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INTRODUCTION 

Adhesive disease remains one of the most common causes 

of chronic abdominal and pelvic symptoms, particularly 

among patients with a history of previous abdominal 

surgery. Studies indicate that postoperative peritoneal 

adhesions account for a significant proportion of 

unexplained bowel dysfunction and chronic pelvic pain 

globally.¹ Adhesions may lead to bowel obstruction, pelvic 

pain, infertility, and altered bowel habits.² Although 

conventional imaging modalities such as colonoscopy, CT 

scan, and barium studies are frequently employed, they are 

often unable to detect adhesive pathology.³ Laparoscopy 

has emerged as an invaluable diagnostic and therapeutic 

modality for adhesive bowel disease, offering superior 

visualization and minimally invasive adhesiolysis 

compared to open surgery.⁴ However, its availability 

remains limited in low-resource rural settings due to 

equipment shortages and lack of trained personnel.⁵ 

Despite concerns raised by some authors regarding its 

applicability in all centers and patient groups, carefully 

selected cases demonstrate that laparoscopy can 

significantly improve outcomes even in resource-limited 

environments.6 This case report illustrates the successful 

use of laparoscopy in diagnosing and treating chronic 

pelvic adhesions involving the large bowel in a rural 

hospital, emphasizing the potential for safe and effective 

minimally invasive surgery in similar settings. 

CASE REPORT 

A 76-year-old widow presented with a twenty-year history 

of progressively narrowing stool caliber, chronic left iliac 

fossa pain, and straining during defecation. She denied 

rectal bleeding, significant weight loss, or constitutional 

symptoms. Her past medical history included well-
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controlled hypertension. Her surgical history was notable 

for an exploratory laparotomy four decades earlier for 

ectopic pregnancy, complicated by bowel injury requiring 

a temporary stoma that was later reversed. She also 

underwent pelvic surgery in 1994. Following these 

procedures, she gradually developed worsening low back 

pain and reduced stool caliber, prompting multiple hospital 

visits over the years. Investigations including two 

colonoscopies and a barium enema yielded normal 

findings. The prolonged period without a diagnosis 

resulted in significant psychological distress.  

On examination, she appeared well-nourished and in fair 

general condition. Vital signs were within normal limits. 

Abdominal examination revealed a well-healed 

paramedian scar and mild tenderness in the left iliac fossa, 

without palpable masses or signs of peritoneal irritation. 

Rectal examination was normal. Laboratory investigations 

were unremarkable. Diagnostic laparoscopy was 

performed under general anesthesia. A 10 mm umbilical 

port was introduced for the camera, and two 5 mm working 

ports were placed in the lower quadrants. Intraoperative 

findings included extensive omental and small bowel 

adhesions involving the previous surgical site. Dense 

pelvic adhesions were identified, with the proximal rectum 

adherent to the posterior uterus.  

Adhesiolysis was performed meticulously without bowel 

perforation. The patient tolerated oral intake within 24 

hours and passed normal stool within 48 hours. She was 

discharged on the second postoperative day. At six-month 

follow-up, her stool caliber had normalized, her pain had 

resolved, and she reported significant improvement in 

quality of life. 

DISCUSSION 

This case demonstrates the diagnostic and therapeutic 

benefit of laparoscopy in the management of chronic 

pelvic adhesive disease involving the large bowel. 

Adhesions involving the rectum are relatively uncommon 

but may cause significant bowel dysfunction and chronic 

pelvic pain.⁷ The prolonged duration of symptoms and 

normal imaging findings in this patient reflect the known 

limitations of conventional diagnostic techniques in 

detecting adhesive disorders.⁸ Previous studies have 

shown that laparoscopy provides superior visualization of 

pelvic structures and allows targeted adhesiolysis, 

resulting in symptom relief in a significant proportion of 

patients.9 The outcomes observed in this case are 

consistent with published data demonstrating the efficacy 

of laparoscopic adhesiolysis in resolving chronic pelvic 

and bowel symptoms.10 Laparoscopy has been associated 

with reduced postoperative pain, shorter hospital stays, 

and faster recovery times compared to open surgery.¹¹ El-

Masry et al reported that adhesive bands, though difficult 

to visualize on imaging, are a recognized cause of large 

bowel obstruction and chronic symptoms.¹² The success of 

this case also highlights the potential for safe and effective 

laparoscopic intervention in rural settings. Literature from 

low- and middle-income countries indicates that with 

appropriate training and basic equipment, minimally 

invasive surgery can be integrated into rural hospitals with 

excellent outcomes.¹³ This case aligns with these findings 

and emphasizes the need to strengthen laparoscopic 

capacity in resource-limited regions. 

CONCLUSION 

This case highlights the critical role of laparoscopy in 

diagnosing and managing chronic pelvic adhesions 

involving the large bowel, particularly when conventional 

investigations yield normal results. The significant 

symptomatic improvement achieved following 

laparoscopic adhesiolysis underscores the importance of 

expanding minimally invasive surgical services in rural 

settings. Investment in laparoscopic training and 

equipment can greatly enhance diagnostic accuracy and 

improve patient outcomes in similar environments. 
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