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CASE REPORT

Successful omental flap coverage repair 
of a rectovaginal fistula after low anterior 
resection: a case report
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Abstract 

Background  Rectovaginal fistula (RVF) is a troublesome and refractory complication after low anterior resection 
(LAR) for rectal cancer. An omental flap repair was performed for the RVF caused due to Crohn’s disease and childbirth 
trauma. However, there are few cases of an omental flap repair for RVF after LAR. Herein, we present a successfully 
repaired case of RVF by omental flap coverage after LAR for rectal cancer.

Case presentation  A 50-year-old female patient with advanced rectal cancer underwent laparoscopic LAR with 
double-stapling technique anastomosis and achieved curative resection. She complained of a stool from the vagina 
and was diagnosed with RVF on the postoperative day (POD) 18. Conservative therapy was ineffective. We performed 
laparoscopic fistula resection and direct closure of the vagina and rectum, designed the omentum that could reach 
the pelvis, repaired RVF by omental flap coverage, and performed transverse colostomy on POD 25. She was dis-
charged on initial POD 48. Seven months after the initial operation, colostomy closure was administered. There was no 
recurrence of RVF found 1 year after the initial operation.

Conclusions  The patient achieved an omental flap coverage for RVF. We successfully performed the omental flap 
coverage repair in patients with RVF after the leakage of LAR. An omental flap may become an alternative treatment 
for muscle flap or an effective treatment for RVF.
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Background
Rectovaginal fistula (RVF) is a troublesome and refrac-
tory complication. RVF was caused due to Crohn’s dis-
ease, childbirth trauma, hysterectomy, and low anterior 
resection (LAR), etc. [1]. Although various surgical pro-
cedures, for example, ileostomy, colostomy, perineal 
approach, muscle flap transposition, and omental flap 
coverage have been reported [1–3], RVF is unaltered or 

may not be cured. A few cases of omental flap coverage 
repair after LAR have been reported [2, 4], but the cause 
of RVF was not leakage after LAR. Herein, we report a 
successful repair of omental flap for RVF because of the 
leakage after LAR.

Case presentation
A 50-year-old female patient was referred to our hos-
pital because of bloody stool. Colonography showed 
advanced rectal cancer and computed tomography (CT) 
scan revealed a rectal mass and a swollen regional lymph 
node (Fig. 1A, B). She underwent laparoscopic low ante-
rior resection (LAR) with double-stapling technique 
anastomosis and achieved curative resection. She started 
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to have liquid on POD 1 and a daily diet on POD 7. The 
bloody stool was found on POD 17 and she complained 
of stools and gas from the vagina on POD 18. CT revealed 
air in the vagina from the anastomotic part, and she was 
diagnosed with RVF (Fig. 2). Conservative therapy, with 
nothing by mouth and total parenteral nutrition, had 
been performed for 1 week. However, the treatment was 
unsuccessful. Therefore, we performed laparoscopic fis-
tula resection and direct closure of the part of rectal leak-
age on POD 25 (Fig. 3A). We designed the omentum that 
could reach the pelvis and cover between the vagina and 
rectum (Fig. 3B). In addition, we fixed omentum flap with 
the uterus back side close to the vagina (Fig. 3C). We per-
formed RVF repair by omental flap coverage. Then, we 
performed transverse colostomy. The operative time was 
425  min and with a blood loss of 300  mL. Liquid food 
was started on POD 27 (re-operation POD 2), and daily 
food was started on POD 31 (re-operation POD 6). She 
was discharged on POD 48 (re-operation POD 20).

The pathological diagnosis was T3N1M0 stage IIIb 
(TNM classification) moderate adenocarcinoma. Adju-
vant chemotherapy with capecitabine and oxaliplatin 
was administered for 6  months. Thereafter, the enema 
and transvaginal examination revealed no RVF (Fig.  4). 
Colostomy closure was performed 7  months after the 
initial operation. There was no recurrence of RVF found 
1 year after the initial operation.

Discussion
Anastomotic leakage is a critical complication in colorec-
tal operations. Particularly, RVF is a type of anastomotic 
leakage after LAR, but RVF is worse complication than 
normal leakage [5]. The incidence of RVF ranges from 
0.3 to 6% [6]. Another study reported an incidence of 
9.7–12.4% [7, 8]. Prognostic nutritional index (< 45), pre-
operative chemotherapy, tumor size (≥ 50 mm), intraop-
erative bleeding, and lateral lymph node dissection are 
the risk factors for RVF after LAR as revealed by Wata-
nabe et al. [9]. The other risk is the double-stapling tech-
nique caused unintentional incorporation of the vaginal 
posterior wall into the colorectal anastomosis anterior 
wall [10]. The patient had no risk factor and the vaginal 
posterior wall was not involved. Minor anastomotic leak-
age existed and damaged the vagina, in this case, thereby 
causing RVF.

RVF treatment is more difficult than the other compli-
cations, for example leakage. Conservative treatment is 
usually ineffective, especially considering that the diam-
eter of the RVF with spontaneous healing was not larger 
than 1  cm [11]. Therefore, surgical treatment is often 
performed for RVF, such as colostomy or ileostomy for 
fecal diversion, fistula resection and direct closure, re-
anastomosis, and muscle flap transposition, omental 
flap coverage. Omental flap repair for RVF caused by 

Fig. 1  A Colonography revealed an advanced rectal cancer. B Computed tomography scan revealed a hypervascular irregular wall thickness in the 
rectum and swollen lymph node

Fig. 2  Computed tomography scan revealed a fistula between the 
vagina and the rectum (arrows)
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Crohn’s disease, childbirth trauma, and hysterectomy 
was reported [1]. However, only two cases of omental flap 
coverage repair after LAR have been reported [2, 4]. One 
case was an adjuvant radiotherapy case. The RVF was 
closed by directed sutures after transrectal and transvagi-
nal excision of the fistula ostium, and transrectal omental 
flap and vaginal flap was performed. The RVF recurred 

on the postoperative day 8 [4]. The other case had the 
RVF caused by a megarectum. The rectovaginal septum 
was dissected up to the fistula tract and the openings on 
both vaginal and rectal sides were closed. The omental 
flap was interpositioned into the rectovaginal septum and 
pulled down by the perineal operator and secured at skin 
level. The patient showed no recurrence [2]. Although 
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Fig. 3  A The leakage point in the rectum was sutured after resecting the fistula (arrow). B We designed the omentum which could reach the pelvis. 
C After covering the vagina and the rectum with the omentum flap

Fig. 4  A Gastrografin enema from the anus. B Gastrografin enema from the vagina. These demonstrated no fistula between the vagina and the 
rectum
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two cases of RVF were repaired by omental flap coverage, 
the cause of RVF was not leakage.

Only the fistula resection and the direct suture repair 
of the rectum and the vagina are highly probable recur-
rences. Several studies reported that the tissue interpo-
sition-like muscle, such as gluteal or gracilis muscles, is 
effective for RVF repair [12, 13]. Hence, the omental flap 
coverage was chosen for the tissue interposition. This is 
because the omental flap is less invasive than the muscle 
flap, surgeons of gastroenterological surgery are more 
familiar with the omental flap than the muscle flap, and 
there were no statistically significant differences found 
between the omental flap and the muscle flap in terms of 
mortality and sepsis [14]. We trimmed the omentum and 
filled up the omental flap between the rectum and the 
vagina after RVF resection and direct closure (Fig. 3).

Although omental flap coverage repair may be effec-
tive for RVF after LAR, it is possible that the designed 
omentum does not reach the pelvis, especially after the 
operation of the gastric cancer. Except for omentum 
resection case, if the omentum is designed from hepatic 
flexure to gastrosplenic ligament or splenic flexure, the 
omentum flap can reach the pelvic in most of the cases. If 
the designed omentum is unable to reach the pelvis, the 
designed omentum is made thin or the branches of the 
right gastroepiploic artery are resected [4]. We reach the 
omental flap of the pelvis along the descending colon to 
prevent internal hernia. The incidence of internal hernia 
after omental flap repair is not reported yet [1, 2, 4].

Conclusions
Herein, we present a rare case of RVF repair after LAR. 
The patient achieved omental flap coverage treatment 
for RVF. RVF treatment remains refractory. However, we 
successfully performed an omental flap coverage repair in 
a patient with RVF after the leakage of LAR. An omental 
flap may become an alternative treatment for muscle flap 
or an effective RVF treatment after LAR.

Abbreviations
RVF	� Rectovaginal fistula
LAR	� Low anterior resection
POD	� Post-operative day
CT	� Computed tomography

Acknowledgements
Not applicable.

Author contributions
YK wrote the final manuscript and performed the literature search. HH super-
vised manuscript writing. YK and HH performed the surgery. All authors read 
and approved the final manuscript.

Funding
None.

Availability of data and materials
All data generated or analyzed during this study are included in this published 
article.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
The patient consented to the reporting of this case in a scientific publication.

Competing interests
The authors declare that they have no competing interests.

Received: 9 February 2023   Accepted: 10 April 2023

References
	1.	 Stephan JH, Peter BS, Cor GB, Wilm GG. Laparoscopic fistula excision and 

omentoplasty for high rectovaginal fistulas: a prospective study of 40 
patients. Int J Colorectal Dis. 2011;26:1463–7.

	2.	 Hester B, Yasuko M, Jamie M, Janindra W, Carolynne JV. Combined laparo-
scopic and perineal approach to omental interposition repair of complex 
rectovaginal fistula. Dis Colon Rectum. 2018;61:140–3.

	3.	 Helene C, Leon M, Xavier T, Jeremie HL, Marianne F, Yves P. Rectovaginal 
fistula: what is the optimal strategy? An analysis of 79 patients undergo-
ing 286 procedures. Ann Surg. 2015;262:855–60.

	4.	 Schloericke E, Hoffmann M, Zimmermann M, Kraus M, Bouchard R, 
Roblick UJ, et al. Transperineal omentum flap for the anatomic recon-
struction of the rectovaginal space in therapy of rectovaginal fistulas. 
Colorectal Dis. 2012;14:604–10.

	5.	 In TW, Jun SP, Gyu SC, Soo YP, Hye JK, Hee JL. Optimal strategies of 
rectovaginal fistula after rectal cancer surgery. Ann Surg Treat Res. 
2019;97:142–8.

	6.	 Shibata M, Takeda M. Successful closure of a rectovaginal fistula following 
low anterior resection by endoscopic fibrin glue application. Colorectal 
Dis. 1999;1:42–4.

	7.	 Masatsugu H, Toshiya T, Osamu I, Eiji S, Naoya K, Satomi N, et al. 
Retrospective risk analysis for anastomotic leakage following laparo-
scopic rectal cancer surgery in a single institute. J Gastrointest Cancer. 
2020;51:908–13.

	8.	 Kenji K, Takahashi R, Koya H, Yoshiharu S. Impact of transanal drainage 
tube on anastomotic leakage after laparoscopic low anterior resection. 
Int J Colorectal Dis. 2018;33:337–40.

	9.	 Jun W, Mitsuyoshi O, Daisuke K, Hidetaka S, Shuhei K, Shunichi O, et al. 
Incidence and risk factors for rectovaginal fistula after low anterior resec-
tion for rectal cancer. Int J Colorectal Dis. 2015;30:1659–66.

	10.	 Baran JJ, Goldstein SD, Resnik AM. The double-staple technique in colo-
rectal anastomoses: a critical review. Am Surg. 1992;58:270–2.

	11.	 Varut L, Romyen J. Rectovaginal fistula after low anterior resection: pre-
vention and management. World J Gastrointest Surg. 2021;13:764–71.

	12.	 Seong OP, Ki YH, Kyo JP, Hak C, Jin YS, Seung YJ. Treatment of rectovaginal 
fistula with gracilis muscle flap transposition: long-term follow-up. Int J 
Colorectal Dis. 2017;32:1029–32.

	13.	 Nassar OAH. Primary repair of rectovaginal fistulas complicating pelvic 
surgery by gracilis myocutaneous flap. Gynecol Oncol. 2011;121:610–4.

	14.	 Gianmarco C, Talal A, Arnaldo D, Katia A, Anas D, Lamia H, et al. Mortality 
after sternal reconstruction with pectoralis major flap vs omental flap for 
postsurgical mediastinitis: a systematic review and meta-analysis. J Card 
Surg. 2022;37:5263–8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Successful omental flap coverage repair of a rectovaginal fistula after low anterior resection: a case report
	Abstract 
	Background 
	Case presentation 
	Conclusions 

	Background
	Case presentation
	Discussion
	Conclusions
	Acknowledgements
	References


