
An Unusual Case of Prolapse Uterus

Abstract

A 12 year old girl, operated earlier for ectopia vesica, pubic diathesis and vaginal at -  

resia presented to us with prolapse and dribbling urine. Being rarity at such young 

age, we are presenting this case.

Introduction

elvic organ prolapse is one of the most 

common gynaecological problems 

encountered in clinical practice. The 

denominator in all cases of pelvic organ 

prolapse is pelvic floor relaxation coupled 

with weakening of pelvic support systems 

leading to displacement of either uterus or 

vagina or both from its anatomical 

position. Prolapse is a common indication 

of surgery and 30% women treated with 

conventional surgery develop recurrence 

of symptoms.                       

Aim of using mesh in prolapse surgery 

is to provide additional support and 

decrease risk of recurrence. Congenital 

weakness of supportive connective tissue 

is an important cause of prolapse. 

Congenital weakness of supportive tissues 

in congenital anomalies like Ectopia 

vesicae lead to prolapse at very early age.

Ectopia vesicae 

It is a rare anomaly seen in 1 in 

1,25000-2,50000 female infants.

Aetiology

It occurs due to in utero aberrant 

division of cloacal membrane by urorectal 

fold which leads to following anomalies in 

Ectopia vesicae,

3Absence of anterior bladder and 

P
abdominal wall.

3Failure of midline pubic symphysis 

fusion.

3Bifid clitoris.

3Absent or attenuated urethral 

sphincter  and  urethra.

3Anorectal and  reproductive tract 

abnormalities.

3Absence of anterior levator ani 

muscles.

3Anterior displacement of vagina.

Our case in discussion was having 

such rare congenital problem leading to 

prolapse at a very young age which we 

successfully managed using newer 

surgical procedure and using mesh for 

repair.

Case Report

Our patient miss. XYZ was a 12 yrs old girl 

residing in Mumbai, operated case of ectopia vesicae 

with pubic diathesis with vaginal atresia presented 

with chief complaints of something coming out per 

vagina with dribbling of urine since 1 year.

She attained menarche at 11 years of age; her 

past menstrual cycles being regular with moderate 

flow, painless; her last menstrual period was on 

25/12/2009. She was known case of  Ectopia vesicae 

at birth, undergone primary bladder closure at 6 

mths of  age and bilateral ureteric reimplantation  at 

6 yrs of age (2003). Her vaginoplasty was done at 11 

yrs of age (2008) by plastic surgeon following which 

she developed prolapse of uterus from 5th 

postoperative day, it was reducible and used to occur 

on straining and standing. She also started getting 
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dribbling of urine after 8-9 mths of surgery. Her 

prolapse gradually increased over the period of 1 

year. EUA wasdone (2009).

O/E : General examination 

GC was fair, vitals were stable.

Per abdominal examination 

Scar of previous surgery seen on deficient 

anterior abdominal wall, excessive scarring and 

fibrosis seen.

Local examination  

Urethral opening was difficult to identify, cervix 

and vagina found healthy, per vagina uterus was 
rdnormal size and bilateral fornices were free, 3  degree 

uterovaginal prolapse was seen.

All her routine preoperative investigations were 

sent and were within normal limits. MRI pelvis was 

showing normal ureters, gross pubic diathesis, 

normal size uterus, bilateral normal ovaries and e/o 

prolapse uterus.

In view of past surgical history, conservative 

treatment was planned and ring pessary was tried to 

be fitted vaginally but it increased urinary leak. 

Because of previous surgery bladder was high and 

abdominal Purandare's cervicopexy and Shirodkar 

sling was not possible so  “Laparoscopic 

sacrohysteropexy”  was considered a suitable option.

Operative details 

Our patient miss. XYZ was a 12 yr old girl 

residing in Mumbai, operated case of ectopia vesicae 

with pubic diathesis with vaginal atresia presented 

with chief complaints of something coming out per 

vagina with dribbling of urine since 1 year.

She attained menarche at 11 years of age; her 

past menstrual cycles being regular with moderate 

flow, painless; her last menstrual period was on 

25/12/2009. She was known case of  Ectopia vesicae 

at birth, undergone primary bladder closure at 6 

mths of  age and bilateral ureteric reimplantation  at 

6 yrs of age (2003). Her vaginoplasty was done at 11 

yrs of age (2008) by plastic surgeon following which 

she developed prolapse of uterus from 5th 

Bombay Hospital Journal, Vol. 53 , No. 2 , 2011 677

Fig. Uterovaginal prolapse 

Fig. Mesh sutured at cervico isthmic 
junction in laparoscopic sacrohysteropexy

Fig. Mesh anchored to sacral promontory 
using titanium takers in laparoscopic  
sacrohysteropexy        



postoperative day, it was reducible and used to occur 

on straining and standing. She also started getting 

dribbling of urine after 8-9 mths of surgery. Her 

prolapse gradually increased over the period of 1 

year. EUA was done (2009).

Laparoscopy 

Primary supraumbilical port was taken with 3 

s e c o n d a r y  p o r t s  a f t e r  c r e a t i n g  t h e  

pneumoperitoneum.

Insitu  

Minimal omental adhesions seen to the  anterior 

abdominal wall. Uterus and adnexa were normal, 

bladder was higher in position.

Steps of surgery 

3Peritoneum opened from sacral promontory till 

POD by sharp dissection.  Gynamesh (type 1 

prolene mesh) about 6 cm size sutured to 

posterior surface of uterus with 2-0 ethibond at 

cervico-isthmic junction extending towards 

fundus.

3Peritoneum cut open previously was sutured 

partially over the mesh. With pull over mesh, 

reduction of prolapse confirmed from vaginal 

end.

3After giving adequate pull, the other end of the 

mesh was attached in tension free manner to 

anterior sacral ligament using Titaneum Takers 

(PROTAKE) and peritoneum was sutured 

completely over the mesh to avoid postoperative 

adhesions.

3Ports were removed after confirming the 

haemostasis.  Skin sutures taken. Patient 

withstood the procedure well.

Post Operative Course  

3Patient was kept NBM for 24 hours, given IV 

fluids and antibiotics.

3Bladder catheter was removed on 2nd post-op 

day, patient passed urine well and dribbling was 

not seen.

3Patient was started on clear liquids f/b soft diet 

on day 2.

3Post operative mobility was restricted and 

patient was advised to avoid straining.

3Patient was discharged on day 5 and asked to 

follow up after 2 wks.

3Follow up visits : Patient was comfortable with 

no dribbling of urine and no prolapse.

Discussion

Uterine prolapse is the protrusion of 

the uterus down into, and sometimes 

through, the vagina. It can affect quality of 

life by causing symptoms of pressure and 

discomfort, and by its effects on urinary, 

bowel and sexual function. Current 

treatment options include pelvic floor 

muscle training, use of pessaries and 

surgery. Some surgical procedures involve 

the use of mesh, with the aim of providing 

additional support. Laparoscopic 

sacrohysteropexy is newer option for 

prolapse in young women who wish to 

retain uterus. This procedure can also be 

used for women with cervical prolapse 

after supracervical hysterectomy.
1Outline of the procedure

Uterine suspension sling using mesh 

for uterine prolapse involves attaching the 

uterus (or cervix) either to the sacrum 

(sacrohysteropexy) or to the ileopectineal 

ligaments. The procedure is performed 

with the pat ient under general  

anaesthesia using an open or laparoscopic  

approach. The mesh can be attached to the 

uterus either in the midline of the posterior 

cervix or bilaterally, where the uterosacral 

ligaments join the uterus. Another 

technique involves attaching the mesh to 

the front of the cervix and to the 

ileopectineal ligaments. This procedure 

can be combined with surgery for stress 

u r ina ry  incon t inence ,  such  as  

colposuspension or minimally invasive 

slings.

Several different types of synthetic and 

biological mesh are available, which vary 

in structure and in their physical 

properties such as absorbability.

Efficacy of procedure 

A randomised controlled trial (RCT) of 

82 women reported subjective failure 

(consultation within 1 year because of 

prolapse symptoms) in 39% (16/41) 
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following sacrohysteropexy. Case series of 

30 and 20 women reported prolapse 

symptoms in 3% (1/30, 3-year follow-up) 

and 0% (0/20, 6- to 30-month follow-up) 

respectively.

In the RCT,  three case series of 30, 19 

and 13 women reported objective failure in 

3% (1/30), 0% (0/19) and 8% (1/13), 

respectively, following sacrohysteropexy 

(4-month to 5-year follow-up). The RCT 

reported need for further prolapse surgery 

in  22% (9/41)  o f  women af ter  

sacrohysteropexy (1-year follow-up). 

Further prolapse surgery was required by 

3% (1/30) of women in the case series (3-

y e a r  f o l l o w - u p )  a n d  0 %  a f t e r  

sacrohysteropexy (0/36) in a non-

randomised study of 75 women (mean 

follow-up 51 months).

In a prospective observational study 

undertaken at a tertiary referral 

urogynaecology unit in the UK, 51 
 consecutive women with uterovaginal 

prolapse had undergone laparoscopic 

sacrohysteropexy. At follow-up in clinic at 
 10 weeks in 50 women the procedure was 

successful, with no objective evidence of 

uterine prolapse on examination at follow-

up; there was one failure. Significant 

subjective improvements in prolapse 

symptoms, sexual wellbeing and related 

quality of life were observed, as detected by 

substantial reductions in the respective 

questionnaire score. The study concluded 

that laparoscopic sacro hysteropexy is 

both a feasible and an effective procedure 

for correcting uterine prolapse without 
2recourse to hysterectomy.

In a prospective study 20 young 

w o m e n  u n d e r w e n t  a b d o m i n a l  

sacrohysteropexy and concomitant 

reconstructive surgery, 13 of 20 had 

urodynamic stress incontinence. Anterior 

and posterior vaginal wall prolapse and 

urodynamic stress incontinence recurred 

in 1 of 20 patients (5%) at a mean follow-up 

of 25 months,19 had improved sex life, 
 although 3 had dyspareunia. The 

postoperative  quality of life scores were 

significantly lower suggesting satisfaction 
 and no symptoms of prolapse. The study 

  concluded that sacrohysteropexy is 

effective and safe in the treatment of 

uterovaginal prolapse in women who wish 

to retain their uteri; it maintains a durable 

anatomic restoration, normal vaginal axis 

and success rate is excellent for correcting 
3prolapse, and the complications.

Safety

Mesh erosion occurred in 8% (3/39) of 

women  treated by sacrohysteropexy in the 

non-randomised study (mean follow-up of  

51 months). The case series of 30 women 

reported mesh erosion in 3% (1/30) at 2-

year follow-up. Mesh infection requiring 

surgery, postoperative vault abscess and 

postoperative fever of unknown origin 

were reported in 5% (2/41), 5% (2/41) and 

7% (3/41), respectively, of women treated 

by sacrohysteropexy in the RCT. 

Perivesical haematoma or voiding 

dysfunction occurred in 17% (6/36) of 

women after sacrohysteropexy in the non-

randomised study.

Theoretical adverse events include 

mesh erosion, mesh rejection, shrinkage 

or brittleness; osteomyelitis, bowel 

obstruction; ureteric, bowel or bladder 

injury; retroperitoneal haematoma 

cellulitis; cervical elongation; sexual 

dysfunction; vaginal discharge and 

bleeding. Late complications like mesh 

erosion, recurrence of prolapse can occur. 

The recent development of new types of 

mesh means that current mesh-related 

complication  rates  may be lower than 
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those available in the evidence.

A d v a n t a g e s  o f  L a p a r o s c o p i c  
 4-9sacrohysteropexy

3I t  restores  normal  anatomy,  

enhancing sexual function and 

preserving child bearing capacity.

3It allows restoration of the length of the 

vagina without compromising its 

calibre, and is therefore likely to have a 

favourable functional outcome.

3It corrects mild cystocoele by further 

elevation of vaginal axis.

3Ureteric injury is minimised as 

compared to vaginal approach due to 

direct visualisation and decreases 

adhesion formation.

3Patient gets benefit of laparoscopic 

surgery like less postoperative 

morbidity, shorter hospital stay, early 

ambulation.
4-9Conclusion

3Laparoscopic sacrohysteropexy is 

newer treatment option for prolapse in 

young  women who wish to retain 

uterus.

3Laparoscopic  sacrohysteropexy is 

effective in treatment of utero-vaginal 

prolapse, maintains durable anatomic 

restoration, normal vaginal axis and 

sexual function. It allows restoration 

of the length of the vagina without 

compromising its calibre, and is 

therefore likely to have a favourable 

functional outcome.

3Laparoscopic hysteropexy is both a 

feasible and an effective procedure for 

correcting uterine prolapse without 

recourse to hysterectomy.
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