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Abstract

A vesicouterine fistula is an abnormal communication between
the bladder and the uterus. The most common cause is lower seg-
ment Cesarean section. Conservative treatment may be applied
in some cases, but surgery is the definitive treatment. We pres-
ent a 55-year-old woman with vesicouterine fistula after primary
Cesarean section; she presented with urinary incontinence 30
years later. Methylene blue dye test was performed and drainage
of urine dyed with methylene blue through the uterine cervix was
observed. Diagnosis was confirmed with magnetic resonance imag-
ing. Total abdominal hysterectomy and bilateral oophorectomy
was performed and the bladder wall was sutured in a double layer
with 2/0 polyglycolic suture. No complications developed and the
patient did not suffer from any urinary incontinence afterwards.
Vesicouterine fistula should be suspected in cases presenting with
urinary incontinence even years after Cesarean section; diagnostic
tests and, if necessary, appropriate surgery should be performed.

Introduction

A vesicouterine fistula is an abnormal communication
between the bladder and the uterus. The first case was
reported by Knipe and colleagues in 1908." Vesicouterine
fistulas account for 1% to 4% of urogenital fistulas.? The
most common cause of a vesicouterine fistula is lower seg-
ment Cesarean section. Spontaneous vesicouterine fistula
has been reported after vaginal delivery following a previous
Cesarean section.> Main presenting symptoms are urinary
incontinence, amenorrhea, and menouria. Conservative
treatment may be applied in some cases, but surgery is
the definitive treatment. Transabdominal, laparoscopic or

robotic methods can be used. We present a case with vesi-
couterine fistula after primary Cesarean section; the patient
presented with urinary incontinence 30 years later.

Case report

A 55-year old G1PT woman presented with urinary incon-
tinence. Her medical history was unremarkable except for
a lower segment Cesarean section due to transverse lie
30 years ago. Gynecologic examination was unremark-
able with a negative cough test. Methylene blue dye test
was performed and drainage of urine dyed with methylene
blue through the uterine cervix was observed by speculum.
Transvaginal sonography revealed a normal sized uterus and
ovaries. Magnetic resonance imaging with contrast showed
a fistula tract between the posterior wall of the bladder and
the anterior wall of the uterus at the level of the previous
Cesarean scar (Fig. 1). A vesicouterine fistula was diagnosed.
Treatment options and pros and cons of the operative pro-
cedures, including laparotomy, robotic, and laparoscopic
surgery, were discussed with the patient, but she preferred
and gave consent for laparotomy.

The patient was operated through a Pfannenstiel incision.
The patient underwent a total abdominal hysterectomy and
bilateral oophorectomy. When we created the bladder flap,
we entered the bladder and the fistula tract was exposed (Fig.
2). The bladder was dissected away from the uterus and the
fistula tract on the bladder wall was excised. The bladder
wall was sutured in a double layer with 2/0 polyglycolic
suture after visualization of the ureteral orifices. The vagina
was sutured with a single layer continuous 0 polyglycolic
suture. At completion of the bladder wall repair, the bladder
was filled with sterile saline, which was instilled through the
18-Fr Foley catheter via the urethra. There was no leakage.
A drain was inserted in the abdominal cavity, which was
removed on postoperative day 2. The postoperative course
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Fig. 1. Magnetic resonance imaging with contrast filled through the bladder
showing contrast in the lower uterine segment at the level of the previous
Cesarean scar.

was uneventful and the Foley catheter was withdrawn on
the fifth postoperative day. The patient did not suffer from
any urinary incontinence afterwards.

Discussion

The prevalence of vesicouterine fistula has been reported as
1% to 4% in most series, but is increasing due to an increase
in Cesarean sections;** 83% of the cases are attributed to
Cesarean section.® The possible mechanisms underlying the
development of vesicouterine fistula include inadequate
mobilization of the bladder flap, sutures passing through
the bladder wall, unrecognized trauma to the bladder wall,
excessive devascularization of the bladder during dissection,
and cauterization.”® The risk increases in repeat Cesarean
sections because of scarring and the presence of dense adhe-
sions obscuring dissection in the right planes.’

In 1957, Youssef described the classic triad of amenor-
rhea, and cyclic hematuria (menouria) in the absence of
urinary incontinence, which is characteristic of vesicouter-
ine fistula, as Youssef's syndrome.™ Recurrent urinary tract
infections, secondary infertility, and first trimester abortions
may be observed.” It is rare that urinary incontinence is
the only symptom. Interestingly, our patient presented with
urinary incontinence 30 years after the Cesarean section.
The reason for this delay in seeking treatment might be that
urinary incontinence symptoms did not have an adverse
effect on her quality of life. Actually, most patients with
vesicouterine fistula are continent.'

A diagnosis can be made during gynecologic examina-
tion or methylene blue dye test by observing drainage of
urine through the uterine cervix by speculum. Intravenous
pyelography, cystoscopy, hysterosalpingography, and trans-
vaginal sonography have also been used for diagnosis."
MRI has now become the first choice in the investigation
of fistulas.'"

Vesicouterine fistula after Cesarean

Fig. 2. The Foley catheter is observed through the bladder wall defect created
during dissection of the bladder wall and the fistula tract from the uterus.

Treatment methods include expectant management with
long-term bladder catheterization, medical treatment, and
surgery. Spontaneous closure of vesicouterine fistula has
been reported.’ Medical treatment involves induction of
amenorrhea to aid in fistula healing.’> Oral contraceptives,
progestational agents, and gonadotropin releasing hormone
analogs have been used to induce amenorrhea.® Surgery is
the definitive method of treatment. It can be performed trans-
abdominally, endoscopically, and robotically. The transvagi-
nal approach is not preferred because of the higher location
and complexity of the fistulas.

Transabdominal repair can be performed by extraperito-
neal or retrovesical (O’Connor) technique.' Disadvantages
of the transabdominal route are increased morbidity, long
hospital stay, and increased blood loss; these can be over-
come by using the endoscopic and robotic approaches.' For
the laparoscopic approach, the surgeon should be skilled
in fistulous tract dissection and intracorporeal suturing.
Robotic-assisted surgery overcomes some of the difficulties
related to the laparoscopic approach by better imaging and
ease of intracorporeal suturing.'”

During surgery, if the uterus is to be preserved, the bladder
is mobilized off the anterior lower uterine segment and the
fistula tract is excised. Wide excision is not necessary; exci-
sion of only the edges is enough to preserve the vascularity
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of the tissues and make the repair easier. Delayed absorbable
sutures are preferred for repair of both the uterus and the
bladder. An omental flap may be interposed between the
uterus and the bladder to prevent recurrence. Our patient
did not want her uterus to be preserved. Therefore, hyster-
ectomy was performed and the fistula tract remaining in
the bladder wall was trimmed and the bladder wall was
sutured in double layers with delayed absorbable sutures.
When the bladder wall repair was completed, the bladder
was filled to assess the integrity of the closure with sterile
saline, which was instilled through the 18-Fr Foley catheter
via the urethra. We did not detect any leakage; if a leakage
would have occurred, then additional sutures would have
been necessary. If the uterus would have been preserved,
then a Foley catheter would have been left in place for 2
weeks." In our case, we kept the Foley catheter for 5 days
to help with the healing of the cystotomy.

Conclusion

We present a case of vesicouterine fistula presenting 30 years
after primary Cesarean section. Our case is unique; the only
presenting symptom was urinary incontinence with no other
related symptoms. Vesicouterine fistula should be suspected
in patients with urinary incontinence after Cesarean section;
diagnostic tests and, if necessary, appropriate surgery should
be performed.
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