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TRANSVAGINAL EVISCERATION IN A CASE WITH
IATROGENIC CUSHING’S SYNDROME AND
NO PREVIOUS GYNECOLOGIC SURGERY
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Transvaginal evisceration (rupture of the vagina vault
and small bowel evisceration through the defect) was
first reported in 1907 and is a rare event [1]. During
the last century, approximately 100 cases of trans-
vaginal evisceration were reported in English language
literature. Most reported cases had histories of gyne-
cologic surgical procedures, such as repair of vaginal
prolapse or various hysterectomies (abdominal, vaginal,
laparoscopy-assisted or radical) [2-4]. Spontaneous
vaginal evisceration without previous gynecologic sur-
gery is extremely rare. In this report, we describe a post-
menopausal female with iatrogenic Cushing’s syndrome
with spontaneous vaginal evisceration. We review the
relevant literature and discuss the possible etiologies.
A 78-year-old, gravida 6, para 6, woman presented
at our emergency department with sudden onset lower
abdominal pain that had started the previous night.
A review of her medical history revealed no prior pelvic
surgery, and no Papanicolaou examination had ever
been performed. All previous births had been by vaginal
delivery. The patient denied vaginal trauma and recent
sexual intercourse. The patient had taken steroid med-
ication from an unlicensed doctor for approximately
1 year to relieve back pain. Prior to admission, she had
suffered from intermittent low-grade fever, and had
experienced two episodes of ambiguous vaginal bleeding
during the previous month. She had complained of poor
appetite, diarrhea, abdominal fullness, and a pelvic
bearing-down sensation for several days prior to admis-
sion. Her vital signs were: temperature, 37.6°C; pulse,
106 beats/minute; and blood pressure, 140/75 mmHg.
Her general appearance was significant for Cushingoid
face, truncal obesity, buffalo hump, and paper-thin skin
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with bruising. Physical examination revealed generalized
abdominal rebound pain. Laboratory results were: white
blood count, 14,900/uL; segmented neutrophils, 74.8%;
albumin, 2.4 g/dL; blood sugar, 153 mg/dL. Other lab-
oratory data were within reference ranges.

Clinical evaluation included an abdominal X-ray
series, which indicated possible small bowel obstruc-
tion. Abdominal computed tomography revealed severe
small bowel dilatation with air-fluid level formation.
A gynecologist was consulted because of the com-
plaint of vaginal bleeding and pelvic pressure. Before a
gynecologic evaluation could be performed, she expe-
rienced sudden evisceration of about 50 cm of small
bowel with ischemic changes from the vaginal introitus
during urination (Figure 1). The eviscerated small bowel
was immediately placed on warm, moist saline-soaked
pads, and the patient was then transferred to the
operating theatre.

Figure 1. Sudden onset of vaginal evisceration during strain-
ing. Approximately 50 cm of the small intestine protruded
through the vaginal introitus, of which about 25cm was
gangrenous.
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Figure 2. Rupture site at the posterior fornix of the vagina
(imaged by laparoscopic camera through laparotomy wound).
The length of the rupture site was approximately 4 cm.

An emergent exploratory laparotomy was performed
with the patient in the Trendelenburg position. During
the operation, the herniated small bowel loop was
pulled up through the vaginal defect situated deep in
the posterior vaginal fornix (Figure 2). The defect was
approximately 4cm in diameter. The herniated bowel
was positioned 50 cm proximal to the ileocecal valve.
The replaced bowel exhibited gangrenous changes with
fibrin coating over approximately 25 cm of its length.
The nonviable parts were resected and continuity was
restored by end-to-end anastomosis. Subsequent sur-
gical procedures included abdominal total hysterec-
tomy, bilateral salpingo-oophorectomy, and vaginal
cuff suture. The pathology report indicated the vaginal
rupture site and found no malignant changes in the
vaginal cuff, only squamous hyperplasia and chronic
inflammation. The patient developed a postoperative
wound infection. She was discharged on the 15%
postoperative day following antibiotic treatment. The
patient had recovered uneventfully at 6 months of
follow-up.

Transvaginal evisceration is a rare and severe com-
plication in both young and elderly patients, especially
after pelvic surgery or uterine extirpation [5]. The most
recent literature review was reported by Nasr et al [6].
In premenopausal women, transvaginal evisceration is
associated with obstetric injury, vaginal cuff infections,
vaginal trauma, and unusual sexual practices. In post-
menopausal women, it follows high-grade enterocele,
vaginal vault prolapse, cervical cancer, and severe cuff
atrophy. Symptoms and signs tend to be nonspecific, but
may include vaginal bleeding or discharge, pelvic pain,
abdominal bearing-down pressure, and a visibly incar-
cerated bowel [7]. Transvaginal evisceration requires
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prompt surgical intervention because of the risk of
intestinal loop perforation, necrosis, and general sep-
sis. Surgery is generally performed using a wide laparo-
tomy and entails gentle reintegration of the prolapsed
organs, thorough inspection of the intestinal loops,
and intestinal resection in cases of severely damaged
intestinal tracts.

Kowalski et al [2] reported that 73% of postmeno-
pausal women with vaginal evisceration had previously
undergone vaginal surgery. Very few reports of trans-
vaginal evisceration without pelvic surgery have been
published.

A comprehensive MEDLINE search of reports in the
English language and relevant references revealed nine
publications describing 11 cases [1,7-14]. The 12 re-
ported cases, including the present case, are summa-
rized in the Table. Five patients were premenopausal or
younger than 50 years old, and seven were postmeno-
pausal. Except for the two cases in which the site was
not mentioned, the rupture site was the posterior for-
nix of the vagina in all cases, which is the site that sus-
tains the most intra-abdominal pressure. All injuries in
the postmenopausal group were attributed to extreme
outside forces inducing vaginal lacerations, including
obstructed labor, impalement during a motor vehicle
accident and postcoital trauma. One woman who suf-
fered evisceration while urinating was also found to have
cervical carcinoma after radiotherapy. In the postmeno-
pausal group, four cases were related to outside force
or activities resulting in increased intra-abdominal pres-
sure (heavy lifting, coitus, slipping, and surgical acci-
dent). Besides old age, the ancillary factors included
pelvic prolapse, vaginal cancer, chronic drinking, and
prolonged steroid use. One patient in each group died
after emergent laparotomy, giving a total mortality of
16.7% (2/12).

The present case involved a postmenopausal female
with iatrogenic Cushing’s syndrome and no previous
pelvic surgery. In addition to her advanced age, chronic
pelvic prolapse and long-term corticosteroid therapy
also contributed to the spontaneous vaginal rupture and
bowel incarceration. Possible causes of weakening of
the vaginal apex include the following: (1) tissue anoxia
and inflammation causing lysis of collagen; (2) previous
pelvic irradiation damaging small blood vessels and im-
pairing collagen formation; (3) mechanical stress due
to intra-abdominal pressure while straining; and (4) cor-
ticosteroid therapy impairing collagen synthesis [2]. To
the best of our knowledge, our present case is the first
report showing iatrogenic Cushing’s syndrome as a risk
factor for transvaginal evisceration.

In conclusion, gynecologic emergency departments
should be alert to the possibility of vaginal evisceration
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Table. Characteristics of transvaginal evisceration in patients with no history of pelvic surgery

A Site of Other risl
Case  Author ge e o Direct cause ernsk Outcome
(yr)  rupture factors
Premenopausal
1 Rolf 8] 35 Posterior ~ Obstructed Exploratory laparotomy; the patient
fornix labor with had a convulsion and died on 15%
transverse lie postoperative day, probably due to
cerebral embolism
2 Lee [9] 39  Posterior  Foreign body, NA
fornix coitus
3 Habeck and 49  Posterior  Straining at Cervical Transvaginal surgery and repair
Peter [10] fornix toilet cancer after
irradiation
4 Croak NA NA Impalement NA
etal [7] during a motor
accident
5 Croak NA NA After coitus NA
etal [7]
Postmenopausal
6 McGregor [1] 63 Posterior  Heavy lifting Transvaginal repair
fornix
7 Daley and 62 Posterior  Prolapse for Laparotomy with bowel resection and
Callum [11] fornix 2 years cecostomy; the patient died after
24 hours
8 Lask [12] 57  Posterior  After coitus Exploratory laparotomy
fornix
9 Friedel and 53 Posterior  Slipping in the Chronic Exploratory laparotomy; repair
Kaiser [13] fornix bathroom drinker of the fornix defect
10 Friedel and 60 Posterior  Surgical Transvaginal repair
Kaiser [13] fornix accident
11 Howat 74 Posterior  Vaginal Uterine Combined abdominovaginal approach;
etal [14] wall carcinoma prolapse 15 cm of small bowel was resected.
Total hysterectomy, bilateral salpingo-
oophorectomy and partial removal of
the vaginal tumor were performed and
the patient was further treated by
radiotherapy
12 Present case 75  Posterior  Chronic use Uterine Exploratory laparotomy; nonviable
fornix of steroid prolapse intestinal resection, total hysterectomy,
Straining at bilateral salpingo-oophorectomy,
toilet vaginal cuff repair and suspension

were performed

NA = not available.
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