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Abstract: Background: Although rare, recto-vaginal fistulas (RVF), defined as an abnormal epithelial connection
between the rectum and vagina, has a significant adverse consequences in terms of the life quality. The most common etiological factors involve the obstetric causes in developing countries, while cancer surgery and radiotherapy
are responsible for the majority of the cases in the developed world. The surgical management encompasses a
wide range of procedures from simple interventions to more complex ones. Ostomy represents a therapeutic option
aimed at achieving infection control through the deportation of the feces away from the site of fistula, allowing tissue
repair and preparation prior to definitive repair. A complete diversion of the feces is essential, with no closure of the
ostomy until complete healing. Methods: Six patients with RVF referred to the Erol Olçok Training and Research Hospital, Medical Faculty of Hitit University in 2015-2017 were included and their data were evaluated retrospectively.
After detailed information provided to patients, written informed consent obtained. Local Ethics committee approved. Demographic data, type of fistula, comorbid conditions, initial and subsequent surgery with their outcomes
were reported. Complete blood counts and routine biochemistry tests were also performed before and after ostomy
to assess infectious processes. Results: Patient numberone and two had RVF due to RT given for cancer treatment,
while patients number four, five and 6 had RVF after cancer surgery. Patient number three had chronic constipation
resulting from paraplegia and the subsequent prolonged pressure on the recto-vaginal septum, giving rise to RVF.
Permanent Hartmann colostomy was performed in our patients no 1 and 2, due to the presence of comorbid VVF
as well as the presence of cervical cancer, while the same procedure was applied in-patient no 2 due to the presence of lung metastases. In-patient no 3, colostomy was not closed at the discretion of the patient, since she was
bed-ridden and the temporary colostomy was able to provide better feces control, although RVF healing occurred. In
patients, no 4, 5 and 5, RVF spontaneously healed after temporary ileostomy, with subsequent closure of ileostomy.
Conclusions: In these patients, temporary or permanent ostomy may be performed to control infections, to manage
fecal discharge in bed-ridden or demented patients, and to prevent complications arising from infections and adhesions of intestines after RT depending on the general wellbeing and life expectancy of the patients. Although the
decision to choose permanent ostomy is not an easy task for both the patient and physician, it should be performed
after adequate consultation with the patient, when needed.
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Background
Recto-vaginal fistula (RVF) is defined as the
presence of an abnormal epithelial connection
between the anterior rectal and posterior vaginal walls [1, 2], leading to the escape of the
colonic content into the vagina. Patients generally present with vaginal flatulence and fecal
leakage. While RVF is associated mainly with
somatic complaints in the early stages, psychological issues also emerge over time leading to
a worsening in the quality of life. Co-morbid

vesico-vaginal fistula (VVF) complicates the
clinical picture with persistent urinary incontinence and the subsequent treatment-refractory urinary infection, leading to greater therapeutic challenges.
RVFs are classified into two groups based on
their size and location. Those between the
lower third of rectum and lower half of vagina
are termed as low, and those between the middle third and posterior fornix of the vagina are
termed as high fistula. In addition, they may be
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Table 1. Overall patient characteristics
Patient
Age Etiology
No.

Type of
fistula

Comorbid
conditions

First surgery

Second surgery

Outcome

1

62

Operated cervical cancer,
external RT

High, complex HT, VVF

Transverse colon loop
colostomy and left
nephrostomy

Permanent Hartmann
colostomy and right
nephrostomy

Improved

2

51

Operated cervical cancer,
external RT

High, complex DM, VVF, lung
metastasis

Permanent Hartmann
colostomy and bilateral
nephrostomy

None

Improved

3

74

Chronic irritation (constipation)

Low, complex

HT

Sigmoid loop colostomy

None

Cure

4

45

Operated rectal cancer (LAR)

High, simple

None

Temporary ileostomy

Ileostomy closure

Cure

5

68

Operated rectal cancer (LAR)

High, complex DM, HT

Temporary ileostomy

Ileostomy closure

Cure

6

65

Operated rectal cancer (LAR)

High, complex None

Temporary ileostomy

Ileostomy closure

Cure

HT: Hypertension; DM: Diabetes mellitus.

Table 2. Complete blood counts and routine biochemistry tests of
the patients
P1

P2

P3

P4

P5

P6

Preoperative
WBC (4-10 10^9/L)
16
13
18
14
12 12.5
CRP (0-5 mg/L)
63
45
115
82
40
38
ESR (1-20 mm/h)
45
35
60
40
30
42
Procalcitonin (0-0.046 ng/ml) 0.8 0.5
1.3
0.6 0.048 0.6
Prealbumin (17-42 mg/dl)
52
48
55
50
45
46
Postoperative
WBC (4-10 10^9/L)
8
6
9
7
5
8
CRP (0-5 mg/L)
10
12
7
4
5
8
ESR (1-20 mm/h)
15
15
10
5
10
8
Procalcitonin (0-0.046 ng/ml) 0.04 0.03 0.035 0.02 0.01 0.1
Prealbumin (17-42 mg/dl)
18
20
30
22
24
26

develop subsequent RVF [7],
most of which are complex in
nature. Rate of spontaneous
recovery in fistula developing
subsequent to RT or cancer
surgery is low [1, 5]. A rare
cause of RVF is the prolonged
pressure on recto-vaginal septum, leading to the development of RVF after necrosis [8].

A number of different therapeutic approaches may be
used for the management of
RVF depending on patients’
condition. One such option is
the use of temporary or perWBC: White blood cell, CRP: C reactive protein, ESR: Erythrocyte sedimentation
manent ostomy. In the treatrate, P: Patient.
ment of high RVF, temporary
ostomy is utilized therapeutically in 25% of the cases, while in the overall
classified based on their size as small (< 0.5
population of low RVF, the reported figure is
cm), intermediate (0.5 to 2.5 cm) or large (> 2.5
15% [8]. Although the decision to perform a
cm) RVF. While simple fistulas are smaller than
permanent ostomy is challenging for both the
2.5 cm, those greater than 2.5 cm in size compatient and surgeon, it may be indispensable
prise the complex RVF [2, 3].
for the management of these patients. Herein,
Acquired causes are thought to play a more
we present six patients with RVF where the indiimportant role in the development of RVF.
cations of ostomy are discussed to emphasize
Trauma associated with childbirth comprise
its important role as an effective therapeutic
the majority of the acquired causes of RVF [4,
option.
5]. Also inflammatory bowel disease, or pelvic
or anorectal surgery may play an etiological
Material and methods
role. Among surgical interventions, RVF risk is
Six patients with RVF referred to the Erol Olparticularly high in low anterior resection (LAR)
çok Training and Research Hospital, Medical
for rectal cancer or ileo-anal anastomosis folFaculty of Hitit University in 2015-2017 were
lowing colectomy [6]. In addition, external and/
included and their data were evaluated retroor intra-cavitary radiotherapy (RT) given after
spectively. After detailed information provided
surgery in ano-rectal or pelvic malignancies
to patients, written informed consent obtained.
increase the risk of RVF. Of these patients
Local Ethics committee approved (2017/24).
receiving RT, 0.3 to 6% have been reported to
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referred to our unit due to vaginal flatulence
and fecal discharge. She was subsequently
found to have low complex RVF. A sigmoid loop
colostomy was performed for transient colonic
diversion.
Patient 4: A 45-year old patient underwent LAR
due to rectum cancer. Postoperatively, she had
vaginal fecal discharge and flatulence and was
diagnosed with simple high RVF. A loop ileostomy was performed for transient colonic diversion. Due to spontaneous healing of the RVF,
the loop ileostomy was closed after one month.
Figure 1. MRI findings of patient 1.

Demographic data, type of fistula, comorbid
conditions, initial and subsequent surgery with
their outcomes were reported (Table 1). Complete blood counts and routine biochemistry
tests were also performed before and after
ostomy to assess infectious processes (Table
2).
Results
These six patients described below:
Patient 1: A 62-year old female patient who had
total abdominal hysterectomy and bilateral salphingo-oophorectomy (TAH + BSO) in another
center followed by external and intra-cavitary
RT. Transverse loop colostomy and left nephrostomy performed due to RVF and left-sided
hydro nephrosis occurring after RF. Due to persistence of vaginal flatulence and fecal discharge, she referred to our clinic and consequently diagnosed as having a high complex
RVF. Also she was found to have VVF, as documented by an intravenous pyelography (IVP)
and cystography (Figure 1). A Hartmann colostomy and right nephrostomy were performed.
Patient 2: This 51-year old patient had undergone TAH + BSO in another center due to cervical cancer. She received external RT after surgery, after which she started to have complaints
of vaginal flatulence and fecal discharge. She
was referred to our unit for further management. RVF and VVF were detected after a diagnostic work-up. Permanent Hartmann colostomy and bilateral nephrostomy were carried out.
Patient 3: A 74 year old, paraplegic (due to
lumbar discopathy), bed-ridden patient was
14758

Patient 5: A 45-year old patient underwent LAR
due to rectum cancer. Postoperatively, she had
vaginal fecal discharge and flatulence and was
diagnosed with simple high RVF. A loop ileostomy was performed for transient colonic diversion. Due to spontaneous healing of the RVF,
the loop ileostomy closed after one and a half
month.
Patient 6: A 65 years old female underwent
LAR due to rectum cancer. Postoperatively, she
had vaginal fecal discharge and diagnosed with
simple high RVF. A transient loop ileostomy performed for colonic diversion. Due to spontaneous healing of the RVF, the loop ileostomy
closed after 8 weeks from surgery.
Discussion
RVF is defined as the presence of an abnormal
epithelial connection between the rectum and
vagina, and the primary etiological factors for
its development include obstetric causes in
the developing world, while cancer surgery and
radiotherapy represent the leading causes in
the developed countries [3, 5, 6]. In the present
study, patient no 1 and 2 had RVF due to RT
given for cancer treatment, while patients no 4,
5 and 6 had RVF after cancer surgery. Patient
no 3 had chronic constipation resulting from
paraplegia and the subsequent prolonged pressure on the recto-vaginal septum, giving rise to
RVF.
Etiology and type of RVF are a major determinant of the treatment modality to be implemented. Since, increasing recurrence is associated with lower success rate of corrective
surgery, adequate attention should be paid to
timing of surgery as well as the meticulous surgical technique including proper wound care
both before and after surgery for better surgical
outcomes.
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Before attempting definitive surgery, allowing a
time period of approximately 6-months facilitates healing in tissues surrounding the fistula
and may improve the results. Generally, a 2 to 3
year period is required before RVF becomes
feasible for reconstruction after RT [7]. Also,
this period is important for determining whether primary tumor is under control. Thus, during
this period, appropriate supportive care should
be provided to the patient and the therapeutic
steps to be taken should be planned.
The principles of surgical treatment include
complete excision of the fistula, followed by the
tension-free suturing of opposing vagino-vaginal and recto-rectal tissues [1, 6, 9]. An adequate blood supply to reconstructed tissues is
a prerequisite for successful outcomes. The
main therapeutic options described in the literature include local repair, tissue transposition,
and abdominal interventions [1, 3, 4]. Surgical
approach may depend on the location of RVF.
Accordingly, while high RVFs generally require
an abdominal access, trans-anal and transrectal approaches may be used for low RVF.
Surgeons involved in the management of these
patients commonly practice shifting of a transanal mucosal flap [5, 10].
The primary objective of ostomy, a therapeutic
modality in these patients, is to divert the feces
from fistula site no achieve infection control.
Complete diversion of feces is essential in
ostomy procedures and ostomy closure should
not be performed until complete healing occurs [7]. In patients with complicated RVF after
cancer surgery, the choice of permanent ostomy should be based on the general condition
and life expectancy of the patient. For the treatment of complex fistula due to RT, the defect
may be closed using an adequately vascularized sigmoid colon patch and diversion ostomy
may be performed. The reported success rates for this procedure is 95% [7]. Permanent
Hartmann colostomy was performed in our
patients no 1 and 2, due to the presence of
comorbid VVF as well as the presence of cervical cancer, while the same procedure was
applied in-patient no 2 due to the presence of
lung metastases. Also, definitive surgery was
planned after the completion of the recommended 2 to 3 year time period for RVFs due to
RT during the follow up of these patients, provided that patients are healthy at the completion of this time window. In-patient no 3, colos14759

tomy was not closed at the discretion of the
patient, since she was bed-ridden and the temporary colostomy was able to provide better
feces control, although RVF healing occurred.
In patients, no 4, 5 and 5, RVF spontaneously
healed after temporary ileostomy, with subsequent closure of ileostomy.
Temporary or permanent ostomy may be performed in order to prevent complications due
to small or large intestine infection and intraabdominal adhesions that may accompany RVF
after RT. None of our patients had intestinal
complications due to RT.
Uncontrolled septic foci results in the deterioration of general health in all patients with RVF.
Particularly in patients scheduled for definitive
therapy, this factor has a negative prognostic
impact. In such cases, temporary or permanent
ostomy provides a quick amelioration of the
septic manifestations and initiates an anabolic
process. In all patients presented herein, ostomy resulted in an improvement of infection
markers (Table 2).
Reported risk factors for RVF include previous
abdominal surgery, diabetes mellitus (DM), and
hypertension [11]. Comorbid conditions in our
cases included HT in-patient no 1, DM inpatient no 2, DM plus HT in-patient no 5, with
all patients having a history of previous abdominal surgery, probably leading to increased RVF
risk.
Conclusions
Management of patients with RVF poses many
challenges for both the patient and the surgeon. An important principle to be followed is
not to hasten the therapeutic process and to
implement timely and adequate management
options. Treatment extended over an adequate
period of time increases the likelihood of success. In these patients, temporary or permanent ostomy may be performed to control infections, to manage fecal discharge in bed-ridden
or demented patients, and to prevent complications arising from infections and adhesions of
intestines after RT depending on the general
wellbeing and life expectancy of the patients.
Although the decision to choose permanent
ostomy is not an easy task for both the patient
and physician, it should be performed after
adequate consultation with the patient, when
needed.
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