GENITAL FISTULAE:
DEFINITION: A fistula is an abnormal communication between two or more internal organs, or between body surface and one or more internal organs or structure

INCIDENCE: Decreased considerably in developed countries, while higher in developing countries, especially vesicovaginal fistulae in childbearing female population.

CLASSIFICATION:
GENITOURINARY:

VAGINAL -Vesico-vaginal

                   -  Urethro-vaginal

                   -  Uretero-vaginal

                   -  Entero-vaginal

UTERINE   - Vesico-uterine

                    -Vesico-cervical

                    -Uterocervical

TUBAL-  Tubo-vesical

GENITOINTESTINAL

VAGINAL- Rectovaginal

                   - Ano-vaginal

                   - Entero-vaginal

UTERINE- Entero-uterine

 TUBAL   -Entero-tubal 

AETIOLOGY AND PATHOGENESIS:

1. Necrosis- Neglected obstructed labour-ischaemic pressure necrosis

2. Trauma- 
a. Assisted delivery-forceps or bladder injury at caesarian section

b. Sexual trauma
3. Iatrogenic- Consequence of gynaecological operations-e.g ureteral injuries at level of the pelvic brim or cervix

4. Radiotherapy

5. Neoplasms-e.g cervical cancer

6. Chronic granulomatous diseases-Crohns ds, Tuberculosis, Syphilis

CLINICAL FEATURES AND EVALUATION:

GENITOURINARY:

-incontinence

-continuous leakage

-vaginal irritation

-depression

-social isolation

ON EXAMINATION

-Large fistula can be seen 

-Position and size vary-obstetric fistula usually in mid-vagina

                                     -postsurgical-high in vaginal vault

-Small fistula-fill bladder with methylene blue

-Cystoscopy-indentify ureters in relation to fistula

-Intravenous pyelogram-to detect ureteral involvement

GENITOINTESTINAL:

-Mucus from rectum in vagina
-Flatus and feaces in vagina
-Low rectovaginal fistula can be seen on examination

TREATMENT:

Prevention-meticulous suturing technique

Care in handling tissue

Prevention of infection 

Proper knowledge of anatomy

Gynaecological fistulae should be repaired surgically with first operation having the greatest chance at success-refer to center of excellence

Small-vaginal approach

Large-abdominovaginal approach-prolonged catheterisation, antibiotic prophylaxis
Fresh injury-repair immediately

Old fistula-can delay surgery to allow oedema and inflammation to resolve, epithelialisation may occur

Ureteral fistulae-reimplantation of ureters, ureter to ureter anastomosis, formation of neobladder

Rectovaginal fistula-bowel preparation, antibiotics, fistula edges excised and repaired in layers

Success depends on aetiology, complexity of fistula, delay in diagnosis and number of prior attempts
