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Case Report

Endoscopic sealing of a rectovesical fistula with a combination 
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Introduction

The risk of anastomotic f istula after colon resection is 
currently reported to range from 5% to 10%. If the fistula 
is symptomatic or pauci-symptomatic the best therapy 
is a diverting ileostomy for 2-3 months with subsequent 
recanalization only when a radiological contrast study 
shows that the f istula has disappeared (1). Recently, 
technological advances in gastrointestinal accessories have 
led to the development of a novel type of clip, the over the 
scope (OVESCO®) clip, currently used for organ closure 
during natural orifice transluminal endoscopic surgery 
(NOTES) (2), or in particular cases of bleeding of the 
gastrointestinal tract (3) or deep wall lesions (4). 

Case report

A 57-year-old man with no relevant past medical history 
was referred to our digestive tract endoscopy unit because 
of a clinically silent rectovesical f istula (Fig 1), which 
was diagnosed by a radiological contrast examination 
10 days after laparotomic resection of the sigmoid colon. 
The resection had been performed 10 days following the 

detection of a distal sigmoid adenocarcinoma, diagnosed 
in our centre by colonoscopy plus biopsies. Endoscopy of 
the lower gastrointestinal tract confirmed the presence of a 
rectovesical fistula of 6 mm diameter, with an orifice at the 
colorectal anastomosis, located 9 cm from the anal margin. 
The patency of the fistula was verified by instillation of 
methylene blue through the bladder catheter.

The day after the diagnostic endoscopy we placed an 
OVESCO® clip (OVESCO® Endoscopy GmbH, Tuebingen, 
Germany) to close the fistula endoscopically (Fig 2). This 
intervention took about 15 minutes and was performed with 
the patient sedated, but conscious. 

Three weeks after placement of the OVESCO® clip the 
patient started chemotherapy with FOLFOX (4 cycles) and 
3 months later underwent resection of two hepatic segments 
(segments 1 and 8) because of residual metastases. Six days 
after surgery the patient complained of “liquid in the rectum” 
and a computed tomography scan showed a residual fistula 
between the bladder and the colorectal anastomosis (Fig 3). 
Two days later a lower gastrointestinal tract endoscopy was 
performed showing the absence of the OVESCO® clip and a 
3-mm orifice of the residual fistula. After scrubbing the orifice 
with a brushing catheter, 1 cc of cyano-acrylate, which is not 
toxic to the gastrointestinal wall and surface, was injected 
endoscopically into the fistula. Four weeks later the patient 
started another four cycles of chemotherapy. Computed 
tomography scanning performed 45 days after starting 
chemotherapy showed total closure of the fistula (Fig 4), and 
the patient was totally asymptomatic.

Discussion

Surgical therapy with a diverting ileostomy for 2-3 months 
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and subsequent recanalisation has been, up to now, the 
therapy of choice for cancer patients with an anastomotic 
rectovesical fistula. Although surgery allows for reliable 
repair, it requires general anaesthesia and can be associated 
w it h sig n i f ica nt morbid it y a nd mor ta l it y as wel l as 
prolonged stays in hospital; endoscopic closure could 
represent a less invasive alternative for fistula closure.

Te c h nolog ic a l  a d v a nc e s  i n  ne w ac c e s s or ie s  for 
gastrointestinal tract endoscopy have expanded treatment 
options in difficult situations. The OVESCO® clip, with its 
capability to grasp more tissue, was first used in NOTES 
(5,6) and found to be an excellent option for treating 
gastrointestinal tract haemorrhage (7), large perforations 
and post-operative fistulae (8). Various published studies 
on the endoscopic applications of the OVESCO® clip in 

the gastrointestinal tract have reported promising results, 
particularly in porcine models (9-13). Our patient’s fistula 
was narrowed, but not completely closed, by the placement 
of only an OVESCO® clip; subsequent intra-fistula injection 
of cyano-acrylate led to complete sealing of the f istula 
despite the fact that the continuous passage of urine (not 
eliminated by a bladder catheter) and the fibrotic tissue of 
the fistula did not contribute to this outcome.

A recent review of the application of standard metallic 
c l ips  i n t he m a n a gement of  ga s t roi nte s t i n a l  t r ac t 
perforations occurring during diagnostic and therapeutic 
endoscopy indicated that the use of these clips to treat small 
iatrogenic perforation is feasible. Moreover, they could 
reduce costs and time of hospitalisation and avoid patients 
having to undergo a surgical repair (14). However, although 

Figure 1  Endoscopic image of the rectovesical fistula Figure 2  Rectovesical fistula closed with the OVESCO clip

Figure 3  CT scan showing the residual rectovesical fistula Figure 4  Computed tomography scan showing the closed fis-
tula recess after cyano-acrylate injection
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skilled endoscopists can find standard clips easy to use, they 
are difficult to manage in cases with a fistula diameter > 1 
cm, because of the problems of aligning the wound margins 
(15,16), and in cases in which the surrounding tissue is 
fibrotic, such as the case of rectovesical fistulae. 

The major advantage of OVESCO® clips seems to be their 
ability to grasp more tissue compared to the standard clips 
and their strong grip on the wound margins, because of 
their sharpened teeth. The drawback of the clips in fistula 
sealing is their incomplete grasp when the tissue is fibrotic. 

The new OVESCO® clip, in association with a cyano-
acrylate injection in the case of incomplete clinical success, 
appears to be an excellent endoscopic therapeutic option 
in the subgroup of patients with anastomotic leak, without 
abdominal abscess, avoiding surgery in these patients. We, 
therefore, suggest trying an endoscopic approach to the 
treatment of rectovesical and anastomotic fistulae before 
referring a patient for the surgery. 
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