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A Case Report
Nikhil Ranjan, Ahsan Ahmed, Kumar Rohit, Mahendra Singh, Rajesh Tiwary, Vijoy Kumar
Indira Gandhi Institute of Medical Sciences, Sheikhpura, Patna Bihar, India 800014
Submitted May 4, 2013 - Accepted for Publication September 27, 2013

Abstract
A colovesical fistula is the most common type of fistula associated with diverticular disease of the colon. Diverticular
disease accounts for 65-75% of vesicoenteric fistulae. We present a case of a 56-year-old male who presented
with pneumaturia and fecaluria, and was found to have colovesical fistulae. A micturating cytourethrogram and
CECT scan of the abdomen confirmed the diagnosis. Primary repair of the bladder with excision of fistulae and
resection anastomosis of the colon was done in a single stage. At the 6-month follow-up, the patient was doing
well and was symptom free.

introduction
A 56-year-old male presented to us with a history of dysuria,
fecaluria, and pneumaturia for 3 weeks. There was no history
of lower urinary tract symptoms, hematuria, hematochezia,
abdominal pain, or weight loss. There were no associated
illnesses. On physical examination, the abdomen was soft
and nontender. The digital rectal examination revealed no
abnormality. The blood examination revealed leukocytosis.
A micturating cytourethrogram revealed a colovesical fistula
and a contrast-enhanced computed tomography (CECT) of the
abdomen revealed the fistula tract between the sigmoid colon
and bladder. Cystoscopy revealed inflamed bladder mucosa in
the left lateral wall; however, no definite fistula opening could
be identified. Sigmoidoscopy revealed multiple diverticulae in
the sigmoid colon along with an inflamed indurated opening
of the fistula. The patient was put on intravenous antibiotics
for 10 days and a leucocyte count was repeated. The leucocyte
count was normal. The patient was planned for an elective
laparotomy. General anesthesia with endotracheal intubation
was administered and the abdomen opened via midline incision.
The sigmoid colon was found adhered to the left lateral wall
of the bladder along with a fistulous communication. Excision
of the fistula tract, cystotomy, and resection of the involved

sigmoid colon was done. The bladder was closed in 2 layers
and end-to-end anastomosis of the sigmoid colon was done.
An omental flap was interposed between the bladder and the
bowel. The patient recovered well in the postoperative period.
At the 6-month follow-up, the patient was doing well with no
symptoms. A CECT of the abdomen revealed no evidence of
recurrence of fistulae.

DISCUSSION
Colovesical fistulae occur most commonly in the setting
of diverticulitis (65-75% of cases) [1]. Other causes include
Crohn disease, malignancy, infection, trauma, foreign bodies,
and radiation [2]. The peak incidence of colovesical fistulae
is between 65 to 75 years of age. Approximately 2% of
patients with diverticulitis may experience a colovesical fistula.
Symptoms of vesicoenteric fistulae may originate from the
urinary or gastrointestinal tract; however, in general, lower
urinary tract symptoms are more common at presentation
[3]. Lower urinary tract symptoms include pneumaturia,
frequency, urgency, suprapubic pain, recurrent urinary tract
infection, and hematuria. Pneumaturia is considered the most
common presenting symptom noted in 50 to 70% of cases.
Gastrointestinal symptoms may include fecaluria and tenesmus.
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Case report
The classic presentation of vesicoenteric fistulae is described as
Gouverneur syndrome and consists of suprapubic pain, urinary
frequency, dysuria, and tenesmus. Recurrent UTIs or cystitis
refractory to antibiotic therapy may suggest a colovesical fistula
[4]. Cystoscopy, CECT of the abdomen, and radiographic studies
can all independently diagnose fistulae [5,6].

Figure 1. A micturating cysto-urethrogram (MCU)
showing a colovesical fistula.

Cystoscopy has the highest diagnostic yield and some
abnormality is noted in greater than 90% of patients. The
findings on cystoscopy are often nonspecific and include
localized erythema and papillary or bullous change. Cystoscopy
in our case showed inflamed bladder mucosa in the left
lateral wall. However, a definite fistula opening could not be
identified. A CECT is the imaging modality of choice. The triad
of findings that are suspicious of colovesical fistula include
bladder-wall thickening adjacent to a loop of thickened colon,
air in the bladder, and the presence of colonic diverticulae.
Ultrasonography has been reported to be useful in the diagnosis
of colovesical fistulae. A characteristic “beak” sign may be noted
[7-10]. Although commonly used barium enemas are less likely
to diagnose a fistula. The Bourne test can be a useful adjunct
in the evaluation of colovesical fistulae. The first voided urine
following a nondiagnostic barium enema is centrifuged and
examined radiographically. Oral administration of activated
charcoal particles may be used to confirm colovesical fistulae,
as they will appear in urine as black particles. We believe the
Bourne test can be an inexpensive test to diagnose colovesicle
fistulae akin to the “poppy seed” test [3].
Colovesicle fistulae may be managed medically or surgically.
In nontoxic, minimally symptomatic with nonmalignant causes
of colovesicle fistulae, a trial of medical therapy, including
intravenous total parenteral nutrition, bowel rest, and
antibiotics may be warranted. In our case the patient presented
with an elevated leucocyte count; therefore, medical therapy
was not considered. The goal of operative management is
to separate and close the involved organs. Excision of the
fistula and closure of involved organs is performed. A single
or multistage procedure may be needed depending on the
condition of tissues and surrounding inflammation. Multistage
procedures consist of diversion of the fecal steam by a proximal
diverting colostomy with colostomy closure at a later date when
fistula closure has been demonstrated. Laparoscopic closure of
colovesicle fistulae has been described, albeit with a high rate
of conversion to open repair [11,12].

CONCLUSION
Colovesical fistulae remain a complex and distressing problem
for a patient, and individualization of patient care is paramount
in their management. Furthermore, long-term studies are
needed to address this issue.

References
1.

Leicht, W., et al. (2012). "[Colovesical fistula caused
by diverticulitis of the sigmoid colon: diagnosis and
treatment]." Urologe A 51(7): 971-974. PubMed | CrossRef

2.

Niebling, M., L. Van Neenspeet, et al. (2013). "Management
of colovesicle fistula caused by diverticulitis: Twelve years
experience in one medical centre." Acta chir belg 113(1):
30-34.

©2013 Digital Science Press, Inc.
UIJ / Vol 6 / Iss 5 / October / http://dx.doi.org/10.3834/uij.1944-5784.2013.10.08

http://www.urotodayinternationaljournal.com
ISSN 1944-5792 (print), ISSN 1944-5784 (online)

Case report
3.

Kang, J. Y., et al. (2004). "Epidemiology and management
of diverticular disease of the colon." Drugs Aging 21(4):
211-228. PubMed

4.

Melchair, S., D. Cudovic, et al. (2009). "Diagnosis and
management of colovesicle fistula due to sigmoid
diverticulitis." J Urol 182(3): 978-982.

5.

Zonca, P., et al. (2009). "[The current view of surgical
treatment of diverticular disease]." Rozhl Chir 88(10): 568576. PubMed

6.

Najjar, S. F., et al. (2004). "The spectrum of colovesical
fistula and diagnostic paradigm." Am J Surg 188(5): 617621. PubMed | CrossRef

7.

Pontari, M. A., et al. (1992). "Diagnosis and treatment of
enterovesical fistulae." Am Surg 58(4): 258-263. PubMed

8.

Chen, S. S., et al. (1990). "Sonographic features of colovesical
fistula." J Clin Ultrasound 18(7): 589-591. PubMed

9.

Amendola, M. A., et al. (1984). "Detection of occult
colovesical fistula by the Bourne test." AJR Am J Roentgenol
142(4): 715-718. PubMed | CrossRef

10. Jorett, T. W. and J. H. Vaughan. (1998). "Accuracy of CT in
the diagnosis of colovesicle fistula secondary to diverticular
disease." J Urol 153(1): 44-46.
11. Amin, M., et al. (1984). "Conservative treatment of selected
patients with colovesical fistula due to diverticulitis." Surg
Gynecol Obstet 159(5): 442-444. PubMed
12. Marney, L. A. and Y. H. Ho (2013). "Laparoscopic
management of diverticular colovesical fistula: experience
in 15 cases and review of the literature." Int Surg 98(2):
101-109. PubMed | CrossRef

©2013 Digital Science Press, Inc.
UIJ / Vol 6 / Iss 5 / October / http://dx.doi.org/10.3834/uij.1944-5784.2013.10.08

http://www.urotodayinternationaljournal.com
ISSN 1944-5792 (print), ISSN 1944-5784 (online)

