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CASE REPORT

ABSTRACT

Vesicocutaneous fistula following inguinoscrotal 
hernia repair: a case report

Aninditho Dimas Kurniawan1, Dahril2*

Introduction: A vesicocutaneous fistula (VCF) represents an abnormal association between the bladder and the skin’s 
surface. VCF mostly present as a complication of the diseases and treatments. Maceration, difficulty in treating the infection, 
moisture-associated skin damage, malodor, inconveniences, and physical disability were the sign and symptoms of VCF 
besides the visible urine leakage. A vesicocutaneous fistula should be treated adequately when recognized due to it may 
give bothersome complaints, social effects, and a possibility of recurrence to the patients. Proper surgical interventions are 
imperative because VCF leads to life-threatening complications such as cancer and sepsis. In this case, we report a case of 
vesicocutaneous fistula following inguinoscrotal hernia surgical repair in a 63-years-old man in order to provide an overview 
of the management of patients in similar cases.
Case Description: A 63-years-old man with a history of strangulated hernia and underwent exploratory laparotomy and 
ileostomy two weeks ago. Intermittent small amounts of urine discharge from the left groin was developed eleven days 
after the operation. The vital sign was normal, with a physical examination revealed a wet postoperative wound at the left 
groin. Mild tenderness over the suprapubic area. The hematology tests were normal. Cystography with contrast revealed the 
contrast appears to fill the bladder, and there is neither extravasation of contrast from the bladder to the distal end of the 
fistulous tract. The result was confirmed as the multiple diverticles within vesica urinaria. Incision of VCF was performed, 
and the bladder was closed in two layers with 3-0 Chromic for the mucosa and running polyglycolic acid (vicryl) 2-0 for the 
muscular.
Conclusion: Laparotomy should be performed with care, and the surgeon must be aware of possible organ trauma. In our 
patient VCF was treated by suturing the fistula after drainage.
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INTRODUCTION
A vesicocutaneous fistula (VCF) represents 
an abnormal association between the 
bladder and the skin’s surface. Persistent 
leakage of urine can cause maceration, 
skin damage due to skin becoming moist, 
and patient inconveniences.1 Many 
etiologies cause VCF, but most commonly 
present as a complication results from 
radiation therapy, inflammatory bowel 
disease, cancer in the bowel after done the 
arthroplasty of the hip, congenital anal 
atresia, Crohn’s disease, diverticulitis, a 
trauma, giant calculus of the bladder.2–5 
Chronic inflammation-related urinary 
leakage considers as the leading cause of 
VCF or chronic infections that invaded 

the deep muscle tissue, leading to local 
muscle contracture, eroded the pelvic 
cavity, and then invaded the bladder.4 
Maceration, difficulty in treating the 
infection, moisture-associated skin 
damage, malodor, inconveniences, and 
physical disability were the sign and 
symptoms of VCF besides the visible 
urine leakage.6,7 In addition, untreated 
vesicocutaneous fistula causes persistent 
wetness and malodor. A vesicocutaneous 
fistula should be adequately treated 
when it is recognized, because it may 
give bothersome complaints, social 
effects to the patients, and a possibility of 
recurrence.8 Proper surgical interventions 
is imperative because VCF can cause 
deathly complications such as cancer 

and sepsis.9 In this case, we report a 
case of vesicocutaneous fistula following 
inguinoscrotal hernia surgical repair in 
63-year-old man in order to provide an 
overview of the management of patients in 
similar cases.

CASE PRESENTATION
A 63-years-old man was referred to the 
Zainoel Abidin Hospital intermediate 
emergency room due to the fluid 
discharge from the left groin since 3 days 
ago. Its location was at the site of previous 
operative wound. The fluid was suspected 
to be the urine. He had a medical past 
history of strangulated hernia and was 
performed laparotomy explorative and 
ileostomy 2 weeks ago. 
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Clinical examination revealed normal 
vital signs. The patient was fully conscious. 
Vital signs 120/70 mmHg, pulse 78x/min, 
respiration 21x/min, temperature 37oC, 
appears with slightly pale conjunctiva and 
sclera no jaundice. On the patient’s chest, 
the shape and motion are symmetrical, the 
right vesicular sound was the same as the 
left, there are no rhonchi, and there was 
no wheezing. The patient’s abdomen was 
normal. A physical examination revealed 
there was a wet postoperative wound at 
the left groin. (Figure 1).

Laboratory test results demonstrated 
Hb was 12.5g/dl, hematocrite was 
37%, white blood count was  9800/µL, 
thrombocyte was 741/µL, MCV was 76Fl, 

MCH was 26pg, ureum was 24mg/dL, 
blood creatinine was 0,90mg/dL.

Cystography with contrast was 
performed in Zainoel Abidin Hospital at 
03-03-2021. The contrast appears to fill 
the bladder, and there was extravasation 
of contrast from bladder to distal end of 
the fistulous tract. It showed that there 
were multiple additional shadows. The 
confirmation of the result was multiple 
diverticles within vesica urinaria. (Figure 
2).  

After cystography revealed 
extravasation of contrast from bladder 
to distal end of the fistulous tract with 
multiple diverticles within vesica urinaria, 
we had an attentive discussion about the 
treatment, and then we planned to perform 
the repair of fistula and vesica urinaria. 
The septic and aseptic were performed. 
The exploration of vesica urinaria was 

performed through infraumbilical 
incision. When it was undergoing, the 
fibrotic tissue was found around the lateral 
aspect of vesica urinaria. We also found the 
sticky vesicocutaneous fistula that adhered 
to the surrounding tissue yet could still be 
freed. (Figure 3).

In the final step, we performed the 
repair of vesica urinaria. The bladder is 
then closed in two layers with 3-0 Chromic 
for the mucosa and running polyglycolic 
acid (vicryl) 2-0 for the muscular. After 
the retroperitoneal drain was performed, 
the postoperative wound is covered 
by the gauze. Then, the operation was 
accomplished.

 
DISCUSSION
This case report focuses on a patient with 
a vesicocutaneous fistula which is a rare 
case.10 Specifically, the urine drained at the 
inferior tunnel of the midline abdominal 
wound post laparotomy. The diverticulum 
of the bladder might be caused by a 
congenital condition or secondary due to 
bladder outlet obstruction.11 Diverticulum 
of the bladder caused by congenital 
condition without the associated posterior 
urethral valve or a neurogenic bladder is 
rare. These kinds of diverticula are more 
extensive than those associated with 
secondary causes. These diverticula are 
caused by an inherent weakness in the 
bladder musculature.12 The most common 
causes of vesicocutaneous fistula apart 
from extensive trauma with pelvic fracture, 
after radiation for pelvic malignancies are 
surgeries such as radical hysterectomy, 
hip arthroplasty, other reported cases of 
anecdotal vesicocutaneous fistula due to 
inguinoscrotal hernia, antenatal bladder 
aspiration, and bladder instability, and 
actinomycosis.11

Radiographic imaging is the 
conventional method of identifying 
fistulas. Fluoroscopy can see only the 
lesions that have formed. Sonography 
can be used but its poor sensitivity, 
especially in identifying complexity, 
size, and multiplicity, is rarely used in 
the identification of a fistula.13 Another 
diagnostic tools such as intravenous 
urogram (IVU), voiding cystourethrogram 
(VCU), and cystoscopy possibly help us to 
make the diagnosis. Magnetic resonance 
imaging and computed tomography 

Figure 1.	 The postoperative wound at the 
left groin. Picture from patient in 
Dr. Zainoel Abidin Hospital, 03-
03-2021.

Figure 2. AP/Lateral Cystography. (A) AP view cystography without contrast, (B) AP view 
cystography with contrast, (C) Lateral view cystography with contrast. Picture from 
patient in Dr. Zainoel Abidin Hospital, 03-03-2021.

Figure 3.	 Intra-operative finding. Picture 
from patient in Dr. Zainoel Abidin 
Hospital, 03-03-2021.
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(CT) are currently imaging modalities 
for the initial evaluation of patients with 
suspected pelvic fistula.14 A more modern 
imaging form of magnetic resonance 
imaging (MRI) is one of the most sensitive 
methods for determining the exact 
location and complexity of the canal. This 
diagnostic tool has a sensitivity of over 90% 
and correlates well with surgical findings. 
CT multi-detector is an option for patients 
who cannot tolerate fluoroscopy or MRI.15 
As in our case, the best imaging modality 
is MRI, which identifies the exact location 
and with the surrounding tissue.

Although conservative management 
can be performed in asymptomatic 
patients with urachal remains, fistulectomy 
with primary bladder closure is a logical 
approach, especially for patients with 
recurrent infections.16  Excision of fistula 
ducts and interposition with myocutaneous 
flaps are ideal for large fistulas. A case 
report established that 13 patients had 
vesicocutaneous fistule after underwent 
a radiotherapy for cervical cancer. They 
decided to try vacuum-assisted closure 
therapy (VAC) therapy for the open 
wound with spinal anesthesia. After VAC, 
the surgical wound healed and was filled 
with granulation tissue.17 Another study 
states that 20 vesicocutaneous fistulae with 
varied etiology underwent the surgical 
procedure by incision the site of the fistule 
site. The patients were followed up every 3 
or 6 months according to the condition in 
the first year after surgery. Improvement of 
the patient’s condition existed.18 Another 
case report treats the patient VCF by using 
omental flap interposition. According to 
the CT cystogram revealed no leakage 
from the bladder, and and in line with 
the disappearance of patient complaints.8 
Another procedure can be done by using 
skin grafting to cover the fistula.9 Our 
limitation in this study were we did not 
explain patient progression, did not 
include re-evaluation after surgery.	

CONCLUSION
Laparotomy should be performed 
carefully, and the surgeon should be aware 
of the organ injury. Inadvertent trauma to 
the organ during laparotomy might cause 
severe complications. In our patient VCF 
was treated by suturing the fistula after 
drainage.

DISCLOSURE
Funding
No funding.

Ethical Approval
The study is exempt from ethical approval 
in our institution.

Conflict of Interest
There is no conflict of interest of this study.

Author Contributions
All of the authors contribute in article 
preparation.

REFERENCES
1. 	 Freeman JJ, Storto DLP, Berry-Cabán CS. 

Repair of a Vesicocutaneous Fistula Using 
Negative-Pressure Wound Therapy and 
Urinary Diversion via a Nephrostomy Tube. J 
Wound, Ostomy Cont Nurs. 2013;40(5):536–8. 
Available from: http://dx.doi.org/10.1097/
won.0b013e3182a46549

2. 	 Kobori Y, Shigehara K, Amano T, Takemae K. 
Vesicocutaneous fistula caused by giant bladder 
calculus. Urol Res. 2007;35(3):161–3. 

3. 	 Gallmetzer J, Gozzi C, Herms A. 
Vesicocutaneous fistula 23 years after 
hip arthroplasty. A case report. Urol Int. 
1999;62(3):180–2. 

4. 	 Wang J, Xu Y. Vesico-cutaneous fistula to the 
hip: a case report and review of the literature. J 
Postgrad Med. 2013;59(3):220–2. 

5. 	 Vadhwana B, Batura D. Vesicocutaneous fistula 
presenting 17 years post-radiotherapy for 
prostate cancer. Vol. 47, International urology 
and nephrology. Netherlands; 2015. p. 645–6. 

6. 	 Toufique H, Merani AJ. Vesicocutaneous fistula. 
J Pak Med Assoc. 2011;61(9):918–9. 

7. 	 Kim SW, Lee JN, Kim HT, Yoo ES. Management 
of a patient with vesicocutaneous fistula 
presenting 13 years after radiotherapy 
performed for cervical cancer. Turkish J Urol. 
2017/12/11. 2018;44(2):185–8. Available from: 
https://pubmed.ncbi.nlm.nih.gov/29511592

8. 	 Basatac C, Cicek MC. Vesicocutaneous fistula 
treatment by using omental flap interposition. 
Vol. 2015, Journal of surgical case reports. 2015. 

9. 	 Kim JS. Case report : Vesicocutaneous fistula. 
Can Fam Physician. 2001;47(10):788–9. 

10. 	 Tatar B, Erdemoğlu E, Soyupek S, Yalçın Y, 
Erdemoğlu E. Sezeryan sonrası ilginç nadir 
bir komplikasyon vezikokutanöz fistül: Olgu 
sunumu ve derleme. Turk Jinekoloji ve Obstet 
Dern Derg. 2016;13(1):46–9. 

11. 	 Kumar A, Pandove PK. Case Report 
Vesicocutaneous Fistula Presenting as 
Strangulated Inguinal Hernia – A Rare 
Complication of BPH in a Developing Country. 
Int J Basic Med Sci. 2013;3(September 2015):6. 

12. 	 Kishore TA, Bhat S, John PR. Vesicocutaneous 
Fistula Arising from a Bladder Diverticulum. 
Indian J Med Sci. 2005;59(6):265–7. 

13. 	 Adetiloye VA, Dare FO. Obstetric fistula: 
evaluation with ultrasonography. J Ultrasound 
Med. 2000;19(4):243–9. Available from: http://
dx.doi.org/10.7863/jum.2000.19.4.243

14. 	 Narayanan P, Nobbenhuis M, Reynolds KM, 
Sahdev A, Reznek RH, Rockall AG. Fistulas 
in Malignant Gynecologic Disease: Etiology, 
Imaging, and Management. RadioGraphics. 
2009;29(4):1073–83. Available from: http://
dx.doi.org/10.1148/rg.294085223

15. 	 Healy JC, Phillips RR, Reznek RH, Crawford 
RA, Armstrong P, Shepherd JH. The MR 
appearance of vaginal fistulas. Am J Roentgenol. 
1996;167(6):1487–9. Available from: http://
dx.doi.org/10.2214/ajr.167.6.8956582

16. 	 Naiditch JA, Radhakrishnan J, Chin AC. 
Current diagnosis and management of urachal 
remnants. J Pediatr Surg. 2013;48(10):2148–52. 
Available from: http://dx.doi.org/10.1016/j.
jpedsurg.2013.02.069

17. 	 Kim SW, Lee JN, Kim HT, Yoo ES. Management 
of a patient with vesicocutaneous fistula 
presenting 13 years after  radiotherapy 
performed for cervical cancer. Turkish J Urol. 
2018;44(2):185–8. 

18. 	 Ting CS-Y, Chang P-Y. Vesicocutaneous fistula: 
continent vesicostomy, an easier route for 
comfortable  clean intermittent catheterization. 
J Pediatr Urol. 2020;16(3):354.e1-354.e8. 

http://dx.doi.org/10.1097/won.0b013e3182a46549
http://dx.doi.org/10.1097/won.0b013e3182a46549
https://pubmed.ncbi.nlm.nih.gov/29511592%0D
http://dx.doi.org/10.7863/jum.2000.19.4.243%0D
http://dx.doi.org/10.7863/jum.2000.19.4.243%0D
http://dx.doi.org/10.1148/rg.294085223%0D
http://dx.doi.org/10.1148/rg.294085223%0D
http://dx.doi.org/10.2214/ajr.167.6.8956582%0D
http://dx.doi.org/10.2214/ajr.167.6.8956582%0D
http://dx.doi.org/10.1016/j.jpedsurg.2013.02.069%0D
http://dx.doi.org/10.1016/j.jpedsurg.2013.02.069%0D

