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Summary
Aim. An evaluation of the efficiency of different surgery techniques in the treatment of vesicovaginal fistulas, based on own 
experience.
Material and methods. In the years 2008-2012, at the Gynaecology-Maternity Ward of the Kędzierzyn-Koźle Public Hospital, 
7 patients were operated on due to the development of primary and recurrent vesicovaginal fistulas after abdominal hyster-
ectomy. The patients were operated on vaginally and the operation technique was matched to the location and the size of the 
fistula.
Results. In 6 patients, the vesicovaginal fistula was closed after only one operation. In 1 patient, a recurrence of the fistula was 
observed, so the patient needed further corrective surgery.
Conclusions. All of the patients were treated successfully. Both primary and recurrent fistulas can be successfully closed vagi-
nally. Postoperative estrogen therapy in patients operated on vaginally precipitated the healing of postoperative lesions.
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INTRODUCTION

Vesicovaginal fistulas are a rare but very discomfort-
ing complication. The continuous discharge of urine 
through the vagina causes irritation of the perineal area 
and inflammations. It significantly degrades the quality 
of patients’ lives, at times hindering normal functioning 
in society. The main cause of the occurrence of fistu-
las between the urinary and genital tracts is prolonged, 
complicated birth (1). In developed countries, the major-
ity of vesicovaginal fistulas occur after gynaecological 
and obstetric surgeries and radiotherapy (2).

Vesicovaginal fistulas occurring after gynaecological 
surgeries are related in 70% of cases to the removal of 
the uterus (2, 3). The incidence after uterus removal is 
1 in 1800(4).

Radiotherapy, the highly effective method of treat-
ment of genital tract neoplasms carries the risk of com-
plication in the form of postradiation fistula (5, 6). Such 
fistulas occur due to exceeding the critical dose for the 
urinary bladder.

Other treatments significantly increasing the risk 
of occurrence of vesicovaginal fistulas are: restorative 
surgery of the front vaginal wall, transvaginal hysterec-
tomy.

AIM

The evaluation of effectiveness of various techniques 
of treatment of vesicovaginal fistulas.

PATIENT AND METHODs

The analysis included 7 patients operated on in the 
ZOZ Kędzierzyn-Koźle Public Hospital in the period 
2008-2012 jointly by doctors of the Gynaecology-Mater-
nity Ward and doctors of the Urology Ward. The patients 
were operated on for primary and recurrent vesicova-
ginal fistulas. All of the fistulas had occurred after ab-
dominal hysterectomy. Five of the fistulas were primary. 
Two were recurrent fistulas, each of them three times 
closed unsuccessfully through abdominal or vaginal 
routes. The average age of the patients operated on was 
54 years. Before surgery, gynaecological and urological 
diagnoses were performed on each patient. All patients 
were subjected to a gynaecological examination with a 
vaginal speculum, during which methylene blue was ad-
ministered into the urinary bladder, in order to confirm 
the diagnosis. In all of the patients cytoscopy was per-
formed before and after the surgery.

All of the patients were operated on via the vaginal 
route. The average duration of surgery was 110 minutes. 
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The Foley catheter was removed from the bladder on 
the 14th day after surgery.

The patients were qualified for surgery depending on 
the diameter of the vaginal orifice of the fistula duct and 
the location of the vesicovaginal fistula in relation to the 
external urethral orifice (6). The fistulas were classified 
as shown below.

Vesicovaginal fistulas are divided into the following, 
depending on the vaginal orifice diameter:

– 	 simple, with the orifice diameter below 0.5 cm
–	 complex, with the orifice diameter larger than 

2.5 cm
–	 intermediate, with the orifice diameter between 

0.5 cm and 2.5 cm
The Goh classification divides vesicovaginal fistulas 

into 4 types (7):
Type 1–	 the vaginal fistula opening is located at more 

than 3.5 cm from the external urethral orifice
Type 2 –	the vaginal fistula opening is located at 

2.5-3.5 cm from the external urethral orifice
Type 3 –	the vaginal fistula opening is located at 

1.5-2.5 cm from the external urethral orifice
Type 4 –	the vaginal fistula opening is located at less 

than 1.5cm from the external urethral orifice
Three operating techniques were used in the treatment.
A surgery using the Sims technique with the Moir 

modification was performed on one patient. The fis-
tula was classified as primary, simple (< 0.5 cm), Goh 
type  1. The operating technique involved longitudinal 
incisions 0.5 cm upward and downward from the fis-
tula. The vaginal wall and the entire cicatricial fibrous 
tissue are excised downward, so that the excision does 
not include the mucous membrane of the urinary blad-
der. The vaginal walls are not separated from the urinary 
bladder walls. The edges on both sides are pulled to-
gether by applying single vertical mattress sutures from 
top to bottom. The patient was treated successfully.

In four patients with primary fistulas the Futh opera-
tion was performed. The fistulas were classified as inter-
mediate (0.5-2.5 cm), Goh type 1. The surgical technique 
involved the excision of cicatricial edges of the fistula, 
wide dissection of the vaginal wall from the urinary blad-
der. The dissected bladder wall is sutured in two layers, 
and then the edges of the vagina are sutured. All of the 
patients were treated successfully.

Another two patients with recurrent fistulas were op-
erated on using the Dóderlein technique – three unsuc-
cessful attempts to close the first fistula transvaginally, 
three unsuccessful attempts to close the second fistula 
transabdominally.

The fistulas were classified as intermediate, Goh 
type  2. The operating technique involved the closure 
of the fistula opening using a ‘stemmed roll’ formed by 
rolling up the back vaginal wall and inserting it into the 
fistula and affixing with sutures. Operating success was 
achieved in one patient who was previously unsuccess-
fully operated transabdominally. In the other patient, the 
treatment was unsuccessful. The patient required anoth-
er repair surgery using a different operating technique.

RESULTS

Repair surgery of vesicovaginal fistulas was success-
ful in all patients with primary fistulas. In the case of re-
current fistulas, the operating technique chosen proved 
successful only in one patient. In the other patient was 
observed a large tissue defect of the urinary bladder and 
seepage of urine dyed with methylene blue into the va-
gina. The patient was qualified for a repeat repair opera-
tion of the vesicovaginal fistula with the Futh technique. 
The surgery was successful.

DISCUSSION

Vesicovaginal fistulas are a very troublesome post-
operative, postnatal and postradiation complication. 
The  complicated nature, operating difficulties, recur-
rence are only some of the problems which have to be 
dealt with by a gynaecologist or urologist. Numerous 
techniques of treating vesicovaginal fistulas have been 
described to date, however the multitude of operating 
techniques may be evidence of imperfection of each 
of these methods. Patients with vesicovaginal fistulas 
can be operated on via vaginal, abdominal or mixed 
routes (8). Most gynaecologists dealing with the prob-
lem choose the vaginal route, the least invasive and less 
burdensome for the patient (9, 10). Transabdominal sur-
gery is preferred by urologists. An alternative for laparo-
tomy is laparoscopy (11). The success rate of surgery 
via both routes is comparable (11, 12). The achievement 
of surgical closure of a vesicovaginal fistula is depen-
dent on the choice of the operating technique and the 
operating doctor’s experience. Recurrence of a fistula 
could suggest failure of the chosen operating method 
and causes considerable stress to patients. Another 
surgery is burdened with a significantly higher difficulty 
level and the risk of complications rises. The chance of 
successful treatment of a vesicovaginal fistula drops 
considerably with each surgery.

The success rate of surgical closure of a vesicova-
ginal fistula opening is comparable across various op-
erating techniques. The lowest success rate, 87%, was 
achieved by Raashid Y et al. They performed transab-
dominal and transvaginal repair fistula surgeries (13).

A slightly higher success rate of 93% was achieved by 
Jatoi N et al., who performed repair fistula surgeries on 
29 patients (14). A 100% transabdominal treatment rate, a 
97% transvaginal treatment rate were achieved by Lee Ra 
and Symmonds RE. They performed repair fistula surger-
ies on 303 patients, using different operating routes (2). 
In their paper, Lee Ra and Symmonds RE evaluated the 
surgery success rate taking into account one, sometimes 
two vesicovaginal fistula closure surgeries. An equally 
high surgery success rate was achieved by Zambon JP 
et al., performing repair surgeries in 23 patients operated 
on through different routes (15). Rechberger T et al. per-
formed repair surgeries using the Latzko technique on 
5  patients with vesicovaginal fistulas. Successful treat-
ment was achieved in 4 patients (16).

Our results of surgical closure of vesicovaginal fistu-
las are comparable with the results of other authors.
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CONCLUSIONS

Both primary as well as recurrent fistulas can be suc-
cessfully closed transvaginally. The degree of operating 
difficulty increases in the event of a prior unsuccessful 
repair procedure.

References
1. Gołka KA, Klasa-Mazurkiewicz D, Milczek T et al.: Przetoka cewko-

wo-pochwowa jako powikłanie przedłużonego porodu. Ginekol Pol 2008; 
79: 56-59. 2. Lee RA, Symmonds RE, Williams TJ: Current status of geni-
tourinary fistula. Obstet Gynecol 1988; 72(3 Pt 1): 313-319. 3. Leach G, 
Trockman B: Surgery for vesicovaginal fistula and uretrovaginal fistula and 
urethral diverticulum. En: Walsh P et al.: Campbell’s urology, 7ed. Vol. 
1 Philadelphia, Saunders 1998; 1135-1153.-7. 4. Angioli R, Penalver M, 
Muzii L et al.: Guidelines of how to manage vesicovaginal fistula. Crit Rev in 
Oncol Hematol 2003; 48(3): 295-304a. 5. Van Nagell J, Parker J, Marujama Y 
et al.: Bladder or rectal injury following radiation therapy for cervical cancer. 
Am J Obstet Gynecol 1974; 6: 727-732. 6. Boronow R, Rutledge F: Vesico-
vaginal fistula, radiation and gynecologic cancer. Am J Obstet Gynecol 1971; 

111(1): 85-90. 7. Goh JA: A new classification of female genital tract fistula. 
Aust N Z J Obstet Gynecol 2004; 44(6): 502-504. 8. Miller EA, Webster GD: 
Current management of vesico-vaginal fistulae. Curr Opin Urol 2001; 11(4): 
417-421. 9. Woo H, Rosario D, Chapple C: The treatment of vesicovaginal 
fistulae. Eur Urol 1996; 29: 1-9. 10. Mior Ch: Personal Experience in the 
treatment of vesicovaginal fistulas. Am J Obstet Gynecol 1956; 71(3): 
476-491. 11. Jarecki P, Szkarłat P, Sasim K: Przypadek kobiety chorej na 
przetokę pęcherzowo-pochwową, leczonej laparoskopowo. Polish Urology 
2006; 59/3. 12. Tancer M: Observations on prevention and management of 
vesicovaginal fistula after total hysterectomy. Surg Gynecol Obstet 1992; 
175(6): 501-506a. 13. Raashid Y, Tmajeed T, Majeed N et al.: Iatrogenic 
vesicovaginal fistula. J Coll Physicians Surg Pak 2010; 20(7): 436-438. 
14. Jatoi N, Jatoi NM, Shaikh F et al.: Key to successful vesico-vaginal 
fistula repair – an experience of urogenital fistula surgeries et outcome at 
gynaecological syrgical camp-2005. J Ayub Med Coll Abbottabad 2008; 
20(2): 125-127. 15. Zambon JP, Batezini NS, Pinto ER: Do we need new 
surgical techniques to repair vesico-vaginal fistulas? Int Urogynecol J Pel-
vic Floor Dysfunct 2010; 21(3): 337-342. 16. Rechberger T, Postawski K, 
Romanek K et al.: Przetoki pęcherzowo-pochwowe-aktualna strategia 
postępowania. Ginekol Pol 2010; 81(6): 452-456.

Correspondence to:
*Agnieszka Ledniowska

Gynaecology-Maternity Ward
ZOZ Kędzierzyn-Koźle Public Hospital

24 Kwietnia St. 5, 47-200 Kędzierzyn-Koźle
tel.: +48 517-056-831

e-mail: a.ledniowska@interia.pl

Received: 13.11.2012
Accepted: 30.11.2012


