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Abstract— Extrapelvic endometriosis a is rare condition and 

most cases occur after gynecological or obstetrics procedure 

involving the uterus. Uterocutaneous fistula is a rarely reported 

clinical condition after uterine procedures. In this case report, 

endometriotic uterocutaneous fistula with lower uterine 

synechiae following complicated caesarean section was 

diagnosed simply with fistulogram in a 21year old Nigeria 

woman. She was managed by fistula tract excision, uterine wall 

repair, adhesiolysis with rail-roading, combined with medical 

treatment using gonadotropin-releasing hormone agonist to 

prevent recurrent fistula and preserve fertility. 

Index Terms— Caesarean section, Endometiotic 

uterocutaneous fistula, fistulogram, Uterine synechiae.  

 

I. INTRODUCTION 

Endometriosis is defined as the presence of functional 

endometrial tissue outside the uterine cavity 1. It is found on 

the ovary, posterior broad ligament, anterior and posterior 

cul-de-sacs, and uterosacral ligament; it is found less 

commonly on the fallopian tubes, bladder, colon, small bowel, 

and ureters. It has however been in the lungs, pericardium, 

caesarean scar and fistula2-5.  An endometriotic 

uterocutaneous fistula (abnormal communication between 

uterus and skin) and extra pelvis endometriosis is a rare 

condition complicating uterine surgery5, 6, and there are only 

a few reports of this, in the existing literature. The etiologies 

of uterocutaneous fistula are mostly iatrogenic, due to 

post-operative injuries, infection and inflammation5.  

Previous reports following cesarean section are associated 

with red degeneration of intramural fibroids, B-lynch sutures, 

multiple surgeries, insertion of drains or multi-associations 

7-12.  It has also been reported following criminal abortion6. 

Because of the rarity of uterocutaneous fistula, there is no 

available algorithm for diagnosis and management 13. 

Endometriotic infilteration of the abdominal wall scar 

following various obstetrical and gynecological procedures 

have been reported 2,3, though rare and diagnosis is frequently 

made after excision and histopathology of the  
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lesion3. However, endometriosis of an uterocutaneous fistula 

tract scar is extremely rare. We report a case of endometriotic 

post cesarean uterocutaneous fistula with uterine synechia 

that was successfully treated with excision of the fistulous 

tract from the skin, repair of the fistulous uterus, adhesiolysis 

and adjunct medical therapy with GNRH analogue.  

II. CASE REPORT 

A 21-year-old Nigerian (black African) married woman, para 

1 presented on the 1st of March 2019, which was two years 

after caesarean section in a private hospital with four months 

history of painful bloody discharge from a previous 

pfannenstiel scar. She had emergency lower segment 

caesarean section 2 years prior to presentation due to 

prolonged obstructed labor  and intrapartum eclampsia with 

the delivery of a live female neonate with severe birth 

asphyxia  with birth weight of 3.4 kg.The child was 

transferred to a tertiary hospital, where she was managed for 

4weeks before discharged. One week after, the cesarean 

section was complicated with abdominal wound breakdown 

and she was managed conservatively for 5 weeks on 

admission and was discharged home for daily wound dressing 

on outpatient basis for another 6 months. Two years 

afterward, she noticed a swelling on the the right side of the 

healed pfannenstiel scar, which subsequently breakdown and 

started discharging blood. This marked the onset of her first 

menstruation after her last delivery, bleeding was copious, 

cyclical associated severe dysmenorrhea and spotting per 

vaginam. She presented at the private hospital where the first 

surgery was done after onset of symptoms, where she was 

given medical treatment with antibiotics and analgesics. 

However, persistence of her symptoms prompted a second 

consultation at a general hospital, where she was sent for the 

investigation   and referral to our hospital on the 4th February 

2019.In the past, she had one complicated cesarean delivery 

as already described otherwise there was no history of other 

prior abdomino-pelvic surgery. She attained menarche at 15 

years and menstruates for 3-5 days in a regular 30-day cycle. 

She had no prior history of primary dysmenorrhea, 

dyspareunia, dysuria, or abnormal vaginal discharge. She was 

human immunodeficiency virus negative, had a single partner 

and had no history of sexually transmittable infections. She 

had no prior history or diagnosis of endometriosis. On 

physical examination, she was afebrile, not pale, had stable 

vital signs and a body mass index of 30.8 kg/m2s (weight 63 

kg, height 1.43m). A physical examination of her abdomen 
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(Fig.1) showed a localized tenderness at the abdominal scar, 

healed pfannenstiel scar with fistulous skin puckering at 

about 4cm to the right lateral edge, oozing blood and the 

speculum vaginal examination was grossly normal. Full 

blood count (PCV was 46%, WBC was 7.4 x109 /L, platelets 

239,000), urinalysis, hepatitis B surface antigen and Hepatitis 

C antibodies were normal. Ultrasound was suggestive of 

uterocutaneous fistula.  Fistulogram done on the 25th March 

2019. It’s revealed a connection between the uterus and the 

skin and also highlighted the endometrial cavity. She was 

counselled on the findings and options of management and 

placed on combined oral contraceptive pills. She however, 

declined surgery and defaulted for 5months. After which she 

presented on the 19th of July2019 and consented for surgery. 

She was co-managed with the general surgeon for the risk of 

bowel involvement. She had an exploratory laparotomy with 

fistula tract excision, lower uterine adhesiolysis and rail 

roading done on the 30th October 2019 with intra-operative 

findings of a dense, thickened fistulous adhesion band from 

the skin, rectus sheath, peritoneum and the anterior wall of 

uterus. Adhesion to the greater omentum with loops of small 

bowel, both fallopian tubes were buried into the fistulous 

band and the distal third of lower uterine wall was adhered to 

the bladder, anterior abdominal wall and normal ovaries 

(Figure 3). Incidental findings of the uterine synechia distal to 

the fistulous tract, for which blunt and sharp adhesiolysis and 

rail roading was done, silicon foley catheter inflated with 3ml 

of fluid was left in-situ as a stent to create a passage-way for 

the menstrum and  avert re-accumulation and repeat 

synechiae and uterocutaneous fistula.The estimated blood 

loss was 500 millilitres. The immediate postoperative 

conditions were satisfactory. She was placed on combined 

oral contraceptive pills once daily for three months and had 

intrauterine catheter removed after ten days at the outpatient 

clinic. Histology of the specimen removed revealed an 

unremarkable epidermis with densed collagenous dermis and 

numerous endometrial glands with adjacent endometrial 

stroma tissues which lacks atypia, features in keeping with 

endometriosis.  She was commenced on GHRH analogue, SC 

Zoladex 3.65mg for 6 months. At follow-up, the patient was 

satisfied with the repair and healing because she has had 

menstruation twice without the menstrual discharge at the 

well healed abdominal scar.  

III.    DISCUSSION 

Uterocutaneous fistula is an abnormal communication 

between the epithelial lining of the skin and the uterus. 

Uterocutaneous fistula is a rare condition, which had been 

documented following infection, inflammation, postpartum 

sepsis, invasive endometriosis and uterine procedures5. 

Endometriotic fistula in a patient with no previous 

endometriosis prior uterine procedures is extremely rare in 

literature, the first reported case was reported in Greece5 

about 17years ago in a woman with four previous caesarean 

section and two first trimester termination of pregnancy and 

use of drain in the last caesarean section. She was managed as 

case of scar endometriosis which is found in 0.4% of 

caesarean section, however the intraoperative findings of 

endometriotic uterocutaneous fistula was found5.  

Endometriosis is the presence of functional endothelial  

glandular and stroma tissue outside uterine cavity1,8. There 

are different sites of endometriosis, each sites with different 

theories explaining the probable cause, Rare sites of 

endometriosis include the brain, lung, umbilicus, caesarean 

scar, uterocutaneous fistula2-5,16. It’s a disease of many 

theories, retrograde flow of menstrum in patient with an 

outflow tract obstruction account  for the pelvic spread1, 

however in this case presented, there was lower uterine 

synechia, and possibly tubal blockage, prior history of 

prolonged obstructed labour which may be a nidus  for sepsis, 

she  had post- operative sepsis with protracted wound 

healing, all of these might have compromised the integrity of 

the uterine scar and predispose her to uterine wound scar 

dehiscence .She might have developed a sinus present in the 

caesarean scar site, following  wound sepsis. Since there were 

dense adhesions between the uterus and abdominal wall, the 

sinus on the wound in the abdominal wall got communicated 

with the uterine wound dehiscent site in the uterus leading to 

the formation of endometriotic uterocutaneous fistula. 

Paucity of data on this condition had negative impact on the 

availability of standard operating practice in diagnosis and 

treatment, different physician deploy different options of 

management that’s available and affordable for the 

betterment of patient’s care, Several diagnostic methods have 

been applied, trans abdominal ultrasound is the baseline used 

to detect any structural uterine abnormality, while the 

fistulogram that provides the highlight of the fistula is the 

first choice17, hystero-salpingo sonography with contrast 

material via cervical opening, hysterosalpingography (HSG), 

contrast enhanced Computed tomography, MRI and 

hysteroscopy used to visualize the uterine neck of the fistula 

had been reported18 . Most uterocutaneous fistulas originate 

from some type of infective process that disrupts the 

continuity of tissues involved. Once a fistula is diagnosed the 

basic principle in treatment is obliteration of opening of 

fistulous tract18. Uterocutaneous fistulas can be managed 

medically, but permanent cure remained surgical. 

Hysterectomy was initially employed to treat uterocutaneous 

fistula, however conservative surgical fistula tract excision 

alone or Gonadotrophin releasing hormone analogue alone19 

or with surgery and successful treatment outcome had been 

reported. 

Conservative surgical treatment associated with medical 

therapy can be an efficient procedure in women who desire 

subsequent pregnancy. This case report highlights the rare 

possibility of the endometriotic uterocutaneous fistula 

occurring in a woman following caesarean section 

complicated with post-operative sepsis. Making obstetric 

care available, affordable and presence of skilled birth 

attendance with appropriate surgical skills and good 

post-operative care in a parturient at risk are necessary to 

avert the on towards outcome that is distressing to the patient. 
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IV. FIGURES 

 

 

 Fig. 1: image of the anterior abdominal wall of the fistula 

prior surgical excision. Fistulous tract covered with blood. 

 

 

 
Fig. 2 : Fistulogram showing a (scout film above), b (left 

lower), &c (right lower):,  the left hydrosalphinx and right  

tube not delineated ,filling defects noted around the uterine 

fundus and the left upper fourth of the uterus and lower 

uterine segment.  

 

Fig. 3: Intraoperative findings with gloved fingers inserted 

into the two ends of the fistulous tract after dissection 
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