
IV. FISTULAE
In the developing world fistulae occur as a consequence of poor perinatal care. 
Despite vast surgical experience in some centres, published research is of low qual-
ity. 

In the developed world, iatrogenic urogenital fistulae are known complications of 
pelvic surgery and oncological treatments such as radiotherapy, chemotherapy or 
a combination of both. In the oncological context, fistulae may also occur as a result 
of primary or recurrent malignancy. The development of fistula following radiother-
apy for primary treatment should trigger a search for evidence of tumour recurrence 
(GoR D). The use of neoadjuvant or adjuvant therapies is likely to be associated 
with a greater risk of fistula development than the primary treatment alone. 

The most common non-obstetric causes of fistulae involving the gastro-intestinal 
tract are diverticular disease, Crohn’s disease, malignancy and radiotherapy. 

1. INITIAL ASSESSMENT

Early detection of fistulae could be improved by examining all women after their 
delivery, or prevented by Caesarian section for women who suffer prolonged labour 
and who are at risk of developing an obstetric fistula. Associated pathologies should 
be actively searched for and should be taken into account in the treatment plan: all 
components of the ‘obstructed labour injury complex’ should be examined. Preven-
tion by better health education, and by avoiding harmful practices must be encour-
aged. 

Classification of fistulae is recommended. Although many classification systems 
exist, the committee recommends the use of the Goh, WHO or Tafesse classifica-
tion systems (GoR B) 

The formal classification of the fistula should be done under anaesthesia when the 
patient is on the operation table, just before surgery.  

• Leakage of stool, urine, or possibly both is the hallmark sign of a fistula. The
leakage is usually painless, may be intermittent if it is position dependent, or
may be constant.

• CT and cystoscopy appear more consistent in the confirmation and location of
possible intestino-vesical fistulae, than other investigations (GoR C)

• Level 3 evidence indicates that the routine use of cystoscopy with dye testing
at gynaecological surgery has high sensitivity, specificity and negative predic-
tive value in the detection of ureteric injury, although false positive tests do
occur. (GoR C)

• Ureteric injury or fistula may be suspected in patients following pelvic surgery
if a fluid leak or pelvi-calyceal dilatation occurs postoperatively. (GoR D)

• Uretero-arterial fistula may be suspected in patients presenting with haematu-
ria with a history of relevant pelvic surgery and indwelling ureteric stent. (GoR
D)

• Elevated levels of creatinine in drainage fluid following pelvic surgery are sug-
gestive of urine leaking due to a urinary tract injury. (GoR D)

2. MANAGEMENT OF NEW AND ESTABLISHED VVF

Management of VVF depends on whether the fistula is diagnosed within a few 
weeks of its occurrence or whether the woman presents late with an established 
fistula.  

Early fistulae are those which are not re-epithelialised, and ischaemic and necrotic 
tissue can be present at the time of examination. There is evidence that early cath-
eter care will result in the cure of a significant minority of VVFs. (GoR C) 

Established fistulae are re-epithelialised and show no oedema, ischaemic changes 
or inflammation. These fistulae and those that fail catheter treatment should be 
treated surgically by an experienced surgeon. (GoR C) 

3. TREATMENT

If catheter drainage fails, then fistula repair will be necessary. There are certain 
principles behind fistula repair: 

• Necrotic tissue must be removed prior to fistula repair.

• Fistula repair must only be undertaken by a properly trained surgeon.

• Adequate post-operative care is essential.



• Proper follow-up should be arranged.

In principle, most fistulae can be dealt with by the vaginal approach, but an abdom- 
inal approach may be needed in some cases (e.g. concomitant reconstructive pro-
cedures e.g. ureteral reimplantation or bladder augmentation).(GoR C) 

A tension-free single layer closure of the bladder wall and closure of the vaginal 
wall in a separate layer is advocated. A Martius flap in primary fistula repair is not 
recommended. 

When reporting on outcome after fistula repair, authors should make a clear dis-
tinction between fistula closure rates and post-operative incontinence rates and the 
time at which the follow-up was organised. 

Prevention of post-operative stress incontinence must be added to the surgical pro-
cedure if the urethral closing mechanism is involved. This can be done by a good 
repair of the pubocervical fascia and refixation or by adding a sling procedure. 

Attention should be given as appropriate to skin care, nutrition, rehabilitation, coun-
selling and support prior to and following fistula repair. (GoR D) 

There is no proven benefit to delayed repair of vesicovaginal fistulae; the timing of 
repair should be tailored to the individual patient and surgeon requirements, but 
can be undertaken as soon as any oedema, inflammation, tissue necrosis, and in-
fection have resolved. (GoR B) 

There are no high quality data to indicate greater cure rates for any one technique 
as compared to others; level 3 evidence indicates similar success rates for vaginal 
and abdominal, and for transvesical and transperitoneal approaches. (GoR C) 

A variety of interpositional grafts can be used in either abdominal or vaginal   pro-
cedures, although there is little evidence to support their use in any specific setting. 
(GoR C) 

Conventional and robotically-assisted laparoscopic approaches have both been 
shown to be feasible in selected cases; the indications for, or optimal patient for 
these techniques is not yet clear. (GoR C) 

A period of continuous bladder drainage is crucial to successful fistula repair; there 
are no high level data to support any particular type, route, or duration of catheter-
isation. Current practice suggests, 10-14 days for simple and/or post-surgical fistu-
lae; 14-21 days for complex and/or post-radiation fistulae. (GoR D) 

Whilst diversion is used more widely in radiation-associated fistulae of all types as 
compared to non-radiated fistulae, there is low-level evidence that repair proce-
dures can achieve successful fistula closure and continence in appropriately se-
lected cases. (GoR C) 

Where urinary and/or faecal diversions are required, attempts should be made to 
avoid using irradiated tissues wherever possible, and to minimise the potential for 
anastomotic complications. (GoR C) 

There is low-level evidence to support the use of interposition grafts when repair of 
radiation-associated fistulae is undertaken. (GoR C) 

4. MANAGEMENT OF THE COMPLICATIONS OF VVF

The complications of vesico-vaginal fistulae are many but include: 

• Persistence or recurrence of urinary incontinence

• Persistence of lower urinary tract symptoms or occurrence of new lower urinary 
tract symptoms, including overactive bladder

• Urinary tract infections

• Upper urinary tract symptoms, including loin pain

• Dyspareunia and sexual dysfunction

• Infertility

• Neurological symptoms

• Psychological problems and mental illness



MANAGEMENT OF VESICOVAGINAL FISTULA 

 

HISTORY 

CLINICAL 
ASSESSMENT 

MANAGEMENT* 

PRESUMED 
DIAGNOSIS 

Leakage of urine from vagina / perineum 

• Clinical examination
• Urethro-cystoscopy 
• Imaging (X-ray/CT/MRI, US)
• Evaluate upper urinary tract

* Consider CONTINENCE PRODUCTS for temporary support during treatment

Recent VVF 

Primary simple 

Consider Catheter, evaluate weekly 

Established VVF 

Primary complex 

Healed Persistant leakage 

Recurrence Post-irradiation 

Vaginal repair 
Consider timing 

Surgical repair 
Consider timing 

Consider interposition 
material 

If small, consider 
catheter, evaluate weekly 

Surgical repair 
6-12 months

Consider interposition 
material 

Surgical repair 
Consider timing 

Consider interposition 
material 

Assess fistula closure & assess continence status 



1. MANAGEMENT OF FISTULAE INVOLVING BOWEL

• There is limited evidence to support a non-surgical or conservative surgical
approach in colo-vesical fistulae where there are minimal symptoms or evi-
dence of limited bowel involvement. (GoR C)

• A one-stage approach to surgery for intestino-vesical fistulae is appropriate in
many cases, but should be limited to those patients whose nutritional state is
good, and where there is no evidence of additional intra-abdominal pathology
(e.g. severe inflammation, radiation injury, advanced malignancy, intestinal ob-
struction) or major co-morbidity. (GoR B)

• A laparoscopic/robotic approach to one-stage management is feasible, alt-
hough there is no high level evidence to allow comparison of outcomes with
open surgery. (GoR D)

2. MANAGEMENT OF URETERIC FISTULAE

• Surgeons undertaking complex pelvic surgery should be competent at identi-
fying, preserving and repairing the ureter. (GoR D)

• Ureteric stents are not required as prophylaxis against injury during routine
gynaecological surgery, while their role in more extensive surgery remains to
be established. (GoR B)

• Most upper urinary tract fistulae should be initially managed by conservative or
endoluminal techniques where such expertise and facilities exist. ( GoR B)

• Persistent ureterovaginal fistulae should be repaired by an abdominal ap-
proach using open, laparoscopic or robotic techniques according to availability
and competence. (GoR D)

• For patients with ureteric fistulae associated with advanced pelvic cancer and
poor performance status, palliation by nephrostomy tube diversion and endo-
luminal distal ureteric occlusion is an option. (GoR C)

3. MANAGEMENT OF URETHRO-VAGINAL FISTULAE

Recommendations 

• Urethrovaginal fistulae are preferably treated by a vaginal approach. (GoR C)

• A variety of autologous tissue interposition techniques have been described,
but their value remains uncertain. (GoR C)

• Urethrovaginal fistulae repair may be complicated by stress incontinence, ure-
thral stricture and urethral shortening necessitating long-term follow-up. (GoR
C)



MANAGEMENT OF IATROGENIC URETERIC FISTULAE 

HISTORY 

CLINICAL 
ASSESSMENT 

MANAGEMENT* 

PRESUMED 
DIAGNOSIS 

Extra-urethral vaginal urinary leakage and/or signs of ureteric obstruction 

Clinical examination Urethro-cystoscopy Imaging (Xray/CT/ MRI, US) 
Evaluate upper urinary tract obstruction 

* Consider CONTINENCE PRODUCTS for temporary support during treatment

Ureterovaginal fistula 

Endoluminal technique (stenting, 
nephrostomy) for at least 6 weeks 

Unable to stent (initially)... 

Re-evaluate for fistula closure, ureteric obstruction 

Persisting fistula 
or ureteric obstruction 

Ureteric reimplantation (open, laparoscopic or robotic) Healed 

Long-term follow-up for stricture and hydropephrosis 




