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INTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTION

Urinary fistula to the vagina has been described
as early as ancient times by Hippocrates and Rufus1.
Before the nineteenth century, the urinary fistulae were
generally considered to be irreparable but in the mid
to late 1800s, James Marion Simms not only introduced
the routine use of postoperative catheter drainage of
the bladder but also described the surgical technique
for fistula repair2. During the early 20th century, several
additional techniques were used to improve the
outcome for repair of vesicovaginal fistula. Many
surgeons introduced flaps for interposition between
bladder and vaginal walls to minimize the failure of
vesicovaginal fistula repair.

The actual incidence of genitourinary fistula is
not known. However, according to WHO estimates,
over five million women develop genitourinary fistulae
each year3. This is associated with significant decrease
in quality of life for the unfortunate patient.

In industrialized nations, gynecologic surgery is
the most common cause of vesicovaginal fistula.
Abdominal or vaginal hysterectomy are associated with
about 75% of genitourinary fistula1. Obstetric injury is

the major cause of urinary fistulae in underdeveloped
nations due to limited medical resources1,3,4,5. Other
causes of vesicovaginal fistula include urologic or
gastrointestinal pelvic surgery, pelvic malignancy,
pelvic radiation, and rarely infection including urinary
tuberculosis1,6. Erosion by foreign bodies including
pessaries has also resulted in vesicovaginal fistula
formation1,7.

Management of vesicovaginal fistula is
complicated by the presence of substantial tissue loss
and the tendency of the repair to break down8.
Numerous methods for repair of vesicovaginal fistula
have been described. Abdominal, transvaginal or
combined abdomino-vaginal approaches are used for
the repair of the fistula1. Tissue interposition is
indicated in the management of complicated
vesicovaginal fistulae such as giant vesicovaginal
fistula larger than 5 cm in diameter, multiple or
recurrent vesicovaginal fistulae and those associated
with radiation therapy. Tissue interposition is justified
since there is often insufficient and poorly
vascularized tissue for second layer of closure1,3.
Martius labial fat pad is commonly used to reinforce
the fistula repair3,8. It provides a well vascularised
tissue and a surface for epithelialisation and prevents
overlapping of vesical and vaginal suture lines1,3,8.

The purpose of our study was to assess the
results of Martius labial fat pad in the repair of
complicated vesicovaginal fistula.
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ABSTRACTABSTRACTABSTRACTABSTRACTABSTRACT

Objective:Objective:Objective:Objective:Objective: To assess the out come of Martius Labial fat pad interposition in the repair of complex low or medium
vesicovaginal fistulas.

Material and Methods:Material and Methods:Material and Methods:Material and Methods:Material and Methods: A prospective study, carried out in surgical units of Khyber Teaching Hospital, Peshawar and
Hayatabad Medical Complex, Peshawar. Patients with complex low or medium vesicovaginal fistula were included.
Study period was from Jan 1997 to Dec 2006. Repair was done through the vaginal approach. Martius labial fat pad
was taken from the left side in all patients. Patients were followed up for 6 months.

Results: Total of 32 patients were included in the study. Age range was from 15 years to 40 years, with mean age
being 27 (± 4 SD) years. Obstetric trauma accounted for 78.13% cases while 12.5 % cases were due to abdominal
hysterectomy. Postoperative transient stress incontinence occurred in 12.5% patients, while recurrence of the
vesicovaginal fistula was seen in 12.5 % patients.

Conclusion:Conclusion:Conclusion:Conclusion:Conclusion: Martius labial fat pad is a simple, safe and effective technique for the repair of complex vesicovaginal
fistula.
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MAMAMAMAMATERIAL AND METHODSTERIAL AND METHODSTERIAL AND METHODSTERIAL AND METHODSTERIAL AND METHODS

A prospective study was conducted on patients
with complicated vesicovaginal fistulae in the surgical
units of Khyber Teaching Hospital Peshawar and
Hayatabad Medical Complex, Peshawar. The study
period was from January 1997 to December 2006.

All patients with recurrent or giant vesicovaginal
fistulae i.e. more than 5cm in diameter were included
in the study. Patients with uncomplicated fistula, high
vesicovaginal fistula, ureterovaginal fistula and
urethrovaginal fistula were excluded from the study.
Informed consent was taken from all the patients.
Mechanical bowel preparation was done and triple
sulpha vaginal cream pack was placed on the night
before surgery. All patients had 1gm of Amikacin
½ hours before operation.

All the cases were operated upon by a single
surgeon. Cystoscopy for identification of the fistula and
bilateral ureteric catheterization with 6 Fr ureteric
catheters was done in all the patients immediately
before surgery.

Repair was done via vaginal route. Patients were
put in lithotomy position. The fistula was dissected to
separate bladder from vagina and the bladder was
closed with 2/0 vicryl continuous sutures. Martius
labial fat pad was raised via longitudinal incision on
the left labia major in all patients. The vascular bundle
at the anterior portion of the fat pad was divided while
the branches of internal pudendal vessel at the
posterior aspect were preserved for nourishing the flap.
By blunt dissection, a tunnel was made through which
the fat pad was pulled across into the fistula site. The
pad was secured to the bladder, covering the fistula,
with 2/0 vicryl. Vaginal flap was loosely closed over
the fat pad with continuous 2/0 vicryl. A suction drain
left into labia major via a separate stab incision. Labial
skin was closed with subcuticular proline suture.
Bilateral ureteric catheters were removed after
completion of the surgery. Two way silicon catheter 16
Fr was placed per urethra in all patients. Vaginal pack
was placed at the end of the repair. Postoperatively,
the patients were mobilized after 24 hours. Suction
drain and vaginal pack were removed after 48 hours.
Patients were discharged on the 5th or 6th

postoperative day. Urethral catheter was removed
after one month.

Patients were asked to come for follow up at one
month, three months and six months after operation.
Total duration of follow up was six months.

RESULRESULRESULRESULRESULTSTSTSTSTS

A total of 32 patients were included in the study.
Age ranged from 15-40 yrs, with a mean age of 27 yrs,
as shown in Table 1. There were 22(68.75%) primipara
and 10 (31.25%) multipara patients.

Regarding etiology of vesicovaginal fistulae, 25
(78.13%) patients had obstetrical history of prolonged
labour and instrumental delivery. Abdominal
hysterectomy accounted for 4 (12.5%) cases of
vesicovaginal fistulae for benign uterine pathology as
elective surgery. Caesarean section due to obstructed
labour accounted for 2 (6.25%) cases of
vesicovaginal fistulas. One patient had a large vaginal
stone formed over a left over swab, that resulted in
vesicovaginal fistula, as shown in figure 1.

TTTTTable 1: Pable 1: Pable 1: Pable 1: Pable 1: Patient Ageatient Ageatient Ageatient Ageatient Age

S. #S. #S. #S. #S. # AgeAgeAgeAgeAge No. of patientsNo. of patientsNo. of patientsNo. of patientsNo. of patients

1. 15-25 yrs 4 (12.5%)

2. 26-35 yrs 25 (78.13%)

3. 36-40 yrs 3 (9.4%)

TTTTTable 2: Pable 2: Pable 2: Pable 2: Pable 2: Postoperative Complicationsostoperative Complicationsostoperative Complicationsostoperative Complicationsostoperative Complications

S.S.S.S.S. ComplicationsComplicationsComplicationsComplicationsComplications No. of patientsNo. of patientsNo. of patientsNo. of patientsNo. of patients
##### & %age& %age& %age& %age& %age

1. Haematuria 5 (15.62%)

2. Clot retention 1 (3.12%)

3. Vaginal bleeding 2 (6.25%)

4. Labial wound infection 2 (6.25%)

5. Transient stress incontinence 4 (12.5%)

6. Recurrence 4 (12.5%)

7. Deep vein thrombosis 1 (3.12%)

8. Constipation 1 (3.12%)

During the follow up, 12.5% patients had
transient stress incontinence for three months.
Recurrence of vesicovaginal fistula was seen in 4
(12.5%) cases, as shown in Table 2. Two (6.25%)
patients had labial wound infection which didn’t need
any intervention. Haematuria occurred in 5 (15.62%)

Fig. 1: Etiology Of Vesicovaginal Fistula
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patients and clot retention in only one case. Bleeding
through the vagina after removal of the pack occurred
in 2 (6.25%) patients. However it stopped
spontaneously. Deep venous thrombosis and
constipation occurred in 1 (3.12%) patient each. 28
(87.5%) cases operated were successful with no
postoperative urinary leak.

DISCUSDISCUSDISCUSDISCUSDISCUSSIONSIONSIONSIONSION

Vesicovaginal fistula is a dreadful condition. Apart
from urinary incontinence, there is perineal skin
excoriation, discomfort and odor which cause serious
social problems. Most of the patients with
genitourinary fistulas are young primipara9. In this study
22 (68.75%) patients were primipara and only
10 (31.25%) patients were multipara.

Most cases of vesicovaginal fistula in
developing countries result from obstetrical trauma due
to prolonged difficult labor4,5,9,10. High frequency of
vesicovaginal fistula in Pakistan and other developing
countries is because of poor medical care and low
socioeconomic status9,10.

In our study, 78.13% of the vesicovaginal
fistulae were due to obstetrical trauma and only 12.5%
were due to abdominal hysterectomy. These figures
are consistent with other local studies3,9. A recent
Nigerian article reported that 96.5% vesicovaginal
fistulae were due to obstetrical trauma. Most of their
patients had developed fistulae as a primigravida
during a prolonged labour11. Similarly an African study
on 230 patients reported that the obstetrical trauma
was the causative factor in 93% of fistulae and most of
the patients were young primiparas12.

An uncommon cause of vesicovaginal fistula is
the presence of foreign body in the vagina for
prolonged duration7. We had only one such case. A
young girl who had a history of road traffic accident in
childhood, dressing pad was placed in the vagina at
that time, which had later eroded into the bladder
creating the fistula.

A high index of clinical suspicion, coupled with
diagnostic tests and appropriate surgical intervention
results in excellent outcome in most cases. While some
small fistulae less than 3.5mm in diameter, may
respond to conservative management with continuous
urethral catheter drainage13, or fulguration of the
fistulous tract14, the definite treatment of the fistula is
surgical repair1. Although controversy exists in the
timing of fistula repair i.e. early versus delayed repair,
we prefer operation after three months of occurrence
or of the previous repair. By then local inflammation
and infection have resolved, the scar is matured and
the amount of tissue loss is better defined.

Many studies have reported that the success rate
of repair of complex vesicovaginal fistula is improved
with tissue interposition3,15. Martius labial fat pad is

commonly used to reinforce the repair of complicated
fistula. This interposition flap is composed of
bulbocavernosus muscle and the overlying fibro
adipose tissue from the labia major. It receives its blood
supply from the internal pudendal artery1,16,17.

Alternative interposition flaps include
peritoneum, omentum, gracilis myocutaneous or
myofascial flap and gluteal skin rotational flaps. These
alternative interposition flaps are used when the
repair site is beyond the reach of Martius labial fat pad
such as in proximal vesicovaginal fistulae1,3,8,19.

Many studies have reported good results with
Martius flap with low postoperative morbidity3,816,17,20-25.
The success rate of Martius flap varies from
87-100% 3,8,16,17,20. In our study 4 (12.5%) patients had
recurrence of vesicovaginal fistula. These patients
underwent successful repair after 3 months using
Martius flap from the opposite side. Transient stress
incontinence was noted in 4 (12.5%) cases, which
improved spontaneously in 3 months and did not need
any additional treatment. These figures are consistent
with that of other studies3,8,25.

CONCLCONCLCONCLCONCLCONCLUSIONUSIONUSIONUSIONUSION

Maritus labial fat pad is a simple, safe and
effective technique in the repair of complex
vesicovaginal fistulae.
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