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Letter to Editor

Atypical isolated urethral 
tuberculosis associated with 
infl ammatory stenosis and 
fi stulas
Sir,
A 40-year-old patient, who was vaccinated for BCG without 
any history of  tuberculosis and sexually transmitted infections, 
presented with dysuria, purulent discharge, and fistula 
evolving along 1 year. The patient showed nodular lesions, 
urethral induration on the urethral path extending laterally 
to the cavernous bodies with multiple fistulas, and pus 
excretion [Figure 1]. Thick purulent discharge was observed 
when the urethra was pressed.

The biological assessment revealed an inflammatory 
syndrome. The patient received antibiotic therapy with 
ciprofloxacin and had benefited from urinary drainage by 
suprapubic catheter. Urethrocystography revealed an extended 
narrowing of  the whole anterior urethra associated multiple 
fistulas. The bladder control showed a bilateral secondary 
urethrography [Figure 2].

After 6 weeks of  urinary drainage and antibiotic therapy, 
the first urethroplasty showed enlargement with clearance 
of  narrowed urethral sinus tracts. Healing of  the injury was 
marked by significant delay, associated with continuous fistula 
and purulent discharge. Tuberculosis was suspected, and Koch 
bacillus assessment showed a positive tuberculin while multiple 
biopsies confirmed urethral tuberculosis. Tuberculosis treatment 
was started and the evolution was marked by a localized rapid 
improvement. The second stage of  urethroplasty was scheduled 
2 months after the start of  antituberculous treatment.

Isolated urethral pathway infection is essentially through spread 
from the neighborhood contaminated site. However, entry of  
the Koch bacillus in the urethra spongy body through blood is 
possible.[1-3] Anyway, isolated urethral form of  tuberculosis, as 
found in this case, is rare with nonspecific clinical profile.[4,5] 
The urethral infection might occur in acute form of  urethritis, 
associated with severe prostate or seminal discharge in men. It 
might evolve into a chronic form of  urethral narrowing with 
sclerosis and inflammation that is often extended and associated 
with unusual multiple fistulas.[5]

The diagnosis might be suspected after initial full voiding, as in 
the case reported here, since fistulas are still persistent despite 
urinary drainage and urethra and fistula clearing. The patient’s 
history of  tuberculosis might suggest diagnosis.

In addition to retrograde and voiding urethrography that 
allows exploring the extent and severity of  urethral lesions, it 
is essential to investigate the rest of  the urogenital tract.

The urine culture confirms the diagnosis when it is used to 
isolate acid-alcohol resistant bacilli species. However, this test 
is rarely positive. The anatomopathology of  peri-urethral scar 
tissue and fistula tracts is very specific to tuberculosis, since 
they show epithelioid granulomas with giant cell caseous 
necrosis.

Figure 1: Fistulated peno-scrotal orifi ces with pending pus

Figure 2: Anterior narrowing of the urethra toward the scrotum and 
perineum
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The poly-antibiotic anti-bacillary treatment is administered 
for 6 months, and has to be completed 6 weeks before any 
surgical intervention. This allows preventing reactivation of  
latent forms in the scar tissue and dissemination of  Koch 
Bacillus the healthier tissue during surgery.[5,6] The treatment 
has to be similar to that of  nonspecific BK forms. Expended 
urethroplasty is preferred considering the fibrosis that is often 
found in urethra and putrefied urethral tissues.

Isolated urethral tuberculosis is very rare even in endemic 
countries. We suggest considering urethral tuberculosis before a 
urethral stricture in patients living in endemic areas of tuberculosis.
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Hemorrhagic cystitis: 
A rare manifestation of 
organophosphate poisoning
Sir,
Acute organophosphate poisoning usually presents due to excess 
of  acetylcholine at nerve endings because of  inhibition of  
acetylcholinesterase enzyme. Renal toxicity related to excretion 
of  organophosphate through kidneys has been reported. 
Hereby, we are presenting an unusual case of  organophosphate 
poisoning where patient presented with hemorrhagic cystitis 
after 5 days of  ingestion of  organophosphate (chlorpyrifos).

A 32-year-old gentleman, farmer by occupation, presented 
to us with hematuria of  1 day duration. He reported to have 
accidently ingested chlorpyrifos when he drank water from 
an empty container of  insecticide (chlorpyrifos). Within few 
hours of  intake of  water from the container, he complained 
of  uneasiness, muscle twitching, diarrhea followed by brief  
period of  unconsciousness. He was diagnosed of  acute 
organophosphate poisoning and managed symptomatically 
at some other hospital and discharged in good condition 
after 2 days. After 5 days of  ingestion of  chlorpyrifos, he 
presented to our emergency with complaints of  hematuria, 
burning micturition, and retention of  urine. At presentation, 
he was conscious, fully alert with pulse rate of  88/min, blood 
pressure of  122/76 mm Hg, respiratory rate of  18/min, 

and was afebrile. He was catheterized for retention of  urine 
which drained 1.5 L of  blood-tinged urine in urinary bag. 
His investigations, at admission, revealed hemoglobin of  
10.1 g%, total leukocyte count of  9,700/mm3, blood sugar 
of  62 mg%, blood urea of  28 mg%, serum creatinine of  
0.8 mg%, and normal serum electrolytes. His liver function test 
and coagulation profile were within normal limits. Urinalysis 
by dipstick showed no ketones or proteins. Microscopic 
examination of  the urine showed >100 red blood cells (no 
dysmorphism) per high-power field and no evidence of  pus 
cells, bacteria, or cast. Ultrasonography of  the abdomen and 
pelvis showed normal echotexture of  both the kidneys with 
echogenic material in the urinary bladder consistent with blood 
clots. Contrast-enhanced thin slice computed tomography 
of  the urinary tract delineated diffuse thickening of  urinary 
bladder wall and surrounding fat stranding along with thickened 
walls of  left lower 1/3rd of  ureter suggestive of  cystitis and 
left ureteritis. Rhabdomyolysis was also ruled out as a cause 
of  blood-tinged urine as levels of  creatine kinase, lactate 
dehydrogenase, and serum glutamic oxaloacetic transaminase 
in blood were within normal limits. The patient was diagnosed 
of  hemorrhagic cystitis and managed conservatively with 
antibiotics and saline irrigation of  urinary bladder. The patient 
was discharged after 2 weeks in good general condition.

Chlorpyrifos is one of the most commonly used organophosphate 
insecticides worldwide. Acute toxicity occurs when exposure 
occurs through inhalation, dermal, or oral ingestion.[1] It 
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