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A Case of Ureteral Obstruct

Jea Whan Lee, Il Young Seo and Joung Sik Rim
From the Department of Urology, Wonkwang University School of Medicine, Iksan, Korea

with urinoma in a 22-year old woman who had tubo-ovarian abscess, presented with fever. chills and left flank
Key Words: Ureteral obstruction, Urinoma, Pelvic inflammatory disease

Pelvic inflammatory disease can induce tubo-ovarian abscess, peritonitis, perihepatitis as sequelae. It can result
in an associated hydroureteronephrosis or ureteral obstruction. We experienced a case of ureteral obstruction
pain. She was treated with ureteroureterostomy and urinoma excision. (J. Korean Continence Society 2006;

10:171-173)
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Figure 1. Abdominal computed tomography scan shows a 5.2x4.6 ¢m sized. cystic mass (arrow) on the left psoas muscle laterally and

ureter posteriorly (A). The large amount of fluid collection (arrow heads) in pelvic cavity and thickened peritoneum indicate pelvic
inflammatory lesion (B).
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A Case of Latzko Partial Colpocleisis for Treating Huge Vesicovaginal Fistula

Kyeong Han Kim, Yong Hwang, Eun Ju Seo, Ki Seung Kim,
Ju Sung Kim and Seong Woon Park

From the Department of Urology, Kwangju Christian Hospital, Gwangju, Korea

Vesicovaginal fistula (VVF) is a subtype of female urogenital fistula. VVF is an abnormal fistulous tract extending
between the bladder and the vagina that allows the continuous involuntary leakage of urine into the vaginal canal.
In addition to the medical sequelae from these fistulas, they often have a profound effect on the patient's emotional
well-being. In the past it was mostly by obstetric causes. But now a days, posthysterectomy fistulas are most
commonly seen. In 1914, Latzko published his partial colpocleisis technique for repair of posthysterectomy VVF,
In which he employed the resection of scarred vaginal mucosa and a layered horizontal closure. Latzko's procedure
has been cited, with his 95-100% success rates noted. Recently we experienced a case of huge vesicovaginal
fistula. The patient is a 67-year-old woman with a history of constant urine leakage. The problem began after
she had undergone total abdominal hysterectomy 30 years ago for uterine ruture. We repaired it by Latzko partial
colpocleisis. (J. Korean Continence Society 2006;10:174-176)

Key Words: Vesicovaginal fistula, Latzko partial colpocleisis
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