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ABSTRACT

Regardless the etiology, the development of genitourinary fistula has the most profound and devastating
consequences for patient’s physical and social life and remains a challenge to surgeons. Although the advancement
has been made in the management but still the controversies are exist on the ideal time and approach. The
spontaneous closure of vesicovaginal fistulae after continuous bladder drainage alone for varying periods has been
reported in literature. This review was undertaken to look in to the literature regarding recent advancement in the

conservative management of genitourinary fistula.

Complications
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INTRODUCTION

Genitourinary fistula is one of the most devastating
postoperative complication can result from labor or
urogenital surgeries. These patients have medical, social
and psychological stress, causing major impact on their
lives. The emotional distress of the surgeon is also
become very high because of the little hope of
conservative therapy offers and the need for a second
operation to correct the problem.

In developing countries 90% of genitourinary fistulas are
a consequence of neglected and obstructed labor as
opposed to developed countries, where they are a
complication of surgery or radiotherapy.’

Incidence

The overall incidence of traumatic genitourinary fistula
varies between 0.5 - 1.5% and vesicovaginal fistulas
(VVFs) are the most common type of traumatic fistula of
the urinary tract’> The obstructed labor is the major

etiological factor in developing countries whereas in
developed countries pelvic surgery is the main cause. The
exact incidence of the VVF in developing countries is
unknown as most of these patients suffer silently. Some
studies have revealed a prevalence rate as high as 2
million women worldwide.® Overall incidence of 0.8 per
1000 hysterectomies (open and laparoscopic) have been
reported in a study in Finland.*

Risk factor

Previous  uterine  surgery,  pelvic irradiation,
endometriosis and anatomical distortion of uterus.
Associated compounding factors are like anemia,
malnutrition and steroid use. Other less common causes
include pelvic malignancy, obstetric infections, erosion
secondary to a foreign body and vaginal trauma.

Classification

Genitourinary fistula can be classified in various ways,
according to Waaldjik and Elkins it can be classified on
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the basis of anatomical involvement, size and site of
fistula.®

Anatomic classification

e Type 1 - not involving the closing mechanism
e Type 2 - involving the closing mechanism
Not involving total urethra
Involving total urethra
e Type 3 - miscellaneous e.g.: ureteric fistula

According to the size

Small <2 cm
Medium 2-3 cm
Large 4-5cm
Extensive >6 cm

According the site

e Vesico-cervical
Juxta-cervical

Midvaginal vesicovaginal
Suburetral vesicovaginal
Urethra vaginal

Amongst urogenital fistula, VVF is the most common
type; its etiology differs in various parts of the world. In
developed countries the most common cause of VVF is
injury to the bladder during gynaecologic, urologic, or
other pelvic surgeries, whereas obstetric cause is still
most common in developing countries.®

As the surgical repair is the main stay of treatment as
spontaneous healing of VVF is very uncommon but as
the ideal strategy of treatment is a delayed repair,
undertaken after 3-6 months to allow healing of
inflammation and edema at VVF site, meanwhile the
strategy of continuous bladder drainage and maintain
hygiene is useful as most of spontaneous healed VVF
takes 0.5-2 months to heal.’

VVF repair can be approached by trans-vaginally, trans-
abdominally, or in a combined approach if necessary.
Postoperative VVFs have 75-97% of success rate after
repair and 10% failure rate has been reported with
recurrent fistulas.® Despite of modern advances VVF
remains a challenge to the modern surgeon and becomes
more difficult and devastating consequences for the
patient if recurrence occurs.

Conservative management

As continuous wetness, odour, and discomfort causes
serious social problems and when delayed approach of
surgery is intended than it is essential to consider special
care of the sanitary and skin with fulfil the nutritional and
rehabilitative needs of patients. Continuous drainage of
urinary bladder over a period of time in small or simple
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type of genitourinary fistula leads to spontaneous closure
of fistula. As spontaneous healing of genitourinary
fistulas is uncommon, few cases have been reported in
literature.>**

Tancer noted spontaneous closure in 3 of 151 patients
(2%). In these 3 patients, continuous bladder
catheterization was provided within 3 weeks of
hysterectomy.* Whereas Zimmern stated that if no
improvement is observed after continuous catheterization
in 30 days, the chances of spontaneous healing of VVFs
are negligible and prolong catheterization only increases
the risks of infection.*

Davits and Miranda found complete resolution of 4 VVVFs
with continuous bladder drainage maintained for 19-54
days.”® Another study noticed spontaneous closure of
fistula in 10% cases after 0.5-2 months of urethral
catheterization and anticholinergic medication, especially
if the fistula is of small diameter, is detected early (before
epithelisation of the fistula). If the diagnosis is
established late (fistula has epithelized) than
electrocoagulation of the mucosal layer and 2-4 weeks of
catheterization may lead to closure.’

Elkins and Thompson noted some success with
continuous bladder drainage. Unfortunately, the rate of
success was unpredictable for the individual patient; the
rates ranged from 12-80%. Successful cases were
characterized by the following criteria: continuous
bladder drainage for up to 4 weeks, the VVFs were
diagnosed and treated within 7 days of index surgery,
VVFs were less than 1 cm, and they were not associated
with carcinoma or radiation.**

The cystoscopic guided electrocautery has been
suggested to close very small (<0.5 cm) VVF tracts.
Cautery destroys the fistula tract lining, allowing the
bladder and vaginal tissues to reseal.™®** Conservative
treatments, including glue products, reportedly have
varying degrees of success, which depends on the cause,
size and location of the fistula. However, reports of these
methods are still very limited.

Fibrin-based surgical sealants can also be used to
augment a fistula repair. When an interposition is used
between overlapping suture lines, the sealant can keep the
area dry for long enough to allow primary healing.*"*®

Currently no consensus has been described regarding the
time that should be allotted for spontaneous healing to
occur and when to abandon conservative treatment and
consider surgical repair. VVF repair has been deferred for
three to six months to allow resolution of inflammation
and edema. Catheterization prior to surgical correction is
common to minimize physical psychological and social
stress of patient however simultaneously some of the
VVF will closed spontaneously with continuous bladder
drainage during this period.
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CONCLUSION

VVFs are the most common types of urogenital fistula
which causing devastating physical mental and social
consequences for the patient. As continuous bladder
drainage not only improves social mental health,
reduction of wound inflammation, further planning of
corrective surgery but also gives the chance of
spontaneous closure of fistula especially in cases of
simple and small fistula.
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