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!\ 30 years old lady named Pushpa was referred 
to Medical Coll ege, Cwalior from a peripheral centre, with 
history of M TP & conventional tubal ligation operati on 
done 1 112 years back. Few days after the operation she 
started passing urine pervaginall y and the urine w as 
sometimes mi xed with stools. Foll owing MTP she also 
underwent laparotomy and tem porary colostomy, but 
could not tell the cause. 

" On local C\.aminatwn, i1 high vesico-vagm al 
�h�~�t�u�l�a� '' ,b '>l'l'll �c�~�n �t �c�r �i �o �r �h� at cervicovaginal junction of 
I em ' 1.5 em. On passmg uterine sound it could be seen 
th rough the f istul ou:-. opening suggesting a co-existent 
cen·ico-1·esical fis tul a. On per vagmum exammation her 
uterus was normal sized fi xed retroverted wi th palpable 
adne\ac. 

Fig. 1: Dt,lgr;nnmatic representati on of vcsico-cerv icovaginal 
& entero-vesica I fi stulae 
A - Intestines E - Anterior vag inal wall 
B - Gteru!> F - Entero vesical fi stul a 
C - Ur inary bladder 
D - CenT' 

C - Vesico-cerv ico-vaginal fi stu la 

.. . 
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H er IVP showed bil ateral norm,11 lunr l tonmg 
kidneys & ureters. On mi cturatingcystourcthrogr,1plw , 
dye could be seen leaking out poster iorly indi ec1ting 
associated entero/ rectovesical fi stula. On cystoscop} two 
big fi stulae seen m the bladder both lying above the tngonc 
(Fig. 1 ). 

A combined surg ical approach ll'> tng both 
abdominal & 1·aginal routes wa:-. dc·cided. (Fi g. 2 ) 
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Fig. II : Cvstoscoptc 1·1ew of the vestcal fistul ,w 
A - Tri gone B - Fistul,w 

C- Url'len c �u�~ �x �·�n�1�1�1�g�!�>� 

Through vaginal route, edge:-. of the fis tulae were 
grasped with fin e alli s forcep:-. and incised in clll im·crled 
V- shape. With sharp and b lunt d issection, uri nCH\' 
bladder was separated from the anter ior -, ur face of �t �h �~�·� 
cervix and mobili zed upwards, so that Cl'n·ical f istul ,1 
was cleared off the bladder. Further mobili zation of the 
bladder was not possibl e because of dense adlwsion" 
between the base of bladder and anterior su rfar e of thl' 
uterus. 
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l'cltJcnt's abdomen was then opened. There were 
nu1nerou-. mtra-abdominal adhesiOns. Loop of intestine 
i\ a;, adherent lo the dome of the urinary bladder forming 
mte'>tine-\'C''-JCal commumcating fistula which was gently 
"eparatcd lca1 ing a hole of 3 em. diameter m the ileum. It 
1\'cls rcpc11rcd in double layer using No. 3-0 silk. 

;\Iter opening 1 csicn-uterine fold of peritoneum, 
base of the blcKlder was gentl y dissected from the anterior 
'>urface of the uterus, and edges of the vesico-cervico­
' agmaJ fistula mobilized. 

Urinary bladder was then opened between two 
stay suture'>. Bilateral ureters were catheterized with No. 
c:; ureteric C<lthcters, freely drainmg urine. 

Fdgc" of both fistulae, were freshened, one at the 
cionw of 3 em d iclmeter & nU1er at the base of 5 em diameter, 
rcpcmcd "l'p<1ratch· in double layer \•Vith No. 3-0 viCJ·yl. 
Bladder\\ ,1.., clo..,cd over mtrcwesical Malecot's catheter. 
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This was followed by total hysterectomy, vagin,1! 
vault closed & abdominal wall closed in "ing lc lcl\ 'l' l· . 
Indwelling foley urethral catheter vvas cll..,n mscrtl'd 

Postoperative period went '>lllooth. M,llecot'.., 
catheter was removed on l.,Jih dav and l·ok·\ "lalhell'l. 
removed on 21" day. On d1scharge pal1cnt ""',1;, L·ont11wnt 
and dry. 

Three monthly follow up vvas done. l'atienl had 
no leakage. 
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