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Editorial

Towards a solution for obstetric fistula problems

I thank the Editors of Pelviperineology for this invitation to write an editorial as background to our Interim Report on a
new method for fistula surgery, which was first proposed in this journal in 2015.

The background is that despite the efforts of the Millenium Development Goals and recent advances in maternal health
across the world, far too many women are still dying in labour and many women are still getting injured.

The obstetric fistula is one of the most feared injuries and there are an estimated 2 million women across the world still wai-
ting for treatment.

There is a growing number of surgeons being trained and more women getting treated. But the surgery is not a guarantee of
cure. Fistula patients vary considerably in the type of injuries they sustain and what type of surgery is needed to reconstruct
the urinary tract, reproductive tract and gastrointestinal tract. Closing the defects is one thing and over 95% of women can ha-
ve their fistula closed at the first operation by a skilled surgeon. However, up to 55% of patients will still have ongoing incon-
tinence. This problem of ongoing incontinence has been underreported and even neglected. Many places just perform a dye
test and if it is negative the patients are recorded as cured, even if they are still leaking the same amount as before the opera-
tion. The harder you look for the problem, the more you will find. It is the author’s routine to examine all patients with a full
bladder, get them to cough, walk and for the more severe cases quantify the loss with a one hour pad test. Accurate diagnosis
is of critical importance. Those patients who remain wet become depressed, suicidal with little or no chance of having a normal
life. Many, very many, live out their lives as outcasts from family and home.

There have been several different operations described to tackle the problem. The general principles of urinary incontinence
in the west are not readily transferable as the pathology is different. The patients with ongoing incontinence invariably have
had some damage of their urethra during the fistula formation, sometimes the whole urethra along with half the bladder has
been destroyed along with the vagina and despite complex reconstructive surgery, they are still wet.

Some have tried tape slings, but with poor results and high erosion rates. Nearly all hospitals performing fistula surgery can-
not afford synthetic slings anyway. Autologous slings, muscle or fascia are cheap and so are used more widely, but it is not the
answer. For the most severe cases the cure rate is a pitiful 26%.

Our introduction of a skin flap to restore vaginal elasticity has shown a big jump in the success rates in women that would
have been labeled as having an extremely poor prognosis or even inoperable. We could expect even greater outcomes in all
patients with vaginal tissue loss.

This Interim Report is the endpoint of a classic scientific journey. Guided by the Integral Theory, an analysis was made of
the pathogenesis; a hypothesis was formed, that the problem was scar-induced loss of vaginal elasticity. From this evolved tre-
atment, application of a skin graft to improve tissue elasticity. This was tested in a small pilot study. Then the skin graft method
was applied to the worst affected cases, the basis of our Interim Report. In summary, this technique marks the most exciting
advancement in fistula surgery for many years and many thousands of impoverished women stand to benefit.

ANDREW BROWNING
Director Maternity Africa, Arusha, Tanzania
andrew_browning @hotmail.com
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Review

A review of the Integral Theory of Pelvic Organ Prolapse and
proposed concept of repair: part 2 — the TFS ligament repair

DARREN M GOLD?, DAVID ENDE?

1 Colorectal Surgeon, Senior Lecturer in Surgery, St Vincent's Clinical School, UNSW, Sydney, Australia
2 Urologist, St Vincent’s Clinic, Senior Lecturer, Notre Dame Medical School, Sydney, Australia

Abstract: Aim: To demonstrate how TFS site specific repair of the 4 main damaged ligaments (Part 1) restores the anatomy of patients’ with
cystocoele, uterine/apical prolapse and high, mid and low rectocoele. Surgery: The surgery is based on the TVT neo-ligament principle, shor-
tening and reinforcing the ligaments: arcus tendineus fascia pelvis (ATFP ) and cardinal (CL) to cure cystocoele; CL and uterosacral (USL)
to cure uterine/apical prolapse; USL and perineal body (PB) to cure rectocoele; PUL to cure urinary stress incontinence. There is no vaginal
excision. Which ligament to repair is guided by the Pictorial Diagnostic Algorithm, which uses symptoms to identify which ligaments are da-
maged. Results: The application of TFS for repair of only 4 ligaments has been found to be sufficient for repair of all three prolapses, cysto-
coele, uterine/apical and rectocoele. The 5th ligament, PUL, is essential for repair of urinary stress incontinence. There seems to be minimal
recurrence of the prolapses in the longer term. Data from patients having total repair (all prolapses) indicates there is only a minimal fall in
cure rate, from 92% at 12 months to 84% at 48 months. Conclusions: Suturing damaged tissue to damaged tissue creates scar tissue and more
damaged tissue. With reference to the suspension bridge analogy, if the tensioning cables (ligaments) have collagenous damage, the collagen
must be strengthened by tissue reaction from precisely implanted tapes. The one-way system at the base of the anchors allows the tapes to
both shorten and reinforce the damaged ligaments, thus restoring anatomy and function: the directional muscle forces require a firm insertion
point (ligament) to contract efficiently, according to Gordon’s Law.

Keywords: ATFP; Cardinal ligament; Uterosacral ligament; Perineal body; Pubourethral ligament; TFS surgery.

INTRODUCTION Symptoms indicate which ligaments cause a particular
prolapse and which symptoms are associated with damage
in particular ligaments. The aim of the repair is to shorten
and strengthen the ligament.

This is the second of four related papers seeking to criti-
cally analyze the Integral Theory System and aims to intro-
duce the TFS system of ligament repair.

The Integral Theory!, states that pelvic organ prolapse,
bladder and bowel dysfunction and some types of pelvic
pain, mainly derive, for different reasons, from laxity in the
vagina or its supporting ligaments, as a result of altered col-
lagen/elastin.

Surgery with the TFS tool has a simple basis: it shortens
and reinforces damage in the 5 suspensory ligaments using
the TVT neo-ligament principle first applied in 1990 The
same surgical methods apply for major prolapse or signifi-
cant symptoms with minimal prolapse.

Basic surgical principles

1. Ligaments provide suspensory strength2. They must be
shortened and reinforced, preferably with a precisely loca-

ted tape. This method is sufficient to restore all prolapses, =T |"';T"F,',m"" =TT
apical, cystocoele, rectocoele and to restore the contractile
force® of the pelvic muscles which control bladder and bo- S ! —
wel function. Gordon’s Law states that a striated muscle e
contracts efficiently over a small distance. Elongation of its pre==
insertion point also elongates the muscle and the muscle inconinenzy
force decreases exponentially. —

2. The uterus and vagina are conserved. The vagina has ‘ ampipg
little structural strength?. Excision of vagina will shorten or |
narrow it and decrease its quantity of collagen and elastici- EETRASS

Ry
ty. The uterus functions like the keystone of an arch. All the
suspensory ligaments directly or indirectly connect to the I
uterus. Hysterectomy, by division of the uterosacral and
cardinal ligaments weakens the ligamentous insertions and faeent ’
predisposes to collapse of the vaginal walls as the patient ——
ages. The effect of hysterectomy on structure and function s
becomes evident as collagen atrophies with age, especially

after the menopause.

fec  elairwTed
dcoalivenoe  deieoaliog

Which ligament to repair? Figure 1. - Pictor.ial _algorithr_n fo_r diagnosis of pelvic organ pro-

o . . . . lapse. Symptoms indicate which ligaments cause a particular pro-
The surgery is guided by the diagnostic algorithm, Figure lapse and which symptoms are associated with damage in particu-
. lar ligaments.
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