
J. Med. Sci. (PJ. Med. Sci. (PJ. Med. Sci. (PJ. Med. Sci. (PJ. Med. Sci. (Peshawareshawareshawareshawareshawar, Print) October 2010, V, Print) October 2010, V, Print) October 2010, V, Print) October 2010, V, Print) October 2010, Vol. 18, No. 4ol. 18, No. 4ol. 18, No. 4ol. 18, No. 4ol. 18, No. 4178178178178178

OOOOORIGINALRIGINALRIGINALRIGINALRIGINAL A A A A ARTICLERTICLERTICLERTICLERTICLE J. Med. Sci. (Peshawar, Print) October 2010, Vol. 18, No. 4: 178-181

Address for Correspondence:Address for Correspondence:Address for Correspondence:Address for Correspondence:Address for Correspondence:
DrDrDrDrDr. . . . . Mohammad Islam
Department of Urology Lady Reading Hospital, Peshawar
Cell No: 0313-9883331
E-Mail: dr_sajjadahmad@yahoo.com

INTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTION

A vesicovaginal fistula (VVF) is an abnormal
communication between the urinary bladder and the
vagina resulting in an uncomfortable,involuntary
leakage of urine per vaginum.1 This is a multifaceted
morbidity that not only leads to complications like
local infection and vesical calculi formation but the
continous foul odour makes the sufferer a social
outcast.2

In developing countries, the incidence is 1-2/
1000 deliveries with 500,000 cases occurring annually.3

Although the exact incidence of the disorder in
Pakistan is unknown, 80-90% of the cases occur as
obstetrical complications.4 The first successful repair
of VVF was achieved by John Fatio in 1675.5 In the
West, 90% of cases are caused by inadvertent trauma
to the bladder during surgery.6

In the West, the incidence of vesicovaginal
fistulae resulting from hysterectomy for various
gynaecological indications is estimated to be less than
1%.7 In developing countries, such fistulae often result

following caesarean section for prolonged/complicated
obstructed labour. The variation in the degree of
ischaemic damage and resultant fibrosis have forced
surgeons to modify these techniques to achieve the
best results. The O’Connor operation has been the
most accepted method of repairing supratrigonal VVF.8

The classical O’Connor’s technique utilizes
suprapubic access for extraperitoneal dissection of the
retropubic space. A sagittal cystostomy (bivalving the
bladder) is carried out upto fistula. The fistulous tract
is then excised followed by two layered closure after
tissue interposition between the bladder and the
vaginal wall.8 In our series we modified the technique
by performing supratrigonal VVF repair
transperitoneally with interposition of omentum.

MAMAMAMAMATERIAL AND METHODSTERIAL AND METHODSTERIAL AND METHODSTERIAL AND METHODSTERIAL AND METHODS

This study was carried out in the Department of
Urology,PGMI,LRH,Peshawar between March 2007
and January 2010. A total of 32 patients (31 primary
and 1 recurrent) were included in this study . All these
patients were referred from different Gynaecolgy units,
maternity homes and DHQ hospitals of N.W.F.P. A
detailed medical history of all patients was recorded
focusing especially on the cause of fistula formation
and previous attempts at repair. The patients were also
subjected to examination under anaesthesia, three
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Objectives:Objectives:Objectives:Objectives:Objectives: To determine the technical benefits and success rate of transperitoneal approach with interposition of
omentum for the repair of supratrigonal Vesico-vaginal fistulae (VVF).

Material and Methods:Material and Methods:Material and Methods:Material and Methods:Material and Methods: This study was carried out on 32 patients that were referred to our department from different
gynae units and maternity homes of NWFP. Thirty-one patients had primary and one patient had recurrent VVF. The
fistulae were approached transperitoneally, then Urinary bladder was opened between two stay sutures and closed
by a single layered continous extramucosal suturing technique, the vagina was closed continuously with the suture
passing through all layers. All the details of the patients were entered into a structured proforma.

Results:Results:Results:Results:Results: Mean fistula size was 2.8 cm (range 1.0 to 3.7 cm). Mean operation time was 120 minutes and only one
patient required a blood transfusion, and one patient required ureteroneocystomy. All except 2 patients who had a
recurrence, were dry after 2-3 weeks. One patient had wound infection and another has had frequency of micturition.
No patient suffered from peritonitis or adhesive intestinal obstruction.

Conclusion:Conclusion:Conclusion:Conclusion:Conclusion: The transperitoneal approach is safe, effective and gives good access to the bladder and ureter as well
as excellent functional results.
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swab tests and cystourethroscopy to confirm the
diagnosis and determine the site of the fistula. All
women diagnosed to have a supratrigonal fistula were
included in the study.

Cases of stress incontinence, coexistent
rectovaginal fistula and those not consenting for
examination under anaethesia and cystoscopy were
excluded. In our procedure, the abdomen is opened
via a lower midline incision.The peritoneum is opened
to approach the posterior surface of the bladder.The
bowel is gently packed with abdominal sponges
before bivalving the urinary bladder and effective
suction is applied to minimize the leakage of urine.
Full thickness stay sutures are placed using 2/0 or 3/0
chromic catgut at the lower part of the posterior wall
of the urinary bladder. An 18 Fr foley’s catheter is
passed per urethra prior to placement of stay sutures.
A short cystostomy incision is extended to the dome
and anterior bladder wall until it is completely bivalved.
The proximity of the ureteric orifices to the VVF is
assessed at this stage and in those cases where the
orifices sit close to the fistula edge, a 5-6 Fr feeding
tube is passed into the ureter before fistula dissection
is started. The cystostomy is extended to encircle the
fistula and excision of the fistula is carried out as in the
classical technique.

If the fistula is large (>2.5cm) the cystotomy is
directed in a parasagittal line towards one side of the
fistula. Complete excision of the fistula is done and
the plane between the bladder and vagina wall is
dissected as in classical O’Connor’s technique. The
urinary bladder is closed with a tensionless suture line.
The vaginal wall is closed in single layer with continous
interlocking closely placed stitches using polyglycolic
acid (vicryl 2/0) in a transverse line. The greater
omentum is mobilized and is anchored on to the
anterior vaginal wall to completely cover the vaginal
suture line.

For the solitary recurrent case of V.V.F in which
omentum was insufficient, paravesical peritoneal flaps
were used for interposition. The urinary bladder was
closed in a single layer using 2/0 polyglycolic acid
after retaining the cystostomy catheter in the bladder
and also per urethral catheter were placed to drain the
bladder. The suprapubic cystostomy was
extraperitonized and laparotomy wound was closed
in layers and a drain was placed extravesically.

The suprapubic catheter was removed after two
weeks and the urethral catheter after three weeks. The
patient was advised to avoid sexual intercourse for at
least three months. All patients were advised to void
at frequent intervals after the removal of the urethral
catheter to prevent over distention of the bladder.
Patients desiring future pregnancy were advised strict
antenatal and elective caesarean section.

RESULRESULRESULRESULRESULTSTSTSTSTS

In our series, which lasted over a period of about
3 years, thirty-two patients of supratrigonal VVF were
included. Thirty two (93.75%) patients had history of
prolonged obstructed labour while one 3.125% patient
developed the morbidity after hysterectomy and
another one (3.125%) acquired the condition after
caesarean section and was a case of recurrent VVF
Table 1. The age range was 18-35 years, with mean
age of 32 years.

Thirty-one patients had primary VVF and one
patient had reccurrent VVF. One patient whose fistula
was encroaching one of the ureteric orifices needed
ureteroneocystostomy during the procedure.
Transurethral cystolitholapxy was performed in one
patient having associated vesical calculi, 2-3 weeks
prior to the VVF repair. The out come following
surgery is shown in Table 1.

DISCUSDISCUSDISCUSDISCUSDISCUSSIONSIONSIONSIONSION

O’Connor’s technique is recommended as the
gold standard technique for managing supratrigonal
VVF.8  In classical O’Connor’s technique the bladder is
approached and dissected extraperitoneally.8 In our
series we modified the procedure by approaching the
bladder transperitoneally (without doing any
dissection in retropubic space), which provided a quick
access to the posterior wall of the bladder. Stay
sutures are quite helpful to lift up the posterior wall
and reduce the ooze from the edges of the urinary
bladder. However some people have described their
role as enhancing post operative voiding dysfunction
and reflux.9

The fistulous edges are excised and closure of
both the vaginal and bladder defect is done in a single
layer using closely placed stitches. We prefer to use
polyglycolic acid (Vicryl). Approaching the urinary
bladder directly through the peritoneum was not
attended by complications like intestinal obstruction,
prolonged ileus or peritonitis. It also provided us with
a wider field of work. We used omentum for
interposition.However where omentum was not
sufficient,we used paravesical fat or peritoneal fat.

TTTTTable 1: Results of transperitoneal able 1: Results of transperitoneal able 1: Results of transperitoneal able 1: Results of transperitoneal able 1: Results of transperitoneal VVFVVFVVFVVFVVF repair (n=32) repair (n=32) repair (n=32) repair (n=32) repair (n=32)

ResultsResultsResultsResultsResults Number of patientsNumber of patientsNumber of patientsNumber of patientsNumber of patients
and percentageand percentageand percentageand percentageand percentage

Cure (fistula closed no 28 (87.5%)
symptoms

Fistula closed but presented 1 (3.125%)
with Frequency

Infected wound 1 (3.125%)

Leak 2 (6.125%)
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In our series we had a 91.1% success in terms
of continence. Ever since transabdominal approach
to VVF has been described, continuous refinements
in the technique have given better results.Several
surgical techniques have been described in this
context with failure rates ranging from 4 to
35%.11,12,13,14,15

Tanveer et al, has clamied a success rate of
68.42%.16 Nasrullah LJ gave the success rate of
transperitoneal O’Connor’s procedure as 100%10 and
considered it to be the gold standard for supratrigonal
fistulae. Cetin et al, in series of 23 cases concluded
that fistulae encroaching the ureteric orifices, were
good candidates for suprapubic approach.17 Motiwala
and associates in a series of 68 cases attributed the
success of tranperitoneal technique to the simple
access, use of vascularised flaps and vicryl suture.18

Haung also worked and emphasized the importance
of individually modifying the technique for each fistula.19

Transabdominal-transvesical approach is the
preferred method of managing large supratrigonal
VVF.20 21 Mondet evaluated the anatomical and
functional results of transperitoneal-transvesical
approach of VVF repair and concluded that it is the
preferred approach to complex supratrigonal VVF.22

Leng and his colleagues as well as Sotelo et al. also
reported that l imited transvesical repair of
uncomplicated supratrigonal VVF offers reliable
success with minimal morbidity and hospital stay
comparable to transvaginal approach.23,24

We also suggest that this modified approach,
may be adopted in laproscopic repair of VVF to have
better results.

CONCLCONCLCONCLCONCLCONCLUSIONUSIONUSIONUSIONUSION

There was minimal intra operative blood loss,
operating time and the procedure had a high success
rate. We have suggested some modifications to the
original technique of O’Connor’s repair by
approaching the fistula transperitoneally and
interposition of omentum. The modifications are simple
and easy to follow.
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