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To the Editor
Transvaginal intestinal evisceration is a rare surgical emer-
gency, complicated by bowel ischemia, ileus and peritoni-
tis. It was first reported in 1864 by Hyernaux [1] and then
by McGregor in 1907 [2]. It is very rare and fewer than
150 cases have been described worldwide [3,4]. It can oc-
cur more often in elderly postmenopausal women than in
younger women [5,6]. Bowel evisceration is a complica-
tion of gynecologic surgery, typically arising in conjunc-
tion with trauma or conditions heightening intra-abdominal
pressure. The clinical presentation is that of intestinal ob-
struction due to bowel herniation through the vagina.
A 55-year-old woman presented to the Department of Ac-
cident and Emergency for abdominal pain and transvagi-
nal intestinal evisceration. She reported a previous diagno-
sis of ovarian cancer five years before, treated with laparo-
scopic bilateral hystero - oophorectomy and chemotherapy.
Histological diagnosis was Epithelial Ovarian Carcinoma.
During hospitalization, laboratory exams were conducted
with the following results: leukocytosis (13.0 × 103/μL),
increased C-reactive protein (CRP) (300 mg/L), and hy-
perlactatemia (lactate 4.1 mmol/L). Computed tomography
(CT) scan (Fig. 1A,B) showed reduced blood flow in the
eviscerated intestinal loop. The eviscerated intestine, ap-
pearing edematous, thickened, and discolored (Fig. 2A),
was wrapped with warm sterile saline-soaked gauze. The
patient received intravenous broad-spectrum antibiotics, in-
cluding cefazolin and metronidazole, together with intra-
venous fluid therapy, and was taken to the operating room.
After induction of general anesthesia, manual reduction of
the eviscerated bowel was performed through the vagina,
and vaginal packingwith gauzewas placed to prevent recur-
rent intestinal prolapse. Surgical intervention started with
a midline incision. Abdominal exploration revealed puru-
lent contamination of the abdominal cavity and a laceration

Submitted: 1 March 2026 Revised: 5 June 2026 Accepted: 11 June
2026 Published: 15 September 2026
Correspondence to: Fabio Cavallo, Department of Surgical Sciences,
San Leonardo Hospital, ASL Napoli 3 Sud, 80053 Naples, Italy (e-mail:
dott.fabiocavallo@alice.it).
Editor: Sheng Dai

of the vaginal cuff (Fig. 2B). The vaginal cuff was iden-
tified and repaired with 2-0 Vicryl sutures. After aspira-
tion of the contaminated fluid and abdominal lavage with
warm saline, careful inspection revealed a 50 cm segment
of edematous and ischemic ileum. The affected segment
was resected using an Echelon 45 stapler. Because the dis-
tance from the ileocecal valve was approximately 70 cm,
a terminal ileostomy was created, and an abdominal drain
was placed. The postoperative course was uneventful. On
postoperative day (POD) 1, the stoma passed flatus, the na-
sogastric tube was removed, and the patient started drinking
water. A solid diet was started on POD 2. The patient was
discharged on POD 4.
Transvaginal intestinal evisceration is a rare but life-
threatening surgical emergency, with only a limited num-
ber of cases reported in the literature. Kowalski et al. [4]
reviewed 60 cases published since 1901, the majority of
which occurred in postmenopausal women. A characteris-
tic triad consisting of previous vaginal surgery (73%), post-
menopausal status (68%), and the presence of an entero-
cele (63%) was identified as a recurrent predisposing pat-
tern. Postmenopausal status is considered a major risk fac-
tor, likely related to hypoestrogenism-induced vaginal wall
atrophy, reduced tissue elasticity, and progressive pelvic
floor weakness [7,8,9].
Similarly, Croak et al. [10] reported that 9 of 12 cases
of vaginal rupture were associated with postmenopausal
pelvic organ prolapse and a history of pelvic surgery. No-
tably, women who had undergone abdominal hysterectomy
most commonly experienced rupture at the level of the
vaginal cuff, whereas those with a history of vaginal hys-
terectomy tended to rupture through a posterior enterocele.
These findings are consistent with the clinical background
of our patient and support the role of prior pelvic surgery as
a key contributing factor.
The present case is clinically relevant because it illustrates
that transvaginal bowel evisceration may occur not only in
elderly women with advanced pelvic floor disorders, but
also in relatively younger postmenopausal patients with a
history of oncologic pelvic surgery. In our patient, prior la-
paroscopic hystero-oophorectomy, tissue fragility, and de-
layed tissue failure at the vaginal cuff likely acted syner-
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Fig. 1. Contrast-enhanced computed tomography showing transvaginal herniation of small bowel loops. (A) Axial view demon-
strating herniation of edematous small bowel through the vaginal canal. (B) Sagittal reconstruction confirming transvaginal protrusion
of small bowel loops beyond the vaginal introitus.

gistically. Unlike many reported cases managed without
bowel resection, this patient already showed intestinal is-
chemia and purulent intra-abdominal contamination at pre-
sentation, requiring ileal resection and terminal ileostomy.
This highlights the importance of early recognition, im-
mediate bowel protection, broad-spectrum antibiotics, and
prompt surgical exploration to reduce the risk of strangula-
tion, peritonitis, and extensive bowel loss.

Intestinal evisceration is associated with substantial mor-
bidity and mortality, reported at approximately 15–20%

and 6–8%, respectively [8,9]. The severity of outcomes is
strongly influenced by the timing of diagnosis and surgi-
cal intervention, as delayed management increases the risk
of bowel strangulation, ischemia, and secondary peritoni-
tis. In this context, early multidisciplinary management is
essential, including prompt resuscitation, administration of
broad-spectrum antibiotics, and timely surgical exploration.

Surgical treatment is dictated by intraoperative bowel via-
bility. When ischemia or necrosis is identified, bowel re-
section with primary anastomosis or stoma formation is re-
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Fig. 2. Clinical and intraoperative findings. (A) Clinical presentation showing transvaginal evisceration of edematous small bowel
loops at admission. (B) Intraoperative view demonstrating the vaginal cuff laceration and eviscerated small bowel during surgical explo-
ration.

quired; conversely, in cases with viable bowel, repair of
the vaginal defect without intestinal resection may be suf-
ficient. In postmenopausal women, transvaginal intestinal
evisceration is most often associated with previous vaginal
surgery and pelvic floor disorders, in the setting of multiple
synergistic risk factors such as hypoestrogenism, vaginal at-
rophy, and tissue devascularization. Our case highlights the
importance of early recognition and individualized surgical
decision-making to minimize the need for bowel resection
and reduce postoperative morbidity.
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