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Abstract

Vesicouterine fistula (VUF) is an extremely rare subtype of urogenital fistula, commonly associated with previous lower
segment caesarean section (LSCS). Migration of a foetus into the urinary bladder through a vesicouterine fistulous tract is
very rare.

A 34-year-old multigravida (G3P2) with two previous LSCS presented during pregnancy with haematuria, lower abdominal
heaviness, four months of amenorrhoea, and vaginal bleeding. She had a history of cyclical haematuria since her last caesar-
ean delivery 13 years ago but had never undergone any evaluation. Ultrasonography revealed a bulky uterus with placental
tissue and fluid but no visible foetus, suggesting incomplete abortion. During dilatation and evacuation, a closed cervical
os prompted further evaluation with transvaginal ultrasonography and cystoscopy, which demonstrated a dead 12-week
foetus, embryonic tissue, and umbilical cord fragments within the urinary bladder, which must have migrated through a 1.5
cm vesicouterine fistulous tract. Emergency laparoscopic surgery was performed with evacuation of foetal tissue from the
bladder, excision of the fistulous tract, bladder and uterine repair, and bilateral tubal ligation. The postoperative course was
uneventful, and the patient recovered completely following catheter removal on day 14. This case highlights an extremely
rare presentation of vesicouterine fistula with foetal migration into the bladder following a previous LSCS. This case is unique
due to its delayed symptom onset, the absence of continuous urinary leakage, and a diagnosis established primarily through
@ ultrasonography and cystoscopy. Laparoscopic repair was safe, effective, highlighting the importance of early recognition @
and definitive surgical management
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curettage, placenta percreta, pelvic irradiation, and pelvic
malignancies.*®

Introduction

Genitourinary fistulas are abnormal communications be-

tween the urinary bladder and the female genital tract,
resulting in significant physical, psychological, and social
morbidity. Vesicovaginal fistula is the most common type,
followed by ureterovaginal fistula, whereas vesicouterine
fistula (VUF) is a rare entity, accounting for approximately
1-4% of all urogenital fistulas.® The incidence of VUF has
increased with the rising rate of caesarean deliveries, with
more than 80% of cases occurring secondary to iatrogen-
ic bladder injury during lower-segment caesarean section.
Other less common aetiologies include obstructed labour,
uterine rupture, operative vaginal delivery, dilatation and

The clinical presentation of VUF varies with the size and location
of the fistulous tract. The classical presentation, known as
Youssef's syndrome, comprises cyclical haematuria (menouria),
amenorrhoea, and preserved urinary continence, although
patients may also present with urinary incontinence, recurrent
urinary tract infections, or delayed symptoms.® Diagnosis is
established with cystoscopy and cross-sectional imaging, and
surgical repair remains the definitive treatment, with minimally
invasive approaches yielding excellent outcomes.

We report a rare case of vesicouterine fistula following a

Corresponding author

“IDr. Parth Priyadarshi, MBBS- DGO, Shreeji Hospital, Khambhat, Gujarat. Email: payalvadher77@gmail.com, Mob: 9429181210

2MD Gynaecology, Harnish Hospital, Deesa

3Assistant Professor, Pharmacology Division Biomedical Sciences Department King Faisal University, Al hasa (Saudi Arabia)

28]

Volume 16, No. 02, * Apr-June 2026




Indian Obstetrics & Gynaecology

previous lower-segment caesarean section, presenting with
migration of a second-trimester foetus into the urinary
bladder through the fistulous tract, an exceptionally uncom-
mon complication.

Case report

A 34-year-old multiparous woman, G3P2L2, presented at 12
weeks of gestation for her first antenatal care (ANC) visit. She
had no current complaints, but on further history-taking, she
reported haematuria coinciding with her menstrual cycles
since her last caesarean section 13 years ago. Despite the
longstanding nature of this symptom, she had never sought
medical evaluation or treatment. Her previous obstetric his-
tory included two lower-segment caesarean sections (LSCS)
in 2009 and 2011.

At her second ANC visit, the patient presented with bleeding
per vaginum, blood in urine during micturition, heaviness in
the lower abdomen, and amenorrhoea for four months. On
general examination, she was afebrile, with stable vital signs.
Abdominal examination revealed a soft abdomen with mild
lower abdominal tenderness, and the previous LSCS scar
was noted. On per vaginal examination, the uterus appeared
bulky and tender, with no leakage or discharge.

Routine blood tests showed a normal haemoglobin level but
leukocytosis with a high total leukocyte count and neutro-
philia. A transabdominal ultrasound (TAS) showed a bulky
uterus with placenta and fluid, but no visible foetus, rais-
ing suspicion of an incomplete abortion. Based on these
findings, the patient was taken to the operating room for a
planned dilatation and evacuation (D&E). However, during
the procedure, the cervical os was found to be closed upon
insertion of the dilators. This prompted an immediate trans-
vaginal ultrasound (TVS), which revealed a foetus in either
the abdominal cavity or the urinary bladder, surrounded by
blood. A ruptured uterine scar or vesicouterine fistula was
suspected (Figure 1).

To further investigate, a cystoscopy was performed, which
confirmed the presence of a dead foetus, an embryonic ves-
icle, and fragments of the umbilical cord within the urinary
bladder. A fistulous opening approximately 1.5 cm in size
was identified on the posterosuperior wall of the bladder. A
definitive diagnosis of utero-vesical fistula with foetus in the
urinary bladder was established (Figure 2).

The patient was immediately shifted to the operating room
for emergency laparoscopic surgery. During the procedure,
the bladder was opened, and the autolyzed body of the dead
foetus, along with the foetal membranes, was evacuated
from the bladder cavity (Figure 3).

When a D&E was attempted again, the placenta was found
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Figure 1. TVS : Ultrasound scan showing the fistulous tract
between urinary bladder and uterus.

Figure 2. Cystoscopy: Dead foetus in the uterine cavity and
mouth of fistula.

to be exiting the bladder, confirming placental involvement.
The abdominal cavity was otherwise clean, with no active
intra-abdominal bleeding. Dense adhesions were observed
between the bladder, uterus, and parietal peritoneum. The
uterus measured approximately 12x8 cm, appeared pale

Figure 3. The stage of foetus removal from bladder cavity -
The dead foetus
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pink, soft in consistency, and had a smooth outer surface.
Uterine mobility was reduced due to adhesions.

Using a bipolar shearer, the bladder was carefully dissected
circumferentially around the fistulous tract (Figure 4).
Special care was taken to preserve the lower ends of both
ureters. The bladder was repaired in two layers with Vicryl
2-0 sutures, and the uterine rent was closed with Vicryl No.
1 sutures. A Foley catheter and an abdominal drain were
placed.

Figure 4. Intra-operative image - The separation of the blad-
der from fistulous tract

At the patient’s and her husband’s informed and documented
request, bilateral tubal ligation was also performed. The
postoperative course was uneventful. The patient was
discharged on the third postoperative day. The Foley catheter
was removed 14 days after surgery, with satisfactory recovery
and no further complaints.

Discussion

Every minute, a woman dies from pregnancy- or childbirth-
related complications, and for every maternal death, 20-30
women survive but experience significant morbidity, including
obstetric fistula.” Vesicouterine fistula (VUF) is a rare type of
obstetric fistula, but its incidence is increasing globally due to
the rising number of caesarean sections. Repeat caesarean
deliveries have been associated with bladder scarring and
devitalization because they can damage the vascular network
at the base of the bladder.”® Fistulas may form immediately
after a caesarean section, present during the late puerperium,
or arise after multiple surgical interventions. The bladder may
be injured during caesarean delivery due to direct trauma,
inadequate downward mobilization, or incorrect suturing
techniques.>*3 Delayed VUF formation can also result from
infection, devascularization, clamping, or haematoma of the
urinary bladder.}* In some cases, the bladder adheres tightly
to the uterus post-cesarean, and during labour this can place

30}

severe strain on a thinned lower uterine segment, increasing
the risk of fistula formation. >

Diagnosis of VUF primarily relies on cystoscopy, although
imaging modalities such as cystography, hysterography,
ultrasound, helical CT, and MRI are also valuable for
identifying the fistulous tract. Management of VUF includes
both conservative and surgical approaches.

Initially, patients are managed conservatively with conti-
nuous bladder drainage via an indwelling Foley catheter.
Reassessment occurs every two weeks, and surgical repair is
typically planned within 6-12 weeks, once tissues are suitable
for intervention. Conservative management is appropriate
only for simple fistulas measuring less than 1 cm that are
detected within seven days after surgery, in the absence of
malignancy or radiation exposure, and with bladder drainage
maintained for at least four weeks. However, persistent,
large, or complex fistulas require surgical repair.

Although VUFs have been documented in pregnancy,
reports of embryonic or foetal migration into the bladder
are exceedingly rare. Guruvare et al. described a patient
who presented 18 months after a lower segment cesarean
section (LSCS) with haematuria and passage of fleshy clots.**
Ultrasound revealed an echogenic bladder mass, later
confirmed histologically to be composed of embryonic tissue.
The patient did not experience menouria, possibly due to
lactational amenorrhoea at the time of fistula formation. In
contrast, our case involved migration of a well-developed
12-week fetus into the bladder, as confirmed by cystoscopy.
Banale et al. were the first to report foetal development
within the bladder.?? Their patient, with a history of two
caesarean deliveries, presented with abdominal pain and
macrohaematuria after a 17-week abortion. Ultrasound
revealed a foetus within the bladder cavity, and cystoscopy
showed a 2.0 cm fistula on the posterior bladder wall. The
presumed mechanism involved uterine wall perforation
during cervical dilation or uterine curettage, allowing foetal
migration. Similarly, Gupta et al. described a case of amniotic
sac prolapse through a VUF at 22 weeks of gestation in a
patient with two prior caesarean sections, presenting with
severe discomfort and urinary difficulties.”® Examination
revealed the amniotic sac protruding through the urethra,
which could be repositioned manually or with Trendelenburg
positioning. Both caesarean delivery and fistula repair were
performed.

Our clinical case presents several unique features. Notably,
the patient exhibited a delayed onset of symptoms after her
last caesarean section, with the primary complaint being
frank haematuria rather than the typical symptom of vaginal
urinary leakage, which usually emerges after Foley catheter
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removal. Unlike Banale’s report, in which foetal migration
followed a recent abortion, our case involved migration of a
12-week foetus through a chronic fistulous tract measuring
approximately 1.5 cm. The increasing size of the fistula likely
paralleled uterine growth, facilitating foetal passage into the
bladder. Although the precise timing of migration could not
be determined, morphological features suggested that foetal
death preceded the migration.

Post-migration, fistula size appeared to decrease significantly.
Importantly, the patient had previously undergone two
caesarean sections and had an uneventful 11-week
pregnancy before symptom onset. Given the patient’s age
and preference, we opted for a non—organ-sparing surgical
approach. The fistulous tract was excised, and the bladder
defect was closed with a continuous suture technique, which
we consider optimal for managing VUFs.

We used a laparoscopic abdominal approach, which offers
several advantages: minimal blood loss, low postoperative
morbidity, shorter operative and recovery times, reduced risk
of infection and complications, less postoperative pain, and
minimal scarring. In our case, diagnosis was confirmed with
ultrasound, avoiding the need for invasive contrast-based
radiographic studies and thereby eliminating the risk of allergic
or nephrotoxic reactions associated with contrast media.

Conclusion

This case report highlights a rare presentation of
vesicouterine fistula, involving foetal migration into the
bladder via a chronic tract. Unique aspects include delayed
symptom onset and absence of typical urinary leakage.
Diagnosis was efficiently achieved with ultrasound alone.
Laparoscopic repair proved effective and minimally invasive.
Surgical excision remains the definitive treatment.
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Editor's Comment

This case report highlights an exceedingly rare complication
of repeat caesarean sections: the migration of a 12-week
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foetus into the wurinary bladder through a chronic
vesicouterine fistula. The case is particularly notable for its
atypical presentation—manifesting as cyclic haematuria
rather than typical urinary leakage—and its efficient diagnosis
using non-invasive ultrasound. By successfully utilizing a
minimally invasive laparoscopic approach to evacuate the
foetal tissue and repair the complex tract, this manuscript
provides invaluable clinical and operative insights, reminding
surgeons to maintain a high index of suspicion when treating
multiparous patients with unusual urogenital symptoms.
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