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Abstract

Colovaginal fistulae arise predominantly in the setting of patients with history of diverticulitis and hysterectomy. Symptoms can cause significant 
emotional and social distress. Management includes surgery. Medical and symptomatic management has limited efficacy. Here we present a case of 
a colovaginal fistula successfully managed non-operatively via embolization with a plug and fibrin glue. This case demonstrates that embolization is 
a low-risk option for definitive management in patients who are not surgical candidates.

Introduction
A fistula is defined as an abnormal connection between epithe-

lium-lined surfaces. A colovaginal fistula is an abnormal connection 
between the colon and vagina, allowing passage of colonic material 
and bacteria into the vagina. Fistulae between the colon and vagina 
can be classified based on anatomic occurrence within the colon. 
Anovaginal occur distal to the dentate line, rectovaginal occur be-
tween the rectum and dentate line, and colovaginal occur proxi-
mal to the rectum [1]. Diverticulitis is by far the leading cause of 
colovaginal fistulae, with reports attributing 80-90% of cases [2,3]. 
Chron’s disease and gynecologic malignancies are other significant 
contributors [2,3]. Over 80% of individuals who develop a colovag-
inal fistula have had a previous hysterectomy [2,4,5]. Fistulae are 
frequently observed to be left-sided [2], consistent with origination 
from diverticula in the sigmoid colon.

The most common presenting symptoms include passage of fe-
cal material or flatulence from the vagina, vaginal discharge, other 
symptoms include abdominal pain, dyspareunia, cystitis, and recur-
rent urinary tract infection [2,6]. Diagnosis involves evaluation of 
the vagina via speculum examination and evaluation of the sigmoid 

colon. For colonic evaluation, contrast enema is the preferred initial 
study, additional work up may include computed tomography, mag-
netic resonance imaging, endosonographic, fistula gram, or surgical 
exploration [2].

It is widely viewed that surgery is the optimal management of 
colovaginal fistulae. A variety of operations have been described 
based on the underlying cause [2,4,6,7]. This includes elective sig-
moid colectomy, often with primary anastomosis performed dur-
ing the same operation, when diverticulitis is the underlying cause 
[2]. In the case that a patient is not a surgical candidate, medical 
management may be pursued. This involves medical management 
of the patient’s predisposing condition and comorbidities, as well 
as symptomatic management. As this approach is not definitive, re-
currence of symptoms, such as persistent vaginal leakage of colonic 
content, and complications, such as recurrent or chronic urinary 
tract infection, is common [8]. Ultimately, definitive management 
must be tailored to the patient, with consideration of fistula etiolo-
gy, anatomy, and co-morbidities. In this report, we present a case of 
a cologvaginal fistula, definitively managed via embolization of the 
fistula tract with a vascular plug and fibrin glue.
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Case Presentation
Our patient is an 80-year-old Caucasian female with multiple 

co morbidities, including but not limited to end stage renal disease 
on dialysis, multiple myeloma, severe peripheral vascular disease, 
CAD, CHF, MI, hypercholesterolemia, hyperparathyroidism, and hy-
pothyroidism, and surgical history significant for hysterectomy, bi-
lateral Salpingo-oophorectomy, rectocele, and cystocele repair, and 
renal transplant on immunosuppression.

She had been experiencing gross hematuria, vaginal drainage, 

and recurrent urinary tract infections with E. coli and Klebsiella. 
She was initially referred to urology and GYN at The University of 
Kansas Medical Center. Cystoscopy was performed and revealed no 
abnormalities. Speculum exam demonstrated a small area of gran-
ular tissue on the left fornix of the vaginal cuff, concerning for a fis-
tula Colovaginal fistula. Ct Urogram demonstrated diverticula and 
a fistulous connection between the sigmoid colon and vaginal cuff 
(Figure 1) She was referred to colorectal surgery. However, due to 
multiple co morbidities and frailty she deems high risk for surgical 
intervention. She was elected for non-operative approach by Inter-
ventional radiology.

Figure 1: Coronal CT demonstrating a gas containing, peripherally enhancing, curvilinear fluid collection extending from the sigmoid colon to the 
vaginal cuff, suggestive of a rectovaginal fistula.

Procedure
 The vaginal canal was accessed via speculum. A colovaginal 

fistula was identified. Next, direct cannulation of the fistula was 
performed in a retrograde fashion from the vagina into the rec-
tum. A quick cross catheter was advanced into the rectal vault, and 
a contrast injection was performed (Figure 2). This demonstrated 
opacification of the bowel (Figure 3). Air was instilled to perform 
a double contrast examination of the colon. The catheter was ob-

served to pass back out a second fistula to the right lateral aspect of 
the left sided fistula. Then a 6 French vascular sheath was advanced 
through the lateral aspect of the fistula. A 10mm IMPEDE vascular 
plug was advanced through the sheath to deploy along the lateral 
aspect of the fistula. Next, glue was prepared, and level was instilled 
into the medial and lateral aspect of the fistula (Figure 4). The cath-
eter was then withdrawn. The patient tolerated this procedure well 
and did not experience recurrence of symptoms up to this point.

Figure 2: Contrast opacification of the vagina with the catheter traversing the rectovaginal fistula.
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Figure 3: Contrast opacification of the sigmoid colon with the catheter traversing the rectovaginal fistula.

Figure 4: Placement of 2 IMPEDE plugs (Shape Memory Medical), one has an optional coil attached for stabilization. Contrast material around 
plugs is Cordis Trufill glue filling the interstices of the plug.

Discussion
Colovaginal fistulae present a frustrating problem for patients. 

The symptoms of these fistulae can cause substantial emotional 
and psychosocial stress, greatly impairing a patient’s quality of life. 
Limited alternatives exist for individuals who are not candidates 
for surgical repair. Patients treated with medical and symptomatic 
management frequently experience recurring symptoms [8]. In the 
case presented, our patient was initially a high-risk surgical can-
didate due to immunosuppression and prior abdominal surgeries. 
Later, the same patient was not a surgical candidate due to frailty 
and comorbidities. She had experienced long standing symptoms of 
vaginal discharge and recurring urinary tract infections leading to 
hospitalization and decreased quality of life. Following two emboli-
zation procedures, she had resolution of symptoms.

This case demonstrates that fistula embolization using fibrin 
glue and vascular plugs can be an effective treatment approach in 
individuals who are not candidates for surgical repair. Notably, this 
patient had zero adverse effects from placement of the vascular 
plug and fibrin glue. This case helps establish that embolization is 

a low-risk strategy that can be successfully employed for definitive 
management of colovaginal fistulae. This case additionally high-
lights the importance of multidisciplinary collaboration between 
surgery, gynecology, and interventional radiology in management 
and optimization of outcomes in this patient population.
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