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Delayed presentation of vaginal cuff dehiscence and  
evisceration of bowel after laparoscopic hysterectomy and 

adjuvant radiation therapy
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ABSTRACT

Introduction: Total hysterectomy (TH) is one of the 
most commonly performed gynecologic procedures, with 
complications including genitourinary or gastrointestinal 
injury, bleeding, infection, and rarely vaginal cuff 
dehiscence (VCD). Vaginal cuff dehiscence is an 
uncommon but potentially life-threatening complication, 
particularly associated with laparoscopic hysterectomy 
and may present with bowel evisceration requiring urgent 
intervention.

Case Report: We present the case of a woman in her 
50s with a history of radical hysterectomy and adjuvant 
radiation for cervical cancer, who presented with acute 
abdominal pain and small bowel evisceration through 
the vagina. Emergent laparotomy was performed with 
small bowel resection and anastomosis, followed by 
transvaginal repair of the vaginal cuff.

Conclusion: This case highlights the importance 
of early recognition and individualized management 
based on patient status and intraoperative findings, 
with careful assessment of bowel viability prior to cuff 
closure. In addition to surgical outcomes, psychological 
consequences following such events can be significant, 
emphasizing the need for early counseling.
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INTRODUCTION

Total hysterectomy (TH) is among the most 
frequently performed gynecologic procedures. Common 
complications include injuries to the genitourinary and 
gastrointestinal tract, bleeding, infection, and vaginal 
cuff dehiscence (VCD). Vaginal cuff dehiscence is an 
uncommon but potentially life-threatening complication 
following total hysterectomy [1]. It involves a partial 
or complete separation of the anterior and posterior 
vaginal cuff edges, which can result in the protrusion of 
intraperitoneal contents, most commonly the distal ileum 
[2]. The overall incidence is approximately 0.53% but the 
precise incidence is difficult to determine [2].

Laparoscopic hysterectomies are associated with 
a 3 to 13 folds increased risk of vaginal cuff dehiscence 
compared to open procedure [2]. This is a surgical 
emergency requiring immediate recognition and 
intervention as mortality rate increases to 5.6% due to 
the risk of sepsis and bowel ischemia from compromised 
blood flow [2].

CASE REPORT
Female patient in her 50s, gravida 4 para 4 with history 

of cervical cancer status post robotic radical hysterectomy 
and adjuvant radiation therapy 17 years ago presented to 
our emergency department with acute severe abdominal 
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pain and bowel prolapse through the introitus. This 
patient underwent laparoscopic repair of vesicovaginal 
fistula a year ago prior to presentation, a procedure that 
is not typically associated with subsequent vaginal cuff 
dehiscence. She reported pain getting progressively worse 
throughout that day followed by vomiting. She reported 
that severe abdominal pain started immediately after an 
episode of coughing.

On examination, the patient appeared uncomfortable. 
The eviscerated bowel appeared strangulated/ischemic 
(Figure 1). The patient remained hemodynamically 
stable. Computed tomography (CT) showed evidence of 
pelvic floor prolapse with peritoneal fat and nondilated 
loops of small bowel and rectosigmoid colon extending 
through the vagina (Figure 2).

The patient was taken to the operating room for 
emergent laparotomy by the gynecology and general 
surgery team. The time interval from emergency room 
presentation to the operating room was about 2 hours. After 
reduction of eviscerated bowel, a midline vertical incision 
was made, and the entire small bowel was inspected. 
As already known from preoperative examination, the 
eviscerated bowel was noted to be strangulated, which 
required small bowel resection followed by anastomosis. 
Due to the patient’s body habitus and short vaginal 
canal, it was not possible to repair the defect adequately 
through a transabdominal approach. Attention was 
then directed to the vaginal cuff transvaginally and was 
noted to be 5 cm in length (Figure 3). Vaginal cuff was 
repaired with 5 interrupted sutures using absorbable 
suture, 1-0 polyglactin 910 (Vicryl). Peritonealization 
was not performed and there was no indication for drain 
placement. There were no intraoperative complications. 
The patient received postoperative antibiotics with 
Pipercillin and Tazobactam.

The patient recovered well and was discharged on post-
operative day 7. At her 2 week postoperative appointment, 
examination revealed a healthy vaginal vault with no 
defects. We will continue to monitor the patient on an 
outpatient basis as part of routine follow-up.

Figure 1: Eviscerated bowl through vaginal introitus on initial 
presentation.

Figure 2: CT pelvis with IV contrast showing evidence of pelvic 
floor prolapse with peritoneal fat and nondilated loops of small 
bowel and rectosigmoid colon extending towards the vaginal 
canal (red arrow).

Figure 3: Vaginal cuff defect identified prior to repair.
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DISCUSSION
Vaginal cuff dehiscence is a rare complication of pelvic 

surgery. Since the first report in 1864, only about 100 
cases have been documented in the literature [3].

A recent study of 4864 hysterectomies reported VCD 
rates of 0.706% for laparoscopic hysterectomy, 0.224% 
for robotic surgery, and 0.233% for laparotomy and 
notably, laparoscopic VCD often developed early with 
minimal external force [4].

Evidence indicates that approximately 70% of affected 
patients are postmenopausal women which is associated 
with reduced vaginal wall vascularity and atrophy [3]. 
Following pelvic surgery, vaginal cuff dehiscence has 
been reported from as early as three days postoperatively 
to as late as 30 years later [3]. This case is novel due to 
its exceptionally late presentation of VCD in a previously 
irradiated pelvis and history of multiple pelvic surgeries 
in the setting of obesity. Additionally, due to her extensive 
surgical history resulting in a shortened vaginal canal, it 
required a combined open/vaginal approach for adequate 
management.

Risk factors include poor surgical technique, 
postoperative infection, hematoma, resumption of sexual 
intercourse before adequate healing, advanced age, prior 
radiotherapy, corticosteroid therapy, trauma, history of 
vaginoplasty, and use of Valsalva maneuver [5]. To reduce 
the risk of vaginal cuff dehiscence, initiating vaginal 
brachytherapy no earlier than six weeks post-hysterectomy 
allows sufficient time for cuff healing [5]. Our patient has 
significant risk factors including postmenopausal state, 
history of robotic assisted laparoscopic hysterectomy 
followed by vaginal brachytherapy years ago and most 
recently a laparoscopic repair of vesicovaginal fistula.

Transvaginal evisceration is a rare but potentially 
life-threatening condition that requires urgent surgical 
intervention. For vaginal cuff repair, both transvaginal 
and transabdominal approaches can be used. However, 
before closing the vaginal defect, the bowel should 
be carefully evaluated for possible resection and 
anastomosis. In our case, we performed an emergency 
laparotomy, resected necrotic small bowel followed 
by anastomosis, and repaired the vaginal cough via 
transvaginal approach.

The management should be tailored to the patient’s 
status and the surgeon’s judgment. Ma et al. suggest 
organ repositioning without anesthesia in the emergency 
setting which offers several advantages: immediate 
relief from the protrusion, improved visualization for 
subsequent transvaginal repair and potential reduction 
in the risk of ischemia and necrosis of the eviscerated 
organs [1]. For medically stable patients without 
complications, vaginal repair is an appropriate option, 
offering cost-effectiveness and avoiding an additional 
surgical incision [1]. However, in women with very 
narrow vagina or significant obesity, the transvaginal 
approach can be challenging due to limited visualization 
therefore laparoscopy offers advantages [1]. When 
necrotic bowel resection is required or when peritonitis 

or intraperitoneal hematoma is suspected, an abdominal 
approach is warranted.

Psychological consequences following surgery can 
be profound, often extending beyond physical recovery. 
Studies have shown than patients undergoing colorectal 
resection demonstrate a higher incidence of anxiety, 
depression, and post-traumatic stress disorder compared 
to the general population with younger individuals and 
female patients particularly at risk [6]. Early recognition 
and timely referral for counseling and psychosocial 
support play a crucial role in promoting emotional 
recovery and improving overall quality of life.

CONCLUSION 
Vaginal cuff dehiscence and bowel evisceration 

is a rare but potentially fatal complication following 
hysterectomy that necessitates immediate recognition 
and prompt surgical management. This case highlights 
the importance of maintaining a high index of suspicion 
in post-hysterectomy patients presenting with acute 
abdominal pain, particularly those with risk factors such as 
prior radiation, advanced age, and history of laparoscopic 
pelvic surgery. A multidisciplinary approach involving 
both gynecology and general surgery teams is crucial for 
optimal outcomes, especially when bowel ischemia or 
necrosis is suspected. Surgical management should be 
individualized based on patient factors and intraoperative 
findings, ensuring both adequate repair of the vaginal 
cuff and assessment of bowel viability. Beyond physical 
recovery, clinicians should also address the psychological 
impact through early counseling and long-term follow-up 
to promote holistic recovery and quality of life.
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