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ABSTRACT… Objectives: To compare the outcome of Vesicovaginal fistula repair by omental 
transposition and perivesical fat emplacement in terms of recurrence and maximum bladder 
capacity. Study Design: Randomized control trial. Setting: Urology department of Peoples 
University Hospital Nawabshah, Sindh, Pakistan. Period: From January 2018 to December 
2018. Material & Method: Overall 40 patients with VVF were added in the research, split into 
two identical groups, each consisting of 20. In group 1, omental transposition and in group 
2, perivesical fat emplacement was done. Adult female patients with Vesicovaginal fistula, 
resulting from obstetrical and as a complication of surgery was included. This was confirmed 
by physical examination, IVU, pelvic computerized tomography scan with contrast, retrograde 
uretherocystogram, ultrasound KUB and cystoscopy. Exclusion criteria were Patients with 
systemic illness like diabetes mellitus, chronic renal failure and chronic liver disease etc, 
immunosuppressant therapy like: steroids intake, patient’s undergone irradiation of the 
pelvis due to any malignant disease. Follow up after 6, 12 and 24 weeks, all the patients were 
assessed for recurrence. The complications like wound infections, urgency, urge incontinence 
and paralytic ileus were also noted. The data was collected in a specially designed proforma. 
Results: In this study 40 patients fulfilling the inclusion criteria were included, 20 patients in each 
group. The success rate was 95 %( 19 /20) in group 1, only one case had recurrence. While in 
group 2 all the cases were successful. Chi square analysis was employed for comparison of 
adequacy of both the techniques, the P value was found to be 0.311 which suggests that the 
difference between the efficacies was not statistically significant. Conclusion: It is concluded 
that both the techniques of Vesicovaginal fistula repair, either with omental transposition or 
perivesical fat emplacement are equally good in terms of recurrence and maximum bladder 
capacity. 
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INTRODUCTION
Vesicovaginal fistula (VVF) is a disastrous situation 
for women. Large VVF after an obstetrical trauma 
has been described since 2050BC.1 It is an 
unusual connection between urinary bladder and 
vagina, causing continuous leakage of urine in 
the vagina.2

Vesicovaginal fistulae are usually due to bladder 
wall ischemia followed by necrosis during 
obstructed labor. Etiology of the obstetric 
fistula is absolutely distinct from surgical fistula. 
Vesicovaginal fistula may also result as a 
complication of pelvic surgery, i.e. injury due to 

inaccurate clamp employment in hysterectomy. 
These fistulae are generally supratrigonal and 
have healthy tissue around. In comparison 
obstetric fistula is a huge injury, with dead tissue 
around. They mostly involve the trigone, bladder 
neck and urethra (Mehmood et al., 2009).

Vesicovaginal fistula presents with constant 
leakage of urine, persistent odor and perineal skin 
rash. The main concerns for the Vesicovaginal 
fistula lie in social and moral distress for the 
woman.3 In developed countries, the problem 
of Vesicovaginal fistula due to obstetrical cause 
has almost been eradicated, but in developing 
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countries, it still remains a problem. Long standing 
2nd stage of labor is said to be the dominant 
(97%) cause of VVF.4

Fistulae always require surgical interference. 
Surgery can be done through abdominal or 
vaginal approach. Preference of approach in a 
particular patient depends at the location of fistula, 
existence or absenteeism of vaginal stenosis and 
expertise of the surgeon. To provide support, 
increase vascularization and better lymphatic 
drainage, tissue/ graft interposition between 
urinary bladder and vaginal wall is done. In case 
of vaginal repair of VVF, Martius fat graft and 
for abdominal approach omental transposition 
is the gold standard. But free bladder mucosa 
autograft, peritoneum, rectus sheath, ileal graft 
and even duramater have been used successfully 
attempted VVF repair by using perivesical fat 
interposition.5,6

Rationale of my research was to compare the 
results of Vesicovaginal fistula repair with omental 
transposition and perivesical fat emplacement 
in terms of recurrence and maximum bladder 
capacity and to conclude which technique is 
more suitable in our population.

MATERIAL METHODS
It was a randomized control trial. Study was 
conducted in the Urology department of Peoples 
University Hospital Nawabshah, Sindh, Pakistan, 
during the time January 2018 to December 2018. 
All the patients were admitted through Out Patient 
Department (OPD). 40 patients with VVF, splitted 
into 2 groups, each consisting of 20 were included. 
Group1, Omental Transposition and group 2, 
Perivesical Fat Emplacement. Adult female 
patients with Vesicovaginal fistula, resulting from 
obstetrical and as a complication of surgery. 
This was confirmed by physical examination, 
IVU, pelvic computerized tomography scan 
with contrast, retrograde uretherocystogram, 
ultrasound KUB and cystoscopy.

Patients with systemic illness like diabetes 
mellitus, chronic renal failure and chronic liver 
disease, Patients on immunosuppressant therapy 
like: steroids intake and Patients undergone 

irradiation of the pelvis due to any malignant 
disease were excluded.

All the routine investigations i.e. complete blood 
count with bleeding profile, random blood Sugar 
levels, renal and liver function tests and Hepatitis 
B, C were done. Demographics like age, parity 
and etiological factor (prolonged labor, lower 
caesarean section, instrumental delivery and 
total abdominal hysterectomy) were noted. Both 
of the procedures were fully explained to the 
patients and consent was obtained. Patients were 
called for follow up and found good results with 
least complication rate. In both group urethral 
catheter was passed at the end of the procedure 
and was kept for two weeks. The patient was 
advised to avoid sexual intercourse for at least 
three months. Strict antenatal care and elective 
caesarean section should be done, in case of 
future pregnancies. After 6, 12 and 24 weeks, all 
the patients were assessed for recurrence. The 
complications like wound infections, urgency, 
urge incontinence and paralytic ileus were also 
noted.

RESULTS
A total of 40 Patients diagnosed to have 
vesicovaginal fistula on basis of clinical history 
and investigation were included in the study. 
Operated most of the cases were 18 to 60 years 
of age as presented in Figure-1. The average age 
of the patients was 35.950± 10.58 years. Mean 
bladder capacity was 276.15 ml in all 40 patients 
.Minimum capacity was 220.0 ml and maximum 
capacity was 350.0 ml. Figure-2.

In group 1, 60.0 % of the cases were due to 
hysterectomy, 15 % cases were due to C-section 
along with hysterectomy, 10 % were due to 
obstructed labor and c, section and 5% were due 
to D&C, while in the group 2, 55.0 % of the cases 
were due to hysterectomy, 20 % cases were due 
to C-section, 15 % were due to c- section along 
with hysterectomy, 5 % were due to obstructed 
labor and 5 % were due to RTA Table-I.

In this study only one out of twenty cases had 
recurrence in group 1 and all the cases in group 
2 were successful Table-II.
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DISCUSSION
In this study two techniques of repair of 
Vesicovaginal fistula were compared in terms 
of recurrence and bladder capacity. Multiple 
studies are available in the literature on this 
important subject on various aspects. There are 
variety of surgical techniques for the treatment 
of VVFs. There are few non-surgical therapies 
as well for the management of small VVFs. Each 
modality of treatment has certain pros and cons. 
However it was found that interpositioning of 
some healthy tissue in between the bladder and 
vaginal mucosa lead to success rate reaching 
almost 100%. Multiple studies are found in 

which interpositioning of healthy tissue has 
been employed for the treatment of VVFs with 
convincing results.

In this study most of the cases were 18 to 60 
years of age. The average age of the patients was 
35.950± 10.58 years. Study Waleed Mohammad 
Altaweel reported age ranged from 21 to 74 
years, with a median of 34 years.7 In our study 
most commonly cause of VVF was 60.0 % of the 
cases were due to hysterectomy, while in the 
study of Mohsin Shakil8 also reported iatrogenic 
injury due to Hysterectomy in 70% cases. 

Figure-1 Figure-2

Etiology
Group 1

Omental Transposition
Group 2

Perivesical Fat Emplacement
Patients Percentage Patients Percentage

Hysterectomy 12 60% 11 55%
Cesarean section 2 10% 4 20%
Cesarean section+ hysterectomy 3 15% 3 15%
Obstructed labor 2 10% 1 5%
Dilation and Curettage 1 5% 0 0%
RTA 0 0% 1 5%

Table-I. Etiology

Outcome
Group 1

Omental Transposition
Group 2

Perivesical Fat Emplacement
Patients Percentage Patients Percentage

Successful 19 95% 20 100%
recurrence 1 5% 0 0%
Total 20 100% 20 100%

Table-II. Outcome



Professional Med J 2019;26(12):2146-2150. www.theprofesional.com

VESICOVAGINAL FISTULA REPAIR 

2149

44

Evans DH et al.9 conducted a retrospective 
study and found that 10 patients out of 29 with 
small VVfs were repaired by interposition flap 
and the success rate was 100%. In remaining 19 
patients with small VVFs flap was not used in the 
repairing of VVF so 12 patients were successful 
with this method (63%). Of the 8 patients with 
large fistulae, VVFs of 2 patients were repaired 
by using interposition flap and both were 
successful (100%). In the remaining 6 large VVFs, 
flap was not used during the repair and only 4 
were successful with this method (67%).This 
study indicates a greater success rate for VVFs 
repaired with flap interposition (100%) outcome 
at their setup. In our study observed the success 
rate was 95 % (19 /20) in group 1, only one case 
had recurrence. While in group 2 the success rate 
was 100 %.

Miklos JR found that interposition of peritoneal 
flap is also a useful and effective treatment for 
VVF repair. They compared peritoneal flap versus 
Martius flap interposition through transabdominal 
and transvaginal approaches respectively.10 Khan 
M reported the technique of harvesting pelvic 
fat as an interposition flap for the treatment of 
high Vesicovaginal fistula. They concluded that 
perivesical fat proved an effective interposition 
flap in the repair of VVFs.11 Zambon JP 1et al 
conducted a study on 23 patients having complex 
Vesicovaginal fistulae. The vaginal approach was 
used in 17 patients and abdominal approach in 6. 
Follow up for all the patients was done for 1 year. 
They concluded that as the VVF repair through 
vaginal approach is a less invasive procedure, 
high cure rates and low cost, so new approaches 
for repair of VVF must be evaluated carefully 
before suggesting as an alternative.1

Rajamaheswari conducted a study to assess 
the usefulness of vaginal approach repair for 
the supratrigonal VVF. They had a review of 48 
cases and concluded that all vaginally accessible 
supratrigonal VVFs of gynecological origin 
should be preferably repaired through the vaginal 
approach.12

Abdominal approach is mostly preferred when 
there is suspicion of ureteric involvement, 

which may than require re-implantation. A 
review was undertaken by Santosh Kumar et 
al in 2007 to determine the recent advances, 
regarding the time and surgical technique 
for VVF repair.13 They evaluated early versus 
delayed intervention, abdominal versus vaginal 
approaches, laparoscopic repair. They also 
evaluated latest robotic repair of VVF. They 
conclude that obstetric VVFs remains the major 
problem in underdeveloped countries whereas 
the most frequent cause of VVF in industrialized 
or developed countries is the hysterectomy. The 
time and route of fistula repair are very important 
for better outcome of repair. Compelling all the 
patients for delayed repair or by only one specific 
technique does not always shows promising 
results and recurrence may cause serious moral 
and social distress for the women.14

In our study omental pedicle transposition versus 
perivesical fat emplacement in the transabdominal 
VVF repair, were compared in terms of recurrence 
and bladder capacity. After 6, 12 and 24 weeks, 
all the patients were assessed for recurrence and 
maximum bladder capacity. 

CONCLUSION
Concluded that both the Vesicovaginal 
fistula repair techniques either with omental 
transposition or perivesical fat emplacement 
are equally effective in terms of recurrence and 
bladder capacity.
Copyright© 25 June, 2019.
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