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As cosmetic procedures receive increasing attention from the media, female genital cosmetic surgery (FGCS) has
become quite popular in Korea. The safety and efficacy of these surgeries and procedures have yet to be thoroughly
documented. We report a case of a 47-year-old woman who underwent a vaginal sling implantation, which resulted
in the misdiagnosis of a rectal subepithelial tumor during endoscopic mucosal resection (EMR). This patient suffered
an iatrogenic rectal perforation during the EMR, which necessitated an exploratory operation. The sling implant was
removed via the vaginal approach, and a primary repair of the vaginal and rectal walls was performed. The patient
subsequently showed no sign of complication at her 6-month follow-up. Patients need to be educated about the
importance of reporting a history of FGCS prior to undergoing surgical or endoscopic procedures. Also, physicians
have to check the medical history of patient thoroughly to avoid misdiagnoses and unnecessary treatment.
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Introduction

Although there is no scientific evidence demonstrating that
female genital cosmetic surgery (FGCS) is beneficial, it has
gained popularity in Korea as in many western countries [1].
The proper role of obstetrician-gynecologists should be estab-
lished in this evolving field, as they have a professional and
ethical responsibility to counsel patients about complications
and obtain informed consent.

We report a case of a vaginal sling implantation being
misdiagnosed as a rectal subepithelial tumor (SET) during a
colonoscopic procedure. The patient’s condition, manage-
ment of the complication, and a literature review of FGCS are
presented here in order to increase awareness of the risks of
FGCS.

Case report

A 47-year-old woman, gravida 1, para 1, was referred for an
endoscopic mucosal resection (EMR) after a screening colo-
noscopy and endoscopic ultrasound showed a rectal SET. The
patient had a history of FGCS using vaginal sling implants
9 years ago, but she did not inform the gastroenterologist
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of this history. She also had a surgical history of a cesarean
section and an appendectomy. Her medical history was un-
remarkable except for taking tibolone for hormonal replace-
ment therapy.

The lesion was located 3 cm from the anal verge and mea-
sured approximately 8 mm in diameter (Fig. 1A). An EMR was
performed and the biopsy showed normal rectal mucosa.
Endoscopic hemostasis with hemoclipping was conducted.
The protruding SET lesion was still noted, and additional EMR
was performed, during which an iatrogenic rectal perforation
occurred revealing the tip of the silicone tube (Fig. 1B). Trans-
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vaginal ultrasonography revealed a tubular structure between
the lower vagina and rectum with the tip terminating at the
right vaginal wall (Fig. 1C).

The patient underwent an emergency exploratory operation
under spinal anesthesia. On vaginal examination, the foreign
body was felt at the 7 o'clock position in the vaginal orifice.
The vaginal wall was incised and the foreign body was re-
moved through the incision site (Fig. 2). The primary repair of
the vaginal and rectal walls was performed. The patient was
discharged on the 4th postoperative day, and she experienced
no additional complications through her 6-month follow-up.
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Fig. 1. (A) Colonoscopy revealed a protruding lesion, which was
located 3 cm from the anal verge and measured 8 mm in diameter.
(B) The tip of the silicone tube was discovered due to an iatrogenic
rectal perforation during the endoscopic mucosal resection. (C)
Transvaginal gray-scale ultrasonography showed a tubular, echo-
genic structure between the lower vagina and the rectum (arrow).

Fig. 2. The vaginal sling implant measuring 15 cm was removed
via the vaginal approach.
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Discussion

In recent years, there has been an increasing number and va-
riety of FGCS and procedures available to women [2]. The use
of FGCS has provoked both ethical and scientific issues. FGCS
refers to non-medically indicated cosmetic surgical procedures
which change the structure and appearance of healthy ex-
ternal genitalia, or internally in the case of vaginal tightening
[3]. A variety of procedures have been performed to improve
genital appearance and enhance sexual gratification including
labioplasty, clitorial hood reduction, perineoplasty, vagino-
plasty, hymenoplasty, and anterior/posterior colporrhaphy [4].
The so-called “vaginal rejuvenation” using sling implants is
a procedure in which a sling is inserted into the vaginal wall
to tighten the vaginal interior and strengthen the contractile
force.

Standard medical nomenclature and procedures for FGCS
have not yet been established [5], nor have proper studies
been conducted assessing the rates of long-term satisfaction
or safety for these procedures. More and more, plastic and
urologic surgeons have joined gynecologists in performing
FGCS. A survey of the American Society of Plastic Surgeons
revealed that more than half (51% of the 750 respondents)
offer labioplasty, but only 31.5% had received formal train-
ing for this procedure [6]. Numerous complications of FGCS
have been reported, including scarring, adhesions, perma-
nent disfigurement, infection, dyspareunia, altered sexual
sensation, perineal fistula, and rectal perforation [7-9]. Many
plastic and urologic surgeons are not accustomed to the
vaginal approach; therefore, more complications are likely.
Medical practitioners performing any FGCS should be ap-
propriately trained. Clinicians should also discuss the risks
of complications with patients before offering FGCS, and
fully informed consent can only be obtained with accurate
information. Women should also be informed of the lack
of data supporting the efficacy of these procedures. Finally,
physicians should educate patients about the importance of
reporting a history of FGCS prior to undergoing surgical or
endoscopic procedures to avoid misdiagnoses and unneces-
sary treatment.

The consensus on FGCS is constantly changing. Internation-
ally, a number of gynecologists have opposed FGCS, express-
ing concern about women'’s motivation for seeking surgery,
the efficacy and safety of these procedures, and the potential
to further traumatize patients who are anxious or insecure
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about their genital appearance or sexual function [10]. For
the physician offering FGCS, the patient’s safety must be
paramount. More studies are needed to provide women with
accurate information regarding the short- and long-term out-
comes of these FGCS procedures.

Conflict of interest

No potential conflict of interest relevant to this article was
reported.

References

1. Heo GE, Kim TH, Lee HH, Kim JM. Concerns about fe-
male genital cosmetic surgery, especially cosmetic vagi-
noplasty, in South Korea. Acta Obstet Gynecol Scand
2016,95:247.

2. Shaw D, Lefebvre G, Bouchard C, Shapiro J, Blake J, Al-
len L, et al. Female genital cosmetic surgery. J Obstet
Gynaecol Can 2013;35:1108-12.

3. Royal College of Obstetritians and Gyneacologists. Ethi-
cal opinion paper [Internet]. London (UK): Royal College
of Obstetritians and Gyneacologists; c2013 [cited 2013
Nov 15]. Available from: https://www.rcog.org.uk/en/
news/joint-rcogbritspag-release-issues-surrounding-
women-and-girls-undergoing-female-genital-cosmetic-
surgery-explored)/.

4. Goodman MP. Female genital cosmetic and plastic sur-
gery: a review. J Sex Med 2011;8:1813-25.

5. Committee on Gynecologic Practice, American College
of Obstetricians and Gynecologists. ACOG Committee
Opinion No. 378: Vaginal “rejuvenation” and cosmetic
vaginal procedures. Obstet Gynecol 2007;110:737-8.

6. Mirzabeigi MN, Moore JH Jr, Mericli AF, Bucciarelli P,
Jandali S, Valerio IL, et al. Current trends in vaginal la-
bioplasty: a survey of plastic surgeons. Ann Plast Surg
2012;68:125-34.

7. Women's Health Committee. Vaginal ‘rejuvenation’, la-
ser ablation for benign conditions and cosmetic vaginal
procedures [Internet]. Melbourne (AU): The Royal Aus-
tralian and New Zealand College of Obstetricians and
Gynaecologists; c2015 [cited 2015 Mar]. Available from:
https://www.ranzcog.edu.au/.

535



Obstetrics & Gynecology Science
Vol. 61, No. 4, 2018

8. Singh A, Swift S, Khullar V, Digesu GA. Laser vaginal come study of female genital plastic surgery. J Sex Med
rejuvenation: not ready for prime time. Int Urogynecol J 2010;7:1565-77.
Pelvic Floor Dysfunct 2015;26:163-4. 10. Kelly B, Foster C. Should female genital cosmetic surgery
9. Goodman MP, Placik OJ, Benson RH 3rd, Miklos JR, and genital piercing be regarded ethically and legally as
Moore RD, Jason RA, et al. A large multicenter out- female genital mutilation? BJOG 2012;119:389-92.

536 www.ogscience.org



