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by ileal endometriosis
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Dear Editor, 

Endometriosis is one of the most common gynecological 
diseases, is characterized by the presence of endometrial tissue 
outside the uterine cavity in women of reproductive age or per-
imenopausal. Endometriosis “infiltrative in depth” is defined 
as one that penetrates more than 5 mm in the affected tissue, 
occurs in one third of all cases and is usually located in pelvic 
structures. At ileum is very rare, 1-7 % of cases of intestinal 
involvement, with series and case reports in which the com-
mon denominator is usually a result of intestinal obstruction 
in the same (1,2). Perforation is even stranger and we have not 
found any published case that has caused enterovesical fistula 
as presented.

Case report

This is a 45 years old patient diagnosed with Crohn’s disease 
when having episodes of abdominal pain, with terminal ileal 
stenosis objectified in a barium transit. Enter by pneumaturia 
and fecaluria, in CT scan highlights the dilatation of a segment 
of small intestine with stenotic area and bladder contrasted with 
the image of a possible fistulous tract that seems to contact with 
the area of stenosis of ileum (Fig. 1). At the intervention, short 

stenosis can be seen very close to the ileocecal valve without 
Crohn’s appearance, coupled with the bladder dome by the tract. 
Ileocecal and indurated bladder wall segment resection was per-
formed. Histology: Endometriosis in the mesenteric side of the 
ileocecal valve and fibrinous inflammatory area corresponding to 
the fistula, without histological lesions in ileal mucosa. Bladder 
wall with nonspecific mixed inflammation and giant cell reaction 
(Fig. 2). The postoperative progressing well and remains asymp-
tomatic and untreated twelve months later.

Discussion

Endometriotic foci, when implanted in the digestive tube 
would produce, according to the novel “neurological hypothe-
sis”, progressive infiltration into the muscularis propia and sub-
mucosa along the nerve fibers (3). The mucosa is affected only 
rarely so the endoscopic study with biopsy is usually unspecific 
and this is one of the diagnostic difficulties. If we add that the 
symptoms are not typical for gynecological endometriosis, the 
problem of diagnosis is even greater (4).

When affected terminal ileum, stenosis occurs suggesting 
Crohn’s disease, as in our case, being this the most important 
aspect since both diseases have different treatments. There are 
numerous reported cases of ileal endometriosis mimicking Crohn 
and eight cases where both diseases coexist (5). The multislice 
CT can make suspect this entity (2,6), but possibly the only thing 
conclusive is the exploratory laparoscopy and the diagnosis is 
still given by the histological study (7).

Our patient began with intestinal obstruction and enteroves-
ical fistula. There have been at least 14 reported cases of intes-
tinal perforation by endometriosis and 3 fistulation but have not 
found a case like the one presented (5,8,9). Why does this hap-
pen? It is noteworthy that in most of the few reported cases the 
patients were pregnant, were in the postpartum period, in oral 
contraceptives or other hormonal therapy to cure the activity 
of endometriotic foci. This hormonal influence may produce an 
initial decidualization and endometrial tissue growth, making it 
more infiltrating in depth, coming to pass the mucous not only 
producing stenosis but perforation or fistulation (3,8).
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The widely recommended treatment in all cases of intestinal 
endometriosis is surgical resection. When an implant is appreci-
ated by chance, might be consider performing a simple nodulec-
tomy without bowel resection, but there are studies that show that 
it can be microscopically incomplete (10).

In conclusion, in front of a patient of childbearing age with 
abdominal pain or bowel obstruction, endometriosis with gastro-
intestinal involvement should be considered in the differential 
diagnosis, even without perimenstrual symptoms. It can simu-
late a stenosing or fistulizing Crohn’s disease. The diagnosis and 
treatment will be surgical exploration with resection.
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Fig. 1. CT scan which shows the large dilated loop of intestine longstanding stenosis (left) and contrast-filled bladder with fistula-ileum area (arrow).

Fig. 2. A. Histology showing endometrial tissue in the muscular enteric layer without affecting the mucosa (HE x10). B. Immunohistochemistry which 
demonstrates the presence of endometrial tissue (CD10 x10).
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