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Management of Rectourethral Fistula following a Gunshot Injury
with Gracilis Flap: A Case Report

Atesli Silah Yaralanmasi Sonrasi Gelisen Rektotiretral Fistaltn Grasilis Flep ile Onarimi:
Olgu Sunumu
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Abstract T

Rectourethral fistulas are uncommon and can be classified as congenital or acquired. We present a case of rectourethral fistula following a shotgun
injury and describe a surgical method of closing poorly healing defects between the urethra and rectum by means of a muscular flap of the
gracilis muscle (GM). A 20-year-old man underwent laparotomy and colostomy for gunshot trauma. In postoperative first week, the patient began
complaining of urine coming from the rectum. Retrograde urethrography revealed a fistulous opening connecting the prostatic urethra and the
rectum. The transperineal approach with a GM flap interposition is currently the most commonly used method and one of the effective procedures
for treating complex fistulae. Morbidity after a GM flap interposition is known to be low. GM transposition is a useful and effective method for the
treatment of rectourethral fistula.
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YA
Rektouretral fistiiller nadiren goriilmektedir ve konjenital veya edinilmis olarak siniflandirilabilir. Biz, atesli silah yaralanmasi sonrasi gelisen
rektotiretral fistlillli olguyu ve zor iyilesen Uretra ve rektum arasindaki defekt icin grasilis flep kullanilarak yapilan cerrahi teknigi sunmaktayiz. Yirmi
yasinda erkek hastaya atesli silah yaralanmasi sonrasi laparotomi ve kolostomi acilmasi uygulanmisti. Postoperatif ilk haftada, hasta makattan idrar
geldigini tarifledi. Bunun lizerine ¢ekilen retrograd tiretrografide prostatik tretra ve rektum arasinda fistil oldugu gosterildi. Hastaya transperineal
yaklasimla grasilis flep interpozisyonu kullanilarak rektoiiretral fistlil onarimi uyguland. Grasilis kas flep interpozisyonuyla transperineal yaklasim
halen en cok kullanilan yéntemdir ve kompleks fistiillerin tedavisinde tercih edilen prosediirlerden biridir. Grasilis kas flep interpozisyonu sonrasi
morbidite az goriliir. Bu yontem rektotiretral fistiilli olgularin tedavisinde kullanilabilir ve etkili bir ydontemdir.
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Introduction We present a case of rectourethral fistula following a gunshot

injury treated by the use of gracilis musculocutaneous flap.
Rectourethral fistulas (RUFs) are uncommon and can be classified

as congenital or acquired. Acquired RUFs are the result of surgical
complications, pelvic irradiation or ablative treatments, trauma,
chronic infection, or malignancy (1). Spontaneous closure of
such fistulas is rare and reconstructive procedures are usually
performed. Many surgical approaches have been described:
transabdominal, abdominoperineal, transperineal, transanal,
transsphincteric (i.e., York-Mason), and transsacral (2).

Case Presentation

A 20-year-old man underwent laparotomy and colostomy
for gunshot trauma. In the postoperative first week, the
patient began complaining of urine coming from the rectum
after Foley catheter was removed. The patient was followed
up with suprapubic cystostomy catheter for three months.
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Retrograde urethrography (RUG) revealed a fistulous opening
connecting the prostatic urethra to the rectum and computed
tomography showed a fistula tract. A urethroscopy was done to
demonstrate the fistula and at prostatic urethra a 3 cm fistulous
communication with the rectum. The bladder was grossly
normal. As definitive treatment for the fistula we performed
rectourethral fistula repair with gracilis flap (Figure 1). He had
an indwelling urethral catheter for 2 weeks. After catheter
removal, he voided well. Post-operative RUG revealed well-
healed prostatic urethral anastomosis. Colostomy was closed
after surgery.

Technique

The gracilis is a superficial muscle on the medial side of the
thigh. The technique of gracilis muscle (GM) transposition for
repairing rectourethral fistula has been previously reported (3).
The patient is placed in the modified lithotomy position with the
thigh abducted. The skin incision is made right along with the
inner part of the thigh. GM always located over proximal 10 cm
of a line between pubic tubercle and the medial upper surface
of the tibia. GM is mobilized and released from its insertion that
near the tibial plateau. By protecting dominant vessels which can
alone nourish entire muscle, segmental arteries are cauterized.
In the process the main neurovascular bundle, 8-10 cm below
the pubic tubercle, is described and preserved. A subcutaneous
tunnel is then made towards the perineum. By protecting of the
little muscle cuff, an island flap is released from the proximal
part of muscle origin. So the pedicle of the muscle is saved from
shearing and stretching. The flap rotate into a subcutaneous
tunnel towards to perineum without kinking. The incision are
closed with suction drain. A perineal A-shaped skin incision was
applied between the anus and scrotum and is deepened in the
space between the urethra and the rectum for the correction
of the fistula. The remainder of the urethra not involved in the
fistula is identified and protected by the help of a large urinary

Figure 1. Transposition of gracilis muscle
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bladder catheter. The dissection is made to divide the fistula
tract and reach cephalad to non-inflamed tissue. Primarily
the rectal defect is closed in two layers then urethral defect is
closed with interrupted absorbable sutures over the indwelling
catheter. The GM is moved to the area between the rectum and
the urethra by the subcutaneous tunnel between the perineum
and thigh is done through the perineal side (Figure 2). Four to
six polydioxane sutures are applied at the apex of the incision
to hold the muscle in place. Before skin closure, a small suction
drain is placed in the perineal wound.

Discussion

RUF is seen rarely and has varied etiologic factors: including
iatrogenic, neoplasticor traumatic. Traumatic RUFs are frequently
observable in wartime injuries (4) and continue with extensive
urethral injury that leads to extensive stricture. Traumatic RUF
can cause forcing matters in surgical reconstruction. As this
condition is very rare, no single procedure has been proven most
effective and become the technique of choice (4).

Diagnosis is based on history, physical examination, and
radiologic tests. Symptoms may include fecaluria, pneumaturia,
hematuria, urinary tract infection, nausea, vomiting, and fever.
Digital rectal examination often permits palpation of the fistula
tract along the anterior rectal wall. Voiding cystourethrography
or RUG usually provide a definitive diagnosis of RUF. Cystoscopy
and sigmoidoscopy visualize the fistula tract and provide a
mechanism for biopsy. Biopsies should be done if there is
concern for malignancy.

In general, conservative management can be attempted by using
fecal diversion and/or urinary diversion (ie, urethral catheter
and/or suprapubic catheter) for small (<2 cm), nonirradiated
RUFs in patients who do not have sepsis. However, most RUFs
do not respond to conservative treatment and require surgical
repair (5).

Many surgical approaches have been described: transabdominal,
abdominoperineal, transperineal, transanal, transsphincteric,
and transsacral (2). The transperineal approach with a GM flap
interposition is recently the most commonly applied method

Figure 2. Postoperative magnetic resonance and gracilis muscle
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and the efficient procedures for treating complex fistulae. The
GM has been applied as a rotation flap or for different purposes
without a significant effect on lower limb strength and range
of motion. Ryan et al. (3) described the use of the gracilis
transposition for the treatment of rectourethral fistula in 1979.
By depending on three cases which lasted over a period of 15
years and had a 100% success rate, Nyam and Pemberton (6)
reported that GM transposition had better success rate than did
other types of repair of rectourethral fistula. The largest series
of 53 rectovaginal fistulas and RUFs with GM interposition
was suggested by Wexner et al. (7) and the overall initial 70%
success rate was obtained then the final success rate of seven
repeated GM transpositions was 87%.

Due to fact that it supplies good exposure of the rectum,
urethra and the neck of the bladder, urethral pathologies can be
operated on at the same time through the transperineal route
thereby allowing distal urethral mobilization associated in this
method (8). However, morbidity of a GM flap interposition is
known to be rare, urethral stricture and urinary incontinence
can appear as complications.

GM transposition is a useful and effective method for the
treatment of rectourethral fistula causing by gunshot. This
procedure is associated with low morbidity and high success.
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