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Introduction

Ostomy creation is associated with varying degree of early 
and long-term complications, approximately ranging from 
20% to 70%.1 Some of the common early complications 
include ischaemia, gangrene, retraction, obstruction and skin 
irritation. Other long-term complications include prolapse, 
stenosis and parastomal hernia.1 These complications are 
associated with physical and psychological morbidity with 
significant impact on quality of life.2–4

Evisceration of bowel through the stoma is a rare compli-
cation and only few cases have been reported so far.5 
Although most occur in the context of long-standing parasto-
mal hernias, early evisceration can also occur resulting in 
significant morbidity to patients.5 We report a patient with 
metastatic colonic cancer who underwent a decompressing 
loop ileostomy for intestinal obstruction and subsequently 
had an early parastomal evisceration of small bowel. We also 
aimed to discuss the previously reported similar cases of 
early parastomal eviscerations.

Case presentation

A 53-year-old Sri Lankan male with bronchial asthma pre-
sented to the surgical clinic for further evaluation of anaemia 
and left supraclavicular lymphadenopathy. Apart from loss of 
appetite and loss of weight, he also had dyspeptic symptoms 
with intermittent colicky abdominal pain. On clinical exami-
nation; he had left-sided level-II lymphadenopathy, abdomi-
nal distension with a large para-aortic mass in epigastric and 
umbilical region and ascites. His ultrasound scan of the neck 
was in favour of metastatic lymphadenpopathy. Fine needle 
aspiration cytology (FNAC) of the lymph node mass con-
firmed an adenocarcinoma. His abdominal contrast-enhanced 
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computed tomography (CECT) showed a malignant growth 
of the hepatic flexure with extensive mesenteric and para-
aortic lymphadenopathy and ascites (Figure 1). During bowel 
preparation for colonoscopy, he developed features of intesti-
nal obstruction and therefore, emergency trephine loop ileos-
tomy was created. Intra-operatively, difficulty due to limited 
mobility of the small intestine was encountered.

His post-operative recovery was uneventful until post-op 
Day 7, where he developed acute onset pain at stoma site and 
found to have small bowel evisceration through the ileos-
tomy site (Figure 2). The patient underwent an emergency 
laparotomy and found to have non-viable prolapsed small-
bowel segment at the stoma site. Furthermore, there were 
extensive peritoneal deposits, large para aortic lymph node 
mass and ascites compromising the peritoneal space. 
Resection of non-viable small-bowel and ileostomy refash-
ioning was carried out. The patient was managed in the 
intensive care unit (ICU), and he gained function of the ile-
ostomy on post-operative Day 2. Unfortunately, he died on 

post-op Day 5 due to subsequent pneumonia and worsening 
acute respiratory distress syndrome (ARDS).

Discussion and conclusion

Parastomal evisceration is a rare complication of ostomy 
creation, and less than 20 cases have been reported world-
wide.5 Although it is rare, it is associated with significant 
morbidity and mortality due to the risk of strangulation of 
prolapsed intestine.6 This can occur in early post-operative 
period or as a late complication. Several aetiological factors 
have been postulated.7 Conditions which increase the intra-
abdominal pressure may predispose to stomal prolapse, par-
astomal hernia and may lead to evisceration. Previous 
reported cases of late parastomal evisceration were associ-
ated with parastomal hernias or other long-standing stoma-
related complications.5 Parastomal eviscerations have been 
report in the context of both temporary and permanent sto-
mas as well as ileostomies and colostomies. Parastomal evis-
ceration during the early post-operative period may be 
related to the surgical technique and other factors such as 
patient condition and the stage of the disease

A literature survey was performed, and previously 
reported cases of early parasomal evisceration are summa-
rized in Table 1.6–13 Only nine cases of early parasomal evis-
ceration have been reported worldwide. Majority of the 
patients were above the age of 60 years (Table 1), and there 
were eight males and one female.12 All patients had eviscera-
tion within 14 days of ostomy creation and shortest being 
3 days.10,13 Small bowel was found to be the commonly evis-
cerated part of the intestine. One patient had evisceration of 
omentum in addition to small bowel.12 Chronic obstructive 
pulmonary disease (COPD), smoking and poor nutritional 
status were identified as associated risk factors. However, 
two patients did not have any identifiable risk factors.8,12 All 
patients were managed with emergency surgical intervention 
either laparotomy or by refashioning of the stoma.

The reported patient had many contributory factors for 
evisceration. Patient had bowel obstruction within an already 
compromised peritoneal cavity due to peritoneal deposits; 
enlarged para-aortic nodes and ascites may have caused sig-
nificant rise in the intra-abdominal pressure. Exacerbation of 
bronchial asthma may have further contributed to the 
increased abdominal pressure. Disseminated malignancy, 
poor nutritional status and impaired healing capacity might 
have caused an increased risk of stomal dehiscence. In the 
initial surgery, a larger opening of the anterior abdominal 
wall was created to accommodate the dilated small bowel. 
Resolution of intestinal oedema may have created enough 
space for the intestinal loops to prolapse through the stoma 
site.

The use of laparoscopy aids in both the diagnosis and 
therapeutic aspects of managing acute abdominal conditions. 
Improved visualization of abdominal pathologies helps in 
arriving at the diagnosis and laparoscopic management has 

Figure 1.  Malignant growth of the hepatic flexure 
(yellow arrow) with extensive mesenteric and para-aortic 
lymphadenopathy.

Figure 2.  Small-bowel evisceration through the ileostomy site 
(red arrow).
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early recovery and reduced length of hospital stay.14 In 
selected patients, the use of laparoscopy in adhesive intesti-
nal obstruction is helpful in relieving the cause of obstruc-
tion with adhesiolysis.15 The acute obstruction due to luminal 
causes like large intestinal tumour can also be managed with 
laparoscopy with primary resection of tumour depending on 
the suitability of the patient.16 In the reported patient, a diag-
nostic laparoscopy and the decision of the site of the stoma 
might have been useful for a tension-free, relatively smaller 
incision at the stoma site. Considering the CT findings, large 
para aortic nodes occupying the abdominal cavity might 
have hindered the use of safe laparoscopy as an option. 
Using a skin bridge might reduce the stoma-related compli-
cations and comparatively better early post-operative care of 
a loop stoma.17

Unfortunately, the repeated surgical interventions resulted 
in significant morbidity to the patient. The added insult due 
to exacerbation of bronchial asthma and pneumonia compli-
cated with ARDS resulted in mortality. As this was an emer-
gency surgery, prior nutritional optimization was not feasible. 
In retrospect, the larger abdominal wall defect to accommo-
date the dilated small bowel should have been avoided, as it 
may have precipitated the small-bowel evisceration in the 
context of multiple risk factors including increased intra-
abdominal pressure. A laparotomy in the first instance may 
have been more suitable to properly assess the disease and to 
create an adequately sized opening for the stoma. However, 
laparotomy has its own risk of wound complications and 

subsequent dehiscence in this patient. With the increasing 
incidence of colorectal cancers in the world including both 
developed and developing countries,18 surgeons will con-
tinue to encounter such challenging cases in future.

Conclusion

Early parastomal evisceration is an extremely infrequent life 
threatening complication that requires emergency treatment. 
Disseminated cancer, bowel obstruction, poor nutritional sta-
tus, ascites and exacerbation of bronchial asthma were addi-
tional risk factors in our patient. With the rising incidence of 
colorectal cancers, surgeons will continue to encounter such 
challenging cases in future.
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Table 1.  Summery of the reported cases of early parasomal evisceration.

Year Author Country Age (years) Gender Stoma Indication Duration Risk Content

1 2008 Fitzgerald et al.8 UK 65 Male Loop ileostomy Rectal villous 
adenoma

10 days No identifiable risk 
factors

Small intestine

2 2011 Salles et al.6 Brazil 62 Male Loop transverse 
colostomy

Rectal cancer 4 days COPD, emergency 
surgery

Ileum and colon

3 2016 Ramly et al.7 USA 81 Male End ileostomy Pseudo 
membranous colitis 
with perforation

9 days COPD, systemic 
corticosteroid use, 
poor nutrition, 
advanced age, 
ileostomy prolapse

Small intestine

4 2014 Azouz et al.10 USA 69 Male End Sigmoid 
colostomy

Necrotizing perianal 
fasciitis

3 days COPD, smoking Small intestine

5 2016 Salles et al.9 Brazil 82 Male Loop transverse 
colostomy

Rectal cancer 10 days Emergency surgery, 
ARDS, Pneumonia

Ileum

6 2017 Arbra et al.11 USA 90 Male End ileostomy Ogilvie syndrome 
failed conservative 
Management

7 days Advanced age, 
mechanical ventilation, 
emergency surgery

Small intestine

7 2019 Kulkarni et al.12 India 45 Male Loop sigmoid 
colostomy

Rectal injury by 
sacral chordoma 
surgery

12 days Chronic Cough Transverse colon 
and omentum

8 2019 Kulkarni et al.12 India 50 Female Loop sigmoid 
colostomy

Recto-vaginal 
fistula–locally 
advanced carcinoma 
cervix

9 days No identifiable risk 
factors

Small intestine

9 2020 Mateæ et al.13 Romania 84 Male Loop sigmoid 
colostomy

Obstructing rectal 
carcinoma

3 days Paralytic ileus Ileum

COPD: chronic obstructive pulmonary disease; ARDS: acute respiratory distress syndrome.
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