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Start | End Topic Speakers

14:00 14:15 Introduction and Overview e Sherif Mourad

14:15 14:30 Vaginal Fistula; Epidemiology of Vesicovaginal Fistula e Suzy Elneil
(VVF)

14:30 14:45 Anatomical Aspects & Etiology e Hassan Shaker

14:45 15:00 Classification of Vaginal Fistulae e Edward Stanford

15:00 15:15 Prevention Measures of Obstetrical Vesicovaginal e Alice Emasu
Fistula

15:15 15:30 Discussion All

15:30 16:00 Break None

16:00 16:20 Pre and Post Operative Physiotherapeutical e Els Bakker
Treatment for patients with VVF

16:20 16:40 Surgery for Low Vaginal Fistulae e Sherif Mourad

16:40 17:00 Surgery for High Vaginal Fistula e Suzy Elneil

17:00 17:20 How to Treat Complications of Fistula Repair e Sherif Mourad

17:20 17:40 Dealing with Urinary Incontinence and Reintegration e Ahmed Saafan
of Patients with VVF

17:40 18:00 Discussion All

Aims of course/workshop

The aim of this workshop is to introduce the problem of vaginal fistula and to show the epidemiology and prevalence
worldwide.. The attendees should understand the classification, the different forms of vaginal fistulae and how big and
complicated it could be. The surgical approaches together with the surgical skills and tips will be presented in a way that
elaborates the technical difficulties and the possible post operative events.

Educational Objectives

This workshop is very important in showing the audience the real factors after the increased numbers of vaginal fistulae,
especially in the developing countries. The anatomical consideration and fistula classification will help in better understanding
the workup of the cases. It is also a must to educate them that the best results will be only obtained after the first repair and not
with the recurrent cases, so it is crucial to learn how to do it right from the first time. The operative tips are many and help much
in improving the results and this includes low and high fistula approach and the interpositioning of different tissues in different
approaches. The post operative complications could be a real problem and that is why we shall discuss it in details and show
how to repair it successfully.

Videos of some surgeries will give better understanding of the techniques. Also the reintigration of the patients will be well
discussed.




















































Physiotherapy in case of obstetrical fistula

ELS BAKKER, PT, PhD, HE L de Vinci - Brussels

Prolonged obstructed labor may produce injuries to multiple organ systems. The best known, and
most common, of these injuries is obstetric fistula formation. When obstructed labor is unrelieved,
the presenting fetal part is impacted against the soft tissues of the pelvis and a widespread ischemic
vascular injury develops that result in tissue necrosis and subsequent fistula formation (Arrowsmith
1996).

The objectives of physiotherapy for women in the management of fistula are triple:
1. Prevention : Shorten 2™ stage labour by teaching correct pushing techniques and
different positions during labour
2. Achieve optimal physical fitness pre- and postoperatively
3. Continence management

1. Prevention

Bhutta concluded in his review of strategies (2009) that technical skills in providing continuous
care during childbirth might be more influential on birth outcomes than provision of antenatal
social support. This corresponds with the clear evidence for impact on stillbirth by training
traditional birth attendance leading to shorter labor and more spontaneous vaginal births found
in the Cochrane review of Hodnett (2007)

Midwifes and physios should teach the women to use correct pushing techniques and using
positions to facilitate the delivery.

During birth the movements in the sacro-illiacal joints (10 to 12°) will enable the opening of the
superior detroit by contra-nutation of the sacrum and of the inferior detroit by nutation of the
sacrum. Positioning the legs (rotation, flexion, extension) or the trunk might help to open the
different detroits.

2. Achieve optimal physical fitness pre- and postoperatively

a. Regain as full and active life after surgery as possible
Each woman should be taught to do regular general exercises to promote good circulation
and respiration and maintain normal mobility of the joints and good muscle strength; they
have to be encouraged to move as much as possible.

b. Managing the effects of neurological damage
For those women with ischemia of the lumbar-sacral plexus due to prolonged labour, the
neurological damage will lead to some degree of muscle weakness. In severe cases the
patient can even be unable to move. They are at very high risk to develop contractures of the
hip, knee and ankles due to a lack of mobilization. Return to normal life will then be
impossible due to limitation of movement in the joints. These contractures can easily be
prevented in an early stage by correct positioning in her bed (maintaining functional



positions of her paralyzed limbs) and passive mobilization by a physiotherapist, a nurse or a
member of the family. No movements should be forced (gently and slow stretching of all soft
tissues) and each movement should be repeated 5 times. It is the role of the physiotherapy
or nurse to teach these maneuvers.

In less severe cases the neurological damage can be limited to a uni- or bilateral foot drop. In
this case the sole of her affected foot should be supported by sandbags to maintain a
functional position of 90 degrees dorsiflexion. For the passive mobilization we can give a
wide rubber band or a sheet to the women. She takes one end in each hand and passes it
under her foot. Keeping her knee straight she then pulls gently up until she feels a stretch at
the back of her calf muscle. She should hold this position, count to 30 and then release. | f
available electro stimulation can be used to stimulate the tibialis anterior

c. Give postoperative advice to maintain the results of the surgery
How to protect her from the effects of increased intra-abdominal pressure during physical
activities and how she can protect herself from strain. Epidemiological studies (Chiarelli
2000) showed clear association between straining and incontinence, and straining and PF
dysfunctions (Lubowski 1988)

Continence management

Learning about the importance of, and techniques for, regular pelvic floor exercises to help
with postoperative bladder and bowel control should be started as soon as the woman is
admitted for operation. By the time she is discharged, every woman should understand:

e  Where her pelvic floor muscles are and how to exercise them. Learning about her pelvic
floor is the first step in this process. Diagrams and models are helpful in helping her
understand where the muscles are placed in relation to her bladder, vagina and rectum

e The pelvic floor contraction is described as squeezing and lifting inside as though trying
to stop the flow of urine (special attention should be paid to discourage the women to
stop and start the urine flow) or prevent wind coming out of the back passage. To
control if the patient is doing a correct pelvic floor contraction, a vaginal examination
enables an accurate assessment of the strength of the contraction and endurance of the
muscles. As this is not always possible, an external manual (a finger on the perineal
body) or visual (visible tightening and drawing in of the vagina, the anus and the perineal
body) control might be interesting.

The recommendations of all the above methods are empirical; no studies have been
conducted until now comparing the different learning processes, although we know that
cerebral plasticity has a big role. (di Gangi-Herms 2006)

Common errors are the contraction of the outer abdominal wall, hip adductors, gluteal
muscles, stop breathing or straining. In the last case there is a bulging downwards of the
perineum this indicates that the woman is pushing down instead of pulling up. This
should be explained to the woman and she should be asked to try again. If there is no
visible contraction, it may help to place a finger on the perineal body and ask the woman
to tighten and lift away from the finger. (EBPT Pelvic Floor- Bo)



e Once the woman understands the contraction she should be asked to develop muscle
strength and endurance. Muscle strength is best developed by maximal contractions
(squeeze as tightly as possible, hold for 5-10 sec, and release for 10-20 seconds),
endurance by great number of repetions ( Bo et all 1990, Kraemer and Ratamess 2004).
Each woman should be encouraged to work at her own possibilities, increasing the
duration and number of the contractions according to the muscle improvement. This
makes take time if there is neurological damage

e The importance of undertaking regular pelvic floor exercises to help with bladder and
bowel control, and that these exercises can be done at any time, in any place, and that
no one will know she is doing them.

CAVE : These exercises should not be done during the immediate postoperative period
when the bladder catheter is still in place.

e Restore anticipatory postural activity of the abdomino-lumbo-pelvic region (Sapsford
2004; Smith 2006)
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Vaginal Fistula: Epidemiology and Quality of Life Perspectives
Sohier Elneil

Genital tract fistula is a problem commonly encountered in the developing world that
affects young women during pregnancy and the labour process, resulting in
debilitating urinary and/or faecal incontinence. Historically many women suffered this
predicament in Europe and the United States of America, until the middle of the last
century. However, with social, economic and health development this problem all but
disappeared in the developed world but still poses a major problem in Africa and
Asia [1, 2]. Access to modern obstetric care, including caesarean sections, can be
limited on these continents. Over the course of a lifetime, 1 in 12 women in Africa will
die in pregnancy or labour, particularly in the rural areas [3]. This is a phenomenal
figure and akin to three jumbo jets, full of passengers, crashing fatally every 24
hours. More startlingly, for every woman that dies in labour, at least 20 lives are
destroyed by terrible injuries sustained during obstructed labour. Long distances
combined with high cost of care, and poor nutrition make women more vulnerable to
obstetric fistulas, particularly in West Africa [4], the horn of Africa [5] and the Indian

sub-continent [6-8].

POSTPARTUM TRAUMA AND GENITAL TRACT FISTULAS

In the developing world early identification of a postpartum or perineal trauma
problem soon after childbirth is vital. In many cases, pelvic floor and perineal
damage sustained during childbirth can be repaired effectively, if identified and
treated as soon as possible. But, when neglected it can lead to debilitating pain,
chronic infection and other long-term complications such as faecal and urinary
incontinence. In severe cases, the damage can be so severe that a genital tract
fistula, an abnormal communication between the vagina and the surrounding pelvic

organs, can result.

Social and economic development in the developed world meant that fistulas are no
longer a significant cause of morbidity in the post-partum period, but unfortunately,
obstetric fistulas still pose a major problem in Africa and Asia [1, 2]. A tremendous

disparity exists between risks associated with pregnancy and labour faced by women



in the developing world compared to women from wealthier nations. Over the course
of a lifetime, 1 in 30, 0000 Scandinavian women will die in pregnancy or labour,
whereas 1 in 12 will die in Africa, particularly in the rural areas [3]. Furthermore, for
every woman that dies in labour, at least 20 lives are destroyed by terrible injuries
sustained during obstructed labour. Using the 1:20 ratio, it is estimated that there are
up to 2 or 3 million cases of obstetric fistula, still awaiting treatment. This is a

conservative estimate by all accounts.

Long distances combined with high cost of care, and poor nutrition make women
more vulnerable to obstetric fistulas, particularly in West Africa [4], the horn of Africa
[5] and the Indian sub-continent [6-8].

The main treatment for all types of fistulas remains surgery which is carried out
under meticulous circumstances. The success of the repair is not only dependant on
good surgery, but also on excellent nursing care and prevention of complications
[8[9-11]. However, the number of capable and dedicated surgeons remains a major
stumbling block in the management of these patients, as well as a lack of consensus
on fistula classification, which affects the appropriate treatment of patients,
prognostic evaluation and literature reporting; working in isolation and variable care
practices; and little or no evidence based medicine in decision making. In addition,
training in fistula surgery is often patchy, inadequate and unfocussed. But most
importantly, there is no way to assess trainees or determine their suitability. As a

consequence, outcomes for some patients have been very poor indeed.

In the last two years, two highly significant unifying global initiatives were
undertaken. The first was by the Federation of Gynaecology and Obstetrics, (FIGO),
an international multi-disciplinary body of obstetricians and gynaecologists, who are
trying to standardise training and provide an evidence-based training course; and the
second was the formation of the International Society of Obstetric Fistula Surgeons
(ISOFS), who want to unify surgeons from all over the world in adopting the same



strategy in classification, training and education. This work has been done in

conjunction with the UNFPA, WHO and other non-governmental organizations.

Using the agreed information, provided by the fistula surgeons, they were able to
formulate and develop learning tools, log-books and objective structured
assessments of technical skill for each module. This is the first time such an initiative
has been developed for a specific internationally recognised health problem. Using
the manual will not only provide a guide to surgical training, but also initiate audit of
surgical outcomes thus facilitating research in the field and promoting publication in

the medical and nursing literature.

The new way forward in obstetric fistula management is following in the foot step of
many other dedicated doctors, nurses and philanthropists in the past. Though, the
objectives are to unify the fistula community, develop standardised training
programmes, and improve outcomes it must not be forgotten that this condition is
completely preventable. Therefore, the issues which are the basis for it, social and
economic development of ‘at risk’ girls/'women, need to be tackled. This includes
universal access to emergency obstetric services, improving medical care and
instituting appropriate integrated social, economic and cultural development
programmes. This would effectively prevent the problem. In the long-term, social and
economic development will be more cost-effective than medical treatment, but more
importantly, it will be highly sustainable. In the interim period, a holistic approach to
medical and surgical treatment, rehabilitation and follow up in the community would

be the most appropriate.

EPIDEMIOLOGY

There is a significant problem in that we do not have any idea of how prevalent the
problem is. Epidemiological studies on obstetric fistula remain inadequate. At the
SIU in Marrakech in October 2010, the International Consultation on Vesico-vaginal
fistula was undertaken. It was here that the literature was reviewed and the issues
regarding the epidemiology of this condition were studied. There was a paucity of

literature, but the main study findings were:



e They are mainly institutionally-based, retrospective cases series, often written
from the perspective of a single fistula surgeon
e The geographical coverage of epidemiological reports is uneven

e However, better and more relevant information is emerging.

The major risk factors appear to be age at first marriage, short stature, pregnancy
with a male child rather than a female child, failure to attend ante-natal care, low

socio-economic status, low social class, lack of employment and illiteracy.

The impact of fistula on the women were devastating and included divorce, social
isolation, worsening poverty, malnutrition, sexual dysfunction, mental iliness,

insomnia, general ill health and thoughts of worthlessness and suicide.

Documentation of the patient’s obstetric history was poor, and in most cases there
was little or no documentation of the patient’s labour history. There is doubt that

health services were often lacking.

Recommendations to improve on this difficult situation included the promotion of
community-based epidemiological studies, the use of standardised collection tools,
the use of observational studies and research that identifies the different profiles of
women who manage to overcome the obstacles and successfully access health

care, compared to those who do not.

CONCLUSION

Genital tract fistulas remain a significant problem in the developing world. We need
more information about the women suffering this condition, to understand how to
better impact and improve on their quality of life. We need to engage the women,
their families, their society and their governments to help treat the current problem,

but more importantly to prevent it in future generations.



REFERENCES

10.

11.

Gifford, R.R., J. Marion Sims (1813-1883) and the vesicovaginal fistula. J S C Med Assoc,
1971. 67(6): p. 271-5.

Gessessew, A. and M. Mesfin, Genitourinary and rectovaginal fistulae in Adigrat Zonal
Hospital, Tigray, north Ethiopia. Ethiop Med J, 2003. 41(2): p. 123-30.

Muleta, M., et al., Obstetric fistula in rural Ethiopia. East Afr Med J, 2007. 84(11): p. 525-
33.

Wall, L.L., Fitsari 'dan Duniya. An African (Hausa) praise song about vesicovaginal fistulas.
Obstet Gynecol, 2002. 100(6): p. 1328-1332.

Leke, R.)., et al., Regional and geographical variations in infertility: effects of
environmental, cultural, and socioeconomic factors. Environ Health Perspect, 1993. 101
Suppl 2: p. 73-80.

Coyaji, B.J., Maternal mortality and morbidity in the developing countries like India. Indian
J Matern Child Health, 1991. 2(1): p. 3-9.

Rao, K.B., How safe motherhood in India is. J Indian Med Assoc, 1995. 93(2): p. 41-2.
Hafeez, M., S. Asif, and H. Hanif, Profile and repair success of vesico-vaginal fistula in
Lahore. ) Coll Physicians Surg Pak, 2005. 15(3): p. 142-4.

Browning, A., Obstetric fistula: clinical considerations in the creation of a new urethra and
the management of a subsequent pregnancy. Int J Gynaecol Obstet, 2007. 99 Suppl 1: p.
S94-7.

Waaldijk, K., Immediate indwelling bladder catheterization at postpartum urine leakage--
personal experience of 1200 patients. Trop Doct, 1997. 27(4): p. 227-8.

The Hamlin Trust: a good medical cause. Med J Aust, 1974. 2(23): p. 830.



By Alice Emasu Seruyange-P.0.BOX 537,SOROTI-
UGANDA

PRESENTED AT
International Continence Society Conference, Glasgow - 2011

ﬁ


http://www.terrewode.org;emasu@terrewode.org/
mailto:emasu@terrewode.org

» Refer to video recording

—



Refer To video

—







































Thank you for your attention!

Any Questions/Clarifications/Comments?

—
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