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Endopelvic specialized fasciae.
Cont.
@ 3) Vesico-pelvic fascia.
@ 4) Cardinal ligament.

the Urethro-pelvic Fascia

Phvsiology of female continence

*Proximal Half of the

urethr:
sIntra-abdominal
*passive continence

ontinence

Defects in the pelvic fasciae:
1) Urethro-pelvic fascia
URETHRAL SUPPORT
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Defects in the pelvic fasciae:
2) Vesico-pelvic fascia
= 1) Central Defe
= Bladder herniation in midline
@ 2) Lateral defect (Para-vaginal):

= Sliding hernia of both the bladder and vesico-pelvic
fascia.

& 3) Combination (most common):

Defects in the pelvic fasciae:
3) Cardinal ligaments

= Uterine prolapse
= Cystocele

Periurethral Periurethral

Pubocervical
Pubocervical / \
Cardinal— @ =
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Surgery for low fistula

Dirk De Ridder, MD, PhD, FEBU
University Hospitals K.U.Leuven, Belgium
St. Luc Hospital, Kisantu, RD Congo
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Goals

» Understand the specific nature of
vaginal fistula repair

» Understand the surgical principles of
fistula repair and prevention of post-
operative stress incontinence
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The obstructed labor complex
— Delay in deciding to seek help
— Delay in arriving at the health care facility
— Delay in receiving adequate care

(Sexual abuse, rape, accidents)

(Traditional practices)
— Gishiri cutting, infibulation
* Injuries sustained during operative interventions
— Forceps, cesarean section
— Most prevalent cause in the Western world
Y & ayr
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Impacted stone

Courtesy of K. Waaldijk
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Vesicovaginal fistula

AFRICA
+ Etiology
— Obstetric etiology
— Sexual aggression
— Traditional practices
» Large series
« Basic surgical repairs
— Simple  >80%
— Complex >50%
* Prevention as biggest
challenge
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Committee 18

Fistulas in the Developing World

Chairman
D. De Rocer (Belgium)

Mombers
@ H. Bazeans (USA),
A Brouns (Ethiopia),
P. Swo (india),

1. Souse (Burkina Faso),
LoL wau (USA)
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Skin
problems

EUROPE

« Etiology
— latrogenic
— Radiation induced
— Litigation

+ Small series

« Complex surgical procedures
— Outcome >90%

Avoiding litigation and
achieving 100% success

INCONTINENCE

EDITORS
PauL Asrams - Livoa CARDOZO -
Saap KHOuRY - ALan Wen

4th Epimion 2009

UROLOGICAL Gynecological
Q Orthopedic
Gastrointestinal

Neurological

4-6-2012




I
I/ LEUVEN

Clinical diagnosis

-Location

-Size

-Urethral involvement
-Scarring

-Ureters

-Posterior wall

I
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Surgical Atlas Vesico-vaginal fistula. Chapple C. & Turner-Warwick W.; BJUI 2005, 95:193-214
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Fistulas in Malignant Gynecologic Disease: Etiology, Imaging,
and Management

Priva Narayanan, MBBS, et al RadioGraphics 2009; 20:1(73-108%

Magnetic resonance (MR) imaging and multidetector computed tomography (CT) are currently the
imaging modalities of choice for the initial evaluation of patients in whom the presence of a pelvic
fistula is suspected.

On T2-weighted images, the fistula is typically seen as a high-signal-intensity, fluid-filled
communication. Short inversion time inversion-recovery (STIR) images may provide even more
elegant depiction of a fistulous tract than conventional T 2-weighted images.
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Clinical examination under anesthesia
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Simple, accessible fistula

Uterus

Bladder

Pubic
symphysis

74
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Our Experience with Genitourinary
Fistulae

Abhay Kumar  Meeraj K. Goyal Suren K. Das Sameer Trivedi Udai 5. Dwivedi
Pratap B. Singh

Method of repair Patients Failures
Transvaginal layered closure 42 2(47)
Transvaginal layered closure with vaginal flap reinforcement 20 1(5)
Martius flap repair 35 0
Transabdominal layered closure 93 2021
Transabdominal layered closure with ureteric reimplantation 15 0
Bladder mucosal autograft 32 3(9.3)
O'Conor’s repair 42 1(23)
O'Conor’s repair with ureteric reimplantation 16 1(6.2)
Free peritoneal graft 27 30111
Tleum patch repair 40 2(5)
Combined abdominal and vaginal approach 35 2(53)
Ureterosigmoidostomy 4 0

Tleal conduit 2 0
Total 395 17 (4.3)

Ural Int 200942404410

i Guidelines of how to manage vesicovaginal fistula

Roberto Angioli®*, Manuel Penalver®, Ludovico Muzii®, Luis Mendez",
Ramin Mirhashemi®, Filippo Bellati®, Clara Crocé®, Pierluigi Benederti Pas

Simple Complex Radiated
Conser
treatment x 4- 6 wks Wail 6 10 12 wks Wait 410 12 months

Vaginal approach with
Success Failure - o

Abdominal apy
(" Conor bi
transvesical)

ve or

Latzko proc augmentation

Transvaging

ered repair

No further treatment t‘wm transvaginal layered repair of repeat

atzko procedurs (consider Martius flap)
Abdominal appeoach

\—- Urinary diversio

Tlaps,

Critical Reviews in Oncology/Hematology 48 (2003) 205-304
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Guidelines of how to manage vesicovaginal fistula

Ramin Mirhashemi®, Filippo Bellati?, Clara Crocé®, Pierluigi Benedetti Pani

Roberto Angioli®*, Manuel Penalver®, Ludovico Muzii®, Luis Mendez®,

I W —r—

Approach Authors. Year ‘Number of Success tate Froceduse
patients
Wesn (1) 1980 5 Abdommal
Gl Vernet [35] 1989 s Vesical sutoplasty. traasvesical extrapenioneal o
T ——
Bissada [41] 1992 1 Combined gastic and omewtal segmeat based on
R gastioepiplosc
Satup [24 1994 1 1(100%) Biralve: sectus sbdoeminis myofuscial fsp
Viensas [25] 1993 1 1(1008%) Transvesteal sectas abdominis myceutmeous fap
{skin lined the bisder ianes wall)
Taginal
Colias [42] 1960 s Vagiaal
Borzac [23 1986 & Marns fiap
cubek [23] 1989 Martins flap
Eliins [34] 1990 s Modified Martrus flap
Combined
1990 2 Excision of fstula; rectus abdominis muscle fap
1994 4 Sercmuscular wtestinal grafl (SMIG)

N=37 from 1980-1995 for 11 authors!

4-6-2012
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Management of Radiation-Induced Vesicovaginal Fistula

Dmitri Y. Pushkar*, Vladimir V. Dyakov, Gevorg R. Kasyan

N=

Some patients need more than 1 attempt

T gy

[N S oers o v = =
his aan 7 oan

Raflation. induead vesicow ginal SABIISS 156 5 of the Mgt bl flap a6 Latrks
upper colpockelsis wchmiques ase easental for i

LURGREAM UROLOGY 55 (2003) 13E-130
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Abdominal approach

Surgical Atlas Vesico-vaginal fistula. Chapple C. & Turner-Warwick W.; BJUI 2005, 95:193-214

;J:’- u
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A Ny

Surgical Atlas Vesico-vaginal fistula. Chapple C. & Turner-Warwick W.; BJUI 2005, 95:193-214
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Surgical Atlas Vesico-vaginal fistula. Chapple C. & Turner-Warwick W.; BJUI 2005, 95:193-214
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Surgical Atlas Vesico-vaginal fistula. Chapple C. & Turner-Warwick W.; BJUI 2005, 95:193-214

)
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Transperitoneal Laparoscopic Repair of latrogenic
Vesicovaginal Fistulas: Heilbronn Experience
and Review of the Literature

Ali Serdar Gtzen, MD., Dogu Teber, M.D., Abdullah Erdem Canda, MD., and Jens Rassweiler, M.D.

Preis Foby  Aushy
it

e Prop co Moy Membod Man el et FU Fitel
R Vo N pa  Fticihgy  Dc g teeons) bsinl gy Coml tee ol wmed) e o
w« B0 3 4 Teer v T m W - oW
DesMabupuin® 207 12 M Hysks()Obs 5 NR - " 15 + HONR 1
Tiomg" nF 1 M Hyser + - 200 <Hn 1 - n 2 -
Wong? ;e 2 N Hiver + & W aw H - n o1 e -
S W5 B MO Fooom NR 3 woon o ox o
Chibber* WE & NR Hyer@Obs@  NE NR 20 R 10 - M ou -
o't D 2 ONR Hyer + - NR NR 12 - WD WM MR
N=43!

JOURNAL OF ENDOUROLOGY
Valume 23, Number 3, March 2008

4-6-2012
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Vaginal Fistula repair

+ Identifying the fistula

+ Gaining access and exposures

* Incision, dissection and mobilisation
* Closure of the fistula

+ Continence

» Post-op care

I
I/ LEUVEN

Gaining access and exposure

» Traction sutures
» Specula

* Episiotomy

* Blue dye
Catheter/sound

Ire
V' LEUVEN

Incisions

» Latzko / circumferential incision
+ J-shaped incision
* Horizontal incision at fistula base

13
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Latzko repair for vesicovaginal fistula revisited in the era
of minimal-access surgery

Lalgudi Narayanan Dorairajan - Nikhil Khattar -
Santosh Kumar - Bipin C. Pal

Int Urel Nephrol (2008) 40,317 320
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Circumferential incision

120 ©

. | UZ .
F’ LEUVEN J shaped incision

4

- - \ ’

4-6-2012
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Identify ureters if needed and possible and catheterize them

Horizontal incision at fistula base

It
I/ LEUVEN
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Entering Retzius’ space
if needed

15
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Tension free closure Supporting stitches
of pubocervical fascia or sling procedure
Ire
I" |LEUVEN

Surgical Atlas Vesico-vaginal fistula. Chapple C. & Turner-Warwick W.; BJUI 2005, 95:193-214
Sheriff Mourad et al. 2010
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Closure of the fistula

* No need to resect the fistula tract !
Absorbable sutures 2/0

+ Strong bites in pubocervical fascia, no
need to close the urothelium separately
Single layer, separate sutures 4mm
apart

Martius flap is optional

» Supporting sutures can be used

» Check watertight closure

4-6-2012
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Complex fistula
» Postoperative incontinence
o Urethral involvement OR 84
o Large size: for each cm OR 1.34
> Vaginal scarring OR24
> Low bladder capacity OR 4.1

» Principles of closure
> Same as for simple fistula
o Additionally
« Maintain urethral length
« Urethra <2.4cm, urethral defect > 4mm: add slingprocedure
« If done so: reduction of postop incontinence by 50%

Browning 2004, 2006, Waaldijk 1994

4-6-2012
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Suburethral fibro-muscular sling

-Bilateral lateral vaginal
wall tissue

-Vascular
- bring over midline and
suture

I | UZ
I/ LEUVEN

Urethra without support Dissection of fibromuscular flap

B U 2
V' LEUVEN &

4-6-2012

18



4-6-2012

| UZ
i/ LEUVEN

Prevention of incontinence Il Aa

fistula healed

with full continence 818 (97.4%)

with incontinance I-Il 15 (1.8%)
defaulted at 1-8 mth

with incontinence Il 7 (0.8%)
defaulted at 2-5 mth

Waaldijk 2008 hawever 6 still living with husband

840 (99.4%)

not healed 5 (0.6%)
1 inoperable and 4 defaulted
however, 4 still living with husband

P UZ
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Vesicovaginal fistula repair using tunneled gluteal cutaneous
fat-pad flap

Ashish V. Choudhrie « Ajit J. Thomas «
Ganesh Gopalakrishnan

Fig 2 The fiap mancled under the Labia and vaginal mucess, inseed

usnoos it pud flup witl and sunured 1o vaginal mucosm

Fig 1
s

I Umgymecal 1 (2009) 200121-122
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Post-op care

» Bladder drainage 10-14d
» Preferably silicon catheters

— Larger internal diameter
* High fluid intake

— Prevent cloth formation, hematuria
» No need for standard antibiotics
+ Supervise/train nursing staff
» Provide pelvic floor therapy

19
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Ureterovaginal, uterovaginal and
other rare fistula
Dirk De Ridder, MD, PhD, FEBU

University Hospitals K.U.Leuven, Belgium
St. Luc Hospital, Kisantu, RD Congo

UNIVERSITY HOSPITALS LEUVEN
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Utero-vesical fistula
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Epidemiology of iatrogenic fistula

* Fistula cause
— Gynecologic surgery  82%
— Obstetric procedures 8%

— Irradiation 6%
— Trauma 4%
Lee 1988

Ire
V | LEUVEN 1c12012 |

Continuous discharge from vagina or wound / decreased urine output should raise 3
strong suspicion of an obstetric fistula

Routine inspection to assess integrity of ureter in difficult cases with extensive 2
adhesions, bleeding, and in individuals with difficult access is recommended

If injury is suspected dissection of the ureter should be performed if necessary 3
aided with retrograde passing of a stent or injection of indigo carmine dye to
localise the site of injury

Routine use of Cystoscopy to check ureteric integrity is cost effective in complex 3
cases and very difficult dissections

It
V |LEUVEN
The diagnosis and treatment of iatrogenic ureteral and bladder

injury caused by traditional gynaecology and obstetrics operation

Dapang Rao - Haifeng Yo - Haibo Zho -
Fing Duan
41/25987= 1,6/1000
Types of Hysterectomy ~ Subtotal Radical Cesarean  Vaginal
operation hysterectomy hysterectomy hysterectomy
15,654 2,168 1.227 6,732 206
IBl{case) 5 4 8 0
The incidence 0.032% 0.185% @ 0.104% 0
Ureteric
Types of Hysterectomy ~ Subtotal Radical Cesarean  Vaginal
operation hysterectomy hysterectomy hysterectomy
15,654 2,168 1.227 6,732 206
IUlicase) 4 7 3 1 0
The incidence 0.026% 0323% 0.913%) 0.013 0

Arch Gysesol Dot
DT 10,1670 0-011-3075.7
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Epidemiology

Incidence
— Hysterectomy for benign disease
* 1.3% bladder injury , <1% ureteral injury

— Higher risk for larger cystotomies, larger
uterus and more operative bloodloss

« No difference between open or
laparoscopic
» 50% of fistula complex
—1/3 also ureteral reimplantation
Song 2011, Chapron 1996, Duong 2009, Mondet 2001

It
I/ LEUVEN

Cun Ha Huh - Da Jung Jung -
Cwang Kim -

Urinary tract injuries during pelvic surgery: incidence rates
and predisposing factors

Abstract Ohbjective: To review the cases of urinary tract  tract injury, the most common type of operation was total
inuryollowing mjorpevi gy it were weated incwr  shdominal hysemciorey (=45, 67.2%), and the moa
hospital over the last 12 ycars, in relation to pessible pre- ¢ myoma (n-25, M
dence ats of injury arising in

s

e fre s
aticnts witha mxmrmm in the recognition of
005).  Conclusion: Passible \IJLnLthum!

deparment, 2 e of [‘;“ winary e iy
were found. Thinty eight patients visited the urology de-
parment during the same period for the management of
urogenital fistula following pelvic surgery. Parameters that
were examined included fype of urinary trct injury, in- previous operation history, and the extent
ype of operation, coexisting patholog-  surgery. In high-risk paents, proper cvaluation s neededfo
1 history of pelvie surgery o pelvic oid wrology complications before operation.

imadiation, and the delay in the recognition and management

ofthe wrinary tract injury, R( sults: The overall i

Keywords Urinary tract injury - Pelvic surgery
Predisposing factors

al lu-m\ ctomy w
6

er than that of total
Of the introperative urinary tract injuries, 48.4%
isted pelvic pathologies. OF all the cases with urinary

Introduction

The female wenital and urinary tracts are anatomically

Iz
V' LEUVEN
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Ureterovaginal fistula

Suspect fistula after pelvic surgery if fluid leak or renal dilatation ~ A

occurs

Analyse fluid leak after pelvic surgery for creatinine level A
Persistent ureterovaginal fistula should be repaired by open A
techniques

Laparoscopic or robotic treatment for persistent ureterovaginal B
fistula can be offered according to availibility and competence
Surgeons should be competent at identifying, preserving and A
repairing the ureter

Do not use ureteric stents as prophylaxis B
Conservative and endoluminal treatment as initial treatment B

It
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Evidence statements

The risk of injury to the bowel or urinary tract and of 3
subsequent fistula formation is higher in women with
malignant disease undergoing radical surgery than in

women with benign disease undergoing simple surgical
procedures

Several modifications to convention radical hysterectomy 3
are described, although they have not consistently been
shown to mitigate this risk

Pilac
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Bilateral ureteral obstruction

Unilateral psoas hitch of both ureters

)
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PSOAS HITCH

4-6-2012
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—— Damaged ureter

Incision for flap

y

LEUVEN

Laparoscopic Ureteroneocystostomy and Psoas
Hitch for Post-Hysterectomy Ureterovaginal Fistula

Pranjal Modi,” Rahul Gupta and 8. J. Rizvi

TanLe 2. Intraoperative and postoperative data for 17 patients

Mean (range)

Operative time (hrs)* 25 (1.9-2.8)
Blood loss (ml) 90 (60-150)
Time to oral intake (hrs) 8.2(6.7-10.1)
Time to ambulation (hrs) 14 (9.2-18)
Hospital stay (days) 53 (5-D
Time to nephrostomy removal (days) 7

Time to catheter removal (days) 7

Post —operatively

reflux 1/18
no obstruction

THE JoursaL oF URoLooy® Vel. 180, 615617, August 2008

by

I |LEUVEN

Robotic-Assisted Ureterovaginal Fistula Repair:
Report of Efficacy and Feasibility

Rajesh Laungani, MD,! Nilssh Patil, MD,! Louis . Krane, MD, Ashok K. Hemal, MCh?
Sahabuddin Raja, MD.? Mahendra Bhandari, MD." and Mani Menon, MD'

B Operative rabotic conss
Age(wars)  Sde (mL) [
0 heft 52
o eft ot
a7 left ] 18

JOURMAL OF LAPARGENDOSGOPIG & ADVANGED SURGICAL TECHNIOUES
Volume 18, Huber 5, 2008
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Vaginal ureteral reimplantation
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Uretericfistula

Endeluminaltechnigue | Unable tostent [initially)... |
[stenting, nephrost) for
atleastb weeks

I Re-evaluatefor fistula closure, uretericobstruction I
, 2 ik
| Healedl Persisting fistula

or ureteric obstruction

»
Uretericreimplantstion [open, |aparoscopic or robotic) |

A modified Mainz Il pouch technique for management
of refractory vesicovaginal fistulas:

Patient focused outcomes

Andy M. Norman ab Kimberly A. Gerten?, Jilani Ibrahim ©, Holly E. Richter®*

Objective: To foliow-up the qual ity of life outcomes in 2 wamen who underwenta medified Mainz
Il pouch procedure for refractory vesicovaginal fistulas. Method: Two Nigerian patients were
Iocated after undergoing a modified Mainz I pouch procedure. They were interviewed 1-2 years
postprocedure regarding aubsequent sexual function, pregnancy oulcomes, and daily life,
Result: After undergaing the pracedure the patients had resumed sexusl function, had become
pregnant, and had delivered viable neonates. They were alsn able to provide for ther families.
Conciusion: for management of ref aginal istula can
restore quality of life

intenaticral Jcurnal of Gynecalogy and Obstetrics (2008) 101, 15-38
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Urethrovaginal fistula

Traumatic latrogenic Medical

Foreign body Sling surgery _

I éuven Succes rates

N Success at Success at
patients first surgery second

surgery

Goodwin | _2¢ | 7o% | e

Kool |2 eren |

Benchekroun 53% Mostly
obstetrical

Kumar 43 95.4% 100%

4-6-2012
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Urethrovaginal fistula repair may necessitate secondary surgery C
A vaginal approach to urethrovaginal fistula repair is most commonly  C
used

Post-operative stressincontinence can occur despite successful fistula C
closure

A vaginal advancement flap is sufficient to cover the fistula closure C
site, but low level evidence exists that pedicled vaginal skin and
bulbocavernosus flaps can be used as alternatives or when there is
considerable tissue loss and in urethral reconstruction

Although only low level evidence exists, the Martius flap is commonly C
used as interposition material to protect the fistula closure site

Alternative autologous interposition material can be used D
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Radiation fistula
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Vesico-perineal fistula after radiotherapy
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Epidemiology

* Irradiation
— Higher in post-op EBRT then in
brachytherapy
*1.9% vs 0.8%
— No clear predictive factors

Kucera 1984; Biewenga 2010
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Evidence statements radiotherapy related fistula

The rate of fistula formation following radiotherapy for 3
gynaecological cancer appears to be of the same order as that
following surgical treatment

The risk of fistula formation following radiotherapy for locally 3
recurrent malignancy is higher than following its use in primary
disease

The use of neoadjuvant or adjuvant therapies is likely to be 3
associated with a greater risk of fistula development than the
primary treatment alone

The development of fistula following radiotherapy for primary 4
treatment should trigger a search for evidence of tumour
recurrence

I
I/ LEUVEN

Radiation fistula

Whilst diversion is used more widely in radiation-associated fistulae of all C
types, there is low level evidence that repair procedures can achieve
successful fistula closure and continence in appropriately selected cases

Where urinary and/or faecal diversion is required, attempts should be C
made to avoid using irradiated tissues wherever possible, and to
minimise the potential for anastomotic complications

There is low level evidence to support the use of interposition grafts C
when repair of radiation-associated fistula is undertaken

Ire
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Management of Radiation-Induced Vesicovaginal Fistula

Dmitri Y. Pushkar ', Vladimir V. Dyakou, Gevorg R. Kasyan

N=210

Some patients need more than 1 attempt

[———

Fadintion incduced vesicovaginal Bsiloe are one of the mest i s .
‘upper colpocicssis teChPquUES are casen il o oIS Aenling Witk PaTres Suftering from this probiem.

Massiua lnbid flnp ond Lacska

rurorEAn uroLoGY 55 (2003) 13T-138

4-6-2012
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WHO classification 2006

Simple fistula with good Complex fistula with

prognosis uncertain prognosis
— Single fistula < 4cm = [FASE > 45

A N 9 — Multiple fistula
— Vesicovaginal fistula . :

X ] — Rectovaginal, mixed fistula,
— Closing mechanism not cervical fistula

involved — Closing mechanism involved

— No circumferential defect — Scarring
— Minimal tussue loss — Circumferential defect

— Extensive tissue loss
— Intravaginal ureters
— Failed previous repair
— Radiation fistula

— Ureters not involved
— First attempt to repair

Ire Leakage of urine from vagina/perineum
¥ |LEUVEN

Clinical examination
Urethro-cystoscopy

Imaging ( Xray/CT/ MRI, US)
Evaluate upper urinary tract

Primary simple  Primary complex Recurrence Post-irradiation
Consider If small, consider
catheter 4-12w catheter 4-12w
Vaginal repair Vaginal or other Vaginal repair  Vaginal repair
Consider timing approach or or other
Martius flap Consider timing other approach  approach
optional Use interposition 2-3 months 6-12 months
flaps Martius flap or Martius flap
Interposition
flaps

Ire
V' LEUVEN

Endoluminal technique Unable to stent
(stenting, nephrost) for (initially)...
at least 6 weeks

Re-evaluate for fistula closure, ureteric
obstruction

Ureteric reimplantation (open, laparoscopic or
robotic)

4-6-2012
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New type of fistula

* Mesh and sling related fistula
— Bladder

— Urethra
— Bowel
— uterus

P UZ §
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Mesh erosion into bladder and uterus

; 4

e UZ B
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Conclusions

Rare and complex fistula can be
difficult to treat

— Team approach
— Reference centers

— Document all steps in the decision making
and treatment

LEUVEN |\8

4-6-2012
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Complications of
VV Fistula Repair

Sherif Mourad, MD

Why Should we improve our skills?

1. Do we really need more fistulae surgeons?

2. Any advantage of having the fistula fixed
from the very first time?

3. Are VVF repair results good right now?

4. s there any room for improvement?

P

Do we really need more fistulae
surgeons?

» Problem Magnitude:
> WHO 2003 estimation:
- 2 million women with VVF
- 50-100 thousands are affected yearly.

» Treatment > surgical
» Waiting time:

© 1-2 years
» Training programs for fistulae surgery

e

Advantage of having the fistula
fixed from first time?

» First repair success rate: 70-90%
» 2" repair success rate: 50-60%
» > than 2 procedures: <40%

P

Are VVF results good right now?

» Success rate of uncomplicated - 70-80%
» Success rate of complicated VVF - 50-60%

e

Is there a room for improvement?

» Definitely yes:
> Improve surgical skills.
> Improve working environment.
- Improve general condition of the patient.
> New concepts - fibrin glue

n Newrouralogy and Uredynamics
A

N

o
U Fibrin Glue Versus Martius Flap Interpositioning in the
Repair of Complicated Obstetric Vesicovaginal Fistula.
A Prospective Multi-Institution Randomized Trial

Ahmed Safan, Hassan Shaker,” Abdalla Abdelaal, M. Sherif Mourad, and Mchammed Albaz
Urology Department, Ain Shams University, Cairo, Egypt
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Complications of Fistula and Repair

1. Recurrence/ Residual / De-Novo!! Fistulation.

2. Infections: wound, UTI and Pyelonephritis and
Urosepsis

3. Voiding Dysfunction : Outlet obstruction (meatal
stenosis, Urethral stricture, BNO)

4. Bladder contracture/dyfunctionalization

5. Ureteric obstruction

6. Sexual dysfunction

7. Vaginal Stenosis

5. Infertility

9. Neurological complications: Drop foot, Neuropathic

Bladder
mlogical trauma

Remember

» Most complications are avoidable
» Best chance is the first chance

P

Re-Fistulation

Aetiology

’ Ischemia/unhealthy tissues
’ No interposition flaps

’ Opposing suture lines

’ Distal obstruction

’ Bad drainage

* Infection

’ Collection/hematoma

* Poor healing (general/local)

Treatment.... Prophylaxis

Ischemic -unhealthy Debridement, wait for 3 months, freshen edges

edges

Opposing suture Avoid opposing sutures + FLAPS can help

lines/No flaps

Faulty Suture Type: Absorbable PGA or monofilament, Size: , Pattern:
Cont or Interrupted.!!

Suture under tension Never

Bad Drainage Adequate caliber, good material, frequent check,
acidification

Distal Obstruction Check the outlet!!

Poor Healing General condition/Nourishment/Hg/Albumin

Hematoma Hemostasis

Infection Sterile before/Perioperative umbrella/minimal tissue
handling.
0

Wound Infections

» Prophylaxis: asepsis, good debridement +
limited tissue dissection and trauma, preop
abs!!.

» C.0.: Strept fecalis, Aneorobes, MRSA

» Discovery: pain, fever, redness, tenderness,
discharge, odor...

» Treatment: Abs (C&S specific), local drainage,
local agents...Diversion !!

e

Voiding dysfunctions

» Incontinence
» OAB
» Obstruction
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Ureteric Obstruction

» Transfixing sutures during closure of fistulas
near the or involving the trigone.
» May occur during Transvaginal or trans
abdominal repair of VVF
» MANDATORY to stent both ureters prior to
repair.
They are much closer than you think!!

P

Diagnosis

» Renal Pain
» Hydronephrosis

Treatment

» Early Diagnosis: (first few days) Explore...
» Later Divert and Manage Later...
» Is there a place for endoscopic treatment?

e

Bladder Contracture

» Following repeated surgeries
» Long standing large fistulas
(dyfunctionalized bladder)

» Augmentation: lleocystoplasty +
continent cutaneous tube
» Others..??

P

Voiding Dysfunction

Type Actiology Treatment

ISD - Direct injury from Injections, Tapes,

Sphincteric trauma, from repair PVS

Incontinence

UUI -Vesical Small bladder, DO, UTI, The cause: Abs,

incontinence (2ry to BOO). AntiMusc, Botox,
Augmentation

Freq-Urgency UTI, OAB, small bladder Abs, Ams,

Augmentation
Obstruction Stricture, Infection, Release,
ischemia, iatrogenic, urethrolysis,
Slings meatoplasty,
Urethroplasty

Sexual Dysfunction

» Dysparunia
» Poor excitation
» Delayed or absent orgasm




13/06/2012

Vaginal Stenosis

» Scarring and fibrosis

» Dilatation

» Vaginolysis...

» Augmentation...
» Replacement...

P

Psychological Aspects

» Preoperative Counseling...
» Postoperative Management

» REINTIGRATION +++

P

How to reduce your
complications rate?

Objectives: Good Evaluation

» Site

» Size

» Number

» Fibrosis and Scarring

» Recurrence

» Involvement of ureteric orifices

» Involvement of sphincteric mechanism
» Associated vagino-rectal fistula.

P

Evaluation 1

» History:
- Etiology
> Time of occurrence
> Attempts of repair.
- Co-morbidities.

» Examination:
> Palpate anterior and posterior wall
> Use speculum.

e

Evaluation 2

» Vaginal gauze test:
> Insert Vaginal gauze
o Insert a Foley catheter and inflate the balloon.
> Fill the bladder with methylene blue.
> Pull on the Foley catheter.
» Interpretation:
- Stained guaze-> VVF
> No staining - no VVF

.

> Wet but not stained - ?? Uretero-vaginal fistula.
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Evaluation 3

» Cystogram - of limited value.

» IVP > only if uretero-vaginal fistula is
suspected.

» Cystoscopy very valuable:
- Site of fistulae
> No of fistulae
> Involvement of

ureteric orifices

Site

Supratrigonal
Trigonal

Involving bladder neck
Involving urethra

W =

P

Size

» The bigger the size the more the fistula is
complicated

» Larger fistulae > worse outcome > use
tissue interpositioning

» Large fistulae repair > contracted bladder
» Cut-off size > 4cm ?7?

e

Number

» All fistulae should be recognized.
» Missing a fistulae > failure.

P

Simple fistulae:
» Uretero-vaginal

» Vesico-vaginal

» Recto-vaginal

Complicated fistulae:
» Vesico-uterine
» Uretero-vaginal

» Extensive sloughing of bladder mucosa &
trigone

» Extensive scarring of vagina

e

Surgical Tips for
Vaginal Fistula Repair
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Proper Examination

» Assurance

» Relaxation

» Gentle examination

» Size

» Location: High - Low

» Associated conditions: Prolapse - Urethra
» External Genitalia

P

Proper Approach

» Vaginal

» Abdominal

» Laparoscopic

» Urethral Re-Construction

» Anti- incontinence procedure
» POP repair

Huge Fistulas:

» Secure both
ureters with
ureteric
catheterization

Proper
Dissection

P

Recurrent Complicated Cases

» 2 Urethral Injury

» ? Multiple fistulas

» Post operative Bladder capacity
» Possible augmentation

» Voiding Dysfunction

e

Proper Closure

.
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Proper Tissue Interpositioning

» Omental Flap
» Martius Flap
» Fibrin Glue

P

Use of Fibrin Glue in VVF

-Fibrin glues helps in:
-Heamostasis.

-Wound healing.

-Tissue adhesion.
.Fibrin sealants consist of the plasma derivatives at
the end of the coagulation pathway.

(Thomas, 2003)

Packing

» 48 hours
» Minimize ambulation

e

Other factors

» Involvement of sphincteric mechanism - anti-
incontinence procedure later.

» Associated Vagino-rectal fistulae - should be
repaired spontaneously *+ colostomy.

e

Surgical guidelines

» Adequate exposure of the operative field.
» Repair :
° Tension-free
© Watertight and uninfected
» Minimize bleeding and haematoma.
» Avoid ureteral obstruction.
» Interposition flap if required.
» Highest success (15t attempt)

P




Notes
Record your notes from the workshop here




