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Abstract
Penetrating rectal injuries themselves are associated with
a 39–47% incidence of GU injury with the bladder being
most frequently injured. Debridement of necrotic rectum
with primary repair, proximal diversion, and the
placement of an omentum pedicle flap between the
rectum and GU injury have been recommended especially
in cases of combined posterior bladder and anterior rectal
injuries. High rates (24%) of rectovesical and rectourethral
fistula are associated with combined GU and rectal
injuries. We present a case with mid rectal injury with
posterior and anterior urinary bladder wall injury with
injury to right ureter managed by single stage resection of
injured rectum with primary rectorectal anastomoses,
repair of urinary bladder wall injury with right ureteric
reimplantation without proximal diversion without any
postoperative complications, the first case report of such
management of rectovesical injury in the world.
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Introduction
Penetrating colorectal or genitourinary (GU) injuries present
a major source of morbidity as they occur in 6% to 18% of all
abdominal/pelvic penetrating injuries, with 0% to 18% of these
injuries resulting in fistula formation [1-3]. For patients with an
inflammatory cause of the fistula, one-stage operative
treatment is associated with low morbidity and decreased
length of stay compared with operative treatment in more
than one stage. In the presence of severe inflammation or
inadequate bowel preparation, two-stage operative treatment
is safe and effective. Operations in three stages for colovesical
fistula are not indicated [4]. We did primary closure of urinary
bladder injury with resection of injured rectum with primary
rectorectal anastomoses with reimplantation of right ureter in
such a case without any proximal diversion with patient
discharged without any complications 1 week after surgery.

Case Presentation
A 32-year-old male patient presented to Emergency Room
with history of fall on Iron fence 2 hours back with penetration
of pointed end of Iron rod of fence into his anus. He complains
of pain lower abdomen with blood in urine since 2 hours.
Clinical examination of Abdomen revealed soft, non-distended
abdomen with suprapubic tenderness. Per Rectal Examination
revealed lacerated wound perianal region 1 cm × 1.5 cm, anal
canal examination was avoided as patient was having anal
pain. As patient was hemodynamically stable along with
routine blood investigations, US abdomen and pelvis and later
CT scan abdomen and pelvis was done which showed clots in
urinary bladder around 200-300 ml with large defect 1.5 cm in
posterior wall of urinary bladder with hematoma around 50-60
ml between urinary bladder and rectum with minimal fluid in
peritoneal cavity. With preoperative diagnosis of Rectovesical
injury 2 PRBC were arranged and patient was taken to
operative room for exploratory laparotomy. Under General
anaesthesia Cystoscopy was done which revealed normal
urethra, blood in urinary bladder right ureteric opening could
not be seen and opening site was congested. Per rectal
examination was done which revealed normal anal canal with
a perforation in anterior wall of rectum around 6-7 cm from
anus approximately 2 to 2.5 cm in dimension. Patient
underwent exploratory laparotomy. Intraoperative findings
revealed minimal fluid and blood in pelvis. As there was no
contamination and patient was hemodynamically stable
rectum was mobilized to find perforation in mid and lower
rectum junction (Figure 1).
As distal rectum and anal canal were normal plan to resect
injured rectum, primary rectorectal anastomoses with repair
of urinary bladder perforation with re-implantation of right
ureter was taken. Posterior urinary bladder wall perforation
was closed in two layers.
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Figure 1: Perforation in rectum after resection at pelvic
floor.
Right ureter was reimplanted as cystoscopy had revealed
right ureteric injury. After repair of posterior urinary bladder
wall, irrigation of urinary bladder via Foley catheter, revealed
perforation in anterior urinary bladder wall (Figure 2) which
was closed in two layers after placing Foley’s as suprapubic
drain.

Figure 3: Blocked suprapubic catheter.

Discussion
EVF (Enterovesical Fistula) most frequently occur in a setting
of inflammatory bowel disease. Diverticulitis is the commonest
aetiology accounting for approximately 65 – 79% of cases,
which are almost exclusively colovesical [4-7].
All EVF can be divided into the following 4 primary
categories:
•
•
•
•

Colovesical
Rectovesical (including rectourethral)
Ileovesical and
Appendicovesical fistulae

While colovesical fistula is the most common form of
vesicointestinal fistula and is most frequently located between
the sigmoid colon and the dome of the bladder, rectovesical
fistulae are observed in the postoperative setting (i.e., after
prostatectomy) [8,9].
Figure 2: Anterior bladder wall perforation.
Resection of injured rectum was done at pelvic floor with
primary rectorectal stapled anastomoses with circular stapler
no 29. Intraoperative leak test was done which showed no leak
from anastomoses and hence diversion stoma was avoided.
Vascularized omentum was placed between rectum and
bladder. Abdominal drains placed. Patient was started oral
liquids on Postoperative day 1. Patient recovered well without
complications and was discharge on Postoperative day 7. He
was followed up to 1 year after surgery and was asymptomatic
(Figure 3).
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The hallmark of enterovesical fistulae may be described as
Gouverneur syndrome, namely, suprapubic pain, frequency,
dysuria, and tenesmus [10]. Lower urinary tract symptoms,
which include pneumaturia (the most common symptom
present in 50–70% of cases), fecaluria (reported in up to 51%),
frequency, urgency, suprapubic pain, recurrent urinary tract
infections (UTIs), and haematuria [7,11-13].
Cystoscopy, with the highest yield in identifying a potential
lesion, is an essential component of the entire investigation
process; its findings are usually nonspecific and include
erythema, oedema, and congestion.
The diagnostic accuracy of CT (computed tomography) for
detecting colovesical fistulae is up to 90–100% [7,14,15]. The
findings on CT, which are suggestive of enterovesical fistula
include:
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• Air in the bladder (in the absence of previous lower urinary
tract instrumentation).
• Oral contrast medium in the bladder on nonintravenous
contrast enhanced scans.
• Presence of colonic diverticula and
• Bladder wall thickening adjacent to a loop of thickened
intestine [6,7,14,16].

References

The pathognomonic finding of air within the urinary bladder
contributes to the high diagnostic accuracy of CT in detecting
EVF; however, false positives may occur following recent lower
urinary tract instrumentation or due to active urinary tract
infection with a gas-forming organism.
Closure following urinary and/or fecal diversion alone can
occur with 46% of patients, particularly if they have small
fistulas that are associated with trauma instead of radiation
therapy [8]. Diversion is of particular importance for curtailing
or controlling sepsis with major injury or if the patient is in
shock. Diversion of the GU system can be accomplished by
either Foley catheter or SPT (Suprapubic tube) diversion, with
SPT drainage used for complete disruption of the urethra or an
inability to pass a Foley [2]. Even if surgical repair is planned on
initial evaluation, it is generally recommended that diversion
be performed with non-destructive injuries more than 12
hours old, destructive injuries older than 6 hours, or patients
needing more than 6 units of packed red blood cells for
resuscitation [11].
Repair of either system typically occurs at least 1 month
after diversion, particularly if the patient is too unstable to
tolerate reanastomosis within 36 hours of injury, with
diversion left in place for 6 to 8 weeks after repair [8]. Repair
consist of closure with non-overlapping suture lines, ideally
with interposed vascularized tissue [1,3]. Following injury
patterns of this severity, fistulous connections between the
rectum and lower urinary tract can result, posing a challenge
for both accurate localization and definitive management.
These patients undergo fecal and urinary diversions for few
months, followed by repair of rectovesical fistula and 6 weeks
later reversal of colostomy.
Primary resection of the colon with simple closure of the
bladder has been recommended for chronic colovesical fistula
without recurrences. It is not "foolhardy" to save the patient
extra time, morbidity, and expense by doing one instead of
three procedures [17].

Conclusion
Primary repair of rectovesical injury without diversion stoma
is a feasible, less morbid option for rectovesical injuries after
proper assessment in expert hands. Cystoscopy and Per-rectal
examination under anaesthesia helps a lot in planning and
good outcome of Surgery. Intraoperative leak test should be
done and if it is not ultralow anastomoses diverting stoma can
be avoided.
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