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Letters to the Editor

Spontaneous vaginal evisceration
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Dear Editor,

Spontaneous vaginal evisceration is a rare phenomenon.
Since McGregor reported the first case in 1907 (1), approxi-
mately 100 cases of vaginal evisceration were reported in the
worldwide literature. Usually occurs in postmenopausal women
with previous gynecologic surgery.

Case report

We present a new case of spontaneous vaginal evisceration
in a postmenopausal woman. The patient is a 77-year-old
woman with personal event of vaginal hysterectomy 13 years
before. She was admitted to emergency department because she
felt a sudden protrusion of small bowel through the vagina
since one hour, after a crisis of laugh in her home. At physical
examination we saw about one meter of small bowel with con-
gestive color and active peristalsis prolapsed through the vagi-
na (Fig. 1). An emergency surgery was indicated.

The emergent surgery was made with the collaboration of the
gynecology department with a combined abdomino-vaginal ap-
proach. An infraumbilical median laparotomy revealed a rupture
in the upper posterior wall of the vagina and loops of ileum evis-
cerated. The small bowel with a good viability was pushed back
into the abdomen and the vaginal defect was repaired with unre-
sorbable suture. A Dual mesh was used to reinforce the vaginal
suture and the peritoneum was sewed using a resorbable suture.

The patient had an uneventfull postoperative course and she
was discharged on the fifth postoperative day. At six months of
follow-up the patient is asymptomatic.

Discussion

The principal etiology of the vaginal evisceration is the pre-
vious vaginal surgery, especially after hysterectomy. The major

Fig. 1. Vaginal evisceration of small bowel.
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incident is observed in the vaginal hysterectomy, followed by
abdominal hysterectomy related to a radical hysterectomy
when the vaginal wall has not been closed and the laparoscopic
hysterectomy (2). Usually occurs in patients with post-
menopausal hypoestrogenism and atrophy of the gynecological
structures, being the increase of the intraabdominal pressure a
factor that contributes, like could have been in our case the cri-
sis of laugh that the patient was recounting. In premenopausal
women vaginal evisceration is associated with vaginal trauma
during coitus, violations, obstetric instrumentation or the pre-
sence of a foreign body (3).

Somkuti et al. (4) in 1994 described risk factors for vaginal
evisceration: poor surgical technique, postoperative wound or
cuff infection, wound hematoma, resumption of sexual activity
before complete healing, advanced age, radiotherapy, chronic
steroid treatment, vaginal trauma, previous vaginal surgery and
Valsalva maneuver. Ileum is most commonly protruding vis-
cus, although other organs, such as the omentum, salpinx and
epiploic appendices have also been describe (5,6).

Vaginal evisceration is a surgical urgency. The surgery de-
pends on the type and viability of the eviscerated organ and can
be realized by vaginal, abdominal or combined laparotomic or
laparoscopic approach (4). The first thing is the reintegration of
the prolapsed organs, thorough inspection of the intestinal
loops and segmental intestinal resection in cases of severely
damaged intestinal tracts (3,4). Later the vaginal defect is re-
paired by points of unresorbable material, though in some cases
also resorbable materials have been used (3).

The decision to proceed to the repair of the pelvic floor de-
fect in the same intervention or in a second time depends on the
quality and viability of the structures. Some authors prefer de-
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laying the treatment of the enterocele to a second intervention,
generally with a reinforcement of the vaginal wall with cardinal
or utero-sacral ligaments, or using a sacropexia (2-4).
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