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Case Report

Intestinal Obstruction Secondary to Cecal Endometriosis
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Endometriosis of the gastrointestinal tract is rare and occurs in <1% of all patients
undergoing major gynecological surgeries. Bowel involvement has been reported
in 3%-37% of all women of childbearing age with endometriosis. Total obstruction
of the gastrointestinal tract occurs in <1% of cases of endometriosis with bowel
obstruction. This case report is that of a 42-year-old female who presented with
a 6-month history of change in bowel habits in favor of increasing constipation.
This was associated with cyclical lower abdominal pains, abdominal swelling, and
weight loss. Examination revealed hyperactive bowel sounds with scant fecal matter
on rectal examination. An impression of intestinal obstruction was made and she
had an emergency laparotomy. Dilated ileum and a hard, constricting cecal mass
were found intraoperatively. She had a right hemicolectomy and ileo-transverse
anastomosis, with progressive improvement postoperatively. Histology of the
resected bowel segment confirmed cecal endometriosis. In conclusion, cecal
endometriosis is a rare cause of intestinal obstruction. A high index of suspicion
is required for diagnosis, especially if the woman is premenopausal with a history
of abdominal pain that worsens with menstrual periods. Outcome is good with
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appropriate surgical intervention.
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INTRODUCTION

fndometriosis refers to the presence of endometrial
glands and stromal tissue domiciled primarily
outside of the uterine corpus.'? It can be broadly
divided, based on the site of the lesion, into pelvic
and extrapelvic endometriosis.’! The former refers to
endometriosis of the pelvic peritoneum, ovaries, and
fallopian tubes, while the latter refers to endometrial
glands and stromal implants found in other areas of
the body, of which the gastrointestinal tract is the most
common site.

Endometriosis is diagnosed in 1% of all patients
undergoing major gynecological surgeries."®! The reported
incidence of endometriosis in asymptomatic women,
infertile patients, and women with chronic pain has
been reported as 1%—20%, 10%—25%, and 60%—70%,
respectively.l”) Of all women of childbearing age with
endometriosis, bowel involvement has been reported
in 3%-37%.157" Of these, the rectosigmoid, the small
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intestine (especially the distal ileum), and the cecum
account for 70%, 1%—7%, and 3.5%, respectively.>”

The precise pathogenic mechanism of endometriosis
is unknown. Some factors have been postulated as
the cause of endometriosis.!! Of these, two major
theories were proposed. These are the metastatic and
metaplastic theories. Metastatic refers to presence of
endometrial tissue outside the uterine corpus. The
postulated underlying mechanisms include the retrograde
menstruation through the fallopian tubes may mediate
spread of endometrial tissue to the peritoneal cavity,
implantation of endometrial tissue following surgery as
it may occur in endometriosis of the cervical mucosa,
and spread of endometrial tissue through hematogenous
and lymphatic routes to distant site. Metaplastic theory

Address for correspondence: Dr. DE Imasogie,

Department of Morbid Anatomy, University of Benin Teaching
Hospital, P. M. B. 1111, Ugbowo, Benin City, Edo State, Nigeria.
E-mail: eradebamwen4real @yahoo.com

This is an open access journal, and articles are distributed under the terms of the
Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows
others to remix, tweak, and build upon the work non-commercially, as long as
appropriate credit is given and the new creations are licensed under the identical
terms.

For reprints contact: reprints@medknow.com

How to cite this article: Imasogie DE, Agbonrofo PI, Momoh MI,
Obaseki DE, Obahiagbon [, Azeke AT. Intestinal obstruction secondary
to cecal endometriosis. Niger ] Clin Pract 2018;21:1081-5.

© 2018 Nigerian Journal of Clinical Practice | Published by Wolters Kluwer - Medknow @



[Downloaded free from http://www.njcponline.com on Friday, August 3, 2018, IP: 165.255.132.156]

Imasogie, ef al.: Endometriosis — an unusual cause of cecal obstruction: A case report

includes that the coelomic epithelium in utero is known
to give rise to the Mullerian duct and uterus. It also
forms the mesothelium of the pelvis or abdomen, and
thus endometrium could arise directly from it."! The
neurologic hypothesis is a new theory in the mechanism
of development of endometriosis. From the primary
lesion, the endometriosic lesion moves at a distance along
the nerves to infiltrate the large bowel.®! Other postulated
factors include genetic, hormonal, and immune.[

This report will present our own experience with a
case of cecal endometriosis with features of intestinal
obstruction and with some review of literature where
applicable.

CASE REPORT

A 42-year-old female presented with a change in bowel
habits of 6 months’ duration. This was associated with
constipation and occasional passage of hard stool,
abdominal pain, abdominal swelling, anorexia, weight
loss, and easy satiety. She was passing stool at a
frequency of once in 2 days as against the usual passage
of stool once daily. The abdominal pain was localized
to the lower abdomen, was gripping, worse during her
menstrual cycle, and was relieved by analgesics. There
was no history of low back pain and dyspnea. There was
also no family history of cancer. She had myomectomy
2 years prior to presentation, for heavy, painful menstrual
periods. Postmyomectomy, histopathology confirmed

leiomyoma uteri.

Figure 1: Histologic sections showing submucosal endometrioma (arrow
heads) that has pushed the mucosa (double triangle) and submucosa (star)
above the surrounding or adjacent mucosa (triangle) and submucosa (double
star). Infiltrates of lymphocytes (arrow) present in the submucosa adjacent
to the endometrioma and endometrial tissue (thick arrow) are seen deep
into the intestinal wall. (a) (H and E, x40), (b-d) (H and E, x100)
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Examination revealed an acute-on-chronically ill-looking
middle-aged female, afebrile, anicteric, acyanosed, not
pale, and with no peripheral lymphadenopathy and pedal
edema. The abdomen was full, moved with respiration,
and was soft with generalized tenderness, but there
was no rebound tenderness. The liver and spleen were
not palpable and the kidneys were not ballotable.
There were no palpable intra-abdominal masses. Ascites
was not demonstrable by shifting dullness. The bowel
sounds were hyperactive. The rectum contained scant
fecal matter on digital rectal examination. Examinations
of other systems were essentially normal. The full blood
count, serum electrolyte, urea, and creatinine requested
were all within normal values for her age and gender.
An impression of intestinal obstruction was made. She
was worked up for an emergency laparatomy as soon
as possible, i.e., after resuscitation of the patient was
optimal.

On surgery, the intraoperative findings were a dilated,
terminal ileum and a hard, constricting cecal mass.
A right hemicolectomy with ileotransverse anastomosis
was done. She did well postoperatively and she
was subsequently discharged home on the 10" day
postoperation, after removal of stitches.

The histopathology report consists of (but is not limited
to) the gross, microscopic examination findings and
the final diagnosis. Grossly, the right hemicolectomy
specimen consists of two resected bowel segments
measuring 32 cm and 14 cm in length. The former
consists of the terminal ileum, cecum, and proximal part
of the ascending colon, while the latter was made up of
the remaining part of the ascending colon and a portion
of the transverse colon. Cut section of the former
through the antimesenteric border revealed an occluded
cecal lumen by a mass that is 12 cm and 14 cm from the

Figure 2: Histologic sections showing endometrial glands and stroma
(thin arrow) located in the muscularis propria. Infiltrates of lymphocytes
are present within the muscular wall (thick arrow). (H and E, x40)
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Figure 3: Histologic sections showing endometrial glands (arrow) and
stroma (arrow head) located in the muscularis propria. (H and E, x100)

distal and proximal resection margins, respectively. This
mass is gray, firm, and measures 6 cm x 3 cm X 3.5 cm.
Cut section of the latter revealed a patent lumen.

Histologic  sections  showed  widely distributed
endometrial-type glands and stromal tissue embedded
in the submucosa and muscularis propria. The overlying
large intestinal-type mucosa had a bulge into the lumen
in areas where endometrial tissue is located in the
submucosa. Infiltrates of chronic inflammatory cells
were also seen (lymphocytes). A diagnosis of cecal
endometriosis was made [Figures 1-3].

DISCUSSION

In 1860, von Rokitansky was the first to describe
endometriosis.”’ Endometriosis is a benign nonneoplastic
gynecological lesion seen mainly in women of
reproductive age group that is characterized by the
presence of functional endometrial tissue consisting of
glands and/or stroma located outside the corpus uterus,
in places that are physiologically inappropriate.[®!%!!]

The index case occurred in a 42-year-old woman. Usually,
intestinal endometriosis is diagnosed 10 years after the
development of pelvic endometriosis.'?! Tt, therefore,
follows that the index case may have developed pelvic
endometriosis when she was about 32 years of age. This
age falls within the age range of 17-52 years, which has
been reported for the development of endometriosis.!'*!
The age of the index case is comparatively similar to the
higher limit (43 years) of the mean age (36 + 7 years) of
patients that develop endometriosis.!?!

The index case presented with lower abdominal pain
which was aggravated during her monthly menstrual
periods. Cyclical abdominal pain as observed in our
own experience is consistent with the observation
of most documented literatures.>!*-'"!  Contrary to
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this observation, De Ceglie et al.l reported in their
case report of acute small bowel obstruction due to
endometriosis that the abdominal pain is noncyclical,
and thus bears no relationship to the menstrual periods.
On presentation, there were constipation, abdominal
pain, and distension with tenderness. These signs and
symptoms in addition to tenesmus, diarrhea, rectal
bleeding, and pain during defecation are indications
or pointers to bowel endometriosis,® especially when
the abdominal pain initially bears a relationship to
the menstrual cycle.['s Unlike, in this case, vomiting
and constipation alternating with diarrhea have been
reported.[®!8) This disparity may be due to the uncommon
site of the lesion in the cecum in this case. Weight loss
in bowel endometriosis is a variable symptom which
could be attributed to the degree of obstruction and the
time interval between the onset of severe symptoms and
the patient’s visit to the hospital.['¥]

According to the European Society of Human
Reproductive and Embryology guidelines, the gold
standard for the diagnosis of endometriosis entails the use
of laparoscopy visualization and histologic confirmation
of the presence of endometrial tissue (endometrial gland
and/or stroma).'”?! The drawback of this guideline
is the invasive nature of laparoscopy. Noninvasive
ultrasound scan and magnetic resonance imaging (MRI)
are alternatives preferred by attending clinicians.'® The
sensitivity of MRI in the diagnosis of endometriosis
of the bowel is high (77%-93%).1 Despite this, MRI
is not sensitive enough for definitive diagnosis,® thus
making laparoscopy the gold standard” and the only
investigation prior to laparotomy that is able to confirm
the presence of intestinal endometriosis.®! Ultrasound
scan (transvaginal or transrectal) shows intestinal
nodules appearing as irregular, hypoechoic masses which
penetrate the intestinal wall.?'! Endoscopic biopsies
for histology are inadequate to make a diagnosis of
endometriosis because biopsies are limited superficially
to the mucosa to give nonspecific chronic mucosa
changes, whereas endometriosis involves deep layers
of the bowel wall.5'*) Serum markers for the diagnosis
and monitoring of endometriosis have been proposed.
In monitoring the progress of endometriosis, CA-125
is more sensitive than CA-19-9, while interleukin-6 is
more specific and sensitive than the former.’ The index
case presented as an acute abdomen, with little or no
indications for the above investigations since intestinal
endometriosis was not a consideration.

The diagnosis of endometriosis causing complete
colon obstruction is very rare.”>?¥ In order to make
this diagnosis, a high index of suspicion should be
entertained, especially if the woman is premenopausal
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with a history of abdominal pain that worsens
with menstrual periods.>"!¥1  Total obstruction of
the gastrointestinal tract occurs in <1% of cases of
endometriosis with bowel obstruction,*) whose actual
incidence is undetermined.?® Sampson in the first
quarter of the 20" century was the first to describe
a case of endometriosis involving the bowel.!'3!8:2324]
Endometriosis acts as if it were a malignant process, by
invading contiguous or distant tissue or organ despite
the fact that it is a completely benign nonneoplastic
lesion.®?  Bowel endometriosis often begins as
asymptomatic small serosal implant!'*!7>* that can
progress to become symptomatic.**! Endometriosis is
an estrogen-dependent inflammatory disease.? This
hormone stimulates the endometrial implants leading
to cyclical bleeding. The free hemosiderin probably
serves as an irritant that provokes an inflammatory
reaction;!"® however, prolonged exposure to a potential
irritant, be it exogenous or endogenous, can result
in chronic inflammation.?” Chronic inflammation is
characterized by active inflammation, tissue destruction,
and an attempt at healing.”” Healing can be either by
regeneration or fibrosis.?”! Healing occurs by fibrosis in
the inflammatory reaction caused by cyclical bleeding.
Fibrosis over time causes constriction of the bowel lumen
in a napkin-ring fashion,"® and intestinal obstruction
may occur as a long-term complication,l'” perhaps
this duration may account for cases of obstructive
symptoms secondary to intestinal endometriosis seen
in postmenopausal women. Menopause heralds the
loss of ovarian hormonal (estrogen) stimulation with
associated cessation of the cyclic hemorrhages within
the gastrointestinal wall. Over time, this results in
fibrosis and contraction of the bowel wall. This could
lead to varying degrees of obstruction that may require
resection of the stricture.'! The histopathology showed
inflammatory infiltrates, but there was, however, no
significant fibrosis reported. This suggests that another
mechanism may be responsible for the significant
intestinal obstruction observed in the index case.
Obstruction may also occur when a submucosal
mass consisting of endometrial tissue (glands and/or
stroma) encroaches on the bowel lumen without a true
constriction of the bowel. The mass of the submucosal
endometrial tissue is called an endometrioma.!'s! The
invasion of the bowel mucosa by an endometrioma
is relatively rare. Surgery is invaluable in making the
accurate diagnosis.” The histopathological findings in
this case are consistent with an endometrioma as the
cause of obstruction. Histopathology showed extensive
endometrial tissue within the submucosa and muscularis
propria. The latter location may not have encroached on
the mucosa, reducing the lumen, but its presence within

the muscle wall may have affected the function of the
smooth muscles in terms of peristaltic relaxation. It may
also be that a form of resistance to the increase in the
bulk of the affected bowel muscular wall may play a
role.

The indication for surgical intervention includes acute
abdomen secondary to intestinal obstruction, change in
bowel habits, bleeding, and chronic pain.*®! The index
case presented with acute abdomen following intestinal
obstruction from cecal endometriosis and surgical
resection was done.

CONCLUSION

Cecal endometriosis is a rare cause of intestinal
obstruction. A high index of suspicion is required for
diagnosis, especially if the woman is premenopausal
with a history of abdominal pain that worsens with
menstrual periods. Outcome is good with appropriate
surgical intervention.

Declaration of patient consent

The authors certify that they have obtained all
appropriate patient consent forms. In the form the
patient(s) has/have given his/her/their consent for his/
her/their images and other clinical information to be
reported in the journal. The patients understand that their
names and initials will not be published and due efforts
will be made to conceal their identity, but anonymity
cannot be guaranteed.

Financial support and sponsorship
Nil.

Conflicts of interest

There are no conflicts of interest.

REFERENCES

1. Ellensen LH, Ping EC. The female genital tract. In: Kumar V,
editor. Robbins and Cotran Pathologic Basis of Disease. 8" ed.
Philadelphia: Saunders Elsevier; 2010. p. 1005-63.

2. Silverberg SG, Tabbara SO. The uterine corpus. In:
Silverberg SG, editor. Silverberg’s Principle and Practice of
Surgical Pathology and Cytopathology. 4" ed. Philadelphia:
Churchill Livingstone Elsevier; 2006. p. 1933-85.

3.  Lin YH, Kuo LJ, Chuang AY, Cheng TI, Hung CF. Extrapelvic
endometriosis complicated with colonic obstruction. J Chin Med
Assoc 2006;69:47-50.

4. Machairiotis N, Stylianaki A, Dryllis G, Zarogoulidis P,
Kouroutou P, Tsiamis N, et al. Extrapelvic endometriosis:
A rare entity or an under diagnosed condition? Diagn Pathol
2013;8:194.

5. Chhabra P, Rao C, Singh H, Sharma V, Modi M, Yadav M,
et al. Endometriosis causing small bowel obstruction. Trop
Gastroenterol 2013;34:188-91.

6. De Ceglie A, Bilardi C, Blanchi S, Picasso M, Di Muzio M,
Trimarchi A, et al. Acute small bowel obstruction caused by
endometriosis: A case report and review of the literature. World J
Gastroenterol 2008;14:3430-4.

m Nigerian Journal of Clinical Practice | Volume 21 | Issue 8 | August 2018



[Downloaded free from http://www.njcponline.com on Friday, August 3, 2018, IP: 165.255.132.156]

Imasogie, ef al.: Endometriosis — an unusual cause of cecal obstruction: A case report

11.

12.

13.

14.

17.

18.

Baraket O, Zribi R, Berriche A, Chokki A. Cecal endometriosis
as an unusual cause of right iliac fossa pain. J Postgrad Med
2011;57:135-6.

Lu PY, Ory SJ. Endometriosis: Current management. Mayo Clin
Proc 1995;70:453-63.

Bagchi S, Gupta AK, Alwadhi K, Sah S. Caesarean scar
endometriosis: A rare site of extrapelvic endometriosis. Int J
Reprod Contracept Obstet Gynecol 2015;4:1639-41.

Acién P, Velasco I. Endometriosis: A disease that remains
enigmatic. ISRN Obstet Gynecol 2013;2013:242149.

Olive DL, Schwartz LB. Endometriosis. N Engl J Med
1993;328:1759-69.

Al-Haddad M, Bouras EP, Cangemi JR. Sigmoid endometriosis
presenting with colonic obstruction after seat belt trauma. Vis
Huan J Endosc 2006;5:2-3.

Nezhat C, Hajhosseini B, King LP. Laparoscopic management of
bowel endometriosis: Predictors of severe disease and recurrence.
JSLS 2011;15:431-8.

Cameron IC, Rogers S, Collins MC, Reed MW. Intestinal
endometriosis:  Presentation, investigation, and surgical
management. Int J Colorectal Dis 1995;10:83-6.

. Meyers WC, Kelvin FM, Jones RS. Diagnosis and surgical

treatment of colonic endometriosis. Arch Surg 1979;114:169-75.
Morassutto C, Monasta L, Ricci G, Barbone F, Ronfani L.
Incidence and estimated prevalence of endometriosis and
adenomyosis in Northeast Italy: A Data Linkage Study. PLoS
One 2016;11:¢0154227.

Stratton P, Winkel C, Premkumar A, Chow C, Wilson J,
Hearns-Stokes R, et al. Diagnostic accuracy of laparoscopy,
magnetic resonance imaging, and histopathologic examination
for the detection of endometriosis. Fertil Steril 2003;79:1078-85.
Collins PG. Endometriosis as a cause of intestinal obstruction; a
report of two cases. Postgrad Med J 1957;33:519-25.

19.

20.

21.

22.

23.

24.

25.

26.

)71

28.

Ballard KD, Seaman HE, de Vries CS, Wright JT. Can
symptomatology help in the diagnosis of endometriosis?
Findings from a national case-control study — Part 1. BJOG
2008;115:1382-91.

Nnoaham KE, Hummelshoj L, Webster P, d’Hooghe T,
de Cicco Nardone F, de Cicco Nardone C, et al. Impact
of endometriosis on quality of life and work productivity:
A multicenter study across ten countries. Fertil Steril
2011;96:366-73.e8.

Bazot M, Darai E. Sonography and MR imaging for the
assessment of deep pelvic endometriosis. J Minim Invasive
Gynecol 2005;12:178-85.

Arafat S, Alsabek MB, Almousa F, Kubtan MA. Rare
manifestation of endometriosis causing complete recto-sigmoid
obstruction: A case report. Int J Surg Case Rep 2016;26:30-3.
Bacalbasa N, Balescu I, Filipescu A. Ileocecal obstruction due
to endometriosis — A case report and literature review. /n Vivo
2017;31:999-1002.

Jayant M, Kaushik R, Punia RS. Endometriotic stricture of the
sigmoid colon presenting with intestinal obstruction. S Afr J
Surg 2014;52:26-8.

de Bree E, Schoretsanitis G, Melissas J, Christodoulakis M,
Tsiftsis D. Acute intestinal obstruction caused by endometriosis
mimicking sigmoid carcinoma. Acta Gastroenterol Belg
1998;61:376-8.

Paksoy M, Karabigak I, Ayan F, Aydogan F. Intestinal obstruction
due to rectal endometriosis. Mt Sinai J Med 2005;72:405-8.
Kumar V, Abbas AK, Fausto N, Aster JC. Robbins and Cotran
Pathologic Basis of Disease. 8" ed. Philadelphia: Saunders
Elsevier; 2010.

Pritts EA, Taylor RN. An evidence-based evaluation of
endometriosis-associated infertility. Endocrinol Metab Clin North
Am 2003;32:653-67.

Nigerian Journal of Clinical Practice | Volume 21 | Issue 8 | August 2018




