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Iatrogenic Enterovesical Fistula
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Abstract

Background: Enterovesical fistula is an abnormal communication between the
gastrointestinal tract and urinary bladder. It can be due to varied etiologies including
benign, malignant, trauma or iatrogenic. Cross-sectional imaging is an excellent method
for detection, type, location, and etiology of fistula. Case Report: We hereby present
a rare case of iatrogenic ileo-vesical fistula in a middle aged female after cystoscopic
removal of urinary bladder calculus in untrained hands. Conclusion: Radiologists should
be aware of this entity and keep iatrogenic injury as a possible cause of the fistula in
presence of previous surgical history and if no other underlying obvious cause is present.
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Introduction

which was negative for any radio-opaque shadow.
Further CT urography [Fig.2,3] with intravenous
iodine contrast showed air within the bladder and
abnormal close approximation between small bowel
loop and bladder with indistinct intervening fat
plane and focal adjoining bladder wall thickening.
No retrograde passage of excreted contrast from the
bladder into bowel loops was seen. On persistent
inquiry, the patient gave a history of previous
cystoscopic removal of urinary bladder calculus
by a surgeon. Diagnostic cystoscopy confirmed

Entero-vesical fistula is an abnormal communication between small bowel loops and urinary
bladder [1]. They present with suprapubic pain,
recurrent polymicrobial urinary tract infections,
pneumaturia or fecaluria. Cross-sectional imaging
is an excellent method for detection, type, location,
and etiology of fistula. We present here a case of
iatrogenic ileo-vesical fistula after cystoscopic
removal of urinary bladder calculus.

Case Report
A middle-aged female presented with complaints
of suprapubic pain, dysuria and fecaluria for 5-6
months. On examination, the vitals of the patient
were stable. Systemic and abdominal examinations
were within normal limits except for mild
tenderness in the supra-pubic region. Furthermore,
routine blood investigations were normal, however,
urine routine and microscopy revealed sediments
with mild infection. Ultrasound (USG) abdomen
[Fig.1] showed multiple intra-luminal echogenic
floating particles without posterior shadowing in
the urinary bladder. X-ray KUB was also advised

Fig.1: Transabdominal USG: floating echogenic intraluminal
particles in urinary bladder.
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the presence of a small opening in the urinary
bladder wall with intra-luminal fecal matters.
This corroborated the possibility of enterovesical
fistula, most likely due to injury during previous
cystoscopic removal of urinary bladder calculus.
The patient was advised surgery which she refused
and preferred conservative management.

Discussion
Enterovesical fistula is an abnormal communication
between the gastrointestinal tract and urinary
bladder. Various etiologies of these fistulas include
inflammatory bowel disease, advanced intestinal or
urinary malignancies, radiotherapy, pelvic surgery,
trauma or iatrogenic injuries [2-5]. Depending on
the bowel segment involved, enterovesical fistula
can be divided into ileo-vesical, appendico-vesical,
colo-vesical or recto-vesical [4,5]. Ileovesical
fistulas are most commonly a complication of
Crohn's disease. Colovesical fistula is commonly
seen in the setting of diverticular disease or colon
cancer [5] while rectovesical fistula is usually due
to trauma or neoplasm [1-3].

Fig.2: CT urography sagittal view showing communication
between ileal loop and urinary bladder with adjoining
urinary bladder wall thickening.

Clinical manifestations of entrovesical
fistula include fecaluria, pneumaturia, recurrent
UTIs, abdominal pain and malodourous urine [5].
Diagnostic workup includes poppy seed or charcoal
test, cystography, barium studies, ultrasonography,
and various cross-sectional imaging. Poppy seed
[5,6] or charcoal test involves the detection of
orally consumed poppy seeds or charcoal (which
remain undigested in gastrointestinal tract) in a
centrifuged sample of urine. However, it does not
provide any information regarding the location or
etiology of the fistula [5].

Fig.3: CT urography axial view showing air within the
urinary bladder.

bowel lumen and the urinary bladder, after
abdominal compression [5,7]. Trans-rectal and
trans-vaginal ultrasonography can increase the
chances of detection of fistula. However, it is
highly dependent on the experience of the operator.
Plain abdominal X-ray and barium studies
are usually inconclusive [5]. However, rarely
barium studies can demonstrate the fistulous tract
and also can reveal associated bowel pathology
like in the case of inflammatory bowel disease
or bowel malignancy. After barium GI study,
barium can also be detected by radiography of a
centrifuged sample of urine. Cystography can give

Trans-abdominal ultrasonography can
show floating intra-luminal debris (fecal particles)
in the urinary bladder and abnormal approximation
between a bowel loop and urinary bladder
with indistinct intervening wall separation.
Ultrasonography can sometimes reveal an
echogenic “beak sign” connecting the peristaltic
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direct or indirect evidence of enterovesical fistula
like the direct visualization of the fistulous tract or
indirectly by contrast opacification of bowel loops.
Cross-sectional imaging (CT/ MRI) is the modality
of choice as it can demonstrate the location and
etiology of fistulous tract and also the extent of
underlying disease [5,8]. Findings suggestive of
an abnormal communication between bowel and
urinary bladder are air within the bladder (with
no prior history of bladder instrumentation or
active urinary tract infection with a gas-forming
organism), oral contrast medium within the
bladder (in non IV contrast-enhanced scans) or
focal eccentric bowel wall thickening [8]. MRI
having excellent soft-tissue resolution can exactly
delineate the fistulous tract and its complexity
whether single or multiple tracts without the need
of intra-luminal contrast. It is the investigation of
choice for colo-vesical fistula with high specificity
and sensitivity reaching up to 100 percent [5,9,10].
Cystoscopy can help in direct visualization of the
fistulous opening. However, the detection rate is
low and mostly non-specific finding of fistula like
wall edema is seen [11]. Colonoscopy can be done
in cases of colo-vesical fistula for assessment of
underlying colonic pathology with tissue sampling.
However, these procedures are invasive.

be well acquainted with the radiological findings
and should be able to correlate the findings with
the symptomatology of the patient for making the
correct diagnosis.
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Management can be conservative or
surgical depending on the symptoms of the patient
and underlying disease. Conservative treatment
includes bowel rest, total parenteral nutrition and
antibiotics for UTIs and medication to suppress
the activity of the underlying disease. Surgical
management can be endoscopic, laparoscopic or
open depending upon the complexity of fistula,
part of bowel involved and underlying pathology
[5].

Conclusion
Entero-vesical fistula can be a complication of
diagnostic or therapeutic cystoscopy in untrained
hands. Cross-sectional imaging like CT and MRI
are the investigation of choice. Radiologists must
14
© 2020 Journal of Case Reports

Volume 10, No.1, January-March 2020

