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Pezrome. Maxcad.: pexmosazunan okmanap ouian ogpuean bemopaapuu 0agonaw Hamudxcarapunu axwunaw. Ma-
mepuaniap 6a ycyuniap: peKmosazunan okma ounan ogpuean 23 6emMopnu dHcappoxiux 0asonaul Hamuxcaiap 6axonanou.
Kappoxnux aparawyeunune ukku mougacu Kyaianunou. 11 bemopoa ucmynanap xecunou, cynepa c@uHKmepoiesamo-
PONLACIUKA KOMNOHEHMAAPUHU UWAAMMACOAH JHCAPPOXTUK SPACUHU MAXKAM ENUWIMUPULL OPKATU KaAmIam-Kamiam
gyuou. Konean 12 bemopoa onepayus ceemenmap npoKmMONIACMUKA, OAOUHSU CUHKMEPONEEAMOPONIACIUKAOAH CYH2
MOOUTUBAYUANAHSAH WUTTUK-CYOMYKO3 KONKOK OUNAH KUH 0e80puea NiaCmuK HCappoXauK amaiuému ounan myaoupunou.
Hamuowcanap: 6emoprapnune bupunuu cypyxuoa 1 mapma KacaniukHuHe Kaumanawuwu Kauo smuneaH. Bemopnapnune
UKKUHYU 2ypyXuda peyuousnap Kyzamuamaou. Xynoca: onouHeu cQUHKMEPOIe8amoponiacmuka OUian myaoupuieam
DEKMOBALUHAN OKMAHUHE PAOUKAN KeCUb OMUWHU KYIIAw PeKMOBASUHAL MYCUKHUHE KAMIAMAU MY3UTUWUHY MUKIAUL
opKanu onepayuaoan KetiuHzu acopamiap 64 KACALTUKHUHZ KAUMALAHUWYU COHUHY KaMAUMUPUWHURE dHS UCIUKOOLTU
yeyau xucobnanaou.

Kanum cyznap: pexmogacunan okma, pekmosazunan mycux, Kaumananui, 010Uty cOuHKmepoIeeamoponIacmu-
Ka.

Abstract. Purpose: to improve the results of treatment of patients with rectovaginal fistulas. Materials and meth-
ods: the results of surgical treatment of 23 patients with rectovaginal fistulas were evaluated. Two categories of surgical
interventions were applied. 11 patients underwent excision of fistulas followed by layer-by-layer suturing of the surgical
wound tightly without the use of sphincterolevatoroplasty components. In the remaining 12 patients, the operation was
supplemented by performing segmental proctoplasty, plastic surgery of the vaginal wall with a mobilized muco-
submucosal flap after anterior sphincterolevatoroplasty. Results: 1 recurrence of the disease was registered in the first
group of patients. There were no recurrences in the second group of patients. Conclusion: the use of radical excision of
the rectovaginal fistula, supplemented by anterior sphincterolevatoroplasty, is the most promising method to reduce the
number of postoperative complications and relapses of the disease by restoring the layered structure of the rectovaginal
septum.

Key words: rectovaginal fistula, rectovaginal septum, recurrence, anterior sphincterolevatoroplasty.

Introduction. Rectovaginal fistulas are one of
the most difficult and unresolved problems in
coloproctology, pelvic surgery, gynecology and urol-
ogy. Various methods of surgical treatment of
rectovaginal fistulas have been proposed. Despite
this, the proportion of relapses of the disease and
postoperative complications remains high. The main
reason for this is the lack of an individual approach to
determining the method of surgical treatment of
rectovaginal fistulas, which prompts the search for

newer surgical technologies and the development of
treatment algorithms.

Of all genital fistulas, the most common
(49.3% of cases) are intestinal-genital. The propor-
tion of rectovaginal fistulas is 59.1%. The most
common fistulas are low and medium levels.
Rectovaginal fistulas are a complex social problem,
cause disadaptation, lead to severe moral and physi-
cal suffering for the patient, put her in a difficult rela-
tionship with her family and others. The considered
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pathological conditions can lead to the occurrence of
disorders associated with gas and fecal incontinence,
often fistulas develop against the background of
anorectal chronic pathology, complicated by purulent
infection. At the same time, fistulas are characterized
by low localization, a labial structure, and cicatricial
lesions of the perineal tissues. In such cases, anal
sphincter insufficiency often develops. The break-
through of the abscess in the vagina with acute
paraproctitis, complications of inflammatory bowel
diseases such as Crohn's disease, diverticular disease,
as well as injuries of the rectovaginal septum and
surgery on the pelvic organs can also cause the de-
velopment of rectovaginal fistulas. Involuntary re-
lease of feces and gases, their entry into the vagina
causes maceration and irritation of the skin of the per-
ianal region and the vaginal mucosa. Additional diffi-
culties in the current situation are introduced by per-
sistent, sometimes unsuccessful treatment of vagini-
tis, supported by constant contamination with intesti-
nal microflora.

The main reasons for early recurrence are sup-
puration of wounds, the wrong choice of the method
of operation, technical difficulties due to the localiza-
tion of the fistula, destruction, cicatricial transfor-
mation and massive damage to the tissues of the peri-
neum. After numerous operations in the rectovaginal
septum and perineum, extensive morphological
changes are formed, represented by cicatricial de-
formities. Modern studies have shown the importance
of individual choice of the method of surgery for each
patient. However, unified and adapted algorithms for
choosing surgical tactics, taking into account such
factors as the etiology of the fistula, its syntopy, posi-
tion and course relative to the edge of the anus, peri-
neum, the relationship of the defect or fistulous tract
with the muscular apparatus of the rectal sphincter,
the severity of the cicatricial periprocess, the func-
tional state of the obturator apparatus of the rectum
intestines have not been created to date.

Most authors are trying to create one, universal
method for the treatment of all forms of rectovaginal
fistulas. In this regard, the optimization of treatment
tactics for rectovaginal fistulas remains a very urgent
problem of modern proctology. To optimize the sur-
gical treatment of patients with rectovaginal fistulas,
it is necessary to clearly define tactical approaches
and methods of technical implementation of the stag-
es of the operation, which must be strictly individual-
ized, taking into account the clinical and objective
manifestations of the disease. Ongoing research will
reduce the number of postoperative relapses and poor
treatment outcomes to a minimum.

The purpose of the study - to improve the re-
sults of treatment of patients with rectovaginal fistu-
las.

Materials and methods. An assessment was
made of the immediate and long-term results of sur-

gical treatment of 23 patients with rectovaginal fistu-
las of varying degrees of complexity, who were treat-
ed at the 1st clinic of the SamMI Coloproctology De-
partment from 2016 to 2021. The postoperative moni-
toring period was at least 6 months. All patients - ini-
tially admitted to the SamMI clinic - the dominant
etiopathogenetic factor was birth trauma, perineal
rupture in childbirth 11-111 stage with subsequent in-
fection from the lumen of the rectum, in two cases
there was spontaneous drainage of acute paraproctitis
into the lumen of the vagina. Patients of the studied
groups were admitted to the clinic with formed
rectovaginal fistulas for radical surgical treatment.
Patients, first of all, underwent a gynecological exam-
ination, a vaginal examination to exclude concomi-
tant organic pathology and an assessment of the state
of the vaginal microflora.

Patients underwent a standard set of objective
studies: digital examination of the rectum, vaginal
and bimanual examination, which determined the
length of the anal canal, the localization of the inter-
nal opening, its size, height, the presence of an in-
flammatory infiltrate, cicatricial deformity of the dis-
tal rectum, usually arising from trauma or previous
surgical interventions.

The functional status of the internal and exter-
nal sphincter components was also assessed. The di-
agnostic algorithm of instrumental research methods
included ano-and rectoscopy, anorectal complex
manometry and  profilometry, fistulography,
endorectal and vaginal ultrasound. In the study of
complex, recurrent fistulas and the consequences of
severe perineal ruptures, proctography, spiral or
magnetic resonance imaging (to assess the topogra-
phy of the fistula and, if necessary, exclude concomi-
tant surgical or oncological pathology) was addition-
ally performed; in case of gross cicatricial deformi-
ties, electromyography was performed.

As part of the preoperative period, the patients
underwent a standard set of laboratory examinations.
The quantitative and qualitative composition of the
pathogenic microflora of the vagina and rectum was
assessed for the correction of antibiotic therapy in the
postoperative period, which was especially taken into
account for patients with recurrent rectovaginal fistu-
las. The preoperative preparation of the patients con-
sisted in the sanitation of the vagina with antiseptics,
and, if possible, the sanitation (washing) of the fistu-
lous tract with antiseptic solutions was carried out.
Two categories of surgical interventions were ap-
plied, which seem to be the most pathogenetically
justified. The distribution of patients into groups was
carried out taking into account the principles of strati-
fication randomization, including the maximum simi-
larity of the qualitative signs that determine the post-
operative prognosis. Thus, the second group of clini-
cal observations (the main group) included only pa-
tients who suffered a perineal rupture in childbirth of
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the 11l stage, acute paraproctitis, as well as patients
with prolapse and relaxation of the pelvic floor, that
is, a cohort of patients with the worst postoperative
prognosis when performing standard interventions.

An obligatory component of both groups was
radical excision of rectovaginal fistulas. In the control
group, nine patients underwent excision of fistulas
with suturing of the internal opening in the rectum or
closing it with a muco-submucosal flap, followed by
layer-by-layer suturing of the surgical wound tightly
and plasty of the vaginal wall of its own mucosa
without the use of sphincterolevatoroplasty compo-
nents. In the remaining eight patients (main group),
the applied operation was modified by performing
segmental proctoplasty of the area of the internal fis-
tula opening in the rectum with a U-shaped displaced
full-thickness flap of the intestinal wall, fixed with
sutures along the perimeter of the wound of the intes-
tinal wall, and the vaginal wall defect was “covered”
with a mobilized mucosal submucosal flap after pre-
liminary anterior sphincterolevatoroplasty (similar to
operations for rectocele) with suturing of the anterior
portions of the muscles that lift the anus and the crea-
tion of a fascio-muscular layer in the rectovaginal
septum in the area of the excised fistula.

The use of synthetic plastic materials (polypro-
pylene meshes and alloplastic materials), as described
in many domestic and foreign studies, was not used
in these groups of patients due to the high proportion
of wound suppuration, septic complications arising
from the use of plastic materials in chronic purulent
infection. Even in the absence of relapses in this cat-
egory of patients, complications can be gross
cicatricial deformities of the perineum, dysfunction of
the muscular apparatus of the perineum and pelvic
floor, and dyspareunia.

Results and its discussion. In the postopera-
tive period, the most favorable conditions for wound
healing and rapid recovery of patients were created,
namely, the regimen, diet, correction of general and
local disorders, dressings. Starting from the first day
after surgery, the patients underwent daily dressings,
during which the vagina was douched with antiseptic
solutions. A comparative analysis of the results of
surgical treatment of patients with rectovaginal fistu-
las was carried out. Among the patients who under-
went excision of the fistula with layer-by-layer sutur-
ing of the surgical wound tightly and plasty of the
vaginal wall of their own mucosa without the use of
components of sphincterolevatoroplasty (wound heal-
ing time was up to 20 days), 1 recurrence of the dis-
ease occurred 1-1.5 months after the operation, asso-
ciated with the lack of adequate separation between
the walls of the vagina and the rectum, infection of
the wound, eruption of sutures.

To prevent purulent-septic complications, pa-
tients underwent antibiotic therapy, the duration of
which in this group of patients ranged from 7 to 10

days. The relief of postoperative moderate pain syn-
drome, carried out by non-narcotic analgesics, was
performed within 3-6 days. In the group of patients
who underwent excision of the rectovaginal fistula
with segmental proctoplasty, anterior
sphincterolevatoroplasty and plastic surgery of the
vaginal wall with a mobilized muco-submucosal flap
(healing time was up to 15 days), no relapses of the
disease were recorded.

However, in one observation after the use of
the combined technique, infiltrative inflammation
was noted in the postoperative wound with eruption
of the sutures, which did not lead to the development
of a relapse, stopped by conservative methods within
two weeks. The duration of antibiotic therapy was 5-7
days. The relief of pain was carried out up to 6 days,
at a later date there was no continuing need for paren-
teral administration of analgesics.

According to the results of the analyzes, in the
standard course of the postoperative period in patients
of both groups, there were no data for the presence of
significant inflammatory reactions (leukocytosis did
not exceed 9.3x109/1, the shift of the leukocyte for-
mula to the left was minimal - stab no more than
10%, there was no lymphopenia). The exceptions
were observations with relapses and patients with
infiltrative changes in the wound in the early postop-
erative period, which was manifested by moderate
leukocytosis. This patient had an increase in tempera-
ture to subfebrile numbers. Against the background
of the therapy, these manifestations were eliminated
within three days. It should be noted that the patient,
with later revealed recurrences of rectovaginal fistu-
las, still had inflammatory shifts in laboratory tests
(on the 5th and 7th days after the operation, the max-
imum leukocytosis was 12.5x109/1). Together with
the data of objective physical control, we interpret
this as early "harbingers" of relapses, the probable
causes of which we consider microabscess formation
of infiltrates, suppuration of the hematoma of the
rectovaginal septum in the area of surgical wounds,
and leakage of rectal sutures.

In the period from 6 to 12 months, 11 patients
who underwent excision of the rectovaginal fistula
using a modified technique underwent control
endorectal ultrasound examinations, which showed a
positive dynamics of changes - the absence of diasta-
sis between the levators, the resolution of the in-
flammatory infiltrate, the thickness of the
rectovaginal septum corresponded to normal values.

Thus, as a result of the study, significant ad-
vantages and prospects of the proposed method using
anterior sphincterolevatoroplasty were determined.
The proposed technique allows layer-by-layer resto-
ration of the structure of the rectovaginal septum,
preventing the spread of infection from the lumen of
the rectum to the rectovaginal septum and into the
vagina, thereby being a necessary step in the preven-
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tion of postoperative complications and relapses of
the disease, as evidenced by the immediate and long-
term results of the study.

Reducing the time of postoperative wound
healing, the duration of antibiotic therapy, less need
for the use of painkillers and anti-inflammatory drugs
also show the promise of the proposed method.

Conclusions. The conducted studies have
shown that the use of the method of radical excision
of the rectovaginal fistula, supplemented by segmen-
tal proctoplasty, anterior sphincterolevatoroplasty and
plastic surgery of the vaginal wall with a mobilized
muco-submucosal flap (with its lateral movement) is
the most promising method that can significantly re-
duce the number of postoperative complications and
relapses of the disease. The separation of the walls of
the rectovaginal septum, the creation of a fascial-
muscular layer between them due to the anterior
sphincterolevatoroplasty ensures the restoration of the
anatomical structures of the perineum and pelvic
floor, preventing the spread of the infectious process
from the lumen of the rectum to the rectovaginal sep-
tum and into the vagina. The stable positive results
obtained in the second clinical group emphasize the
correctness of the chosen tactics, since these patients
initially had the highest risk of complications and
postoperative recurrence of the disease.

This method helps to reduce the pain syn-
drome, restore the functional characteristics of the
rectum and its locking apparatus, as evidenced by our
immediate and long-term results. The method has a
good cosmetic effect. The practical implementation
of the developed and pathogenetically substantiated
modified surgical technique will reduce the length of
stay of patients in the hospital due to early rehabilita-
tion and a decrease in the number of postoperative
complications.

Reducing the recurrence of the disease reduces
the number of repeated hospitalizations of patients,
which emphasizes the social and economic efficiency
of the proposed method. Separate surgical techniques
during the mobilization of the vaginal wall flap and
the plastic stage of the operation need technical anal-
ysis and improvement as the material is collected,
which requires further research, but even now the
advantages of the method are convincing.
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TAKTHKA JTEYEHHA PEKTOBAT HHAJIbHBIX
CBHIIEH

Lllepbexos V. A., lllepxynos K.V., Paoxcabos JK.I1.

Pestome. Lenv: ynyywenue pe3yiomamos ieyenus
OONLHBIX ¢ pekmogazuHanbHbIMU ceuwamu. Mamepuansl u
MemMoObl: NPosedena OYeHKA Pe3yIbmamos Xupypeuiecko-
20 nevenust 23 nayueHmox ¢ peKmoBacuHAIbHbIMU CEUA-
mu. Tlpumenenvl 06e Kame2opuu OREPAMUGHBIX GMeuld-
menvems. 11 nayuenmrkam npogedeno ucceuenue ceuuyeli ¢
HOCeOVIOWUM  NOCAOUHBIM  YUWUBAHUEM ONEPAYUOHHOU
PaHbl HA2AYX0 63 UCNONb308AHUS KOMUOHEHMO8 CQUHK-
mepoaeeamoponiacmuky. Y ocmanvhvix 12 nayuenmox
onepayusi OONOJIHEHA BbINOTHEHUEM CEe2MEeHMAPHOU NPOK-
MONIACMUKY, NAACTUKY CMEHKU G1aA2anuya MoOuIu3o-
BAHHBIM CIUBUCO-NOOCTUSUCHIBIM JIOCKYMOM NOCIE Bbl-
nonHenus nepeowell cuukmeponesamoponiacmuru. Pe-
3YIbmMamol. 8 Nepeoll epynne OGONIbHBIX 3aPe2UCPUPOBAHO
1 peyuouea 3abonesanusi. Bo emopoil epynne 601bHbIX
PeyuouUBo8 OmmeueHo e Oblio. 3aKuoduenue: UCNOIb306a-
HUe MemoOuKU paduKaIbHO20 UCCEUeHUsl PEKMOBACUHANb-
HO2O c8Uld, OONOIHEHHOU nepeoHell CUHKmMepPOoaIesamo-
PONIACMUKOL, 5678emcsl Hauboee NepPCneKmMuEHbIM CNno-
CcO60M, NO3BONSIOWUM YMEHbUUND YUCLO NOCLEONepayu-
OHHBIX OCNONCHEHUU U peyuousos 3a001e6anus 3a cuem
B60CCMAHOBTIEHUSL NOCIOUHO20 CMPOEHUSl PEKMOBAUHAb-
HOU nepecopooKU.

Kniouesvie cnoea: pexmosazunanvuwlii ceully, pex-
MOBALUHANLHASL NEPe2OPOOKd, Peyuous, NepeoHsisi CQUHK-
MepoaeeamoponIaCmuKd.
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