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Abstract

Background: Vaginal cuff dehiscence is a rare but potentially grave complication after total hysterectomy.
Abdominal or pelvic contents are at risk of evisceration through the vaginal opening. It is associated with significant
risk for patient morbidity, such as peritonitis, bowel injury, and sepsis.

Case presentation: We report a case of vaginal cuff dehiscence in a 45-year-old multiparous Taiwanese woman
who had undergone abdominal total hysterectomy and presented with vaginal cuff dehiscence precipitated by
sexual intercourse. Immediate laparoscopic repair was done. Few authors have reported the utilization of the
laparoscopic approach. It allows thorough inspection, visualization, and irrigation of the abdominal cavity. It is also
associated with fewer intraoperative and postoperative complications.

Conclusion: Laparoscopic repair is a safe treatment option to manage vaginal cuff dehiscence after total
hysterectomy.
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Introduction
Vaginal cuff dehiscence (VCD) is a rare and distinct
complication following pelvic surgery and has been re-
ported with different modes of hysterectomy [1, 2]. The
incidence has been reported to be less than 1% (0.24–
0.31%) in large institutional studies [3, 4]. Its incidence
varies according to the mode of hysterectomy, surgical
technique, suture utilized for cuff closure, and operator’s
experience. An observational study reported the occur-
rence to be highest for laparoscopic hysterectomy com-
pared with total vaginal and total abdominal approaches
[1]. The use of electrosurgery, particularly monopolar,
and reduction of tissue margin during cuff repair may be
contributing factors.

Post-hysterectomy VCD may present as early as 3 days
to months or years after surgery with pelvic pain (60–
100%), vaginal bleeding (30–60%), vaginal discharge
(30%), or vaginal pressure/mass (30%) [1, 5, 6]. There is
no consensus regarding the timing and mode of repair
of cuff dehiscence. Possible approaches may be transab-
dominal, transvaginal, laparoscopic, or robot-assisted.
We report a case of VCD in a multiparous woman who
had undergone abdominal total hysterectomy and pre-
sented with VCD precipitated by sexual intercourse.
Consent was taken from the patient for the purpose of
this case report. The Ethical committee of Chang Gung
Memorial Hospital, Linkou, Taiwan ruled out the need
for ethical clearance for this case report.

Case presentation
A 45-year-old multiparous Taiwanese woman had
undergone abdominal total hysterectomy for adeno-
myosis and endometrioma at a local hospital 53 days
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prior to admission. Details of the surgery were not
known. She had an uncomplicated postoperative
course. One day prior to admission at Chang Gung
Memorial Hospital, Linkou, Taiwan, she experienced
lower abdominal pain and vaginal discharge after sex-
ual intercourse. There was no history of fever, chills,
dysuria, and fecaloid discharge from her vagina. She
was evaluated at our emergency department where a
pelvic examination showed bowel content protruding
into her vagina with some purulent discharge. Her
general condition was stable with normal results of
hematology and biochemistry tests. With the clinical
impression of complete VCD with cuff wound infec-
tion, she was planned for laparoscopic surgery.
A standard four-port laparoscopy was performed with

the umbilicus as the primary entry site using an 11mm
primary port and three 5mm lateral accessory ports. On
intraoperative examination, there were moderate adhe-
sions between the left pelvic side wall and colon. There
was a short loop of ileum protruding through the cuff
which looked viable with no signs of ischemia or perfor-
ation (Fig. 1).
After a thorough survey of her peritoneal cavity,

adhesiolysis was done and the loop was carefully
extracted from the cuff using atraumatic graspers. There
were pockets of pus collection in the cul-de-sac that
were cleared after adhesiolysis of the bowel loops.
Complete dehiscence of the vaginal cuff was noted
measuring approximately 5 cm. The cuff margins
appeared inflamed. Careful downward dissection of her
bladder and posterior peritoneum was carried out to
achieve an adequate margin of vaginal cuff. Approxi-
mately 0.5 cm of cuff margin was excised circumferen-
tially leaving viable tissue for proper suturing (Fig. 2).
The vaginal cuff was closed with a running Mono-

cryl suture number 1–0 (poliglecaprone 25) with a
depth of 1 cm vaginal cuff margin. Copious irrigation

of her abdominopelvic cavity with saline solution was
performed. A Jackson-Pratt drain was placed. Her
postoperative course was uneventful. Intravenously
administered antibiotics were completed and the drain
was removed on the fifth postoperative day. She was
followed up 2 weeks after discharge from our hos-
pital: her pelvic examination revealed that the vaginal
cuff was healing well. At a 1-month follow-up, her
vaginal cuff was completely healed.

Discussion and conclusions
VCD has been reported to occur in < 1% of patients
post-hysterectomy. It can lead to serious and life-
threatening complications when it is misdiagnosed or
neglected. Hence, early recognition and prompt
intervention are imperative. There is no standard
method for surgical management of VCD. There are
many reports of vaginal and abdominal repair of
VCD, but few of these procedures are performed
laparoscopically. We presented a case of VCD occur-
ring after abdominal hysterectomy repaired by
laparoscopy.
Although cuff dehiscence is a rare event, it may be

triggered by factors such as postoperative cuff infec-
tion, early sexual intercourse, cigarette smoking, poor
nutrition, obesity, menopausal status, and conditions
that impair wound healing. In this report, coitus was
the precipitating event for VCD which Hur et al. re-
ported as the most common trigger [1]. Cuff cellulitis
was also noted during laparoscopy with findings of
cuff inflammation and pus collection at the posterior
peritoneal pouch. In a study of case reports, the mean
time to VCD was found to be 7 weeks for patients
who had a total laparoscopic hysterectomy compared
to 13 weeks for patients who underwent total abdom-
inal hysterectomy (p = 0.01) [7]. Our patient presented
at 7–8 weeks following abdominal hysterectomy. This

Fig. 1 Loop of ileum protruding through the cuff

Fig. 2 Excised vaginal cuff margin
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complication can present during the early postopera-
tive course or may extend to years following the
surgery.
Consensus regarding mode of repair of VCD is not

standardized. It can be repaired vaginally, abdomin-
ally, laparoscopically, or through a combined ap-
proach. The vaginal approach is minimally invasive
but precludes observation of the entire abdominal
cavity and irrigation of probable abscess. The choice
for the mode of repair should be capably tailored to
the patient’s presentation, bowel viability, surgeon’s
judgement and expertise, and ability to obtain the
best visualization of the dehiscence and entire abdo-
minopelvic cavity.
Cronin et al. performed a review of original re-

search, case reports, and case series published in the
past 30 years on VCD [8]. Results showed that 51% of
dehiscences were repaired vaginally, 32% were
repaired abdominally, 5% were allowed to heal by sec-
ondary intention, and only 2% were repaired laparo-
scopically. Laparoscopic repair reduces the chances of
operative injury to eviscerated bowel loop, which can
occur during vaginal repair. It allows thorough in-
spection of the abdominal cavity and entire bowels.
Early laparoscopic repair prevents complications such
as ascending peritonitis and bowel ischemic injury,
and recurrence of cuff dehiscence. It allows assurance
of a good vaginal length as vaginal tissue may slough
out due to long-standing infection. Furthermore, pa-
tient satisfaction is greater compared to the other ap-
proaches. With the laparoscopic approach, reopening
of the previous abdominal wound was prevented
along with its possible morbidity.
Use of antibacterial monofilament absorbable suture

facilitates vaginal stump closure in laparoscopic hyster-
ectomy without increasing the complications, such as
cuff dehiscence, especially in less experienced operators
[9].
The minimally invasive surgery approach leads to

fewer intraoperative and postoperative complications, re-
duced postoperative pain, shorter hospital stay, and fas-
ter recovery. The use of laparoscopy for VCD has also
been reported in the case of VCD during chemoradia-
tion in a patient with endometrial cancer who had lap-
aroscopic staging [10]. A case report that included a
systematic review of VCD found only 3 cases (2.6%)
using laparoscopy out of 116 cases reported [11]. One
limitation to the use of this approach may be the need
for notable technical expertise by an experienced sur-
geon. Hence, the mode of treatment should be carefully
selected.
To reduce the incidence of VCD, it is recommended

that patients avoid vaginal intercourse with deep pene-
tration for at least 8 weeks postoperatively.

Laparoscopy is a feasible treatment option for the re-
pair of VCD. It allows for a good vaginal margin for bet-
ter healing, adequate peritoneal irrigation, and avoids
the risk of bowel injury and morbidity associated with
repeat laparotomy.

Abbreviation
VCD: Vaginal cuff dehiscence

Acknowledgements
The authors thank the Asia-Pacific Association for Gynecologic Endoscopy
and Minimally Invasive Therapy (APAGE) for providing the International Fel-
lowship Endoscopy Training Program at Chang Gung Memorial Hospital.

Authors’ contributions
AA and KGH were involved in surgical care of patient and manuscript
preparation. MCVM was involved in manuscript preparation and editing
images. The authors read and approved the final manuscript.

Funding
Nil.

Availability of data and materials
Yes it is available.

Ethics approval and consent to participate
Ethical committee of Chang Gung Memorial Hospital, Linkou, Taiwan ruled
out the need for ethical clearance for this case report.

Consent for publication
Written informed consent was obtained from the patient for publication of
this case report and any accompanying images. A copy of the written
consent is available for review by the Editor-in-Chief of this journal.
Consent was taken from the patient for the purpose of case report.

Competing interests
The authors declare that they have no competing interests.

Author details
1Department of Obstetrics and Gynecology, BP Koirala Institute of Health
Sciences, Dharan-17, Sunsari, State No-1, Sunsari, Nepal. 2Department of
Obstetrics and Gynecology, Chang Gung Memorial Hospital at Linkou,
Kweishan, Taoyuan, Taiwan. 3Chang Gung University College of Medicine,
Kweishan, Taoyuan, Taiwan. 4Department of Obstetrics and Gynecology,
University of the Philippines - Philippine General Hospital, Manila, Philippines.

Received: 11 November 2019 Accepted: 20 February 2020

References
1. Hur HC, Guido RS, Mansuria SM, Hacker MR, Sanfilippo JS, Lee TT. Incidence

and patient characteristics of vaginal cuff dehiscence after different modes
of hysterectomies. J MinimInvasive Gynecol. 2007;14:311–7.

2. Kashani S, Gallo T, Sargent A, et al. Vaginal Cuff Dehiscence in Robotic-
Assisted Total Hysterectomy. JSLS. 2012;16:530–6.

3. Hur HC, Donnellan N, Mansuria S, et al. Vaginal cuff dehiscence after
different modes of hysterectomy. ObstetGynecol. 2011;118:794.

4. Uccella S, Ceccaroni M, Cromi A, et al. Vaginal cuff dehiscence in a series of
12,398 hysterectomies: effect of different types of colpotomy and vaginal
closure. ObstetGynecol. 2012;120:516.

5. Cardosi RJ, Hoffman MS, Roberts WS, Spellacy WN. Vaginal evisceration after
hysterectomy in premenopausal women. Obstet Gynecol. 1999;94:859.

6. Iaco PD, Ceccaroni M, Alboni C, et al. Transvaginal evisceration after
hysterectomy: is vaginal cuff closure associated with a reduced risk? Eur J
ObstetGynecolReprod Biol. 2006;125:134–8.

7. Agdi M, Al-Ghafri W, Antolin R, Arrington J, O'Kelley K, Thomson AJ, Tulandi
T. Vaginal vault dehiscence after hysterectomy. J Minim Invasive Gynecol.
2009;16(3):313–7.

8. Cronin B, Sung VW, Matteson KA. Vaginal cuff dehiscence: Risk factors and
management. Am J ObstetGynecol. 2012;206:284.

Agrawal et al. Journal of Medical Case Reports           (2020) 14:40 Page 3 of 4



9. Yanazume S, Togami S, Fukuda M, Kawamura T, Kamio M, Ota S, et al. New
continuous barbed suture device with Stratafix for the vaginal stump in
laparoscopic hysterectomy. Gynecol Minim Invasive Ther. 2018;7:167–71.

10. Kusunoki S, Huang KG, Magno A. Total laparoscopic repair of vaginal cuff
dehiscence during chemoradiation in an endometrial cancer following
laparoscopic staging. J Gynecol Surg. 2017;33(2):77–9. https://doi.org/10.
1089/gyn.2016.0093.

11. Thomopoulos T, Zufferey G. Totally laparoscopic treatment of vaginal cuff
dehiscence: A case report and systematic literature review. Int J Surg Case
Rep. 2016;25:79–82.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Agrawal et al. Journal of Medical Case Reports           (2020) 14:40 Page 4 of 4

https://doi.org/10.1089/gyn.2016.0093
https://doi.org/10.1089/gyn.2016.0093

	Abstract
	Background
	Case presentation
	Conclusion

	Introduction
	Case presentation
	Discussion and conclusions
	Abbreviation
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

