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Abstract Vaginal dehiscence with evisceration is a surgical emergency
where all cases are surgically managed. However, identifying the optimal
approach in a patient with a history of prior chemoradiation and multiple
native-tissue pelvic reconstructive surgical procedures may be challenging.
We present here a multidisciplinary case of a 74-year-old patient where flap
and graft material placement were utilized as part of her management. She
presented as a transfer from an outside hospital for vaginal evisceration of
small bowel contents. She was hemodynamically stable, and physical
examination revealed 14 cm of edematous, nonreducible, hyperemic bowel
protruding beyond her introitus. General surgery and plastic surgery ser-
vices were consulted for multidisciplinary management. She underwent
urgent exploratory laparotomy with an oblique rectus abdominus flap
(performed by plastic surgery), small bowel resection and right hemi-
colectomy (by general surgery), and closure of the distal posterior vaginal
wall dehiscence site with placement of a saline-reconstituted decellularized
fish skin xenograft within the vaginal defect (by urogynecology). Her post-
operative course was uncomplicated, and she was discharged home on
postoperative day (POD) 11. She was recovered and asymptomatic at her
4-week postoperative follow-up visit, where she declined scheduling further
follow-up appointments. In conclusion, vaginal incision dehiscence with
evisceration is best approached early on in a multidisciplinary manner.
Select patients, such as those with an extensive pelvic surgical history,
multiple vulnerable vaginal incision lines, and history of recurrent prolapse
may benefit from consideration of flap placement and application of graft
material for wound healing and surgical site integrity at the time of repair.
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V aginal dehiscence (VD) describes either a partial or full-thickness
disruption of the vaginal tissue and is a surgical emergency. It
occurs in between 0.032% and 1.2% of patients following pelvic

surgery with an approximate mortality rate of 6%, with a mean time to
occurrence between 6.1 weeks and 1.6 years after surgery.1–5 Vaginal
dehiscence can occur at the vaginal cuff or along anterior or posterior
vaginal walls, with the possibility of VD with expulsion of intraperitoneal
contents (VDE).6–9 Patients may present with abdominal or pelvic pain,
vaginal bleeding, and vaginal discharge, and those with evisceration may
experience symptoms resembling pelvic organ prolapse warranting urgent
evaluation.1,10–12 Commonly suggested risks factors include age,
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WHY THIS MATTERS
Vaginal dehiscence with
evisceration is a rare but
serious complication following
hysterectomy that does not
occur exclusively through the
vaginal apex. It can also mimic
pelvic organ prolapse
symptoms as was the case for
our patient with a history of
chemoradiation and multiple
pelvic reconstructive surgical
procedures. Her evisceration
ultimately presented through a
posterior vaginal wall defect
just cephalad to her introitus,
suggesting bowel herniation
through the rectovaginal
septum and the posterior
vaginal wall. Given her atypical
dehiscence presentation and
compromised pelvic floor
tissue integrity, use of pedicled
flaps and graft material rather
than a site-specific graft to
ultimately compartmentalize
the abdomen and pelvis was
considered as part of a
multidisciplinary discussion
between her general surgery,
plastic surgery, and
urogynecology teams. Our
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menopausal status, and surgical approaches and
techniques.10,13 However, it remains unclear how
they contribute to incidence and location of VD.14–18

We report the case of a patient with a history of
chemoradiation for rectal cancer and multiple native-
tissue pelvic reconstructive surgical procedures for
recurrence of bothersome vaginal bulge symptoms.
She presented with a VDE managed in a multi-
disciplinary manner involving bowel resection and
placement of an oblique rectus abdominus myocu-
taneous (ORAM) flap and a saline-reconstituted
decellularized fish skin xenograft.

CASE PRESENTATION
A 74-year-old female with body mass index of 18
and a history of rectal cancer treated with chemo-
radiation and an extensive pelvic reconstructive
surgical history presented to our facility’s emergency
department as transfer from an outside hospital for

management of bowel prolapsing through her vagina
(Table 1). She called her surgeon 5 months after her
surgery in 2024 reporting vaginal bulge recurrence,
though she was not evaluated in office. She subse-
quently presented to the outside hospital upon
noticing protrusion of contents per vagina after a
severe coughing episode. Multiple edematous-
appearing bowel loops were prolapsing through her
vagina and could not be manually reduced, and
computed tomography (CT) confirmed no additional
intra-abdominal pathologic processes. She was oth-
erwise stable, afebrile, and without leukocytosis. She
was initiated on ciprofloxacin and metronidazole and
transferred to our facility for a higher level of care
11 hours following initial presentation.

Upon arrival, she reported intermittent nausea
and abdominal pain. Her vitals remained stable and
examination confirmed 14 cm of edematous, non-
reducible, hyperemic, and macerated loops of bowel
with mesentery protruding through her introitus. She
was unable to tolerate an internal examination,
which precluded determination of vaginal defect
location. Repeat laboratories performed 10 hours
following initial laboratories and 11 hours following
checking in to her local hospital demonstrated new
leukocytosis (white blood cells 12,000/uL). She was
counseled about surgical management, and her anti-
biotics were transitioned to piperacillin-tazobactam

TABLE 1. Patient’s Surgical History

Surgery
Date Procedure Comment

1978 Total abdominal hysterectomy, bilateral
salpingoophorectomy

Uterine cancer, no additional treatment

1995 Abdominoplasty No records available

2010 Anterior colporrhaphy No records available

2019 Anterior and posterior colporrhaphy No records available

2020 EUA, rectal biopsies Rectal squamous cell carcinoma treated with chemoradiation

2022 Anterior and posterior colporrhaphy, enterocele repair,
perineorrhaphy, and cystoscopy

Stage 3 posterior vaginal prolapse, with patient desiring
preservation of ability for penetrative intercourse

Thin, friable vaginal tissue appreciated
Rectovaginal fascia visualized

2024 Attempted total colpectomy and enterocele repair
Intraoperative conversion to
posterior colporrhaphy and perineorrhaphy, and cystoscopy

Stage 4 posterior-predominant vaginal vault prolapse, with
patient no longer sexually active

Thin, friable vaginal tissue appreciated
No rectovaginal fascia visualized → aborted colpectomy/
enterocele repair

Surgical procedures before 2020 were completed at out-of-region hospitals. Her surgeries between 2020 and 2024 up through just before her presentation for
VDE were completed at an outside hospital system within the region. EUA, examination under anesthesia; VDE, vaginal dehiscence with expulsion of intra-
peritoneal contents.

experience reaffirms the value
of pursuing multidisciplinary
evaluation early on for patients
with this presentation to
expedite resource mobilization
and maximize skill sets
available for patient care.
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given her leukocytosis and anticipation of open
surgery with bowel resection. General surgery was
consulted for bowel resection and given her poor
tissue quality in the pelvis from multiple prior
surgical procedures and radiation, plastic surgery
consultation was recommended by general surgery to
place a flap in the pelvis to exclude the bowels from
entering the pelvis again.

In the operating room, examination under anesthesia
noted loops of small bowel emerging through a defect in
the posterior vaginal wall with an intact vaginal apex
and inability to reduce the bowel. Cystoscopy and
retrograde pyelograms confirmed normal urinary tract,
and ureteral stent placement attempts were unsuccessful
due to severe ureteral angling from extrinsic compression
by her prolapsing bowel.

She then underwent exploratory laparotomy and
ORAM flap preparation. The skin paddle for the flap
was centered over the skin Doppler signal, corresponding

to the visualized perforator on CT critical to flap
perfusion (Fig. 1A–C). Paddle width was determined by
primary donor-site closure, and an oblique pattern
angled toward the tip of the scapula was determined to
be the optimal orientation. The paddle was de-epithe-
lialized and dissected to the level of the anterior rectus
sheath (Fig. 1D). Perforator locationwas again confirmed
with an intraoperative Doppler, and the anterior sheath
was then entered sharply a safe distance superior to the
signal. Approximately half of the width of the rectus
abdominis muscle was raised with the flap to protect
vascular integrity. Dissection terminated upon being
sufficiently isolated on the deep inferior epigastric artery
to allow for internal rotation and ultimate inset (Fig. 1E).

Afterwards, abdominal exploration confirmed
terminal ileum vaginal evisceration managed with
small bowel resection with 60 cm of resected bowel
removed through the vagina. Given proximity to the
ileocecal valve, a right hemicolectomy with ileo-colic

FIGURE 1. Preoperative planning and intraoperative dissection of the oblique rectus abdominis myocutaneous (ORAM) flap. A and B, Demonstrate the
computed tomography visualized, large skin perforator on the right hemiabdomen (white arrow). This perforator was then easily appreciated by Doppler at
bedside in the preoperative area and marked. C, Demonstrates the intraoperative skin markings of the Doppler signal (white circle) and ORAM skin paddle where
the width is determined by primary donor site closure. The red dotted line marks the prior panniculectomy incision. D, Demonstrates the raised and de-
epithelialized ORAM. E, The ORAM flap is reflected inferiorly to display the deep anatomy, cut aspect of the rectus abdominis (RA) and intact posterior sheath
(PS). F, Displays Duramesh fascial closure of the laparotomy to minimize a future ventral wall hernia of the donor site.
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anastomosis and abdominal washout was performed.
The ORAM flap was then inset to compartmentalize
the abdomen and pelvis and to prevent abdominal
content access to the previous enterocele tract and
subsequent reherniation. Two Jackson-Pratt drains
were placed along the left rectus muscle and in the
midline incision’s subcutaneous space. Duramesh
suture was used for laparotomy fascial closure, and
her incision was closed (Fig. 1F).

Meanwhile, pelvic examination revealed a linear
posterior vaginal wall defect in the craniocaudal plane
spanning 1–4 cm cephalad to the level of her introitus,
suggesting bowel herniation through the rectovaginal
septum and the posterior vaginal wall (Fig. 2A–D). No
recurrent vaginal prolapse was appreciated. Friable edges
of the vaginal defect were trimmed and the rectovaginal
space was packed with saline-reconstituted decellularized
fish skin xenograft. The edges of the vaginal epithelium

were then reapproximated with 2-0 polyglactin followed
by perineorrhaphy with 0 and 2-0 polyglactin.

Her postoperative course was uncomplicated. Her
antibiotics were stopped POD 3, Foley catheter
removed POD 5, and Jackson-Pratt drains removed
POD 10. She was discharged home with home health
services on POD 11.

She was doing well at follow-up visit 4 weeks
following surgery. Her surgical sites were healing
well with no prolapse recurrence appreciated.
She ultimately declined scheduling any further
follow-ups.

DISCUSSION
Any eviscerated contents should be dressed in saline-
moistened gauze, and broad-spectrum intravenous
antibiotics initiated. Baseline laboratory studies are

FIGURE 2. Intraoperative findings. A, vaginal evisceration, (B) resected bowel, (C) intact vaginal apex with epithelium disruption along distal posterior vaginal wall,
(D) exposure of rectovaginal space. Star = prolapsed bowel, asterisk = vaginal canal, arrow = rectovaginal space.

Vaginal Evisceration
––––––––––––––––––––––––––––––––––––––––––––––––––––––– CASE REPORT’

© 2025 American Urogynecologic Society. All rights reserved. Published by Wolters Kluwer Health, Inc. Unauthorized reproduction of this article prohibited.

Lee, et al. | UROGYNECOLOGY | Vol 31 Issue 11 November 2025 1021



recommended, with imaging indicated if there is
suspicion for additional intraperitoneal concerns.3,6

Straightforward VDE cases with reducible bowel
may be approached laparoscopically with bowel
reduction, running of the bowel, and vaginal cuff
repair, with consideration of flap-augmented repair
being individualized.19,20 We ultimately opted for an
open approach in our patient’s case given her history
and plans for ORAM flap placement, acknowledging
there being a paucity of literature on ORAM flap use
specifically with vaginal evisceration, whereas use of
ORAM flap cousins have previously been
described.21,22

Interestingly, our patient’s VDE involved bowel
prolapsing through the distal posterior vaginal wall.
Her clinical picture suggested likely distal enterocele
progression to the level of the rectal reflection
resulting in sensation of vaginal bulge recurrence
followed by repeated Valsalva pressure applied to
vaginal tissue already weakened by previous pelvic
surgical, atrophy, and chemoradiation effects ulti-
mately resulting in tissue failure. Given her prior
apical and anterior vaginal incision lines, we felt a
simple repair with site-specific flap (eg, Martius flap)
may not be sufficient and that an ORAM flap would
compartmentalize the abdomen and pelvis and
physically prevent bowel from accessing the pelvis.
Notably, she did not have any recurrence of prolapse
of the vaginal tissues on examination.

We approached her pelvic reconstruction similarly
to an abdominoperineal resection defect with the
goal being to bring well-vascularized, soft-tissue bulk
to the perineum to physically separate the bowel
from inflamed pelvic tissues and to prevent recurrent
herniation.22,23 The most commonly performed
perineal reconstructions are either thigh-based flaps
(the gracilis myocutaneous or profunda artery
perforator fasciocutaneous flaps) or the abdominally
based rectus abdominis myocutaneous flap.22 These
are all referred to as regional pedicled flaps, meaning
that soft tissues maintain their native vascular
supplies upon which they are skeletonized for
rotation into the defect. This patient’s specific case
represents a more complex example given her prior
panniculectomy divided the inferior abdominal sub-
cutaneous tissues from their native perforators
through the rectus abdominis, rendering a vertical
rectus abdominis myocutaneous flap impossible.
However, an abdominally based reconstruction was
still elected in this case given (1) the planned
small bowel resection mandated a laparotomy,

(2) thigh-based flaps would require vaginal excision
to tunnel the flap to the pelvis and are smaller, and
(3) a large perforator into the superior abdominal
subcutaneous tissues off the deep inferior epigastric
artery could be visualized on CT upon which the flap
was designed using an oblique skin paddle as
opposed to a more standard vertical skin paddle
given her surgical history (Fig. 2A–C).

We also utilized Duramesh, which is a macro-
porous polypropylene mesh.24 It is used in abdominal
closures where its hollow core enables faster tissue
integration, thereby decreasing the likelihood of
suture pull-through to reduce postoperative hernia
occurrence or wound dehiscence.25,26 Avoiding this
complication was particularly critical given evidence
of tissue attenuation elsewhere in our patient’s case
and partial right rectus fascial harvest required for
creating the ORAM flap.

Lastly, we utilized a decellularized fish xenograft
rather than an autograft or allograft for the vaginal
portion. While its use for vaginal-related indications
remains investigational, our reasoning was (1) desire
for inducing tissue healing utilizing new blood supply
from the nearby ORAM flap rather than rebuilding
vaginal compartment support as done in a typical
prolapse repair, (2) the graft’s properties closely
aligning with human tissue enabling application in
perfusion-compromised areas, and (3) early data
suggesting potential for product cost-effectiveness in
wound healing applications.27 In addition, it avoids
often-encountered cultural and religious concerns
precluding the use of many mammalian-tissue grafts.
However, we acknowledge no robust data yet exist
with which to counsel patients on long-term out-
comes given the product’s limited time on the market,
limited demonstration within vaginal applications
thus far, and VDE being a rare outcome.28,29

Thus, early employment of multidisciplinary care
should be considered for VDEs. Certain patients such
as those with extensive pelvic surgical histories,
multiple vulnerable vaginal incision lines, and histo-
ries of recurrent prolapse may benefit from consid-
eration of flap placement and application of graft
material for scar formation at the time of repair.
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