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Enterocele as a Consequence of Laparoscopic 
Resection of Deeply Infiltrating Endometriosis 
B. Van Rompaey, J. A. Deprest, and P. R. Koninckx 

Abstract 

Laparoscopic excision of deeply infiltrating endometriosis in the cul-de-sac or the rectovaginal septum by means 
of electrosurgery or laser is performed frequently. Little is known about the long-term results or complications of 
this surgery. We suggest that enterocele could be a complication of the procedure. A patient developed a large 
enterocele 3 years after a laparoscopic excision of a deep endometriotic nodule with resection of the uterosacral 
ligaments. We question whether routine preventive measures should not be taken after excision of a deep 
endometriotic nodule from the rectovaginal septum. 

Endometriosis can be a debilitating disease, 
especially when it deeply infiltrates the rectovaginal 
septum.l~ The treatment of choice is excision, during 
which large blocks of endometriotic tissue are resected, 
often including the rectal or vaginal wall. 7 13 The 
reported complications of this laparoscopic surgery 
include injury of the bladder, bowel, or ureter; perfo- 
ration of the vagina; and severe hemorrhage.14-~7 Late 
complications have not yet been reported. 

Case Report 

A 27-year-old woman had secondary infertility for 
almost 1 year. She also complained of chronic hypogas- 
tric pain and moderate deep dyspareunia of 1 year's 
duration. 

Three years earlier she had undergone a laparos- 
copy in our department during which the diagnoses of 

endometriosis (American Fertility Society stage 2) 
and varicosities on the left side of the uterus were 
made. During this laparoscopy, a deep endometriotic 
nodule, 15 mm wide and 10 mm deep, at the base of 
both uterosacral ligaments was excised with the car- 
bon dioxide (CO2) laser. It is important to mention that 
during this procedure both uterosacral ligaments were 
transected, thus creating a large defect extending up 
to the vaginal wall. The varicose veins were coagu- 
lated. The patient conceived 8 months later by homol- 
ogous intrauterine insemination because of her 
husband's mild oligoasthenozoospermia. The preg- 
nancy was uneventful, and at 38 weeks she sponta- 
neously delivered a healthy boy weighing 3200 g. 

On examination the woman appeared in good 
physical health. Abdominal palpation was normal and 
no specific tenderness could be found. Pelvic exami- 
nation revealed a normal cervix. Induration of the 
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rectovaginal septum was suspected on bimanual 
examination. Bulging of the posterior fornix or of the 
posterior vaginal wall was not seen, although it was 
not specifically looked for. 

Given the patient's complaints, her history of 
endometriosis, and the clinical impression of an 
indurated rectovaginal septum, a recurrence of endo- 
metriosis was suspected and a repeat laparoscopy was 
performed. 

Careful inspection of the pelvis revealed no endo- 
metriosis. Instead, a large enterocele of the cul-de-sac 
was seen. The peritoneum over the enterocele was 
vaporized superficially using the CO 2 laser after delim- 
itation of the defect and identification of the ureters. 
Subsequently, a McCall suture was placed laparo- 
scopically including both the remnants of the 
uterosacral ligaments and the vaginal wall. 

Five weeks later the patient reported complete 
relief of symptoms. One year after the operation she 
had experienced no recurrence of symptoms. 

Discussion 

To our knowledge, based on a MEDLINE search 
of the literature published from 1976 to 1996, this is 
the first report describing an enterocele as a possible 
consequence of the resection of deeply infiltrating 
endometriosis. Deep endometriosis, especially deeply 
infiltrating endometriosis in the rectovaginal septum, 
is a well-known entity. 1~ It is only recently, however, 
that we have had experience treating this condition 
laparoscopically by excision with electrosurgery or 
laser. 7-13 The long-term consequences of such inter- 
vention that creates large defects of the rectovaginal 
septum are unknown. It is possible that deepening of 
the cul-de-sac after excision of these large tissue blocks 
can lead to the formation of an enterocele, even in rel- 
atively young women. Transection of both uterosacral 
ligaments could be an important cofactor in the for- 
mation of the enterocele. 

If this could be substantiated, it would be impor- 
tant to evaluate the long-term effects of laparoscopic 
uterine nerve ablation procedures, so often advocated 
for dysmenorrhea or dyspareunia. 18 20 We also cannot 
exclude the possible role of pregnancy and delivery 
in this patient's pathology. 

The McCall culdoplasty was initially described as 
a means of treating or preventing the formation of an 
enterocele after a vaginal or abdominal hysterectomy. 21-23 

A laparoscopic procedure was described during which 
the uterosacral ligaments are brought together and 
fixed to the posterior vaginal wall. z< 25 The disap- 
pearance of pain in our patient even 1 year after surgery 
suggests the effectiveness of this procedure. 

This case report raises the issue of the need to per- 
form some prophylactic suturing in every patient after 
resection of deep endometriotic nodules, especially after 
transection of the uterosacral ligaments. More fol- 
low-up data in a group of selected patients will be nec- 
essary to evaluate the frequency and severity of this 
pathology. Our aims are to draw attention to the pos- 
sibility of this iatrogenic pathology, to increase aware- 
ness of it, and to open the discussion of a prophylactic 
McCall culdoplasty after the resection of a deep nodule. 
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