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Letters to the Editor

Minimally invasive treatment of rectovesical
fistula: a case report
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Dear Editor,

Management of rectovesical fistulas (RVF) poses a significant
challenge as they affect quality of life and cause persistent uri-
nary infections or even abdominal sepsis (1). We report our first
case of transanal endoscopic surgical treatment of RVF with a
successful outcome.

Case report

A 57-years-old man with laparoscopic radical prostatectomy
by neoplasia. During postoperative period, he presents fecaluria
and pneumaturia. With a diagnosis of RVF, we perform a lapa-
roscopic colostomy.

Cystoscopy does not show extravasation to rectum. With clin-
ical data and positive urine cultures, we perform barium ene-
ma, showing the presence of RVF (Fig. 1A). After discussion,
a transanal endoscopic surgical repair by transanal endoscopic
operation is planned. We visualize the orifice of the fistula at
anterior rectal wall (Fig. 1B) and perform a dissection of the
fistula tract, followed by a resection, and we close by suturing
(Fig. 1 C and D).

Three months after surgery the urine culture is negative and
the barium enema does not show fistula tract (Fig. 1 E and F).

For these reasons we perform a stoma closure, with no com-
plications.
Discussion

Management of RVF is complex. The rate of spontaneous
closure after urinary and/or fecal diversion has been reported to

Fig. 1. A. Barium enema: rectovesical fistula. B. Fistula orifice at anterior
rectal wall. C. After resection of the fistula by transanal endoscopic
operation. D. Closure by suturing. E and F. Barium enema without rec-
tovesical fistula.
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be 14 to 46.5% (2), especially in small fistulas without history
of radiation (3). This implies that a definitive surgical treatment
is necessary in the majority of the patients.

A variety of surgical procedures has been described: transper-
ineal, transsphincteric, conventional transanal or transabdominal
approaches, implying that there is no consensus about a gold
standard.

The overall success rate of surgical management of RVF is
high, over 90%, regardless of a history of radiation or the proce-
dure type, being debridement of the fistula tract to healthy tissue
essential for the successful outcome (1). Traditional surgery is
technically demanding, needs extensive dissections and jeopar-
dizes continence (4,5).

The development of transanal endoscopic surgery, that was
originally described to perform resection of early rectal tumors,
and the increasing interest in minimally invasive surgery have
led to use this technique for RVF repair (6-8). Its key points are
the dissection of mucosa until the proper muscle is completely
exposed, the resection of the mucosal layer and fistula tract and
the closure of the defect by suturing (8). The most important
advantages it provides are excellent the visualization of the sur-
gical field and surgery without incision in healthy tissue. It is
fundamental that this approach is carried out by skilled colorectal
surgeons.

Recently, some favorable results by endoscopic treatments
(cyano-acrylate injection or the scope clip) have been reported
(9,10).

Therefore, several procedures have been described for the
treatment of RVFE. The application of transanal endoscopic sur-
gery to RVF is safe, feasible and useful, adding the advantages
of a minimally invasive surgery. In our experience, we consider
that it is necessary to confirm healing before reversing stoma
with barium enema to guarantee a successful outcome.
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