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Clinical Study on 32 Cases of the Rectovaginal
Hstula

Seung Hyun Lee, MD, Byung Kwon Ahn, MD. and Sung
Uhn Baek, MD.

Purpose: Rectovaginal fistulas (RVFs) are relatively uncom:
non diseases which account for only 5% of anorectal fis-
tulas. The treatment of RVFs is difficult and the results are
often unsatisfactory. For proper treatrment, many factors must
be considered, such as causes, size, location and the
general condition of the patients. Generally obstetric irjury
has been the nost comnon cause, but recently the incidence
of RVFs associated with malignant diseases or radiotherapy
has been increasing. The pumpose of this study was to
evaluate the dinical features of RVFs according to causes.
Methods: Thirth-two patients with RVF were managed at the
Gospel Hospital, Kosin University between Jan. 1989 and
Dec. 2000 were retrospectively reviewed.

Results: Among RVF associated malignant diseases (26
cases), there were 5 cases due to direct invasion of mali-
gnant tumors, all of which were incurable. However, of the
18 cases of radiation induced RVFs (cervical cancer in 13,
rectal cancer in 4, vaginal cancer in 1), 2 who received
radiotherapy due to cervical cancer and had no residual
malignancy were cured with low anterior resection with
coloanal anastormosis. All 3 cases of RVFs due to operative
conplication of malignant diseases were also curable. In
RVFs associated with non-malignant diseases (6 cases),
there were 2 cases of RVFS due to obstetric irjuries, 1 due
to trauma, and 3 due to operative complication of non-
melignant diseases such as uterine myoma, hermorrhoids,
and uterine prolapse. All 6 cases were curable, but only 3
were treated with single-stage operation, 3 required multi-
ple-stage operation. Cther cases frequently featured recur-
rence.

Conclusion: Among mary factors, the cause was the most
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importart factor related to treatment in RVFs. Although the
cases due to direct invasion of malignant tunors were in-
curable, the 2 who received radiotherapy due to cervical
cancer were treated successfully, and their prognosis re-
mains hopeful. All 6 cases associated with non-malignant
disease were also curable. Honever, because of the high
recurrence rate in such those cases, nore careful pre-
operative assessmert is required for patients with RVFs. (J
Korean Surg Soc 2002;63:214-219)
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Table 1. Causes of rectovagina fistulas
Cause Cases (N) '
Direct invesion 5 Cavical cancer (3) Table 2. Clinical data of rectovagind fistulas due to malignant
Rectd cancer (2) direct invasion
. Ceavicd cancer (13) i
M?&gag)t IO Rediation B Vagind cancer (1) Cerwf::g?m Rw?p?w
Rectd cance (4)
Age 44, 54, 69 44, 63
latrogenic 3 Cevicd cancer (2) Sze 3, 4,5 (mm) 5, 10 (mm)
Rectd canca (1) Locaion
o Upper 2
Obgtetric ijury 2 Middle 1 1
Nonmdignant ~ Trauma 1 Lower 1
group (N=6) Operation
latrogenic 3 Uterine myoma (1) Curdtive operation 0 0
Hemorrhoid (1) Colostomy 1 1
Uterine prolapse (1) None 2 1
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Table 3. Clinicd data of rectovagina fistulas due to radictherapy

Table 4. SUmmay of treatment course

Cervicd cancer Others
n=13) (n=5)
Age 41 68 39 68
(mean: 54) (mean: 52)
Location
Upper 9 1
Middle 4 3
Lower 0 1
Sze 3 30 mm 5 20 mm
(9 mm) (11 mm)
Interval dfte radiothergpy t5|\1/| molr?m\)( (il r2r1(<3)nl\tf1)
Radiothergpy method
1 cyde (4,500 5,000 cGy) 9 5
2 cyde ( 5,000 cGy) 4
Intracavitary radiothergpy 3 1
Residual malignancy 5 4
Operation
Curative operation LAR* 2
Colostomy 8
None 3 5
*LAR = low anterior resection.
3
cone biopsy
1 1
1 1 1
(total parenteral nutrition:
TPN) :
2 1,1
1 1 1
3
TPN
1 1
2
1 1
1 TPN
1
1
(Table 4).
5
26 5 (19%
3 26 2 80 2

Mdignant group
Radiation Cervica cancer LAR* with protective
cologomy (n=2)
latrogenic
Cavica cancer
After cone biopsy Primary repar & TAH' (n=J)
After lgparoscopic Primary repair & TPN
hysterectomy (transsbdomind) (n=1)
Rectd cancer
After low anterior Primary repar & TPN
resection (transvagind) (n=1)

Non-malignant group

Obgtetric injury Figtula resection &
colpoplasty (n=1)
Primary repair (n=1)
Trauma Primary repair — reoperation
- reopedion & TPN
latrogenic
TAH due to Uterine Primary repair with colostomy
myoma - reoperétion
Hemorrhoidectomy Primary repair — reoperation
- TPN

TVH due to Uterine
prolapse

Conservative care

*LAR = low anterior resection, ' TAH = transsbdomnal hysterec-
tomy, * TVH = transvaginal hysterectomy.

Table 5. Curable cases of rectovagind fistulas

Predigposing factor Curable casdtotal
Mdignant group 526 (19%)
Direct invasion a5
Radiaion 2/18
latrogenic 33
Non maignant group 66 (100%)
Obgtetric irjury 212
Trauma 11
latrogenic - Hemorrhoid 11
Uterine myoma 11
Uterine prolapse 11
(Table 5).
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