
Abstract. Background/Aim: Vesico-uterine fistulas represent a
rare type of genito-urinary fistulas; however, due to the
increasing incidence of Caesarean section (C-section) in the last
decade, this abnormal communication between the urinary and
genital tracts has been reported more often after such surgical
procedures. The aim of the current article was to report the case
of a 28-year-old patient who was submitted to surgery for a
vesico-uterine fistula seven years after a C-section. Case
Report: The 28-year-old patient with a previous history of four
vaginal deliveries and one C-section was self-presented to the
Gynecology Department for cyclic hematuria and diagnosed
with a vesico-uterine fistula after injecting methylene blue in
the uterine cavity during hysteroscopy. The patient was further
submitted to surgery, and a parcelar myometrectomy en bloc
with parcelar cystectomy, cystography, and prophylactic
salpingectomy was performed. The postoperative outcome was
uneventful. Conclusion: Although vesico-uterine fistulas
represent rare events, they should be considered, especially in
young patients with a previous history of C-section.

Abnormal communications between the urinary and
gynecological tracts are usually encountered in cases
presenting locally advanced uro-gynecological malignancies
such as cervical cancer (1). In addition, such abnormal
communications are encountered after previous irradiation
for pelvic malignancies and are most often located between
the urinary bladder and vagina (2, 3). However, in other
population subgroups, the most frequently encountered
fistulas are vesico-uterine fistulas, especially in younger
women with previous history of pelvic surgical procedures
(4-7). Therefore, it is estimated that less than 5% of all
urogenital fistulas are represented by vesico-uterine fistulas;
however, due to the increasing incidence of surgical
procedures at the level of the pelvic area among young
patients, especially due to the increasing number of C-
sections, the number of vesico-uterine fistulas has reported
an ascendant trend. In this respect, it should be noted that up
to 88% of all these abnormal communications are related to
C-sections (7, 8). The aim of the current paper was to report
the case of a 28-year-old patient with a previous history of
four vaginal births and one C-section, who was diagnosed
with a vesico-uterine fistula seven years after the C-section.

Case Report

The 28-year-old patient with previous history of four
spontaneous vaginal deliveries and one C-section seven years
previously was self-presented for pelvic pain, menouria, and
cyclic hematuria. The paraclinical tests revealed the presence
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of anemia, with a hemoglobin level of 10.2 g/dl in
association with hematuria. In addition, the biochemical and
microbiological analyses of urine revealed the presence of
frequent leucocytes and nitrates in association with urinary
infection by Escherichia Coli. The patient was further
submitted to a transvaginal ultrasound, which revealed the
presence of a thin, regular endometrial lining in association
with diffusely irregular myometrium and a thickened urinary
bladder wall. The patient was further submitted to a pelvic
magnetic resonance imaging, which revealed the presence of
thickened urinary bladder wall in close contact and with no
demarcation line with the anterior surface of the uterine
body, raising the suspicion of an abnormal communication
at this level. To investigate whether this communication
exists, the patient was submitted to hysteroscopy, which
failed to demonstrate the presence of a visible
communication between the two organs. However, when
injecting methylene blue in the uterine cavity, blue urine was
observed at the level of the urinary tube catheter
demonstrating the presence of a vesico-uterine fistula. A
control cystoscopy was performed and demonstrated the
presence of a millimetric orifice through which methylene
blue solution was observed. Therefore, the patient was
submitted to surgery, strong adhesions being observed
intraoperatively between the urinary bladder and the uterine
body (Figure 1). During the process of adhesiolysis, the
fistulous trajectory between the urinary bladder and the
uterine body was identified. Most probably this abnormal
communication was caused by the presence of a textiloma
consisting of the suture stiches, which had been placed when

suturing the uterine post C-section incision (Figure 2 and
Figure 3). The abnormal trajectory between the two organs
was removed en bloc with partial cystectomy and
cystography and partial myometrectomy with myometrial
reconstruction while a flap of omentum was interposed
between the uterine body and the urinary bladder (Figure 4
and Figure 5). In addition, due to the fact that the uterine
cavity suffered significant modifications and the patient did
not desire fertility preservation, prophylactic bilateral
salpingectomy was performed. The patient had an
uncomplicated postoperative evolution, being discharged
with the urinary catheter in the fourth postoperative day. The
histopathological report of the specimen excluded any sign
of malignant transformation; the urinary catheter was
removed at the 21st postoperative day.

Discussion

The increasing incidence of C-sections in the last decades
resulted in a higher number of late postoperative
complications such as vesico-uterine fistulas. In such cases,
diagnosis is suggested by the patient’s complains such as
pelvic pain, amenorrhea, cyclic hematuria, menouria,
secondary infertility or even spontaneous miscarriage (9).
Association between amenorrhea and cyclic hematuria are
known as Youssef syndrome and was initially described in
1957 (10). Depending on the competence of the uterine
cervix, menouria and urinary incontinence might develop.
Therefore, cases presenting an incompetent cervix present
with exteriorization of urine through the vagina while cases
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Figure 1. Intraoperative aspect. Strong adhesions between the urinary
bladder and the uterine body are observed.

Figure 2. Identification of the fistulous trajectory between the uterine
body and the urinary bladder.



in which the cervix is competent will rather lead to the
appearance of hematuria; in this respect three types of
Youssef syndrome have been reported: type I syndrome –
associated with menouria, type II syndrome – associated
with the apparition of urine loss at the level of the vagina
and type III syndrome – defined by the presence of normal
menstruation (11). In our case location of the leak in the
supraisthmic area and association of a competent uterine
cervix led to the appearance of hematuria with the absence
of urinary incontinence (type I Youssef syndrome).

The risk factors that might lead to the development of
such complications include the following: inadequate
mobilization of the urinary bladder during C-section, manual
extraction of placenta, instrumental delivery, and
pathological insertion of the placenta (9). However, uterino-
vesical fistulas can also occur after hysteroscopy, or in
association with endometriosis, intrauterine device
migration, inflammatory bowel disease or due to urinary
bladder tuberculosis (12, 13). 

The diagnostic methods of these pathological situations
include intravenous urography, hysteroscopy, cystoscopy,
transvaginal ultrasound or pelvic magnetic resonance
imaging. While intravenous urography seems one of the
most easily performed examinations, the rate of success is
low due to the presence of a significant pressure gradient;
at the level of the urinary tract a low level of pressure is
encountered, at the level of the uterine corpus the pressure
is significantly higher. Therefore, it is rather difficult to
visualize a communication between the urinary bladder and
the uterine body, although, theoretically, while a
communication between the two organs exists, the contrast
substance is expected to be found in both cavities.

Normally, the normal intravesical pressure is rarely
elevated above the value of 20 cm of water during the
fulfilling phase, while during the evacuation phase the
detrusor muscle contraction will apply a maximal pressure
of 50 cm of water; in the meantime, the uterine pressure
varies between 35 and 160 cm of water according to the
phase of the menstrual cycle. While during the proliferative
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Figure 3. Extraction of the foreign body. The agglutination of stiches,
which had been placed when suturing the uterine wall during the C-
section is observed.

Figure 4. Removal of the fistulous trajectory by partial cystectomy with
cystography. 

Figure 5. The final aspect after partial cystectomy with cystography,
myometrectomy with myometrial reconstruction, and prophylactic
bilateral salpingectomy.



phase intrauterine pressure ranges between 35 and 70 cm
of water, during the secretory phase it ranges between 55
and 100 cm of water and during menstruation the
intrauterine pressure reaches 130-160 cm of water (9). A
similar problem is expected when performing a cystoscopy.
However, in certain cases a pathological orifice might be
discovered during cystoscopy, indicating an abnormal
communication between the urinary bladder and the
surrounding organs. Depending on the dimensions and
location of this orifice, it can be dilated and visualized
using the cystoscope in order to identify the length of the
fistulous trajectory as well as the contralateral opening (14-
16). However, the most relevant imaging method to
demonstrate the presence of utero-vesical fistulas remains
pelvic magnetic resonance imaging, with an accuracy rate
of up to 100% (14).

Regarding the time of development of such
complications, short-term and long-term postoperative
complications have been reported (5). The type of treatment
can vary depending on the moment of the appearance of this
complication. Therefore, in cases in which utero-vesical
fistulas are diagnosed during the early postoperative period
a conservative approach can be proposed (consisting of
leaving in place the urinary catheter for a longer period of
time). In cases in which this complication is encountered
after a long period of time after surgery, conservative
treatment is usually not efficient. In such cases, the
abnormal communication usually occurs after significant
local tissue modifications such as severe inflammation and
fibrosis, which can no longer be treated in a conservative
way; surgery consisting of fistulous trajectory removal en
bloc with parcelar resection and reconstruction of the
urinary bladder and of the uterine cavity is needed.
According to the complexity of the case, surgery can be
performed via open, laparoscopic, robotic approach, through
cystoscopy or even through hysteroscopy (17, 18). When it
comes to future fertility in cases in which this is desired,
certain authors have also reported spontaneous pregnancy
after such procedures (19). 

As for the role of minimally invasive surgery, robotic
approach has been recently shown to be associated with
improved early- and long-term postoperative outcomes due
to a better visualization of the structures and the presence of
multiple freedom degrees, which are well recognized when
using the robotic platforms (20, 21).

Another recent therapeutic strategy, which has been
successfully implemented in patients with a long previous
history of vesico-uterine fistulas, is represented by the
transvaginal approach. Initially described in 2018 by Milani
et al. (22), the method seems to be particularly effective due
to the fact that it avoids the need to perform an extended
intra-abdominal adhesiolysis, which could further increase
the risk of other visceral injuries; therefore, by using a

transvaginal approach, the pathway of dissection in order to
reach the fistula might be shorter when compared to the
standard abdominal approach. Moreover, certain authors also
discuss its financial advantage when compared to robotic
surgery as well as the cosmetic one, since during the
transvaginal approach no abdominal incision is required (23).
However, only few cases have been treated in this manner
so far, the method being still under evaluation. 

Conclusion

Vesico-uterine fistulas represent a rare type of genito-urinary
complications. However, in the last decades, due to the
increased number of C-sections, an increasing trend has been
reported. Depending on the time of diagnosis and severity of
symptoms, a conservative treatment can be proposed.
However, cases with a long evolution of the local
inflammatory process have a lower chance of healing in a
conservative manner. Therefore, in such cases radical
surgical procedures such as fistulous trajectory removal en
bloc with partial cystectomy and partial myometrectomy
followed by local reconstruction of the urinary bladder and
of the uterine cavity should be performed. 
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