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Vaginal Rupture and Evisceration in a Patient With Chronic 
Rectocele: A Case Report and Literature Review
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Abstract

While uterine prolapse is not uncommon in postmenopausal women, 
vaginal rupture and evisceration of small bowel in a patient without 
prior abdominal or pelvic surgery is a rare entity. We present a case 
of a 79-year-old woman with a prolonged history of uterine prolapse 
and rectocele who presented with vaginal rupture with subsequent 
evisceration and incarceration of her small bowel mandating emer-
gent surgery.
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Introduction

While uterine prolapse is relatively common in elderly wom-
en, occurring in up to half of women over the age of 50, the 
incidence of evisceration from the prolapse is low. Vaginal 
evisceration occurs when abdominal contents herniate through 
a defect or rupture in the vaginal wall [1] and only one-third 
of patients with evisceration present with visibly incarcerated 
bowel [2]. Most reported cases of vaginal evisceration that are 
reported are secondary to trauma or dehiscence of pelvic floor 
closures. We present a rare case of a woman who not only pre-
sented with grossly incarcerated small bowel from a vaginal 
evisceration, but was secondary to a prolonged history of uter-
ine prolapse in the absence of previous pelvic surgery.

Case Report

A 79-year-old postmenopausal woman with past medical 

history of hypothyroidism, hypertension, diabetes, and chol-
ecystitis status post history of open cholecystectomy, with no 
major pelvic surgical history, presented to an outside hospi-
tal with concern for an abnormal vaginal protrusion. She had 
three vaginal births in the past, with the most recent one being 
over 30 years ago. Reportedly, the patient had a 7-year history 
of uterine prolapse for which she was left untreated for vari-
ous reasons. She subsequently described a persistent posterior 
“bulge” to her uterus, consistent with a rectocele, which was 
stable over the past few years. However, on the morning of 
admission, the patient noticed that the rectocele became larger 
after she had a bowel movement. She attempted to reduce the 
mass, however, noticed that the protrusion grew in size after 
the attempted manual reduction. Throughout the day, the pa-
tient became progressively nauseated and she decided to pre-
sent to an outside hospital for evaluation.

While at the outside hospital, the patient grew increasingly 
nauseated and vomited. The emergency room physician evalu-
ated her and grew concerned that there was a probable loop of 
bowel that had eviscerated and become incarcerated. For this 
reason, she was transferred to our institution for higher level 
of care.

Upon transfer, the patient was noted to have a significant 
amount of abdominal and pelvic discomfort and increased 
retching. She noted that she passed gas while at the outside 
facility and had a bowel movement earlier that morning. The 
patient was hemodynamically stable. Examination revealed a 
prolapsed uterus, everted vagina with mucosal thickening and 
ulceration, and loops of eviscerated small bowel with an area 
of congestion and duskiness, concerning for ischemia (Fig. 1). 
Additionally, the patient was noted to have two large reduc-
ible, non-tender ventral hernias, one at the umbilicus and the 
other at the lateral aspect of the incision from her previous 
open cholecystectomy. Given the appearance of the bowel with 
her symptoms of partial obstruction, it was determined that the 
patient would require an emergent operation. A nasogastric 
tube was placed for decompression, intravenous access was 
obtained to initiate crystalloid fluid for volume resuscitation, 
and the gynecology service was consulted for assistance. The 
patient was taken to the operating room that night.

In the operating room, the patient underwent an explora-
tory laparotomy. There were minimal adhesions, which were 
lysed. The uterus and eviscerated bowel were then inverted by 
the gynecologist exerting transvaginal pressure on the uterus 
and bowel while the general surgeons concomitantly retracted 
the bowel intra-abdominally. After successful reduction of 
contents, the loop of eviscerated small bowel was evaluated 
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and noted to be congested and edematous but without signs of 
ischemia or necrosis. The pelvic organs were then addressed 
by the gynecology oncology team and a total abdominal hys-
terectomy with bilateral salpingo-oophorectomy was per-
formed with primary closure of the vaginal cuff using inter-
rupted figure-of-eight Vicryl sutures. A defect in the posterior 
vaginal cul-de-sac at the pouch of Douglas was identified as 
the site of evisceration (Fig. 2) and this was closed primarily 
with running #1 polydioxanone (PDS). The edges of the vagi-
nal disruption were suspended to the vaginal cuff. The ureters 
and rectum were inspected and noted to be intact and free from 
injury. At this point, pelvic reconstruction with mesh was felt 
to be high-risk given the concern for contamination and infec-
tion. It was determined that the patient would best benefit from 
a delayed repair of the pelvic floor, potentially through a trans-
vaginal approach. The abdomen was then closed with excision 
of the ventral hernia sacs and primary repair of the defects.

The patient was transferred to the intensive care unit (ICU) 
for monitoring. Her postoperative course was without compli-
cations and she was transferred out of the ICU on postopera-
tive day 3. She was ultimately discharged to a skilled nursing 
facility on postoperative day 10 with instructions to follow-up 
with gynecology service in 2 weeks to discuss elective repair. 
The patient also developed urinary incontinence during her 
hospital course secondary to the weakened pelvic floor and 

was referred to the urogynecology service as an outpatient.

Discussion

In our case presentation, the patient was post-menopausal with 
a history of multiple vaginal deliveries and chronic rectocele, 
all of which caused weakening of the vaginal tissue. Straining 
with defecation per the patient’s presentation likely increased 
intrapelvic pressure enough to cause spontaneous vaginal 
rupture outside of the setting of prior pelvic surgery or pelvic 
trauma.

In general, historic and anatomic factors predisposing to 
vaginal evisceration regardless of menopausal status include 
prior pelvic surgery, the presence of an enterocele, particularly 
posterior enterocele, vaginal cuff defects, and coital trauma. 
Post-menopausal women are at increased risk of rupture due 

Figure 2. Intraoperative photo showing a defect in the posterior vaginal 
cul-de-sac at the pouch of Douglas. This was identified as the site of 
evisceration.

Figure 1. Physical exam findings on presentation. The photo shows 
eviscerated loops of small bowel with areas of duskiness and conges-
tion concerning for ischemia.
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to atrophic and relatively weaker vaginal tissue than that in 
pre-menopausal women. In fact, in a case series presented by 
Croak et al, the most common patient characteristic among 
their series of women presenting with vaginal rupture and evis-
ceration was a correlative history of prior pelvic surgery and 
postmenopausal status. The postmenopausal status was felt to 
contribute to a higher risk secondary to chronic pelvic prolapse 
and prior pelvic surgery [2]. Additionally, straining with def-
ecation or coughing may also place a patient at additional risk. 
As expected, prior hysterectomy has also been reported to be 
significantly associated with vaginal cuff rupture and posterior 
enterocele rupture, often due to increased intrapelvic pressure 
on an unhealed vaginal cuff [3].

While increased straining and prolapse have a higher in-
cidence of evisceration, the presence of an enterocele in post-
menopausal women further increases their risk of rupture and 
evisceration. This is likely secondary to the enterocele causing 
increased pressure on an already weakened atrophic vaginal 
tissue. As such, vaginal rupture and evisceration frequently oc-
curs at the posterior fornix in affected patients [3, 4], as was 
seen in our patient. While the presentation and etiology of 
vaginal evisceration may differ, the management does not sig-
nificantly differ. Regardless of etiology, prompt management 
is critical in improving patient outcomes.

Management of vaginal evisceration begins with a thor-
ough history and physical exam as long as patients are sta-
ble on presentation. Physical exam should include abdominal 
exam, focusing on evaluating for peritonitis, as well as exami-
nation of the vagina and introitus. Close attention should be 
paid to inspecting vaginal lacerations or bleeding as well as 
presence or absence of eviscerated organs. Hur et al recom-
mend a bimanual and speculum exam be performed followed 
by moist packing gently placed into the vagina in the absence 
of eviscerated organs. If intra-abdominal organs have eviscer-
ated, these should be protected with saline-soaked wrap en 
route to emergent surgery [5].

Guttman et al described five initial steps that should be 
taken when managing a patient with vaginal rupture and evis-
ceration. These include: 1) Stabilizing the patient’s hemo-
dynamic status as patients may present shock; 2) Managing 
patient fluid status and ensuring adequate resuscitation; 3) 
Preserving eviscerated bowel in saline-soaked wraps; 4) Ad-
ministering broad-spectrum antibiotics to cover gastrointesti-
nal flora; and 5) Emergent surgical intervention. Both laparo-
scopic and open approaches have been described; however, the 
integrity of eviscerated organs should be the surgeon’s priority, 
including resection of nonviable tissue [6]. Similar to our pa-
tient, many surgeons elect to perform a delayed pelvic floor 
repair, particularly in the setting of nonviable vaginal or intra-
abdominal tissue [7].

Conclusions

Vaginal rupture and evisceration is a rare but dangerous com-
plication that is often associated with prior pelvic surgery or 
trauma. However, it can also, even more rarely, occur spon-
taneously in higher risk patients as presented in our case re-
port. Regardless of the etiology, proper initial resuscitation and 

prompt surgical management in a multidisciplinary approach 
may be key in preventing long-term morbidity in these pa-
tients. It is important for the management of vaginal rupture 
and evisceration to be discussed in general surgery literature 
as general surgeons often play an integral role in delivering 
multidisciplinary surgical care to these patients.
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