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Abstract 

Choo YC, Lindenauer SM (Division of Gyne- 
cologic Oncology, Department of Obstetrics 
and Gynecology, University of Michigan 
Medical School, Ann Arbor, MI, USA). 
Vagina1 evisceration. 

Int J Gynaecol Obstet 19: 313-317, 1981 
A patient with vagina1 evisceration due to 

prior radiation treatment of cervical car- 
cinema is presented, together with a review 
of reported cases. The salient features, pre- 
disposing causes and management of this 
unusual problem are discussed. 
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Introduction 

Despite its inherent potential to descensus 
and the occurrence of senescent atrophy, 
the vagina is an extremely resilient organ 
even in the elderly. It is frequenfly subjected 
to obstetrical, surgical and sexual trauma, 
yet disruption and evisceration rarely occur. 
McGregor [ 11 first reported a vagina1 evis- 
ceration in 1907. Friedel and Kaiser [ 21 
in 1975 collected 36 cases but they included 
cases of forniceal rupture without evisceration 
and omitted those in which there was only 
omental prolapse. A recent pattint with 
vaginal evisceration prompted a review of 
the literature, disclosing 44 similar cases 
and forms the basis of this report. 

Case report 

R.J. is a 50-year-old nulliparous white 
female who was admitted to the University 
of Michigan Hospita1 on March 5, 1979 
with a chief complaint of a protruding mass 
in the vagina. She related that following 
a bout of coughing, she suddenly experienced 
local discomfort in the vagina associated 
with wetness in both thighs, and felt a mass 
protruding into the vagina. Physical examina- 
tion revealed the patient in no acute dis- 
tress. A loop of smal1 intestine was seen 
prolapsing through a vault defect into the 
vagina (Fig. 1). The cervix and uterus were 
absent. The bowel appeared viable but con- 
gested with areas of local edema. It was 
reduceable and straining did not cause further 
prolapse. There were multiple loops of 
intestine adherent to the prolapsed segment 
and to the vagina1 defect. The vagina mea- 
sured 4 cm in depth, with an obvious recto- 
vagina1 and vesico-vagina1 fistula present. 
There was no evidente of recurrent car- 
cinema. Her past history revealed that she 
had a stage 11 B squamous cel1 carcinoma 
of the cervix treated elsewhere in 1975 
with radiation. Prior to that she had under- 
gone appendectomy, cholecystectomy and 
tuba1 ligation. Her cervical lesion was de- 
scribed as involving the entire cervix and 
extending to both lateral fornices and recto- 
vagina1 septum. Radiation treatment was 
begun on April 15, 1975 with external 
cobalt therapy through an anterior and 
posterior portal ( 15 X 16 cm), delivering 
a mid plane dose of 2172 rads in 12 treat- 
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Fll 1. Photograph demonstrating evisceration of a loop 
of small intestine into the vagina. Local edema and con- 
gestbn is evident. 

ments over 16 days (180 rads daily). Fol- 
lowing this a radium implant was performed 
consisting of 15-10-10 mg radium in the 
tanden and 20 mg radium in each Manchester 
ovoid for 12 h. A second implant followed 
9 days later containing the same amount 
of radium for 48 h. She was then continued 
on external therapy through a right and left 
pelvic field, (13 X 6 cm), delivering a dose 
of 2100 rads in 12 treatments over 15 days. 

One year later, she developed a large 
recto-vagina1 fistula and had a sigmoid colos- 
tomy. Soon thereafter, a vesico-vagina1 
fistula developed and she underwent a cuta- 
neous jejuno-ureterostomy. Multiple biopsies 
at that time revealed no recurrent neoplasm. 

Vaginal repair and colpocleisis was at- 
tempted with reconstruction of a new peri- 
neum by approximation of the levator 
ani and with overlapping flaps of bulbo- 

carvenosus and labia majora but this was 
unsuccessful due to wound breakdown. 
Further attempt at perineal reconstruction 
was to employ gracilis myocutaneous flap 
but this was declined by the patient. Mean- 
while, the prolapsed Loop of intestine be- 
came well-contained within the vagina by 
multi-intestinal loop adhesions which formed 
a shelf above. Her subsequent follow-up 
revealed no additional difficulties. 

Comments 

This patient’s vaginal evisceration was a 
result of radiation-induced destruction of 
pelvic supporting tissues. Her treatment 
posed a considerable dilemma. An abdominal 
approach would seem formidable and hazard- 
ous. On the other hand, a simple vaginal 
closure would fail from poor healing and 
possible wound breakdown as a result of 
previous intense local radiation and local 
contamination. At present, the patient is 
contended with wearing a protective peri- 
neal pad only. 

Discussion 

Vagina1 evisceration is predominantly a 
phenomenon of the aged. Among the 45 
cases described in the literature, in which 
age of the patient is noted. more than half 
occurred after the age 
patient was age 20 [3 1 
[41. 

of 50. The youngest 
, and the eldest, 84 

Etiology 

Previous hysterector n y and pelvic relax- 
ation are the most important contributing 
factors to vagina1 evisceration. Twenty-four 
patients had had a prior hysterectomy - 16 
vagina1 (five with simultaneous vagina1 col- 
porrhaphy), and eight abdominal. Ten pa- 
tients had a history of a prior vaginal col- 
porrhaphy as the only operation. This in- 
cluded. three who had a Manchester pro- 
cedure. Interestingly, following hysterectomy 
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and/or vagina1 colporrhaphy, 16 patients 
developed an enterocele which ruptured, 
leading to evisceration. The interval from 
operation to evisceration varied from as 
little as 3.5 months [5] to as long as 25 
years [6]. 

Radiation for invasive carcinoma of cervix 
was the preceding event recorded in only 
one patient [ 71. Three additional patients 
received radiation in the form of a radium 
implant for carcinoma in situ of the vagina 
[8], fibroid of the uterus [ 91, and artificial 
menopause [ 101. 

Coital injury as a direct cause of eviscera- 
tion was documented in five patients. Two 
occurred in post-menopausal patients [ 8,111, 
the remainder in younger individuals. Two 
were attributable to sexual injury occurring 
within [6] months following abdominal 
hysterectomy [ 12,131, and one was attri- 
buted to a forceful rape in a 20 year old 
[31. 

Obstetrical trauma leading to vagina1 
evisceration was reported in three patients: 
two following version and extraction [8,141 
and one following forceps application before 
the cervix was fully dilated [ 81. 

Other forms of trauma, such as douching 
[ 5 1, enema expulsion [ 91, speculum insertion 
[2] and a fa11 [ 1,15,16] have been described 
infrequently. 

The precipitating event in many of the 
non-traumatic cases were often trivial such 
as defecation [ 7,8,17- 193 squatting [ 201, 
and coughing [21,22]. In 10 patients 
[ 4,6,10,23-291, however, the occurrence 
appeared to be spontaneous, related probably 
to an exceedingly thin and stretched-out 
vagina1 apex yielding to a transient increase 
in intra-abdominal pressure. 

Symptoms and signs 

When intestine prolapses through a dis- 
rupted enterocele, posterior fornix or vagina1 
vault following hysterectomy, the presenta- 
tion is usually sudden, with vagina1 dis- 
comfort. The patient may report fluid track- 

ing down the media1 aspect of both thighs 
following which, it becomes clear that in- 
testine has prolapsed through the vagina. 
There may be a variable degree of bleeding 
from the rupture site; two patients, in fact, 
presented in shock [2,11]. The finding of 
intestine in the vagina is a frightful experi- 
ence. The patient, in a state of panic, in- 
variably summons whatever help possible. 
A few, particularly the old and the debili- 
tated, may present with the late sequlae of 
irreduceability and strangulation from neg- 
lect. Nine patients presented with intestinal 
obstruction [ 4,8,10,17,21,23,27,30], six with 
strangulation [ 10,2 1,23,27,30], and one 
with mesenteric thrombosis [ 81. 

The smal1 intestine was the commonest 
prolapsed viscera, reported in 33 patients. 
Eight patients had omental prolapse only 
[5,15,16,28,31-331; one patient had pro- 
lapse of smal1 intestine with omentum [ 141; 
two had extrusion of smal1 intestine and 
salpinx [ 3,211, and one had prolapse of 
pelvic colon [ 261. 

The length of prolapsed bowel varied, with 
the longest recorded length being 1.5 m. 
This catastrophe occurred in a patient while 
straining on the toilet’[ 191. 

Management 

Vagina1 evisceration, as in abdominal 
evisceration, is generally considered a surgical 
emergency. Procrastination leads to perito- 
nitis, ileus and intestinal obstruction, further 
compromising the status of these elderly 
patients. A history of instrumentation or 
insertion of a foreign body should be sought. 
The prolapsed bowel is inspected and its 
reduceability and viability ascertained. After 
cleansing with warm saline, it is wrapped in 
moist sterile pads. 

The definitive surgical treatment may be 
undertaken by either a vaginal, abdominal, 
or combined vaginal-abdominal approach. 
The vagina1 approach is satisfactory in un- 
complicated cases. After thorough irrigation, 
the bowel is reduced with the patient in 
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Trendelenberg position, and the defect 
closed, by reapproximation of the perito- 
neum and the vagina1 vault. The placement 
of a drain seems advisable. An enterocele, 
if present, can be repaired simultaneously 
or postponed to a later date. At times, the 
vagina1 defect may require enlargement 
in order to facilitate reduction. When sexual 
function is not a consideration in an elderly 
patient, a colpocleisis may be performed, 
or a new perinuem constructed, by approxi- 
mating the vagina, levator ani and vulva. 

An abdominal approach is undertaken 
when exploration is required because of 
intestinal obstruction or a similar intra- 
abdominal problem. Trans-abdominal repair 
of the vagina1 defect can be achieved by 
this approach which can be strengthened 
further by placement of an omental falp 
or obliteration of the cul de sac by concentric 
purse string sutures as described by Mos- 
chowitz. 

A combined abdominal-vagina1 approach 
may be required to achieve reduction of an 
incarcerated loop of intestine. Intestinal 
resection may be necessary and closure 
of the vagina1 defect can be accomplished 
from a vaginal, transabdominal or com- 
bined approach. 

Patients undergoing abdominal explora- 
tion run a high risk of abdominal evisceration 
perhaps due to the poor nutritional status 
of these patients, and a transverse abdominal 
incision or a vertical incision with wire 
closure is recommended. In this series of 
45 patients, 21 had vaginal closure, 12 had 
repair via an abdominal approach, and 12 
had a combined abdominal-vagina1 repair. 
Bowel resection was carried out in seven 
patients [ 8’,19,23,27,29,301. 

Complications 

Complications reported in this group of 
patients included paralytic ileus in five, 
postoperative fever in three, and abdominal 
wound evisceration in four patients [2,10, 
12,211. -Four deaths occurred (9%) 18,27, 
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301: two as a result of bowel strangulation; 
one each from pulmonary embolus and 
cerebral vascular accident. 

Summary 

Forty-five reported cases of vagina1 evis- 
ceration are reviewed. Excluding direct 
trauma, vagina1 evisceration is a potential 
threat in any patient with an enterocele 
or a weakened vagina1 vault following hy- 
sterectomy. It is therefore imperative that 
prophylatic plication of utero-sacral ligaments 
be undertaken at the time of vagina1 hy- 
sterectomy, and an enterocele be recognized 
and repaired. Post-menopausal patients with 
an enlarging enterocele should undergo 
surgical rcpair to avoid vagina1 evisceration. 
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