
 

This method is considered to be
exceptionally effective in terms of mini-
mal operative stress, simplicity, and aes-
thetics, making it possible to construct
a substitute vagina when RKH has been
diagnosed. However, it is not ideal,
since the natural characteristics of the
vagina itself have not been duplicated.
Further studies are needed to achieve
even better results.

Laparoscopic surgery has been used
to treat various diseases in many regions
and is now becoming established as a
separate subdivision of surgical therapy
called “Minimally Invasive Surgery.”1,2

We use this technique for oophorocys-
tectomy,3 vaginal hysterectomy,4 etc.

This report describes a colpopoiesis
we performed by laparoscopic surgery
using the peritoneal tissue in a patient
with vaginal agenesis corresponding to

RKH. We used Rothman’s procedure5

with Davydov’s technique. We compare
this method with laparotomy for
colpopoiesis with the use of sigmoid
colon6,7 and discuss the advantages and
drawbacks of the two methods and our
future policy.

 

CASE REPORT

A 16-year-old female with amenor-
rhea was referred to us by a gynecolo-
g ist who had diagnosed vag inal
agenesis; she came to our hospital for a
definite diagnosis and a colpopoiesis on
April 7, 1993. Her secondary sexual
development, such as the growth of
breasts and external genitalia, was nor-
mal except for a blind loop at the vagi-
nal introitus. Her height was 165 cm
and her weight 63 kg. The uterus

could not be detected by ultrasonoto-
mography. Laboratory examinations
revealed FSH 3.2 mIU/L, LH 2.3
mIU/L, E2 90 pg/mL, Prog. 2.5
ng/mL, and aldosterone 106 pg/mL in
the blood, and a 46 XX chromosome
pattern. Her basal body temperature
was biphasic.

These findings led to a diagnosis of
vaginal agenesis. After being informed
in detail about the diagnosis and treat-
ment, she gave her written consent and
underwent a colpopoiesis by laparo-
scopic surgery with the use of peri-
toneal tissue on August 11, 1993.

SURGICAL PROCEDURE

Laparoscopy was conducted under
general anesthesia with endotracheal
intubation.
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S
everal methods have been developed for colpopoiesis in patients with vaginal agenesis. Nonetheless,

various problems remain, including technical difficulty, invasiveness, operative stress, and poor cosmet-

ic results, as well as the insufficient naturalness of the vagina itself. We have successfully completed

colpopoiesis using the pelvic peritoneum in a laparoscopic surgery for Rokitansky-Küster-Hauser syndrome

(RKH).
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Figure 2. Blunt dissection of vaginal tunnel in preparation for colpopoiesis. 
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Figure 1. External genital and intrapelvic findings.

Figure 3. Dissection of the peritoneum under laparoscopy.

First, pneumoperitoneum was pro-
duced through the lower part of the
umbilical fossa, and a trocar for a laparo-
scope was inserted for observation. As
shown in Figure 1, the vagina ended in a
blind loop with no introitus. The
Fallopian tubes and ovaries showed a nor-
mal morphology; there were right and
left vestigial uteri. Therefore, our diag-
nosis was vaginal agenesis corresponding
to RKH.

Next, we proceeded to construct a
vaginal tunnel for a colpopoiesis. As
shown in Figure 2, after a cruciform inci-
sion to make a vaginal inlet, the tissues
between the bladder and the rectum
were separated gently by the fingers,

under observation through a laparoscope,
to detach the pelvic peritoneum at the
Douglas pouch. As shown in Figure 3,
after sufficient detachment, the pelvic
peritoneum was dissected by an electric
cautery under observation through a
laparoscope.

As shown in Figure 4, the pelvic peri-
toneum which had been detached and
dissected as described above was pulled
to the vaginal inlet; we sutured around it
by single transfixion sutures to create a
peritoneal vaginal wall.

Finally, a cervical canal dilator (Hegar
No. 30) was inserted into the vaginal duct
for about 10 cm, and pneumoperitoneum
was induced again. Figure 5 shows the

pelvic peritoneum sutured with transfix-
ion sutures at four points, right, left, and
central parts, under laparoscopic observa-
tion. The colpopoiesis was now com-
plete.

RESULTS

The operation took about 90 min-
utes, and blood loss was about 100 g
mainly from the blunt dissection to and
from the vaginal tunnel. As shown in
Figure 6, there were three wounds in the
abdominal wall: a perforating wound (10
mm in diameter) for the laparoscope,
and two perforating wounds (each 5 mm
in diameter) for forceps. Normal ambu-
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Figure 4. Suturing of pelvic peritoneum to vaginal introitus.

 

Figure 5. Colpopoiesis completed with transfixion suturing to pelvic peritoneum.
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lation and a regular diet were possible
the day after surgery.

The continuous insertion of a pros-
thesis to maintain the colpopoiesis and
daily irrigation of the vagina are neces-
sary to keep the vaginal lumen open.
She was taught to do these procedures
herself and was discharged 14 days after
the operation. Normal activity was pos-
sible by the day of discharge, and regu-
lar exercise was possible with the
prosthesis in place starting one month
after the operation.

Now, 13 months after the operation,
as shown in Figure 7, although the vagi-
nal lumen is well maintained because
she can insert the prosthesis herself,
metaplasia of the peritoneum to strati-
fied squamous epithelium characteristic
of vaginal wall tissue is not obvious, and
granulation and some bleeding are still
present. Besides, cytological examina-
tion does not show definite ker-
atinocytes, so we consider it necessary
to continue periodic observation.

DISCUSSION

Various techniques of colpopoiesis
for vaginal agenesis corresponding to
RKH have been devised, and a number
of surgically treated patients and fol-
low-up investigations6-9 have been
reported. The important techniques
used in our country are free skin graft,
pelvic peritoneum, and sigmoid colon.

We believe that the essentials for a
good colpopoiesis are the following: (1)
making a vagina as natural in morphology
and function as possible; (2) postoperative
easy management and permanent mainte-
nance; and (3) the possibility of pregnan-
cy.8,9

We used to think that a colpopoiesis
using the sigmoid colon would be the
ideal method to fulfill the above condi-

tions, and we performed two col-
popoieses using the sigmoid colon with
laparotomy.6,7 However, there are still
several controversial points and difficul-
ties: (1) the hazards of the technique, (2)
invasiveness of the operation itself, and
(3) the appearance of the abdominal scar.

In July 1991, we introduced the
technique of laparoscopic surgery,1,2

which has spread explosively as
“Minimally Invasive Surgery,” and we
have used it in a procedure we devel-
oped for oophorocystectomy,3 vaginal
hysterectomy,4 and others including, as
described above, a colpopoiesis using
pelvic peritoneum which we found to
be a relatively safe and convenient sur-
gical technique.

As demonstrated in our patient,
colpopoiesis under laparoscopy has the
following advantages: (1) it is conduct-
ed after a definite diagnosis has been
made; (2) there is minimal invasiveness
and early recovery; and (3) it is superi-
or cosmetically.

On the other hand, certain technical
difficulties must be solved: (1) it
requires skill in laparoscopic surgery;
(2) the technique is complicated; and
(3) coordinated teamwork is essential.

Furthermore, despite its great advan-
tages of convenience, safety, and cosmetic
superiority, it does not provide a perfectly
natural permanent vagina for these rea-
sons: (1) self-management with a prosthe-
sis must be continued for a long time; (2)
granulation in the vaginal mucosa may
cause prolonged leukorrhea and bleeding;
and (3) metaplasia to stratified squamous
epithelium takes a long time.

In our hospital RKH has been diag-
nosed in only three of the 18,904 new
patients examined. The next time we see
a patient with this syndrome, we intend
to use this technique as the first choice.
Our second choice will be laparoscopic

surgery using the sigmoid colon, since
sigmoidectomy by laparoscopic surgery is
already an established procedure.1

CONCLUSIONS

1. We used laparoscopic surgery for a
colpopoiesis and found it to have many 
advantages over laparotomy.
2. Further investigation is necessary,
because colpopoiesis using peritoneal tis-
sue does not necessarily provide satisfac-
tory naturalness and permanence.
3. Because colpopoiesis using sigmoid
colon is considered to be ideal, we hope
to investigate laparoscopic colpopoiesis
using the sigmoid colon.
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Figure 6. Healing of operative wound and constructed vagina. Figure 7. Postoperative vaginal lumen after one year.
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