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Abstract

In emergency surgical admissions, acute bowel
obstruction is a very common problem. The causes of
bowel obstruction are numerous but the most frequently
identified are adhesions and post-operative bands,
hernias, tumours and congenital bands. Evisceration of
the small intestine through the vagina is a rare surgical
emergency that requires urgent surgery because of the
risk of developing acute small bowel obstruction and
ischemia. We report a very rare and unusual case of an
acute abdomen with bowel obstruction in a 70-year-old
non-hysterectomized woman, with the majority of the
small bowel visible outside the vagina, which has become
strangulated and gangrenous. An exploratory laparotomy
was performed urgently with resection and anastomosis
of the small bowel and closure of the breach in the
Douglas pouch. Multiple approaches to surgical
management have been described, including laparoscopy,
laparotomy, transvaginal route, and combined
approaches. Perineal hernia should be considered in the
differential diagnosis in elderly post-hysterectomy
patients with sudden onset of abdominal pain where
urgent surgical intervention is advised.
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Introduction
In elderly women, transvaginal evisceration of the small

intestine is a rare but potentially fatal emergency that requires
urgent surgical intervention to reduce morbidity and mortality.
Risk factors for this event include advanced age, enterococcal
disease, and prior transvaginal surgery. Prolapse of the uterus
with or without cystocele or rectocele is a frequent
observation, but patients with very significant anterior and
posterior vaginal enterocele without uterine prolapse or a
history of hysterectomy are rare and exceptional. Cystocele,

rectocele, uterine prolapse, and enterocele occur as a result of
pelvic floor weakness or defect, mainly in postpartum or after
pelvic surgery. They usually present as small bowel obstruction
on imaging or diagnostic laparotomy showing small bowel
herniation in the vagina [1]. Rarely, it presents dramatically
with large loops of small intestine prolapsing into the vagina,
causing significant abdominal discomfort and an acute risk of
intestinal strangulation [2].

Case Presentation
A 70-year-old female patient with history of hypertension

who presented with sudden onset of severe abdominal pain
described as sharp and at an intensity that she had never
experienced before. The patient did not report any notion of
constipation or a coughing episode that might have increased
intra-abdominal pressure. On admission her General condition
was very poor, febrile, dehydrated, anemic, pulse 104/min and
BP 100/70 mm, chest, cardio vascular system, central nervous
system normal. Per abdominal examination revealed gross
distention of abdomen, tenderness, guarding, rigidity all over
abdomen and bowel sounds were absent. Perineal
examination shown a large anterior enterocele (misdiagnosed
by gynecologists as cystocele) and posterior enterocele. Her
blood investigations: Hb was 10,9 g%, WBC 12800 /cmm,
blood urea 52 mg/L serum creatinine 12 mg/L serum
electrolytes Na+ 125 mEq/L., K+ 2.5 mEq/L, while ECG showed
sinus tachycardia changes. X-ray abdomen showing multiple air
fluid levels (Figure 1).

Examination of the perineum revealed significant prolapse
of the small intestine with at least 100 cm of small intestine
protruding through the vagina, the loops appearing
edematous and the mesentery was ecchymotic with signs of
necrosis (Figure 2). It was impossible to insert a urinary
catheter (Foley catheter) and perform a rectal examination
due to the amount of bowel covering the perineal area. After a
short resuscitation and rapid anesthetic evaluation she was
operated on in emergency. A midline laparotomy was
performed and the bladder was found to be distended. The
small bowel loops were reduced, several bowel loops were
gangrenous and necrotic and required resection with terminal
anastomosis (60 cm of the small bowel was resected). A defect
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in the retro uterine region (Douglas pouch) was found and
closed. It was the cause of this condition.

Figure 1: Abdominal X-ray showing multiple air-fluid levels.

Figure 2: Edematous loops of small bowel hanging outside
the vagina with dusky appearing mesentery.

Discussion
Transvaginal intestinal prolapse is a rare surgical condition

that was first described by Hypernaux et al in 1864. There are
100 cases reported in the literature. Vaginal prolapse
frequently occurs at the same time as posterior vaginal
enterocele [3]. About 70% of patients are postmenopausal
women. 73% have had previous vaginal surgery and 63% have
developed enterocele. This increased incidence in
postmenopausal women has been associated with decreased
vascularization and vaginal wall atrophy. In pre-menopausal
women, it is related to sexual activity and vaginal trauma [4,5].

Special attention must be made to distinguish between a
prolapse of the vaginal cavity and an anterior vaginal prolapse,
i.e., cystocele, cysto-urethrocele, or posterior prolapse, i.e.,
rectocele. In addition, loss of the upper suspensory fibres of
the paracolpium and parametrium has been observed to result

in uterine and vaginal prolapse after hysterectomy [6],
whereas in non-hysterectomized women, stretching of the
utero-sacral ligaments due to natural connective tissue
weakness is observed. Transverse or longitudinal rupture of
the fascia at the vaginal apex may result in prolapse of the
vaginal cavity. In the enterocele, the parietal peritoneum
comes into direct contact with the vaginal epithelium without
intermediate fascia [7] and occasionally uterine prolapse is
observed after hysterectomy known as drive enterocele [8].
The risk factors encountered in older women are vaginal
surgery, enterocele repair, increased intra-abdominal pressure
with ascites, constipation and increased coughing attacks.
Other risk factors include perineal proctectomy and previous
pelvic radiotherapy [9]. In post-radiation lesions, there is
evidence of inflammation and pain. After radiation therapy,
there are changes in progressive obliterative endarteritis
manifested by hypoxia and hypocellularity in the tissues.
Patients with gynecological malignancies due to dehiscence of
the vaginal cuff are also at increased risk [2]. Many cases of
acute small bowel obstruction with vaginal cavity prolapse or
evisceration after hysterectomy were reported in the
literature. However, this cases are rare (as in our patient), since
there is no history of hysterectomy and there was a rare
anterior and posterior enterocele with obstruction and
strangulation of the small bowel, gangrene, and perforating
peritonitis. In the literature, a number of cases of obstructed
eviscerated enterocele with or without gangrene have been
reported although gangrene not including evisceration of the
small bowel in the anterior and posterior enterocele has not
been well known to date [10]. In a series of 490 cases of
prolapse, there were 193 cases of enterocele, of which only 3
were anterior enterocele [11]. Many patients have stress
urinary incontinence, dyspareunia, constipation, or symptoms
of bowel obstruction. They may require investigations such as
defecography, cystoproctography or MRI to confirm the clinical
diagnosis, but these patients are often seen in emergencies
and require immediate management. [12,13]. Patients usually
complain of pelvic or vaginal pain, vaginal bleeding, and a
feeling of a mass in the vaginal vault. The terminal ileum is
most often the protruding viscera, although other organs, such
as the omentum, salpinx and epiploid appendices, have also
been described [1]. Transvaginal evisceration of the small
intestine is an absolute surgical emergency and is generally
associated with a 6-8% mortality rate. Urgent reduction and
reintroduction of the small bowel must be undertaken and in
rare cases, if the small bowel is not compromised, the
reduction procedure may be performed through transvaginal
approach [6]. The high morbidity associated with this
complication is about 15% and 20% of patients which require
bowel resection. The treatment of choice is to reduce
evisceration, if intestinal vascularity is compromised, resection
and anastomosis with suspension of the vault and closure of
the Douglas' pouch defect. Different strategies have been
chosen for the colporraphy (obliteration of the Douglas pouch)
these are-

• Trans-abdominal [10,15]
• Trans-vaginal [6,7,10,14,15]
• Laparoscopic [7].
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In all the different approaches, the value of using
colporraphy to prevent recurrences and for the correct repair
of the pelvic fascia during any vaginal or pelvic operation has
been stressed. [16].

If the bowel is easily reducible, has not been previously
irradiated and there are no signs of an acute abdomen, a
vaginal approach may be a possible option [17]. In general,
both vaginal and abdominal procedures have equivalent
recurrence and complication rates. Therefore, either approach
may be used depending on the patient's presentation [9].

Conclusion
Early detection and surgical management of this rare

surgical emergency is absolutely necessary to prevent the
occurrence of small bowel ischemia requiring resection. In
elderly and at-risk patients, uterine prolapse, prolapse of the
vaginal vault, cystocele, rectocele, and a combination of two or
more of these are often observed. There are also patients with
herniation of the small bowel in the pelvic floor, called
posterior enterocele, or in patients who have had a
hysterectomy. All of these patients require prior reduction of
evisceration, and especially repair of the pelvic floor and
obliteration of the Douglas pouch or in some cases a vaginal
closure in order to prevent recurrences. A pelvic floor hernia
through the anterior vagina called anterior enterocele is very
rare, and having anterior and posterior enterocele in the same
patient is a exceptional type of pelvic hernia, which is also
present in non-hysterectomized patients.
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