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Clinical Analysis of 62 Patients with Rectovaginal Fistula

Seung Hyun Kang, M.D., Nam Kyu Kim, M.D. Dae Jin Lim, M.D.
Seung Kook Sohn, M.D. and Jin Sik Min, M.D.

Department of Surgery, Yonsei University College of Medicine, Seoul, Korea

Rectovagianl fistula(RVF) is a congenital or acquired communication between the two
epithelial-lined surface of the rectum and the vagina. We present our experience with 62
patients with RVF. There were various etiologies and repair methods of rectovaginal
fistula. The purpose of this study was to retospectively review the clinical course of the
patients we treated and to evaluate the efficacy of various treatment options. The mean
age was 40.5 yr, The type of RVF was classified to one of two(simple and complex),
according to their location, size and etiology. RVF was developed most commonly after
radiotherapy due to cervical cancer(n=17), then after pelvic surgery due to malignan-
cy(n=16), obstetric trauma after episiotomy at delivery(n=7), congenital malformation(n=4),
inflammatory bowel disease(n=1), Bechet’s disease(n=1), infections such as perianal fistula
or abscess(n=2), direct invasion of carcinoma(n=3), after chemotherapy(n=1), and idio-
pathic(n=6). Three cases of them associated with rectovesicovaginal fistula. Surgical ther-
apeutic ‘option was divided to local repair, abdominal approach and tissue transposition
by the type of RVF. Most simple RVFs were repaired with local approach through the
vagina or rectum. Most complex RVFs were repaired through abdominal approach or
tissue transposition. With an average follow up of 20 months, the treatment results were
as follows: completely healed(n=36, 58.1%), persistent symptom(n=6, 9.7%), recurrence
after repair(n=5, 8.1%), loss of search or death(n=15, 24.1%). Therefore we assist that
the management of RVF depends on size, location, and cause. anal sphincter function
and overall health status of the patient. Careful preoperative assessment of the fistula,
surrounding tissues, and anal sphincter and exclusion of associated disease are essential.
With through evaluation, thoughtful consideration of treatment options, and meticulous
operative technique, patient can be assured of an optimal outcome.
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Table 1. Age distribution
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Table 2. Etiologic distribution
Etiology No. of case (%)
Congenital disorder 4 6.5

Acquired disorder

Age No. of case Total(%) Trauma
Non-obstetric 16 25.8
94| o]} 5 8.1 Obstetric 7 112
10~19 1 1.6 Infection 2 32
20~29 6 9.7 Inflammatory bowel disease 1 1.6
30~39 13 209 Bechet's disease 1 1.6
40~49 i1 17.7 Radiation 21 339
50~59 14 22.6 Carcinoma 3 4.8
60~69 8 12.9 Chemotherapy 1 1.6
704 °)4 4 6.5 Idiopathic 6 9.7
Total 62 100 Total 62 100

— 110 —



- 7548 2| 49 : 224 F(Rectovaginal Fistula) 62¢]]9] QJA" 24 —

Table 3. Classification of rectovaginal fistula

Simple Complex
Low or mid-vaginal septum High vaginal septum
Less than 2.5 cm diameter More than 2.5 cm diameter
Trauma or Infection Inflammatory bowel disease, Radiation, Neoplasms Multiple failed repairs

Table 4. Type of rectovaginal fistula by etiology

Trauma
Type Radiation Infection Neoplasm Others Total
Obstetric ~ Non-obstetric

Simple 7 4 2 2 0 7 22
Complex 0 12 19 0 3 6 40
Total 7 16 21 2 3 13 62
E A% A9} 29, <kl ZHAHe) & A Table 5. Therapeutic options for rectovaginal fistula
&
F7F 30, A AEF AR A4 2 A4 Therapeutic options Simple Complex
FE W4T 97 19 YAT, Se4o) 6el ) 1
Local Repair
et Transanal approach
. Advancement flap 6 0
XIXI=20| © 1 = e
3) HEEFQ AX| ¥ FUI0) mpE o 1 Layered closure 1 1
. Vaginal approach
MESH o Z] 2L A =
e ez = edTA (Rectovaginal septum) Inversion of fistula 2 0
9] 379 E 5ol 923l Rosensheino]1} Daniels) Layered closure 3 2
25 Ve) AT BEAAE 715H de 2 Perineal approach
23t Rothenbergere] 2% ‘ﬁl) & Ag3le] Tz Flst'ulotomy & Fistulectomy 2 2
Perineoproctotomy and 3 0
AATS BRAAAFE U9 I(Table 3), o) layered closure
EE AUz FA AT v)A _,,1.1_1 &4} Sphincteroplasty 2 0
22 o] EHAAKTable 4). o 5F B Abdominal Procedure
Low anterior resection 0 2
AAF = 229, SHAAATE 4002 ii}a X's Coloanal anastomosis 0 4
?f-_l—,—ﬂ- o] gl A3 4 74l 2E ol Abdominoperineal resection 0 1
ARAZIYT, v AR EA4F 4l D), Diversion ! 0
= = Total abdominal colectomy 0 2
12d= 34 F30c} Tissue Transposition
N Gracilis muscle 0 2
9 X2 ¥ H Others
Colostomy 5 13
= A He i B
A&e A F44 EUQ%ocal repair), 7 £7) Conservative ) 6
¥ < (abdominal procedure), =32 X)¥h<(tissue
ransposition) 2 VHA™, DeRgETe Aok Total n_®
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Table 6. Results of the treatment according to the therapeutic options

Results L. Repair Abdo. Pro. T.Trans. Colostomy Conservative  Total(%)
Cure 16 6 1 11 2 36(58.1)
Persist 0 0 0 2 2 4( 6.5)
Recur 1 1 0 0 7(11.3)
Loss 3 0 5 4 1524.1)

Total 24 10 2 18 8 62(100)

L. Repair: Local Repair Abdo. Pro: Abdominal Procedure, T.Trans: Tissue Transposition Loss: Loss of follow-up or death
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