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ABSTRACT

Vaginal cuff dehiscence (VCD) is a serious complication of total laparoscopic hysterectomy (TLH) or trachelectomy
with high morbidity, as it can potentially lead to evisceration/bowel ischemia and sepsis. Authors present a case report
of vaginal cuff dehiscence after laparoscopic trachelectomy. The patient reported post-coital onset of symptoms. She
presented with acute abdomen and required urgent surgical intervention. In this case surgical management was
dictated by the clinical manifestation. However, authors argue that conservative management is also an option for
some of these patients and the decision regarding the management plan should be personalized according to the
clinical presentation and the patient’s expectations. Emphasis should be given to avoid early onset of sexual activity
during the immediate recovery period. Compared to women who underwent an abdominal or vaginal hysterectomy,
those who had a laparoscopic procedure have less post-operative pain, shorter recovery period and often they are
advised to return early to their normal habits and their work place. It is expected that this group of patients feel well
enough to resume sexual activity soon after their procedure. Therefore, our counselling is of paramount importance as
it should be highlighted that sexual intercourse is possibly the most common triggering event for VCD which a
serious complication with severe morbidity is. The resumption should, therefore, follow medical consultation and be
individualized according to co-morbidities which could affect healing, intraoperative findings and evaluation of the
whole recovery progress.
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literature, with mostly case reports or case series with
most studies being underpowered with heterogeneity and
lack of comparison groups.? There are numerous factors

INTRODUCTION

Hysterectomy is a very common gynecologic procedure

and is moving more and more towards the minimally
invasive field. Vaginal cuff dehiscence (VCD) is a
serious complication of hysterectomy with high
morbidity. Presentation varies from a small opening in
the vagina wound to  serious  evisceration
evisceration/bowel ischemia and sepsis. The incidence of
VCD has increased during the last decades as total
laparoscopic hysterectomies (TLH) and trachelectomies
with laparoscopic closure of the vaginal cuff have
become routine.! However, it is poorly discussed in the

which have been associated with VCD, such as vaginal
opening and closing techniques, the use of
electrocoagulation, duration of the procedure, experience
of the surgeon, postoperative infection or hematomas,
patient characteristics and patient conformity during the
recovery period (straining, weight lifting, early onset of
sexual intercourse etc). Trying to minimize the impact of
this complication one should consider reducing as much
as possible the use of thermal energy, possibly use
delayed absorbable sutures with adequate tissue bites and
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provide evidence-based counseling to patients in order to
ensure uncomplicated recovery period and increased
awareness for early recognition and management.

Authors present a case report of vaginal cuff dehiscence
after laparoscopic trachelectomy aiming to increase
clinical awareness and to emphasize that patients should
receive counseling in order to avoid early onset of sexual
activity during the immediate recovery period.

CASE REPORT

A 45-year-old patient attended the Emergency
Department of Patras University Hospital due to severe
abdominal pain. The pain had started a week ago and
progressively worsened. She was a heavy smoker (one
pack/day) and had no significant past medical history.
She had one emergency caesarean section in the past due
to preeclampsia. Her surgical history included a
laparoscopy for endometriosis five years ago and a
laparoscopic hysterectomy two years ago due to fibroids.
She was now on day 32 post laparoscopic trachelectomy
with unilateral oophorectomy due to two large persistent
endometriomata. The patient had an uncomplicated
immediate recovery period and was discharged on day
three. She resumed sexual activity on day 22. She
subsequently noticed smelly vaginal watery discharge
and later on vaginal bleeding which she was advised to be
normal.

Figure 1: Intraoperative image of vaginal cuff
dehiscence.

She presented to us with a clinical image of acute
abdomen and diffuse peritonism. On abdominal Xray
there was air under the diaphragm and she was taken to
theatre as an emergency for an exploratory laparotomy.
The only remarkable laboratory findings were WBC of
18000 and CRP of 30. Intraoperatively a VCD was
noticed which was repaired with interrupted stitches
(Figure 1). She was assessed from the infectious disease
team and received a course of meropenem, vancomycin
and teicoplanin. She was discharged on day 7 on oral
antibiotics and recovered well.
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DISCUSSION

The incidence of VCD is higher and it occurs sooner in
the laparoscopic/robotic hysterectomy compared with the
abdominal or vaginal approach and has been documented
between 1.7 and 4.1%.%* Potential explanations are
thermal damage during laparoscopy or false perception of
magnified image leading to flawed vaginal suture.>®
Presenting symptoms could be vaginal bleeding/
discharge, dysuria, abdominal pain or vaginal mass in
case of evisceration. Possible causes include factors
related with the patient, factors related with the technique
and incidents which influence the recovery progress. The
modality of cuff closure may contribute to the incidence
of VCD however this is once more a point of
controversy. The transvaginal suturing technique has
been associated with significant reduction of the risk
compared with laparoscopic and robotic sutures in a
study including more than 12,000 patients and a recent
case series.®’” This finding has, however, been
questioned.® Radical hysterectomy is associated with
higher risk.*

Barbed suture appeared to be protective in a recent meta-
analysis.® The use of unidirectional barbed suture without
backward stitching also appears to be safe for the vaginal
cuff closure in a recent retrospective study.'® The surgical
experience and expertise is of great importance, as
expected.® However, when comparing procedures
performed by trainees or specialists, the rate of major
complications requiring reoperation remained the same.!!
The use of laser angiography during robotic hysterectomy
to assess the perfusion of the vaginal cuff and guide intra-
operative decisions has been assessed in a feasibility trial
including 20 women recently with good results.*?

Vaginal atrophy, co-morbidities that influence the healing
process, increased age, smoking, radiation treatment,
hysterectomy due to malignancy and infection have also
been reported as risk factors for VCD.® Precipitating
causes include early onset of sexual intercourse
(commonest precipitating factor for young patients as in
present case), and increased intra-abdominal pressure as
during defecation/ Valsava Maneuver.®* However, the
incidence of spontaneous VCD without any precipitating
factors is as high as 70% .* There is no evidence-based
recommendation regarding the time to restart coitus.
Most hospitals worldwide advise the patients to avoid
intercourse for at least 8-12 weeks, and in some cases,
mainly oncologic, up to 3 months.

Evisceration in VCD cases has been reported to be as
common as 70% and is an absolute indication for surgical
management (vaginal, abdominal, laparoscopic or
combined).? Nevertheless in cases of dehiscence without
bowel involvement, conservative management is an
alternative for a significant proportion of cases.'*
However, this is rarely chosen as the preferred
management option and there is very limited relevant
evidence as it is poorly reported in the literature.
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Conservative management aims to avoid the physical and
emotional impact of a second operation but requires
excellent communication with the patient, good
conformity to treatment and adherence to the long and
close follow up.

CONCLUSION

In conclusion, when VCD without evisceration occurs,
conservative management should be considered as a
treatment option in order to avoid a second operation.
However, the management plan should be dictated by the
clinical presentation, as sometimes surgical intervention
is necessary (as in present case since the patient presented
with acute abdomen). The alternatives should be
thoroughly discussed with the patient in order to develop
a personalized approach taking into consideration the
patient’s wishes and expectations-risks of surgery versus
conservative management with longer recovery/ follow
up time and possibly longer hospitalization period and
sometimes need for delayed operation.
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