Voluminous enterocele -
a case report

Abstract Rezumat

Enterocele represents the protrusion of the small intestine
into the upper wall of the vagina. Pelvic organ prolapse

has a prevalence of 3-6%. Most women have stage |
(43.3%) or stage Il prolapse (47.7%). The main causes for
the occurrence of pelvic organs prolapse are: pregnancy,
vaginal birth, menopause (ageing, hypoestrogenism),
chronic raised intraabdominal pressure (chronic pulmonary
obstructive disease, constipation, obesity), pelvic wall
trauma, genetic factors (race, connective tissue disorder),
spina bifida. In this article, we present a rare case of isolated
enterocele without the association of the rectocele.
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Introduction

Enterocele represents the protrusion of the small intes-
tine into the upper wall of the vagina. The pelvic flooris a
group of muscles that form a kind of hammock across the
pelvic opening. Pelvic organ prolapsed is a result of weak-
ening of the perineal structures such as muscle, ligaments
and connective tissue. About one-third of all women are
affected by prolapse or similar conditions over the time.
Pelvic organ prolapse has a prevalence of 3-6%. In most
cases, more than 90%, there is a stage I or stage II disor-
der. Stage I is encountered in about 43.3% of cases, while
stage Il is encountered in about 47.7% of cases”’. The main
causes for the occurrence of pelvic organs prolapse are:
pregnancy, vaginal birth, menopause (ageing, hypoestro-
genism), chronic raised intraabdominal pressure (chronic
pulmonary obstructive disease, constipation, obesity),
pelvicwall trauma, genetic factors (race, connective tissue
disorder), spina bifida®.

The symptoms occur according to the involved pro-
lapsed organs. For instance, if the bladder is involved,
the condition is known as cystocele, and the main symp-
tomatology involves the urinary tract (leaking of urine
or urge to urinate). If the main organ involved is the
small bowel, we refer to this condition as enterocele®.

The diagnosis is usually made by clinical examina-
tion, and the treatment can be conservatory or surgical.

Case report
A 81-year-old patient was admitted to our hospital with
pain and perineal discomfort, all because of a exteriorized
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Enterocelul reprezintd protruzia intestinului subtire la nivelul
peretelui superior al vaginului. Prolapsul genital are o preva-
lentd de aproximativ 3-6%. In majoritatea cazurilor, peste 90%,
este in stadiul | sau ll, cu o incidentd de aproximativ 43,3% pen-
tru stadiul | si de aproximativ 47% pentru stadiul Il. Principalele
cauze de aparitie ale enterocelului sunt: sarcina, nasterea pe
cale vaginald, menopauza, din cauza imbadtranirii si a hipo-
estrogenismului, cresterea cronicd a presiunii intraabdominale
(boald cronicd pulmonard, constipatie, obezitate), traume ale
planseului pelvian, factori genetici, spina bifida. In acest articol
aducem in discutie un caz rar de enterocel fdrd asocierea rec-
tocelului.

Cuvinte-cheie: prolaps genital, enterocel, rectocel
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vaginal formation, which occurred approximately two
years ago, and which had a progressive enlargement since
then. From her medical records, the patient related a vagi-
nal surgical intervention in 1996, without any medical
proof recorded. Between 2015 and 2017 the patient had a
vaginal pessary, for conservatory treatment of the vaginal
prolapsed, which has been extracted because of its lack of
efficiency. From the personal data of the patient, is im-
portant to be pointed that she had her first period at the
age of 13, she had two vaginal births and the menopause
installed at 51 years old. From the medical records, the pa-
tient relates that she suffered some surgical interventions,
such as a laparoscopic cholecystectomy, appendicectomy,
left salpingectomy for tubal ectopic pregnancy in 1970,
anterior colporrhaphy and colpoperineorrhaphy in 1996.
She has type 2 diabetes mellitus and high blood pressure.

The clinical examination shows a third-degree uterine
prolapsed (Figure 1), a high protrusion of the posterior
vaginal wall (Figure 2) and a protrusion of 4-5 cm of
the vaginal wall when the patient is positioned in dor-
sal decubitus and the Valsalva maneuver. The clinical
examination also revealed the uterine size of 4.5/3 cm,
with a slight cervical elongation, the anterior colpor-
rhaphy scar, the colpoperineorrhaphy scar, and by rectal
examination, rectum absence in the posterior colpocele.

All those clinical data were sufficient to establish the
diagnose of third-degree uterine prolapsed and volu-
minous enterocele. The patient was informed about all
treatment options and decided that a surgical interven-
tion was imposed.
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Figure 1. Protrusion of the uterine cervix prolapse 2 cm
below the vaginal introitus

Figure 2. Posterior vaginal wall

i

Figure 3. Accentuation of the vaginal prolapse with
Valsalva maneuver

The surgical options were: correction of the prolapse
and of the enterocele by laparoscopic hysteropexy, or
remaking and repositioning of the pericervical ring
followed by the remediation of the enterocele through
vaginal way.

The preoperative balance sheet, the anesthetic evalu-
ation (ASA 4 risk), followed by a proper conversation
with the patient were decisive for choosing the type of
surgical treatment. The fact that the patient was old
and she had to lay down for a long period of time in

Figure 4. Rectum absence in the posterior
colpocele

Trendelemburg position were strong arguments for
choosing the vaginal way instead of laparoscopic surgery.

The surgical intervention started with the liquefrac-
ture of the vaginal posterior mucosa and a median incision
from the cervix to 3 cm away from the vaginal introitus.
After the vaginal mucosa detachment, the hernia peri-
toneal sack which contained ileal loops was highlighted
(Figure 5). The uterosacral ligaments were highlighted
with two number 0 polypropylene monofilament wires
after the opening of the hernia sack (Figure 6).
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| Figure 5. The hernia peritoneal sack

The anchorage wires of the uterosacral ligaments
are crossed by posterior face of the uterine isthmus
and transfixiant by recto-uterine pouch vaginal mu-
cosa. After anterior colpotomy, the vaginal mucosa is
detached until the ischiadicus brunch. A polypropylene
monofilament mesh was crossed on the posterior face of
the uterine isthmus transfixiant by cardinal ligaments
basis. The mesh was fixed by out-in transobturator-
tape-procedure. Anterior and posterior colphorrhaphy
and perineoplasty were performed after the excessive
vaginal mucosa was removed. The mesh was thight-
ened and the hystero suspension wires to uterosacral
ligaments were tighted too. The intervention lasted 75
minutes. The anesthesia type was locoregional. The
postsurgical result was good.

Conclusions

The pelvic-genital static disorder that we presented
appeared due to structural defects of the posterior com-
partment fascia and ligaments (uterosacral ligaments,
cardinal ligaments and recto-vaginal fascia)®.

The type of intervention respected the corection prin-
ciples for the pelvic-genital static in conformity with the
associated anatomical defects®.

The particularity of this case consisted in the fact
that it was a rare case of isolated voluminous enterocele,
without associated rectocele.

The main advantage for using vaginal way for fixing
pelvic-genital static disorder is represented by the lower
anesthetic risk compared to other surgical methods pro-
posed for old women®. m
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| Figure 6. Anchoring of the uterosacral ligaments
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| Figure 7. Post-surgical aspect at 24 hours
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