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Abstract 

Urethro sigmoid fistula is an uncommon entity, which is diagnosed often by fecaluria . It is mostly iatrogenic: prostate 
surgery or rectum surgery, radio induced (radiotherapy) [1]. In our case, our patient is 73 years old, he came to the 
emergencies for a left renal colic, and some urinary symptoms especially the passage of urines through the anus. the 
Abdominal CT (excretory phase) showed a left ureteral pyelocalicial dilation above an ureteropelvic stone which size is 
6 mm and a fistula between the urethra and the sigmoid. The treatment was a supra pubic cystostomy and a colostomy 
for 3 Months. the cystography of control showed the absence of communication between the prostatic urethra and the 
colon sigmoideum.  
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1. Introduction

In our case, we had a 73 years old patient. 

He was married, father of three kids, and a farmer. in his medical history: he had benign prostatic hypertrophy treated 
by alpha blockers, diffuse large B-cell lymphoma (treated by chemotherapy). 

He kept the urinary catheter 3 weeks, and has been treated by alpha blockers. He was controlled in the urology 
consultation, a trial of void has been successful, the debimetry showed a voided volume (450 ml), maximum flow rate 
was 16 ml / s. 

The post void residual urine was negligeable. A control was programmed 3 months, then 2 months later, the patient 
came to the emergencies for a left renal colic and passage of urines through the anus. He was afebrile. In the abdominal 
examination: there was a hypogastric and left lumbar tenderness. In the biological assessement : there was a 
hyperleukocytosis ( 16 000 wc/mm3 with a predominance of neutrophils  12000/mm3 ), high CRP ( C Reactive protein 
: 180 mg /L ), a normal kidney function.  

The abdominal CT ( excrectory phase ) showed a fistula between the prostatic urethra and the sigmoideum. There was 
also a 7 mm left pelvic ureteral stone responsible for uretero hydronephrosis. 

The patient had a suprapubic catheter, a double J stent in his left kidney cavities, and a colostomy. 

The clinical evolution and the biological assessement were satisfying. Hospital stay was 3 days. 

His ureteral stone was treated one month later by rigid ureterocopy. 
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The patient had a cystography control after 3 months, it hasn’t shown a communication between the urinary tract and 
the colon. 

 
Red arrow: fistula between prostatic urethra and sigmoid; Green arrow: left pelvic ureter ; Brown arrow: sigmoid  

Figure 1 Axial CT scan through the pelvic level (excretory phase) showing the communication between the prostatic 
urethra and the sigmoid 

 

 
Brown narrow: sigmoid; Red narrow: fistula; Yellow narrow: descending colon 

Figure 2 Coronal CT scan through the abdomen (excrectory phase) showing a fistula between the prostatic urethra 
and the sigmoid 

2. Discussion  

Urethro sigmoid fistula is an uncommon entity, most of the time iatrogenic[1]. In our case, our patient has never been 
operated, or irradiated. He was treated for a benign prostatic hypertrophy by alpha blockers. Our hypothesis was the 
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occurrence of a traumatic catheterization while inserting the indwelling bladder catheter through the urethra which 
we’ve confirmed after a deep interrogation with our patient who felt at the time urine leakage through his anus . 

Multiple procedures can be proposed to the patients, but every situation should be analyzed to propose the appropriate 
treatment [3]. 

A literature review showed that the success of surgery, is attached to the absence of some risk factors: pelvic surgery 
and pelvic irradiation. In a case series of 30 patients, Al-Ali and Al, had a cure rate at 46 % (by digestive derivation and 
urine catheter). If the control cystography after 3 months is normal, a restoration of the bowel continuity is performed 
[5]. If the conservative treatment has failed, we can suggest other approaches by putting some flaps (muscular flaps for 
example) [2]. There is different surgical approaches: transanal, abdominal and transperineal. Some rules should be 
respected : we should excise the fistula until viable tissue, and the two walls ( digestive and urinary ) should be sutured 
and separated by putting a flap between them ( to ensure tissue cicatrization and preventing recurrence ) [4].  

3. Conclusion 

Urethro sigmoid fistula is a rare entity, there is no concensus in treating the urethro sigmoid fistula, every situation 
should be managed individually. Different authors shared their experience in some isolated cases.  

More studies should be performed to establish the right recommendations to manage this pathology.  
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