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Introduction

Acquired Recto-urethral fistula (RUF) is an uncommon 
post-operative complication of prostatectomy that 
can be challenging to treat. Although the incidence of 
RUFs is relatively low, estimated to be 0.9% to 9% after 
prostatectomy, it has a significant effect on a patient’s 
quality of life (1). Conservative management often 
involves fecal and urinary diversion to allow the fistula 
to close spontaneously or the inflammation to subside. 
Unfortunately, conservative measures often fail requiring 
some type of definitive surgical intervention (2). Multiple 
methods of repair have been described in the literature 
including abdominoperineal, transabdominal, transanal, 
transperineal, parasacral and transsphincteric approaches (3). 
The use of tissue interposition flaps or prosthetic meshes 
have also been described with varying degrees of success (4).  
Here we present the case of a transanal repair of a post 
prostatectomy RUF with rectal advancement flap. 

Case presentation 

The patient is a 66-year-old male with a history of prostate 

cancer who underwent robotic prostatectomy. His post-
operative course was complicated by the development 
of a RUF. The patient underwent both fecal and urinary 
diversion with a colostomy and supra-pubic catheter in 
an attempt to allow the fistula to heal. After failure of 
conservative measures, the patient presented to our center 
for definitive repair. A pre-operative flexible sigmoidoscopy 
revealed a small fistula in the anterior aspect, 3 cm above 
the dentate line, with healthy rectal mucosa surrounding 
the tract. Pre-operative MRI and lower GI study further 
delineated the defect and excluded any signs of surrounding 
inflammation (Figure 1). He was eventually scheduled for 
elective repair of the RUF 6 months after the diversions.

Patient selection and workup

Candidates for transanal repair have a few key factors in 
common. Location of the fistula is paramount to successful 
repair. A defect low enough in the rectum allows for easy 
accessibility and facilitates a smooth repair. Having healthy 
rectal tissue surrounding the defect is also important. This 
often means that patients with active infections or prior 
radiation therapy are not ideal candidates. Prior to pursuing 
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repair of the fistula, the defect should be endoscopically 
visualized to facilitate surgical planning. Fecal and urinary 
diversion should also be considered in the cases of complex 
fistulas.

Pre-operative preparation

In our practice, patients undergo a full mechanical bowel 
preparation with oral antibiotics the day prior to surgery. 
Pre-operative intravenous antibiotics are administered prior 
to initial incision. 

Equipment preference card

 Anorectal tray;
 Lonestar retractor;
 Headlight;
 Needlepoint electrocautery;
 4-0, 3-0, 2-0 absorbable sutures;
 Suction device.

Surgical procedure

After induction of general anesthesia, cystoscopy was 
performed in the lithotomy position. The defect was clearly 
visualized and ureteral stents were placed by urology (Figure 2).  
The patient was then turned and placed in the prone jack-
knife position. The buttocks were spread and taped in 
place. The anal area was prepped with povidone iodine 
solution and draped in the usual fashion. A Lone Star 
retractor was placed and examination revealed the fistula 
defect. The defect was confirmed to be at the cysto-urethral 
junction. Needlepoint electrocautery was used to create 
proximal and distal full thickness rectal flaps. The bladder 
wall was exposed and the fistula epithelium was removed 
in its entirety. The lumen of the bladder and urethra were 
identified. The lateral rectal tissue was released from the 
bladder wall to allow for a tension free repair. The cysto-
urethral defect was closed primarily using transverse 4-0 
PDS interrupted sutures. The bladder was then filled with 
water and a water-leak test was then performed to confirm 

Figure 1 Pre-operative assessment. (A) Lower GI with extravasation of contrast consistent with a rectourethral fistula; (B) flexible 
sigmoidoscopy depicting rectal opening of the fistula 3 cm above the dentate line. Arrow shows extravasation of contrast.
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Figure 2 Defect at the cysto-urethral junction seen during 
cystoscopy.
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adequate repair of the cysto-urethral defect. The rectal 
defect was then repaired primarily with alternating 2-0 and 
3-0 Vicryl interrupted sutures. Particular attention was paid 
to ensure that full-thickness bites of healthy rectal tissue 
were incorporated in each suture (Figure 3). 

Post-operative course

Once the repair was completed, the patient was discharged 
home. Two months after the procedure, the patient was 
brought for evaluation of his repair. Endoscopic evaluation 
showed a healthy rectal repair and cystogram was negative 
for signs of extravasation of contrast (Figure 4). His 
colostomy was subsequently reversed 3 months from the 
repair. At 30-month follow-up there was no evidence of 

fistula recurrence. 

Tips, tricks, pitfalls

 A conservative approach is recommended. Inflammation 
should be allowed to subside. On average, a 3–6 months 
waiting period is advised.

 Both fecal and urinary diversion can aid in achieving a 
successful repair.

 A detailed pre-operative visualization of the defect is 
done using flexible sigmoidoscopy and cystoscopy.

 Higher patient BMI is favorable due to the excess tissue 
for approximation.

 The use of ureteral stents is advised for guidance. This 
is especially helpful if the lesion is close to the trigone 
and can help prevent injury to the cysto-ureteral 
junction. Stent placement can sometimes be challenging 
after prostatectomy due to shift of the cysto-urethral 
junction. 

 If primary closure of the urethral defect is intended, 
then the edges of the urethral defect should be debrided 
until healthy tissue is reached.

 Lateral release of the full thickness rectal flaps provides 
increased mobility of the flap and aids in creating a 
tension-free repair.

 When developing the full thickness flap, the scar 
tissue between the bladder and the rectum can act as 
a guideline. While elevating the flap more proximally, 
Denonvilliers’ fascia should be identified and dissection 
is carried along this recognizable plane.

Figure 3 Transanal repair of a recto-urethral fistula (5).
Available online: http://www.asvide.com/article/view/27962 

Figure 4 Post-operative assessment. (A) Cystogram with no signs of extravasation of contrast; (B) flexible sigmoidoscopy showing a well-
healed repair site.
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Video 1. Transanal repair of a recto-urethral 

fistula
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 A water leak test is beneficial in assessing adequacy of 
the repair.

 When dealing with larger defects or a prior history of 
radiation, consideration should be made for the use 
of an interposition graft with omentum or a gracilis 
muscle flap.

Conclusions

Management of RUF can be challenging for any surgeon 
and a multitude of approaches are available. The transanal 
approach has been shown to be both a safe and an effective 
method of repair for selected patients (4,6-9). Here we 
demonstrated a surgical technique for transanal repair of an 
acquired RUF with an endorectal advancement flap in an 
ideal candidate. 
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