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AN AUDIT OF 69 CASES
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ABSTRACT

Objective: The aim of this study is to assess the outcome of patients undergoing repair of vesicovaginal
fistula.

Methodology: This descriptive study which was conducted from May 2002 to March 2008 the Department
of Urology Lady Reading Hospital Peshawar. A total of 69 patients with Vesicovaginal fistula were
included in this study. A detailed history and physical examination with special emphasis on previous
gynecological and obstetrical events was recorded. All these patients underwent routine investigations like
HB%, CBC, Urianalysis, renal function test and viral profile with ultrasonography of the abdomen &
pelvis. Intravenous Urography(IVU) was offered to those patients who had upper tract dilatation on
ultrasonography. Preliminary cystoscopy and Vaginoscopy was performed in all patients to diagnose VVF
and plan the surgical approach.

Result: The mean age was 39.07(+10.031)years. Thirt eight (55%) patients developed fistula due to
obstetrical reasons while 30 (43-47%) had gynaecological surgeries and only one patient developed fistula
after radiotherapy. The average size of the fistula was 3.36 cm. Transabdominal repair of fistula was done
in 58(84.1%) patients while 11(15.9%) has transvaginal repair. Successful repair was achieved in
65(93.7%) patients.

Conclusion: Vesicovaginal fistula can be successfully managed surgically. Proper preoperative assessment
of the patients is mandatory for selection of the surgical approach.
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INTRODUCTION the Gynaecological surgeons'. The etiology of this
condition has changed over the years and in

developed countries obstretical fistula are rare and
they are usually a result of gynaecological
surgeries or radiotherapy’. In developing countries
prolonged labour is still the predominant cause of

Vesicovaginal fistula (VVF) is not a life
threatening medical problem but the women face
demoralisation, social bycott and even divorce or
separation. These patients are socially sagregated

and‘it is diffi.w.It for tl.le.n? to continue with their VVF (97%). The other common causes of this
family and religious activities. condition are pelvic surgeries, pelvic malignancies,

The existence of VVF as a clinical entity trauma and radiation necrosis”’. The actual
is believed to have been known to the physicians incidence of VVF is not known but in developing

countries this condition may follow 1-2/1000
deliveries with an annual world wide incidence of
up to 500,000 cases".

The first basic surgical principle for VVF

of ancient Egypt, from the mummified remains of
Egyptian Queen Henhenit (2050BC) and even now
the VVF continues to be a challenging problem for
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: g repair was described in 1663 by Hedrick, who
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Two major issues predominate in any discussion of
VVF, namely the timing of repair and the surgical
approach used. In most instances, similar results
were obtained whichever approach was used’.
There seemed to be no real difference in either
early or late repair'’. The objective of the present
study is to share our experience in the surgical
management of vesicovaginal fistula.

METHODOLOGY

All patients in this study were recruited
after their referral to our department from various
parts of the Khyber Pukhtoonkhwa Province and
Afghanistan between May 2002 to March 2008.
For the purpose of demographic distribution the
catchment's area of the patients was divided into
five zones as 1) Central districts ii) Northern
Districts, iii) Southern Districts iv) FATA and v)
Others.

The total number of patients was 69. All
those patients with complaint of total urinary
incontinence who were diagnosed as having VVF
on the basis of history & clinical examination were
included in this study. These patients had full
urological workup including routine investigations,
viral profile, ultrasonography, intravenous
urography in those selected patients who had uni
or bilateral upper tract dilatation and preliminary
cystoscopy and vaginoscopy for the diagnosis and
planning of surgical approach for vesicovaginal
fistula repair. Patients with other urogenital fistulas
and those induced by malignancy were excluded
from this study. All these patients were offered
surgery after at least three months of acquiring
fistula or unsuccessful previous attempt of repair.

In big sized fistulae the repair was
reinforced by interposition of omental or
perintoneal flaps. Transvaginal repair was done in
extended lithotomy position while transabdominal
repair was done in supine position. In all cases
repair was accomplished by vicryl 2/0. The
fistulous opening was dissected and the walls of
vagina and bladder were separated and repaired
separately.

Both suprapubic and per urethral catheters
were placed in patients undergoing transabdominal
repair while only urethral catheter was retained in
patients having vaginal repair done. These patients
remained hospitalized for at least two weeks and
their catheters were removed after two weeks.

These patients were followed for a period
of three months at monthly intervals. All these
patients were advised to avoid sexual relations for
three months. Those patients who had first
unsuccessful attempt at surgery were counselled
and booked for a redo surgery after 12-14
weeks.This data was formatted and analyzed using
SPSS.

RESULTS

A total of 69 patients were included in this
study. Their mean age was 39.07 years with SD
10.031. The demographic distribution of the
patients were: 22(39.1%) patients from central
districts, 16(23.2%) from Northern districts,
20(29%) from Southern districts and 8(11.6%)
from FATA while 3 (4.3%) patients were from
other arcas like Afghanistan and Balochistan. The
demographic distribution of the patients is shown
in Table 1.

The Average size of the fistula was 3.36
cm with a range of 1.5-6 cm. The average duration
between onset of fistula and its repair was 13.3
months with a range of 3-216 months.
Etiologically 30(43.47%) patients had
gynaecological causes, while 38(55.07%) had
obstetrical cause and only 1(1.44%) patients
developed VVF after irradiation for carcinoma
cervix. Transperitoneal abdominal repair was done
in 58(84.1%) patients while 11(15.9%) underwent
transvaginal repair (Table 2 and Figure 2).

Additional procedures like retrieval of
vesical calculi, DJ stenting and reimplantation of
ureters were done respectively in 2(2.89%),
8(11.59%) and 5(7.24%) patients.

In our study 4 patients had failed surgery
while 6 patients who were fully continent at
discharge from the hospital were lost to followup.

Table 1: Demographic Distributions of Patients

Frequency | Percent
Valid | Central Districls (Peshawar, Charsadda, Nowshera, Mardan) 22 31.9
Nothern districts (Malakand, Swat, Dir, Buner, Chitral) 16 23.2
Southern districts (Kohat, Bunnu, Karak, Hangu, D.I.Khan) 20 29.0
FATA 11.6
Others 43
Total 69 100.0
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Table 2:
Percent Valid Percent
Transabdominal repair 58 84.1
Tranvaginal repair 11 15.9
Total 69 100.0
Figure 1

Transvaginal repair

Transabdominal repai

Table 3
Frequency Percent

Complete recovery 35 50.7
Complete Recovery with minor LUTS 24 34.8
managed conservatively

Failure, requiring redo surgery 4 5.8
Total 63 91.3
Lost to followup 6 8.7
Total 69 100.0

The one patient with post irration fistula died of
the primary disease. The overall success rate of
surgical repair was 93.7% in our study. Table 3.

DISCUSSION

Vesicovaginal fistula is still a challenging
problem because of its social implications but even
more challenging is the management of this
socially distressing condition which needs highly
trained and experienced team of urogynaecologist'.

The predisposing factors include poor
nutritional status limited or no access to proper
antenatal care early marriages and mismanagement
of deliveries by unskilled practioners'’.
Performance of major surgical procedures like
hysterectomy in the peripheral hospitals by
improperly trained surgeons is also a major
gynaecological cause of VVF. The mean age of
patients in our series was 39.07 years with a range
of 18-70 years. Only 14.9% of our patients were
in age of group of 18-25 years which is
comparable to the results of 15.78% reported by

Shafgat et al’, while one of the Nigerian study
reported an incidence of 35% for the same age
group”. The demographic distribution in our study
showed that 60.9% patients were from areas where
the health facilities are limited or not available.
But more alarming was the figure of 39.1% from
central districts where the facilities were available
but not utilized due to lack of health education.

Most of the series published form the
developing countries have shown an incidence of
70-95 % for obstetrical fistula™'*'"". But the
international literature reports on increasing
incidence of VVF due to gynaecological causes in
the developed world and some of the developing
countries®*. In our study the obstetrical causes
were 55.07% while the gynaecological causes were
43.47%. These results correlate partially with the
published series for both causative factors but
contrary to the series published in Pakistan and
other developing countries the incidence of VVF
due to gynaecological causes was more. This can
be explained by the fact that majority of the
obstetrical complications report to the
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gynaecologists. The approach used depends very
much on the preference and experience of the
surgeon. Most gynaecologists seems to favour the
transvaginal repair™'"”, while urologists prefer the
transabdominal repair’***

Recently there are reports of Laproscopic repair of
VVF as well®*.

We operated transabdominally on 84.1% of
our patients while only 15.9% of the patients were
subjected to transvaginal repair. This observation is
in accordance with the series published by
urologists”*. The transabdominal approach enabled
us to undergo additional procedures as well. We
retrieved vesical calculi from 2(2.89%) patients
inserted DJ Stents in 8(11.59%) patient and
performed reimplantation of uretes along with DJ
Stents in 5(7.24%) patients.Similar findings has
been reported by Kam et al in his publication as
well”.

Timing of the repair warrants some
discussion. There are reports in the literature that
early or delayed repair did not affect the outcome
of fistula repair'™. However one study from
Singapore has reported failure in two of their cases
who were offered early repair”. In our study we
planned surgery in all of our patients at least 3
months after acquiring the VVF. Similar approach
has been reported by Tanveer ’ as well in their
study.

The average duration between the onset of
fistula and 1" repair was 13.3 months with a range
of 3-216 months. Many of our patients had a long
course of distressing symptoms before they were
offered surgery. This could be because of lack of
awareness about the availability of treatment. The
optimum duration of catheterization after fistula
repair has been reported to be 10 days in only one
study”. In our study we kept our patients on
catheter drainage for 15 days & we noticed no
difference in the out come.

We achieved successful results in 93.7%
of our patients. These results are comparable to
many other published reports™*™.

CONCLUSION

Vesicovaginal fistula can be successfully
managed surgically. Proper preoperative
assessment of the patient is mandatory for
selection of the surgical approach.

An optimum time of at least three months
should be given to all patients after the onset of
fistula before repair is attempted. Public awareness
programmes should be initiated to control the
preventable causes of vesicovaginal fistulae.
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