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Successful Transvaginal Primary Closure of Rectovaginal Fistula

After a Low Anterior Resection for Rectal Cancer: Report of a Case
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Rectovaginal fistula (RVF) is a rare disease that may occur as a stapler-related complication after a double-
stapled anastomosis in a low anterior resection. We report a successfully treated case of RVF by transvaginal pri-
mary closure without fecal diversion. A 51-year-old woman developed RVF 6 months after a low anterior resec-
tion because of rectal cancer. The walls of the vagina and the rectum were separated by injecting 1% xylocaine
with epinephrine into the vaginal submucosa and the fistula was excised. The rectal wall and the vaginal wall

was each closed separately by interrupted sutures, which cured the disease without fecal diversion.
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Introduction

Rectovaginal fistula (RVF) is a rare disease that
may occur as a stapler-related complication after a
double-stapled anastomosis in a low anterior resec-
tion performed due to rectal cancer””. RVF leads to
extremely distressing symptoms such as vaginal
flatus, fecal leakage, vaginal discharge resulting in
difficult management. Most cases are treated surgi-
cally, which usually involves a fecal diversion fol-
lowed by a second operation to close the fistula®.

We used transvaginal primary closure and suc-
cessfully repair a RVF. We describe here the tech-
nique and the usefulness of the method used.

Case Report

A 51-year-old woman underwent both a low ante-
rior resection of the rectum and a total hysterec-
tomy because cancer found in the lower part of the
rectum invaded the uterus. The resection of the
rectum was performed by a double-stapling tech-
nique”. The cut end of the vagina was closed using
two layers of uninterrupted absorbable sutures. Ap-

proximately 2 months after surgery, the patient be-
gan to experience occasional leakage of feces from
the vagina. Colonoscopy revealed a RVF. The pa-
tient was admitted for surgery 6 months later be-
cause the fistula failed to improve.

Barium enema showed a RVF of approximately 3
mm in diameter at the anastomosis site (Fig. 1a).
Colonoscopy revealed a fistula opening in the ante-
rior rectal wall of approximately 5 cm from the anal
verge (Fig. 1b).

Surgical procedure (Fig.2)

Under spinal anesthesia, the patient was placed
in the lithotomy position. Using the method de-
scribed by Kojima et al”,the vaginal lumen was
stretched by passing silk thread through the left
and the right labia majora and minora, with one end
of each thread passing through the skin of the thigh
approximately 5 cm from the labia majora, and then
tied. A fistula opening of approximately 1 mm in di-
ameter was seen in the vaginal lumen. The walls of
the vagina and the rectum were separated by in-
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Fig.1 a:Barium enema revealed a rectovaginal fistula 3 mm in diameter at the anasto-
motic site (arrow head). b: Colonoscopy showed a fistula opening in the anterior rectal
wall 5 cm from the anal verge.

jecting 1% xylocaine with epinephrine into the
vaginal submucosa. The vaginal wall was resected
in a spindle shape and the fistula was excised. No
staples existed at the fistula site. The rectal wall
was closed with 7 4-0 absorbable sutures using the
Gambee suture technique, and finally, the vaginal
wall was closed with 8 interrupted 4-0 absorbable
sutures.

All procedures were done by transvaginal ap-
proach. No residual cancer was seen in the resected
fistula. The patient resumed eating by mouth from
day 5 after surgery and made satisfactory progress.
Colonoscopy approximately 2 months after surgery
showed only a scar at the fistula site (Fig. 3) . There
has been no recurrence of the fistula at 12 months
after surgery.

Discussion

Rectovaginal fistulas are often associated with ob-
stetric injury or Crohn’s disease”® but have also
been variously reported to occur as a complication
of low anterior resection using double-stapling in
22%" to 29%" of the cases. The possible mecha-
nism of RVF formation from using double-stapling
was proposed by Arbman®. As the stapler is closed

and fired, the anterior wall of the rectum is pulled
backward and together with it, the posterior wall of
the vagina is pulled. The posterior vagina wall may
thus very easily be included in the circular staple
line, even if the rod of the circular stapler is intro-
duced behind the horizontal staple line. Most RVFs
are treated surgically, which involves creating a di-
verting colostomy followed by a second operation to
close the fistula.

Various surgical procedures have been employed
to repair RVF's after low anterior resections?. Sim-
ple diverting colostomy resulted in a relatively low
successful spontaneous healing rate of 35.3%. En-
doanal repair also demonstrated a low successful
healing rate of 625% in staged repair with stomal
diversion and of 66.7% in repair without diversion?.
Nakagoe et al” obtained good results using a modi-
fied transvaginal approach to repair a fistula due to
double-stapling with a vaginal mucosal advance-
ment flap, as reported by Bauer et al'”. However,
these authors also state that a diverting stoma is es-
sential. Kojima et al” used transvaginal primary clo-
sure to successfully repair rectovaginal fistulas
caused by double-stapling, after the initial failure of
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transanal simple closure followed by intravenous
hyperalimentation.

In the present case, we basically followed the
technique reported by Kojima et al’ and success-
fully repaired a RVF using transvaginal primary
closure without a fecal diversion. Transvaginal pri-
mary repair is an excellent technique that has sev-
eral major advantages. First, the opening of a rec-
tovaginal fistula caused by double-stapling can be
directly visualized transvaginally. The fistula can
be completely resected by separating the rectal and
vaginal walls, and the defects in the rectal and vagi-
nal walls left after resection of the fistula can each
be closed with layer-to-layer sutures. In addition,
the procedure is simple and does not require fecal
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Fig.2 a: The vaginal lumen was
stretched by passing silk thread
through the left and right labia
majora and minor and placing
the thread under traction. b:
The vaginal and rectal walls
were separated by injecting 1%
xylocaine with epinephrine into
the vaginal submucosa around
the fistula opening. ¢: The vagi-
nal wall was resected in a spin-
dle shape, and the fistula was
excised. d: The rectal wall was
closed with 7 4-0 absorbable su-
tures using the Gambee suture
technique. e: The vaginal wall
was closed with 8 interrupted 4-
0 absorbable sutures.

Fig.3 Colonoscopy approximately 2 months after sur-
gery showed only a scar at the fistula site.
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diversion. We therefore recommend this surgical

procedure for the repair of RVFs caused by double-
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