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ABSTRACT 

Vaginal vault dehiscence after hysterectomy is an uncommon complication which usually happens after 5 – 7 weeks 
of surgery, delayed vault dehiscence is rare. Abdominal viscera can prolapse through vault dehiscence; the 
commonest organ is small bowel loops although other organs like omentum, colon, urinary bladder, appendix and 
even multi-organ prolapse have been reported in the literature. Vault dehiscence with abdominal organ prolapse needs 
immediate correction as complications like obstruction, perforation and peritonitis can happen if not corrected. 
Various approaches have been described for correction, we report a case of delayed dehiscence of the vaginal vault; a 
year after laparoscopic hysterectomy with irreducible omental prolapse through it, which was managed by combined 
trans-abdominal laparoscopic and trans-vaginal approach. 

Keywords: Trans-vaginal omental prolapse, vault dehiscence, vaginal vault dehiscence, post-
hysterectomy vaginal vault dehiscence, vault rupture, omental prolapse. 

Vaginal vault dehiscence after hysterectomy is an 
uncommon complication. It may happen after other pelvic 
surgeries as well, its frequency ranges from 0 – 7.5% 1. It 
commonly happens after 5 – 7 weeks of surgery2; delayed 
dehiscence is rare. Abdominal organs may prolapse through 
vaginal vault dehiscence. The small bowel is the commonest 
organ to prolapse, other organs, as well as multi-organ 
prolapse, is also reported3. Abdominal organ prolapse needs 
urgent treatment to prevent complications. We report a case 
of delayed vaginal vault dehiscence with omental prolapsed 
a year after the laparoscopic hysterectomy managed with a 
combined laparoscopic and vaginal approach.  
Case 

A 48 year old female patient with an obstetric history of 
two full-term vaginal deliveries and history of laparoscopic 
hysterectomy with anterior colporrhaphy for uterine 
prolapsed a year ago, presented with complaints of pelvic 
discomfort for 2 months. She had a recent history of 
constipation. She consulted elsewhere for the same and was 

managed conservatively. She had something coming out per 
vagina for 2 days with an increase in pelvic discomfort. She 
did not have any history of unconventional sexual 
intercourse recently. She was post-menopausal and was not 
on any hormonal therapy. Her vitals were within normal 
limits, abdomen was soft, and there was no guarding or 
rigidity. Perineal examination revealed abdominal contents 
which appeared like small bowels loops covered with a 
membrane over it descending through the vaginal introitus 
(figure 1). The prolapsed part was congested and 
discoloured; and it was not possible to reduce the content at 
that moment in the out-patient department, so the content 
was wrapped with a moist mop, and she was put in a supine 
position. She was admitted, IV fluids and antibiotics were 
given, and Foley’s catheterization was done. Her 
haematological and biochemical laboratory reports were 
normal. Urgent CT scan (figure 2) of abdomen and pelvis 
was done which revealed prolapse omentum. There was no 
bowel in the content, there was no intra-abdominal 
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Figure 1: Picture of perineal examination showing 

herniated peritoneal contents through vaginal introitus, 
appeared like a bowel loops covered with membrane. 

 
collection.  

She was taken up in operation theatre immediately and 
reduction under anaesthesia was attempted, reduction was 
not possible due to severe oedema and adhesions. Diagnostic 
laparoscopy  was  done; which revealed omentum along with 

 

 
Figure 2: CT scan picture (sagittal section) showing 

prolapsed omentum through vagina. 
 

small bowel loops going into the pelvis. Laparoscopic 
adhesiolysis was done and the margin of the vaginal vault 
was identified through which the omentum was prolapsed 

(figure 3). The perineal surgeon pushed the contents through 
the vagina and the laparoscopic surgeon gently pulled it 
through the abdomen. Once the content was reduced, they 
were inspected thoroughly. As the prolapsed omentum was 
covered with granulation tissue and was looking unhealthy, it 
was excised and removed through a large rent in the vaginal 
vault. The margin of the vaginal vault was freshened up and 
closed with polyglactin 2 – 0 suture. The patient’s 
postoperative recovery was uneventful, she was discharged 
on postoperative day 2 and with 6 months of follow-up, she 
is doing well. 
 

 
Figure 3: Operative picture (laparoscopy) showing 

omentum prolapsing through vaginal vault, vaginal vault 
margin is appreciated. 

Discussion 
Vaginal vault dehiscence is an uncommon complication 

after hysterectomy, it typically occurs 5 – 7 weeks after 
hysterectomy; following sexual intercourse when healing of 
the sutured cuff is not complete 2. Delayed dehiscence is 
rare, in our case, the vault dehiscence with omentum 
prolapse occurred 1 year after the index surgery. Literature 
suggests a higher risk of vault dehiscence after total 
laparoscopic hysterectomy 4 compared to vaginal and 
abdominal hysterectomy. Old age, diabetes, previous 
radiation, post-menopausal status, tobacco chewing, 
smoking, steroids, inadequate vault closure etc are risk 
factors for vault dehiscence 3, 4. Patient may present with 
vaginal discharge, pelvic discomfort, genital pain, and 
something coming out of vagina.  

Evisceration of abdominal contents through vaginal vault 
dehiscence occurs in 35 – 67% of cases 1. The commonest 
organ to eviscerate is the small bowel; although the colon, 
omentum, adnexa, urinary bladder, appendix and sometimes 
multi-organ evisceration have been reported in the     
literature 2, 3. Trans-vaginal prolapse of abdominal viscera is 
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an emergency due to possible catastrophes like bowel 
ischemia, obstruction and perforation. Wrapping the contents 
with a moist mop is advisable to avoid further damage and 
patient needs to be put in a supine position.   

There is no standardized approach for the correction of 
vaginal vault dehiscence with abdominal content prolapse. 
There are three options described in the literature, a) 
transvaginal approach, b) trans-abdominal open approach 
and c) trans-abdominal laparoscopic approach 2-4. The 
selection of approach depends on various factors like the 
content of the evisceration, reducibility and ischemia of the 
contents, intra-abdominal collection, available expertise and 
patient’s stability. The transvaginal approach seems the least 
invasive. It is feasible when contents are small and easily 
reducible without evidence of ischemia or intra-abdominal 
collection. The main limitation of the trans-vaginal approach 
is limited exposure to examine the abdominal contents. The 
trans-abdominal approach is preferred when contents are 
ischemic, not reducible, presence of abdominal signs and 
intra-abdominal collections. Trans-abdominal open approach 
gives better visibility of abdominal contents and resection of 
the bowel or omentum is easily feasible. The main drawback 
of the open approach is morbidity associated with open 
surgery. The laparoscopic trans-abdominal approach has 
advantages over both above approaches; it is a minimally 
invasive approach and allows visualisation of abdominal 
viscera. Combining laparoscopic and transvaginal 
approaches is helpful in difficult cases like ours where 
contents are not reducible due to adhesions and oedema. 
Reduced contents need to be examined well, any ischemic 
bowel or omentum needs to be resected to avoid sepsis and 
peritonitis. Proper vault closure is important after the 
reduction of the contents to prevent a recurrence.  
Conclusion 

Vaginal vault dehiscence after hysterectomy is 
uncommon, it usually occurs at 5 – 7 weeks after the surgery. 
Delayed dehiscence is rare. Various abdominal organs can 
prolapse through vault dehiscence, which needs to be 

immediately corrected to prevent further complications. 
Combining laparoscopic with vaginal approach allows 
examination of abdominal contents well and helps in 
difficult situations where contents are not reducible. It gives 
the benefits of minimally invasive surgery.  
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