
Abstract

The incidence of urogenital fistulae causing amenrrhoea is very rare, with only few 

cases documented worldwide, we came across one such case, which we present here.

Introduction

h e  m o s t  c o m m o n  c a u s e  o f  Tvesicovaginal fistula (most common 

fistula) is obstructed labour in developing 

countries. The classic triad of vaginal 

urinary leakage, cyclical haematuria and 

amenorrhoea is known as Youssef's 

syndrome which is vesicouterine fistula.

Case Report

XYZ patient, 26 yr old reported to our outpatient 

department, hailing from outstation, was desirous of 

child and wanting reversal of tubal ligation. She had 

undergone two successive emergency lower segment 

caesarean section, with no living issue since, both 

were infant deaths. The indication for first caesarean 

section was prolonged second stage of labour and 

second cesarean section was previous caesarean 

section with non progress of labour with tubal 

ligation, two and a half year back. Previous case 

papers were not available for the study. Patient gave 

history of amenorrhoea since last delivery 2½  years, 

but at same time gave a very relevant his - tory that 

she passes red colour urine on and off intermittently. 
thLast episode was on 27  Jan 09. This suffering had 

led to marital disharmony. 

On general examination: Height, short stature 

(139 cms), constitutional androgenic facial hair 

growth, Breast: no galactorrhoea. On abdominal 

examination: Sub-umbilical scar was present. On 

local examination: External urethral orifice was 

normal, cervical anatomy was maintained, perineum 

normal (no evidence of episiotomy). On bimanual 

pelvic examination, anterior fornix was obliterated as 

if the base of the bladder is fixed to the supravaginal 
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portion of the cervix, rest of the fornices were clear, 

uterus was midposed, just bulky and mobility 

slightly restricted.

Investigations: Baseline investigations were normal, 

specific investigations: LH/FSH values - normal, 

Serum prolactin - normal, Transcervical instillation 

of methylene blue through Colwin's cannula 

imparted the urine blue, suggesting the connection 

between the genital organ and the urinary bladder. 

Ultrasonography / sonohysterosalpingography and 

colour Doppler - No fluid would go to uterine cavity 

and tube but would go to bladder suggesting the 

communication between uterus at isthmic level and 

urinary bladder, on hysteroscopy indwelling urinary 

bladder Foley's catheter was seen, on cystoscopy 

bilateral ureteric orifices could not be identified 

convincingly, however methylene blue instilled 

through the cervix was noticed to enter the bladder. 

IVP was done as the ureteric orifices were not well 

appreciated on cystoscopy and it was normal. 

Micturating cysto urethrogram was done to see if 

there was any retrograde leak from the bladder into 

the isthmus.

Clinical impression of uterovesical fistula was made. 

Decision was made to explore the patient for fistula 

repair transabdominally. There was fistulous tract 

between dome of bladder and isthmic region of uterus 

of around 3 cms in length, rest of bladder was 

advanced into isthmic region of uterus with 

adhesions. Excision of fisulous tract was done, 

followed by bladder closure done in 2 layers, with 2-0 

polyglactin and uterine closure with no. 1 polyglactin 

in single layer with omental patch placed in between 

followed by reversal of tubal ligation. Catheter was 

kept for 2 weeks. Urine was sent for culture and 

sensitivity weekly, which showed no growth. Catheter 

was removed on day 14 after bladder drill. The patient 

could void subsequently with residual urine of < 30 

ml detected on ultrasonography.

Patient had menses revealed per vaginum on her 
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Fig 4: Cystoscopy showing fistula

Fig 5: Fistulous tract. Intraoperative.

Fig 6: Fistulous tract. Intraoperative.

Discussion

Most common form of urogenital 
1fistula is vesicovaginal fistula.  In 

developing countries most common 

expected date, with clear urine column in the 

catheter, in spite of continuous progesterone therapy 

to postpone the menses. At present the patient is 

advised to avoid pregnancy for 2 year with injectable 

and barrier method of contraception. To be followed 

by planned pregnancy, prior hospitalisation at 

around 32 weeks and elective caesarean section as 

per the circumstances.

Fig 1: Fistulous opening at bladder neck.

USG picture

Fig 2: Colour Doppler showing 

blood flow from uterus to bladder.

Fig 3: Intravenous pyelography.
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aetiology is obstructed labour though 

vesicouterine fistula are formed after prior 
1caesarean section.  Prior history of 

caesarean section and patient presenting 

with clear watery discharge per vaginum, 

cyclical menorrhoea and amenorrhoea 

shoul point to urogenital fistula, mostly 

vesicouterine fistula with no fistula 

visualised on per vaginal examination or 

with great difficulty if upper cervix also 
2-5involved.  Thorough clinical examination, 

investigation like; Ultrasonography pelvis, 

sonohysterosalpingography, colour 

Doppler, retrograde cystourethrography. 

Intravenous pyelography aid in diagnosis 

of type of fistula. Cystourethroscopy is the 

most definitive investigation with 

hysteroscopy if clinical suspicion of 

uterovesical fistula is made. Fistulas 

detected within 48 hrs should be repaired 

early, while fistulas reporting later than 

this should be repaired after 1½ to 2 

months, allowing tissues to heal properly 

and for oedema to get resolved with scar 

formation. Fistula repair should be 

approached transabdominally in cases of 

large fistula; fistula located high on 

posterior bladder wall, involving ureters is 
6a  concurrent intraabdominal pathology.  

Omental flaps interposition aid in 
7successful fistula repair.  After fistula 

repair, integrity of bladder repair may 

betested with 200 ml of fluid coloured with 

methylene blue or indigocarrmine. Post 

operatively bladder can be drained for as 

long as 3 weeks. The need for cystogram 

before discontinuing drainage is 
6unproven.

Pregnancy following successful fistula 

repair should be meticulously followed 

and should have planned caesarean 
8section.
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IDFs View of Bariatric Surgery in Type 2 diabetes

It recommends inclusion of surgery as an option in treatment algorithms for obese people with type 2 
diabetes. People with diabetes and severe obesity have high rates of mental illness, especially 
depression. Symptoms improve with weight loss, but psychological monitoring during follow-up is 
important.

Bariatric surgery could now be considered earlier in the treatment of type 2 diabetes and should no 
longer be seen as a last resort.
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