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Endoscopic Appearance and Management of Recto-Sigmoid 
Endometriosis: Case Report

Abubakr Adama, d, Mechu Narayananb, Christine Hachemc

Abstract

Endometriosis is the presence of endometrial glands outside the 
uterine cavity. Endometriosis can involve any part of the bowel but 
most commonly affects the recto-sigmoid part of the bowel. This case 
shows the endoscopic views of bowel endometriosis and also elabo-
rates on how to approach and manage similar cases of bowel endo-
metriosis. Patients with bowel endometriosis are better managed and 
treated with a multidisciplinary team including gastroenterologist, 
gynecologist and colorectal surgeon.
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Introduction

Endometriosis is the presence of endometrial glands outside 
the uterine cavity. Endometriosis of the bowel is a form of 
deep infiltrating endometriosis. The most common location of 
bowel endometriosis occurs in the recto-sigmoid area. Com-
mon presenting symptoms include dysmenorrhea, dyspareu-
nia, cyclic pelvic pain, pain with defecation, constipation, and 
cyclic rectal bleeding [1].

Diagnosis of intestinal endometriosis can be difficult as it 
can mimic other diseases. Presentations may be diverse rang-
ing from acute large bowel obstruction to concurrent colorec-
tal cancer [2, 3]. In addition, patients with intestinal endome-
triosis may present with irritable bowel syndrome (IBS) like 
symptoms which may be related to the anatomic distribution 
of the endometriosis as well as an epidemiological association 
with IBS [4].

The gold standard to diagnose endometriosis is lapa-
roscopy and biopsy to confirm the presence of endometrial 

glands. As laparoscopy is an invasive procedure, patients with 
suspected bowel endometriosis should consider non-invasive 
imaging studies such as transvaginal ultrasound, endoscopic 
rectal ultrasound or magnetic resonance imaging (MRI) first 
[5-7]. Colonoscopic examination with biopsy may be helpful 
in some cases of endometriosis with mucosal and/or submu-
cosal involvement.

Case Report

We present a 39-year-old woman with past medical history of 
endometriosis of the umbilicus which was treated with sur-
gery. She presented to the hospital with complaints of deep 
pelvic pain, dyspareunia, dysmenorrheal pain, cyclical hema-
tochezia and dyschezia for months prior to admission. Patient 
had suspected pelvic endometriosis and she was started on hor-
monal therapy and intrauterine contraceptive device without 
significant improvement.

The patient underwent diagnostic and therapeutic lapa-
roscopy. She was found to have endometriosis like lesions in 
the cul-de-sac which were removed and sent to histopathology 
which confirmed presence of endometriosis. The patient also 
underwent laparoscopic hysterectomy with left-sided oopho-
rectomy and was found to have a mass involving the anterior 
wall of the recto-sigmoid colon on laparoscopy.

She underwent diagnostic colonoscopy which revealed the 
presence of an infiltrative partially obstructing large mass in 
the recto-sigmoid colon (Fig. 1). The mass involved half of 
the lumen circumference, measured 5 cm in length and was 
located 15 - 20 cm from the anus. The mass was friable. Biop-
sies were taken with cold forceps for histology and revealed 
normal colonic mucosa with features suggestive of a hyper-
plastic polyp. The remainder of the colon was normal to the 
terminal ileum.

Patient then underwent trans-rectal endoscopic ultrasound 
for further characterization of this mass. Endoscopic ultra-
sound revealed a sub-epithelial lesion extending through deep 
layers including deep mucosa, muscularis propria, serosa and 
extending to perirectal fat. Fine needle aspiration (FNA) was 
performed which showed features suggestive of endometrio-
sis with no features of malignancy. The FNA cytology slide 
stained positive for CD10 immunostain which stains endome-
trial cells (Fig. 2).

Patient underwent an elective laparoscopic partial colecto-
my with re-anastomosis to remove the mass. The resected part 
of the sigmoid and rectum was sent to histopathology which 
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revealed the presence of endometrial glands within the bowel 
wall. Figure 3 reveals the surgical pathology of the resected 
colon and shows normal looking colonic mucosa to the right 
of the slide and endometrial glands within the muscularis pro-
pria, surrounded with stroma and active bleeding (red blood 
cells) within the stroma of the glands. Patient was asympto-
matic after resection and she was discharged home. She was 
not discharged on hormonal therapy as she still has an intact 
right ovary.

Discussion

Diagnostic evaluation of suspected bowel endometriosis is 
challenging as it may require an interdisciplinary evaluation 
including gastroenterologists, gynecologists and colorectal 
surgeons. MRI in association with CT virtual colonography 
has been shown to increase the accuracy of the preoperative 
assessment of colorectal endometriosis [8]. Bowel preparation 
prior to transvaginal ultrasound has been shown to improve 
accuracy of diagnosis [5]. Colonoscopy should be an integral 
part of any evaluation of patients with suspected rectal or co-

lonic endometriosis as it may coexist with colorectal carci-
noma or may even progress to endometrioid adenocarcinoma 
[3, 9]. Negative mucosal biopsies in the setting of high index 
of suspicion should be further evaluated with rectal ultrasound 
with FNA given risk of potential false negatives.

Treatment options of bowel endometriosis include both 
medical and surgical treatments. Most patients with non-
obstructive colorectal endometriosis prefer beginning with 
medical treatment with a low-dose oral contraceptive (OCP) 
or a progestin [10]. There are three surgical modalities to treat 
bowel endometriosis and this includes shaving, discoid resec-
tion and segmental resection. All three surgical treatment mo-
dalities are effective in terms of immediate symptoms relief 
with comparable complication rates. However, shaving was 
associated with higher rates of symptom recurrence and rein-
tervention. Data also showed that patients with a nodule > 3 
cm had a relative risk of 2.5 (95% CI, 1.66 - 3.99) of requir-
ing bowel resection [11]. Our patient underwent laparoscopic 
resection as the mass size was 5 cm.

Of the colorectal endometriosis cases, 95% involve only 
serosa and muscularis propria; only 6-38% invade into the mu-
cosa and submucosa, respectively [12]. In the above case, en-

Figure 2. FNA cytology with CD 10 immunostain which stain endome-
trial cells. By courtesy of Dr. Eric Staros.

Figure 3. Surgical pathology of the resected colon with endometriosis. 
By courtesy of Dr. Guihua Cao.

Figure 1. Endoscopic view of recto-sigmoid endometriosis. By courtesy of Dr. Christine Hachem.



Articles © The authors   |   Journal compilation ©  Gastroenterol Res and Elmer Press Inc™   |   www.gastrores.org328

Endoscopic View of Bowel Endometriosis  Gastroenterol Res. 2018;11(4):326-328

dometriosis lesions had invaded to the submucosa. Colorectal 
endometriosis should not be missed as it has a curative treat-
ment either medically or surgically and should be considered 
in women with rectal bleeding. This case demonstrates the 
importance of obtaining a gynecological history from women 
presenting with gastrointestinal tract symptoms, especially re-
garding association of GI symptoms with menstrual cycles.
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