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Abstract
Introduction:Most of the patients with bladder genital tract fistula recover with surgical treatment. In the present study, we aimed
to assess conservative treatment strategies for bladder genital tract fistula.

Patientconcerns:We reviewed 3 cases with bladder genital tract fistula who underwent treatment at our hospital from January to
June 2017. Patient 1 underwent cesarean delivery, Patient 2 underwent total abdominal hysterectomy bilateral salpingo-
oophorectomy (TAHBSO) and pelvic lymphadenectomy, and Patient 3 underwent extensive TAHBSO and pelvic lymphadenectomy.
All 3 patients exhibited involuntary vaginal fluid outflow (average duration, 12.7 days; range, 7–21 days).

Diagnosis: Patient 1 was diagnosed as vesicouterine fistula by cystosonography and Patient 2, Patient 3 was diagnosed as
vesicovaginal fistula by cystoscopy.

Interventions: All 3 patients underwent indwelling urinary catheterization.

Outcomes: No vaginal fluid outflow could be observed after treatment of all 3 patients.

Conclusion: Indwelling urinary catheterization should be administered for suitable patients as conservative treatment. If
vesicouterine fistulas that are simple and have a diameter of<0.5cm can be treated conservatively. If the condition does not resolve
after 2 months, surgery should be considered.

Abbreviation: TAHBSO = total abdominal hysterectomy bilateral salpingo-oophorectomy.
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1. Introduction

Female urogenital fistula, also termed as urinary fistula, refers to
abnormal tracts that develop at sites adjacent to the vagina,
bladder, ureters, or urethra. Involuntary excretion of urine from
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the vagina is a major symptom of female urogenital fistulas.[1]

Urinary fistulas may develop at any site adjacent to the urinary
tract, and vesicovaginal fistula is the most common type.[2] Most
female patients with vesicovaginal fistulas can recover well with
surgical treatment. However, such treatment is associated with
great financial burden to the families, and often requires
secondary surgery. In certain patients, the repair surgery is
performed 3 to 6 months after the first surgery, and is associated
with great physical and psychological trauma. In the present
report, we discuss conservative treatment strategies of 3 cases
with bladder genital tract fistula.
2. Case report

2.1. Case 1

A 32-year-old patient (Patient 1) was diagnosed with abnormal
healing of an abdominal incision following cesarean delivery.
Seven days after surgery, she developed involuntary urinary fluid
outflow, and underwent further treatment after 12 days. She
underwent cystosonography, and contrast could be observed at
the isthmus area of the anterior uterine wall. Her sinus was 4mm
in length and 5mm in width. Thereafter, contrast was observed
through the uterine cavity and vagina. The patient was diagnosed
as vesicouterine fistula following cystosonography, and as
abnormal healing of the abdominal incision. Following treatment
with antibiotics, incision dressing change, and indwelling urinary
catheterization, she underwent cystoscopy and bilateral ureteral
stent implantation. During surgery, thorough examination of the
bladder indicated a 0.1 to 0.2-cm cleft at the upper portion of the
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Table 1

Examination of vaginal fluid using serum and urine biochemical
tests in Patient 3.

Vaginal fluid Serum Urine

Blood urea nitrogen 48mmol/L 3.3mmol/L 38mmol/L
Uric acid 456umol/L 209umol/L 366umol/L
Mg2+ 0.34mmol/L 0.77mmol/L 0.14mmol/L
CysC 0.16mg/L 0.69mg/L 0.43mg/L
Ca2+ 0.63mmol/L 2.10mmol/L 0.37mmol/L
K+ 6.53mmol/L 4.23mmol/L 4.70mmol/L
Creatinine 1250umol/L 49.6umol/L 970umol/L
Retinol conjugated

protein
5.77mg/L 21.43mg/L 2.00mg/L

P5+ 1.51mmol/L 0.67mmol/L 0.75mmol/L
Cl� 18.6mmol/L 101.8mmol/L 9.8mmol/L
Na+ 28.32mmol/L 139.53mmol/L 15.10mmol/L
CO2 5.59mmol/L 24.90mmol/L 4.11mmol/L
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posterior wall of the urinary bladder; hyperemia and edema were
also observed at this site. Hence, the cleft was determined as a
vesicouterine fistula. After surgery, she underwent treatment with
antibiotics, bladder irrigation, and indwelling urinary catheteri-
zation. Once the infection was under control, she underwent
laparotomy. The patient was scheduled to undergo excision and
repair of the sinus tract between the bladder and uterine anterior
wall; however, during the surgery, the bladder uterine sinus was
not visible. As we could only view the sinus between the
abdominal incision and uterine anterior wall, she underwent
excision of the sinus between the abdominal incision and uterine
anterior wall, along with abdominal incision sutures. Thereafter,
she underwent treatment with antibiotics, bladder irrigation, and
indwelling urinary catheterization. She underwent cystoscopy 51
days after indwelling urinary catheterization. As no clear fistula
could be observed, we removed the bilateral ureteral stent and
discontinued the indwelling urinary catheterization. No vaginal
fluid outflow or relapse was observed after 6 months based on the
patient’s follow-up visits.

2.2. Case 2

A46-year-oldpatient (Patient2)with endometrial cancerunderwent
total abdominal hysterectomy bilateral salpingo-oophorectomy
(TAHBAO) and pelvic lymphadenectomy. Twenty-one days after
Table 2

Detailed information about the 3 cases.

Patient 1

Age (years) 32
Gynecological diagnosis Abnormal healing of abdominal

incision after cesarean delivery
Cause Cesarean delivery

Duration between surgery and
urinary fistula

7 days

Duration between urinary fistula
and detection

12 days after urinary fistula detection

Diagnosis tool Cystography

Treatment Antibiotics, bladder irrigation, and
indwelling urinary catheterization

2

surgery (11 days after chemotherapy hydration), she exhibited
involuntary urinary fluid outflow. Six days later, she underwent
cystoscopy, and a 3�4 mm-sized fistula, hyperemia, and edema
were observed at the posterior wall of the urinary bladder. She was
diagnosed as vesicovaginal fistula, and underwent indwelling
urinary catheterization. She did not show any obvious vaginal
fluid outflow 60 days after indwelling urinary catheterization, and
no relapsewasobservedafter indwellingurinary catheterizationwas
discontinued.
2.3. Case 3

A 49-year-old patient (Patient 3) with cervical cancer underwent
bilateral ureteral stent implantation under cystoscopy, extensive
TAHBAO, and pelvic lymphadenectomy. Ten days after surgery,
she exhibited involuntary urinary fluid outflow. The vaginal fluid
was tested, and the results are presented in Table 1. Following
cystoscopy, she was diagnosed as vesicovaginal fistula, although
the location of the fistula was unclear. After surgery, she
underwent indwelling urinary catheterization. Moreover, she
received bladder irrigation. She underwent cystosonography 28
days after indwelling urinary catheterization. As no obvious sinus
could be observed, we removed the bilateral ureteral stent and
terminated the indwelling urinary catheterization. No vaginal
fluid outflow could be observed after treatment. She was
continuously administered chemotherapy, but no relapse of
vaginal fluid outflowwas noted after 3 months based on patient’s
follow-up visits.
Detailed information regarding these cases can be observed in

Table 2. All the cases were recommended to improve their
nutritional intake and drink more water. Patient 1 had fever, but
none of the patients had any stomach pain.
3. Discussion

The bladder is a hollow organ located adjacent to the uterus,
rectum, and other important organs. Urinary fistulas are
abnormal tracts that develop at sites between the genital tract
and bladder. According to lesion severity, urinary fistulas can be
classified as simple urinary fistulas, complex urinary fistulas, and
extra-complex urinary fistulas. Simple urinary fistulas may
involve vesicouterine fistulas with a diameter of <3cm or
urethrovaginal fistulas with a diameter of <1cm. Complex
Patient 2 Patient 3

46 49
Endometrial cancer Cervical cancer

TAHBAO, pelvic Iymphadenectomy,
and T-C chemotherapy

Bilateral ureteral stent implantation
under cystoscopy, extensive
TAHBAO, pelvic Iymphadenectomy,
and T-C chemotherapy

21 days (11 days after chemotherapy
hydration)

10 days (2 days after chemotherapy
hydration)

6 days after urinary fistula detection During the hospital stay

Cystoscopy Cystoscopy and biochemical tests of
vaginal fluid

Indwelling urinary catheterization Indwelling urinary catheterization and
bladder irrigation
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urinary fistulas may involve vesicouterine fistulas with a diameter
of >3cm or urethrovaginal fistulas with a diameter of >1cm (or
with a distance of <0.5cm between the verge of the fistula and
ureteral opening). Other rare types of urinary fistulas are
classified as extra-complex urinary fistulas.[1] Vesicouterine
fistulas are the most common types of urinary fistula, and are
primarily located adjacent to the bladder neck, trigone of the
bladder, and lower portion of the bladder.[3]

The common etiologies for vesicouterine fistula include
surgical injury, obstetrical injury, radioactive damage, and
advanced malignant tumor violation.[4,5] With the continuous
recent improvements in obstetrics, cases of vesicouterine fistula
caused by obstetrical surgical have been decreasing. However,
injury during gynecological surgery has become the main reason
for vesicouterine fistula.[6] Doganov[7] et al found that urinary
fistulas are mainly caused after total hysterectomy and pelvic
lymphadenectomy. Patients 1 in the present study possibly
developed the bladder injury during a cesarean section. However,
it is also possible that avascular necrosis of the bladder may
have caused the bladder injury. In the other 2 cases, we believe
that urinary fistula developed due to pelvic adhesions, given the
large scope of the prior gynecological surgery in those cases.
The anatomical close location of the bladder and uterus were
also related.
In addition to the clinical manifestation of involuntary urine

outflow from the vagina, the diagnosis of urinary fistula requires
further examinations, including routine urine tests, biochemical
tests, cystoscopy, colposcopy, intravenous urography, and
retrograde urography. Moreover, the patient needs to undergo
the indigo carmine test to clarify the diagnosis of urinary fistula,
and determine the location.[1] Among the present cases, Patient 1
underwent cystosonography before treatment, while Patient 3
underwent cystosonography after treatment, and the findings
were useful for the clinical diagnosis, treatment decision and
prognosis evaluation.
Following the diagnosis of vesicouterine fistulas, most patients

undergo surgical treatment.[8] Surgical repair is the routine
treatment method for urinary fistula and has exhibited positive
curative effects. The surgery is usually performed 3 to 6 months
after the initial surgery, as this ensures sufficient time for recovery
of the inflammation and edema around the sinus. At this time, the
patients usually develop urine immersion eczema, and the
involuntary urine outflow is associated with impairment of the
patients’ daily routine and working activity. If conservative
treatment can achieve clinical recovery in these cases, the
secondary surgery can be avoided, and the discomfort caused by
involuntary urine outflow can be resolved at an early stage.
Research has shown that it is possible to achieve recovery
through treatment with a smooth drainage catheter, stronger
antibiotics, anticholinergic and antispasmodic drug use, and
other conservative treatment in patients with a small vesicou-
terine fistula.[8] Shi Qigang[9] et al recommended that certain
vesicouterine fistula patients with a fistula diameter of �0.5cm
can undergo conservative treatment with indwelling urinary
catheterization and antibiotics. Zhou Rong[10] et al reported 2
cases of vesicouterine fistula with a fistula diameter of 0.5cmwho
recovered 2 months after conservative treatment. The 3 cases in
the present study were believed to be caused by surgery. Based on
the patients’ condition, fistulas caused by surgery are easier to
recover, as compared to those resulting from avascular necrosis.
Patient 1 underwent cystosonography, and contrast could be
3

observed at the isthmus area of the anterior uterine wall. Her
sinus was 4mm in length and 5mm in width. Patient 2 and
Patient 3 underwent cystoscopy and exhibited fistulas with a size
of 4�5mm and 3�4mm; the diameters in those cases were both
<0.5cm. Patient 1 underwent cystoscopy, but no obvious fistula
was observed; however, edema and congestion could be noted. It
is considered that granulation tissue has already grown. All the
fistulas in the present report could be classified as simple urinary
fistula. Moreover, the 3 patients underwent indwelling urinary
catheterization to ensure that the bladder was empty and thus
decrease urinary stimulation to the fistula.Moreover, the patients
were recommended to improve their nutritional intake and drink
more water. Furthermore, the patients received bladder irrigation
to reduce the incidence of bladder inflammation. Following 2
months of involuntary urine outflow, the 3 patients exhibited no
obvious symptoms of urinary outflow and exhibited clinical
recovery. Among these patients, Patient 3 did not show any
obvious sinus on cystosonography. No relapse was observed
after 3 months based on the patient’s follow-up. The other 2
patients did not undergo cystosonography after treatment, and
showed no relapse.
We believe that vesicouterine fistulas that are simple and have a

diameter of <0.5cm can be treated conservatively. If the
condition does not resolve after 2 months, surgery should be
considered. However, reports of such instances are rare. In the
present report, we describe only 3 cases, which may not be
sufficient to prove that conservative treatment is effective for
urinary fistulas. Hence, a larger study with a longer follow-up
period would be useful.
Author contributions

Conceptualization: Fengyan Gong.
Data curation: Fengyan Gong.
Project administration: Jia Wang.
Supervision: Guifeng Jia.
Writing – original draft: Zhiwei He.
Writing – review & editing: Lifeng Cui.
References

[1] Shen K, Ma D, et al. Obstetrics and Gynecology. 3Beijing: People’s
Medicine Republic House; 2005. 383.

[2] Lei S, Xiaoyu F. The selection of treatment in female urine fistula patients
[J]. Chin J Pract Gynecol Obstetr 2013;29:494–5.

[3] Vyas N, Nandi PR, Mahmood M, et al. Bladder mucosal autografts for
repair of vesicovaginal fistula[J]. BJOG 2005;112:112–4.

[4] Li Y, Yang Y, Wei J, et al. Clinical analysis of 53 iatrogenic
vesicovvaginal fistula cases[J]. J Clin Urol 2015;30:322–4.

[5] Jiang C, Liang C, Shi H, et al. Experience in the treatment of bladder
vagina fistula (Added 13 Reports)[J]. J Clin Urol 2016;31:143–4.

[6] Tang Y, Zhang X, Liu L, et al. Clinical experince of 5 cases of
laparoscopic repairment of bladder vagina fistula[J]. J Central South
Univ (Med Ed) 2015;40:336–40.

[7] Doganov N, Dimitrov R. Surgical treatment of post hysterectomy
vesicovaglnal fistulas: our expedens of more decade[J]. Akush Ginekol
(Softia) 2007;46:47–51.

[8] Lan Z, Yu X, Hou M, et al. Research progress in the diagnosis and
treatment of bladder vagina fistula caused by gynecological surgery[J/
CD]. Chin J Clin Med 2016;12:475–8.

[9] Shi Q, Sun Y, Xiao Y, et al. Diagnosis and treatment of 42 cases of
vesicovagina fistula[J]. J Clin Exp Med 2009;94–5.

[10] Zhou R, Wang H, Wu H. Diagnosis and treatment of vesicovaginal
fistula[J]. J Clin Urol 2008;23:625–6.

http://www.md-journal.com

	Conservative treatment of patients with bladder genital tract fistula
	1 Introduction
	2 Case report
	2.1 Case 1
	2.2 Case 2
	2.3 Case 3

	3 Discussion
	Author contributions
	References


