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Urogenital fistulas are characterized by communication tracts that connect two surfaces or distinct organ sys-
tems. A vaginocutaneous fistula is a rare type of urogenital fistula that is characterized by persistent perineal
discharge. This case report describes a female patient who suffered from recurrent labial abscesses and a fistula
that connected the lower vagina to the inner thigh. There were symptoms of persistent perineal discharge, and
the patient had an offensive odor. The patient had a history of six recurrent right labial abscesses over a period of

two years prior to the formation of two fistulous openings. The right medial aspect of the inner thigh, adjacent to
the labia majora, was found to have a 0.7 cm opening, which was confirmed by magnetic resonance imaging.
Intraoperatively, the fistulous tract was readily delineated using dye. Complete fistulectomy was performed. This
report highlights an unusual presentation of a urogenital fistula, the diagnostic challenges, and the management
strategies. It emphasizes the need for timely identification and intervention in such cases.

1. Introduction

Fistulas are communication tracts that connect two surfaces or
distinct organ systems. Fistulas are located internally or migrate out-
ward, establishing a communication tract between the internal viscera
and the skin surface. [1] Vaginocutaneous fistula describes a lesion that
communicates from the vagina or vaginal canal to the epidermis, pri-
marily in the labia major, vulva, groin or adjacent area. [2] These fis-
tulas are extremely rare, with the majority of cases resulting from
obstetrical injury. [3] This report concerns the case of a 44-year-old
woman who developed a rare vaginocutaneous fistula as a result of
multiple recurrent episodes of labial abscess. This report also presents a
review of the limited literature on this unique entity.

2. Case Presentation

A 44-year-old nulliparous woman was referred to the urogynaeco-
logical clinic from the general gynaecological clinic for assessment of
recurrent discharge from her right inner thigh, which had been present
for 2 months. The volume (beginning with scant flow) and foul odor of
the discharge had increased over time. The discharge was intermittently
bloody and had a yellowish colour. Additionally, the patient experi-
enced intermittent episodes of low-grade fever and localised discomfort.

The patient was otherwise healthy, with no underlying conditions,
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except for six recurrent right labial abscesses over the course of 2 years.
Antibiotics had been administered at each episode, followed by aspira-
tion or incision and drainage, which led to symptomatic improvement.
However, the abscess had recurred every 3-4 months.

The perineum was examined, and a 0.7 cm opening was found at the
right medial aspect of the inner thigh, adjacent to the labia majora
(Fig. 1). Additionally, a 0.2 cm opening was observed at the right site of
the inner vaginal wall. The vestibule was otherwise unremarkable, and
there were no other obvious external openings. No signs of infection or
inflammation were apparent in other areas of the patient’s body, and no
lymph nodes were enlarged. The opening inside the patient’s vagina
bled a small amount as a result of manipulation of the surrounding tis-
sue. However, there was only a small amount of yellowish pus. The
remaining parts of the clinical examination were unremarkable.

Magnetic resonance imaging revealed a fistulous tract between the
right side of the lower vagina and the posteroinferior aspect of the inner
thigh next to the labia majora. The length of the tract in the coronal
plane or craniocaudal direction was approximately 3.7 cm. Marked
inflammation was visible around the tract (Fig. 2). A clear tract to the
anal canal, or a buttock mass or pelvic lymph node enlargement was not
evident. The results of the preoperative investigations were within
normal limits.

The fistulous tract was readily delineated intraoperatively using dye
and probe insertion. There was a single tract without branching or occult
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Fig. 1. Vaginocutaneous fistula connected between the right medial aspect of
the inner thigh.

communications. An incision was created around the fistulous tract,
using the probe as a guide. The fistula opening was completely excised,
with healthy margins, followed by excision of the fistulous tract itself
(Fig. 3). The subcutaneous tissues and skin were then closed.

The patient was discharged after the urethral catheter and vaginal
tampon were removed on the first postoperative day. A wound swab
obtained earlier showed growth of mixed flora with contaminants;
hence, broad-spectrum antibiotics were continued, and the patient was
advised to perform daily sitz baths and ensure perineal hygiene. The
water may be plain or contain substances like salt, baking soda, or
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Fig. 3. Intra-operative image of the fistulectomy.

antiseptic solutions, depending on the intended therapeutic effect.

The postoperative period was uneventful, and at 1, 3 and 6 months of
follow-up, the wound showed complete healing. The histological report
indicated acute and chronic inflammation with granulation tissue from
the sinus tract.

3. Discussion

Vaginocutaneous fistula is the most uncommon type of genital fis-
tula, with fewer than 10 cases documented in the literature. [3,4]
Additionally, vaginocutaneous fistulas have been reported to develop as
complications of postpartum-related conditions or urogynaecological
surgery, including sacrospinous fixation or anti-incontinence proced-
ures. [5] Patients typically experience dyspareunia, pain and

Fig. 2. Magnetic resonance imaging (MRI) revealed a fistulous tract.
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unpleasant-smelling discharge from the vagina or surrounding skin, as
well as systemic symptoms such as fever and fatigue, which are sec-
ondary to infection. [1]

Factors that influence wound healing and vascularity are the primary
risk factors associated with genital fistulas, including vaginocutaneous
fistulas. Poor nutritional status, comorbidities (such as diabetes mellitus
and immunosuppression) and postmenopausal status with oestrogen
deficiency are among the primary general factors that compromise tis-
sue integrity. [6] Vascularity-related concerns include connective tissue
diseases, malignancies, localised infections, pelvic irradiation and pre-
vious pelvic surgeries. Reactions to a foreign body, erosions caused by
synthetic materials and tension produced by rigid sling insertion are all
factors that can be observed during mesh-related surgical procedures.
[7]1 Additionally, obstetrical factors include traumatic childbirth and
macrosomia, protracted second stage of labour and trauma from an
obstetrical procedure or episiotomy incision. [8] Healing is considerably
impeded by each of these factors, which increases the likelihood of fis-
tula formation. Interestingly, in this case, the patient had no history of
pregnancy or vaginal delivery and no history of urogynaecological
procedures. The only possible risk factor in this patient was previous
multiple episodes of right labial abscess with a history of incision and
drainage. Even though incision and drainage is not an invasive urogy-
naecological procedure, possible factors induced by the infection,
inflammation leading to granulation and the healing process likely led to
the development of the fistulous tract in this patient.

Previous reports from India have documented the development of a
vaginal fistula following a normal vaginal delivery with episiotomy,
with an onset of 2-3 weeks. [5,9] Perineal tears resulting from traumatic
delivery and non-healing of the episiotomy wound occasionally lead to
fistulas. The reports from India addressed not only surgical management
but also infection management, including delayed suturing of the wound
and the prescription of broad-spectrum antibiotics. [5,9]

Almost all previous reports have documented the development of
vaginocutaneous fistulas following urogynaecological procedures. In
some reports, the fistula developed after transobturator tape and
tension-free vaginal tape surgeries for stress urinary incontinence.
[10,11] The inflammatory response induced by propylene mono-
filament sling mesh may result in erosion of adjacent tissue, which is
another risk factor for fistula formation. Notably, one report of two
patients with an immunological condition (Sjogren’s syndrome) has
been published. [12] Both cases were treated surgically, which involved
the removal of the mesh, debridement of fistulous tissue and abscess
drainage. Moreover, a case of a cutaneous gluteal-vaginal fistula was
reported following sacrospinous fixation, in which two nonabsorbable
sutures were inserted into the right sacrospinous ligament. The patient
was successfully managed through computed tomography-guided
percutaneous drainage of the gluteal abscess and placement of a guid-
ing cutaneous vaginal catheter, laparoscopic pelvic wall dissection and
evaluation. [13]

Inflammatory bowel diseases (IBD) like Crohn’s can cause vagi-
nocutaneous fistulas because of the constant granulomatous inflamma-
tion and involvement of transmural tissue. Biologic therapy, such as
anti-TNF inhibitors, may be necessary for IBD-related fistulas, in
contrast to those caused by surgical or infectious complications. In some
suspected cases, accurate diagnosis requires histological findings, im-
aging investigations, and gastrointestinal evaluation. [14]

The investigation of vaginocutaneous fistulas involves magnetic
resonance imaging to localise and delineate the tract, as well as any
branches or communications, with an emphasis on the exclusion of an
anorectal fistula. [15] Fistulography, dye installation with methylene
blue and probe insertion are the most cost-effective diagnostic ap-
proaches, although are less sensitive than other methods. The dye is
introduced through the external opening and the internal opening(s) is
identified by dye overflow. [9]

The management of vaginocutaneous fistulas involves complete
excision of the tract by coring from the outside inward. To facilitate
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wound healing, it is essential to prescribe appropriate antibiotics and to
apply dressings. One of the post-operative care strategies is a warm sitz
bath. [16] A warm sitz bath is a shallow bath in which a person sits in
warm water, typically covering only the hips and buttocks. It is often
used to cleanse the perineal area, promote healing, and provide relief
from discomfort caused by conditions such as perineal wounds, hem-
orrhoids, or post-surgical recovery. [17] Alternative treatments are
similar to those used for an anal fistula, including laser or coagulation.
[1] There is also discussion regarding novel alternative treatment op-
tions, including platelet-rich plasma injection, radiofrequency ablation
and cyanoacrylate adhesive glue. However, these are not considered
standard and require additional research. [18-20]

4. Conclusion

In conclusion, in this case a vaginocutaneous fistula which had
developed as a result of multiple recurrent labial abscesses was suc-
cessfully identified and managed. In patients with potential risk factors,
clinical suspicion of rare consequences, such as a cutaneous fistula,
should be considered in the differential diagnosis, even if the situation is
as simple as a recurrent abscess and post-incision and drainage. A ho-
listic approach and a multidisciplinary team should be implemented to
enhance the patient’s quality of life and achieve a positive outcome.
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