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ABSTRACT

Purpose: Stool coming out from vagina could be stressful to the women, especially following delivery. Some women may
also prone to anal incontinence because of birth injury. Appropriate management of the problem is important for patient's
quality of life. This is a retrospective analysis of a single surgeon’s experience of repairing rectovaginal fistula caused by
birth trauma, stressing the importance of perineal body reconstruction in a tertiary referring medical center.

Materials and Methods: This is a retrospective analysis from March 1983 to June 2024, 67 patients who had direct repair
of rectovaginal fistula by a single surgeon. Excluded were patients who had malignancy as the cause of anal incontinence.
Patients who had bowel resection as the treatment of choice for incontinence were also excluded. 62 of them had birth
trauma as the cause of fistula. Ages ranged from 21 to 65 years old, with an average of 35.8 years old for those who had
fistula caused by birth trauma. Ages ranged from 13-75 years old with an average of 40.8 years old for those who had
fistula not caused by birth trauma. All of the patients complained to some degree of anal incontinence prior to the repair
of rectovaginal fistula.

Results: Two patients in the direct repair of rectovaginal fistula group had recurrences of fistula which necessitate a second
repair. No patients in the series had intentional creation of a stoma by the surgeon. However, two patients had a stoma
created before being seen by the surgeon. The patients in this series showed high rate of satisfaction of anal continence
following surgical treatment.

Conclusions: Reconstruction of perineal body is important because associated anal sphincter defect by birth trauma or
previous failure of repair frequently present as the cause of incontinence.
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Introduction

Stool coming out from vagina could be stressful to women,
especially following delivery. Some women may also may also
prone to have anal incontinence due to birth injury. Appropriate

management of the problem is important for patient’s quality of
life. This is a retrospective analysis of a single surgeon’s experience
repairing rectovaginal fistula caused by birth trauma, stressing the
importance of perineal body reconstruction. We believe that this is
the largest series of experiences by a single surgeon for repair of
rectovaginal fistula following birth trauma in modern medicine.

Materials and Methods
This is a retrospective analysis from March 1983 to June 2024, of
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67 patients who had direct repair of rectovaginal fistula by a single
surgeon (TCH). Excluded were patients who had malignancy as
the cause of anal incontinence. Patients who had bowel resection
as the treatment of choice for incontinence were also excluded. 62
of them had birth trauma as the cause of fistula. Age ranged from
21 to 65 years old, with an average of 35.8 years old for those who
had fistula caused by birth trauma. Age ranged from 13-75 years
old with an average of 40.8 years old for those who had fistula not
caused by birth trauma. All the patient complained some degree
of anal incontinence prior to the repair of rectovaginal fistula. It
was preferred to have operation six months following injury or
last repair.

All the patients received bowel preparation include clear liquid for
one day; laxative the day before surgery and cleansing enema the
morning of surgery; oral antibiotics for three doses to cover aerobic
and anaerobic bacteria in the evening before surgery. Patients were
kept on NPO the night before surgery. In the operation room, under
spinal anesthesia or general anesthesia, the patient is placed in the
prone jackknife position. An H-shaped incision was made with
transverse limb across the perineal body (Figure 1) and fullness
flap of skin and vagina is developed. A Hill-Ferguson retractor is
kept in place in the anal canal for the entire operation in order
to maintain adequacy of the lumen while the muscle repair is
completed. The rectum is separated from the vagina, and the fistula
tract is divided. The cephalad limit is reached, and a plication of
the levator ani muscle is carried out anterior to the rectum. The
redundant mucosa is excised from the vagina and the rectum.
The external sphincter muscle is reapproximated using the same
suture material. Sometime it is rather difficult to identify residual
external sphincter, but there is usually fibrous tissue that can be
used to build up the perineal body. The final step in the operation
is to advance and interdigitate the flaps of skin. The skin is mobile
enough so that the suture line will actually be within the anal canal
and within the vagina in the midline. Reconstruction of perineal
body is complete. Drain is usually not necessary.Postoperatively,
patients were placed on a bowel-confining regimen; this consists
of a clear liquid diet daily. The wounds are cleansed two to three
times daily with a topical antiseptic solution. After 5 days, a regular
diet is instituted.

Results

Two patients in the direct repair of rectovaginal fistula group
had recurrences of fistula which necessitate a second repair. No
patients in the series had intentional creation of a stoma by the
surgeon. However, two patients had a stoma created before being
seen by the surgeon. The patients in this series showed high rate of
satisfaction of anal continence following surgical treatment.

Discussion

A rectovaginal fistula is defined as a congenital or acquired
communication between the two epithelial-lined surfaces of the
rectum and vagina [1-3]. A fistula between the anal canal distal
to the dentate line and the vagina is not truly a rectovaginal
fistula but is an anovaginal fistula. Etiology of rectgovaginal
fistuala include congenital malformation, trauma (obstetrical,

gynecological, colonic, fulguration, violence, foreign body)
[4-8], pelvic irradiation, infection of anal gland or Bartholin’s
gland, inflammatory bowel disease [9], neoplastic (either cervix,
rectum, vagina) [10] and hematologic (such as leukemia), and
miscellaneous [11]. Symptoms of rectovaginal fistula include
discharge with fecal odor, recurrent or chronic vaginitis, passage
of flatus or stool per vagina, fecal incontinence due to sphincter
damage, diarrhea or blood or mucous discharge because of the
underlying disease state. Examination of rectovaginal fistula
include confirm the size and location of the RV fistula, accurately
determine the size and location of the RV fistula, assess the state of
the anal sphincter, exclude fistulae involving other organs, search
for signs of an underlying disease state such as an acute infection,
Crohn’s disease, irradiation injury or a neoplastic process [12].

Tools for rectovaginal fistula include vagina tampon and instilling
methylene blue into the rectum, contrast media fistulogram,
vaginogram, barium enema, intravenous pyelogram, endoscopic
procedures [13]. Classification of rectovaginal fistula by location:
a rectovaginal fistula can be classified as low: between the lower
one—third of the rectum and the lower one-half of the vagina
[14], located at, or just slightly above, the dentate line with the
vaginal opening just inside the vaginal fourchette [15] can be
corrected from a perineal approach; high: between the middle one-
third of the rectum and the posterior vaginal fornix [14] with the
vaginal opening is behind or near the cervix [15] and can only
be approached transabdominally.Rectovaginal fistula can be
classified by size as small: 0.5 cm to 2.5 cm in diameter, large:
greater than 2.5 cm in diameter, third degree defects involving the
whole of the posterior vaginal wall up to the cervix [15]. Timing
of operation repairs should depend on the cause of rectovaginal
fistula.Spontaneous healing is primary dependent on its etiology
and to a lesser extent, its size. Half of small RV fistula secondary to
obstetrical trauma will heal spontaneously. Removal of a foreign
body is often followed by healing of RV fistula. Proper treatment
of an infectious process may allow healing of fistulaec. However,
IBD, irradiation and neoplasm induced fistula rarely healed
spontaneously [16].

The author’s of preoperative considerations include preoperative
bowel preparation, perioperative systemic antibiotics, a bladder
catheter, adherence to the operative principles of gentle dissection,
full mobilization, excision of the diseased bowel and in most cases
the fistulous track, and accurate apposition of healthy tissue without
tension.Local repairs of the rectovaginal fistula include fistulotomy
and drainage, conversion to complete perineal laceration with
layer closure, inversion of fistula, excision of fistula with layer
closure with or without muscle interposition. Those repairs can
be performed from vaginal approach, rectal approach, perineal
approach, or transphincteric approach [17]. The authors preferred
to use combined rectal and vaginal approach, but stress that repair
of rectal side is more important than vaginal side because rectal
side is high in intraluminal pressure than vaginal side.Sliding
flap advancement include mucosal and partial thickness internal
sphincter, anterior rectal wall [18], involves elevating the mucosa
from the posterior vaginal wall from the rectal wall and bringing
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the rectal tissue down into the anal canal to cover the defect.
Sphincter-preserving transabdominal repairs include mobilization,
division and layer closure without bowel resection with orwithout
interposition, bowel resection + interposition, pull-thorough
procedures, low anterior resection (either transsacral, EEAstapler),
sleeve anastomosis [16], onlay patch anstomosis [10]. Excision
of rectovaginal fistula with layer closure include transanal repair
of a low to mid rectovaginal fistula with mucosal advancement,
transcoccygeal repair of rectovaginal fistula or rectourethral fistula
Kraske operation).Miscellaneous operative procedures include
sphincter-sacrificing bowel resections, colostomy and colpocleisis
and even gracilis muscle transposition [19].

Figure 1: An H-shaped incision was made with transverse limb across
the perineal body.

Conclusions

Reconstruction of perineal body is important because associated
anal sphincter defect by birth trauma or previous failure of repair
frequently present as the cause of incontinence.

References

1. Gordon PH, Nivatvongs S. Principles and Practice of Surgery
for the Colon, Rectum and Anus. Quality Medical Publishing.
1999; 402-420.

2. Vogel JD, Johnson EK, Morris AM, et al. Clinical practice
guideline for the management of anorectal abscess, fistula-in-
ano, and rectovaginal fistula. Dis Colon Rectum. 2016; 59:
1117-1133.

3. Melanie RL Meister, Alison G. Cahill, Shayna N. Conner, et
al. Predicting obstetric anal sphincter injuries in a modern
obstetric population. Am J Obstet Gynecol. 2016; 215: 3100-
3103.

10.

I1.

12.

13.

14.

15.

16.

17.

18.

19.

Rivadeneira DE, Ruffo B, Amrani S, et al. Rectovaginal
fistulas: current surgical management. Clin Colon Rectal
Surg. 2007; 20: 96-101.

Gabriel Statescu, Cristian Negura, Luciana Cretiu Recto.
Vaginal Fistula of Obstetric Origin - A Surgical Solution
Chirurgia. 2016; 111: 532-534.

Aaron J. Dawes, Christine C. Jensen. Rectovaginal Fistulas
Secondary to Obstetrical Injury Clin Colon Rectal Surg. 2021;
34:28-39.

Hibbard LT. Surgical management of rectovaginal fistulas and
complete perineal tears. Am J Obstet Gynecol. 1978; 130:
139-140.

Rahman MS, Al-Suleiman SA, El-Yahia AR, et al. Surgical
treatment of rectovaginal fistula of obstetric origin: a review of
15 years’ experience in a teaching hospital. J Obstet Gynaecol
J Inst Obstet Gynaecol. 2003; 23: 607-610.

Grimaud JC, Munoz-Bongrand N, Siproudhis L, et al. Fibrin
glue is effective healing perianal fistulas in patients with
Crohn’s disease. Gastroenterology. 2010; 138: 2275-2281.

Bricker EM, Johnston WD. Repair of post irradiation
rectovaginal fistula and stricture. Surg Gynecol Obstget.
1979; 148: 499-506.

Ann C. Lowry. Management of rectovaginal fistula. Seminars
in Colon and Rectal Surgery. 2016; 27: 64-68.

Corte H, Maggiori L, Treton X, et al. Rectovaginal fistula:
what is the optimal strategy? an analysis of 79 patients
undergoing 286 procedures. Ann Surg. 2015; 262: 855-860.

Pinto RA, Peterson TV, Shawki S, et al. Are there predictors
of outcome following rectovaginal fistula repair?. Dis Colon
Rectum. 2010; 53: 1240-1247.

Bentley RJ. Abdominal repair of high rectovaginal fistula. J
Obstet Gynecol Br Commonw. 1973; 80: 364-367.

Daniels B. Rectovaginal fistula: a clinical and pathological
study. Pathology. University of Minnesota. 1940.

Parks AG, Allen CL, Frank JD, et al. A method of treating
postirratiation rectovaginal fistulas. Br J Surg. 1978; 65: 417-
421.

Mason AY. Transphincteric surgery of the rectum. Prog Surg.
1974; 13: 66-97.

Noble GH. A new operation for complete laceration of the
perineum designed for the purpose of eliminating danger of
infection from the rectum. Trans Am Gyneecol Soc. 1902; 27:
357.

Lefévre JH, Bretagnol F, Maggiori L, et al. Operative results
and quality of life after gracilis muscle transposition for
recurrent rectovaginal fistula. Dis Colon Rectum. 2009; 52:
1290-1295.

© 2026 Tzu-Chi Hsu, et al. This article is distributed under the terms of the Creative Commons Attribution 4.0 International License

Japanese ] Med Res, 2026

Volume 4 | Issue 2 | 3 of 3



