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AN ADULT CASE OF TRANSPERINEAL REPAIR OF CONGENITAL
RECTOURETHRAL FISTULA USING GRACILIS
MUSCLE FLAP INTERPOSITION
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A man in his 50s was referred to our hospital after recurrent severe urinary tract infection. He had
undergone anoplasty for anorectal malformation during early infancy. He noticed urinary leakage from the
anus for a long time. Under diagnosis of congenital rectourethral fistula, we performed fistula closure.
The fistula was transsected via transperineal incision and each stump was closed. A gracilis muscle flap
approximately 30 cm long was harvested from the left thigh, brought into the deepest part between the
separated rectum and urethra through a subcutaneous tunnel and fixed there.  The urinary leakage from the
anus disappeared, and the infection resolved. Application of gracilis muscle flap for congenital diseases is
rare, but was useful in the present case.

(Hinyokika Kiyo 61 : 289-292, 2015)
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Fig. 1. A: Urethrography showed the posterior

\n

displacement of urethra (BL: bladder, UR: @
urethra, RE: rectum). B: Contrast enema \L/\_)/’—

showed a recess considered as opening of the

fistula (black arrow) (BL: bladder, UR:

urethra, RE : rectum).
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Surgical procedures. Perineal incision in
the exaggerated dorsal lithotomy position,
we found the fistula (D) between urethra
and rectum 3 cm distal from the skin incision
= (A).  Medial femoral skin incision, we har-

Fig. 3.

Fig. 2. Urethroscopy. We put a guide wire through
the urethra and a catheter through the
fistula. Black arrow: guide wire (urethra).
White arrow : catheter (fistula).

vested gracilis muscle (@) from its bed (B)
and the flap was brought into the fistula site
through a capacious subcutaneous tunnel
made between perineum and thigh (C).



B, (I

3B). I LA CEINT L, AT TR S, KT b
YAV E L B HAE L 4-0 PDS 12 THIHE
L 72T PR & B O S~ T 2 L 72 (Fig. 3C).
AR IIERESE NI T TR A LALM &2 35k L, FAlis
TL7.

MifedEa « i 2 MO FRE R TRE[A~ND) — 7
%, REHT—TNVEIRE LT ZDOHROPEIRIER;

WS ER - A Tfﬂ?%ﬁﬁ'&iﬁ@ﬁ%ﬁﬂ@ I 37D 5 b,
ERHANDY) — 713580 e o 7z fifth 3 BB

7 T—T)w}y:%“. itk 2 AT ANLILM % s L 7.
EREELNT M A 6 ORI ITHEE L, W3 E 40 H
BILOFE R ML TV b

% £

SERVEE R BRI ICGHET 2 b oL AL
TH 5. 19844F IZHEE & 172 Wingspread 5341 £ %
& e RSN B B SRR PR, rh R G SEAT I3
R R G, LA AL P & BE R i & TR &
%. A OIEGTIZER R REE 2 o 72720, 5
RENZHHEMEII S o722 E 2 5N b, w25
AL DGR E L LT, O ¢FHARBEICATITM
ik L, QX ORILIEHILIEE TIRE & L CBESLY
Brdb X LR 217, @20 3 71 J1RICALIL
MMM 2 52 S FMPFEENTH D, 1982412
Pena 5 %% 5§ % L 72 posterior sagittal anorectoplasty
(PSARP) #:H5— MM TH Y. AHITIFLL LIS
T2 AT SN T2 MH & SMF SN TEB Y FAly
WH - ERFEOBEIIANTH - 72, e T
NPT O A ATHEAT S L, AR THIUTFLIEBIZ L
B REEILAFRAE L T b, F 23R RO BEL
BIEDVE R SNTH, AP R TESLOREE 2 EH
WETH 72720 TH L LHI L7, S OILFIHE
HEANRAE S LCwv a7z, N LNLPTEae—BifLAERT 35
LM — AN LA M P 3 BTl Cld 7 <, %
FLPA#HM B L A THLM &R — 2 77 Ao NP
AT & V) 2T CRIFR R ZR/2EE BN
5.

ERREEDER & LT, ORIZRFArR, Qi
BRI 1%, OFMETE, @IUEMERE, ®%
RUED 5 ONEZOLNLD, DL FEREMETH
Z. WIRSHFHBEIE T, AR ISHT SRR 22 R B
itF #° - High-intensity focused ultrasound (HIFU) 7
BB, BRI R BT B BB o w
ZEDOTHTH o7z, ERIREBEIIRT$ 5 BELHH
MZDOWT, KEDS Alex 512 & 5 74BIOHED S
B H3, RERIT L EI LR A AN (2 R U R E R T D
D, ERMRBOME IR SN2 —HT
4~ F® Gaurav %@iﬁﬂ:“(ﬂiwmmﬁi?{lé b3 bR B
WEOIEGIZ 5 BIEEFNTHYY, EFHEICBNTY

TEL i PR AEEE -

A R S 291

KERHIEN D D LE 2 L, e REERRERE
HIAMINFE Bk S A7 E BN L C g R o B 8
FLPASHAT B ASHETT S -5 1L, bivb o<z 72
R ARFECTIIMDTTH 5.

ASR/NBEHNTIZADE L 72 B0 R EBE T, BEFLER ST
THEBZYIW L CILME 3572012, ELHEofRE
7% S ERMIILE LR VIZTTH DL, LA LEDS,
ABITIZER AR E < BARBS 1, FRAER o RS Erim
L T 72O I FH B & B <7260 (IR
OMENFVETH -7z, REFNIBVTIE, FIZRF
it P WA 2 72 EOBRMEBIL TR, HAHXRE
FHHRMEDIT b T W o 72 REELTH L 2 &
HHIZHIBA L 727200, BRI IBEFLAERT o A TRASH DS
BONZIREEDZEZ 5NL. L L, AT S
JEMWTAMCH L & L0, MEFITELS T hE
70 HERR B IS & 2 BEALPASAMN % Al il o0 ¥ o8 V) HfT
L7z

Chakravartty 513 177% F THRAE L 728 REE I IR E
IR L CHEFLBERT B £ O° PSARP 5 fifT L, HFIC
B A7 E OGP E T RIFAREA R WS L
WL TWAEY, itk 7ra—7y 75 7 H &
ML, BEMREREIANTH LY. GiEETIX
COL)BREFADOS LR LEAERIINETHY), %
JEBNZBVT o & bl L 7 ilizla HIlr 3 2 LD D
HEEZ LN

& B3

S R R PR A LR L - B2 o B F AR X B 9
FUBGHAMT D 1 B2 REBR L 7=, #05 Kz 70 RS AT 13 A
SRR EER O S RALIC XD BT 2 EGREEI A
HESNTWD25, B AR B &S 7298 RE B
IZBWTHBEEAMEETH - 7.

X [y

1) Alex JV, Jill B and Leonard NZ: Management of
surgical and radiation induced rectourethral fistulas
with an interposition muscle flap and selective buccal
mucosal onlay graft. J Urol 184 : 2400-2404, 2010

2) VrEMEKER, HAR—, HHAEE, I ER
ST 2R B BRAT 12 7"%” L7z E R B 1
. WIRALE 55 ¢ 773-775, 2009

3) MM G, CEFIEm, LEBEE (32 AhEs
D7 E GRS % 7RO 3 ESE L 72 JERESE T mi 7R
SRR R OREE RO 16l WIRALE 52
155-157, 2006

4) IEEHEN, BRHFI, &usEss, 13 HE Rt
BT LR S BRANT £ OO TG PROEHE L 20 L AL P 93
TLPSHM T2 R L 72 1 Bl WRACE 52 : 379-
382, 2006

5) Gamal G, Mostafa E, Eric W, et al.: Transperineal

repair of complex rectourethral fistula using grasilis



292

6)

7)

8)

WRACEL 612 775 20154F

muscle flap interposition—can urinary and bowel
functions be preserved? J Urol 179: 1882-1886,
2008

Charles M, Ganesh VR, James HB, et al.: Rectoure-
thral fistula after combination radiotherapy for
prostate cancer. Urology 69 : 893-901, 2007
Christopher N, Thorsten B, Eberhard G, et al.:
Rectourethral fistula after high-intensity focused
ultrasound therapy for prostate cancer and its surgical
Urology 77 : 999-1004, 2011

Pena A and Devries PA: Posterior sagittal anorec-

management.

9)

10)

toplasty : important technical considerations and new
applications. ] Pediatr Surg 17: 796-811, 1982
Gaurav G, Santosh K, Nitin SK, et al.: Surgical
management of rectourethral fistula.
267-271, 2008
Chakravartty S, Maity K, Ghosh D, et al.: Successtul
management in neglected cases of adult anorectal
Singapore Med J 50 : 280-282, 2009
Received on December 22, 2014
Accepted on March 5, 2015

Urology 71:

malformation.



