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Case Report

Laparoscopic Management of Recurrent Vesicovaginal Fistula
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Abstract: Vesicovaginal fistula repair is most com-were no reported intraoperative or immediate post-
monly undertaken via a transvaginal approach. Waperative complications, but she later developed a
report a recurrent case of vesicovaginal fistula which wastery vaginal discharge and was referred to the
ultimately repaired using a laparoscopic approach. Thieogynecology unit for evaluation. A vesicovaginal
fistula followed a hysterectomy and persisted despite tistula was suspected and a methylene blue dye test
operations using the Latzko partial colpocleisis angerformed. Office evaluation confirmed a vesicovaginal
prolonged catheterization. The fistulous tract wdistula. An intravenous pyleogram was performed and
ultimately repaired by closing the vagina and bladdeevealed a single 5 mm fistulous tract located in the
with an interposing omental flap utilizing a laparoscopiapper third of the bladder. Cystoscopy confirmed
approach. bilateral ureteral patency and a vesicovaginal fistula.
The fistulous tract did not appear to be completely
Keywords: Laparoscopy; Latzko; Urogenital fistula;epithelialized, so the fistula was managed by continuous
Vesicovaginal fistula drainage for 4 weeks via a transurethral Foley catheter.
Because the tract did not close spontaneously, the patient
was scheduled for surgery. A Latzko partial colpocleisis
. was performed, adhering to the principles described by
Introduction Tancer [2]. Intra-operatively the bladder was filled
. . . . ._retrograde with 300 ml of sterile milk; no evidence of
Vesicovaginal fistula repairs have been descrlbqatma patency was noted at time of speculum
primarily utilizing vaginal and/or abdominal approacheg,yamination. Despite continuous catheterization and
Although there are a number of techniques using theﬁﬁgbiotics the patient presented with urinary incon-
approaches, the technique chosen is often determinediBince 3 weeks postoperatively. Speculum examination
the operator’s preference, experience or training. NezR@ntirmed urine extravasating from the site of repair.
et al. [1] published the first and only case report ifanagement options, including abdominal and repeat
which a vesicovaginal fistula was repaired successfu Q%‘insvaginal approaches, were discussed. The patient

using laparoscopy. We believe this is the first publishedacted for a repeat transvaginal approach.

report of a laparoscopic repair of recurrent vesicovaginal Ten, \eeks after the diagnosis of the recurrent fistula a
fistula using a layered closure and omental flap. second Latzko procedure was performed without
complication. After completion of the partial colpoclei-
sis the bladder was distended with 300 ml of sterile milk.
No evidence of leakage was noted at the incision site.
he bladder was drained with a Foley catheter for 6

A 36-year-old caucasian woman, gravida 3 para j{eeks, after which the patient presented with complaints

developed ~a vesicovaginal fistula 2 weeks aft urine leakage from the vagina. Examination con-
abdominal hysterectomy for benign disease. Theﬁ%med a recurrent vesicovaginal fistula. Again the
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but rather best be consideredan innovative surgical
approachwith the potential clinical benefitsof mini-

mally invasive surgery. She chose the laparoscopic
approachwith or without a combinedvaginal approach,
ratherthana laparotomy.

Ten weeks after the secondLatzko procedurethe
patientunderwenta laparoscopi@approachto repairthe
vesicovaginal fistula. Cystoscopy was performed to
identify the uretersand the fistulous tract. A ureteral
catheterwas placed through the fistula and delivered
through the vagina to facilitate identification during
dissection.A minilaparotomywas madeat the inferior
edgeof theumbilicus,wherea 10 mm portwasplacedto
accommodatehe laparoscopeThree other ports were
placed under direct vision. A 5 mm port was placed
suprapubicallyin the right paramedianarea,and a 12
mm port placedin the left paramediararea.A thorough
inspectionof the abdomenand pelvis was performed.

An EEA sizerwas placedinto the vaginato elevate
theapexandto facilitate the dissectionThe bladderwas
filled retrogradewith normalsalineto betteridentify the
vesicalvaginal reflection. The vesicovaginalpacewas
dissectedusingendoscopiccissorsandblunt dissection.
Identification of the ureteral stent laparoscopically
confirmed entry into the fistulous tract. The fistulous
tractwasexcisedanddissectioncontinuedl-2 cm distal
to this site, mobilizing the vaginaand bladderedges.

One layer of 3/0 Vicryl sutureswas placedin an
interruptedfashionin the vaginaandthe bladder.Seven
sutureswere placedon the vaginal side and four on the
bladder side. All suturing was performedlaparoscopi-
cally, usingextracorporeaknot tying. The bladder was
filled in a retrogradefashion with 300 ml of normal
saline solution, and no leaking was noted laparoscopi-
cally. The omentum was mobilized and introduced
betweenthe bladder and anterior vaginal wall. Using
two interruptedsuturesof 3/0 Vicryl the omentalflap
was anchoredto the anteriorvaginal wall. The patient
was dischargedthe morning after surgery with a
transurethraFoley catheterThe bladderwasdrainedfor
21 days, after which time cystoscopyrevealeda well-
healed mucosa.The patient has been followed for 6
monthswithout recurrenceof the fistula.

Discusson

Genital urinary fistulas in women remain relatively
uncommonln underdevelopedountriestheyarecaused
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primarily by obstetric complications; in developed
countries total abdominal hysterectomy for benign
gynecologicdiseasecontinuesto be the most common
cause.

Vesicovaginalfistulas can be successfullyrepaired
utilizing either a transvaginal or a transabdominal
approachThevaginalapproachs easierJesstraumatic,
hasa shorteroperatingtime andlesspostoperativepain
than abdominal surgery [3]. The Latzko procedure,
essentiallya partial colpocleisisjs mostcommonlyused,
especiallyin patientswho have a simple posthyster-
ectomy vesicovaginalfistula. Multiple previousunsuc-
cessful attempts at closure however, may produce
excessivescarring of the vagina so that exposureand
dissectiorfrom belowis extremelydifficult. Underthese
circumstancegransabdominatlosuremaybenecessary
[4].

Laparoscopys a minimally invasivetechniquewhich
allows for transabdominalaccesswith excellent ex-
posureand minimal morbidity. Indicationsfor laparo-
scopic approaches to urologic and gynecologic
conditionscontinueto gainacceptancejespiteacademic
controversyUsinglaparoscopyve successfullyepaired
the vesicovaginalfistula by closing the vagina and
bladderandinterposingan omentalflap. The procedure
was without complications,had minimal morbidity, a
shorterhosptialstayanda fasterreturnto normalactivity
than would be anticipated for a patient having a
laparotomy. The authors believe the laparoscopic
approachis a viable and less morbid alternative than
traditional openabdominalapproachesn the treatment
of recurrentvesicovaginafistulas.
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