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INTRODUCTION

U

terovaginal prolapse (UVP) presenting at birth is
very rare. To the best of our knowledge, not more
than 20 cases of neonatal UVP have been reported
in English literature.[1-11] Utero-vaginal prolapse is the
downward descent and protrusion of the uterus and vagina
to the exterior via the introitus. It is as a result of weakness
of the cardinal ligaments and uterosacral ligaments which
provide support to the uterus. Most reported neonatal
UVP were either 3rd degree or procidentia.[1-11] This is a
report of a congenital UVP (3rd degree) in a 12 h-old-child
noticed at delivery.

CASE REPORT
A 12-hour-old female neonate was presented to us with a
fleshy mass protruding from the vulva since birth. The baby
is a product of term gestation and was delivered breech.
Labor was not prolonged, and there was no instrumental
delivery. The baby passed meconium on the 1st day of birth
and tolerated breast milk feeding.
The mother, a 31-year-old, para 3, seamstress had recurrent
febrile conditions throughout the pregnancy and was
treated at the primary health center where she booked. She
neither ingested herbal medications nor any unprescribed
drugs during pregnancy.
On examination, the child weighed 3.0 kg. There was a
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ABSTRACT
Uterovaginal prolapse presenting at birth is very rare.
The cause is attributed to conditions that can cause poor
innervation or weakness of the pelvic floor muscle and the
supporting ligaments. Different methods of treatment have
been used in the past to reduce and maintain reduction of
the prolapse. We report a case of a congenital UVP in a day
old child noticed at delivery. He was delivered breech and
had a sacral dimple with a tuft of hair. He was successfully
managed conservatively with digital reduction and strapping
of the buttocks down to the legs with crepe bandage for 72 h.
Key words: Breech, congenital, Nigeria, prolapse,
spina bifida, utero-vaginal

fleshy, reddish, and edematous mass protruding from
the vulva [Figure 1]. The wall was thrown into folds. At
the apex there was a blind-ended opening. The urethral
opening was located separately above the mass. The anus
was patent, and meconium stained finger noted on digital
rectal examination. She has a sacral dimple with tufts of
hair in it [Figure 2]. Lower limb motor activity, sensations,
respiratory, and cardiovascular systems were all normal.
No masses were felt on abdominal examination. The skin
was neither wrinkled nor thrown into folds. Skin elasticity
was normal.
Under sedation, size 6 Foley’s urethral catheter was passed
into the bladder. The mass was reduced by gripping it with
the right hand and gently pushing it inwards. To prevent
re-protrusion on straining, both lower limbs were strapped
together using crepe bandage which was applied in a
mermaid fashion extending from the buttocks to the lower
legs sparing the anus for defecation. Both catheter and
bandaging were removed after 72 h. Following successful
reduction, the parents were unwilling to neither subject the
child to further investigations nor comply with follow-up
schedules. However, through contact tracing, the prolapse
has not recurred 6 months after, and the child is growing
appropriately.

DISCUSSION
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The uterus and the vagina are essentially supported by the
muscular pelvic diaphragm and the three condensations
of the endopelvic fascia (cardinal ligaments, uterosacral
ligaments, and pubocervical fascia).[12]
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Figure 1: Uterovaginal prolapse at birth

Congenital UVP usually results from the weakness of
the pelvic muscular support and the ligaments. This
may be secondary to either congenital weakness in the
pelvic musculature or defects in innervation. In adults the
uterovaginal junction is angulated with the uterus lying
almost horizontal to the muscular pelvic diaphragm. In the
fetus and the neonate there is minimal or no angulation
and the orientation is almost vertical, as the true pelvis is
not well-formed yet and the pelvic organs are essentially
abdominal. Hence, raised intra-abdominal pressure as
occurs during prolonged breech delivery is transmitted
straight down the uterus and out through the vagina and
introitus. This becomes pronounced if the pelvic muscle
is weak and the ligaments stretched.
However, the etiology of congenital UVP is not
well-established. Most of the few reported cases were often
associated with some identifiable risk factors [Table 1].
Spina bifida, especially myelomeningocele is the most
common risk factor (85% of cases).[1-4] Occult spina bifida
as occurred in the index patient is not common.
Defective innervations of the pelvic floor muscle in
meningomyelocele may lead to weakened support of
the uterus and vagina. The rise in fetal intra-abdominal
pressure during breech delivery stretches the pelvic floor
muscle and the ligaments thus increasing the risk of
prolapse. Our patient had features of occult spina bifida
and was delivered breech. Congenital UVP is also seen
in neonates with congenital cutis laxa.[5] This is a genetic
disorder characterized by generalized loose and redundant
skin with reduced elasticity. Inheritance can be autosomal
dominant, autosomal recessive, or X-linked.[13] The babies
present with loose lax skin with reduced elastic recoil.
Hernias and rectal prolapse are common associations in
this condition. The index patient did not clinically manifest
any skin abnormality.
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Figure 2: Sacral dimple with tuft of hair

Table 1: Risk factors associated with congenital
uterovaginal prolapse
Myelomeningocoele
Congenital cutis laxa
Prolonged breech delivery
Post excision for sacral teratoma
Prematurity

Early treatment of prolapse is important to prevent injury
and metaplasia of the endometrial lining from prolonged
exposure. This possibly may affect fertility later in life.
Several modalities which can be either conservative or
operative have been used in the treatment of genital
prolapse in the neonates. Most authors favor initial digital
reduction and conservative management.[1,6,9,10] From the
reviewed case reports, conservative management has a
success rate of more than 90%, though long-term outcome
could not be ascertained yet. The major challenge after
the initial digital reduction is the recurrence of prolapse
once the intra-abdominal pressure rises during crying or
straining. Different authors have overtime evolved different
methods of solving this. These methods include the use of
various forms of pessaries,[1,14] vaginal tampons,[6] use of a
two-way catheter partially inflated in the vagina to prevent
recurrence of reduced prolapse,[9] purse string suturing of
vaginal wall with 2-0 catgut,[4] and even temporary fusion of
the labia.[11] Baskaran et al., reported a successful outcome
with purse string suturing of the vaginal wall in two rows
in a neonate with myelomeningocele.[4]
With the resolution of the edema, reduction in the
maternal derived estrogen level, the uterus becomes
fixed in the normal position in most infants. However,
the use of foreign agents can be complicated with
cervicitis and vaginitis.[9] Surgical procedures like uterine
ventrosuspension, sling, sacral cervicopexy, or abdominal
sacrocolpopexy have also been used in recalcitrant cases.[7]
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In our patient, re-protrusion occurred immediately
after digital reduction. We solved this by strapping the
buttocks together by applying crepe bandage from the
lower abdomen down to the lower third of the legs in a
“mermaid” fashion, sparing the anus for defecation. This
was removed after 3 days with no further recurrence.
This method has the advantage of simplicity and easy
applicability by even the labor attendants at the primary
centers soon after the prolapse is observed, before edema
and mucosal ulceration sets in.
In conclusion, UVP presenting at birth is a rare condition.
The possible risk factors present in this patient include
breech delivery and spina bifida occulta. Successful reduction
was achieved by digital reduction and strapping the buttocks
together with crepe bandage in a “mermaid” fashion.
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