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TRANSSACRAL APPROACH FOR REPAIR OF
VESICOPROSTATORECTAL FISTULA

Kimitaka Sakamoro, Yoshiharu HIRATSUKA

and Asami ARIYOSHI

From the Department of Urology, Fukuoka University School of Medicine, Fukuoka, Japan
(Chief: Prof. K. Sakamoto, M. D.)

The repair of a rectourinary fistula has
been regarded as difficult. A variety of
surgical techniques has been proposed,
including the rectal pull-through operation
described by Young and Stone, direct
exposure and repair through a perineal
incision, transrectal repair and transsacral
approach!~®. However, no ideal method
of repair has yet been devised, as evidenced
by the numerous approaches. Although
the transsacral approach has provided a
satisfactory exposure when other methods
have failed or were deemed impracticable,
only a few urologic surgeons have used
it?®,

The case herein reported is one in which
none of the standard approaches appeared
suitable for the repair of an intractable
vesicoprostatorectal fistula. In such an
instance the transsacral approach may
offer an appropriate alternative.

CASE REPORT
M. A., FUH No. 26065, a 2l-year-old

male, was admitted to an emergency hos-
pital with anal bleeding after receiving a
stab wound by a kitchen-knife on July 25,
1974. The entry wound was at the left
suprapubic region and there was no exit
wound. A laparotomy was immediately
done but bleeding point could not be
detected at that time. The postoperative
course was stormy with continuous rectal
bleeding requiring a diverting ileostomy
and wound infection requiring open drai-
nage on several Despite of
indwelling catheter, urine persisted to pass
via the rectum. The standard suprapubic

occasions.

method of fistula repair was then done on
December 13, 1974, but this attempt failed.
The patient was discharged in January 30,
1975 on continuous catheter drainage.
He was referred to the Fukuoka Univer-
sity Hospital on March 27, 1975 for defini-
tive care of his intractable vesicoprosta-
torectal fistula. Physical examination re-
vealed a moderately nourished and deve-
loped man in no acute distress. Significant
findings included a well-healed ileostomy
in the ileocecal region, many scars with
muscle defects on the lower abdomen (Fig
1) and a fistulous tract palpable in the left
lobe of the prostate. Laboratory studies

i

Fig. 1. A well-healed ileostomy in ileocecal

region and many old scars with

muscle defects on lower abdomen.
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Fig. 2. Cystogram shows fistulous connection
between bladder neck and rectum.

B
Fig. 3. 'I'ranssacral approach to bladder neck.
A Incision is made from caudal dimple downward
over coccyx and laterally around anus with
patient in modified proctoscopic pesition.

B: After sacrum and coccyx are exposed, distal
sacrum is divided by an osteotome.

were within normal limits except for in-
A KUB film did not show
any abnormality and an IVP was not

fected urine.

remarkable. A cystogram showed a fistul-
ous connection between the bladder neck
and rectum.
ing through the fistula to the rectal space
(Fig. 2).
opening with marked edematous swelling

Contrast medium was escap-

Clystoscopy revealed a fistulous

just above the bladder neck near the left

ureteric orifice.

On April 11, 1975, the vesical neck,
prestate and posterior urethra were exposed
through a sacral incision as described by
Parry and Dawson?®. The patient was
placed in the mecdified proctoscopic posi-
tion under epidural anesthesia (Fig. 3,A).
The incision was made from the dimple of
the caudal canal, extended downward over
the coccyx and curved to the right around
the anus, medial to the ischial tuberosity.
The sacrum was divided approximately 1
cm below the sacral canal (Fig. 3. B). The
rectovesical fascia was dissected to separate
the rectum from the posterior surface of
the prostate and the wvesical neck. The
rectum was retracted medially.  The
fistula could be exposed quite satisfactorily
under the direct vision. Then, fistulectomy
and closure of the bladder neck and the
rectal wall were carried out in 2 or 3 layers
using 3-0 chromic catgut. A TFoley ca-
theter and a Penrose drain were inserted.
The rectum was placed in its normal posi-

Fig. 4. Retrograde urethrogram reveals complete

closure of fistula.
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tion. The musculofascial layers and the
skin were closed with interrupted suture.

Convalescence was uneventful and the
urethral catheter was removed 11 days
postoperatively. He has resumed full uri-
nary control without voiding problems.
On May 13, 1975, the ileostomy was closed
and he was discharged on May 30, 1975.
Follow-up examination after 9 months re-
vealed complete closure of the fistula
(Fig. 4).

DISCUSSION

The surgical procedures for repair of
traumatic  rectourinary fistula - including
operative injury have been devised and
the perineal approach has been usually
recommended!~®. In the case herein re-
ported, however, none of the standard ap-
proaches seemed suitable because of scarred
tissue following the previous operations and,
also, because of site of the fistulous tract.

The transsacral approach has provided
satisfactory exposure when other methods
have failed or were deemed impracticable,
as indicated by Limbert and Hakala™®.
This route is not familiar to urologists but
gives excellent visualization of the fistula
and is completely reliable to close. There-
fore, the transsacral repair results in pro-
mpt, primary healing of the fistula.

SUMMARY

Management of a case of traumatic
vesicoprostatorectal fistula was presented

wherein the previous operations failed.
The transsacral approach for the repair
provided excellent exposure and reliable
closure of rectourinary fistula.

REFERENCES

1) Smith, A. M. and Veenema, R. J.: Management
of rectal injury and rectourethral fistulas follow-
ing radical retropubic- prostatectomy. J. Urol.,
108: 778, 1972. :

2) Goodwin, W. E., Turner, R.D. and Winter, C.
C: Rectourinary fistula: principles of manage-
ment and a technique of surgical closure. J.
Urol., 80: 246, 1958.

3) Culp, O.S. and Calhoon, H. W.: A variety of
rectourethral fistulas: experiences with 20 cases.
J. Urol,, 91: 560, 1964,

4) Kilpatrick, F. R. and Mason, A.Y.: Post-opera-
tive recto-prostatic fistula. Brit. J. Urol., 41:
649, 1969.

5) Dahl, D.S., Howard, P. M. and Middleton, R.
G.: The surgical management of rectourinary
fistulas resulting from a prostatic operation: a
report of 5 cases. J. Urol., 111: 514, 1974.

6) Morgan, C., Jr.: Dorsal rectotomy and full thick-
ness skin graft for repair of prostatic urethrorectal
fistula. J. Urol., 113: 207, 1975.

7) Limbert, D.J.: Transcoccygeal repair of pro-
statorectal fistula. J. Urol., 100: 666, 1968.

8) Hakala, T.R.: Parasacral approach for repair
of vesicourethrovaginal fistula. J. Urol., 103: 317,
1970.

9) Parry, W.L. and Dawson, C.B.: Transsacral
prostatovesiculectomy: In Urologic Surgery ed.
by Glenn, J.F. and Boyce, W.H., New Yrok:
Harper & Row, pp. 378-391, 1969.

(Accepted 1976. 6. 2.)



866 Sakamoto et al.: Transsacral Repair of Rectourinary Fistula

RXHE

BAERBZEEC X 2 B E R8N

BERFEFMBRGERE L HALEEE)
kAR N EFF B R BB OF OB R

Bt 5 W IR EEIBE O SN S EO B
BrHE. LrLuTFhd—R—E815- TERNE
3 DiTines. —#iE Young 35 X 0% Stone ¢ pull-
through operation 2RI T3, EHEBE
TR RHORP B TOBRENER I N, HEE
CAEETH S LT L AES TR,

BEY, MBI X o THBIES» DR IRAEL E
BLTEBCELBEALBRL, Lt Ekehics
BAEFR, SR EROMAEYE T2 2085 FE

XL, SERBEE X 5 ELSEN A BT L
FOFER, iR, BTG SR EL T,
BEILIER TCHECY, BET5C LR TH
[} 7'1:.
BAEREEEL, 07 7 r -5 L SRR
M T L T 2 —MOFEFRLBRE, 15—k
{EL Tuioun2d, ERD DV ILARATIEE CHRIER
L PRI BHRE LV VBRI Eo T
BAVCBRTLMBREFETHLLELDNRD.



