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Abstract 
The objective of the study was to report the results of the surgery of the Vesi-
co-vaginal fistula (VVF) transection types at CHU Conakry. Methods: This 
was a prospective descriptive study that focused on 64 patients operated for 
VVF transection type at the Urology department of CHU Conakry between 
January 2013 and December 2015. Four types of transection were defined ac-
cording to the state of the urethra and vagina, the size of the fistula, the pe-
ri-fistulous tissue and associated lesions. The variables studied were the pro-
portion of transection, age, the type of transection, the number of previous 
cures, the operative technique, the complications and the results after a fol-
low-up of 3 months. Results: Transection accounted for 47.05% of the obste-
tric fistulas. The average age was 25.18 years old (14-43 years old). This was a 
Type I transection (11 cases), type II (27 cases), type III (19 cases) and type 
IV (7 cases). The surgical approach was vaginal in 64 cases. Fistulorraphy 
with a confection of a new cervix and cervico-urethral anastomosis was con-
ducted in 19 patients, combined with bladder flap urethroplasty (30 patients) 
or vaginal flap (15 others). We recorded healing in 37 cases. Conclusion: 
Transection type VVF is a severe VVF. The preferential surgical approach 
was vaginal. Technical difficulties were related to associate lesions and the 
continence system affected. 
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1. Introduction 

In developing countries, vesico-vaginal fistulas are secondary to an ischaemic le-
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sion on fetopelvic dystocia resulting from a long delay between the onset of la-
bour and access to a caesarean section [1] [2] [3]. They are public health prob-
lems in countries with low medical services and where urgent obstetrics cares are 
insufficient [4] [5]. The WHO estimated between 2 and 3.5 million women vic-
tims of obstetric fistula in the world, mainly in Africa [5]. 

The transections types vesico-vaginal fistulas are severe obstetric fistula due to 
their extensions, associated lesions and the damage of the continence system [3] 
[4]. Several classifications of the obstetric fistula were reported in the literature 
but few authors were interested in transection only. 

The classification of Waaldijk [6] describes three types of fistulas: 
• Type I: Fistulas do not involve the urethral closing mechanism; 
• Type II: Fistulas involve the urethral closing mechanism. It has divided the 

type II in type IIA without urethral damage, type IIB with urethral damage 
and subdivided the type IIB in type IIB(a) without circumferential defect IIB 
(b) with circumferential defect; 

• Type III: Ureters and other fistulas. 
Falandry’s classification [7] takes into consideration the seat of the fistula, the 

sclero-inflammatory reshuffle and the sphincterial damage. It divides the obste-
tric fistulas into three groups: 
• Group I: Simple fistulas, representing less than 15% of cases. The fistulous 

orifice is distant from the urethra or the cervix whatever its size. The tissues 
are flexible and the prognosis is excellent if only the provided postoperative 
care is satisfactory; 

• Group II: Fistulas representing more than 50% of cases. They are more or 
less complex by the extent or by the damage of the Sphincterial device. The 
sclerosis of the tissues makes the exposure more or less difficult. The progno-
sis is good, but often at the price of several interventions with sometimes 
complex techniques (plasty, grafts, artifices) to obtain a seal and continence; 

• Group III: About 30% of cases. These are true extended tissue destruction 
towards the genital device, urinary and sometimes the ano-rectal sector 
within scarf tissues whose surgical exposure is difficult, sometimes at the 
price of incisions that consume time and blood reserves. Some are described 
as “impossible” beyond the usual surgical techniques. The transsection would 
correspond to the type II(B) of Waaldijk or Group III of Falandry, that 
means a fistula with pure cervix disinsertion or cervico-urethral associated 
with a more or less extended destruction of the urethra. The tissue destruc-
tion concerns the posterior wall but also the anterior wall of the bladder, the 
cervix on all its conference. The urethra is sometimes cut nearest to the cer-
vix and in this case it is normally usable. More often, the urethra is partially 
destroyed in its proximal part with a closed posterior orifice. The lower edge 
of the symphysis is no longer covered by a vaginal neo-epithelium. Sclerosis 
and loss of substance are often major, making the approach and the dissec-
tion extremely difficult. At the ultimate stage, the vagina is represented only 
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by a sclerous parade in the background of which there is a vesical stump. The 
associated rectal damages are most often large decay interesting the Sphincter. 

All transsection does not come up with such dramatic lesions. Some concern 
only the cervix with a fistula overflowing a little on the trigone, an urethra fairly 
well maintained with a moderate sclerosis. Nevertheless, they have in common a 
circular damage at least at the level of the cervix, where the lower edge of the pu-
bis is nacked [7]. All these anatomic clinical varieties require classification and 
require surgical experience in the repair of fistulas as in addition to the difficul-
ties of access, the vesical neck to rebuild we can be brought to achieve uretroplasty 
from bladder or vaginal tissue in order to restore anatomy and urinary continent. 

2. Methodology 

It was a prospective descriptive study of three years duration, ranging from Jan-
uary 1st, 2013 to December 31, 2015. All the women operated of VVF transection 
type during the study period and having a complete medical file with a follow-up 
of at least 3 months were included. 

A sample of 64 patients was the subject of this study. The study variables were: 
the proportion of transection compared to other obstetric fistula, age, reasons 
for consultation, the number of previous cures, the type of transection, the oper-
ation technique, the preoperative and postoperative complications. The review 
under the valve in the operating block has made it possible to highlight four 
types of transsection that have been defined according to the state of the urethra 
and vagina, the size of the fistula, the nature of the peri-fistuluous tissue and as-
sociated damages. These were: 
• Type I Transection (Figure 1): the urethra is being sectioned close to the 

cervix. The destruction of the proximal urethra was less than or equal to 1cm. 
The fistulous orifice and the vagina were flexible. 

• Type II Transection (Figure 2): The fistula the interest is in the Trigo-
no-Cervico-Urerthral region with partial destruction of the urethra that was 
between 1 and 2 cm. There was a loss of substance and a vaginal flange. 

• Type III Transection (Figure 3): In this type, vaginal sclerosis and the loss 
of substance were major, sometimes making the vagina unpermeable. The 
remaining urethra was less than a centimeter. The surgery pathway and dis-
section were difficult. 

• Type IV Transection: When the transection was associated with either a ve-
sico-uterine fistula (VUF) or an uretero-vagina fistula (UVF) or a rec-
to-vaginal fistula (RVF). 

We have retained the patients in accordance with this classification adopted in 
our service for transections. After a follow-up of at least three months, the re-
sults were judged: 
• Good: when the fistula was closed and the urination was restored. 
• Poor: When urinal incontinence is persisting despite the closure of the fistula. 
• Failure: When the fistula was not or incompletely closed. 
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Figure 1. Type I complete transection (urethra section close to the cervix, the fistulous 
orifice and the vagina remain flexible). 

 

 
Figure 2. Type II Transection (Loss of substance and a vaginal flange, 2cm of urethra re-
maining). 

 

 
Figure 3. Type III Transection (complete destruction of the urethra, large vaginal bride, 
difficult approach and dissection). 
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These results were reviewed according to the type of transection, the number 
of previous cures, the status of the vagina and the operation technique. 

3. Results 

During the study period, we raised 64 cases of VVF transection type representing 
47.05% of obstetric fistula. The recto-vaginal fistula were all obstetrics and asso-
ciated with a VVF (Table 1). 

 
Table 1. Socio-demographic and clinical characteristics of the patients. 

Socio-demographic and clinical characteristics effectif % 

Age*   

14 - 23 32 50 

24 - 33 21 32.80 

34 - 43 11 17.20 

Profession   

House wife 59 92.20 

Taylor 3 4.68 

Trader 1 1.56 

Student 1 1.56 

gravidity   

Primiparous 32 50 

Pauciparous 15 23.44 

Multiparous 17 26.56 

Place of delivery   

Hospital 34 53.12 

Home 27 42.20 

Health center 3 4.68 

Route of delivery   

Vaginal delivery 48 75 

Caesarean section 16 25 

Reason for consultation   

Urine leaking from the vagina 64 100 

Loss of feces from the vagina 4 6.25 

Cyclic hematuria 1 1.56 

Nomber of previous cure**   

once 15 23.43 

Two times 9 14.06 

Three times 4 6.25 

*The average age of patients at the moment of the diagnosis was 25 years with the extrem of 14 and 43 
years. **More than half (n = 36) have never been operated of the fistula. 
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The average age of the patients at the time of the fistula was 25.18 years old 
with extremes of 14 and 43 years. Half of the patients (32 cases) had an age be-
tween 14 and 23 years old. The profession was that of housewives in 92.1% (n = 
59) and one patient had a primary level of education. 

Vaginal urine leak was noted in all patients (64 cases) and was associated with 
loss of feces through the vulva in 4 cases and a cyclic hematuria in one case. 

Vaginal delivery was reported from 48 patients (75%) and by Caesarean from 
16 patients (25%). After dystocic work, the delivery was held at the hospital for 
34 patients (53.1%), at home for 27 patients (42.2%), at the health center for 3 
patients. The fistula occurred in a primiparous in the half of cases (n = 32), in a 
pauciparous within 23.43% of cases (n = 15) and in a multiparous in 26.56% of 
cases (n = 17 cases). 

In the history of the fistula cure, the first cure has been reported in 15 pa-
tients, two cures in 9 patients and three cures in 4 patients. Thirty six patients 
had no previous cure. 

At the examination under valve, the urethra was partially destroyed in 31 pa-
tients, totally in 15 patients and intact in 18 patients. It was also permeable in 41 
patients and blind in 8 patients. The vagina was flexible in 23 patients, sclerotic 
in 37 patients and unpermeable in 4 patients. 

The transection was associated with a RVF in 4 patients, a UVF in 2 patients 
and a VUF in a patient. 

The types II and III of the transection were the most represented with 42.2% 
and 29.7% respectively. Types I and IV were found in 17.2% and 10.9% of cases 
respectively. 

We used a spinal anesthesia in 58 patients (90.6%), a general anesthesia in 3 
patients (4.7%) and an addition of a spinal anesthesia in 3 other cases. 

The surgical approach was vaginal with 64 patients and mixed with 2 patients 
(3%) for the cure of a vesico-uterine fistula and an uretero-vesical reimplantation. 

Fistulorraphy with a confection of a new-vervix and cervico-urethral anasto-
mosis was the basic technique in 19 patients, combined with bladder flap ureth-
roplasty in 30 patients or vaginal flap in 15 others. Among the associated ges-
tures, a large bilateral or later posterior episiotomy had been required 39 times, 
the urethral trocardization 8 times, the rectal fistulorraphy 5 times, the urete-
ro-vesical reimplantation 2 times. The Vesico-uterine fistulorraphy and the re-
placement of a flap was needed once in each case. 

The operating suites were simple in 84.4% (n = 54). Among ten patients 
(15.6%) we noted complications such as vomiting + fever (4 times), lumbar pain 
+ vomiting (2 times), headache + fever (2 times), ileus (1 time) and calcification 
on hair (1 time). 

For the 64 patients, we made 96 surgical procedures, giving a repeated surgery 
survey of 33% of cases. 

The vesical drainage was carried out by urethral catheterism and lasted 14 
days for 19 patients and 21 days for 45 patients according to whether the tran-
section was isolated or associated with urethroplasty. 
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The results of this transection surgery were deemed good in 37 patients (58%), 
failure in 21 patients and poor in 6 patients. 

The comparative analysis of the overall results compared to the type of transec-
tion has raised that the best results were obtained with the I and II types (Table 2). 

Out of 36 patients who had no previous surgery, 22 were cured giving a suc-
cess rate of 61.11%. The failure rate increased from 25% when there was no res-
torative surgery and to 50% when there were 3 times of surgical cure (Table 3). 

According to the status of the vagina, all the failure cases were associated with 
a sclerotic or unpermeable vagina (Table 4). 

According to the operative technique, the fistulorraphy associated with 
urethroplasty with vaginal flap grouped the highest failure rate (Table 5). 

 
Table 2. Distribution of the surgery results compared to the types of transection. 

Types of transsection 
Results 

Good Poor Failure TOTAL 

Type I 11 (100%) - - 11 (100%) 

Type II 22 (81%) - 5 (19%) 27 (100%) 

Type III - 6 (32%) 13 (68%) 19 (100%) 

Type IV 4 (57,1%) - 3 (42.9%) 7 (100%) 

 
Table 3. Distribution of the surgery results compared to the number of previous cures. 

Number of  
previous cures 

Results 

Good Poor Failure TOTAL 

0 27 (75%) 0 9 (25%) 36 (100%) 

1 8 (53%) 3 (20%) 4 (27%) 15 (100%) 

2 3 (33.3%) 2 (22.2%) 4 (44.4%) 9 (100%) 

3 1 (25%) 1 (25%) 2 (50%) 4 (100%) 

 
Table 4. Distribution of the surgery results compared to the state of the vagina. 

State of the Vagina 
Results 

Good Poor Failure TOTAL 

Flexible/soft 21 (91.3%) 2 (8.7%) - 23 (100%) 

Sclerotic 16 (43%) 4 (11%) 17 (46%) 37 (100%) 

Waterproof/impermeable - - 4 (100%) 4 (100%) 

 
Table 5. Distribution of the surgery results compared to the operating techniques. 

Operating techniques Good Poor Failure Total 

Fistulorraphy + urethra in vagina - 6 (40%) 9 (60%) 15 (100%) 

Fistulorraphy + urethra in bladder 21 (70%) - 9 (30%) 30 (100%) 

Fistulorraphy + neo-neck + 
cervico-urethral anastomosis 

16 (84.2%) - 3 (15.8%) 19 (100%) 
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4. Discussion 

Between January 2013 and December 2015, we raised 64 cases of VVF transec-
tion type, representing 47.05% of all obstetric fistulas. In 1995, Guirassy et al. [8] 
reported that complex fistulas grouped 64% of cases. Diallo et al. [9] in a study 
of support of obstetric fistula realized in 3 sites out of our service reported that 
complex fistulas were 66% of cases. In a series of 1050 patients from Benche-
kroun et al. [10], Type I and Type II, corresponding to the transection accounted 
for 30% and 22% of which cases. 

The average age of our patients was 25, 18 years with extremes of 14 and 43 
years. Ruminjo et al. [11] As well as Frajzyungier et al. [12] reported an average 
age of 25-year. The young age participates in the foeto-maternal disproportion, 
responsible for the occurrence of the obstetric fistula [3]. Several authors [4] [10] 
[13] are unanimous on the occurrence of the fistula in young sexual active pa-
tients. 

The choice of the surgical approach is not univocal [14] [15] [16]. Fistula may 
be approached either by vaginal or by trans-vesical or transperitoneal-vesical 
[15]. Bodner-Adler et al. [17] in a meta-analysis had reported the laparoscopic 
lane and robot assisted in 15% of cases with an estimated success rate at 98.87% 
of cases. Their choice is based on the complacency of the vagina, the seat of the 
fistula and associated lesions. It requires a good preoperative assessment, which 
is based on a vaginal examination carefully made, an assessment of the state of 
the high urinary device and the flexibility of the tissues. The vaginal path was 
our main surgery pathway. 

Kambou et al. [18] used the vaginal chirurgical approach in 61.4% of cases. 
For Moudouni et al. [15], it was used in 70% of cases. 

The vaginal chirurgical approach for us seems to be the best for transections 
because it gives an operating comfort, direct access to the lesions of the bladder 
and the urethra. It also allows the tissue interposition and simultaneous surgical 
approach of an associated RVF. This simultaneous surgical approach was made 
in the 4 cases of RVF associated with success in half of cases. For Gueye et al. 
[14], almost all types of vesico-vaginal fistulas can be repaired vaginal surgical 
approach. There are technical ways to expand the vaginal path: 
• The Schuckhar side episiotomy 
• The posterior episiotomy of the picot-Couvelaire 
• Disinsertion of the anterior face of the bladder to the pubis. 

A large bilateral or posterior episiotomy was used in 39 patients and the dis-
insertion of the anterior face of bladder in all patients. 

However the vaginal surgical approach, has a disadvantage, that of not allow-
ing the identification of the ureters except in the large fistula where all the vesical 
floor is visible. 

High chirurgical track or transperitoneal-vesical route is indicated in the high 
vesico-vaginal fistula or in case of associated lesion such as a vesico-uterine fis-
tula or an uretero-vaginal fistula [10] [14] [16]. In our series, it was associated 
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with the vaginal surgical approach in 2 cases. 
The simplest technique for repairing VVF is to split and sew separately from 

the two planes (vesical and vaginal) after reviving the embankment [16]. But this 
technique that is of great simplicity and low morbidity is not easy in transec-
tions. The principle of surgical treatment in our series was fistulorraphy with a 
confection of a new cervix and cervico-urethral anastomosis in all patients. 
Urethroplasty was associated with fistulorraphy in 45 patients. 

Postoperative vesical drainage was carried out by a urethral probe for several 
authors [14] [15] [19]. For the blinder reported by MOUDOUNI et al. [15], urine 
is used to drain by a urethral probe in case of high fistula far from the bladder 
cervix and a cystostomy in cervical and urethral low fistulas. The duration of the 
bladder drainage were not recommended by these authors. In our series, drai-
nage lasted 14 days for 19 patients and 21 days for 45 patients according to the 
transection cure was insolated or associated with urethroplasty. Ruminjo et al. 
[11] reported a median duration of urethral catheterism of 21 days (14 - 27). The 
success rate in our series is in the range of literature where it ranges from 57 to 
96% of cases [10] [12] [13] [15] [20]. For Falandry, the healing rate varies de-
pending on the extent of the necrotic damage and can reach 100% for Group I, 
75% for Group II and 50% for Group III [7]. 

This healing is sometimes obtained from the outset from the first interven-
tion, other times at the end of complex surgery, repeated and traumatic for pa-
tient very affected psychologically as confirmed by the study made by the Wilson 
and Harouna et al. [2] [21]. The repeated surgery rate in our series (33%) was 
higher than that of Guirassy et al. [8] in the same service in 1995 reporting 20%. 
Indeed, each failure results in a sclerosis that is added to the primitive sclerosis, 
with less irrigated tissues [14] [19]. 

Urine continence failure after the fistula closes was 9% in our series against 
10.4% for Sludge [22], 11% for Arrowsmith [23], 18.9% for Ruminjo [11] and 
23.1% for Kimassoum et al. [24]. In any case where urethroplasty used vaginal 
tissue (vaginal flap urethroplasty) we observed bad results. The high failure rate 
in our 33% series could be related to the destruction of the urethra (type II and 
III of transections) and the sclerotic state of the vagina. Overall, about 15% of 
vaginal fistulas are incurable, despite the use of various surgical techniques. 
These cases are results either from enterocyctoplasty enlargement or replace-
ment from urinary derivatives [12]. Palliatives interventions that seem best 
suited to our context are continent urinary derivatives such as continent vesi-
costomy or the ileoecoecale bladder continent of Benchekroun [10] [12]. 

5. Conclusion 

The vesico-vaginal fistula transection type is severe obstetric fistulas as a result 
of their extention, associated lesions and the continence system damage. They 
are secondary to prolonged hard labour during delivery among young partu-
rients. The preferential surgical approach was vaginal. Fistulorraphy with a con-
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ception of a new cervix and cervico-urethral anastomosis was the basic tech-
nique that can be associated with urethroplasty by bladder or vaginal flap. The 
poor results were related to the type of transection (Type III and IV), the scle-
rotic state of the vagina, the number of previous cures and to the vagynal flap 
uretrhoplasty. Adequate support of delivery favours the reduction of the vesi-
co-vaginal fistula. 
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