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Introduction
Management of urethravaginal fistulas and complicated
vesicovaginal fistulas represents a great challenge.
Urethravaginal fistulas (UVF) and complicated
vesicovaginal fistulas are rarely encountered in developed
countries. Fistulas greater than 3 cm, fistulas associated
with radiotherapy or malignancy, fistulas that involve the
trigone, bladder neck and urethra are complicated fistulas
(1). Simple anatomic repair of these fistulas are not
promising and should be avoided. We present a case of
large urethravesicovaginal fistula that has been for 15
years that is reconstructed by excision of fistula repaired
by lateral vaginal wall flap and reinforced with Martius
flap. 

Case Report
A 50 years old woman, gravid 5, para 4 was admitted by
complaints of continous urine leakage. Her births took place
at home which then she had urinary leakage. On physical
examination, she had a fistula involving bladder neck and
almost all of the urethra, with a few millimeters of external
urethral meatus left. Laboratory examination was
unremarkable. Intravenous pyelography revealed a very
small, contracted bladder and the fistula.  Upper urinary
system involving ureters were normal.  The patient was
undertaken to surgical correction under general anesthesia. A
Foley catheter was introduced to the defect in the base of
bladder and the balloon was filled with 15 ml of serum
physiologic. Another catheter was passed through the left
external meatus (Figure 1a). A vaginal flap with vascular
pedicle was prepared at the right side and the fistula tract was
incised with curved lancet. Bladder base was repaired with
interrupted sutures. Incision over the right labium majus for
preparation of Martius flap was made and the tunnel was
prepared from subcutaneous tissue to the vagina (Figure 1b).
Tunneling was performed cautiously in order to protect the
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Özet

Komplike Veziko-Üretravajinal Fistül
On befl y›ld›r bulunan veziko-üretravajinal fistül olgusu takdim edilmifltir. Elli yafl›nda kad›n hasta on befl y›l önce evde
do¤umdan sonra geliflmifl sürekli idrar kaça¤› ile klini¤imize baflvurdu. Küçük kontrakte bir mesane ve üretravajinal fistül
olan hastaya vajinal fleple yeni üretra yap›ld›. Oluflturulan yeni üretra mesane taban›na ve eksternal meatusa anastomoz
edildi. Onar›m martius flepiyle desteklendi. Komplike üriner sistem fistüllerinin basit onar›m› iyi sonuçlar vermemektedir
ve bunlardan kaç›nmak gerekir. Üretra ve mesane taban› rekonstrüksiyonunda vajinal ve labial flepler faydal› uy-
gulanabilir yöntemlerdendir.
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vascular supply of vaginal flap. A catheter was used to make
a tube of vaginal flap (Figure 1a). Catheter in the vaginal flap
was proceeded into the base of bladder. Anastomosis of the
bladder base, vaginal flap and the external meatus was
performed by 6 polyglactin sutures (Figure 1c). Previously
prepared Martius flap was turned over the anastomosis
(Figure 1d). The catheter was left in place for 1 month.
Postoperative course was uneventful. The patient was lost to
follow up.

Discussion
Although urethravaginal fistulas are rare in developed
countries, they are the frequent complications of obstetric

trauma in developing countries. They can also occur after the
operations that involve the urethra and vagina such as
urethral diverticulectomy or anterior vaginal repair, pelvic
fractures, vaginal or urethral malignancies (especially after
radiotherapy), and radical operations such as Wertheim
operation (1).

The conventional approach to the repair of urethravaginal
fistulas is transvaginally, and a Martius labial fat pad graft is
frequently used to buttress the repair (2,3). When the defect
is large, alternative treatment modalities are limited.
McKinney used a full-thickness free graft of labium minus to
successfully treat a large urethravaginal fistula that could not

Figure 1. a) Arrows shows the remaining urethra (mainly of external urethral meatus) and the defect in the base of bladder. A tube of the vaginal
wall is prepared  from a vaginal wall flap with vascular supply. b) Incision over left labium majus is made for preparation of Martius flap, latter
in the operation. c) Anastomosis of tubular vaginal flap. d) Martius flap over the anastomosis at the end of operation.
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be bridged otherwise (4). The role of buccal mucosa
autografts is limited to urethral reconstruction and the
possibility of using that in UVF management is not evident
yet (5). It is reported that complex urethravaginal fistulas can
be repaired by pediculed rectus abdominis muscle flap (6). 

Fistulas inaccessible from the vagina may require abdominal
repair. Laparoscopic treatment of vesicovaginal fistulas is
another modality which is feasible, efficacious and minimal
invasive (7). Recently, robotic-assisted laparoscopic
approach is reported to be a viable option for successful
repair of a vesicovaginal fistula (8). However, robotic
surgery is a new entity and long term follow up results are
not available for robotic surgery (9). 

Reports of results of repair urethravaginal fistula are limited
in the literature. Blaivas reviewed the results in 24 women
with bladder-neck and urethral defects with a 79% success
rate after primary surgery (10). Lee similarly reported a 92%
correction rate of UVF after one surgery and 100% success
after secondary surgery (11). Goodwin and Scardino
reported a 70% success rate following one operation in
patients and 92% following second operation (1).

Every fistula is unique and requires an individualized
approach; it is difficult to describe a standard fistula repair.
However, key to successful repair in any technique is
tension-free and delicate surgical technique. The authors
believe continence procedures might be evaluated and
planned after correction of the complex fistulas; although
there is not an evidence of decreased success and increased

complication when interposition graft is combined with other
surgical procedures. Large defects involving the bladder
base can be repaired by the technique we described above.
Martius flap over the anastomosis reinforces the anastomosis
and may contribute to the continence of the patient (12). 
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