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~— ABSTRACT

clinic visit until the end of their follow-up period.

Aim. In this study, we present a new method for treating cases of rectovaginal fistula that will be added
to the medical literature. In this study, we examine two patients with low vaginal fistula from their initial

Methods and materials. Two patients who had undergone a normal vaginal delivery one year prior

N

presented to our clinic with complaints of offensive vaginal discharge and distressing symptoms, including
stool leakage and vaginal flatulence. They consented to experience this new technique for the treatment of
their low vaginal fistula.

Results. Gebrel-Mostafa technique has numerous beneficial effects, including the elimination of the need
for a second operation to remove the plastic Avis, which functions as a seton. In addition, it is characterized
by a short duration of operation, the inability to form an abscess or hematoma, and a rapid return to normal
life. Avis plastic acts as an auto-tightening and auto-cutting material, and the patient or doctor can tighten

N

it. Finally, it is less expensive, and there is no requirement to use the labial Martius flap.

Conclusion. This (Gebrel-Mostafa) technique yields positive outcomes with no significant morbidity and
is feasible to perform. The absence of incontinence, abscess formation, and sepsis in the wound may be
attributable to the wide range of antibiotics administered to the patients.
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INTRODUCTION

Rectovaginal fistula (RVF) is an uncommon condi-
tion that results in significant morbidity and psychoso-
cial dysfunction due to an aberrant tract linking the an-
orectum and vagina. Obstetric trauma is the most
frequent cause of RVF, with traumatic devascularization
of the perineal area leading to RVF development. Major
etiologies include obstetrical trauma, infection, and
Crohn's disease [1,2].

In Approximately 90% of cases, RVF 10 is diagnosed
based on the patient's medical history and a clinical
exam that includes proctoscopy and vaginal probing.

Imaging utilizing magnetic resonance tomography (MR),
computer tomography (CT), colon contrast study, or
endosonography (ES) is the next diagnostic step if the
diagnosis is still uncertain, no fistula is discovered, or
malignant disease as the origin of the fistula cannot be
ruled out. MR and ES are among the most effective
imaging modalities for diagnosing colorectal fistulas, as
they also allow for the evaluation of potential sphincter
abnormalities [3-5].

The rectovaginal fistula's genesis, size, location,
sphincter status, and concomitant systemic conditions,
such as diabetes mellitus and autoimmune diseases, all
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affect how successfully it can be treated. The success
rate of surgical procedures is also significantly affected
by the surgeon's experience and prior attempts at re-
pair [6,7].

Various surgical techniques are available to treat
rectovaginal fistulas, including the advancement flap,
sphincteroplasty and fistulectomy, coloanal anastomo-
sis, and gracilis muscle restoration. The condition of the
fistula and the cause of this medical issue play a signifi-
cant role in determining the surgical method. (8) Surgi-
cal closure is linked to high rates of morbidity and fail-
ure. The highest rates have been reported in patients
with Crohn's disease or radio-induced fistulation, rang-
ing from 10 to 40 percent [9].

MATERIALS AND METHODS

Prior to the procedure, all relevant information, the
purpose, and methodology of the trial were explained
to the study participants. In addition, informed consent
was obtained from both subjects.

Two patients visited our clinic one year after a nor-
mal vaginal delivery; they have no prior medical or sur-
gical history. They complained of offensive vaginal dis-
charge. In addition, they exhibited some disturbing
symptoms, including stool leakage and vaginal flatu-
lence. Both individuals lacked a history of constipation
that could have led to a stercoral rectovaginal fistula.

There is a small opening in the vagina through which
stool and flatus (flatulence) can pass, and physicians
began to investigate the patients after trans-rectal ul-
trasound revealed (rectovaginal fistula) in both cases.
Fistula was present in both cases (low vagina, simple
type). The fistulae in both patients were well-visualized
and well-felt, and the digital examination revealed a
good anal tone. The fistula openings in both patients
were small (less than 1 cm) and had a single track.

On vaginal examination, the darker mucosa in the
fistula tract was visible, and a whitish vaginal discharge
indicated vaginitis. After examining patients, physicians
decided to operate on this fistulae and apply this new
maneuver to cure patients from the fistulae.

The procedure

In addition to clinical examination, a number of in-
vestigations can aid in the preoperative localization of
the opening; however, intraoperative localization must
be precise. This can be a simple task if external probing
is straightforward and effective. In order to prevent the
creation of a false internal opening, probing should be
performed carefully. The internal opening can occa-
sionally be palpated as a dimple, elevation, fibrous pit,
or soft granulation tissue pimple. Forcible probing in
such cases results in the creation of a false track.

A full bowel preparation was administered two days
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before surgery. A temporary transurethral urinary cath-
eter was placed preoperatively to keep the operative
site clean. Both patients were placed in the lithotomy
position and administered spinal anesthesia under
strict aseptic conditions. The fistula's accurate track
was determined by probing (passing the probe through
the vaginal opening to the rectum and exiting through
the anal hole]. Afterward, two Allis forceps were placed
at the lower edge of the fourchette, and an incision was
made in the perineal region in an oblique direction par-
allel to the fibrosed fistula track, beginning at the four-
chette and ending at the center of the perineal body, in
order to gain access to the identified track without
causing any damage to the track.

Then, we made a diversion of the fistula's track from
being a rectovaginal fistula to a perianal fistula. After
the diversion of the track, the vaginal canal and sur-
rounding area are closed with interrupted stitches us-
ing a Vicryl (2/0) round needle. After the vagina stitch-
es, we attempt to insert a sterilized Avis plastic belt in
place of the metal probe (which acts as an auto-cutting
seton) and then tighten the Avis around the perineal
skin and fistula track. The wounds of both patients
were dressed, and then patients were followed up. The
operation lasted for approximately thirty minutes (25
— 30 minutes) for both patients.

The (Gebrel-Mostafa) technique is illustrated below
in Figures 1-6.

Follow-up strategy

The patient remained in hospital for two days on
sips of water by mouth and intravenous antibiotics. On
the third day, she was fed a normal diet.

After patients were discharged from the operating
room, follow-up care commenced. Patients were given
antibiotics against (anaerobic, gram-positive, and gram-
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FIGURE 1. 1) The arrow of two parallel black lines mentions the
fistula track; 2) The yellow color line refers to the probe; 3) The
dotted line is the direction of the diversion of the track and the
probe; 4) The dotted line refers to the incision line (oblique),

in the perineal region, parallel to the fibrosed track without
destruction of the track
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FIGURE 2. It reveals the direction of diversion of the fistula track
by the metal probe (yellow line), outside vagina to an area next
to the center of perineal body

FIGURE 3. It reveals the vagina was sutured after diversion of
the track

Mons Pubis

FIGURE 4. It reveals both (the plastic Avis and the direction of
diverse track), preparing to remove the metal probe (yellow
line) and putting the plastic Avis inside the track itself

negative bacteria). Oral analgesics were recommended
as non-steroidal anti-inflammatory drugs, anti-inflam-
matory as alphachymotrypsin, and twice-daily vaginal
douches.

We asked patients to visit the clinic every two weeks
to check the plastic Avis and to tighten the Avis around
the perineal skin and the track because, as the healing
process by fibrosis becomes increasingly active with

FIGURE 5. It reveals insertion of Avis inside the fistula track and
tightening it around the newly-formed perianal fistula (as an
auto-cutting seton)

FIGURE 6. Plastic Avis

time, and to ensure that the vaginal wound was healing
and no septic wounds were present The advantage of
placing the Avis in the track is that it serves as a drain-
age site for any type of discharge, such as blood or ab-
scesses, that could occur in any patient undergoing sur-
gery described in the literature.

Over the course of three months following the oper-
ation, the clinic conducted follow-up. Both patients ex-
perienced (no stool or flatus leakage from the vagina)
during the follow-up period, and there was no fecal or
gas incontinence during the follow-up period. Sexual
activity was advised to begin four weeks after surgery
to allow the vagina to heal fully. After three months of
gradual, complete tightening of the Avis around the al-
ready-diverged perianal fistula, the Avis was removed,
and the fistula was entirely healed by fibrosis.

The positive points of this operation

This operation, (Gebrel — Mostafa) technique, has
many advantages, including no need for a second oper-
ation to remove the plastic Avis, which acts as a seton,
and the operation takes less time than other techniques
described in the medical literature. In addition to the
small amount of blood loss observed during surgery, an
abscess or hematoma cannot form at the surgical site
because the Avis and the differentiated perianal fistula
serve as drainage sites until the healing process is com-
plete. Rapid return to normal life has been reported as
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having fewer complications. Avis plastic is an auto-tight-
ening and auto-cutting material that can be tightened
by the patient or physician. It is less expensive because
only one ampoule of Vicryl (2/0) round needle was re-
quired for the entire procedure. The labial martius flap
was not required to close the area between the vagina
and rectum. Functional and cosmetic results were ex-
cellent, and patient satisfaction and quality of life were
significantly improved.

DISCUSSION

Two patients presented with vaginal stool leakage
and vaginal flatulence and had uncomplicated rec-
tovaginal fistulae are described. Both patients agreed
to be subjected to this innovative treatment to recover.

Since Barton's therapeutic endeavors in the middle
of the nineteenth century, other methods have been
documented. The primary cause of failure was devascu-
larization in the fistula zone. Martius utilized the
well-vascularized bulbocavernosus muscle to circum-
vent this difficulty [10,12].

This method's drawbacks include acute sepsis, and a
large internal opening (>2.5 cm) are contraindications
for the risk of anastomotic breakdown, a heavily
scarred, indurated wooden perineum would prevent
adequate exposure and flap mobilization, and it might
not be durable if the anal sphincter complex is not in-
tact. The broad range of success rates — from 29% to
100% — can be explained by technique and patient
choice variations [10,11].

2

Other techniques appear to have a lower reported
rate of healing. The Musset approach yielded positive
initial results in 87-100% of patients, but because
sphincterotomy was required for this treatment, there
was a chance of anal incontinence [13].

This new technique yielded positive results without
causing significant morbidity in our hands and is simple
to execute. The absence of incontinence, abscess for-
mation, and sepsis in the wound may be attributable to
the broad spectrum of antibiotics administered to the
patients. In addition, it is for small, low rectovaginal fis-
tula of obstetric origin and is safe and acceptable. There
is no need for a second operation to remove the plastic
Avis, which functions as a seton, which is an advantage
over other techniques in the literature. Furthermore,
the operation time required is only 30 minutes. Avis
plastic is a self-tightening and self-cutting material that
can be tightened by the patient or physician. In addi-
tion, the labial martius flap is not required to close the
area between the vagina and rectum, resulting in less
blood loss.

CONCLUSION

This (Gebrel — Mostafa) technique yields positive
outcomes with no significant morbidity and is feasible
to perform. The absence of incontinence, abscess for-
mation, and sepsis in the wound may be attributable to
the wide range of antibiotics administered to the pa-
tients.
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