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The diagnosis is composed by the clinical signs mentioned above 
and a radiological image, that frequently consist on a cystography 
(Figure 1). As first attempt to solve the fistula, the patients undergoes 
a longer urinary catheterization, medical therapy and closure of the 
rectal wall damage. Only up to 46% of RUF5 obtain the closure with 
this so called “conservative treatment”. In case of recurrent RUF, 
the first step is the reduction of the fistula “flow” through a double 
diversion: faecal diversion (colostomy) and urethral catheterization. 
At this point multiple approaches and surgical techniques have been 
proposed. Hechenbleikner EM et al.6 has shown that patients affected 
by RUF undergoes up to 4 categories of repair with a 87,5% rate of 
fistula closure and with more than 10% rate of permanent fecal and/or 
urinary diversion. Techniques available can divided in 2 groups: trans-
abdominal (open or laparoscopic) and perineal. In the trans-abdominal 
group the linkage closure is obtained suturing the rectal wall lesion 
with or without omentum patch, clips or glue. Unfortunately results 
are poor with low rate of fistula solution.

In the perineal techniques group, the York-Mason procedure 
(trans rectal-trans sfinteric), the trans perineal fistula closure with the 
interposition of pedicled gracilis or of bulbocavernosus muscle and 
the trans anal fistula repair with rectal wall flap advancement have to 
be mentioned. Even if some authors have recently proposed the fistula 
suture trans-anally with laparoscopic devices7 to allow to work in a 
narrow space, the medium distance between the RUF and the anal 
margin is 6 cm, a distance easily accessible with a Parks anal retractor, 
patient in a Jack-Knife position and instruments used in proctology.

The York-Mason operation consists on a paracoccigeal incision 
with the patient in a prone position and a subsequent posterior rectal 
wall opening that allow the exposure of the anterior wall. The RUF 
is than dissected and a plane with the bladder is created to ensure 
a tension-free closure.8 The interposition of bublo-cavernosus or 
gracilis muscles is a well known technique that aims to reinforce 
the fistula closure with autologous tissue with a trans-anal or trans-

perineal approach.9,10 The York-Mason and the autologous muscle 
interposition are techniques with a high risk of wound infections, 
injuries of neurovascular structures and urethral stenosis but with high 
rate of fistula closure. 

Figure 1 Cystography.

The trans-anal approach is the least commonly used, but it has 
the advantage of not involving the division of the anal sphincter. 
Some authors have recently reported their experience treating the 
RUF trans-anally with the use of biological mesh covered by a 
tension free–well vascularised rectal wall flap.11-13 Acellular dermal 
matrix (biological mesh) is potentially advantages to reduce risks of 
infection or rejection. Regardless the cause, position or dimension 
of the fistula, all RUF should undergo a conservative treatment. In 
case of recurrence, a double diversion has to be performed as first 
step, followed by the surgical repair of the fistula. Since there is no 
standardized treatment and knowledge’s in this field are based on 
retrospective-single centre experiences with poor numbers of patients, 
the choice of the surgical technique is usually determined by the 
surgeon’s familiarity with a given procedure. Comparative studies are 
warranted to better elucidate the best clinical and surgical treatment in 
case of chronic-persistent recto-urethral fistula.
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Recto-urethral fistulas (RUF) is a communication between the 

rectum and the bladder or the urethra. The causes can be divided in 
congenital or acquired. Congenital RUF is rare and it is caused by 
inflammatory bowel diseases or trauma,1 while acquired RUF is more 
frequent and is often caused by a rectal wall damage occurring during 
radical prostatectomy (RP) or less frequently during cryotherapy or 
radiotherapy.2 In case of RP the incidence of RUF ranges between 0.6 
to 9% regardless the surgical approach.3,4 From the patho-physiology 
point of view the RUF is a communication between the lower part 
of the rectum and the urethra: in this context the higher pressure in 
the rectum kept by the normal sphinteric muscles contraction leads 
to the passage of air and later faeces from the rectum to the bladder 
causing pneumaturia, faecaluria, pelvic collection, urinary infection, 
fever and potentially sepsis. The treatment of this serious postsurgical 
complication is difficult for both urologist and surgeons obtaining a 
solution in a short time very rarely. 
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