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Abstract: Endometriosis causing intestinal obstruction presandifficult challenge in making a timely and aate clinical
diagnosis because of the non-specific nature ogbpriésentation which can mimic other causes of fim@sobstruction. We
report a case of large bowel obstruction and rdidésdding secondary to multifocal intestinal endbiasis which was thought
to be colorectal cancer. Patient had partial colegt done and histology showed endometriosis. lin@sendometriosis
should be considered as a differential diagnosia young patient with recurrent lower abdominalnpa&and distension in
conjunction with signs of obstruction.
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acute large bowel obstruction with non-specificegtinal
symptoms and difficulty in making a timely and acte
diagnosis.

1. Introduction

Endometriosis is the term used to describe theepres of
endometrial glands and/or stroma in an abnormaitioa
outside the uterine cavity These endometrial cells are 2. Case Report
influenced by hormonal changes. Symptoms of
endometriosis often present cyclically or worsenhwthe
menstrual cycfe Endometriosis involving the intestine
usually takes the form of asymptomatic, small, sfigal
serosal implants on segments of bowel lying inghlis in
proximity to the genital orgahsAlthough statistics vary, i

A 34 year old nulliparous patient seen at the digpa
department of the University Hospital of the Kwame
Nkrumah University of Science & Technology, Kumasi,
Ghana having presented with recurrent abdominaispair a
t month and lower abdominal distension of 5 days;hwit

has been estimated that approximately 8%-15% d¥edyt associated borborygmi, inability to pass faeces fatds of

menstruating women have some degree of endometfiosi fIV€ days duration, an episode of vomiting but evef. No
Endometriosis affects the intestine in 3%-34% afesaand is NiStory of hematuria, or oliguria but she has bblseding
generally asymptomatic or presents with non-specifiP€’ vaginum 2 days Ibefore presentatlon. Examlnatlon
gastrointestinal symptorh&®® Intestinal obstruction due to '€véaled a young anxious looking lady, afebrile, llwe
endometriosis is rare. Intestinal obstruction mushmonly ~Nydrated, and not pale or tachypnoiec with a pafsgdbpm,
occur secondary to adhesion, cancer, diverticufiigvulus ~ BP-124/80mmhg. - She also came in with an upper
or inflammatory bowel disease. Extensive intestimgll ~9@strointestinal endoscopy result of pangastridsitve for
involvement may result in obstruction and occadigna H-PYlori which was done 2 weeks prior to presentati

bleeding and requires distinction from a neoplagnother ~Examination - of the abdomen revealed tender lower
inflammatory bowel proce&sWe present this rare case of2dominal distension of about 15-week gravid utemsves



102 Babatunde M. Duduyerdial.: Intestinal Obstruction from Multifocal Endomiesis: A Case Report and Review of Literature

with respiration, no palpable organomegaly. Peionssver =
the lower abdomen was dull and bowel sound Wasi';
hyperactive. A provisional diagnosis of intestioéstruction — =
with pangastritis was made and she was referredhéo
surgical outpatient unit. At the surgical outpatiendigital
rectal examination revealed an empty anorectal ipowith
no faecal matter palpable but a hard mass coveredugosa
but no bummer shelf. Vaginal examination showedomd
stained finger with a cervical os that barely adnaitfinger.
There were no palpable masses on the vaginal wall.
Other systems were essentially normal. Urgent @egyn =
test was negative. A working diagnosis of backgobu
H.pylori pangastritis with intestinal obstructioacendary to =
rectal polyp to rule malignancy or faecal impactiess made;
and a differential diagnosis of peritonitis secanyda pelvic
inflammatory disease was entertained. Figure 1. Bowel mucosa showing multifocal areas of endometriotic nodules.
She was subsequently admitted after abdominal X-ray _
ultrasound, complete blood count, BUN, electrolytesd
urea were requested. She was kept on nil per achpkaced ;
on intravenous fluids; and parenteral rocephin and
metronidazole. X

hemidiaphragm and the abdominopelvic ultrasoundn sca &
revealed free mild fluid in the peritoneal cavitydalots of
intestinal gas suspicious of pelvic inflammatorgedise. The |
complete blood count, urea and electrolytes, BUN an
creatinine were within normal range.

There was no significant improvement on the patent
condition as there was increasing distension ofattdomen
and constipation. Therefore she was prepared for an
emergency laparatomy .

At surgery, the following were found: a hard, ammuind Figure 2. Section showing proliferative phase endometrial glands and

constricting rectosigmoid tumour; caecal rupturethWi gromawith areas of haemorrhage and chronic inflammatory cells (x100)
attached bleeding tissue; faecal matter in thequezal cavity

and gaseous distension of large bowel.

Subsequently, a near total colectomy was donetopesl
cavity irrigated adequately and the ileal stumpstoraosed
to the anal stump and hemostasis secured.

Post operation condition of the patient improved
satisfactorily and was discharged 9 days post surge
antibiotics and haematinics. Periodic follow uphe surgical
outpatient has been very satisfactory till date.

Gross examination of the colectomy specimen shoaved
segment of bowel measuring 12cm in length and 7em i
widest diameter. Cut section showed multiple gteyisown
haemorrhagic masses on the mucosa surface meagaring
3cm in diameter at the distal segment and an dreapture
at the proximal segment. Histology sections of déneas of
rupture and tumour showed intestinal tissue congbase
numerous islands of endometrial tissue with enddaiet
glands lined by columnar epithelium and surroundgd Figure 3. Section showing dilated endometrial glands containing
cellular endometrial stroma involving the entireliw@here N@emorrhagic materials; and loosely cellular stroma. (x100)
is associated peri-lesional chronic inflammatorspanse. A . .
histological diagnosis of multifocal intestinal emdetriosis 3. DiSCUSSION
was made (Figures 1, 2, 3).

Intestinal endometriosis with ceacal involvementrase
while the rectosigmoid intestinal segment is moatfected®.
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Multifocal involvement as seen in our patient haserd endometriosis usually receive surgical interventiarile
observed in 15%-35% of cases. A review of 7000ep&di others without obstruction can take hormones likaadol
with endometriosis shows an incidence of 4% and8% and GnRH-a, but if they suffered from change in bomabit,
for caecal and rectosigmoid segment respectieljkewise abdominal pain, haematochecia, or even intestinal

a 12 year study found appendix and ileocaecal weroent
in 6.4% and 4.1% respectively of intestinal caséthere is a
strong association of bowel endometriosis with jgelv

obstruction, they usually receive surgical treatiffefi?®
Conclusion
We have reported an uncommon presentation of intést

endometriosis; however, reports of bowel endomsio endometriosis with large bowel obstruction in alipatous

independent from pelvic disease exist. This iscédse in our
report of an isolated bowel endometridsis

lady with infertility. Preoperative diagnosis ofdametriosis
will continue to pose a challenge as the signsiarespecific

The aetiology of endometriosis remain unknown ana@nd it should be considered in patients in reprodeiage
controversidf'® Many theories have been proposed tavith abdominal or pelvic pain in addition to sigrd

explain this condition. Sampson’s retrograde meiasion
theory of endometrial tissue refluxes through th#opian

obstruction.

tubes, implanting and growing on the serosal serfaicthe

abdominal and pelvic orgaiig®is the most widely accepted. Refer ences

Other theories include Minh’s which states thatandtrial

tissue could occur as a result of metaplastic foanmtion of [1]
pluripotential peritoneal mesothelidm Donne et af
hypothesized that endometrial nodules may devetom f
metaplasia of mullerian implants. Another theoryplies the [2]

migration of cells through the lymphatic or haengatoous
spread®. The new concept in endometriosis formation is thes)
‘neurologic hypothesis’ that the lesions seem fdtiate the
large bowel wall along the nerves at a distancenfrtbe
primary lesiof®. Other factors however, like genetic, ]
hormonal and immune factors have also been postulat
increase susceptibility of some womaen to endonm?.
Based on the finding of aromatase cytochrome p4b0 ol
endometriotic tissue but not in normal endometriiinhas
been suggested that endometriotic tissue possebees [6]
capacity to produce its own oestrogen via this eve}

Other reports indicate that endometriosis is clomalrigin
suggesting important biochemical differences betweey7]
endometriotic tissue and normal uterine edometrium

Establishing a preoperative diagnosis of Gl enddonws

is fraught with danger because of the possibilityaowide (8]
spectrum of diseases that its Gl tract symptomsienifthese
include among others, infectious diseases, irgtabbwel [9]
syndrome, inflammatory bowel disease and

neoplasm&***2? |t presents with bouts of abdominal pains1j
abdominal distension, tenesmus, constipation aadtdied’.

Our patient presented with recurrent episodes diclgo
abdominal pain, constipation and increasing abdamin
distension and tenderness with vomiting. Compareth w [11]
previous reports, it was difficult in our case ttablish an
accurate preoperative diagnosis because the syrapi@mre
non-specific and could be due to other causes afebo
obstruction. Endometriosis should be suspected woman
of reproductive age, nulliparous with abdominal ngain
conjunction with signs of intestinal obstructtarOur patient
is young (34 years) and nulliparous with signs aymiptoms
suggestive of bowel obstruction.

Our patient had an emergency laparotomy for hezadis
because of increasing abdominal pain and distenaimh
inability to arrive at a definitive diagnosis.

Most patients with intestinal obstruction due
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