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M. O. Ky4ep, M. E. Apoukuin, B. I'. XKerynoeuy, O. B. Mak
NANAPOCKOMUYECKU-ACCUCTUPOBAHHbIN KONbMOMNO33 C UCMOJIb3OBAHUEM
KULLEYHOIO AYTOTPAHCMMAHTATA B XUPYPIT'MYECKOM JIEYEHUU CUHOPOMA MAMEPA —
POKUTAHCKOIO — KIOCTEPA — XAYCEPA
HayuoHanbHbIl meduyuHckul yHueepcumem umeHu A. A. bozomornbya, Kues, YkpauHa
lopodckas knuHudeckasi 6onbHuua Ne 18, Kues, YkpauHa
Llenb HacToswero uccnefoBaHma — ynydlleHne Onvkanlimx u oTaaneHHbIX pe3ynbTaToB na-
NapoCKOMMYEeCKN-aCCUCTUPOBAHHOIO KOMbMono33a ¢ UCMOSTb30BaHNEM KULLIEYHOrO ayToTpaHCcnnaHTa-
Ta. B nepuoa ¢ 1996 no 2012 rr. Hamy npoonepupoBaHbl 37 NaUMEHTOK C BarMHanbHOM areHesunen (CUHA-
pom Marepa — PokutaHckoro — Kioctepa — Xaycepa).
He Habnoganocb HM OQHOrO criyyasi KOHBEPCMOHHOWM NanapoTOMUKN UMM 3HAYMTENbHbIX Nocreorne-
paLMOHHbIX OCMOXHEeHWI. MocrneonepaunoHHOe MTMHEKONOMMYECKOE UCCIEA0BaHME AEMOHCTPMPOBANo
XOpOLLYH MOPEOrorMio HeoBarvHbl. Bce naumeHTkn oTMeyanu yaoBrneTBOPUTENbHYH MOJOBYH XKU3Hb.
KniouyeBble crioBa: nanapoCKOMMYeCKU-aCCUCTUPOBAHHbIN KOMbMNOMO33, KULIEYHbIN ayToTpaHc-

nnaHTar.
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The purpose of this study is to evaluate short, and long-term results of laparoscopic-assisted
colpopoesis, using large bowel autograft for the surgical treatment of 37 patients with vaginal agenesis
(Mayer—Rokitansky—Kuster—Hauser syndrome), operated between 1996 and 2012.
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There were no cases of conversion to laparotomy and no cases of major postoperative morbidity.
The follow-up period was 97 (range 5-187) months. Gynecological examinations demonstrated good
morphology of the artificial vagina. All patients reported a satisfying sexual life. The sigmoid colon
autograft method of vagina reconstruction produces results which are very close to the natural anatomy
and vaginal function. For the patients with a vestibule-rectal fistula, we devised a laparoscopic technique
of colpopoesis using a rectal stump autograft. The laparoscopic technique of colpopoesis is feasible,
safe, and seems to be the treatment of choice for the congenital vaginal agenesis.

Key words: lararoscopic-assisted colpopoesis, sigmoid colon autograft.

Mayer—Rokitansky—KlUster—
Hauser (MRKH) syndrome is a
rare congenital cause of prima-
ry amenorrhea, due to the ute-
ro-vaginal agenesis. Some pa-
tients also have ectopic kidneys
or renal agenesis, and some
skeletal and auditory abnormali-
ties. The incidence of MRKH
syndrome has been estimated
as 1 in 4.500 female births [1].
These patients have karyotype
46-XX, normal ovaries, normal
female range testosterone level,
normal secondary sexual devel-
opment, but the absent uterus
and upper vagina.

Various techniques of artificial
vagina construction have been
developed for the treatment of a
congenital absence of the vagi-
na (MRKH syndrome). These
techniques may be classified as
methods using a free skin graft,
pelvic peritoneum, and colon
autograft [2]. All three types of
techniques have been used in
our hospital since 1972. In 1996,
S. Ohashi, K. Ikuma et al. first
introduced the laparoscopic
technique of colpopoesis using a
sigmoid colon autograft [2].

This new approach promises
to achieve the best functional
results and maintain cosmetic
superiority, because of the two
keys for success: best host tis-
sue material, and minor invasive
surgery approach.

The purpose of this study is
to evaluate short- and long-term
results of laparoscopic-assisted
colpopoesis using sigmoid colon
autograft.

The 37 young female patients
(aged 19-29 years) with MRKH
syndrome were operated lapar-
oscopically during a period of
1996-2012. All of them had a
history of amenorrhea. A gyne-
cological examination revealed
blind vaginal introitus. Their se-
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condary sexual development
was normal. In 4 (8.1%) patients
the single right kidney was
found. The uterus was not de-
tected by sonography. In two
patients a posttraumatic vesti-
bule-rectal fistula complicated
the congenital agenesis of the
vaginal (after the first unsuccess-
ful attempt to engage in sexual
intercourse). The defect in the
vestibule-rectal septum was
about 2.5 cm in size. 35 patients
with uncomplicated congenital
vaginal agenesis underwent a
laparoscopic colpopoiesis, using
a sigmoid colon autograft. In
2 cases of the vestibule-rectal
fistula the original laparoscopic-
assisted reconstruction of the
vagina using a rectum autograft
was applied. Preoperative study
included routine laboratory tests,
determination of karyotype, pel-
vic CT-scan, barium enemas,
proctosigmoidoscopy, and ano-
rectal manometry.

Surgical Technique

Laparoscopy of the pelvic ca-
vity usually showed a normal
anatomy of ovaries, round liga-
ments, and fallopian tubes, which
join each other at the midline.
At this place the fallopian tubes
looked thicker and, in some cas-
es, looked like a vestigial uterus.

The distal third of the sigmoid
colon was grasped and elevat-
ed for the sigmoid arteries in-
spection. The sigmoid colon seg-
ment, about 15 cm long with a
vascular pedicle, was selected
for isolation and translocation
(pull-through out of the pelvic
cavity to the perineum). Isolation
of the sigmoid colon autograft
was performed using a 60-mm
endoscopic linear stapler-cutter.
Afterwards a transverse incision
of perineal skin was made in
place of the vaginal vestibule. A
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finger was introduced through
this incision as a guide to facili-
tate the laparoscopic determina-
tion of the proper plane for the
pelvic peritoneum incision. The
sharp dissection was continued
anteriorly between the bladder
and rectum in order to make a
pelvic tunnel. The distal end of
the sigmoid colon autograft was
pulled through the developed
pelvic tunnel to the vaginal ex-
terior, and was then sutured to
the perineal skin in order to cre-
ate a vaginal introitus. The prox-
imal blind end of the sigmoid co-
lon autograft was left free in the
pelvic cavity. The intestinal dis-
continuity was restored via the
end-to-end anastomosing, using
the circular stapling device.

In two cases of the vestibule-
rectal fistula the following tech-
nique was applied. The left
colon was dissected up to the
splenic flexure out of its lateral
attachments. The inferior me-
senteric artery was divided using
a 35-mm endoscopic linear cut-
ter or using “LigaSure” device.
The mesorectum was dissected
posteriorly down to the levator
muscles in the avascular plane
between the parietal and viscer-
al pelvic fascia in order to cre-
ate a wide retrorectal tunnel. The
bowel was divided at the level of
the rectosigmoid using a 60-mm
linear stapler-cutter. The “blind”
rectal stump, together with the
vestibule-rectal fistula were pre-
pared for the construction of the
artificial vagina; the defect of the
vestibule-rectal septum and of
the anterior rectal wall was used
as a “previously done” vaginal
introitus. To complete the crea-
tion of the artificial vagina the
rectum was divided from the anal
canal via perineal transanal ap-
proach. The transected distal
end of the rectum (posterior wall)
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was sutured to the mucosa of the
“neo-vestibulum” along the lower
edge of the vestibule-rectal de-
fect. The proximal bowel segment
was pulled through the retrorec-
tal tunnel in order to create a low
coloanal anastomosis, applying
single sutures transanally.

Results

There were no intraoperative
complications requiring conver-
sion to laparotomy. Patients start
oral intake and walking the day
after surgery. The operating time
was about 180 min. Postopera-
tive complications (bleeding),
which had required additional
surgery, occurred in 1 (2.7%)
patients. No bowel anastomosis
leakage was found. There were
4 (10.8%) patients who experi-
enced a minor stricture of the
vaginal introitus (treated suc-
cessfully using dilation).

The mean postoperative hos-
pital stay was 4.2 days. The mean
follow-up period was 97 months
(range 5-187 months). A gyneco-
logical examination showed good
morphology of the artificial vagi-
na, created both with a sigmoid
colon autograft (35 cases) and
with a rectal stump (2 cases).
33 (89.2%) patients reported a
satisfying sexual life, and 21
(56.8%) of them got married.

Conclusion

The sigmoid colon autograft
method of vagina reconstruction
produces results which are very
close to the natural anatomy and
vaginal function. For the patients
with a vestibule-rectal fistula, we
devised a laparoscopic tech-
nique of colpopoesis using a rec-
tal stump autograft. The laparo-
scopic technique of colpopoesis
is feasible, safe, and seems to
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be the treatment of choice for the
congenital vaginal agenesis.
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NPOTOKOB 1 BETBEN NEYEHOYHONM apTeEPUM NPU XONELMCTIKTOMMM 3a Nepuog ¢ aHBaps 1984 r. no noHb
2012 r.Y 2 (6,9 %) nauneHTOB NPeAnpUHATHLI NOMbITKM BOCCTAHOBIEHMS apTepunanbHOro KpOBOTOKa C
nocneayoLlyM peKOHCTPYKTVBHBIM BMELLATENBCTBOM Ha Xen4yHblx npoTokax. ¥ 19 (65,5 %) 60nbHbIX
B YCINOBMAX aAeKBaTHOro KonnmatepanbHOro KpoBOCHabXeHns nevyeHn cpopmmpoBaH renaTuko-
eloHoaHacToMo3. B ogHoM criydae npefBaputensHo NpoBeAeHa dHA0BackynsapHas ambonusaunsi aHes-
pY3Mbl MEYEHOYHOW apTepun, OCIIOXKHEHHON remobunven. PasnuyHble no o6bemMy pesekumn neveHn
BbINOMHeHbl Yy 8 (27,6 %) 6onbHbix. NocneonepaymonHasa netansHocTb — 3,5 %. MNMonoxuteneHble
pesynbTaTtbl NonyyeHbl B 86,2 % HabniogeHwi. Y 60MbHbIX C COMETaHHbIMU NOBPEXAEHNSMMN XKeny-
HbIX MPOTOKOB M BETBEN NEYEHOYHON apTepmm Npu XONeLUnCTIKTOMUN HEOBXO0ANMO NPUMEHEHWE MY b-
TMMOZAnbHOM TaKTUKW NeYeHns C y4eTOM OCOBEHHOCTEN NX KIMHUYECKOTO TeYEHUS.

KnioueBble croBa: coveTaHHOE MOBPEXAEHME XKeN4yHOro NpoToka 1 BeTBeW NeYeHOYHON apTe-
pun, XONEeLUNCTIKTOMUS.
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There were studied the results of treatment of 29 patients with combined injury of biliary ducts and
hepatic branches at cholecystectomy during the period from January 1984 to June 2012. Attempts of
arterial blood supply restoration with the subsequent reconstructive intervention on biliary ducts were
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