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Abstract

Introduction: Intestinal loop Evisceration (VE) complicates the 35-
67% Of Vaginal Cuff Dehiscence (VCD), constituting a medical emer-
gency. In most cases, it is associated with genital prolapse in post-
menopausal women with previous hysterectomy.

Clinical case: 94-year-old patient with VE after VCD, associated
with prolonged use of pessary as a treatment for vaginal cuff pro-
lapse and enterocele, after laparotomic hysterectomy.

Results: Vaginal repair was performed abdominally, due to the size
and condition of the eviscerated loops, requiring intestinal resection.
An omentum flap was attached to the vaginal cuff to improve healing
and to try to occlude the Douglas space.

Conclusions: VE requires vaginal, abdominal or mixed repair, gen-
erally deferring the definitive treatment of the prolapse to a second
stage.

We recommend being very careful with vaginal vault closure af-
ter any type of hysterectomy, avoiding electrosurgery, infection and
bleeding, performing the colporrhaphy with bidirectional barbed su-
ture or two layers with braided suture and facing enough tissue at
the suture.

Keywords: Vaginal evisceration; Vaginal cuff dehiscence; Complica-
tions after hysterectomy; Long-standing pessary.

Abbreviations: VCD: Vaginal Cuff Dehiscence; VE: Vaginal Eviscera-
tion; PCR: Protein C Reactive.
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Introduction

The Vaginal Cuff Dehiscence (VCD) is the partial or complete
separation of the anterior and posterior walls of the vaginal in-
cision after an hysterectomy. It can be complicated by Eviscera-
tion (VE), defined as the expulsion of intraperitoneal contents
through this vaginal incision. Most commonly, this involves parts
of distal ileum, but also omentum, appendix or fallopian tubes,
and two cases of colon evisceration have been published [1].

The incidence of VCD ranges from 0.14% to 4.1%, depend-
ing on the type of hysterectomy performed. Higher rates are
reported after laparoscopic or robotic hysterectomy than after
all other surgical techniques together [2].

VE complicates the 35-67% of VCD, constituting a medical
emergency. This event can generate complications, such as in-
testinal ischemia, sepsis and venous thrombosis [3]. 20% of pa-
tients will require bowel resection [4], 15% will have postopera-
tive complications, and the mortality rate reaches 6% [3].

In most cases, VE due to VCD is associated with genital pro-
lapsein postmenopausalwomenwith previous hysterectomy [2].

On the other hand, complications associated with the use
of a pessary to treat genital prolapse are rare. They are usually
due to loss of patient follow-up or negligent use of the device.
VCD, VE and vesico-vaginal or recto-vaginal fistulas are the main
complications described [5].

We present the case of a 94-year-old patient with VE after
VCD, associated with prolonged use of pessary as a treatment
for vaginal cuff prolapse and enterocele, after total laparotomic
hysterectomy.

Clinical case

94-year-old patient who came to the hospital emergency
room for insidious onset abdominal pain in the previous days
wich suddenly became severe during the last 2 hours. She pre-
sented scant vaginal bleeding the day before.

The anamnesis is almost impossible due to her state of se-
vere agitation because of the pain. As a medical history, she
has hypertension, anxiety-depressive syndrome and cognitive
impairment. She also had two vaginal deliveries, menopause
around the age of 50 and abdominal hysterectomy (indicated
by prolapse) associated with cholecystectomy at the age of 60.
Subsequently, she suffered a recurrence (vaginal vault prolapse
and enterocele) that was treated with a vaginal pessary for the
last 8 years. Her last gynecological examination with pessary re-
placement was 6 months before the episode.

During the medical examination in the lithotomy position, it
is striking the leakage of the intestinal contents outside the vul-
var plane, with an intense red mesentery and signs suggestive
of ischemia (Figure 1). On palpation, the abdomen is soft, but
painful and with signs of peritoneal irritation. It’s not possible
vaginal examination to determine whether or not carrying the
pessary.

Blood analysis reveals leukocytosis (18,660) with a left devia-
tion (92.7%) and increased glucose (214) and protein C reactive
(PCR, 35). The rest of the parameters are normal: Hemoglobin,
hematocrit, sodium, potassium, creatinine and coagulation.

We contact the General Surgery Service and a joint assess-
ment of the patient is carried out; Urgent surgery is indicated
due to the ischemic state of the intestinal loops, which is per-
formed after receiving a negative PCR-Covid19 result. While the
patient is transferred to the operating suite, the eviscerated in-
testinal contents are wrapped with moistened gauze in warm
physiological saline solution; Intravenous broad-spectrum anti-
biotic therapy (amoxicillin-clavulanic acid) is started.

A subumbilical midline laparotomy is performed, releasing
multiple intestinal adhesions.

After reaching the pelvis, the prolapsed intestinal content in
the vagina is manually reduced. The vaginal pessary located in
the posterior vaginal fornix is removed and the dehiscence of
the vaginal vault is observed, with an extension of 3 cm.

The vagina is sutured by abdominal way, with late resorption
thread (Vicryl 0), with continuous and double suture, 1 cm from
the vaginal edge. It does not require debridement of the edges
given its good appearance.

After this vaginal repair, the intestinal loops reintroduced to
the abdomen are reviewed, showing a necrotic plaque and in-
tense edema with signs of intestinal ischemia (Figure 2), which
requires the resection of 40 cm of the distal ileum.

Finally, an omentum flap is approximated to the Douglas
space, to suture it without tension to the vaginal cuff, with the
intention of reinforcing the vaginal suture, given the character-
istics of the patient (94 years and prolonged menopause).

The immediate postoperative period is favorable and on the
seventh day the patient is discharged from the hospital.

The first gynecological examination is carried out at 3
months, verifying that there is no vaginal cuff prolapse or en-
terocele. New visits are scheduled; If the prolapse recurred, a
new pessary would be avoided, recommending obliterative sur-
gery in this patient.
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Figure 1: Vaginal evisceration: Leakage of the intestinal contents
outside the vulvar plane, with an intense red mesentery and signs
\\suggestive of ischemia. Y,
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Figure 2: Intestinal loops reintroduced to the abdomen, showing
a necrotic plaque and intense edema with signs of intestinal isch-

\\emia.

Discussion

Historically, the majority of VCD cases were reported after
vaginal hysterectomy, but distribution has changed with in-
creasing laparoscopic hysterectomy. Possible factors are specu-
lated: The surgeon's experience, errors in the technique, the
lower safety of the stitches, the magnification of the image that
would lead to sutures closer to the edges of the vaginal cuff and
with less tissue, and the colpotomy performed with electrosur-
gery (thermal damage) [2].

Currently, the majority of VCD are associated with prolapse
in postmenopause with a previous history of pelvic surgery. Es-
pecially when chronic medical conditions that transfer intra-ab-
dominal pressure coexist, such as cough, asthma, gastroesoph-
ageal reflux and chronic constipation [2].

Other risk factors related to VCD, in addition to menopause
(due to vaginal atrophy) and hysterectomy are:

o Oncological pelvic surgery due to the weakness of tissues
with tumor infiltration that are subjected to resection
and adjuvant treatments such as radiotherapy and che-
motherapy [6,7].

o Colpotomy technique: the risk of VCD is greater if elec-
trosurgery (thermal damage) is used. Ultrasonic energy is
safer than mono and bipolar electrosurgery [2].

o Type of vaginal cuff closure. There seems to be a protec-
tive effect if the suture is performed with more than one
layer versus a single layer [8] and with a bidirectional
barbed suture [9]. On the other hand, there are no dif-
ferences between 2 layers versus 1 cross layer [10] or be-
tween barbed and crossed non-barbed suture [11].

o Personal factors that affect the quality of the tissue and
its healing, such as smoking, obesity, diabetes mellitus,
genital prolapse, pelvic meshes, and chronic treatment
with corticosteroids.

If there is an enterocele, the anatomy of the vaginal cuff is
modified, wich associated with atrophy, increases the risk of de-
hiscence with increased intra-abdominal pressure. In addition,
in cases of severe vaginal cuff prolapse, venous stasis and pres-
sure ulcers may appear [2].

In a premenopausal woman, the risk of vaginal cuff dehis-
cence with evisceration is low but is most frequently associated

with vaginal trauma from early coitus after hysterectomy, a for-
eign body or gynecologic instrumentation [2].

Evisceration of the intestine through a VCD constitutes a
surgical emergency. The most common symptoms are pelvic
pain (58-100%), vaginal bleeding (23.5-90%), vaginal discharge
(55.6%), and signs of infection or peritoneal irritation [2].

The approach for surgical repair will depend on the clinical
stability of the patient and the eviscerated bowel viability. In
cases involving medical stable patients with a small amount
of gutted intestine, without evidence of peritonitis or necrotic
bowel, a vaginal approach could be performed [12], even asso-
ciated with laparoscopy for inspection of intestinal loops (mixed
approach that occurs in less than 15% of cases of VE [4]). Even
the omentum can be identified in the vagina and reduced to the
abdomen at the vaginal closure [4].

The rest of the clinical presentations must be repaired by
transabdominal approach (laparoscopic or laparotomic) es-
pecially in cases of clinical or hemodynamic instability, large
amount of eviscerated intra-abdominal content and suspected
ischemia or incarceration/strangulation [3,5].

The surgery will include vaginal closure, revision of intestinal
loops reintroduced into the abdomen and possible resection in
up to 20% [4].

A definitive concomitant treatment of the prolapse (sacro-
colpopexy, fixation to the sacrospinous ligament or colpocleisis)
is generally not applied, given the emergency of the process,
but can be planned a posteriori.

Many types of vaginal repair have been reported with the
aim of improving the closing conditions of the cuff and prevent-
ing recurrence of VCD with evisceration. They described below:

o Reconstruction of the rectovaginal septum by graciloplas-
ty [13].

o Vaginal cuff fixation to the lateral abdominal wall [14].
o Omental flap attached to the vaginal cuff [4].

o Synthetic mesh. It is not a good option if the quality and
vascularization of the tissue is poor [2,4].

o Obliteration of the peritoneum of the Douglas space in
case of enterocele [4] (Moschcowitz purse-string type su-
ture [15]).

In our case, VCD was associated with obesity, menopause,
hysterectomy, vaginal cuff prolapse and enterocele, and use of
pessary for 8 years (with adequate follow-up and last replace-
ment 6 months before) as risk factors. During the surgical pro-
cedure, the pessary was found attached to the posterior vaginal
wall. This may suspect that the enterocele altered vaginal an-
gulation, which, associated with atrophy and increased intra-
abdominal pressure, caused the rupture of the vaginal suture.
The surgical repair way was abdominal due to the patient's clini-
cal condition (severe pain with laboratory involvement) and the
state of the eviscerated bowel, which would probably require
surgical resection.

Presurgical management was carried out according to the
updated bibliographic recommendations (intestinal loops
wrapped with compresses soaked in warm physiological saline
solution and initiation of prophylactic broad-spectrum antibi-
otic therapy).
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Before cuff repair, the need to debride the cuff edges was
assessed, as indicated by some publications [2,3], but it was not
necessary due to the absence of signs of necrosis or infection.

The cuff closure was performed with continuous double lay-
er suture (Vicryl 0), 1 cm from the edge of the cuff, technique
that appears to be protective with respect to the recurrence of
VCD [2].

Given the age of the patient, 94 years and her clinical emer-
gency status, definitive treatment for the prolapse was not per-
formed; The use of synthetic meshes was not considered either.
An omentum flap was released to fix it to the vaginal vault, with
the double intention of occluding the Douglas space (and avoid
enterocele) and improve vascularization during healing.

Rubin, in an 82-year-old patient with VCD and VE after vagi-
nal histerectomy at the age of 72 and continued use of a pessa-
ry, performed the inspection of the intestinal loops by laparoto-
my and concomitant treatment of prolapse with colpocleisis [5].

Other authors have published cases of VE after pessary use,
associated with menopause, vaginal and abdominal hysterec-
tomy [5]. In 1976, Thiele described a case of VCD and VE after
negligent use of the pessary for 4 years without revisions [16].

When genital prolapse is corrected with a pessary, in addi-
tion to selecting the size properly, patients and their caregivers
should be instructed in its correct management. Pessary designs
and materials could be improved and consultation time should
be devoted to teaching insertion and removal techniques at
home.

On the other hand, studies regarding the use of vaginal es-
trogens to prevent VCD, both before and after hysterectomy,
are not conclusive [2].

Some premises are recommended to prevent VCD

o Preoperative treatment of modifiable risk factors such as
vaginal infections or vaginal estrogen therapy 6 weeks be-
fore.

o Prophylactic antibiotic therapy prior to skin incision, al-
though hysterectomy is considered clean surgery.

o Preoperative asepsis: On the skin, the use of alcoholic
chlorhexidine has shown significant superiority over povi-
done iodine in preventing superficial and deep infections
at the incision site. In the vagina, the aqueous chlorhexi-
dine solution is highly effective in reducing the bacterial
count [17].

° Type of hysterectomy: Higher risk of VCD in laparoscopic
versus vaginal approach [18] and also in radical versus
simple hysterectomy [19].

o Colpotomy technique: If electrosurgery is used, it is rec-
ommended to minimize lateral extension and suture dis-
tally of thermal damage [2].

o Amount of sutured tissue: Especially important in the clo-
sure of the vaginal cuff by laparoscopy. Thus, O'Hanlan
[20] recommends a 5 mm interval between sutures with
a depth of 5 mm and Kho [21] recommends a separation
of at least 5 mm from the coagulated tissue. Nezhat et al.
[22] increase the amount of tissue, incorporating at least
1.5, which implies a greater dissection of the vesicovagi-
nal space.

o Continuous or interrupted vaginal closure suture. Con-
tinuous suturing has been shown in several studies to re-
duce the risk of VCD and VE [10,11].

o One or two layer closure: Several authors have demon-
strated the superiority of the two-layer closure in laparo-
scopic hysterectomy [23,24].

o Suture material: Few publications include direct compari-
sons between types of sutures. There are several stud-
ies on absorbable barbed sutures introduced in 2009,
which are characterized by a longer duration of tension
force compared to braided sutures (90-180 days versus
28 days). Thus, several authors have shown to reduce
the risk of VE with bidirectional barbed suture [11,24].

° Avoid complications such as infections, bleeding or bruis-
ing of the vaginal vault, as they can increase the risk of
dehiscence.

° Postoperative management. It seems appropriate to wait
at least 6 weeks to restart sexual intercourse. If there are
several risk factors for VCD, it may be reasonable to ex-
tend the period to 12 weeks [25]. It is very important to
avoid postoperative constipation to reduce the tension of
the vaginal vault during Valsalva in the healing process.

Conclusions

o Most VCD are associated with women in menopause, a
history of hysterectomy, and a chronic increase of intra-
abdominal pressure. If we add to this the prolonged or
negligent use of a pessary, the probability of VCD increas-
es.

o Although VCD is an infrequent complication, when it oc-
curs, it is associated with VE in up to 35-67% of cases.

o VE constitutes a medical emergency, which requires vagi-
nal, abdominal or mixed repair, generally deferring the
definitive treatment of the prolapse to a second stage.

o We recommend being very careful with vaginal vault clo-
sure after any type of hysterectomy, avoiding electrosur-
gery, infection and bleeding, performing the colporrha-
phy with bidirectional barbed suture or two layers with
braided suture and facing enough tissue at the suture.

Brief summary

Vaginal cuff dehiscence is an infrequent complication after
hysterectomy that can increase its onset if other factors are
added such as: Menopause, vaginal prolapse, conditions that
increase intra-abdominal pressure and the use of pessaries.

If it is complicated by vaginal evisceration of the intestinal
loops, the situation becomes emergent and requires surgical
repair, which according to clinical conditions will be vaginal, ab-
dominal or mixed.
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