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Abstract

Uterocutaneous fistula is a rare complication of uterine surgery that may be treated either by
hysterectomy or excision of fistulous tract successfully. A case of a multigravida is presented who
developed uterocutaneous fistula after repeated caesarean sections. She was dignosed clinically and
was treated successfully by hysterectomy.
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drainage of clear watery fluid through a hole above

Introduction the previous caesarean section scar.( Figure 1)

Fistula is defined as an abnormal communication
between two epithelial surfaces lined by granulation
tissue. Commonly known fistulas are those involving
urinary tract and genital tract. Surgeons and
gynaecologists are familiar with vesicovaginal,
ureterovaginal and rectovaginal fistulae. These
results from injuries sustained during child birth and
various surgical procedures or may be radiation
induced. Fistulous communication of fallopian tube

with perineum and appendix has been reported but

uterocutaneous fistula is a rarity.

. . Figure 1. Fistula opening just above the previous scar.
A rare case is reported below with uterocutaneous 9 pening | P

fistula having developed after caesarean section. Her last child was 2% vyears old delivered by
Case Report caesarean section. There was history of post
A patient 29 years old, GsP,, with previous 4 C- operative wound infection, which continued for 2
sections was admitted in emergency department of months. After that there was a sinus formation above

Al-lhsan hospital in Rawalpindi on 10" Oct 2009 at the scar from where there used to be cyclical

26 weeks of gestation with presenting complaint of bleeding during the menses. Present pregnancy
continued normally with no discharge or bleeding
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from the sinus, till the day of presentation when she
developed profuse watery discharge from the sinus
not associated with pain.

Her general examination

physical was

unremarkable. Abdominal examination revealed
suprapubic transverse scar of previous CS. There
was a 1x1 cm hole present above the previous scar
with induration and discolouration of skin all around,
draining clear fluid through it.

On vaginal examination Bischop was zero with no
leakage of liquor. Ultasound of the abdomen showed
single alive foetus with oblique lie, absent liquor with
posterior upper segment placenta. Patient was
clinically diagnosed as a case of uterocutaneous
fistula with premature rupture of membranes. She
was given intravenous 01G Rociphen, 80 mgs
gentamycin and 500mgs metronidazole along with
Dexamethasone cover for fetal lung maturity.
Exploratory laparotomy was done on 11™ Oct 2009
after taking informed consent for hysterectomy.
Abdomen was opened at the site of previous scar.
There was a gap of approx. 2.5x1 cm in the rectus
sheath through which amniotic membranes were

extruding (Figure 2).

Figure 2. Baby parts just below the rectus sheath
As the incision in the rectus sheath was extended baby’s
arm came out of the uterus.

175

As the incision in the rectus sheath was extended,

baby's arms came out of the uterus.

Figure 3. Baby parts protuding through the rectus sheath

Baby was extracted out as breech followed by
complete expulsion of placenta and membranes.
(figure 3) .Edges of anterior uterine wall defect was
found adherent to the rectus sheath. Pockets of pus
were found around the neighboring tissues. Repair
of anterior uterine wall was not possible so subtotal
hysterectomy was carried out. Both ovaries and
tubes were found healthy so ovaries were
conserved. Rectus sheath and muscles were
reconstructed. There was no bladder or bowel injury.
Abdomen closed in layers after inserting drain in the
abdominal cavity. Male baby of 1 kg was shifted to
Rawalpindi General Hospital for neonatal care.
She had

good and uneventful postoperative recovery. Drain

Unfortunately baby expired after 24 hrs.

was removed on second post operative day,and she
was discharged on 5" day. Her stitches were
removed on 9" day after surgery. The wound was
found healthy( figure 4) . Histopathology of uterus

revealed no abnormal finding.
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Figure 4 post hysterectomy scar

Discussion

Uterocutaneous fistula is a rare condition that may
be difficult to manage.? Common causes of fistula
are trauma, infectious process which disrupts normal
continuity of tissue.® Classical caesarean section is
also responsible for development of these fistulas.*
Fistula developed after classical C-section has
decreased due to decrease in rate of classical C-
section.” The traditional method of identifying the
fistulous tract is by methylene blue.®

Another case was reported by Dr. S Gupta et. al. in
1993 at institute of medical sciences Banaras Hindu
University India. This fistula developed following
septic miscarriage using laminaria tents. Patient had
pain, swelling and persistently discharging sinus in
right flank for 10 months. Methylene blue and
fistulagram was used for making diagnosis.
Exploratory laparotomy revealed fistulous opening
anteriorly at the isthmus of uterus with uterine
perforation. Fistulous tract was excised and
abdominal hysterectomy was done.

Another case reported by Reena Yadav et al,
obstetrics and
2006.

after

presented in

gynecology
Development  of

department of
Jipmer,  Pondicherry in

uterocutaneous fistula
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laparoscopy and laparotomy for para ovarian cyst.
Patient had symptoms of bloody discharge from
wound during menses. Diagnosis was by injection of
methylene blue through the cervix.

In our case there was history of wound infection after
caesarean section leading to the development of
sinus in the wound. Due to repeated surgeries
anterior abdominal wall was deficient and anterior
uterine wall was directly adherent to it which led to
the development of fistula. Such complications can
be prevented by using proper suture material and

proper surgical technique to prevent tissue ischemia.
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Just observe the extruded arm and hand of the foetus

(in-utero) and compare its similarity to the foetal arm

and fingers in the pictures of pictorial series, but the

circumstances and end results were so different!
KAK Akhtar
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