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Abstract 
Introduction: The recto-vaginal fistula is a pathological communication between the posterior wall of the 

vagina and the anterior wall of the rectum, through the recto-vaginal septum. Fistulas of obstetric origin 

remain common in developing countries.  

Aim: To describe the epidemiological aspects of obstetric rectovaginal fistulas in our department and 

discuss the results of treatment. 

Patients and methods: retrospective multicentre study from January 1, 2014 to December 31, 2022, 

collecting 13 cases of obstetrical rectovaginal fistula treated in the general surgery department of the Idrissa 

POUYE general hospital.  

Results: The median diameter of the fistula was 12 mm. The treatment had consisted́ of a suture excision 

in 1 patient. A perineotomy with simultaneous reconstruction in 2 cases; a perineotomy and two-stage 

reconstruction according to Musset in 10 cases. Complete healing after the first operation was found in 10 

cases, complete healing but at the cost of dyspareunia was noted in 1 case. A definitive failure was found in 

2 cases.  

Conclusion: Obstetric RVFs are rare but they have not completely disappeared in Senegal despite the 

efforts made. The 2-stage surgical treatment according to MUSSET gives good results but the best 

treatment remains preventive because of the serious socio-economic repercussions of this pathology. 
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Introduction  

Rectovaginal fistula (RVF) is defined as the pathological communication between the posterior 

wall of the vagina and the anterior wall of the rectum through the rectovaginal septum. It 

connects the posterior wall of the middle and lower segment of the vagina with the anterior wall 

of the sub-peritoneal rectum, which lacks a meso, via a tenuous condensation of collagen fibres, 

mixed with longitudinal muscle fibres from the rectal muscularis. There are multiple aetiologies, 

including post-radiation, neoplastic, iatrogenic and obstetric [1].  

The management of RVFs depends on the location, size and cause of the fistula. The principles 

of treatment are based on excision of the fistula with interposition of healthy tissue with or 

without a graft. A possible sphincter deficit must also be repaired [2].  

The aim of this study is to describe the epidemiological aspects of obstetric rectovaginal fistulas 

in our country and to discuss the results of surgical treatment.  

 

Patients and Method 

This is a retrospective descriptive monocentric study of 13 patients collected in the general 

surgery department of the Idrissa POUYE general hospital in Dakar from January 1, 2014 to 

December 31, 2022. 

The inclusion criteria were fistulas secondary to dystocic deliveries, instrumental manoeuvres 

and obstetric surgery. The primary outcome was the final result after surgical treatment. 

Definitive outcome was defined as either failure or success of surgical treatment. Definitive 

failure was defined as persistent symptomatology and persistent rectovaginal fistula on clinical 

and morphological examination. 
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Functional results were sought on questioning: they were judged 

to be excellent when the patients presented no symptoms 

postoperatively with normal and satisfactory sexual activity. 

They were judged to be average when the patients presented a 

dyspareunia that was not very annoying and without major 

repercussions.  

without major repercussions. The results were judged to be poor 

in the case of major dyspareunia or the persistence of the recto-

vaginal fistula. 

 

Results  

The average age of the patients was 32 years with extremes 

between 18 and 45 years. They had no comorobidities. Seven of 

these patients were primiparous, two patients were second 

gestational and four patients had more than two deliveries in 

their history. These recto-vaginal fistulas were secondary to a 

laborious vaginal delivery in 13 cases (100% of cases). 

The circumstances of discovery were the passage of stool or gas 

through the vagina in 10 cases (76.9%) and chronic recurrent 

vaginitis in 3 cases (23.1%). The median time from diagnosis to 

delivery was 8 months with extremes ranging from 3 to 23 

months. The lesion assessment included examination of the 

vagina, the perineum and the rectum with a study of the tone of 

the anal sphincter. This lesion assessment was based on a 

physical examination and complementary examinations. The 

physical examination included a complete proctological 

examination in all cases, essentially assessing the sphincter tone, 

which was normal in 7 cases. A rectoscopy with speculum 

examination was performed in all our patients. At the end of the 

preoperative work-up the median diameter was 12 mm 

[extremes: 0.2-35 mm].The surgical procedures performed were 

essentially a perineotomy and two-stage reconstruction 

according to Musset in 10 cases, a perineotomy with 

simultaneous reconstruction in 2 cases, and an excision and 

suture in 1 case. The average hospital stay was 7 days with 

extremes ranging from 3 to 12 days. 

The functional results were considered excellent in 10 cases, 

good to partial in 1 case and poor in 2 cases.  

 

Discussion  

Although this study was monocentric with a small sample size, it 
allowed us to observe that obstetric rectovaginal fistula has 
become increasingly rare in Senegal. It is a pathology of young 
women essentially primigravida in a context of dystocic 
delivery. It is exceptional in developed countries, while it 
persists in underdeveloped countries [2, 3, 5]. In 1989, WHO 
estimated that more than 2 million women with obstetric fistula 
remain untreated in developing countries and that at least 50,000 
to 100,000 new cases occur each year. But the secrecy and 
shame associated with the condition pose difficulties when 
trying to estimate its prevalence [5, 6]. Some in-depth studies 
suggest that the actual number of women living with untreated 
rectovaginal fistula and suffering from the resulting pain and 
decay may have been underestimated. The number of women 
living with RVF may be between 100,000 and one million in 
Nigeria [7] and over 70,000 in Bangladesh [2]. Recent studies 
have found the incidence of fistula to be between 1-3 per 1000 
deliveries in West Africa and between 5-10 per 1000 deliveries 
in some rural areas of Africa [8]. The incidence of fistulas in 
developed countries is much lower [9, 10]. The positive diagnosis 
is essentially based on clinical findings: the major functional 
sign is the passage of stool or gas through the vagina. In the 
literature this sign is found in more than 80% of cases. These 
results are consistent with our series where 76.9% of patients 

had this symptom [11]. Other signs that can be observed are 
purulent discharge from the vagina, chronic or recurrent 
vaginitis and recurrent urinary tract infections. The clinical 
examination must be done in a meticulous manner and in most 
cases allows the diagnosis to be confirmed, especially when it is 
done under general anaesthesia. It shows the fistula, specifies its 
size, its location and the appearance of the underlying vaginal 
wall. A search should be made for associated bladder damage [1, 

4]. This examination should be complemented by an examination 
of the anal sphincter tone and a methylene blue test if the fistula 
is not obvious to determine. Complementary examinations have 
little place in the positive diagnosis. However, anoscopy and 
rectoscopy allow examination of the anal canal, the rectal 
mucosa, to search for the primary orifice of the fistula and to 
perform biopsies [12]. For some authors, a sphincter assessment is 
systematic before deciding on the therapeutic attitude. This 
assessment includes at least an endoanal ultrasound and rectal 
manometry [13]. The treatment of these LIFs is always surgical. 
The aim is to interrupt the communication between the rectum 
and vagina by removing the fistulous path and suturing healthy 
tissue. Several techniques have been described in the literature. 
According to some it exposes. The authors of this study reported 
frequent recurrences. Musset's procedure consisting of a 
longitudinal perineoproctotomy with immediate or delayed 
repair is the reference procedure [14]. In the initial procedure 
described by Musset in 1937, he proposes to wait several weeks 
between the first longitudinal perineotomy and the repair of the 
perineal body, whereas other authors [15, 16] propose, for simple 
rectovaginal fistula, to combine perineotomy and perineal repair 
in the same operation. The results of the treatment of 
rectovaginal fistula by the two-stage Musset procedure give 
good results, whereas the one-stage operation exposes the 
patient to recurrence. The cure rate varies from 75 to 100% 
according to the authors [16, 17, 18]. In our series, this technique 
was used in only 10 cases. Other authors have opted for a simple 
suture, or a rectal advancement flap: This technique has the 
advantage of simplicity and sphincter preservation. It is 
therefore indicated if there is no sphincter injury [10, 19, 20]. For 
several authors, it is the most commonly used technique for the 
treatment of low and medium level rectovaginal fistula with 
varying degrees of success [18, 19, 20, 21, 22]. In the literature, the 
success rate is around 70-80% during a follow-up of 1 to 2 
years, sometimes 3.6 years [23, 24]. In some studies it is even 
100% [25, 26, 27]. For others, obesity and recurrent repairs are the 
main factors determining long-term outcomes [28].  

 

Conclusion 

The frequency of obstetric fistula reflects the state of progress in 

obstetrics in a country. Our work has allowed us to observe a 

clear decrease in obstetric fistulas in recent years, thanks to the 

national perinatal programme. Appropriate management will 

allow patients to avoid major psychological problems and 

facilitate their reintegration into society. The treatment is simple 

and will be carried out as soon as the diagnosis is made. 

However, the best treatment of these fistulas is based on their 

prevention. 
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obstétricale: aspects épidémiologiques et approches 
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5. Schlöricke E, Zimmermann M, Hoffmann M, et al. Surgical 

treatment and prognosis of rectovaginal fistulae according 

to their origin. Zentralbl Chir. 2012;137(4):390-395. 

6. Genadry RR, Creanga AA, Roenneburg ML. Wheeless 

Complex obstetric fistulas. Int J Gynaecol Obstet 

2007;99:51-56.  

7. Wall LL. Dead mothers and injured wives: The social 

context of maternal morbidity and mortality among the 

Hausa of northern Nigeria. Stud Fam Plann. 1998;19:341-

59. 

8. Linda V, Kalilani P, Umar E, Lazaro D, Lunguzi J, 

Chilungo A. Prevalence of obstetric fistula in Malawi Int J 

Gynecol Obst. 2010;109(3):204-208. 

9. Goldaber KG, Wendel PJ, McIntire DD. Postpartum 

perineal morbidity after fourth-degree perineal repair. Am J 

Obstet Gynecol. 1993;168:489-93. 

10. Manaouil D, Dumont F, Regimbeau JM, Duval H, Brazier 

F, Dupas JL. Fistules recto-vaginales acquises de l’adulte. 

Gastroenterol Clin Bio. 2004;28:1267-79.  

11. Tsang CB, Madoff RD, Wong WD, et al. Anal sphincter 

integrity and function. Influence outcome in recto-vaginal 

repair. Dis Colon Rectum. 1998;41:1141-1166. 

12. Ommer A, Herold A, Berg E, et al. German S3-Guideline: 

Rectovaginal fistula. Ger Med Sci. 2012;10:1612-1634. 

13. Mazier WP, Senagore AJ, Schiesel EC. Operative repair of 

anovaginal and rectovaginal fistulas. Dis Colon Rectum. 

1995;38:4-6.  

14. Russell TR, Gallagher DM. Low rectovaginal fistulas. 

Approach and treatment. Am J Surg. 1977;134:13-18. 

15. Koebele A, Masias C, Barbier A, Abel F, Routiot T, 

Barbarino A, et al. Fistules rectovaginales basses simples 

Pelv Perineol. 2007;2:280-285.  

16. Casadesus D, Villasana L, Sanchez IM, et al. Treatment 

ofrectovaginal fistula: A 5-year review. Austral New 

Zealand J Obstet Gynecol. 2006;46:49-51 

17. Rahman MS, Al-Suleiman SA, El-Yahia AR, Rahman J 

Surgical treatment of rectovaginal fistula of obstetric origin: 

a review of 15 years’ experience in a teaching hospital. J 

Obstet Gynecol. 2003;23:607-10.  

18. Waaldijk K. The immediate management of fresh obstetric 

fistulas. Am J Obstet Gynecol. 2004;191:795-799. 

19. Tracy Hull L, Victor Fazio W. Surgical Approaches to Low 

Anovaginal Fistula in Crohn’s Disease Am Journal of 

surgery. 1997;173(2):95-98.  
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