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Objective: We report a rare case of vaginal cuff dehiscence with small bowel evisceration at 7 months
post robotic-staging surgery.
Case Report: A 41-year-old woman was sent to the emergency room with sudden onset of abdominal
pain, vaginal bleeding, and vaginal protruding mass after sexual activity. She had a history of synchro-
nous uterine and ovarian cancer treated with robotic-staging surgery 7 months before. Then she received
six courses of postoperative adjuvant chemotherapy, and the last chemotherapy ended 1 month ago. At
the operation room, some small bowel loops were noted in the vaginal tip with cuff dehiscence and
bleeding. After repositioning of the small bowel, a 2.5-cm vaginal cuff dehiscence was repaired trans-
vaginally. The patient recovered well, and is free of disease and has normal sexual activity 2 months after
repairs.
Conclusion: Unusual delayed-type vaginal cuff dehiscence hints the possibility that a combination of
robotic surgery and postoperative chemotherapy might result in delayed healing of the vaginal cuff.
© 2017 Taiwan Association of Obstetrics & Gynecology. Publishing services by Elsevier B.V. This is an

open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Introduction

Vaginal cuff dehiscence is the separation of a vaginal incision that
was previously closed at the time of initial hysterectomy, accounting
for an overall incidence of 0.39% in cases of hysterectomy in one
observational cohort study [1]. The incidence is higher in hysterec-
tomies of gynecologic malignancies and minimal invasive surgeries
(1.7%) [2], but is lower in transvaginal cuff closure (0.18%) [3]. A
higher rate of vaginal cuff dehiscence with early absorbable sutures
was noted compared with the delayed absorbable sutures [4]. Evis-
ceration of the bowel or other abdominal organs through vaginal cuff
dehiscence can lead to bowel injury, peritonitis, and sepsis.

The most common cause of vaginal cuff dehiscence in pre-
menopausal women is the first postoperative coitus [5], and most
of the cases occurred within 6 weekse4 months after surgery [6].
Other major risk factors include increased abdominal pressure and
pelvic organ prolapse [7]. Here, we report a rare case of vaginal cuff
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dehiscence at 7 months post robotic-assisted staging surgery for
the management of endometrial and ovarian cancers.

Case Report

A 41-year-old female patient, gravida 2, para 2, was diagnosed to
have primary endometrial cancer. She received standard staging
surgery, including cytology, hysterectomy, bilateral salpingo-
oophorectomy, and retroperitoneal lymphadenectomy by robotic
procedure, and the vaginal cuff was closed transvaginally. The pa-
thology report was endometrioid adenocarcinoma, grade 1,
pT1aN0M0, The International Federation of Gynecology and Ob-
stetrics (FIGO) stage IA; however, an ovarian endometrioid carci-
noma at the right side, pT1aN0M0, FIGO stage IC3, was accidentally
diagnosed. She received postoperative six-cycle adjuvant chemo-
therapy, including cisplatin, cyclophosphamide, and epirubicin.
Postoperatively, no hormone therapy was administered.

Except some side effects including nausea, vomiting, and leu-
kocytopenia, the patient tolerated well and followed up at our
outpatient clinic regularly. The last follow-up time was 7 months
after surgery without evidence of tumor recurrence or abnormal
findings. The patient tried to have her first sexual intercourse with
her husband; however, acute abdominal pain, vaginal bleeding, and
protruding vaginal mass were noted hours after.
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At emergency room, her vital signs were stable, but several
loops of the small intestine inside the vagina were noted during
speculum examination. At the operation room, the protruding
small bowel was pushed into her abdomen, and one 2.5 cm round
vaginal cuff perforation was noted (Figure 1). The wound was
immediately repaired transvaginally by 0-Vicryl suture (Figure 2).
She was given postoperative antibiotics to prevent infection and
discharged 3 days later. She resumed sexual activity 6 months after
the incidence of vaginal cuff perforation and was regularly followed
up at our outpatient clinic. No further cancer recurrence or
complication was reported until now.
Figure 2. Vaginal cuff perforation was repaired via the transvaginal route; 0-Vicryl
suture was used.
Discussion

Vaginal cuff dehiscence is a rare complication after hysterec-
tomy. The incidence is higher in minimal invasive surgeries, such as
laparoscopic and robotic surgeries. For total laparoscopic hyster-
ectomy, laparoscopic-assisted vaginal hysterectomy, total abdom-
inal hysterectomy, and total vaginal hysterectomy, the incidence
were 0.75%, 0.46%, 0.38%, and 0.11%, respectively [1]. The incidence
is higher in the management of gynecologic malignancies (1.31%)
than in benign gynecologic conditions (0.50%) [3]. In robotic hys-
terectomy for gynecologic cancer, the incidence ranged from
approximately 0.7% to 2.6% [4].

For minimal invasive surgeries, the incidence of vaginal cuff
dehiscence was lower for transvaginal cuff closure (0.18%) than for
both laparoscopic (0.64%) and robotic procedures (1.64%) [3]. This is
probably due to high technical demand for laparoscopic and robotic
suturing and knotting, magnifying effect of the scope causing
insufficient amount of tissue during suturing, magnification of
small vessels, and excessive electrocauterization that impedes
blood supply and healing [6]. Furthermore, the tension of the su-
ture and the knot is more reliable when directly maintained by
hands [3]. Whether running suture or interrupt suture for trans-
vaginal cuff closure has a lower incidence of vaginal cuff dehiscence
warrants further research.

Early absorbable sutures (Vicryl and Biosyn) have an effective
wound support for 3 weeks and delayed absorbable sutures (V-Loc,
PDS, and Maxon) have an effective wound support for 6 weeks. A
higher rate of vaginal cuff dehiscence was noted with early
absorbable sutures (2.5%) compared with the delayed absorbable
sutures (0.7) [4].
Figure 1. The patient was at the operation room under general anesthesia in the li-
thotomy position. Some small bowel loops were pushed into the abdomen. One 2.5 cm
vaginal cuff perforation was noted.
In a premenopausal woman, vaginal cuff dehiscence is most
frequently associated with vaginal trauma during coitus [5]. The
first postoperative coitus was the most commonly reported trigger
event, which occurred 6 weekse4 months after the hysterectomies
[6]. However, vaginal cuff dehiscence could occur 3 years after the
first postoperative coitus [7]. In postmenopausal women, increased
abdominal pressure and chronic pelvic organ prolapse are the
major risk factors [7]. Radical hysterectomy was associated with a
nine-fold increase in vaginal cuff complications compared with
simple hysterectomy, probably due to shortening of the vagina and
disproportion of sexual organs [2]. Most vaginal cuff dehiscence
occurred 3e6 weeks after robotic staging surgery of endometrial
cancer [8]. In robotic hysterectomies of gynecologic malignancies,
nonobesity, postoperative chemotherapy, brachytherapy, and early
resumption of sexual activities are also risk factors [4]. In agree-
ment with the abovementioned risks, the patient reported here had
(1) robotic hysterectomy for endometrioid cancers of the ovary and
uterus, (2) nonobesity, and (3) postoperative chemotherapy, and all
these contributed to this unusual clinical presentation. Among
these, the most critical point of vaginal cuff dehiscence in the
present case is probably postoperative chemotherapy. Chemo-
therapeutic agent not only targets rapidly dividing cells, but also
affects macrophages and fibroblast involved in wound healing [9].
Several animal studies have demonstrated that alkylating agents
decrease wound tensile strength and have detrimental effect in
wound healing [9]. Our patient received one of the alkylating
agentsdcyclophosphamide.

Other risk factors included increased age, number of vaginal
surgeries, vaginal atrophy, factors that are associated with poor
wound healing, and increased Valsalva maneuver [7]. For post-
menopausal women, postoperative estrogen therapy may improve
wound healing [10]. However, hormone therapy might not suit our
current patient , since this patient was diagnosed to have a rela-
tively good prognosis according to the early stage, younger age, and
good differentiation of the endometrioid endometrial cancer,
which might not be absolute contraindication for hormone
replacement therapy [11,12].

Vaginal cuff dehiscence and evisceration can be treated trans-
vaginally and transabdominally, because the ileum is the most
frequently protruding intestinal organ; other organs include the
omentum, sigmoid colon, appendix, and fallopian tube [13]. If the
bowel is uninjured, there are no signs of peritonitis, and also the
vaginal cuff defect is well-vascularized and healthy tissue, the
transvaginal approach is recommended [14].
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In conclusion, although most of the cases of vaginal cuff dehis-
cence triggered by first postoperative coitus occurred within 4
months, this delayed-type of vaginal cuff dehiscence hinted a po-
tential risk for certain high-risk population. More delicate proced-
ures and good post-treatment care should be applied to minimize
the risk of vaginal cuff dehiscence.
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