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Intestinal endometriosis
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Abstract
A 46-year old woman presented with chronic and intractable pelvic pain persisting for several months. She claimed to have no symptoms related to bowel or urinary function.
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A 46-year old woman presented with chronic and intractable pelvic pain persisting for several months. She claimed to have no symptoms related to bowel or urinary function. Her past history revealed a caesarean delivery and a laparoscopic removal of an ovarian dermoid cyst. A transvaginal ultrasound examination of the pelvis showed a posterior intramural fibroid of 46 mm in diameter and left ovarian cyst of 35 mm in diameter consistent with endometrioma.
The patient underwent laparoscopic total hysterectomy and bilateral salpingo-oophorectomy (BSO). Besides the presence of uterine myomata and ovarian endometrioma, we found bluish black cystic lesions on the ileum that we excised (Fig. 1). These typical endometriosis lesions involved the serosa and encompassed the muscularis of the bowel with no further penetration into the intestinal wall. The operation and postoperative course were uneventful. The chronic pain that she experienced before surgery subsided. Histopathological examination confirmed the operative findings.
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Fig. 1Laparoscopic appearance of endometriosis lesions on the small intestine




                  
Endometriosis is defined as the presence of endometrial glands and stroma outside the endometrial cavity. The implants are usually located in the pelvis, but they can be found elsewhere in the body. The diagnosis is established by visualization either by laparoscopy or laparotomy [1–4].
In a meta-analysis of 7,000 women with endometriosis, the prevalence of intestinal endometriosis is 12% [5]. Depending on the vigilance and thoroughness of the examination, it varies between 3% to 37% [5–7]. The most common site of intestinal endometriosis is at the rectosigmoid area (72%) [8]. This is followed by the rectovaginal septum (13%), small intestine (7%), cecum (3.6%), and appendix (3%) [5]. For lesions in the rectum, rectal ultrasound can determine the depth of intestinal infiltration. In one study, endometriosis with muscular infiltration was encountered in 71% of cases and serosal infiltration in 9.6% [9]. Penetration into the intestinal lumen was found in 4.8% of cases [9].
Intestinal endometriosis is usually asymptomatic and found incidentally during surgery for other conditions. Under the influence of estrogen, endometriosis implants may proliferate, forming endometriosis nodule or cyst (endometrioma), and rarely infiltrate the bowel lumen.
Endometriosis implants in the lumen of the sigmoid or rectum are associated with catamenial rectal bleeding or dyschezia. However, their presence in the small intestine is often asymptomatic. Nonspecific symptoms include nausea, vomiting, abdominal swelling, diarrhea, constipation, and abdominal pain. These symptoms mimic other intestinal disorders such as irritable bowel syndrome, Crohn’s disease, ulcerative colitis, and bowel cancer. Occasionally, stricture of the small bowel due to fibrosis of the endometriosis in the muscularis and serosa of the intestine leads to bowel obstruction and perforation [10, 11].
Treatment of intestinal endometriosis depends on the clinical findings. Resection of the affected intestine is needed for endometriosis-related bowel obstruction, and 60% to 100% of patients reported an improvement in endometriosis-related pain after excision of deeply infiltrating lesions [4]. Nonpenetrating lesion could be excised followed by estrogen suppression in the form of oral contraception, progesterone, or gonadotropin releasing hormone agonist (GnRHa). The latter is associated with initial estrogen stimulation in the first week of the treatment followed by suppression. The initial estrogen increase might stimulate proliferation of endometriosis. In women whose intestinal endometriosis has not been excised, GnRHa might lead to bowel obstruction and perforation [10, 11]. Due to high progesterone level in pregnancy, the best treatment for women wishing to conceive is pregnancy.
Aromatase inhibitors have also been advocated as a treatment for endometriosis [12]. Its efficacy for the treatment of intestinal endometriosis is unknown. Since endometriosis is estrogen-dependent, the definitive treatment of endometriosis in general is removal of both ovaries. In addition to BSO, we performed excision of the intestinal lesions. The adequacy of BSO only remains unclear. The disease could recur, especially in those treated with cyclic hormonal replacement treatment [13]. In addition, one should rule out the presence of malignancy [14]. Women with severe or intestinal endometriosis are better treated in a center with expertise in this field.
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