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ENDOSKOPIK YONTEMLERLE TEDAVI EDILEN VAZIKO-VAJINAL
FISTCL VE VAJINOSKOPININ ONEMI

ENDOSCOPICALLY TREATED VESICO-VAGINAL FISTULA
AND THE IMPORTANCE OF VAGINOSCOPY

YACHIA (YAHYA) D(* & GRUNSTEIN STEFAN(**,

The tear of failure in repairing vesico-vaginal fistulae was and still makes this pro-
cedure a challenge for the urologist and gvnecologist. Various procedures have been
descnibed since .M. Sims first described his successful closure of a vesico-vaginal fis-
tula in 1832 (the surgerv was pertormed in 1849) (1).

Some of small vesico-vaginal fistulae mav be treated conservativelv by continuous
catheter dramage of the bladder during 2-4 weeks with the hope that the laceration
that caused the fistala will heal on its own. Another mode of conservative treatment
of verv small fistulas 1s by electrocoagulating the tract both from the bladder and the
vagina (2 Fistulas more than 1-1.5 ¢m. should be repaired surgicall~ The uming of
surgical repair 1s sull controversial (3). Some prefer an early closure and some prefere
late closure. atter the blood supply of the surrounding tissues become adequate and
intection subsides. This waiting period may mean 3 10 6 months. During this long time
the patients are most unhappy by their wetness or thev have to be put on indwelling
catheter. with all 1ts inconveniences. _

The case we had the opportunity to treat and follow for a vear and a half mav
cause some changes of concept in our conservative primary treatment of post-surgical
vesico-vaginal fistulae.

CASE

A 43 vears old woman passed a total abdominal hvsterectomy and right salpingo-
oophorectomy for uncontrolable vaginal bleedings and discharged the eight postopera-
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uve dav withour anyv complhication. The 161l postoperative dav she started 1o feel a
sheht wetness that became an inconunence 1in iour davs and returned (o the hHSpHﬂl_
Methviene Blue test confirmed that she dey cloped a vesico-vaginal fistula. An indwel-
ling catheter was left for 25 davs but immediately after 1ts removal she became wet
again. The next dav she was examined by the urologist author of this report that found
a supratrigonal fistula of 0.5-0.7 cm. and two submucosal chromic catgut stiches (46
davs after surgerv). These stiches were removed using the grasping forceps of the cvstos-
cope (Fi.g 1), After removing the cvstoscope from the bladder a vaginoscopy was per-
formed and the remnants of the chromic catgut sutures of the vaginal closure were seen
between lumps of oedematous ussues [}'lg. 2). Methviene Blue was injected through
a catheter into the bladder and the fistula was seen between the sutures. These sutures
also were removed with the grasping forceps and a Folev catheter was left indwelling
for 6 davs. A repeated Methvlene Blue test atier the removal of the catheter did not
show a leakage into the vagina and the patnent was left without a catheter. fullv contre
ling her urine for another 3 davs and then discharged A vear and a hall later she

1« Jullv continent with sterile urine

vetoscopie viesw of the Bistuda ane the subenueosal sutures
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rig. 2 Vaginoscopic view of the suture matenial remnants in the vaginal cul-de-sac
DISCUSSION

Most post-gvnecologic-surgery vgsico-vaginal fistulae develop due to ussue anoxy
of a part of the neighboring vesico-vaginal walls. This happens during the blunt sepa-
ration of the bladder from the uterus using a gauze sponge. stripping the tssues from
their,blood supplv. A similar cause for tissue anoxy mav develop during the closure
of the vagina. Sutures can accidentally pass through the bladder and disrupt the blood
supply in a part of the vesico-vaginal walls causing tissue necrosis. as in our case. When
the fistula is caused bv a penetrating surgical injury it presents during surgerv or im-
mediately after the surgical procedure by wetness. When the cause is a lacerating in-
‘jury or anoxv caused by sutures it may present after a few “*drv’’ postoperative davs.

until the devitalised tissues necrotize and the fistula develops.

3

Cyvstoscopic examination of the fistula i mandatory before anv surgical procedure

in order to localize it and plan the surgical strategy. To this examination we added
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a routine vaginoscopy, simply by inserting a cvstoscope into the vagina and examine
its anterior wall and the anterior and lateral fornixes or the cul-de-sac. if the pauent
passed a hysterectomy. The vaginoscopy is performed under continuous flow of the
irrigating solution. Concommitantly a non-diluted Methylene Blue solution is injected
into the bladder through a catheter. The blue colour coming from the fistula can be
seen clearly, easing the localisation of the fistula even if it is between the vaginal plicas
or oedematous tissues. The detailed view we get during vaginoscopy is much clearer
than during simple speculum examination of the vagina, even if the area is well illumi-
nated. This can be compared to the endoscopic and open examination of the bladder
where during endoscopy even small details can be seen in the bladder.
Our case showed us some important points:

1- The cause of the iatrogenic injurv was sutures passing from both the vaginal
and bladder walls, causing tissue necrosis and not laceration during dissection. This
cause should be added to the etiopathologyv of vesico-vaginal fistulae.

2- The resorption of catgur sutures is highly variable. Chromic catgut sutures are
expected 10 be absorbed in about 3 weeks. In our case they were not absorbed even
in 6.5 weeks.

3- After a 3 week continuous catheterisation if the fistula does not heal, a cvstos-
copy and vaginoscopy is mandatory. Remaining suture material should be removed
during this endoscopic examination, especially when the fistula is detected between the
sutures. Three weeks is enough time for a secure closure of the vaginal wound.

4- Our experience with this case adds a new conservative treatment of post-surgical
vesico-vaginal fistulae using only endoscopic manipulations.

OZET

Jinekolojik bir amelivat sonras: gelisen ve endoskopik ydntemlerle tedavi edilen
bir veziko-vajinal fistil vakas: takdim edilmistir.

Varabildigimiz literatiirde buna benzer bir yontemin kullaniligt hakkinda bir ya-
vin tesbit edemedik.

Veziko-vajinal fistiillerde vajinoskopi vapilmasimin 6nemini vurguluvoruz.
ABSTRACT

We are presenting a case of post-surgical vesico-vaginal fistula treated by endos-

copic means.,
No similar mode of treatment could be found in the literature avaliable to us.

The value of vaginoscopy i1s emphasized.
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