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CT and MRI anatomy of the fascia in the pelvic extraperitoneal space has not been established.
CT and some MR imagings of nine patients who received irradiation to the pelvis and of eleven
patients who received transarterial infusion for urinary bladder carcinoma were studied about the
anterior and posterior attachment sites of the coccygeus muscle, the sacrouterine ligament and
the lateral ligament. Observing the course of the inferior gluteal artery, the author set up three
axial levels ; (a), (b) and (c) levels, where the artery passes in front of the piriformis muscle, just
gets over the coccygeus muscle and over the sacrospinous ligament,respectively. At (b) and (c)
levels, the posterior attachment site of the sacrouterine ligament was the coccygeus muscle and
the posterior attachment site of the lateral ligament was the sacrouterine ligament. By these
ligaments, the pelvic extraperitoneal space was divided into three compartments;the prevesical,
the perivesical and the perirectal spaces. The prevesical space was limited by the coccygeus
muscle and the sacrouterine ligament posteriorly, the perivesical space was limited by the
sacrouterine ligament and the lateral ligament posteriorly, and the perirectal space was surround-
ed by the sacrouterine ligament and the coccygeus muscle. On the coronal image through the level
slightly posterior to the anus, the sacrouterine ligament attached to the levator ani muscle at a
lateral third like a screen. On the basis of these results, new axial and coronal models of the pelvic
extraperitoneal space are presented, which are useful for understanding the location and spread
of the lesion.
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Blorziuc & - Tomis n 5 Xl & BT 5
ZERWREDORESHEREM S FTEBE L Z LT
H5,

BRI O & L TR (%I 1986
£ Auh® 12 L B L od (Fig.1@), @k ii{&ix
1983 4F Grabbe™iz & 5 4 4% (Fig.1®) Hvw b
nTwa,

4al, fHEEAIEIE L 7z 45E#] o> CT, MRI % A
W CE BRI B o X B G4 B R B A G
T H B RGN (coccygeus), il T HEAF (sac-
routerine ligament) (B4 T3 E I BE BT (re-
ctovesical ligament)) 5 L US 7l #1457 (lateral
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ERFBEICOWTETHHT 5.

BRI AE &k R ERICT, THIRE
HWEOR; (BH#ME (pelvic diaphragm) & R
AiP@E (urogenital diaphragm)) (= TP F L7z
M TH 5,

AR BT 2T b bE R
[ 13 e R - A% 45 I5t (visceral pelvic fascia) & BE
B4 85I (parietal pelvic fascia) & I243) &
nHL3,

WA A AR BT & i AR B I M PN o B
A LIT 0 3 2 A TEEEIL L TR 2 2R L
22bnTHB, QIEPEOREZ I & HBET
HORMEBRHETH 2, BT, B,
RISLIR IS 5. @MW B AR o) 5 FH % %5
KIZH) & LT, ABEFLEHE VS, OA
15 B BhiE IR & 1E B0 B2 & o0k i o I T
BEAE L TS 2 QU BOREEE 2 R, SMI

(lateral ligament) &MEFH 2, = DSl
Bhazhrbe—7cy—Y2FLETELRNT
H0) ALPI2635 (levator ani) @ _hICflfsr % RS
% (Fig.2)®, IBhHRE TR S A 2 S &

5 45 1 25 B

Fig. 1 (&): Schematic drawing of the axial section
through the pubic symphysis: The prevesical space lies
anterior and lateral to the umbilicovesical fascia and
extends posteriorly, lateral to the visceral pelvic fascia.
Perivesical space is limited posteriorly by the cul-de-
sac and by the extraperitoneal fascia (arrows). ti=
transversalis fascia, pev=perivesical space, uv=um-
bilicovesical fascia, vpf=visceral pelvic fascia, ppf=
parietal pelvic fascia, prv=prevesical space, fab=
fibrous adventitia of the bladder, cds=cul-de-sac, ub=
urinary bladder, re=rectum. (from Auh®, redrawn)
(B): Coronal section of the rectum and adjacent struc-
tures. Straight arrows indicate the perirectal fascia
(from Grabbe” redrawn)
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Fig. 2 Schematic drawing of the umbilicovesical fascia (from Perlemuter-Waligora®, redrawn)

Jit 155 e 5 B (umbilicovesical fascia) & v (g
BT RE R B (vesicohypogastric fascia) & & I
iEN3), PEBBRTERENLLLDZ2ERD
SR (BT Evg,

72, EBEERRIEA I AU & 3R B
FIELMENHLET D, TEOFHMHME LT
DAlE FE ¥ (sacrouterine ligament) 3 #
D1IDTH5H, ZOMFIZIRECHE  DBEIL
WHTH LY, THEIHLIED FH,» L2,
EEnbE 2i@BL TE2~F4RlFIlog s
THMEREICATET 200 %) ETE2Z L - 2%
WThHoH, BB OMAFDWNEEIZ > THEM
L, WhbWa ¥ 77 2@E2< b, MOMciT
COMH DML 5% B TEE ¥ (rectouter-
ine fold) &\>95 9, LHDIE FEWHICAHY T
5L DX BYETIZHEEEKEN (rectovesical
ligament) T 249, LITFWEFEWE L7
e, EEBEMEHELETLINET S,

BEAR & B2 IR (3 B A A I D BR ) 2§ 5
BETHY, BREE (LM% RBRE8%) oLk
DR TH 2 B EEIER (superior fascia
of pelvic diaphragm) 4 ZD—#Ths. ==

TEETREZ L, BEHOWNE) OBIETH 2
JEHE I (transversalis fascia) (3 NS5 g~
LR DT, EEBBEGBALF D
Thd, ZOZEZEHT L2021, HEERE
DEN ZHIZOWTH B BENFH D, ZOZ kit
H RIS D 1R BE % TS 2 BB OEURIC
LOoheh Bl (ks p 2,

BRI I L AR R I I Ak, BOBTh
N VO REN Tl Z O Fh O FIAER T B $FLO BEM Iz
HBEHRBUH > TED - THEY, EEOWE
B L TRICENT20TH 55, EIXRESIT
EBIAIE P CRAELE{LIRT -7 (Fig.
3). Tibb, ROBILLZE b TREED LB
BT TRIEL Cw e BaEL4knl
B Fomiblc a5 %28 LALPIE s 2 L, F 724
B LB 2EAE»59 LTCERELZREICS
&, B ONHEICERER 2 BT 20 TH
b, F7, MR EBZIEICEDABMG LN E
FTEP LB - T iBIEEHIETThE D, #ik
MidsiLED LRI 5 LODFDMOKEDKEIL
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Fig. 3 Comparative anatomy of the levator ani muscle and the coccygeus muscle: (A): cat (B): man (from Braus
redrawn)

12)

NTIR%A T, BE LN EHOBGHRIBALL T MZEHEL)Z>TV2DTHS.
WHENTHDH, 2% ) NEASHORS L) EHD D 13 B I O R BIRERIC DWW TREL
Tharid, ARDOWHABHHE 77 2 BEL L 2201 (EEL T3 (Fig.d), ZoBERERIIC LD,

| aorta or medial sacral a.

x, lateral sacral a.
' piriforris
sacrospinous lig.
\A—internal iliac a.

middle rectal a.
and lateral lig.

umbilicovesical fascia

obturator internus
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Fig. 4 Diagrammatic section through the pelvis showing the fascial relationship of the pelvic organs and their vessels
from the internal iliac vessels (4): superior to the peritoneal reflection (B): inferior to the peritoneal reflection. (1=
peritoneum, 2=deep layer of the subperitoneal fascia,3=superficial layer of the subperitoneal fascia, 4 =transversalis
fascia, 5==musculature, 1'=skin, 2'=superficial layer of the subcutaneous fascia, 3’=deep layer of the subcutaneous
fascia, 4'=investing layer of the abdominal fascia) (from Sato" redrawn)
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T A A 5 TS o S50 AL 1 M ST i i
(deep layer of the subperitoneal fascia) L1
o TWwhZ L, BRFEESNE IS IC &
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FWGAFIREE I T 63 4F 4 A L ) FRk 4 48
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3Nz EMIES O ) 5, FEFHE TH o TAI
#CT F 7203 MRI 2 [EAT E N T v 72D 13 16 B
b o120, BEEORERA LN, D% O
BRI TRETH 524 DI IPITH 72, FEED
At 20 B0 & Ap SR & L7z,

HOH BT 41~75 5% (P8 62 %) o B4
5, LH6HITHY, FEBI3ITEERE 6 M,

HISLIREE 4 B, BEBERE 1 60 Ch - 72, RSHGEI
20~60 Gy THF#145.7Gy TH ), RE T #%

CT £7203 MRI 24T & M3 = TORIM 12 Fy
SHAETH-T2.

TAI %% S N2 EBEEIL 57~78 i (TFy 67
k) D BYESH, w1 TH Y, TAI#%CT
7213 MRI 24T & L 3 = TR FEY 27
HTho, TAIOKHEEAICEY S 2
Thokd, BYLIC EEBIRE B2 2254870
BEIAR £ Y Cisplatin 50 mg & Farmorubicin 20
mg DEAH L SN Tz, 5825 v T2 FEEH
BLF 2 IEBEMBIIRE D 2~10ml (F#)5ml) o

_ superior gluteal a.
- lateral sacral a.

_ sacral plexus

— inferior gluteal a.
— internal pudendal a.
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I " ~~ (a) level
7SS~ (b) level
=~ () level

N coccygeus
™ sacrospinous lig.

~ middle rectal a.
~ levator ani

——————— rectum

Fig.5 Schematic drawing of the pelvic anatomy and the three levels: The inferior gluteal artery passes in front of
the piriformis muscle at (a) level, and just gets over the coccygens muscle at (b) level, and over the sacrospinous
ligament at (c) level. (from Henle'®,redrawn and three arrows added. Dotted lines are also added to show the location

of the sacrospinous ligament.
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lipiodol HEAD T ST w7z,

CTi&HBen TN HEFEZlIcan gl
cm MIRRDMEE 2 T 4 2 Th - 72, HEHER RS
T3 16, TAI A% & L7z BEMIER T3 5 Hic
BWTMRI L EATEN Tz,

HREE AR R o0 B B & BT TRRET S 4 9 2
T, ML L HMMHARET 22 L27RUITH
5, M, FE, BZIRSEOMIEHIEEEY S -
NERLEZVTEDTHAEETHE, £ZTH
BEESROEEFz o s THEBIRICAEH L
7. Fig 5 IC TEBREAMOBH L£5R9Y. TH
Bk & NIEEPEIARIE A E fLH 72 8 TIR R
OB HICAET 595, ToHFTREHZED
Bz, KICEE & ) Wz CTVRET 5, E
MR L) THREMED NS LHRICTRT
5., THEIRZOLDERET 52 LITHMETH
5h, ThbdEALIZLINDELTCT, MRI
I CRETRETH 519717,

TEBIRICEEH LT 2k < 3 DBkt
HAEHRELRZ, @L< NEFEREL D 58

Fig.6 63-year-old man with bladder carcioma after
lipiodol infusion into the right superior vesical artery :
Axial images at the three levels are shown. (A): (a) level
MRI. The right inferior gluteal artery (curved white
arrow) passes in front of the piriformis muscle. The
right coccygeus muscle (arrowhead) arising from the
surface of the right obturator internus muscle is
identified as a short linear structure. The right um-
bilicovesical fascia (arrow) and the wall of the right
ureter (curved black arrow) are thickened. (B) : (b) level
MRI. The right inferior gluteal artery (curved white
arrow) is just getting over the right coccygeus muscle
(small arrowhead). The right coccygeus muscle
attaches to the surface of the right obturator internus
muscle anteriorly and the sacrum posteriorly. The faint
right rectovesical ligament (large arrowhead) attaches
to the sacrum directly. (C) : (¢) level MRI. The right
inferior gluteal artery (curved white arrow) is just
getting over the sacrospinous ligament (straight white
arrow). The rectovesical ligament (large arrowheads)
attaches to the seminal vesicle at its lateral edge anter-
iorly and the coccygeus muscle (small arrowheads)
posteriorly. The lateral ligament (black arrows)
attaches to the rectovesical ligament posteriorly.
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Table 1 Attachment site of anterior and posterior end of the coccygeus muscle

anterior end

posterior end

internal obturator ischial sacrum connected to  sacrum and connected
muscle spine OT COCCYX each other to each other

(a) level 13* — = - s

(n=40)
(b) level 31 3 22 9 3

(n=34)
(c) level 8 32 30 10 0

(n=40)

%, BLRBOBIS % ETTHLL, L~
REHZREDBL B0, ©U -~ LB
EREDBZ BV,
EAMBTLEWEALD ), L _LopkEick
Vb B ol SEMEMSLFHLULE
WEL 72, MR EE TE A wiai, AF
e REERSME )T T SBRSEET 2
Loid@rv <& L, Fig.6lz %D EH # R
ER

FETEH I, LED 3 2L~ Lofilimic
WTORER, OEFE, Q@M HH
BB LU BEAELRAIE E 5. MRI 54T &
N 72 5EBITI3TERE I 35 v TOME T E 0,
QIMUBH DHLPT2E M & DFFEEALIE & 25 Th
5. TOMFEE D LIHRIIE B EORERY X 2
YER L 72,

v, # R

LW % (a), (b), ()M 3 DDV ~JLz43T 74
Ay IPCBWTDADLNNDREDTE o
-7z, TOEAIZ@LV~<LD1ecm THD A A
AL )Nt aTnwizh b ThE, B2E 17
BITIEZ D 3 v-~ULid 1om IR OEE L 725 b
MELTRDBLZENTER, LoT, UToK
(@), (U ~<uh 20 Wi, (D)L ~Lht 17 Wik
E% B0, BRI AEGICTFE LIENRLES L £
Wizsh, EABOBOEME L7200 Ta), ()L
NTiEn=40, ML TiEn=34 L% 3,

1. B& 8

Table 112 Z? Rl B & 0 H 5854 % R
ER

*not visible in other 27

BT HAFAEERALE, @A TIEI13ICBWTH
PRSI ORI L ) Z b T Ic B H~EHT 24
Vg (Fig.6@) X LTElHLZ EHDTER
A, AT TIRREHRED SN Lh - 72, (b)
VARLTRABAEHOREICHET 20
(Fig.6 (®) %31, #BEFH /BT B L O3
ThHY, QUL TIRBDBNE L 32 (Fig.6
©) TH- 7.

BH ARG, QUL TEREHIIES L
N2 nds, OV~ TIRIE £ 2R EICAST
249 (Fig.6) #7922, IFLREICf5e
FTUBRIEIC BV CERDREHIGEEL Twa
LI AZBLDH0, FIcfE L oEGD
LKL Tvwdriicazsyon (Fig.7
Q) 3H o7, DL RALTIEEDE D30,
10 (Fig.7®) , 0 TH -7z,

FADORE BAMIE R Tl L Thwa X i
A2z THEF 1L BHo 9 & 10 B WTZ o
BEOBFICEFTMBEERA2EBD S N2
(Fig.7). Fig.4 oBRRIzHE2 13, REGHOE
T 7 7 ) b 0 A 4 A0 B8 T 0 3 A g
ANEBS DTH B, Z ORI IE B LEE)
MRDBHIZHFELTE Y, EPIEBIROETSIC
FAET 2 BB T RHIREE 25> Twa, -
0, EAOREHMEHIE CHEREL T 5 &
IS AZ BH, EiMIERIEOSS IR 228
THREELDTH D, REHHINEITEL
POEADLDHEELTwD LI IcAHAZ B
(Fig.7@) 13, F3ICHEMTHERENHELES
KL TWw3,

HAERS® #5534 #H5%5
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Fig. 7 41-year-old woman, post radiationtherapy for cervical carcinoma (A) : CT at (b) level shows the right and left
coccygeus muscles (curved white arrows) arising from the surface of the obturator internus muscles (arrowheads)
are connected to each other in front of the sacrum. Note the right coccygeus muscle attaches to the sacrum also.
Presacral part of this thickened fascia (straight white arrow) seems to be the deep layer of the subperitoneal fascia.
The sacrouterine ligament (arrows) attaches to the coccygeus muscle. (B) : CT at (¢) level shows the medial sacral
artery (arrowhead) between the deep layer of the subperitoneal fascia (straight white arrow) and the sacrum.

2. WBFENTE (EEBERIT)

B A AERALL, Z— OB DIEIE TE 284,
W) E I (RS m Mg Th - 72

(Fig.6, 7). 72721, @L -~ Tk Z DM
[ TE WA Eh -7,

Fig.6 B TI2(b)L ~ULTid 5 & 5 B I 30T 13
flirgaimEc g L Tz,

B <NTix 26, CL-<NTITIBEITELEALY
DREHICATERL Tz, £ O AT AT %
WA 2708, BEHORAMESA (NS

#%HAEAEERAL # Table 2 1I2RT, @L-~)LT
RRIETE LD 7L DH30 &£, RAETE
7210 TlE, +XTEAD D OHIF R THAE
LCwi (Fig.8). #2091 i3 AliB Ao i 44
BITBEINTWED, LB TIREBETH
JREEIENRIE S S 5 726>, EAD L OHIE T
THELTWBLEHIICAZTVWEDTHSI.

DR F 7213 EH) L EAETM (LEF
ITRE) oMEREIL/3, $1/3, #&1/3& 3%
L EDELIcfE T 2 Mmet L2 (Fig.9), #
DFEFR, ML _NTIE#%1/3i1C14, $1/31211
EBH LN ICABET 2oL, ©v LTI
1/31220, F1/31210 LAiH & D& 1A
MA A bz, D D AIE-FERRE D% AR

Table 2 Attachment site of posterior end of the sacroutrine ligament

visible posterior end

not visible

coccygeus muscle sacrum connected to
anterior middle posterior each other

(a) levle — — 0 10 30
(n=40)

(b) level 1 11 1 4 3
(n=234)

(c) level 20 10 0 0 2
(n=40)
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Fig.8 72-year-old woman, post rediationtherapy for

cervical carcinoma : CT at (a) level shows slightly thick-

ened “perirectal fascia” surrounding the rectum. The
fascia is composed of the sacrouterine ligament
(arrows) laterally and of the deep layer of the subper-
itoneal fascia (arrowheads) posteriorly.

SLIAERIEICIEE D, REGHOBI LD > &K
BT ES~ ’*FHILJ_ Bl &P T
ZED b ol

MRI &4k Wi Tl B F 8 80 O L P92 5 ~ o
AL E AT B &, NLPYon0oR01s ) % i B 7k
W7 T 6 B4l & L ALF2ER OSMA 1/3 i 1
MARISAAE L Tw7z (Fig.10@)., E Hic#gh~
W IS L 725 E A LD T A5 A
Lz (Fig.10(B).

B, TESHdED %I 12 Denonvilliers
WAFLEL TWDDOTHEH, HELLE L L
TRZETE22LDEBEREICHL T Ed F—
HEADNL SNz VEWHOARTH -7 (Fig.10 ©),
D).

3. SMAIEE

Z ZTHRES T B ST I s e R B & R o

SR TH B,

MBI IE > &0 L LB E LTEHLNS
ZELHBY, FITHEWELELENL, Zok
THETY,
IR DFGEDFE L <, — R B IR 12
Z LWz T OB FENS I & 20 ) AU o
HED b B,

Table 3 (2 SMUBAHE D% FATHELAL % 757,

g IS0 i S R JE B > s i 3 R T B

IIHI

Fig.9 CT at (b) level in three different patients. The
right sacrouterine (rectovesical) ligament attaches to
the right coccygeus muscle, at anterior third (%), middle
third (B), and posterior third (C). Arrows indicate attach-
ment sites.

HARE R 2@® #5358 #H5%
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Fig. 10 The same patient as Fig. 6

(4) : Coronal MRI through the level slightly posterior to the anus. The rectovesical ligament (arrows) attaches to the
levator ani muscle (arrowheads) like a screen at lateral third.

(B): Axial MRI below (c) level. The relation between the rectovesical ligament (arrow) and the levator ani muscle
(arrowhead) is well recognized. The posterior portion of the rectovesical ligament is near the ischial spine (curved
arrow).

©: Sagittal MRI at midline shows Denonvilliers’ fascia (arrows) just behind the prostate and the thickened
peritoneum (arrowhead) covering the urinary bladder.

(D): Axial MRI shows Denonvilliers’ fascia (arrows) just behind the seminal vesicle.

ERL 545 A 25 H (79)
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Table 3 Attachment site of posterior end of the lateral ligament

visible posterior end

not visible

sacrouterine ligament

internal iliac artery

anterior middle posterior
(a) levle - - — 16 24
(n=40)
(b) level 1(0) 9(2) 16(5) 1 7
(n=34)
() level 18(2) 3(0) 16(7) 0 3
(n=40)

@~ TlF 24 icBWTRERETH D, [H
EDUHETH - 72 16 TR TN THEBEEIR~ &
Mh - Tz, ZOFMUEE & IIEFEE s o
i3 ZFOMREDFH 11, W HW B IRE R
AR DFFAEHORBE E N (Fig.11).,

I~V TIE 2645, (L= NTIE37 EITEA
EDMIEFEBMRICAAE L Tz, 2Rt
HEL B BRTT A s, MlEFE R OB AR
TBAL & R H AL M % B 1/3, W 1/3, %1/
JEIFHLEDIMICHET 2B L 7

Fig.11 66-yvear-old man with urinary bladder car-
cinoma after TAI: MRI at (a) level shows left um-
bilicovesical fascia (arrows) arising from the left inter-
nal iliac artery (curved arrow). The space between the
umbilicovesical fascia and the sacrouterine ligament
(arrowheads) is called “Radix laminae vasorum et
nerv”, in which numerous vessels are seen.

() @ middle rectal artery is visible

(Fig.12). Z D#ER, GV AL T3 1/31C
16, H11/312 9 2% & D icfIET 2 DIzxf L,
(OV~)LTIERT1/312 18 & BIH & D IcfI3%3 2
fErhs A b Tz, b b M DB 15
firlx, WEEBIIRICHE D MG T =8 o5 73
B & REBIZ BT ER A~ & B AT L F 5 S04 43

(WA EIMIG) ~LiETwTBY), IETE
A EERIC MR 2 B L Tz,

F7z, (), (QU~LIZB W THMUEAEIE F
ERURT IS AAE T B RS ENR & BB /N
SLRE D16 TRsH b7z (Fig.13). Fig.2 o
AR EBL LA&beTaL L, MMM %s
o 2T 2 Lok, PEBERZ PLE TS
i (ERE oI Y2 TH A5 L B3,
Thbb, (), ©L~UL TSP O R B
TSR L D 2 D), %A IZER OIS
HEVL2TwBNTHA,

MRI KM IZ B THFEEBE BB IZ 2 - & 1) &
L2 eE LT et oo, RilEDREEE
& [ e E I 1 B > vascularity @2 & L T 46z
BWTHZEWHETH -7z (Fig.14). LH»L, il
BFEEFO L S WZALPZEHI N LT & el
MARICATE T AR RS b e h - 72,

4, BREEBIERRSMRD KX E

LlEn#R % Lic(a), b), (v~ vTolihk;
i, BEUILM ==K % 58 5 kWi o 5
B &MER L 72 (Fig.15). & =80 & s
Mz kD AR R, AU o BT
F % G B RIEM R (prevesical space), B
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Fig. 12 MRI and CT at (c) level in three different
patients. The left lateral ligament attaches to the left
sacrouterine (rectovesical) ligament, at anterior third
(), middle third (B} and posterior third (C). Arrows indi-
cate attachment sites.
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Fig.13 68-year-old man with urinary bladder car-
cinoma after TAL: CT at (b) level shows small vessel
(arrows) in the rectovesical ligament. Very faint right
lateral ligament (curved arrow) goes toward this ves-
sel. This small vessel is considered to be the middle
rectal artery. Thus, the posterior part of the lateral
ligament seems to be composed of the ligament sur-
rounding the middle rectal artery.

O JE P THMALAT 12 B & 2 BEBE SR PRIEIFS (per-
ivesical space), Wl B TIEFE (18
R BE e, RE s, BB £ 5 a0 E
[#P% (perirectal space) & 3 2@ [ X [ =
T3,

ZIT, BROXEICELRED, b
i LN ERIBLINSG Z & F MR TE 2 34

Fig. 14 60-year-old man with urinary bladder car-
cinoma after TAI: Coronal MRI through the prostate.
The umbilicovesical fascia (arrows) cannot be
identified as an obvious membrarnous structure, but is
identified as the boundary between the perivesical space
and the prevesical space because of the difference of
vascularity.
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% 2RT B,

FEP 1 64 ik Bk, BISLIRIE K ORI A B B
T, BEEBEIC I IROIRE | E4kh 7 S iz b5,
3 WM R T BB & TR s B L 72 26
CTa e bz, )< ntoCT (Fig.16) iz
T, BIEEBEHIRRIC 2B MIEA A &b D%, HikE
BERGIE I BE F ALTREBE R BRI I X BLA T e
by

REB) 2 33 il HMEERDIERBORER. (b)

L~ CT (Fig.17) 12T, BBz 28
DIMBEA A &, WEFEREE ERBEHE oM+
SGHABE I L TIIEREICE TELTw 5,
LB AL e A 0z BEL 2 40 C G R R T s 02
BATwRw, TS FERErREH o
# 1/3 DILLICATE T 280k { b 5.

I3 23 B 7 o— WO, ()L
NTH CT (Fig.18) 12T, HEMEE D IEIE Hs2 0y
THEBERPRRBE ORI SRED B R D728 CT

o

Fig. 15 (), (B) and (C) : Schematic drawing of the axial images at (a), (b) and (¢) levels, respectively. (D): Schematic
drawing of the coronal image through slightly posterior to the anus. (C=coccygeus, IGA =inferior gluteal artery, IIA
=internal iliac artery, [S=ischial spine, LA=levator ani, LL=lateral ligament, MRA==middle rectal artery, Ol=
obturator internus, P=piriformis, Peri=peritoneum, RVF=rectovesical fold. RVL=rectovesical ligament, S=sa-
crum. SSL=sacrospinous ligament, SV=seminal vesicle, @=prevesical space, @=perivesical space, @=perirectal

space)
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Fig.16 Case 1. 64-year-old man after transrectal pos-
tate biopsy : CT at (¢) level shows massive hematoma in
the prevesical space; it does not extend to the per-
ivesical space because of the presence of the
umibilicovesical fascia (arrow).

Fig.17 Case 2. 33-year-old woman with vaginal lacer-
ation after delivary: CT at (b) level shows massive
hematoma in the prevesical space, which extends pos-
teriorly to the anterior aspect of the sacrum, splitting
the left sacrouterine ligament (arrow) and the left
coccygeus muscle (arrowheads). The right sacrouterine
ligament attaches to the right coccygeus muscle at
posterior third.
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Vi, & &

FERERNE 5 & O S A DR e 2 o
HEREARI B3 2 U a9 g2 Meyers M.
Az &0 FEREDTHEST S ALY, B R I R A
KB L Tid 2 DML H Oz, WE 7245
IS LT win,

BRI B ORI S DB & AT A
2%k, 1899 4F Waldeyer®® | I It 4% e & & B5 £
Wehidh 52 & %R, 202 DoMIBIZEE: L
T 3D Tl  BRNIER~FD 5 WIS B
WRTaMENTwa & Lz, ZonEi&lig 2 B
(&4t L 72 @ H7 1943 4F Pernkopf'™ T 1),
PG B BhEfR & 5 A2 YRR & FE 3R B £ o
DB E LT O A LR RE £ DR AT o 55
(Gefdss- Nerven-Leitplatte) & % -JiF 72,
7z, 1981 ‘FAEHE 521, BEERH DN E I E
R HBEORRER D IEAFTE R, £ OREHERK
#ERRIEA F THSIE S E IR I o) B 2 )
FHIMET 247> T b,

TS R I 1, 1980 45 Doubleday?? 3 B #%
HEEHRBHEED CTicBWwT) > Z7RIZIBEL

Yy

Fig.18 Case 3. 23-year-old man with Crohn disease:
CT at (b) level shows abnormal soft tissue density
infiltration in the perirectal fat representing perirectal
cellulitis. Note spared the prevesical space because of
the presence of the rectovesical ligament. (arrows). The
thickened right rectovesical ligament does not attach to
the right coccygeus muscle (arrowhead), whereas the
left rectovesical ligament attaches to the left coccygeus
muscle. The medial sacral artery (curved arrow) is
posterior to the deep layer of the subperitoneal fascia.
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