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Surgical management of recto-vaginal fistula (about 6 cases)
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ARTICLE INFO ABSTRACT

Keywords: Introduction: Recto-vaginal fistula (RVF) is defined as a pathological epithelialized communication between the
Recto-vaginal fistula posterior wall of the vagina and the anterior wall of the rectum through the recto-vaginal septum. RVFs are rare
Treatment

and represent less than 5% of rectal fistulas. Occurring after childbirth or during a proctological pathology, they
create a deep distress for the patients. The aim of our work is to analyze the epidemiological particularities and
the risk factors of occurrence of RVF as well as the modalities and results of our therapeutic management.
Materials and methods: Our work is retrospective analytic and comparative concerning 6 cases operated in the
department of general surgery 3 of the UHC Ibn Rochd of Casablanca for recto vaginal fistula or recidive over a
period of 7 years from 2012 to 2018.

Results: The analysis of the results of our study allowed us to note: A frequency of occurrence of RVF of about
0.48%. The average age at diagnosis was 55 in our patients. The etiologies were dominated by post-radiation
(33.33%) and post-operative (16.66%) RVFs. The predominant mode of delivery in our study was vaginal de-
livery (83.33%). The antecedents were dominated by pelvic irradiation in 50% of patients, and pelvic surgery for
cervical cancer and/or rectal cancer (50%). The diagnosis was revealed by a vaginal stool output in all patients.
Surgical treatment was performed in all our patients. The surgical technique of choice in our series was drainage
by Stenon, in 83.33% of patients. A protective stoma was performed in all our patients studied, a colostomy in
66.66%, and an ileostomy in 33.33% of patients. The immediate postoperative evolution was excellent in all our
patients, while the short- and medium-term evolution revealed the occurrence of recurrence in one third of the
patients (33.33%). The treatment of choice for recurrence was the interposition of a pedicled fat flap of the labia
majora, known as the modified Martius technique. The morbidity, represented mainly by recurrence, was 25%,
with a mortality rate of 0%.

Discussion: The occurrence of RVF in all its etiologies seems to be infrequent. However, its real incidence remains
poorly documented in the literature, it varies between 0.3% and 15.3%. RVFs are considered simple or complex
depending on their size, location and etiology. The high or low location and the etiology of the RVF determine
the choice of the approach during surgical management. The diagnosis is most often clinical. The examination
will try to find the cause of the RVF and the associated lesions. RVF can be asymptomatic. The importance of the
symptoms depends on the topography of the fistula, the diameter of the orifice, and the quality of the intestinal
transit. No additional investigations are required to confirm the diagnosis of RVF, since the positive diagnosis is
essentially clinical. However, in the case of a high or complex fistula, the clinician can support his or her pre-
therapeutic assessment with the exploration of imaging data, especially those of the digestive opacification,
MRI and pelvic CT. The causes of RVFs are multiple. However, their proportions are difficult to establish. Post-
obstetrical RVFs, those due to Crohn's disease, and post-op are probably the most frequent. The literature de-
scribes a variety of surgical approaches and treatment options for RVF. However, there are no treatment rec-
ommendations. The available data are vague and do not define an optimal treatment. Medical treatment with
antibiotics and sitz baths is often necessary to control the local infection. The surgical management of RVFs is
complex and follows several principles. The therapeutic arsenal is very varied and constitutes a real “escalation”,
ranging from simple drainage by suture to the radical treatment represented by abdominal-pelvic amputation.
The results of the treatment of simple VF are excellent in all studies. The healing rate varies from 75 to 100%
depending on the authors.
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Conclusion: The results of this study confirm the low incidence of RVF, and show that vaginal delivery and a
history of pelvic surgery (for rectal or cervical cancer) are the most frequent predictors of RVF. Thus, from a
therapeutic point of view, medical treatment is always required, it allows the flow of the fistula to be reduced,
which facilitates preparation for the surgical procedure.

1. Introduction

Recto-vaginal fistula (RVF) is defined as a pathological epithelialized
communication between the posterior wall of the vagina and the ante-
rior wall of the rectum through the recto-vaginal septum. It matches the
posterior wall of the middle and lower segment of the vagina with the
anterior wall of the sub peritoneal rectum, lacking a meso [1]. RVFs are
rare and represent less than 5% of rectal fistulas [2]. Occurring after
childbirth or during a proctological pathology, they create a deep
distress for the patients. This complication delays the resumption of
professional, social and sexual life, and often requires prolonged treat-
ment. The aim of our work is to analyze the epidemiological particu-
larities and the risk factors of occurrence of RVF as well as the modalities
and results of our therapeutic management. This work has been reported
to the scare criteria 2020 [3].

2. Materials and methods

Our work is retrospective analytic and comparative concerning 6
cases operated in the department of general surgery 3 of the UHC Ibn
Rochd of Casablanca for recto vaginal fistula or recidive over a period of
7 years from 2012 to 2018.

3. Results

The analysis of the results of our study allowed us to note: A fre-
quency of occurrence of RVF of about 0.48%. The average age at diag-
nosis was 55 in our patients. The etiologies were dominated by post-
radiation (33.33%) and post-operative (16.66%) RVFs. Obstetric RVFs
are excluded as they are managed in gynecological surgery departments.
The predominant mode of delivery in our study was vaginal delivery
(83.33%). The antecedents were dominated by pelvic irradiation in 50%
of patients, and pelvic surgery for cervical cancer and/or rectal cancer
(50%). The average delay between the onset of symptoms and the
consultation was 31.5 days. The diagnosis was revealed by a vaginal
stool output in all patients. The bi-digital touch was used to make the
diagnosis in all patients. The medical treatment induced a slight
improvement of the clinical symptomatology with a decrease of the
fistula flow in all patients, but without any real cure. Surgical treatment
was performed in all our patients. The surgical technique of choice in
our series was drainage by Stenon, in 83.33% of patients, followed by
interposition of the pedicled fat flap of the greater lip, known as the
modified Martius technique, in 16.66% of patients. A protective stoma
was performed in all our patients studied, a colostomy in 66.66%, and an
ileostomy in 33.33% of patients. The restoration of continuity was
required in half of the patients (50%), with an average delay of 45.3
weeks. The immediate postoperative evolution was excellent in all our
patients, while the short- and medium-term evolution revealed the
occurrence of recurrence in one third of the patients (33.33%). The
treatment of choice for recurrence was the interposition of a pedicled fat
flap of the labia majora, known as the modified Martius technique. The
morbidity, represented mainly by recurrence, was 25%, with a mortality
rate of 0%.

4. Discussion
RVFs, like other fistulas, result from a complication, underlying

disease, surgery or injury. Loss of wall integrity with an ongoing in-
flammatory, infectious, or neoplastic process in the rectal or vaginal wall

can lead to erosion of adjacent tissue or organ and thus establish the
abnormal fistulous connection. When the initial process is reversible or
curable, as in diverticulitis, fistulas have a better chance of disappearing
[4].

The occurrence of RVF in all its etiologies seems to be infrequent.
However, its real incidence remains poorly documented in the literature.
According to our bibliographic research, it varies between 0.3% and
15.3%. In our monocentric series over 7 years, 6 patients out of 2868
were treated surgically for RVF, with an incidence of 0.48% [5,6].

RVFs are considered simple or complex depending on their size,
location and etiology. The high or low location and the etiology of the
RVF determine the choice of the approach during surgical management
(trans-anal and/or vaginal approach in case of low fistula, combined
abdominal and perineal approach in case of high or complex fistula) [7].

The diagnosis is most often clinical. The examination will try to find
the cause of the RVF and the associated lesions. RVF can be asymp-
tomatic. The importance of the symptoms depends on the topography of
the fistula, the diameter of the orifice, and the quality of the intestinal
transit. Small diameter fistulas usually have discrete symptoms in the
form of vaginal irritation or oozing. On the other hand, larger diameter
RVFs will cause passage of gas or material through the vagina. They are
most often complicated by a more or less purulent discharge from the
vagina, as well as by recurrent vaginal and/or urinary tract infections.
Thus, the discharge of stool and/or purulent vaginal discharge is the
main symptom and is considered the main criterion for defining symp-
tomatic RVF. The clinical examination should be thorough. It should
include a thorough assessment of all lesions. The bi-digital examination
in the gynecological position is considered the best means of explora-
tion, best performed under general anesthesia in case of pain [8].

No additional investigations are required to confirm the diagnosis of
RVF, since the positive diagnosis is essentially clinical. However, they
can be useful for exploration in doubtful cases or serve for pre-
therapeutic topographic evaluation [9,10]. Rectoscopy and anoscopy
allow exploration of the anal canal, the rectal mucosa and to search for
the primary orifice of the fistula [11]. In the case of a high or complex
fistula, the clinician can support his or her pre-therapeutic assessment
with the exploration of imaging data, especially those of the digestive
opacification (Fig. 1), MRI and pelvic CT.

The causes of RVFs are multiple. However, their proportions are
difficult to establish. The studies published on this subject often concern
small series reflecting the specific activity of a department or a surgeon.
Post-obstetrical RVFs, those due to Crohn's disease, and post-op are
probably the most frequent. According to Manaouil et al. [12] they
represent two thirds of all RVF etiologies. Other causes (neoplastic,
traumatic, iatrogenic) remain exceptional.

The literature describes a variety of surgical approaches and treat-
ment options for RVF. However, there are no treatment recommenda-
tions. The available data are vague and do not define an optimal
treatment.

Medical treatment with antibiotics and sitz baths is often necessary
to control the local infection. Thus, it was initially indicated in all our
patients. An improvement of the symptoms was obtained but without
any spontaneous cure. Similarly, Fleschner et al. [13] studied 9 cases of
RVF after colorectal surgery, and no fistula closed spontaneously after
medical treatment with anti-diarrhea drugs after 12 months of
monitoring.

The surgical management of RVFs is complex and follows several
principles. The treatment depends on the etiology of the fistula, its high
or low location and the quality of the anal sphincter. The therapeutic
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Fig. 1. Low digestive opacification showing recto vaginal fistula.

arsenal is very varied and constitutes a real “escalation”, ranging from
simple drainage by suture to the radical treatment represented by
abdominal-pelvic amputation. Generally, the management of RVFs
starts with a so-called “conservative” treatment, and in the absence of
cure, the indication of more invasive procedures is necessary. The sur-
gical techniques proposed for the treatment of RVFs are numerous and
are oriented according to their etiology and location, such as suture
drainage, which consists of placing a wire or drain (in silicone, latex or
nylon) in the fistula path under anesthesia, and the gluing of the fistula
path/placement of a plug, which is a cone-shaped implant designed to be
placed in the fistula path [12,14,15].

The medium- and long-term results depend on the etiology of the
fistula, but remain satisfactory with correct healing in more than two
thirds of cases, often at the cost of a protective stoma [12]. The results of
the treatment of simple VF are excellent in all studies. The healing rate
varies from 75 to 100% depending on the authors [16].

Given the low incidence of fistulas, and their initial severity, it is
difficult to construct reliable randomized studies, and the number of
patients analyzed is often small and heterogeneous to reach clear con-
clusions. This explains the low level of evidence available in the
literature.

5. Conclusion

The results of this study confirm the low incidence of RVF, and show
that vaginal delivery and a history of pelvic surgery (for rectal or cer-
vical cancer) are the most frequent predictors of RVF. (It is important to
take into consideration the small number of patients in our series and its
retrospective nature). Then, from a therapeutic point of view, medical
treatment is always required, it allows the flow of the fistula to be
reduced, which facilitates preparation for the surgical procedure which
is mainly chosen according to the etiology and local characteristics of
the fistula such as its location and size. Stenon Drainage seems to be a
simple and practical technique, with an acceptable success rate, and a
low morbidity rate (25%) determined mainly by recurrence. The Mar-
tius flap is often used to treat recurrence.
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