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Rectosigmoid endometriosis

Rektosigmoid endometriozis

To the Editor

Extra-pelvic endometriosis is most commonly seen
in the bowels, with a reported incidence of 5-20%.
Rectosigmoid endometriosis (RE) accounts for 71%
of cases of intestinal endometriosis (1, 2). Bowel
endometriosis might show non-specific symptoms,
such as abdominal colic-like pain, nausea, vomi-
ting, constipation, diarrhea, and rectal bleeding
(1, 3).

We retrospectively reviewed the charts of six pati-
ents with histopathologically proven RE between
December 2001 and January 2006 (Table 1). Two
patients were treated for infertility, and pelvic en-
dometriosis was found on diagnostic laparoscopy
previously. The most common findings in ultraso-
nography (USG) and computerized tomography
(CT) were solitary, necrotic mass adhering to the
bowel wall and bowel wall thickening. In one pati-
ent, a submucosal lesion was found. The results of
abdominal USG and CT did not help in diagnosing
intestinal endometriosis. Colonoscopy was perfor-
med in five of the six patients. Edema, luminal
narrowing and increasing thickness of the bowel
wall near the rectosigmoid junction were found in
four patients. Submucosal tumoral mass was seen
with overlying normal mucosa in one patient. Be-
cause biopsies almost always include only the la-
mina propria, histopathologic findings of biopsy
materials were in normal range.

The patients were operated electively. In one pati-
ent, in the gynecologic operation due to myoma
uteri, an incidental mass was detected at the rec-
tosigmoid junction narrowing the lumen and in or-

der to exclude a bowel tumor, anterior resection-
Hartmann colostomy was made, in addition to to-
tal abdominal hysterectomy + bilateral salpingo-
oophorectomy (TAH+BSO). In two patients, only
anterior resection was performed. TAH+BSO and
anterior or low anterior resection were performed
in the other three patients. In one patient, a whi-
tish plaque over the appendix was found inciden-
tally and appendectomy was added. Histopatholo-
gical examination revealed appendiceal endomet-
riosis in addition to RE. There was no recurrence
over a mean follow-up period of 32 months (11
months-5 years).

Due to the presence of risk of malignant transfor-
mation and fibrosis development after medical tre-
atment, optimum therapeutic-diagnostic choice in
RE is surgery. Surgery is also indicated in case of
intestinal obstruction and severe abdominal pain.
Limited surgery or cauterization of lesions follo-
wing frozen-section pathologic examination could
be performed (1, 4, 5).

Rectosigmoid endometriosis may mimic various
gastrointestinal diseases, including primary bowel
carcinoma, diverticulosis, chronic inflammatory
bowel disease and gastrointestinal stromal tu-
mors. It is remarkably difficult to diagnose intes-
tinal endometriosis by endoscopic and radiological
imaging methods (2, 5). Since there are no pathog-
nomonic radiological or endoscopic findings, defi-
nitive diagnosis could only be done by histopatho-
logical examination.
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Ansa pancreatica: A rare pancreas ductal variation

Ansa pankreatika: Nadir bir pankreas kanal varyasyonu

To the Editor

The accessory dorsal pancreatic duct fuses with
the main ventral duct at the pancreas head region
in about 90% of the population, and drains thro-
ugh the major papilla, but it may also remain pa-
tent, emptying via the minor papilla. When the
dorsal pancreatic duct enters the minor papilla by
forming an arch like a reverse ‘S’ character, this
type of ductal anatomy is referred to as ‘ansa pan-
creatica’. It has been proposed in the literature
that this type of anatomic variation may predispo-
se to acute or chronic pancreatitis (1-3).

Among the patients who had undergone magnetic
resonance cholangiopancreatography (MRCP) at
our institution between November 2003 and June
2006, 4 patients (2 M, 2 F, age range: 49-71 years)
had ansa pancreatica anatomic variation. MRCP
was performed with a 1-T system (Signa Horizon;
GE Medical Systems, Milwaukee, WI).

One patient had focal pancreatitis in the pancrea-
tic tail; 1 had recently suffered from acute cholecy-
stitis; 1 complained of nonspecific upper right qu-
adrant pain; and 1 was being evaluated for eleva-
ted serum alkaline phosphatase (ALP) and gam-

ma glutamyl transferase (GGT) levels. On the
MRCP images of these patients, the dorsal pan-

Figure 1. MRCP image in a 57-year-old man with remote acute
cholecystitis demonstrating an incidental ansa pancreatica anatomic
variation.

Address for correspondence: Nuray HALILOGLU
Ankara Universitesi Tip Fakiiltesi Radyoloji Anabilim Dali
Mamak, Ankara / Turkey

Phone: + 90 312 595 67 81

Manuscript received: 22.10.2007 Accepted: 17.04.2008



