
Citation: Nazmun Nahar, Sheikh Mohd. A. Hakim, Shipra Chaudhury, Zillur Rahman, Shorifa Rani, Nasim Parvej, Anika Ahmed. 

Genitourinary Fistula: A Summary of 18 Years’ Experience in Rajshahi Medical College Hospital, Rajshahi, Bangladesh. Sch J App 
Med Sci, 2022 Jun 10(6): 872-876. 

 

 

872 

 

 

Scholars Journal of Applied Medical Sciences              

Abbreviated Key Title: Sch J App Med Sci 

ISSN 2347-954X (Print) | ISSN 2320-6691 (Online)  

Journal homepage: https://saspublishers.com  

 
 

Genitourinary Fistula: A Summary of 18 Years’ Experience in Rajshahi 

Medical College Hospital, Rajshahi, Bangladesh 
Nazmun Nahar

1*
, Sheikh Mohd. A. Hakim

2
, Shipra Chaudhury

3
, Md. Zillur Rahman

4
, Mst. Shorifa Rani

5
, Nasim  

Parvej
6
, Anika Ahmed

7
 

 
1Assistant Professor, Department of Obstetrics and Gynaecology, Rajshahi Medical College, Rajshahi, Bangladesh 
2Assistant Professor, Department of Surgery, Rajshahi Medical College, Rajshahi, Bangladesh 
3Professor (Ex), Department of Obstetrics and Gynaecology, Rajshahi Medical College, Rajshahi, Bangladesh 
4Associate Professor, North Bengal Medical College, Sirajganj, Bangladesh 
5Junior Consultant (Obs and Gynae), Upazilla Health Complex, Charghat, Rajshahi, Bangladesh 
6Medical Officer, Upazilla Health Complex, Mohonpur, Rajshahi, Bangladesh 
7Medical Officer, Upazilla Health Complex, Paba, Rajshahi, Bangladesh 
 

DOI: 10.36347/sjams.2022.v10i06.002                                   | Received: 18.04.2022 | Accepted: 30.05.2022 | Published: 03.06.2022 
 

*Corresponding author: Nazmun Nahar 

Assistant Professor, Department of Obstetrics and Gynaecology, Rajshahi Medical College, Rajshahi, Bangladesh 

 

Abstract  Original Research Article 
 

Background: Vesico-vaginal fistula is a chronic health condition when abnormal connection between bladder and 

vagina is seen and causes constant dribbling of urine through vagina. Uretero-vaginal fistula (UVF) defines an 

abnormal communication between the ureter and vagina which causes urinary incontinence, frequent infection, and 

discomfort. Methods: This observational longitudinal study was conducted in between 2005- April 2022, at the 

department of Obstetrics and Gynae in Rajshahi Medical College Hospital, Rajshahi, Bangladesh. The total sample 

size for this study was 503. Result: Most of the patients 127(25.25%) were between the age of 26-35 years, 

125(24.86%) were between the age of 36-45 years, 116(23.06%) were between the age of 46-55 years, 79(15.70%) 

patients were more than 55 years & remaining 56(11.13%) were between the age of 15-25 years. Regarding the 

etiology of fistulas, most of the fistulas were following TAH 199(39.56%), 174(34.59%) following obstructed labor, 

43(8.55%) following LUCS, 31(6.17%) following corrosive application, 19(3.78%) following malignancy, 18 (3.58%) 

following Trauma, 8(1.59%) following VH, and others 11(2.18%). Among 503 patients, 423 (84.09%) were Vesico 

vaginal fistula (VVF), 52 (10.35%) were Rectovaginal fistula (RVF), 21 (4.18%) were Ureterovaginal fistula (UVF), 4 

(0.79%) were Vesico uterine fistula and 3 (0.59%) were Vesicocervical fistula. Out of 503 patients, operation was 

performed in 330 patients. Remaining 173 patients, 95(18.88%) were conservatively treated and 78(15.50%) were 

referred to higher centre. Repair of fistulas was done in vaginal route 244(74%) and abdominal route were 86(26%). 

Operation was successful 293(88.79%) and was failed in 37(11.21%). Conclusion: In the past, VVF, UVF and RVF 

were thought to be the incurable problem but with advanced surgical practice, availability of good suture material and 

antibiotics it can be cured surgically. There is increased incidence of post-surgical fistula and fistulas caused by 

corrosive application which is alarming. 

Keywords: Vesico Vaginal Fistula, Uretero Vaginal Fistula, Recto Vaginal Fistula. 
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INTRODUCTION 
Vesico-vaginal fistula (VVF) is a chronic 

health condition when abnormal connection between 

bladder and vagina is seen and causes constant 

dribbling of urine through vagina [1]. In developing 

countries, 97% of VVF occur due to prolonged 

obstructed labor [2, 3]. In fact, 80-90% of VVF are 

resulted from obstetric injuries [4]. Hence, it is also a 

major health problem according to the gynecological 

surgeons in developing countries [5, 6]. On the other 

hand, in developed countries, 90.0% of VVF are caused 

by gynecological procedures [4, 6, 7]. In this sense, 

every year, around 500,000 new cases of fistula occur 

due to obstetrical injury throughout the world [8]. 

Besides, fistulas can also result from urological and 

gastrointestinal surgeries, illegal abortions, and Lower 

Segment Caesarean Section (LSCS) [9]. 0.33% of 

urinary tract injury has been stated in all pelvic 

surgeries [10]. This continuous urine dribbling due to 

VVF has a reflective effect not only on the physical 

health of the woman but also an immense psychosocial 
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problems [11]. Uncontrolled urine leakage into the 

vagina with unpleasant odor, excoriation of vulva and 

discomfort reasons serious social, mental and physical 

problems [12]. On the other hand, a uretero-vaginal 

fistula (UVF) defines an abnormal communication 

between the ureter and vagina which causes urinary 

incontinence, frequent infection, and discomfort [13]. 

Infertility treatment or pelvic radiation therapy and 

gynecological operations, especially total abdominal 

hysterectomy, is the chief cause of UVF and ureteral 

injury [14-18]. Also, the thermal effects of 

electrocoagulation of the ovarian vessels and 

laparoscopic surgery may also cause UVF [19]. A 

report from Parpala- Spårman et al. stated 

gynecological laparoscopic procedures causes more 

than half of the ureteric injuries, mostly in its lower part 

[20]. Traditionally UVF was treated through 

ureteroneocystostomy [21]. But now, it is normally 

replaced by less invasive endoscopic and percutaneous 

procedures which are also very effective and reasonable 

[22]. However, the incidence of both VVF and UVF 

had been investigated by the physicians who are well 

experienced in urogenital fistula repair [15-17]. The 

objective of this study was to summaries the 18 years’ 

experience of VVF and UVF in Rajshahi Medical 

College Hospital, Rajshahi, Bangladesh. 

 

MATERIALS AND METHODOLOGY 
This observational longitudinal study was 

conducted in between 2005- April 2022, at the 

Department of Obstetrics and Gynae in Rajshahi 

Medical College Hospital, Rajshahi, Bangladesh. The 

sample size for this study was 503. 

 

Inclusion criteria 

 The patients who were admitted with genitourinary 

fistula in RMCH between 2005- April 2022. 

 

Exclusion criteria 

 The patients having urinary incontinence other than 

true genitourinary fistula. 

 

All the patients were undergone EUA 

(examination under anesthesia) for details evaluation of 

fistulas. Dye test was done in all the cases. In some 

cases, IVU, USG of KUB region and cystoscopy was 

done. VVF, UVF, RVF, Vesicouterine and 

Vesicocervical fistula were found in different size and 

location. Operations were performed in vaginal and 

abdominal route. Complicated fistulas were referred to 

Urology Dept. of RMCH, Fistula center of DMCH and 

Mamm’s Institute of Fistula and women’s Health, 

Dhaka, Bangladesh. All the information was taken from 

the hospital’s record keeping authority with due 

consent. For statistical analysis SPSS version 21 was 

used as statistical tool in this study. 

 

RESULT 

 

Table-I: Age distribution of study Population (n=503) 

Age Number of patents percentage 

15-25 Years 56 11.13% 

26-35 Years 127 25.25% 

36-45 Years 125 24.86% 

46-55 Years 116 23.06% 

>55 Years 79 15.70% 

Total 503 100% 

 

Table 1 showed age distribution of the study 

patients. Most of the patients 127(25.25%) were 

between the age of 26- 35 years, 125(24.86%) were 

between the age of 36-45 years, 116(23.06%) were 

between the age of 46-55 years, 79(15.70%) patients 

were more than 55 years, & remaining 56(11.13%) 

were between the age of 15-25 years. 

 

Table-II: Etiology of Fistula in study Population (n=503) 

Cause Number of patents Percentage 

Following Total abdominal hysterectomy (TAH) 199 39.56% 

Following obstructed labor 174 34.59% 

Following LUCS 43 8.55% 

Following Corrosive application 31 6.17% 

Following malignancy 19 3.78% 

Following Trauma 18 3.58% 

Following vaginal hysterectomy (VH) 8 1.59% 

Others 11 2.18% 

Total 503 100% 
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Table II showed etiology of fistula of the study 

population. Most of the fistula caused following TAH 

199(39.56%), following obstructed labor 174(34.59%), 

following LUCS 43(8.55%), following Corrosive 

application 31(6.17%), following malignancy 

19(3.78%), following Trauma 18 (3.58%), following 

VH 8(1.59%), and others 11(2.18%). 

 

Table-III: Type of Fistula of study population (n=503) 

Type Number of patents Percentage 

Vesico vaginal fistula (VVF) 423 84.09% 

Rectovaginal fistula (RVF) 52 10.35% 

Ureterovaginal fistula(UVF) 21 4.18% 

Vesico uterine fistula 4 0.79% 

Vesicocervical fistula 3 0.59% 

Total 503 100% 

 

 

Table III showed the type of fistula. Among 

them 423 (84.09%) were VVF, 52 (10.35%) were RVF, 

21 (4.18%) were Ureterovaginal fistula, 4 (0.79%) were 

Vesico uterine fistula and 3 (0.59%) were 

Vesicocervical fistula. 

 

 
Fig-I: Route of Operation in the Study Population (n=330) 

 

Pie chart I showed the route of fistula surgery. 

244(74%) operation were done in vaginal route & 

remaining 86(26%) were done in abdominal route. 

 

 
Fig-II: Outcome of the Operation in study Population (n=330) 

 

Pie chart II showed the outcome of operated 

patients. Operations were successful in 293(88.79%) 

cases & failed in 37(11.21%) cases. 

 

DISCUSSION 
In our study most of the patients 127(25.25%) 

were between the age of 26-35 years, 125(24.86%) 

were between the age of 36-45 years, 116(23.06%) 

were between the age of 46-55 years, 79(15.70%) 

patients were more than 55 years, & remaining 

56(11.13%) were between the age of 15-25 years. 

[Table I] A similar study conducted in between 2011-

2014 showed the age distribution between <18 years 

and ≥18 years where 10.1% of the respondents were 

>18 years and 89.9% were ≥18 years [23]. Another 

study distributed the age between ≤40 years to >60 

years where 11.7% were ≤40 years and followed by 



 

 

Nazmun Nahar et al; Sch J App Med Sci, Jun, 2022; 10(6): 872-876 

© 2022 Scholars Journal of Applied Medical Sciences | Published by SAS Publishers, India  875 
 

 

 

70.6% were 41-50 years, 15.75 were 51-60 and 25 were 

>60 years [24]. In our most of the fistula caused 

following TAH 199(39.56%), following obstructed 

labor 174(34.59%), following LUCS 43(8.55%), 

following Corrosive application 31(6.17%), following 

malignancy 19(3.78%), following Trauma 18 (3.58%), 

following VH 8(1.59%), and others 11(2.18%). [Table 

II] Among the study patients 423 (84.09%) had VVF, 

52 (10.35%) had RVF, 21 (4.18%) had Ureterovaginal 

fistula, 4 (0.79%) had Vesico uterine fistula and 3 

(0.59%) had Vesicocervical fistula. [Table III] 

Priyadarshi et al. in their study showed V. V.F in 

70.73% and ureterovaginal fistula in 14.63% cases due 

to obstructed labor and was iatrogenic fistula seen in 19 

(4.87%) [25]. cases Lawal et al. found obstructed fistula 

in upper vagina was in 3.5% [26]. The study of Kumar, 

et al. found the ureterovaginal fistula was in 6.12% 

[27]. In our study 244(74%) operation were done in 

vaginal route & remaining 86(26%) were done in 

abdominal route. [Figure I] Bodner-Adler B et al. in 

their study showed repair by abdominal vagina route 

was done in 493 cases [27]. Delamou et al. in their 

study showed repair by abdominal route was done in 

971% cases and followed by vaginal route was in 1.8% 

and combined in 00.8% cases [28]. In our study 

operation were successful in 293(88.79%) cases & 

failed in 37(11.21%) cases. [Figure II] Eilber et al. [29] 

showed the success rate 97% and failure rate was 3% 

where kumar et al. [30] found it 94.285% and 5.72%, 

C.-Y. Liao et al. [31] showed the success rate 94% and 

failure rate was 6%. 

 

CONCUSION AND 

RECCOMENDATION 
In the past, VVF was mostly due to obstructed 

labour, but in our study it is shown that genitourinary 

fistulas were mostly due to surgical complications & a 

good number of cases following application of 

corrosive chemicals for the treatment of uterovaginal 

prolapse which is very much alarming. However, in the 

past VVF and UVF were thought to be the incurable 

problem but with advanced surgical practice, 

availability of good suture material and antibiotics it 

can be cured surgically. But still there is a lack of 

standardized algorithm for their management. These 

complications hamper both the personal and social life 

problems for women along with the acute physical and 

mental illness. Hence, accurate and timely diagnosis, 

devotion to basic surgical principle, and repair by 

experienced surgeon helps the optimum chance of 

success and improved quality of life for the women. 

Besides, universal education, improvement in the status 

of women, the development and accessibility of 

maternity services especially for those who live in the 

low socio-economic condition and the training of health 

personnel in reproductive health cases along with 

surgical skill development is also important. 
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