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Case report 

Bartholin's gland abscess a rare cause of rectovaginal fistula: A case report 
and literature review 
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A B S T R A C T   

Introduction: Rectovaginal fistula (RVF) is an abnormal communication between the vagina and the rectum. RVFs 
caused by Bartholin's gland infection are very rare. We present the case of recurrent rectovaginal fistula 
complicating a bartholin's gland abcess successfully treated with a Martius flap. The aim of this work is to 
demonstrate the possibility of complication of bartholin's gland infection by a rectovaginal fistula and the effi-
cacy of Martius flap procedure for recurrent RVF of the low third part of the vagina. 
Observation: It is a 30-year-old woman admitted to our department for recurrent RVF due to an abscess of the 
Bartholin's glands. She was previously treated with a vaginal advancement flap which failed with persistence of 
the fistula and its symptoms. The patient underwent a RVF repair by Martius flap with complete healing of the 
fistula. 
Discussion: Rectovaginal fistula is a complex pathology with psycho-social, individual, family, religious and 
ethno-environmental repercussions. Its main aetiologies are obstetric, rectal surgery. Several techniques 
including the vaginal or anal advancement flap and the Martius flap are used for the treatment of rectovaginal 
fistulas. For recurrent fistulas, the Martius flap seems to be the most indicated with better results. 
Conclusion: Rectovaginal fistula remain a challenge for surgeons and have major psycho-socio-economic re-
percussions for the patient. The complication of Bartholin's gland infection by rectovaginal fistula is rare. The 
Martius flap technique is the method of choice for recurrent rectovaginal fistulas of the lower third of the vagina 
or in association with other pathologies.   

1. Introduction 

Rectovaginal fistula is an abnormal communication between the 
vagina and the rectum with epithelialization allowing the passage of 
stool through the vagina [1] (byrnes2017). RVFs due to Bartholin's cyst 
infection are very rare and few cases have been reported in the literature 
[2] (Nasser 2014). The management of RVF is complex and represents a 
great challenge for the surgeon and must be individualized [3] (Lo 
2016). We present the case of recurrent rectovaginal fistula secondary to 
bartholinitis successfully treated with a Martius flap. The aim of this 
study is to confirm accordance to the literature the possibility of RVF 
complicating a bartholin's gland abcess and the efficacy of Martius flap 
for treating the recurrent RVF of the lower third of vagina. This manu-
script has been reported in line with SCARE's 2020 Criteria [4]. 

2. Observation 

It is a 30-year-old patient with no past medical history, treated for 
bartholinitis in July 2019 complicated by a rectovaginal fistula. She was 
operated for her fistula in December 2019 using vaginal advancement 
flap with the sutures leakage in postoperative after a week. The patient 
underwent a cleanliness stomy and was reoperated for her RVF. On the 
second admission in the service, the physical examination noted a 
functional stool diversion stoma, with normal monitoring signs and the 
preoperative biological assessment was unremarkable. The vaginal ex-
amination finds fistula of 0.5 mm of the low third part at the left 
posterolateral side of the vagina wall with sclerotic edge. The digital 
rectal examination notes internal hemorrhoids stage 2, with good 
sphincter pressure. The rectosigmoidoscopy was unremarkable. A blood 
count performed showed; Hg; 13.20/mm3, GB: 3900/mm3, platelets: 
333000/μl. the pre-anesthetic assessment was normal. 
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The patient underwent a RVF repair by Martius flap. In supine and 
lithotomy position, under general anesthesia, with a nasogastric tube, 
urinary catheter, ATBQ. 

A transverse perineal incision followed by dissection of the rec-
tovaginal septum was made (Fig. 1A), a vertical slit of the vaginal wall 
was made up to the fistula and then its resection (Fig. 1B). An ante-
roposterior vertical incision was then made at the opposite left major 
labia, then the bulbocavernosus muscle was dissected from the skin and 
the deep plane preserving its vascular pedicle from the internal pudental 
artery. It was then repositioned on the posterior surface of the vagina 
after creating a subcutaneous tunnel (Fig. 2A,B,C&D). The fixation of the 
flap to the rectal mucosa and then the closure of the vaginal slit (Fig. 2E), 
the incisions of perineal and the labia majora were sutured with 3- 
0 vicryl stitches without drainage (Fig. 3). The post-operative were 
simple, the patient was discharged from the hospital at the fifth day with 
a clean appearance of the wound. The stool reversion was performed 
after three months and there was no symptoms or complaint for our 
patient. 

3. Discussion 

Rectovaginal fistula is a complex pathology with psycho-social, in-
dividual, familial, religious and ethno-environmental repercussions [5] 
(Touhidi). RVF complicates 0.1% of vaginal deliveries [3] (Lo 2016) and 
accounts for around 5% of anorectal fistulas, while their incidence due 
to a congenital malformation is less than 1% [6] (Tiwari). The fistulas 
that develop in the anal canal are anovaginal fistulas [7] (Guillermin). 
The aetiologies of RVF are very varied and include obstetric and vaginal 
trauma, cryptoglandular infections, inflammatory bowel disease, rectal 
or vaginal surgery, radiation, neoplasms and pelvic infections in adults. 
In children, it is especially congenital malformations that are involved 
[6] (Tiwari). The diagnosis of a RVF is primarily clinical by the presence 
of stool through the vagina [8] (Woo et al). Bartholin's glands are 
located bilaterally at the posterior part of the labia majora and terminate 
in the vestibule at about 4 a.m. and 8 a.m. at the opening of the vagina. 
These pea-sized glands are only palpable if the duct becomes cystic or 
abscessed [9] [Kim]. About 2% of women will develop a Bartholin's 
gland cyst or abscess in their lifetime secondary to bacterial infections 
[10,11] (omole 201, Soares). However, the occurrence of FRV due to 
infection or cyst of the Bartholin glands is exceptional and few cases 

have been reported in the literature [2] (Nasser 2014). According to our 
research, only 4 cases had been described until 2015 and we were un-
able to identify another case. Our case therefore corroborates the 
existing data in the literature on FRV secondary to an abscess of the 
Bartholin's gland. Fistulas secondary to an abscess of the Bartholin 
glands are localized in the lower third of the vagina and therefore 
classified as type I according to Rosenshein or simple according to 
Rotenberger [7] (Guillermin). Kim described a fistula between Bartho-
lin's glands with the rectum without involvement of the vagina [9] (Kim 
2015). Our case is a simple fistula of the lower third of the vagina or type 
I according to Rosenshein although the etiology is not gynecological. 
The management of FRV presents a major challenge for the surgeons and 
the success rate is 45 to 70% after primary repair [3] (Lo 2016). Several 
techniques including the vaginal or anal advancement flap, peri-
neoproctectomy with planar closure, sphincteroplasty and fistulectomy, 
coloanal anastomosis and Martius or gracilis muscle flap are the main 
surgical protocols used for the treatment of rectovaginal fistulas. Bio-
logical glues can also be applied in some cases. Cell therapy for rec-
tovaginal fistula repair has been studied in various studies and 
promising results have been reported [12] (Scoglio 2015). The endor-
ectal advancement flap when used as a primary procedure in the treat-
ment of uncomplicated rectovaginal fistula and has been found to be 
acceptable [13] (Beksac et al). On the other hand, for recurrent fistulas, 
the Martius flap seems to be the most indicated with results varying from 
55% to 93% according to Scoglio's series over a 10-year follow-up period 
[12] (Scoglio 2015). Colostomy has several indications in the treatment 
of RVF. Patients with severe symptoms or with other comorbidities 
including active Crohn's disease, postradic proctitis may benefit it to 
allow tissue healing and symptom relief. In some cases, a stoma may be 
the definitive treatment for patients with RVF, especially in patients 
with incontinence anal sphincters. In recurrent RVF, pelvic dissection, 
damaged local tissue and in tissue transposition procedures, colostomy 
is more indicated [14] (Abugalaza 2017). Treatment failures are very 
high and the techniques must be individualized [15] (Fu et al). For our 
case study, the patient was initially treated with the vaginal advance-
ment flap which failed with immediate postoperative leakage. We 
therefore proceeded with a first colostomy followed by the treatment of 
FRV after one month according to the Martius flap with good results. 
Despite many surgical techniques used to treat RVF, there is no stan-
dardized protocol. The choice of a technique depends on the clinical 

Fig. 1. Arciform perineal incision(A), rectovaginal septum dissection and the suture of the rectal and vagina fistula (B).  
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presentation and the causes of the fistula. The results obtained vary 
according to the series from 30 to 90% according to the clinical forms 
and the surgical technique used. According to Byrnes, the rates of 
recurrence after the initial surgical repair of the RVF are high and do not 
differ according to the type of procedure or by subspecialty of the pa-
tient. This case show the possibility of complication of bartholin's gland 
abcess resulting in rectovaginal fistula and the efficacy of Martius flap in 
treatment of recurrent RVF of the lower third part of the vagina. 

4. Conclusion 

Rectovaginal fistula remains a major challenge for surgeons with 
major psycho-socio-economic repercussions for the patient and society. 
RVFs secondary to infection of the Bartholin glands are rare. The Martius 
flap technique seems to be the best procedure for rectovaginal fistulas of 
the lower third of the vagina, especially in the event of recurrence or 
associated pathologies. 
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Fig. 2. Labial majora incision(A), bulbocavernous muscle dissection(B), muscle tunelisation and transposition(C&D), martius flap transposition between the rec-
tovaginal septum; note the Farabeuf retractor exposing the septum dissection(E). 

Fig. 3. The final aspect of the patient after perineal and labial majora in-
cisions suture. 
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