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What is your diagnosis?
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In laparoscopic hysterectomy procedures, typically the distal
ureters are injured while ligation of the uterine arteries. Also dis-
section of the cardinal ligaments and division below the uterine
vessels causes ureter injuries (1).

Such procedures are trouble some in the case of an abnormal
anatomy. However preoperative intravenous pyelography (IVP)
or other studies do not help to prevent these injuries (2).

Most of the patients are asymptomatic for a couple of days, how-
ever when an abdominal pain, a flank pain or a costovertebral
angle tenderness exist this should alert the surgeon. Typically
fistulization take place 3 days to 4 weeks if ureteral leak persists;
the urine makes its way to the vaginal cuff (3).

In the case of vaginal leakage first step may be a double dye
test for differential diagnosis of vesico-vaginal fistule (VVF) or
uretero-vaginal fistule (UVF) (4, 5). Vagina is packed and in-
travenous methylene blue is administered, while intravesical
carmine red instilled. Red stained vaginal pack indicates a VVF
while blue indicates UVF. Next step is an IVU that may demon-
strate hydronephrosis, location and severity of the leakage. If
IVU is not helpful a retrograde ureterogram may be diagnostic
and therapeutic at the same time with bypassing the fistulated
segment of ureter. Also both MRI and multi-slice CT are valued
imaging techniques for fistula detection (6).

Treatment options are internal drainage with ureteral double J
(DJ) stent, external drainage with percutaneous nephrostomy,
surgical repair, or even nephrectomy. If DJ stent bypass the fistu-
la spontaneous healing is likely without a further surgical inter-
vention (7). A close follow-up is mandatory, because of ureteral
structuring seen in most cases.

If it is needed timing of surgical repair is controversial, either im-
mediate or delayed ureteral repair are advised (8-10).
Depending on the location, degree and severity of the injury
there are several surgical treatment options. Most of the cases
successfully repaired with an ureteroneocystostomy further
more uretero-ureterostomy, psoas hitch Boari flap, transure-
teroureterostomy techniques may be applied when it’s indi-
cated (9, 11).
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Answer; patient who was diagnosed with early-stage cervical
cancer ureterovaginal fistula which was developed after laparo-
scopic radical hysterectomy.
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