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Endometrial cancer is the most 
commonly diagnosed gyneco-
logical malignancy in the United 

States, with 47,130 estimated new cases 
in 2012.1 Hysterectomy with bilateral 
salpingo-oophorectomy, with or with-
out pelvic or para-aortic lymphadenec-
tomy, is the standard staging procedure 
for patients with endometrial cancer.2

Traditionally, endometrial cancer 
has been surgically managed with lapa-
rotomy through a large vertical incision. 
More recently, robotic-assisted laparo-
scopic hysterectomy (da Vinci System, 
Intuitive Surgical System, Inc., Sunny-
vale, CA) has been adopted for treat-
ment of endometrial cancer in many 
centers all over the world. Recent stud-
ies reported a reduction in perioperative 
complications and shorter hospital stays 
with quicker recovery for laparoscopic 
approaches compared to total abdomi-
nal hysterectomy.3-7 

However, with the increased use 
of laparoscopic, including robotic-as-

sisted, hysterectomies, there appears to 
be an increased rate of vaginal-cuff de-
hiscence, a rare complication after hys-
terectomy. The rate of this complication 
is relatively higher after robotic-assisted 
hysterectomy, reaching up to 4.1%8 
compared to < 1% following total ab-
dominal hysterectomy.9 

The radiation oncologist’s 
perspective

While surgical staging alone is cura-
tive in most of the patients with early-
stage endometrial carcinoma, selected 
patients with an adverse prognostic fea-
ture, eg, high tumor grade, deep myo-
metrial invasion, and nonendometrioid 
histology, will benefit from adjuvant 
radiation therapy following hyster-
ectomy. Two major prospective, ran-
domized studies showed that adjuvant 
radiation treatment after hysterectomy 
resulted in a significant reduction in lo-
coregional recurrence.10-11

The use of adjuvant vaginal-cuff 
brachytherapy for patients with endome-
trial cancer is effective in reducing vag-
inal-vault recurrence, which is the most 
common site of recurrence after hyster-

ectomy in patients with endometrial can-
cer. In a prospective randomized study 
(PORTEC-2), vaginal-cuff brachy-
therapy was compared to pelvic external 
beam radiation treatment (EBRT) in re-
gards to efficacy in reducing vaginal-cuff 
recurrence as well as health-related qual-
ity of life. The estimated 5-year rate of 
vaginal recurrence was only 1.8% after 
vaginal-cuff brachytherapy.12

With the increased utilization of 
vaginal brachytherapy as an effective 
adjuvant treatment following hyster-
ectomy,13 together with the increased 
utilization of minimally invasive hys-
terectomy for patients with endome-
trial cancer, we sought to discuss our 
perspectives in regard to the potential 
challenge of an increased rate of vagi-
nal-cuff dehiscence after a robotically-
assisted hysterectomy for those patients 
who will require adjuvant vaginal-cuff 
brachytherapy.

The relative increased rate of vag-
inal-cuff dehiscence is attributed to a 
variety of reasons, including the use 
of electrocautery for colpotomy, the 
suturing technique used, and the mag-
nification view causing suture bites to 
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be smaller than desired. Predisposing 
factors for vaginal-cuff dehiscence in-
clude poor wound healing, excessive 
pressure at the vaginal vault, eg, sexual 
intercourse,14 and vaginal instrumenta-
tion, eg, the insertion of a vaginal cylin-
der for vaginal brachytherapy.15 Other 
proposed risk factors for vaginal-cuff 
dehiscence include poor surgical tech-
nique, smoking, use of the Valsalva 
maneuver, postoperative infection, he-
matoma, steroid use, connective tissue 
disease, vaginal trauma/rape, use of 
vaginal dilator, diabetes mellitus, and 
chronic constipation.16-18 

While there is only one case report 
to date for patients with vaginal dehis-

cence as a result of vaginal-cuff brachy-
therapy, we think this complication 
is under reported. We have recently 
diagnosed a patient with vaginal-cuff 
dehiscence as a result of vaginal-cuff 
brachytherapy. A 62-year-old female 
underwent robotic-assisted laparo-
scopic hysterectomy with bilateral 
salpingo-oophorectomy for FIGO 2009 
stage IB endometrioid adenocarcinoma, 
FIGO grade 1. Based on a multidisci-
plinary tumor conference, it was rec-
ommended to treat her with adjuvant 
vaginal-cuff brachytherapy. She pre-
sented for computed tomography (CT) 
simulation for vaginal-brachytherapy 
treatment planning approximately 9 

weeks after her hysterectomy. During 
simulation, the vaginal cylinder was 
noted to abnormally project high into 
the pelvis (Figure 1). On speculum 
examination, there was evidence of 
complete vaginal-cuff dehiscence. She 
underwent surgical closure of the vagi-
nal cuff on the same day. 

Radiation oncologists should be 
aware of the very low risk of vaginal-
cuff dehiscence and take steps prevent 
and detect the condition as early as 
possible. At the time of the brachy-
therapy simulation, it can be useful to 
perform careful speculum and manual 
examinations of the vaginal cuff for 
findings of vaginal-cuff dehiscence. 
The appropriate size of the vaginal 
cylinder should be selected. The loca-
tion of the vaginal cylinder should be 
radiologically verified with each appli-
cation to rule out abnormal positioning 
of the cylinder. 

Vaginal-cuff dehiscence should be 
ruled out if the vaginal cylinder proj-
ects abnormally deep in the pelvis. To 
reduce the risk of dehiscence during 
insertion of the vaginal cylinder, it is 
helpful to avoid high pressure on the 
vaginal cuff. After the procedure, one 
should inspect the vaginal cylinder for 
any abnormal blood or clear vaginal 
fluid that could suggest dehiscence. 
On the other hand, this very rare com-
plication can be prevented by initiating 
vaginal brachytherapy no sooner than 
6 weeks after a hysterectomy to allow 
adequate healing time.19 However, de-
laying the start of adjuvant radiation 
treatment > 9 weeks after a hysterec-
tomy may be associated with increased 
risk of tumor recurrence.20

Conclusion
Vaginal-cuff dehiscence is an unusual 

complication of hysterectomy. With the 
increased use of laparoscopic, robotic-
assisted approaches, there appears  
to be an increased rate of vaginal-cuff  

FIGURE 1. A vaginal brachytherapy coronal CT image shows the vaginal cylinder projecting 
deep in the pelvis.
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dehiscence. In addition, there is an in-
creased use of adjuvant vaginal brachy-
therapy for treatment of endometrial 
cancer. Although vaginal-cuff dehis-
cence is still very rare after vaginal-cuff 
brachytherapy, patients should be coun-
seled about this rare treatment-related 
complication. Early identification and 
urgent management of this complication 
is recommended.  
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