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Abstract 

Objectives:  To evaluate the outcome of trans-vaginal 

repair of vesico-vaginal fistula through vaginal appro-

ach. 

Study Design:  Prospective study. 

Material and Methods:  This study was carried out in 

Department of Urology, Shaikh Zayed Postgraduate 

Medical Institute and National institute of Kidney Dis-

eases, Lahore for the period extending from April 

2009 to April 2014. Total 17 patients were included in 

the study. History, physical examination and findings 

on investigations were reviewed. In all patients cysto-

scopy and vaginal examination was performed to see 

fistula site and ureteral orfices. Then trans-vaginal 

repair was done in all cases. 

Results:  VVF repair was performed on 17 patients 
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aging 25 to 45 years (mean 35.83 ± 7.37 years). The 

symptoms preceded for a period of 3 months to 8 

years. The cause was gynecological hysterectomy 8 

(47.05%), obstetric C-section 7 (41.17%) and obstruc-

ted labor 2(11.76%). In three of our patients VVF was 

previously repaired trans-abdominally. On cystoscopy 

no patients had more than one fistula. In two (11.76%) 

patients fistula was supratrigonal. The average size of 

fistula was 2.05 cm, detail of fistula site and size is 

given in table. One patient had leakage on second post 

op day that was managed with change of Foleys cathe-

ter. Successful repair was achieved in all patients and 

no patient required second attempt. No ureteric injury 

and other complications were observed. 

Conclusion:  Trans-vaginal repair of VVF avoid lapa-

rotomy and bladder bisection. It has reduced hospital 

stay and morbidity. 

Key Words:  Urinary bladder, vagina, fistula, VVF. 
 

 

Introduction 

Vesicovaginal fistula (VVF) is an abnormal communi-

cation between the urinary bladder and vagina result-

ing in an uncontrollable, involuntary leakage of urine 

per vagina.
1
 Vesicovaginal fistula in females is still a 

dreadful complication in both developing and develo-

ped world. The leading cause in developing countries 

is deficient obstetric facilities and prolonged obstruc-

ted labor. Contrary to this radical hysterectomy and 

radiation to pelvic tumors are the causes in progressed 

countries.
2,3

 The WHO showed that about 50 lac fema-

les are affected with fistulae from obstetric reasons 

every year.
4
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 Vesicovaginal fistula is treated by various surgical 

ways. Better diagnosis and in time repair is required 

for successful closure of a VVF.
5
 Fistula closure resu-

lts in improvement of sexual health and social life. 

VVF repair through vaginal approach requires less 

operative time and decrease in hospital stay and anal-

gesia. If patient fulfills inclusion and exclusion criteria 

trans-vaginal repair is better than abdominal repair.
6
 

Recurrence is dreadful complication after VVF repair. 

 Successful repair of VVF depends on the experi-

ence of the surgeon and adhering to basic surgical pri-

nciples. Very high success rates were seen with flap 

interposition.
7
 

 

 

Material and Methods 

It is a prospective study conducted at Department of 

Urology Sheikh Zayed Hospital, Lahore From April 

2009 to April 2014. 

 
Inclusion Criteria 

• Unoperated VVF. 

• Recurrent VVF after abdominal approach. 

• Recurrent VVF after vaginal approach. 

• Supratrigonal VVF. 

 
Exclusion Criteria 

• Small immobile vagina. 

• Concomitant urethrovaginal or ureterovaginal fis-

tula. 

• Radiation induced VVF. 

• Malignant fistula. 

• Multiple fistulae. 

 After taking informed consent and approval from 

ethical committee, demographic information and dise-

ase related history of patients obtained at the Depart-

ment of Urology Sheikh Zayed Hospital, Lahore. Uri-

ne culture and sensitivity, KUB ultrasonography, cys-

tography and intravenous urography were performed 

to diagnose VVF and rule out ureterovaginal fistulae. 

All patients underwent Examination under Anesthesia 

and cystoscopy to assess urinary bladder capacity, 

location and relation of fistula to ureteric orifice. Size 

of vagina and fistula and scaring from previous repair 

was assessed before opting for vaginal repair. 

 A gap of three months was given before VVF 

repair for inflammatory process to stop. Procedure per-

formed in lithotomy position. Temporary ureteric cath-

eter passed before starting procedure if fistula was 

near to ureteric opening. Circumferential incision was 

made around the fistulous opening. Vagina dissected 

from urinary bladder. Defect in urinary bladder and 

vagina repaired separately with vicryl 2/0 or 3/0. Vagi-

na was packed with Povidone iodine soaked gauze for 

24 hours. Patient was discharged home on 4th post op 

day and called back for removal of Foleys catheter on 

10th post-surgical day. 

 Follow up was done at one month, three months, 

six months and every year afterwards. The couple was 

prohibited from sexual contact for three months. Pro-

cedure was declared successful if patient was free of 

urinary leak for 3 months. 

 

 

Results 

VVF repair was performed on 17 patients aging 25 to 

45 years (mean 35.83 ± 7.37 years). The symptoms 

preceded for a period of 3 months to 8 years. The cau-

se was gynecological hysterectomy 8 (47.05%), obs-

tetric C-section 7 (41.17%) and obstructed labor 2 

(11.76%) as shown in graph. In three of our patients 

VVF was previously repaired by trans-abdominal 

approach (table 3).On cystoscopy no patients had more 

 

 

Gynecological 47.05% C-section 41.17%

Obstructed labor 11.76%
 

 

Fig. 1:  Etiology of VVF (Graph). 

 

 
Table 1:  Site of VVF. 
 

Site of VVF 
Number 

N = 17 
Percentage 

Trigonal N = 15 88.23% 

Supratrigonal N = 02 11.76% 

Percentage 
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Table 2:  Size of VVF. 
 

Size of VVF Number of Patients Average Size Percentage 

< 2 cm N = 10 1.67 cm 58.88% 

> 2 cm N = 07 2.60 cm 
2.05 cm 

41.17% 

 

 
Table 3: 

Primary / secondary repair. 
 

 

Type of Repair Initial Repair Repair 
Number of 

Patients 
Percentage 

Primary repair - Trans-vaginal N = 14 82.35% 

Secondary repair Trans-abdominal Trans-vaginal N = 03 17.64% 

 

 

than one fistula. In two (11.76%) patients fistula was 

supratrigonal. The average size of fistula was 2.05 cm, 

detail of fistula site and size are given in (tables 1 and 

2). One patient had leakage on second post op day that 

was managed with change of Foleys catheter. Success-

ful repair was achieved in all patients and no patient 

required second attempt. No ureteric injury and other 

complications were observed. 

 

 

Discussion 

VVF is mostly a problem of developing nations arising 

from poorly managed labor and gynecological sur-

geries.
8,9

 In VVF, the persistent odor and leakage of 

urine badly affects social status of females. They are 

unable to perform their religious activities and even 

get divorce in some cases with psychological implica-

tions.
10

 

 Lee et al used tissue interposition for transvaginal 

closure of VVF and he was successful in 97% of cases. 

Mean age of patients in his study was 45 years. VVF 

was found in 88% of the women from gynaecological 

origin. Mean age in our study was 35.83 years and 

47.05% of VVF were due to gynaecological cause. 

This difference seems to be because of increased num-

ber of hysterectomies in United States and poor obs-

tetric care in Pakistan.
11

 

 Shoukry MS et al, used vaginal flap reinforcement 

for vesicovaginal fistula repair and he was successful 

without complications.
12

 While we achieved 100% 

results without any reinforcement or interposition of 

different tissues. 

 In 2005 Hanif MS published study at Karachi. 

According to his study 71.4% of patients developed 

fistula from obstetric and 28.6% from gynaecological 

cause.
10

 In 2006 at Larkana Jalbani MH showed causes 

of Vesico-vaginal fistula were obstetrical in 80%, 

Gynecological in 17.5% and in 2.5% the fistula deve-

loped due to other causes.
13

 Our study shows reduced 

obstetric 52.95% etiology. Perhaps this is because of 

improvement in obstetric care in Pakistan with passage 

of time. 

 Many urologists and gynecologists used omental, 

peritoneal,
14

 Martius flaps
15

 and gracilus muscle
16

 as 

an interposition between vagina and bladder to provide 

support for VVF repair.Laparoscopic
17

 and robotic 

repair
18

 and closure of fistula with fibrin glue
15

 have 

been introduced. But we performed vaginal repair for 

VVF without the use of any of the above means with 

100% results. Three of our patients presented after fai-

lure of transabdominal repair but we were successful 

in repairing them through transvaginal approach. 

 

 

Conclusion 

Trans-vaginal repair for VVF is the easy and safe opt-

ion for single fistulous opening irrespective of site, 

size and previously failed repair with lesser morbidity 

to the patient. Trans-vaginal repair of VVF avoid lapa-

rotomy and bladder bisection with reduced hospital 

stay. 
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