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Rectal atresia with rectourethral fistula: a rare anomaly

Chien-Hsing Lee, Ming-Chih Chou, Hui-Min Yeh
Changhua, Taiwan, China

Background: Rectal atresia is an extremely rare 
anorectal malformation. We described a case of combined 
rectal atresia and rectourethral fistula.

Methods: The case was treated by a transverse 
loop colostomy after magnetic resonance imaging for 
confirming rectal atresia. He had anal dilation with a 
Hegar dilator at home and was readmitted to the hospital 
at age of 5 months for surgery. Distal colostography 
revealed a rectourethral fistula, and the gap between the 
two rectal pouches was 0.5 cm. The infant underwent a 
posterior sagittal repair. 

Results: The infant was treated successfully after the 
fistula was excised and the continuity of the rectum was 
established by circumferential anatomosis. He is 2 years 
old now and passes stool daily.

Conclusion: Rectal atresia with rectourethral fistula 
can be treated successfully by a posterior sagittal approach.
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Introduction

Rectal atresia, an extremely rare anorectal 
malformation, is predominant in males with an 
incidence of 1%-2% in all anorectal anomalies. 

Only a few cases of rectal atresia with urinary fistula 
have been reported.[1,2] We present probably the first case 
of a male infant with a rectourethral fistula.

Case report
A full-term newborn male infant with abdominal 
distension and inability to pass meconium was 
referred to our hospital immediately after birth. 
Perineal examination revealed a normal anus; but 
a thermometer could only be introduced into the 
anus for 2 cm, suggesting rectal atresia. Magnetic 
resonance images revealed rectal atresia (Fig. 1). 
After a transverse loop colostomy was performed, the 
infant was discharged from the hospital. He underwent 
anal dilatation with a Hegar dilator at home and was 
readmitted to the hospital at the age of 5 months for 
surgery. Distal colostography performed preoperatively 
revealed a rectourethral fistula, and the gap between 
the two rectal pouches was 0.5 cm (Fig. 2). The infant 
underwent a posterior sagittal repair. All the layers 
including the superficial and deep layers of the striated 
muscle complex and levator ani were divided at the 
midline to explore the rectal pouch. Subsequently, the 
fistula was excised and the continuity of the rectum 
was established by circumferential anastomosis. Anal 
dilatation was carried out on the second postoperative 
week and the colostomic site was closed after 2 months. 
The patient is 2 years old now, passes stool daily, and 
all follow-up examinations showed nothing abnormal.

Discussion
Rectal atresia is an extremely rare anomaly and 
constitutes 1%-2% of anorectal malformations with 
a male-female ratio of 7:3.[3] Only one case of rectal 
atresia with urinary fistula has been reported. Another 
case of rectal atresia with rectovestibular fistula was 
reported by Kulshrestha in 1997.[2]

The exact pathogenesis of rectal atresia is unknown, 
but it is postulated to be an acquired anomaly arising 
from intravascular thrombosis secondary to intrauterine 
infection.[3,4] Kisra et al[5] postulated that rectal atresia 
results from a vascular accident occurring between the 
65 and 112 mm stages (13- to 14-week embryo) and that 
genetic factors play a minor role in the etiology. 

The diagnosis is not difficult to confirm. A firm red 
rubber catheter of size 8 or 10, when passing per rectum, 
characteristically stops at 2-3 cm from the anal verge. A 
rectal examination further confirms the diagnosis.
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magnetic resonance imaging to verify preoperatively the 
exact relation between the anal canal and sphincters.[3,6] 

Optimal continence is the ultimate goal in the treatment 
of all forms of anorectal anomalies. In most cases of 
rectal atresia, the anal canal and sphincter are normally 
formed, and therefore continence should be normal after 
reconstruction of atresia.

Operative methods include transanal end-to-end 
rectorectal anastomosis, mucosal proctectomy and colo-
anal anastomosis, and posterior sagittal approach.[4,6,7] 

Because the anal canal and lower rectum constituting 
the lower pouch develope normally as the surrounding 
sphincteric musculature and the pelvic floor musculature, 
the prognosis is good.
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Fig. 1. MRI showing the dilated colon with a blind end. Fig. 2. Distal colotogram showing a rectourethral fistular and a 0.5 cm 
gap between two rectal pouches.   


