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Abstract

Background: Vestibular fistula is the most common
type of anorectal malformation seen in females and it
can be of low variety which is an anovestibular fistula
for which a cut back is good enough, but usually an
intermediate variety is seen that is called
rectovestibular fistula. Standard surgical treatment
for this anomaly is either ASARP (Anterior sagittal
anorectoplasty)  or PSARP(Posterior sagittal
anorectoplasty). We have adopted a technique of
Transfistula Anorectoplasty, which doesn’t divide
the sphincteric complex. Materials and Methods: The
current study involves 24 cases of rectovestibular
fistula which were treated by primary TFARP without
colostomy. We analysed the functional and cosmetic
results with this method in our study. Results:
Functional results were good in all patients except
one which had complete retraction of rectum and
needed a colostomy and revision of procedure. The
cosmetic result was good with an almost normal
looking perineum in most cases as the perineal body
was not divided . However constipation was the major
problem in majority of cases. Conclusion: We found
TFARP a very useful and simple procedure with good
cosmetic and functional results saving the patients
from a colostomy. 
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Introduction

Most common presentation of  anorectal
malformation in females is in the form of a fistula to

either vaginal vestibule or in the perineum . Out of
these the majority of cases presents with a recto
vestibular fistula which was classically described as
an intermediate variety and was traditionally treated
in three stages [1]. Anovestibular  or anoperineal
fistula was classified  as low variety while
rectovestibular as intermediate variety in wingspread
classification. However Alberto Pena in his
classification did not differentiate between these two
and recommended a PSARP for  both these conditions
under a cover of colostomy [2].

In Recto vestibular variety, the fistula opens near
the vagina at the posterior fourchette and is directed
posterior and upward. It is managed surgically by
anal transposition, also known as trans-sphincter
ano-rectoplasty (TSARP). In this approach, the
vestibular fistula is mobilized until completely
separated from the vaginal wall, then is transposed
within the muscle complex and external sphincter to
the site of new anus via a separate incision [3,4]. This
approach was followed until 1982, when PSARP was
described and became the accepted method of
treatment for various forms of imperforate anus[5,6].
Okada et al described the ASARP in 1992 [7,8]. Both
approaches, PSARP and ASARP, involved division
of the levator muscles and muscle complex, the
perineal body, and the perineal skin. This may be
associated with wound complications like scar in the
perineum and wound dehiscence.Akshay et al
described newer technique TFARP without cutting
the perineal skin and perineal body. The purpose of
present study was to see the effectiveness of
TransfistulaAnorectplasty (TFARP) which required
minimal dissection without interruption of perineal
body and perineal skin[9].

Method

This study comprised of 24 patients ranging from
6 months to  1year of age, who presented with
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vestibular fistula to the unit of Pediatric surgery, at
S N Medical college, Agra from November 2012 to
November 2015. All the patients were followed up
from early neonatal age group till they were offered
surgery at around 6 months to 1 year of age.  From the
time of first consultation, the  patients were started
on oral lactulose and regular dilatation of fistula was
advised with hegars dilator. The size of dilator was
increased every  month till the size 10 hegars dilator
was easily accommodated. All with colostomy
and/or severe systemic disease or history of surgery
in the perineum were excluded. A barium enema was
done in all patients to rule out significant rectal ectasia
and the patients who had a grossly dilated rectum
with faecoliths were excluded from the study. All the
patients were prepared preoperatively with standard
bowel preparation with erythromycin and
metronidazole and rectal irrigation by normal saline
and nothing per oral for 48 hours.

Surgical Technique of TFARP
TFARP operation was performed under general

anesthesia and patient was placed in lithotomy
position. Site of the anus is marked by electro-
stimulation. Circumfistula incision was given in the
vestibule.  Several fine silk traction sutures insertion
around the fistula orifice. Separation of the rectum
from the posterior vaginal wall was done by sharp
dissection. Meticulous dissection of anorectum was
performed till about the level of cervix with care not
to damage the vagina or the rectum. Haemostasis was
ensured. Placement of mobilized rectum was
performed at the proposed site of anus through centre
of muscle complex with fixation of rectum to the
muscle complex. Anoplasty was done by standard
technique with apposition of vestibular wound.
Average operative time was 75 mins.

Post Operative Management
Postoperatively, the patients were kept nil orally

for three days, kept on IV cefotaxime and
metronidazole and IV fluids. Once the bowel
movements started, oral feeds were allowed. The
operative site was cleaned with betadine solution
after every bowel movements and metronidazole
ointment was applied. The pts were discharged after
5 days on oral antibiotics with advice of maintaining
hygiene of perineal area and were asked to follow up
after a week. Anal calibration was started with
Hegar’s dilator, 2 weeks after surgery and continued
till 6 months postoperatively.  One child had a major
retraction of rectum, and had to be taken up for a
diverting sigmoid colostomy and redo after 2 months.

Results

The average age at the time of surgery was 7-8
months and the average time taken for surgery was
around 75 to 90 minutes. The average post op stay
was 5-7 days, and the children were followed till 6
months following surgery. Total number of
24patients underwent single stage TFARP, out of
which 18 underwent uneventful recovery, 3 children
had wound infection, leading to cut through of
perineal sutures, which were managed
conservatively, while 2 pts had mild retraction of
anoplasty again managed conservatively. . During
dissection of common wall between rectum and
vagina, in  3 cases we had vaiginal injury which was
repaired immediately and did not result into any
sequelae.  One child had complete retraction of
anoplasty which was managed by a colostomy and a
redo procedure was after 2 months. Redo was done
via PSARP.  Due to dedicated anal dilatation
postoperatively, none of our patients had any anal
stenosis. But almost  75% patients had varying
degrees of constipation which was managed by
judicious use of oral lactulose and enemas.  The
overall cosmetic appearance of neoanus was good
with almost normal looking perineum in all cases
with minimal scarring, since the bridge of  normal
skin was preserved between the anal site and the
fistula, during surgery. All patients were fully
continent after procedure.

Fig. 1: Clinical appearance of rectovestibular fistula
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Discussion

 The primary advantages of performing
anorectoplasty without a colostomy are the avoidance
of colostomy-related complications and multi-staged
surgeries [9,10]. Single-stage procedure not only
attains the same results as the staged procedure with
fewer early operative complications, but it also
eliminates the risks of multiple anaesthesia’sand
operations.  It eases the physiologic, psychologic and
economic burden [11]. The technique of TFARP
described above differs from the standard limited
PSARP and the ASARP in that the external sphincter
complex and thelevator muscle are not divided,
Perineal or posterior sagittal incisions are not utilized,
and therefore the perineal body and neurovascular
supply are not disturbed and the rectal pouch is not
tapered, and hence the internal sphincter is preserved
[12]. The advantage of performing this surgery in
lithotomy position is in better visualization of
anatomy as it is. We see the chances of making holes
in vagina or rectum during their separation are
minimum by this method as compared to doing the

procedure in prone position like in PSARP or limited
PSARP. The absence of any incision over the
perineum leads to good cosmetic and functional
result and reduces the risk of wound dehiscence in
this critical region [12]. Correct placement of the
rectum through the external sphincter is vital in
TFARP for continence.With the help of muscle
stimulator the sphincteric complex can be clearly
visualized and it is possible to pull the rectum
directly through it. TFARP thus provides satisfactory
functional and cosmetic results with a normally
situated anal opening.In different reports of single-
stage surgery, wound infection rate ranged from 0%
to10.6% [13,14,15,16]. In our series, the wound
infection rate was around 10% which corroborates
with others, but none of our patients had any
significant anal stenosis. Several authors report
excellent continence ranging from 90.5 -100% were
continent [17]. In other series, continent scores were
excellent or good among [6,10].  In our series most are
having excellent score. Constipation has been found
to be a significant long-term problem ranging from
3.7% to 47.9% children, some of them required
dilatation, laxatives and enema on occasion [12,18];
we too have encountered constipation as the major
sequelae in majority of our patiets(75%). Out of 24
patients who were treated by TFARP, only one child
had major retraction following surgery , which
needed a colostomy, rest all had good post operative
results except minor wound infections or retraction
of anoplasty.In Akshay et al series all 25(100%)
patients vestibular wound healed completely
Constipation is still the most common problem after
surgical correction of vestibular fistula and needs to
be managed by laxatives for a long time.

Conclusion

Our results are encouraging even though the
number of patients included in the study are small.
We conclude that a Primary TFARP is an equally
effective  surgery for rectovestibular fistula as PSARP
or ASARP minus the complications of division of
sphincter complex and perineum, at the same time
avoiding a colostomy. The cosmetic appearance of
perineum is better with almost 100% continence.
However the only major problem we have
encountered is the high rate of constipation in these
children. We think that the delay in surgery on an
average of 6 months might be causing rectal ectasia
and thus constipation. In future we plan to operate
these children in the early neonatal age group and
will try to see whether that makes any difference in
the incidence of constipation.

Fig. 2: Dissection of rectum from the posterior vaginal wall
and pulling it through the centre of sphincteric complex,
preserving the perineal body and muscle complex
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