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Abstract  A retrospective study of utero-vaginal prolapse to determine the frequency and determinants of 

uterovaginal prolapse, degrees and its complications at the University of Nigeria Teaching Hospital (UNTH) Enugu, 

Nigeria between January 1, 2005 and December 31, 2009. The prevalence of uterovaginal prolapse was 3.4%. Thirty 

three (66%) of them were postmenopausal. Multiparity was a significant determinant as 74% of them were grand-

multiparous. The commonest symptom was „something coming down the vagina‟ in 96% of the study subjects. 

Second degree prolapse was the commonest type of presentation (48%) and the definitive treatment modality was 

vaginal hysterectomy with pelvic floor repair (44%). Multiparity, prolonged labour and unsupervised deliveries are 

significant determinants. Uterovaginal prolapse is primarily a common gynaecological condition of the parous and 

elderly postmenopausal women associated with a decreased body image and quality of life. Education of women, 

women empowerment, effective antenatal care, supervised hospital deliveries, and limiting the family size by 

efficient contraception deserve priority attention to prevent this social malady. 
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1. Introduction 

Uterovaginal prolapse is the descent of the 

uterus/cervix through the vaginal canal [1]. It is due to 

defects in the support structures of the uterus and vagina 

namely the uterosacral ligaments, the cardinal ligaments 

complex and connective tissue of the urogenital 

membrane [2]. 

The true incidence of this disorder is not known 

because many of the cases are asymptomatic and many 

women feel shy to complain of uterovaginal prolapse [3,4]. 

Some degree of uterovaginal prolapse is seen in 50% of 

parous women with 10-20% of these causing symptoms 

[2]. 

The development of uterovaginal prolapse is 

multifactorial [5]. Pelvic floor defects may develop as a 

result of repeated pregnancies and childbirth and are 

caused by the stretching and tearing of the endopelvic 

fascia, levator ani muscles and perineal body [6]. 

Pregnancy itself without vaginal birth has been sited as 

a risk factor as well [6]. 

Multiparous women are at particular risk for pelvic 

organ prolapse [7]. Hypooestrogenism and genital atrophy 

also play important contributory roles in the pathogenesis 

of prolapse [8]. 

When compared with vaginal delivery, caesarean 

section has a protective effect in the development of 

genital prolapse [9]. 

Certain factors are considered in the management of 

uterine prolapse such as age, the desire for preservation of 

reproductive function, the desire for preservation of coital 

function, general medical status, previous attempts at 

surgical correction, symptomatology and physical 

examination findings [8]. 

The definitive treatment is surgery. Vaginal 

hysterectomy with pelvic floor repair is offered to patients 

who have completed their family size. Conservative 

surgery (Manchester repair) is offered to those where 

reproductive function is desired [3,10]. Leforte‟s operation 

is an option in the patients who no longer desire sexual 

functions or are too old to withstand vaginal hysterectomy 

[3,10]. Pessaries can be used in patients not fit for surgery 

or early in pregnancy. 

Uterovaginal prolapse affects multiparous and elderly 

women and the cost of its management is substantial [11]. 

The aim of this study was to determine the frequency, 

determinants of uterovaginal prolapse, types and its 

complications at the University of Nigeria Teaching 

Hospital, Enugu - Nigeria. 

2. Materials and Methods 

This was a retrospective study of uterovaginal prolapse 

at the University of Nigeria Teaching Hospital, Enugu - 

Nigeria between January 1, 2005 and December 31, 2009. 

Data was retrieved from gynaecological ward admission 

register, case files, theatre records and ward reports of the 

50 women who were treated for U-V prolapse. 

The medical records were reviewed by trained staff 

using pre-established and piloted data extraction forms. 

Information sort were sociodemographic characteristics 

(age, parity, occupation, tribe, menopausal status), 

presenting complaint, duration of symptoms, degrees of 

prolapse, management modality and outcome, 

complications as well as operative findings. The data were 

analyzed by descriptive and inferential statistics using the 
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statistical package for social science (SPSS) version 12 

and the results expressed in descriptive statistics by simple 

percentages with frequency tables and pie chart. 

3. Results 

During the five-year period, there were a total of 1488 

gynaecological admissions, 50 of which were different 

degrees of uterovaginal prolapse giving a prevalence of 

3.4%. 

The mean age at presentation was 49.9 years with a 

range of 8 – 82 years. 82% (41/50) of them were at least 

40 years old while 18% were below 40 years as was 

shown in Table 1. 96% of the women had previous 

vaginal delivery and their mean parity was 5.2 as was 

shown in Table 2. 66% (33/50) of the women were 

postmenopausal while 34% (17/50) were premenopausal 

as was shown in Table 3. Two percent of them was 

premenarchial and had urethral caruncle with mucosal 

prolapse. The commonest presenting symptom was 

“something coming down the vagina” in 96% of the 

women. 60% of the women were farmers/housewives, 

32.0% were traders, 6.0% were civil servants and 2% of 

the women were students and unmarried. 

Table 1. (Age Distribution of Patients) 

Age (years) Frequency Percentage 

<40 9 18% 

≥ 40 41 82% 

Total 50 100 

Table 2. (Parity of the patients) 

Parity Frequency Percentage 

Para 0 1 2 

Para 1-4 12 24 

Para 5 and above 37 74 

Total 50 100 

Table 3. (Menopausal status of the patients) 

Menopausal state Frequency Percentage 

Pre menopause 17 34 

Post menopause 33 66 

Total 50 100 

Second degree prolapse 48% (24/50) was the 

commonest type followed by 1
st
 degree 36% (18/50) and 

3
rd

 degree type accounted for 16% (8/50) as was shown in 

Figure 1. There was no vault prolapse. Cystocele was seen 

in 64% (32/50) of them, rectocoele in 16% (8/50) and 

urethrococle in 2% (1/50) of the women. There was no 

enterocoele. The mean duration of symptoms was 5.3 

years. 44% of the women had vaginal hysterectomy with 

pelvic floor repair. Manchester repair was done for 2% of 

them while 12% had pessary insertion. Two percent had 

urethral caruncle exicision. Four percent had total 

abdominal hysterectomy and bitateral salpingo-

ophorectomy since they had cervical intraepithelial 

neoplasm grade III. 36% refused to undergo surgery and 

absconded. None of the patients had significant post 

operative complications. No maternal death was recorded. 

4. Discussion 

The prevalence of 3.4% for uterovaginal prolapse was 

found in this study. This was similar to that of Port 

Harcourt study (3.7%) [3] and higher than that of Nnewi 

study (2.1%) [12]
 
 both in Nigeria, but lower than the rate 

from a previous  population based study (6%) [13]. This 

study is equally lower in prevalence from figures obtained 

from Ilorin, Nigeria [14,15]. It may be that higher rate of 

admission of other gynaecological conditions may have 

reduced the proportion contributed by genital prolapse to 

gynaecological admissions in this hospital. Other 

gynecological conditions include uterine fibroids, 

menstrual abnormality, endometriosis, disorders of 

puberty, infertility, incontinence, pelvic inflammatory 

disease, sexually transmitted disease, female genital 

malignancies (cervix, ovary, endometrium, vulva, vagina 

etc). 

 

Figure 1. (Pie chart showing the degree of prolapse) 

The mean age at presentation was 49.9 years. The 

condition was commoner in older patients, but less in the 

younger age group, however, 18% of them were below 40 

years. 66% of the women were postmenopausal and so 

had the bulk for uterovaginal prolapse in the study. This 

was not surprising as hypooestrogenism and genital 

atrophy are strong risk factors since the supports of the 

pelvic organs are oestrogen dependent. 

Seventy four percent of the women were grandmultiparous

 and this buttresses the fact that multiparity was a 

significant risk factor in the development of uterovaginal 

prolapse [7]. The women going through stress of multiple 

unsupervised vaginal deliveries at home with prolonged 

labour is probably the main factor in these women. 

Unsupervised labour with bearing down efforts before full 

cervical dilatation weakens the genital supporting 

ligaments and pelvic fascia [16]. The finding of prolapse 

in a young multipara and unmarried young girl is 

documented though uncommon [17]. Forty two percent of 

the women were farmers and lifted heavy objects for years 

which were contributory to the development of this 

condition. The aetiological factors in farmers are as a 

result of raised intra-abdominal pressure. The mean parity 

was 5.2 which supported the effect of multiparity. 

Most of the women had 2
nd

 degree prolapse 48%, and 

36% had 1
st
 degree prolapse. They however presented 

relatively late as the mean duration of symptoms was 5.3 

years. Uterovaginal prolapse rarely occurs in isolation as 

there was reported cystocoele in 64% of the women and 

rectocoele in 16% of the women. The commonest 

symptom was the feeling of “something coming down the 

vagina” in 96% of the women and a significant proportion 

of them had 2
nd

 degree uterovaginal prolapse. Other 

symptoms are dysuria, frequency and stress incontinence. 

Backache and constipation are also reported by some 

women. 

Vaginal hysterectomy and pelvic floor repair are the 

main definitive treatment in this study (44%), though 

some had conservative surgery like Manchester repair 
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(2%), insertion of of pessaries (12%) in those still bearing 

children. 4% had total abdominal hysterectomy and 

bilateral salpingoophorectomy as they had associated 

histologically diagnosed cervical intraepithelial neoplasia 

grade III. 

Long term post operative complications were 

documented for women who had vaginal hysterectomy 

with pelvic floor repair. The complications are stress 

incontinence, genital fistulae, apareunia, dyspareunia, 

shortened vagina and vaginal stenosis but there were no 

major complications in the women studied. 

The limitation of this study was lack of follow-up and 

poor documentation of data. Data was scanty and poorly 

documented. 

Conclusion 

Uterovaginal prolapse affects women both in the child 

bearing age and post menopausal period. Multiparity, 

prolonged labour, poorly supervised and unsupervised 

deliveries are significant determinants. Efforts should be 

geared towards public enlightenment and health education, 

effective antenatal care, supervised hospital deliveries, 

limiting of family size and efficient use of contraception 

in reducing this social malady ravaging our women. 

Education of women and women empowerment should be 

accorded the priority it deserves in action and not by mere 

policy statements. 
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