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ABSTRACT 

Objective: To describe etiology of Vesicovaginal Fistula (VVF( to investigate surgical outcome of Vesicovaginal 

Fistula repair after use of different management techniques. 

Study Design: Retrospective study 

Place and Duration of Study: This study was conducted at the Urology, Multan Institute of Kidney Diseases 

Multan, Urology Department BVH Hospital Bahawalpur from January 2017 to November 2018. 

Materials and Methods: Surgical repair of urinary fistula was performed in 40 patients included in the study. Main 

variables of study were etiology of VVF, site, previous failed repair, size, presentation, surgical repair technique and 

outcome. 
Results: Mean age of patients in study was 33.9±3.6 years. Most of the patients developed fistula due to 

gynecologic surgery(60%)out of which abdominal hysterectomy was more frequent cause(45%).In 12 patients 

(30%) VVF occurred following obstructed and prolong labor and in 4 patients VVF was seen after cesarean sections 

due to reasons other than obstructed labor. Abdominal approach was used in majority of patients 75% and remaining 

patients underwent vaginal repair. The outcome was successful in 87.5% of cases. 

Conclusion: Gynecologic surgery is the most common cause of urinary fistula. In cases of previous failed repairs 

abdominal approach can be used due to its high success rate. 
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INTRODUCTION 

Vesicovaginal fistula (VVF) is an abnormal passage 

between the genital and urinary tract. It is more often 
seen in Africa and Asia. Prevalence rate of  VVF is 

1.6/1000  in reproductive age women in sub-Saharan 

Africa and 1.2/1000 in South Asia.1 A recent review 

shows just over thirteen percent of fistula were 

iatrogenic, obstetric complications of surgery including 

cesarean sections(80%) while remaining (20%) 

occurred during gynecologic surgery not related to 

pregnancy.2  Risk factors for VVF development include 

age>2o years, first pregnancy ,labor greater than 24 

hours, delivery at home, height<150cm, lack of 

education, poor antenatal care and having male fetus.3-5 
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Women present with continuous urinary incontinence 
as they develop urogenital fistula.6 Following cesarean 

section women suffer from incontinence of urine after 

7-10 days postoperatively while this complaint is noted 

immediately due to obstructed labour.7 Injury to uterus 

or ureter following cesarean section may occur leading 

to different symptoms. The cause of obstetric fistula is 

the lack of labor and delivery services. Poor 

infrastructure such as communications and 

transportation, lack of female education, social and 

economic dependence are other etiological factors. The 

areas where women are affected, quality data collection 

is much difficult.8 
There is high degree of depression, exclusion from 

social network, role loss, and economic deprivation in 

fistula women. There is a report from a study that small 

number of women avoided child bearing after fistula 

repair. They get isolated and develop marital conflict.9 

Prolong and obstructed labor was the most common 

cause of VVF but now there is increase in number of 

vesicovaginal fistula formation due to gynecologic 

surgeries.10 More or less these etiological factors are 

seen in our community especially Southern Punjab 

Districts. We aim to study etiology and management of 
obstetric VVF and VVF development after gynecologic 

surgery. 

MATERIALS AND METHODS 

Retrospective study was completed in the department of 

urology, Multan Institute of Kidney Diseases Multan, 
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Urology department BVH hospital Bahawalpur from 

January 2017 to November 2018. Forty patients were 

included in the study after taking written consent. 

Patients with history of previous failed repair of fistula 

were also included. Complete history about parity, age, 
etiology, presentation, previous surgical repair and their 

outcome was taken. Examination of patients for size, 

site of fistula, and vaginal stenosis was also taken. 

Complete urine examination, x ray KUB, USG 

abdomen, blood urea, serum creatinine and intravenous 

urography was done in all patients. Patient’s urine 

sample was taken for sensitivity with sterile speculum 

in taking aseptic measures. Number, size of fistula, 

location in relation to trigone and involvement of 

ureteral orifice was assessed with cystoscopy. 
The fistula was repaired through transabdominal 
approach. After giving lower midline incision, rectus 
sheath was cut and recti muscles were split. Peritoneum 
was reached and incised. Urinary bladder was 
approached and opened. Fistula was identified and 
small folys catheter was passed into fistulous tract to 
make it more prominent. Fistulous tract was excised 
and flap of anterior vaginal wall was raised. Then 
vaginal rent was closed with 3/0 vicryl in two layers 
and in second layer margins of rent were inverted. Rent 
in posterior bladder wall was closed with 3/0 vicryl. For 
better drainage of urine suprapubic and urethral catheter 
was passed. Continuous drainage was ensured for two 
weeks. 
For those patients in which fistula location was 
subtrigonal, repair of fistula was done through 
transvaginal route. Flap splitting technique was used in 
which after identifying fistula patriotic Foleys catheter 
was inserted through fistulous opening. Fistulous tract 
was made more accessible as traction on Foley catheter 
was applied. A vaginal flap was separated away from 
bladder by giving circular incision around the fistulous 
opening. Flap was made for tension free defect closure. 
Vicryl 3/0 was used to close bladder wall. Vicryl 3/0 
was again used for closing of vaginal mucosa in 
running interlocking manner. Bladder drainage was 
confirmed and ensured for period of two weeks. Broad 
spectrum antibiotics were given. Patients were followed 
up at I month, 2 months and 6 months after surgery. 
After two weeks of surgery, cystogram was performed 
to exclude presence of fistula. The success of repair was 
also assessed by clinical evaluation. 
Data was entered and analyzed by using SPSS version 
23. Continuous variables like age, symptoms duration. 
Frequency and percentages were calculated for 
qualitative data like frequency of outcomes after VVF 
repair. Student t test and Chi-square test was applied to 
see association among variables. Probability of p≤0.05 
was considered statistically significant. 

RESULTS 

Mean age of patientsin our study was 33.9±3.60 years 

(26-39). Median duration of symptoms was 9 months. 

The etiology of fistulae is shown in table 1.                                                                                                                              

Most of the patients developed fistulae due to 

gynecologic surgery(60%) out of which abdominal 

hysterectomy was more frequent cause (45%).There 

were two fistulas that occurred after cesarean sections 
for reasons other than obstructed labor. There was 

densely adherent placenta accreta in these patients.                                                                                               

On cystoscopy location of fistula seen in majority of 

patients was supratrigonal 75%,10% near to bladder 

neck and 15% below in trigonal area. Fistulas were 

divided into two types simple and complicated based on 

characteristics of fistula such as number, size, site, 

ureteral involvement and number of previous repairs. 

Simple fistulas were present in 22 patients (55%) and 

eighteen women(45%)had complicated one. In twenty 

seven patients(67.5%) repair of fistula was done first 

time and thirteen(32.5%) had at least one failed repair.                                                          
Those fistulas which were supratrigonal were repaired 

intraabdominal and trigonal or below trigone located 

were repaired vaginally. 

At six months follow up, 35 patients(87.5%) had a 

successful result and five(12.5%) had failed repairs. 

Surgical outcomes were compared between simple 

versus complicated group and also regarding the 

number of previous repairs as shown in table 2. No 

statistical significant difference was found between the 

success rate of simple and complicated fistulas or 

between primary and previous repairs. 

Table No.1: Etiology of Fistula 

Etiology of fistula n=40(%) 

O
b

st
et

ri
c 

Vaginal delivery after prolong and 

Obstructed labor 

Cesarean section following 

obstructed Labor 

Cesarean section for reasons other 

Obstructed labor 

Total 

10(25) 

 

2(5) 

 

4(10) 

 

16(40) 

G
y

n
ec

o
lo

g

ic
 

Total abdominal hysterectomy 

Vaginal hysterectomy 

Vaginoplasty 

Total 

18(45) 

4(10) 

2(5) 

24(60) 

Table No.2: Result of VVF repair based on type of 

fistula and previous failed repairs 

  Outcome n=(%) 
P 

Value 

Type of 

Fistula 
Simple 

Successful 

20(90) 

Failed 

2(10) 
0.471 

 Complicated 15(83.3) 3(16.6) 0.5 

Number of  

Previous 

Repairs 

No Previous 

Repairs 

Previous 

repairs ≥1 

24(92.3) 

 

9(64.2) 

3(7.7) 

 

5(35.7) 

 

 

.70 
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DISCUSSION 

Mean age of the patients in present study was 33.9 

±3.60. In recent study of Etabbal AM et al; mean age of 

the patients at presentation was 29.4±8.4  years which 

is close to present study11. Giedam in 2016 reported 

higher incidence of vvf in younger patients, the mean 

age was 22.3±7.24 years .Most of the women were 
between 15-24 years.12 In past years obstetric fistula 

was the main cause of genitourinary fistula. Poor 

management of obstructed and prolong labor is the 

primary cause of fistula in developing countries.13 Now 

there is change in trend of VVF development regarding 

etiology. In present study hysterectomies including 

abdominal and vaginal contribute to 60% of the fistulas 

formation. Rates of developed nations as gynecologic 

surgeries mainly abdominal hysterectomies rather than 

obstetric traumas are causes of fistulas are closure to 

our calculations.14 There should be meticulous 

dissection of bladder from cervix and proximal vagina, 
sutures be placed only on vagina without involving 

fibers of detrusor muscle in order to avoid VVF 

development. 

Excessive use of electrocautery should be avoided 

while working in close proximity to the bladder. 

Women with fistula come late to health care facility. 

Median duration of symptoms in our study was 9 

months. This is social debilitating condition and women 

are neglected in their families that may be the cause of 

delay in seeking treatment. 

There is difference of opinion in route of repair. 
However it depends upon surgeon experience and 

nature of fistula. In transvaginal approach simple 

excision and repair is preferred in some centres with 

high rates of success.15 Tatar B et al; used vaginal 

approach for VVF repair and found less hospitalization 

time for these patients.16 Different other techniques 

have been described but consensus about ideal 

approach is still needed. Success was seen in 87.5% of 

patients in present study. In other studies open 

abdominal approach was used with success rate of 

94%17 higher than our study. Inferior success rate is 
probably is due to presence of 18 patients with 

complicated vesicovaginal fistulas. In literature it is 

reported that extravesical VVF repair has similar cure 

rates as transvesical VVF repair.18 

In our study abdominal repair was performed in patients 

with fistula located atsupratrigonal area or when there 

was involvement of ureter. Combined vaginoabdominal 

approach has been used in many studies for 

management of VVF.19 Less invasive techniques also 

have given excellent results in VVF repair. Some 

studies show laparoscopic for prevention of infection, 

postoperative care and duration of catheterization are 
related with complications of fistula surgery.22 Vaginal 

approach for VVF repair has shown excellent results in 

different studies as well.23-24 In our study subtrigonal 

located fistula was repaired through transvaginal 

approach. The limitations of our study were relatively 

small sample size and retrospective nature. 

CONCLUSION 

Result of our study reveals that gynecologic surgery is 

the most common cause of urinary fistula. In cases of 

previous failed repairs abdominal approach can be used 
due to its high success rate. 
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