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Uterocutaneous Fistula and its Repair
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ABSTRACT
A uterocutaneous fistula is a rare condition with a few reports in the literature. A 29-year female presented to our department
with infected discharge at her previous Pfannenstiel incision. She was P3+1 with her last hysterotomy 16 months back due to
previous two cesarean sections and missed miscarriage at 24 weeks of gestational amenorrhea. Over a period of time, she
developed a fistulous tract between uterus and anterior abdominal wall and had pussy discharge from the same. MRI showed a
fistulous tract extending from the endometrial cavity till  the anterior abdominal wall.  Her laparotomy was done. The fistulous
tract was removed and uterus was repaired successfully.
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INTRODUCTION

Uterine fistulae are mostly formed between the uterus and the
bladder or bowel.1-3 A uterocutaneous fistula is a rare condition,
and there are only a few reports in this regard in the published
literature.4 Due to its uncommon presentation, optimal treat-
ment  of  uterocutaneous  fistula,  is  challenging.5  Herein,  one
such case which occurred following emergency hysterotomy for
missed  abortion  in  a  patient  with  previous  two  cesarean
sections is reported.

CASE REPORT

A 29-year female presented to our department with infected
discharge at her previous Pfannenstiel incision. Our patient was
P3+1 with her last hysterotomy 16 months back due to previous 2
cesarean sections and missed miscarriage at 24 weeks of gesta-
tional  amenorrhea  at  some  private  clinic.  The  patient  was
discharged on her second postoperative day. She developed
low-grade fever 6 days after surgery. Her wound was clean, but
she was unable to lie left laterally because of severe pain in her
stitch line. One month after surgery, she developed sudden
onset, tender swelling on the left side of her stitch line. The
patient went to some private hospital, where I/V antibiotics for 5
days were given. Incision and drainage of abscess were done.
Her daily wound wash and wound dressing were done for 4
months. The wound did not heal, superficial re-exploration was
also done afterwards
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Patient continued to develop blood- stained pussy discharge
from the middle of her stitch line and multiple times debride-
ment was done. Her wound was closed by secondary intention
after 6 months. Her wound gaped again 2 months later with
oozing of blood from the same point on the third day of her
menstruation. Patient then presented to our hospital.

In hospital, her detailed history was taken. On examination, her
vitals were: pulse, 82 beats/min, respiratory rate, 16 breath-
s/min, temperature, 98.6oF and blood pressure, 110/70 mmHg.
Abdomen was soft and non-tender. A 1-2 cm opening in middle
of the stitch line with mild amount of pussy discharge oozing
from wound was seen (Figure 1).

Figure 1: Fistulous tract opening in the middle of abdominal scar.

All relevant laboratory investigations were normal. Her ultra-
sound abdomen was also done followed by MRI scan, which
showed fistulous tract extending from endometrial cavity till
the anterior abdominal wall (Figure 2).   

After a complete work-up, laparotomy was planned for explora-
tion  and  fistula  repair.  The  fistulous  tract  was  identified  by
passing a probe through fistulous opening in Pfannenstiel scar
(Figure 3). Abdomen was opened by subumbilical midline inci-
sion. Pockets of whitish caseous material were found around
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fistulous tract. Fistulous tract was dissected uptil uterus and
removed.  It  was  also  dissected  in  the  wall  of  uterus  up  to
endometrial cavity. Omental patch was placed over the uterus
to prevent recurrence.

The fistulous tract was sent for histopathology and staining to
rule out tuberculosis. Histopathology showed necrotizing granu-
lation  tissue.  ZN  staining  could  not  rule  out  tuberculosis.
Keeping in view, this report and her long history of fever on and
off, along with loss of weight and appetite, a multidisciplinary
team discussed the case. The patient was kept on close follow-
up for  six weeks.  Her wound was healthy,  and the pain got
settled.

Figure  2:  MRI  showing  fistulous  tract  from uterinecavity  to  anterior
abdominal wall.

Figure  3:  Fistulous  tract  exploration.  Probe showing communication
between uterus and skin i.e. uterocutaneous fistula.

DISCUSSION
The pathophysiology of uterocutaneous fistula is not fully unders-
tood. It can be caused by multiple surgeries in the abdomen, use
of drains, and incomplete closure of incisions.5  Infections and
other inflammatory processes may be causative in some cases.
Similarly, radiation therapy or traumas to the uterine wall during
curettage can also cause fistula formation.3 This patient devel-
oped uterocutaneous fistula following an emergency hystero-
tomy;  an  alternative  name  for  cesarean  section  performed
before the age of viability, similar to that reported by Venteka et
al,2 Ghodratollah et al4 and Dragoumis et al.6

This patient reported about 16 months after surgery, while the
average time of presentation varies from 02 months to 06 years
after the previous surgery.7-9 Uterocutaneous fistula is usually

diagnosed  clinically.  Patient  presents  mostly  with  cyclical
bleeding  with  menstruation  from  previous  scar  on  lower
abdomen,  pussy  or  serosanguinous  discharge.  This  patient
presented with bleeding from the wound site during menstrua-
tion, similar to that reported by Jinan et.al.10

Injecting methylene blue through the cervix can help in making a
diagnosis in ambiguous cases with patent fistulous tract.10 Radio-
graphic studies like MRI5 and CT4 with contrast are useful modali-
ties for defining anatomical planes in pelvis. Fistulography4,5 and
hysterosalpingography7 can also be used, while Thubert et al.
considered hysteroscopy more helpful  as  a  direct  visualizing
tool.5 We used MRI for making diagnosis.

Owing to rarity of uterocutaneous fistula, a definitive treatment
has yet to be defined. Both medical and surgical modalities can
be  used.  In  medical  treatment,  Gonadotrophin  releasing
hormone  (GnRH)  agonists  can  be  used  to  induce  atrophic
changes in epithelium and help in closure of fistulous tract. Surg-
ical treatment varies from excision of fistulous tract to minimally
invasive  laparoscopic  surgery,  to  hysterectomy.  Follow-up  is
recommended.4,5,10,11 We excised the fistulous tract completely
and the omental patch was used to avoid its recurrence.

Although  uterocutaneous  fistula  is  rare,  it  can  occur  after
cesarean section, abortion, abscess, malignancy, foreign body
or use of non-absorbable suturing material on the uterus. In case
of any such suspicion, proper workup, with probing of fistulous
tract and timely treatment is required.
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