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CASE SUMMARY

A 28-year-old female gravida 5 with
2 living children delivered at term, was
admitted at 39 weeks and 2 days of ges-
tation for an elective cesarean section
(C-section) because of her history of two
previous C-sections. The patient under-
went a standard C-section with a Pfan-
nenstiel incision. A Foley catheter was
routinely placed intraoperatively and
left in place following the surgery. The
patient remained in the hospital for typ-
ical continued postoperative evaluation.
Immediately following her surgery, the
patient continued to have gross hematu-
ria and passed a small blood clot into the
tubing of the Foley catheter. Her postop-
erative laboratory workup was also posi-
tive for a mild anemia with a hemoglobin
level of 9.6 g/dL (decreased from 11.0
g/dL) and a hematocrit level of 29.9%
(decreased from 33.0%). The patient
was returned to the operating room for
a cystoscopy with clot evacuation. No
obvious bladder injury was found. The
patient remained on continuous bladder
irrigation for approximately 24 hours,
at which time it was discontinued as
her urine had been running light pink to

clear. At this time, a CT cystogram was
performed.

IMAGING FINDINGS

Multiple axial images were obtained
through the pelvis in 5 mm slices follow-
ing instillation of 400cc of Cysto-Conray
through the patient’s existing Foley cath-
eter as per our standard CT cystogram
protocol. Post-gravid appearance of the
uterus and postoperative changes related
to a recent cesarean section were demon-
strated (Figure 1). A Foley catheter bal-
loon was noted to lie within the lumen
of the bladder (Figure 2). Contrast was
noted to extend from the lumen of the
bladder into the endometrial cavity at the
level of the prior incision along the lower
uterine segment through a small fistula
(Figure 3). A conservative approach to
treatment of the fistula with continued
decompression of the urinary bladder
was undertaken with a Foley catheter
for 1 week. Follow-up cystograms were
obtained at 1 week and 4 months fol-
lowing surgery. There was no evidence
of the previously demonstrated vesi-
couterine fistula on either follow-up
cystogram.

DISCUSSION

Urogenital fistulas are classified
according to their anatomic location;
they include vesicovaginal, vesicoco-
lonic, vesicoperitoneal, ureterovaginal,
and vesicouterine fistulas. The overall
incidence of urogenital fistulas in the
United States is reported to be between
less than 0.5% and 10% after surgical
intervention.! Vesicouterine fistulas are
the least common form, accounting for
1-4% of reported cases.!-?

Most vesicouterine fistulas in the
United States occur after cesarean sec-
tion, but they may also be secondary
to intrauterine contraceptive devices,
tumors, or traumatic labor. Other far
less frequent etiologies include radia-
tion therapy or iatrogenic causes, such
as traumatic catheterizations.>* The
reported incidence of urogenital fistu-
las is thought to be increasing second-
ary to an increasing rate of cesarean
deliveries. From 1996 to 2009, the rate
of cesarean deliveries increased from
20.7% to 32.9%. The cesarean delivery
rate for 2015 slightly decreased and was
estimated to be 32%; however, the data
did not take into account the declining
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FIGURE 1. Axial image demonstrates a postgravid appearance of
the uterus (arrows). Contrast is demonstrated within the endometrial
cavity.

FIGURE 3. (A) Axial image demonstrates contrast within the lower
uterine segment (blue arrows). (B) Sagittal image demonstrates con-
trast extending from the lumen of the urinary bladder into the endome-
trial cavity via a small fistulous tract (red arrows) at the level of the prior
incision site.

birth rate in the U.S. Overall, the percentage of cesarean deliver-
ies, as well as the total number of births, have since continued to
trend upward.>$

Delays in the diagnosis of urogenital fistulas are not uncom-
mon, due to delays in the onset of symptoms and, at times, a
nonspecific clinical presentation. Imaging studies such as cys-
tography, sonography, computed tomography (CT), or magnetic
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FIGURE 2. Axial image demonstrates a foley catheter (white arrow)
within the urinary bladder. Contrast is demonstrated within the urinary
bladder secondary to recent retrograde administration (blue arrow)
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resonance (MR) can aid in the diagnosis
of urogenital fistulas.’

The diagnosis can be made follow-
ing a thorough history and physical
examination, which may demonstrate
urine pooling within the vaginal vault.
Diagnosis can also be made with cys-
tography, cystoscopy, dye testing,
intravenous pyelography (IVP), and/
or cross-sectional imaging.” However,
the findings of such studies are com-
monly inconclusive, depending on the
size and characteristics of the fistulous
tract. False-negative IVP’s are com-
mon, as these studies may not generate
adequate intraluminal pressure within
the bladder to opacify the fistula.® For
smaller fistulas, a dye test or cystogra-
phy is the initial imaging test of choice.
If the findings are inconclusive or clin-
ical suspicion of a fistula remains high,
additional evaluation with cross-sec-
tional imaging with intraluminal con-
trast, including coronal and sagittal
reformats, is generally warranted.”

If a vesicouterine fistula is not rec-
ognized and repaired at initial surgery,
continuous urinary drainage can some-
times be effective. Additional thera-
peutic options also include fibrin-based
surgical sealants or resection of the
fistulous tract utilizing a laparoscopic/
robotic/vaginal approach. Of note,
the rate of spontaneous healing of the
vesicouterine fistula in patients solely
undergoing continuous bladder decom-
pression has been reported at 5%.!%-16

CONCLUSION

The clinical presentation of our
patient was atypical in the sense that
it was such a short time interval from
C-section to symptom presentation,
which primarily consisted of frank
hematuria. In general, patients with a
vesicouterine fistula typically present
with urine leakage through the vagina,
which tends to become more noticeable
a few days post-op following removal
of the Foley catheter.

Given the small size of the fistulous
tract in this case, the patient elected to
undergo conservative therapy, with suc-
cessful healing of the fistula on subse-
quent imaging studies.
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