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Short report

An 8-month-old Caucasian female infant with a history of 
two urinary tract infections presented with fever, poor oral in-
take, and increased irritability for 3 days prior to presentation. 
The mother reported a fever T max 103F and a strong odor of 
urine. Mother denied any cold, cough, diarrhea, vomiting, rash, 
and sick contacts at home. Her initial vitals were normal other 
than a temperature of 101F. The infant was alert, active and 
comfortable in her mother’s lap. On examination of her external 
genitalia, there was fused labia minora at the midline forming 
a midline raphe, and pinhole urethral opening was also noted 
(Figure 1). Due to close approximation of labia minora and tiny 
urethral opening, we were unbale to catheterize the bladder. 
According to the mother, previous attempts to catheterize the 
bladder for urinary samples were never successful as well. We 
confirmed the labial adhesions as shown in (Figure 1) based on 
our clinical examination and a presumptive diagnosis of UTI was 
made based on a positive bag urine sample and her symptoms. 
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Labial adhesions/vulvar synechiae (Figure 1) are defined as 
fusion of the Labia minora in the midline. It is one of the most 
common pediatric-gynecological problems [1] with an estimat-
ed prevalence of 0.6 to 5%, with a peak incidence between 13 to 
23 months of age [2]. Chronic inflammation of the labia minora 
combined with the hypoestrogenic state of the female infant is 
considered as the possible explanation of the condition. The la-
bia minora stick together in the midline, usually from posterior 
to forwards until only a small opening is left anteriorly through 
which urine is passed and present as labial adhesions. Other 
contributory factors are poor perineal hygiene, vulval irritation, 
chronic diaper use, and sexual abuse [3]. Vaginal infections 
with candida, group A streptococcus, Gonorrhea, Gardnerella 
vaginalis, chlamydia trachomatis, and trichomonas vaginalis are 
also considered as etiological factors in the environment of low 
estrogenic state. 
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LA is usually asymptomatic and is detected incidentally by a 
meticulous examiner/parents. They may present as post void 
dribbling, local irritation, vaginal pain, or discharge, recurrent 
UTI’s or rarely urinary retention [4]. There is a midline area of 
clear, fibrotic tissue at the site of adhesion, referred to as the 
raphe (Figure 1). Labial adhesions are divided into four types [5] 
depending on the amount and type of fusion.

a.  LA Type 1 (48%): Fusion tissue is translucent and thin and 
can be separated by minor traction of labial folds during 
exam. The reflections of the hymen and other vestibular 
structures can be easily visualized behind the thin and 
translucent line of adhesion [5].

b.  LA Type 2 (20%): Fusion tissue is thick. The reflection of 
the hymen and other vestibular structures cannot be vi-
sualized.

c.  LA Type 3 (24%): Fusion tissue is thick. The reflection of 
the vulval components cannot be visualized. Distinguish-
ing feature is that the hymen is slightly adherent to the 
labia minora [5].

d.  LA Type 4 (8%): Fusion area is lateralized to the right or 
left side and not located in the midline. In these patients’ 
adhesion occurs when one labia minora adheres to the 
inner surface of the other. 

Asymptomatic patients with a minor extent or labial adhe-
sions less than 50% of the length do not require treatment [6]. 
Symptomatic patients (type 1 and type 2) need topical estrogen 
(Premarin vaginal cream or Estradiol 0.01% vaginal cream). It 
should be applied on midline raphe with Q tip or finger, once a 
day for at least 2 to 12 weeks. Topical 0.05% Betamethasone is 
used for recurrent adhesions or for failed treatment with topi-
cal estrogen. A 67%-95% success was observed with twice daily 
application of Betamethasone for 4 to 6 weeks [7]. Recurrence 
or treatment failure in type 3 and type 4 LA patients require 
manual or surgical separation. After surgery, they are supposed 
to be treated with daily topical estrogen for 2 to 4 weeks [8], 
followed by bland emollients for several weeks.

Our patient was diagnosed with type 2 labial adhesions. She 
was treated with oral Keflex for 7 days for UTI and topical Pre-
marin vaginal cream for 4 weeks for labial adhesions. She re-
sponded nicely with complete separation of labia minora with 
clear visualization of vaginal introitus (Figure 2). So far, no re-
currence of LA noted at her 6 months follow-up visit. She did 
not have any further urinary tract infections and her renal ultra-
sound was unremarkable.

LA is a common reason for consultation with pediatric gyne-
cology. Thorough physical exam including genital exam is highly 
advocated for early and accurate diagnosis of the type of adhe-
sions followed by appropriate treatment and follow up. Educat-
ing the parents about the etiology, treatment options and the 
chances of possible recurrence of this clinical entity along with 
age adjusted hygienic measures are highly recommended.

Figure 2: Shows complete resolution of labial adhesion with fully 
separated right and left Labia minora (black arrows) and vaginal in-
troitus (arrow head) after 4 week treatment with Premarin cream.

Figure 1: Shows fused right and left Labia minora (Black arrows), 
thin translucent midline raphe (Triangle) and tiny urethral opening 
(arrow head).
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