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Vesico vaginal fistula(VVF)isacommon problem affectingmore inunderdeveloped countries as
compared to developed world. Objective: To describe that the transvaginal approach is an
excellent route for the repair of vesico vaginal fistula without compromising on success rate
Method: Itisaretrospective analysis of 64 cases operatedin 10 years. Allwere operated through
a transvaginal approach. Study included all supratrigonal, trigonal and infratrigonal fistulas as
classified on cystoscopic findings bases. Results: Sixty-four patients with VVF were includedin
the study. The age of patients was from 20 to 58 years with a mean age of 44.6 years. According
toage these were divided into four groups. The cause of VVF was abdominal hysterectomy in 57
(89.06%) patients while obstructive labour in 7(10.96%) patients. The size of fistula was further
categorized in three groups. The success rate was 87.5% (56 patients)in first attempt while the
fistula of remaining 8 patients (12.5%) was successfully repaired in second attempt. Supra
trigonal fistula was present in 54 (84.38%) patients while 10 (15.62%) patients had trigonal or
infratrigonal fistula. Conclusion: By comparing different approaches, the vaginal approach had
acomparable success rate with less morbidity. We suggest, for repair of VVF, the transvaginal
approach should be a preferred approach for a vaginally accessible fistula over tranabdominal
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approach.

INTRODUCTION

Vesico vaginal fistula(VVF)is a common problem affecting
more in underdeveloped countries as compared to
developed world. The annual incidence of VVF is 50,000 to
100,000 cases and worldwide about two million women are
facing this problem[1]. Earlier, in the developing world, the
main cause of VVF was obstructed and prolonged labour.
But due to improvement in anti-natal services, in most of
the countries, the leading cause of fistula formation is
iatrogenic injury during gynecological or obstetric surgery
such as hysterectomy or caesarean section[2]. VVF put a
very negative effect not only by foul odour and excoriation
of vulva and vagina but also on mental health of patient. In
underdeveloped countries like Pakistan there are multiple
social issues which causes isolation of patient causing
emotional and physical distress of the patient. For the

management of VVF there is no gold standard technique
currently. Two approaches are used, traditionally, for the
repair of fistula. It is repaired by either transvaginal or by
transabdominal approach withasuccessrate of 50to 100%
[3]. For the repair of difficult or complicated VVF,
Trendelenburgrecommended a transabdominal approach.
James Smith in mid nineteenth century described his
transvaginal approach in which he used silver sutures and
postoperative urinary bladder drainage properly. Beside
this both transabdominal and transvaginal approaches
shows equal success rate. But the transvaginal approach
had less morbidity as compared to transabdominal
approach such as avoiding laparotomy, minimal blood loss,
rapid recovery resulting in short hospital stay[4-6]. Newer
techniques for repair of VVF had emerged in recent past
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such as laparoscopic and robotic approaches. But these
approaches are cost effective, they require proper
infrastructure and trained team. Moreover, like all
endoscopic procedures, the learning curve islong[7]. As a
resultit causes extrafinancial burden onthe pooreconomy
of developing countries. In 1953 Couvelaire described the
principles of a good and successful repair of VVF. He
described a" good visual, good approximation of margins,
good dissection and drainage” [8]. We are doing repair of
VVF at our institute since last 20 years. Our objective of
study is to describe transvaginal approach as an excellent
approachfortherepairofalltypes of fistula, where anterior
vaginal wall is relax without compromising on the outcome
of patient.

METHODS

Itis aretrospective analysis of 64 patients presented with
complaint of incontinence and were diagnosed as case of
VVF in last 10 years that is from 1st January 2010 to 31st
December2020. All these patients were operated at Social
Security Teaching Hospital Lahore and Sughra Shafi
Medical Complex Narowal (Sahara Medical College,
Narowal). Both simple and complicated (large as well as
recurrent)fistulae were included in the study despite their
position(Trigonal, Supratrigonal). The fistula which involve
any of ureteric orifice, urethrovaginalfistula, uretro vaginal
fistula, Vesico uterine fistula formed after pelvic
radiotherapy were excluded from the study. Preoperative
evaluation of all the patients were done by taking complete
history, physical examination and all baseline as well as
specific investigations including cystoscopy and vaginal
speculum examination. The patients suffering with urinary
tract infections were treated with appropriate antibiotics
(according to urinary culture sensitivity report) before
going for surgery. The surgery was done after at least six
weeks latertofistulaformation orfailure of primary repair.

Operative Technique: Almost all of the patients were
operated under spinal anaesthesia with a lithotomy
position. All the aseptic measures were taken. In few (two)
patients ureteric catheterization was done as the fistula
was very close to ureteric orifice. According to size of
fistula a Foley's catheter was passed through fistula tract
and balloon was over inflated. A traction to catheter
increased the visibility of fistula tract. A circumferential
incision was made all around fistula edges through vagina.
Agoodsurgical plane was made between the wall of urinary
bladder and anterior vaginal wall. The edges of fistula tract
was freshened and haemostasis secured. The closure of
fistula was done in three layers. Foley's catheter was
removed before closing the layers. First layer was walls of
urinary bladder which were closed as water tight closure
with 4/0 Polyglyconal acid suture. Per urethra Foley's

DOI: https://doi.org/10.54393/pbmj.v5i1.189

catheter was passed and bladder was filled with normal
saline to confirm any leakage of water. Te second layer
which consist of perivesical fascia was closed over the first
layer with a 3/0 polyglyconal acid suture. Then the third
layer, vaginal wall was closed after approximation in the
same line with 3/0 Polyglyconal acid suture. A vaginal pack
with Pyodine soaked role gauze was placed for 24 hours.
Antibiotic cover with a continuous urinarry bladder
drainage was given fortwoweeks.

RESULTS

Sixty four patients with VVF were included in the study. The
age of patients was from 20 to 58 years with a mean age of
44.6 years. According to age these were divided into four
groups as mentioned in table 1. The cause of VVF was
abdominal hysterectomy in 57 (89.06%) patients while
obstructive labourin 7(10.96%) patients. The size of fistula
was further categorized in three groups as mentioned in
table 2. The success rate was 87.5% (56 patients) in first
attempt while the fistula of remaining 8 patients (12.5%)
was successfully repaired in second attempt. Supra
trigonal fistula was present in 54(84.38%) patients while 10
(15.62%) patients had trigonal orinfratrigonal fistula. There
was no significant blood loss per operatively or after
surgery (significant means indication for blood
transfusion). Therecovery period passed smoothly without
any major complication.

Age Group (in years) Number of Patients(n) Percentage (%)

20-30 4 6.25

31-40 12 18.75
41-50 28 43.75
50-60 20 31.25

Table1: Age groupsalongwithnumber of patients

Size of Fistula (incm) Number of Patients (n) Percentage (%)

<1 25 39.06
1-2 35 64.69
>2 4 6.25

Table 2: Groups according to size of fistula and number of
patients

DISCUSSION

VVF is one of those diseases which not only affect the
physical health of patient but also mental and emotional
health. As a result the quality of life of the patient is
disturbed. Due to socio-religious factors in developing
countries, thereis higher prevalence of obstetric fistula as
compared to developed countries [9,10]. Now, in some of
underdeveloped countries, due to serious initiative of
stakeholders, the antenatal services are much improved
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and statistics are near to developed countries. In our study
only10.96% (7 patients)hadfistuladue to obstructedlabor.
There are different surgical techniques and approaches
are used fortherepairof VVF but none of these approaches
is considered "The best" [11-13]. The experience of a
surgeon is very important in the selection of surgical
techniques and approach. Although other factors such as
site of fistula, number of fistula, previous surgical history
and relaxation of vaginal wall are also considered before
selection of surgical technique and approach [14]. A
vaginal approach has minimum morbidity as compared to
abdominal approach which make it preferable when we talk
about choice of the patient. Abdominal approach is done
through transvesically. In this the bladder is opened which
results in increased chances of bladder spasm and
discomfort post operatively. While on the other hand the
vaginal approach haslesstissue handlingwhichresultsina
decreased use of analgesics, less chances of infection,
early recovery with higher success rate, shorter hospital
stay and lower cost of surgery as thereisnorequirement of
any sophisticated equipment or specially trained staff as
needed by laparoscopic or robotic surgeries [15]. We even
operated 54 (84.38%) patients who had supra trigonal
fistula through trans vaginal approach successfully. The
repair of VVF remains a challenging job for surgeon. People
had tried interposition of different tissue flaps or grafts to
strengthen the repair. in vaginal approach the Martius flap
is an excellent flap which can be compared with omental
flap used in the transabdominal approach [16-18]. But we
did not use any flap but simple repair in three layers and
results are as good as flap repair but with less morbidity.
There are alot of discussions on potential problems during
exposure of fistula through transvaginal approach. But we
had seen all simple VVF can be repaired trough vaginal
approach regardless of its location. Rajamaheswari et al.
also concluded that 3/4th supratrigonal VVF can be
repaired through vaginal approach with a success rate
equivalent to a transabdominal approach [19]. Regardless
of surgical approach, age and time to surgery are the main
factors that correlate with operative time and blood loss.
This finding highlights the impact of aging and poorly
estrogenized, atrophic tissues across various surgical
domains and potentially postoperative outcomes [20].
There are multiple advantages of our technique,
predominantly lesser morbidity and reoccurrence rate. By
inserting Foleys catheter in fistula tract and with
downwards traction, there is a good surgical exposure of
urinary bladder, perivesical fasciaand anterior vaginal wall.
Theimproved visualization of these structured layers helps
in the excision of scar tissue around fistula tract. With
better control of hemostasis, the suturing is good and
tension free. Even if we have to repeat the procedure, this
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approachisbetteroption.

CONCLUSION

By comparing different approaches, the vaginal approach
had a comparable success rate with less morbidity. We
suggest, for repair of the VVF, the transvaginal approach
should be a preferred approach for a vaginally accessible
fistula overthe transabdominalapproach.
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