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Postirradiation rectovaginal fistula is a complex problem in colorectal 
surgery. The modified Parks procedure curettage of rectal mucosa 
heavily damaged by radiation is introduced. Fifteen cases of coloanal 
sleeve anastomosis for the repair of rectovaginal postirradiation fistula 
are described. All patients previously were irradiated heavily because of 
carcinoma of the uterine cervix. Three patients had simultaneous 
repair of vesicovaginal fistula. One postoperative death was observed. 
Of the surviving patients, functional results have been good in 11. In 
the seven patients with difficult stripping of the rectal mucosa, surgical 
curettage was performed. The latter procedure is suggested as the 
method of choice in relevant cases. [Key words: Parks' coloanal sleeve 
anastomosis; Postirradiation fistula; Surgical closure of rectovaginal 
fistula.] 

RADIOTHERAPY FOR THE treatment of carcinoma of 
the uterine cervix may result in severe damage to adjacent 
organs and, in 0.3 to 6 percent of patients, may advance 
toward formation of a rectovaginal fistula. 1-3 Frequently, 
only permanent, proximal colostomy was offered for 
such a condition, satisfying neither patient nor  doctor. 
Until recently, several methods have been used to manage 
this complication. Some authors proposed local repair 
and ~, 4 others pull- through procedures.5-7poor functional 
results and relatively high postoperative complication 
rates (recurrence of fistula, bowel necrosis, stenosis), how- 
ever, attracted some skepticism regarding the efficiency of 
those methods.S, 9 In 1978, Parks et al. ~~ reported the first 
five cases of postirradiation rectovaginal fistula cured 
successfully with good functional results. Parks creatively 
adopted the technique of coloanal sleeve anastomosis, 
which initially was described in 1947 by Ravitch and 

Received for publication March 4, 1986. 
Address reprint requests to Dr. Nowacki: Cancer Center, ul. Wawelska 

15, 02 034 Warszawa, Poland. 

From the Department oJ Surgical Oncology, Cancer Center, 
Maria Sklodowska-Curie Memorial Institute, 

and the Department o[ Urology, Medical University 
School oJ Medicine, Warsaw, Poland. 

Sabiston n for surgical treatment of multiple adenomato- 
sis coll. In the last decade, few reports were published on 
the problems of surgical treatment of postirradiation rec- 
tovaginal fistula.a~ a2, ~3 In 1979 and 1981, Bricker et al.~2,13 
described their experience with the colorectal patch 
procedure. Cooke and DeMoor? Borkowski and No- 
wacki, ~4 and Gazer 3 reported encouraging results with 
Parks' technique for the treatment of various postirradia- 
tion complications (proctitis, rectovaginal and vesicovag- 
inal  fistulas, and rectal stricture). Many aspects of the 
therapeutic approach need further elaboration and im- 
provement, because the number of patients treated suc- 
cessfully is still below 100. We describe our experience 
with Parks' procedure in the treatment of rectovaginal 
fistula, and introduce a slight modification of the proce- 
dure for heavily damaged rectal mucosa. 

P a t i e n t s  a n d  M e t h o d s  

From 1980 to 1984, Parks' coloanal sleeve anastomosis 
for the treatment of rectovaginal fistula was performed on 
15 patients. All had been irradiated to treat carcinoma of 
the uterine cervix. Clinical data are summarized in Table 
1. Ages ranged from 28 to 61 years (median, 45 years). 
Rectovaginal fistula was diagnosed six to 157 months 
following radiotherapy (median, 17 months) and sizes 
ranged from 1 to 6 cm (median, 3 cm). In ten patients, the 
fistula was located 3 to 5 cm above the anal orifice. Before 
surgery, all patients were evaluated carefully to exclude 
recurrent disease and confirmed by tissue biopsy. If neces- 
sary, urine cultures, intravenous pyelography, ultrasono- 
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TABI.E 1. Clinical Data on 15 Patients Undergoing Surgery for Postirradiation Rectovaginal Fistual 

Cervical Radiation Dose Fistula Distance 
Patient Age C~ancer Initial in the Rectum Months after from the Anal Size 
Number (Years) (FIGO) Treatment (rads) Radiotherapy Orifice (cm) (cm) 

Associated 
Condition 

1 42 I Ra + Co 6~ 8000 17 3 
2 49 I Cs m + surgery 5100 10 5 
3 61 II Ra + Rtgth 8200 18 5 
4 44 IIab Ra + Co 6~ 8500 16 5 
5 48 Ib Cs 1~7 9000 8 2 
6 45 IIah Ra + Rtgth 8250 20 6 
7 38 Ira Ra 5500 15 3 
8 56 IIa Cs 137 + Co 6~ 9740 17 3 
9 39 Ib Ra + Co60 8770 21 6 

10 59 I Rtgth + Ra 7450 157 5 
11 55 III Ra + Rtgth ? 36 3 
12 28 I Ra 4- Rtgth ? 14 6 
13 45 I Surgery 4- Co 6~ 4- Ra " 12 2 
14 32 Ib Surgery + Co 6~ 4- Ra 12040 6 5 
15 43 Ib C~o 6~ 4- Ra 8430 28 4 

5 Stricture 
4 Vesicovaginal fistula 
4 
1.5 
5 Stricture 
2 
6 Stricture 
3 Frozen pelvis 
2 
1 Stricture 
3 Frozen pelvis 
3 
3 Vesicovaginal fistula 
5 Vesicovaginal fistula 
2 

g raphy ,  chest  x-rays,  l iver  imag ing ,  a n d  cys toscopy were 
performed.  

T h e  t rea tment  was s taged (Tab le  2). In i t i a l ly ,  d ive r t ing  
l o o p  colos torny was done.  Al l  pa t ien ts  treated in  ou r  
in s t i t u t ion  had  r igh t  transverse colos tomy.  Next,  after 
four  to e igh t  weeks, w h i c h  are necessary for r educ t ion  of 
sepsis a n d  edema  of the dis ta l  bowel ,  Parks '  p rocedure  
was per formed.  Before surgery  the bowel  was p repa red  in  
a s t andard  manner :  low res idue and  clear l i q u i d  diet  for 
three to four  days,  c l eans ing  enemas  24 hours  before 
surgery,  and  an t ib io t i cs  p reopera t ive ly  (e ry th romycin  + 
n e o m y c i n  3 g m  each for two days) or  pe r iopera t ive ly  
( A m i k i n  T M  500 m g +  me t ron idazo le  500 m g  in t raven-  
ous ly  1 h o u r  before surgery).  Pa t ien ts  were opera ted  on  in 
the l i t h o t o m y  (Lloyd-Davies)  pos i t ion .  T h e  a b d o m e n  
was p repa red  wi th  0.5 percent  ch lo rhex id ine  g lucona te  in 
70 percent  e thanol ,  a n d  was entered t h r o u g h  a m i d l i n e  
inc i s ion  e x t e n d i n g  a b o u t  5 cm above the umbi l i cus .  T h e  
left side of the colon ,  i n c l u d i n g  the sp len ic  flexure, was 
mob i l i zed  ful ly  to ob t a in  bowel  l ong  e n o u g h  to be pu l l ed  
d o w n  to the denta te  l ine w i thou t  tension. T h e  rec tum was 
mobi l i zed  on ly  to the level of the fistula, and  was divided 
at this pcfint. Next,  an a t t e m p t  was made  to s t r ip  the rectal 
mucosa ,  as descr ibed by Parks.  In  seven cases, however ,  
(Pa t ien ts  5, 9, 10 a n d  12 to 15) it  was i m p o s s i b l e  to 
pe r fo rm this par t  of the p rocedure  because of r ad ia t ion  

TABt.E 2. Stages oJ Surgical Treatment 

Stage Point in Time 

Diverting loop colostomy 
(right transversostomy) 

Parks' procedure 

Colostomy closure 

4 weeks 
post-colostomy 

3 months 
post-colostomy 

damage  to tile rectal wall.  In  such s i tuat ions  gynecologic  
curettes of var ious  sizes (8 to 12 ram) were used to remove 
mucosa.  B leed ing  was s t oppe d  by cautery and  app l i ca -  
t ion of w a r m  sal ine packs. Occas iona l ly  Surg ice l  TM or 
Cx)llastypt| were used for a few minu tes  as a pressure 
dressing.  If s t r ic ture  a n d / o r  r ig id  rectal wal l  were present,  
the muscu la r  cuff was en la rged  by sharp  an te r ior  wall  
incis ion.  Next,  the mobi l ized  co lon  was pu l l ed  t h rough  
the anus  un t i l  the a p p a r e n t l y  hea l thy ,  non i r rad ia ted ,  and  
wel l -vascular ized segment  was seen at the level of the 
dentate  line. At  that  time, a t t en t ion  was focused on  p roper  
p o s i t i o n i n g  of the bowel  in a smal l  pelvis to cover the 
fistula wi th  append ices  ep ip lo i cae  a n d / o r  pe r ico lon ic  fat. 
Co loana l  anas tomos i s  was pe r fo rmed  us ing  four  to six 
in t e r rup ted  3-0 Dexon T M  or  coated Vicryl | sutures. 
Sutures  were p l aced  t h r o u g h  a l l  layers of the bowel  wal l  
and  ana l  sphincters ,  and  tied careful ly  to avoid  ischemia.  
F ina l ly  the p r o x i m a l  co lon  was f ixed to the u p p e r  border  
of the rectal  s t u m p  by four  Dexon  2-0 sutures  to avoid  
retract ion a n d  ensure p rope r  pos i t ion ing .  T h e  smal l  pel- 
vis was d r a ine d  on ly  occas iona l ly  when  dif f icul t  hemo-  
stasis was encoun te red  ( two pat ients) .  T h e  average t ime 
for the p rocedure  did  not  exceed four  hours ,  and  the 
es t imated  b l o o d  loss d id  no t  exceed 500 ml. Pos topera-  
tively, al l  pa t ien ts  were kept  on  in t ravenous  f luids  un t i l  
Day 4 or  Day 5, when  n o r m a l  bowel  func t ion  was noted. 
An t ib io t i c  coverage was used for seven days, and  consisted 
of gen tamic in ,  80 mg, and  met ronidazole ,  500 m g  intra-  
venous ly  every 8 hours.  In  14 of 15 pat ients  the pos topera-  
tive course was unevent fu l  a n d  the hosp i ta l  stay r anged  
from 14 to 18 days (median  17 days). 

T h e  d ive r t i ng  l oop  co los tomy was closed three m o n t h s  
later, after he a l i ng  assessment. After that t ime, c l in ica l  
and  endoscop ic  e x a m i n a t i o n  usua l ly  showed the f is tula  
site to be f i l led wi th  g r a n u l a t i o n  tissue, fo l lowed by sub- 
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sequent epithelialization. Radiologic contrast studies 
were done in eight of 14 patients to exclude residual 
fistula before colostomy closure. 

Results 

One patient died postoperatively (mortality rate 6.7 
percent) due to diffuse peritonitis and septic shock. All 
remaining patients were followed every two to three 
months within the first postoperative year, and every six 
months thereafter. Postoperative observation ranged from 
13 to 70 months (median, 38 months). Functional results 
(Table 3) were assessed by patient interviews, rectal digital 
examination, and vaginoscopy. Eleven patients (78.6) 
returned to normal bowel habits with complete relief of 
symptoms (bleeding, pain, tenesmus). There were three 
failures: two of these patients developed recurrent micro- 
fistulas but are continent for feces. They  complain of 
occasional soiling but are satisfied with the results. The  
remaining patient (Patient 8) developed recurrent recto- 
vaginal fistula, which healed 28 months later. She is 
living with her colostomy and has refused further treat- 
ment. 

Some degree of stricture of coloanal anastomosis was 
observed among all patients. In only two patients with 
microfistulas was digital and instrumental dilatation of 
the stricture needed every t w o  to six weeks within the first 
postoperative year to assure proper defecation. One of the 
two patients required surgical intervention. Under epi- 
dural anesthesia, incision of the scar and biopsy of granu- 
lation tissue was performed. Microscopic examination 
did not reveal tumor recurrence. 

Discussion 

The  frequency of postirradiation rectovaginal fistula 
ranges from 0.3 to 6 percent in the world literature, where- 
as in Poland it is 0.9.1-3, tSMost patients are in their active 
middle years. They  are cured from malignancy but suffer 
extremely from complications of radiotherapy. The  most 
dramatic are vesicovaginal and rectovaginal fistulas. Fis- 
tula formation results from interaction of three basic 
factors: 1) ionizing radiation, 2) fecal stream, and 3) bacte- 
rial flora. 16 These factors influence the policy of surgical 
repair of radiation-induced damage: 1~ 

1. The  fistula must be covered by tissue unaffected by 
radiation, 

2. Rectal mucosa must be removed to eliminate the 
source of symptoms and the possibility of radiation- 
induced carcinoma, 

3. The  surgical technique should be simple, avoiding 
manipulat ion of the radiation-damaged tissue, 

4. The  anal sphincters should be unaffected by radia- 
tion and surgery. 

TABLE 3. Functional Results of Treatment 

Patient Number  Results 

1 Good* 
2 t  Good 
3~. Failure 
4 Grx,,d 
5 Good 
6w 
7 Good 
8 Failure 
9 Good 

10+ + Good 
11 Failure 
12 Good 
13t" Good 
14t" Good 
15 Good 

*Good: restoration o[ fecal continence and return to normal  bowel 
movements.  

"t-Simultaneous repair of vesicovaginal fistula. 
++Vesicovaginal vistula 3 to 12 mon ths  later. 
w death. 

Our experience supports the published data. 2, 3,10 Parks' 
coloanal sleeve anastomosis is a reliable procedure for the 
surgical repair of rectovaginal fistula. Functional results 
were good and comparable  with those reported by 
others.Z,~, 10, t2,13 We did three synchronous repairs of the 
vesicovaginal and rectovaginal fistulas. A similar expe- 
rience has not been reported in the literature, except for 
our own case published earlier? 4 Two of our  patients 
developed vesicovaginal fistulas during follow-up three 
and 12 months after Parks' procedure. The  latter observa- 
tion supports our contention tha t  our clinical material 
was probably much more irradiated than in the series of 
others. In our  series, removal of the rectal mucosa was 
impossible in seven of 15 patients; therefore, we used an 
unconventional method of curettage, that was not de- 
scribed in the literature. 

Conclusion 

The  modified standard Parks' procedure (curettage of the 
rectal mucosa) is the method of choice in the repair of 
rectovaginal fistulas in patients with difficult stripping of 
rectal mucosa that has been damaged heavily by radiation. 
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Announcement 

E U R O P E A N  C O U R S E  OF DIGESTIVE E N D O S C O P Y  

T h e  Fifth Internat ional  Sympos ium and Ten th  European Course of 
Digestive Endoscopy will  be held on May 19-22, 1987 in Paris, France. 
Contact: Ceprime-Congres,  40, Rue des Mathurins,  75008 Paris, France. 


