting approximately 10% of women of
reproductive age (1, 2, 3). Outside the pelvis, it primarily
affects the rectum and sigmoid colon, occurring in 3% to 37%
of cases. Although asymptomatic in many cases, it can rarely
cause intestinal obstruction due to infiltration of endometrial
tissue (4, 5, 6, 7).

The most common symptoms include abdominal pain,
dyschezia (difficulty defecating), cyclical diarrhea and
constipation, and in some cases, rectal bleeding, especially
when the lesion affects the distal colon (8, 9, 10).

Diagnosis is made through a combination of clinical
evaluation, imaging techniques, and surgical procedures, with
histopathological confirmation being the gold standard (8,
11). Segmental resection by laparoscopy is the most
commonly used treatment for severe cases, improving bowel
symptoms and pain (8).

This article will review the clinical case of a patient with
intestinal ~ obstruction  secondary to  rectosigmoid
endometriosis, as it remains a rare condition that must be
considered when diagnosing the cause of intestinal
obstruction in women.
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https://ijmscrs.com/

CASE DESCRIPTION

A 40-year-old female patient presented to the inpatient ward
with a three-year history of hypothyroidism, social alcohol
consumption, and daily vaping.

She was admitted due to a two-month history of recurrent
abdominal pain, distension, nausea, vomiting, and difficulty
defecating, which had been treated with multiple medications
for these symptoms with partial improvement.

She also reported an unintentional weight loss of 9 kg in the
last month and blood in her stool on some occasions, which
she attributed to her menstrual cycle.

At the time of questioning, she still experienced distension
and pain, and had not had a bowel movement in 48 hours
despite medical treatment in the emergency department.
Physical examination revealed a distended abdomen, tender
to palpation, predominantly in the lower quadrants, and
tympanic to percussion. There were no signs of peritoneal
irritation. Rectal examination revealed no palpable masses,
but there were traces of bleeding.

Laboratory tests were performed, revealing leukocytes of
12.2 cells/mcL, neutrophils of 78%, normal electrolytes and
coagulation times, as well as normal blood chemistry.

As part of the study protocol, a non-contrast abdominal CT
scan was ordered, which revealed thickening of the
rectosigmoid junction. Tumor markers were ordered (Figure
1), and the patient was admitted to the general surgery service
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for conservative management of the intestinal obstruction
with suspected tumor at that level.

MARCADOR TUMORAL VALORES
CA19.9 | 20.2 U/mL
CA 125 | 53.7 U/mL
ALPHA-FETOPROTEIN | 1.5 ng/mL
CARCINOEMBRYONIC ANTIGEN | 0.5 ng/mL

FIGURE 1. Tumor markers.

An endoscopy consultation was requested to perform a
diagnostic colonoscopy. The colonoscopy report showed no
lesions on digital rectal examination. The rectum showed
erythema with colonic wall edema, narrowing the lumen. The
colonoscopy could not be completed due to increased
abdominal diameter and generalized tympany. Intestinal
perforation was suspected, and the procedure was terminated.
An emergency surgical protocol for laparotomy was initiated.
During surgery, a perforation in the cecum and a tumor at the
rectosigmoid junction were found. Therefore, a right

hemicolectomy was performed due to the cecal perforation,
and a low anterior resection was performed due to the tumor's
location. A terminal ileostomy was created, the remaining
colon was closed proximally, and a distal mucosal fistula was
formed.

The histopathological report mentions multiple foci of mural
and serous endometriosis associated with fibrosis, surgical
margins without lesion, negative for malignant epithelial
neoplasia, 21/21 lymph nodes with mixed hyperplasia (Figure
2 and 3).
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FIGURE 3. Muscular layer with aggregates of glands with irregular outlines, some dilated, surrounded by cellular stroma
compatible with endometrial stroma.
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DISCUSSION

Endometriosis is a chronic inflammatory gynecological
disease characterized by the presence of endometrial-like
tissue outside the uterus. It affects approximately 10% of
women of reproductive age and is a common cause of chronic
pelvic pain and infertility (1, 2).

The most commonly affected sites are the ovaries, where
endometriomas frequently form. The uterosacral ligaments
are also involved, contributing to chronic pelvic pain, as is the
ovarian fossa, where dense adhesions are observed. In many
cases, the disease affects the pouch of Douglas, causing its
obliteration. Outside the pelvis, the rectum and sigmoid colon
are the most frequently affected areas of the gastrointestinal
tract, while in the urinary tract, the bladder is the most
commonly affected site. In cases of deep endometriosis, the
abdominal wall and diaphragm may also be involved (3).
Intestinal endometriosis occurs in approximately 3% to 37%
of endometriosis cases. The most frequent location is the
rectosigmoid colon, which accounts for 70% to 93% of
Although
endometriosis is usually asymptomatic, it can cause intestinal
obstruction in rare cases, with a reported prevalence of 0.1%
to 0.7%. Obstruction can be caused by infiltration of
endometrial tissue into the bowel, extrinsic compression, or
adhesions (4, 5, 6).

The pathophysiology of this condition is multifactorial.
Ectopic endometrial tissue can settle in the pouch of Douglas

intestinal  endometriosis  cases. intestinal

due to endometrial reflux, and its movement is limited by the
sigmoid colon. Once established, the endometrial tissue can
invade the intestinal wall, promoting angiogenesis and
fibrosis through repeated injury and repair mechanisms.
Oxidative stress and the microbiome have also been observed
to play a role in its pathogenesis. Deep intestinal
endometriosis is associated with neurogenesis and invasion
of local nerve fibers, which may contribute to the
characteristic abdominal pain (7).

The most common symptoms include abdominal pain,
dyschezia, cyclic diarrhea, cyclic constipation, and rectal
bleeding. These symptoms can vary depending on the
location of the endometriotic lesions in the intestine. For
example, rectal bleeding is more common when
endometriosis affects the distal colon. In addition, abdominal
pain is a frequent symptom and may be associated with cyclic
inflammation of the endometrial tissue. Diarrhea during
menstruation has also been identified as a prevalent symptom
in some cases (8, 9, 10).

The diagnosis of intestinal endometriosis in clinical practice
is based on a combination of clinical evaluation, imaging
techniques, and, in some cases, endoscopic and surgical
procedures. Histopathological confirmation through surgery
remains the gold standard for diagnosis. Laparoscopy allows
for direct visualization and biopsy of suspicious lesions,
providing a definitive diagnosis (8, 11).

Segmental resection is the most commonly used technique for
treating intestinal endometriosis, especially when there are

severe symptoms or a risk of obstruction. It is commonly
performed laparoscopically and can significantly improve
pain and bowel symptoms (8). In our case, the patient
presented with clinical signs of obstruction, so a diagnostic
colonoscopy was performed. However, due to perforation
during the procedure, an exploratory laparotomy was
performed to manage the rectosigmoid lesion with a low
anterior resection and the cecal perforation with a right
hemicolectomy.

CONCLUSION

In conclusion, this case illustrates the difficulty in arriving at
a precise diagnosis of this condition, as it is uncommon and
not initially considered. Furthermore, it can mimic other more
frequent conditions, making it essential to include it in the
differential diagnosis of women of childbearing age.

ABBREVIATIONS:  magnetic imaging
(MRI), magnetic resonance angiography (MRA), maximum
intensity projection (MIP).
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