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Abstract: Postmenopausal abnormal uterine bleeding is a common clinical problem addressed in 

gynecological practice and should prompt clinical investigation due to the significant prevalence of 

malignant and premalignant lesions of endometrium in this age group. Nevertheless, other causes 

should be considered since its diagnostic and therapeutic management may differ considerably. 

Here, we present a case of a colouterine fistula due to chronic diverticulitis presenting with 

postmenopausal abnormal uterine bleeding. This is extremely rare and is caused by the rupture of 

a diverticular abscess into the uterine wall, resulting in an inflammatory adhesion of the colon and 

uterus, with necrosis and subsequent fistula formation. The clinical presentation is variable and may 

include abdominal pain, gastrointestinal tract symptoms, vaginal discharge and abnormal uterine 

bleeding. The laboratory and imaging techniques may be not completely conclusive and definitive 

diagnosis can be made intraoperatively. There are different treatment options, being the en bloc 

resection and primary anastomosis the most used, allowing complete treatment. The prognosis for 

a colouterine fistula secondary to diverticulitis is excellent after surgery. This case highlights the 

importance of clinical suspicion of an unusual cause of uterine bleeding and an effective and 

multidisciplinary approach that allowed complete surgical treatment and patient recovery. 

Keywords: abnormal uterine bleeding; menopause; colouterine fistula; diverticular fistula; colon 

diverticulosis; diverticulitis 

 

1. Introduction 

Postmenopausal abnormal uterine bleeding (AUB) is a common clinical problem and occurs in 

approximately 4 to 11 percent of postmenopausal women [1]. This symptom requires a prompt 

clinical and aetiological evaluation, mainly to exclude malignant or premalignant lesions of the 

endometrium. It should include a detailed medical history, physical examination and diagnostic 

imaging and laboratory tests that can help clarify clinical suspicions [2].  

A colouterine fistula is extremely rare and can cause AUB due to chronic inflammation in the 

uterine wall adjacent to the colonic diverticulum. CT scan is routinely performed for suspected 

diagnosis but usually cannot alone provide a definitive diagnosis, which enhances the need for a 

proper clinical medical history, correlation with physical examination and radiological findings to 

select appropriate management. Resection is the treatment of choice for colouterine fistulas and, in 

most cases, en bloc sigmoid and uterus resection has now become the preferred technique, especially 

in cases where malignancy is suspected.  
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We describe a patient with a history of AUB due to a colouterine fistula after chronic 

diverticulitis. 

2. Case Presentation 

This is a case of a 71-years-old female, with a prior medical history of high blood pressure taking 

an oral hypertensive daily, without previous surgeries or other significant medical problems. She had 

two normal pregnancies and two eutocic deliveries; menopause was around 51 years-old and she did 

not take any hormonal replacement therapy.  

The patient was referred to gastroenterology practice due to a routine faecal occult blood test 

that was positive and abnormal findings in the colonoscopy. She mentioned she had vaginal bleeding 

in scarce quantity few months prior, without other symptoms, namely changes in the gastrointestinal 

habits, abdominal pain, haematochezia, or weight loss. The colonoscopy revealed inflammatory 

changes in sigmoid colon mucosa wall around 20cm from anal verge, with a suspicion of a fistulous 

tract with drainage. The histopathological analysis of the biopsied areas showed chronic 

inflammatory unspecific colitis without malignant or premalignant changes and a hypothesis of 

colonic ulcer or fistula was made.  

Due to abnormal vaginal bleeding, she was referred to gynaecology practice. She denied other 

gynaecological symptoms and mentioned the bleeding was painless, as a light spotting, and started 

few months prior. On examination, she had normal vital signs, without fever. She was obese (body 

mass index of 32kg/m2), examination of the abdomen was unremarkable, without masses or pain 

with palpation. On speculum examination, she had vaginal atrophy, the cervix had no changes, and 

no uterine or vaginal bleeding was noted. The vaginal discharge was normal. The uterus was felt to 

be of normal size for her age and adnexa were not palpable. 

Transvaginal ultrasound showed the uterus in anteverted position with 3 small FIGO type 3-4 

myomas with less than 1cm in diameter, regular outer contour, and an endometrium thickness of 

3mm, with regular lining. Adnexa were normal and a small amount of fluid in the rectouterine pouch 

was noted. No tenderness or pain was noted during the probe examination. The diagnostic 

hysteroscopy showed atrophic endometrium without intracavitary lesions, both tubal orifices were 

seen, and the sampled endometrium ruled out endometrium malignant or premalignant changes.  

The CT enterography requested by the gastroenterology showed a mass adjacent to uterine 

fundus and in continuity with sigmoid colon wall, with dimensions of 3.4 x 3.2 x 4.3cm, with 

calcifications and gas areas. Blood examinations and serum tumour markers (CA 125, CEA and CA 

19.9) were normal. 

The differential diagnosis of uterine malignancy of the myometrium (leiomyosarcoma), colonic 

ulcer or fistula was made.  

The treatment approach was discussed in a multidisciplinary team with Gynaecology, 

Gastroenterology and General Surgery. The patient underwent exploratory laparotomy via a midline 

incision which identified the sigmoid wall adherent to uterine fundus with an approximately 3cm 

extension, the uterus was normal in size and consistency with small myomas identified, the adnexa 

were atrophic, there were no adhesions or other abnormal findings. The procedure continued with 

en bloc colonic resection and primary anastomosis, total hysterectomy and bilateral adnexectomy. 

Intraoperative frozen section examination revealed fibrous and inflammatory tissue without 

malignant aspects and, therefore, the procedure was finalized (Figure 1 and Figure 2).  

3.1. Figures, Tables and Schemes 

All figures and tables should be cited in the main text as Figure 1, Table 1, etc. 
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Figure 1. Intraoperative findings showing the sigmoid colon adherent to the serosal surface of the 

uterine fundus with a fistulous communication between the two viscera. 

 

Figure 2. A close look of the sigmoid colon adherent to the serosal surface of the uterine fundus with 

a fistulous communication between the two viscera. 

Post-operative recovery was uneventful, and the patient was discharged after the 6th post-

operative day without complications. One year after the surgery, the patient is well.  

The final pathology result showed a 11cm sigmoid colon with irregular serous layer and 

adherent to uterine fundus. The microscopic examination showed a colonic diverticulum without its 

epithelial lining and abundant granulation tissue and fibrinous exudate extending into uterine wall 

with signs of haemorrhage and chronic inflammation, which was diagnostic of a colouterine fistula 

of diverticular aetiology with no evidence of malignancy. The endometrium was thin and atrophic, 

without malignant or atypical aspects. The uterine wall comprised three small myomas and the 

ovaries and tubes had no abnormalities.  

A diagnosis of diverticulitis and fistulisation into the uterine cavity was made. 

4. Discussion 

A colouterine fistula is extremely rare and few cases are reported in the literature worldwide. 

This may be due to the thick muscular structure of the uterus that can usually provide a protective 

barrier against an inflammatory or malignant disease. The aetiology of fistula involving the 

reproductive tract includes rupture of an abscess into the adjacent viscera, malignant disease 

involving the gynaecologic or other pelvic organs, inflammatory bowel disease, surgery 

complications and radiotherapy complication [3–8].  
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Inflammatory adhesion of the colon and uterus can occur during an episode of diverticulitis, 

which results in necrosis and subsequent fistula formation due to destruction of two serosae of two 

epithelialized surfaces in proximity, commonly resulting in linkage of the fundus of the uterus and 

the sigmoid colon [3], as we observed in this case. 

The clinical presentation is variable and, in our case, presentation without abdominal pain, 

gastrointestinal tract changes, fever or other significant lower gastrointestinal symptoms is highly 

unusual. AUB was the main clinical sign that ignited the inflammatory or cancerous disease involving 

sigmoid colon and uterus [3,5].   

Diagnosis by imaging or endoscopy were not completely conclusive. The CT findings were 

suggestive of diverticulitis and colouterine fistula since it showed air bubbles adjacent to the uterine 

cavity and colon wall joined to the uterus. Nevertheless, definitive diagnosis was limited because CT 

findings cannot accurately distinguish inflammatory from neoplastic disease and may not be 

conclusive distinguishing a fistula tract from complicated diverticulitis.  

The prognosis for a colouterine fistula secondary to diverticulitis is excellent after surgery [3,5]. 

The choice of en bloc resection and primary anastomosis was appropriate in our case, considering 

patient conditions, intraoperative findings, viability of colonic tissue and team expertise, and 

allowing complete treatment and resolution. In fact, malignant aetiology was not excluded 

preoperatively, the colon could not be completely separated from the uterine fundus due to chronic 

inflammation and the uterus and adnexa were easily removed, so there was no need to preserve the 

uterus and adnexa and close the fistulous opening, avoiding potential future complications such as 

infections and future needs of uterine drainage.  

5. Conclusions 

Abnormal uterine bleeding is a common symptom and an important medical problem. In 

postmenopausal women, should prompt further investigation mainly to rule out endometrial 

malignancies that are prevalent in this age group. Nevertheless, other less common causes should be 

suspected and, therefore, the diagnostic and therapeutic approach should be adapted.  

This case was remarkable for its unusual presentation with postmenopausal abnormal uterine 

bleeding, absent gastrointestinal tract symptoms and abnormal findings in routine colonoscopy. It 

was successfully managed due to a multidisciplinary team of gynaecology and general surgery. 
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