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Case Report 

Uterine prolapse with bilateral hydronephrosis,                        

suspension of vault to iliococcygeus fascia  
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INTRODUCTION 

Uterine prolapse is common in India especially in rural 

women, possibly because of damage to the uterine 

supports by early child bearing, large family size, 

unskilled supervision of deliveries aggravated by 

increased intra-abdominal pressure from prolonged hours 

of working in the farms in the squatting position.
1
 

Though it is uncommon, uterine prolapse can cause 

compression of ureters and bilateral hydronephrosis, 

predisposing to arterial hypertension and renal failure.
2 

We are presenting case of massive uterine prolapse 

causing bilateral hydronephrosis which   is a surgical 

challenge.   

CASE REPORT 

A 60 year old post-menopausal patient was admitted in 

emergency with history of urinary retention and mass at 

vulva since 25 years .No bowel complains. Her obstetric 

history included four normal deliveries, the last one 27 

years ago. She was hypertensive. On examination she had 

no neurological or musculoskeletal problems.  Uterus was 

totally outside the vulva (procidentia); grade IV modified 

Baden and Walker classification. There was a severe 

degree of prolapse of the uterus anterior and posterior 

vaginal wall (Figure 1). On reduction of prolapse, no 

stress incontinence was demonstrable. The patient was 

admitted, prolapse reduced, bladder drained with 

indwelling catheter and atrophic vagina packed with 

estrogen cream to improve the quality of the vaginal 

mucosa. Ultrasound revealed bilateral moderate 

hydronephrosis (Figure 2), BUN & Sr. creatinine were 

raised. 

One week later, under regional anaesthesia patient 

underwent vaginal hysterectomy, suspension of the 

vaginal vault (to prevent a vault prolapse) and repair of 

the cystocoele, rectocoele and enterocele. Important 

precautions during surgery were to protect ureters and 

avoid bladder injury. After hysterectomy McCall 

culdoplasty was done by using a permanent suture (i.e., 

0-silk) incorporating both uterosacral ligaments and 

posterior peritoneum thus obliterating the enterocele sac. 

This was suspended to full thickness of the apical vaginal 

wall.  Posterior   vaginal wall was opened along the entire 
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ABSTRACT 

Pelvic organ prolapse is a common health problem, and though severe morbidity is rare, it can have marked effects on 

quality of life. The treatment of vaginal vault prolapse can be a difficult and challenging problem. 60 year old women 

presented with stage IV uterine prolapse and bilateral hydronephrosis. To reinforce the support of the vagina 

concurrent use of iliococcygeus fascia colpopexy with the McCall culdeplasty was done for primary uterine prolapse.  
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length and dissected from rectovaginal septum. 

Permanent, monofilament sutures were placed bilaterally 

between the apical lateral vaginal wall and the 

iliococcygeus muscle anterior to the ischial spine.  

1 0-Prolene suture is placed at both apical sulcus and tie 

submucosally to avoid exposure in vagina. Tears in the 

rectovaginal septum as described by Richardson were 

identified and approximated with interrupted sutures.
3
 

Perineorrhaphy was performed through the same incision 

by recreating the normal anatomic relationships of the 

rectovaginal septum and the muscles of the perineal body 

using interrupted sutures. Delayed absorbable was used 

for both the site-specific repair and the perineorrhaphy 

steps. 

Patient had uneventful post-operative period. Foley’s 

catheter was removed on day 3, normal voiding was 

established. Residual urine was 50 ml. 

On follow up three month later there was regression of 

hydronephrosis and renal function was normal (Figure 3). 

After one year patient is asymptomatic with normally 

suspended vagina.   

 

Figure 1: Grade IV uterovaginal prolapse.  

 

Figure 2: Bilateral moderate hydronephrosis.  

 

Figure 3: Regression of hydronephrosis bilaterally.      

DISCUSSION 

The goals of vaginal vault prolapse surgery include 

restoration of vaginal apical support and maintenance of 

normal length, axis, and caliber. To achieve a long-term 

successful outcome, correction of all pelvic floor defects 

should be achieved at the time of a vaginal vault 

suspension. Care must thus be taken to achieve integrity 

of the envelope of the anterior and posterior vaginal walls 

and reattaching any fascial tears off of the vaginal apex 

during the surgical procedure. A requirement for this 

procedure is sufficient vaginal length and caliber (present 

in this patient) such that the vaginal sidewall reaches the 

iliococcygeus muscle where the suture will be placed 

(Figure 4). 

 

Figure 4: Pelvic diaphragm of female (medial view): 

location of iliococcygeus fascia and vagina.  

There are few reports of use of iliococcygeus fascia for 

the management of patient in such situation. The 
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prevalence of hydronephrosis was low in patients with 

POP who were candidates for surgery. 

The surgical technique involves careful preoperative 

evaluation of the defects. Pre-operative evaluation must 

be complemented by another evaluation at the time of 

surgery. Women with prolapse of the bladder, urethra, 

cervix or other organs into the vagina benefit from 

surgery which attaches the cervix to the iliococcygeus 

fascia. This is simple method for restoring vaginal vault 

support without using graft. Advantages of vaginal route 

include minimal invasiveness, early mobilization, lower 

cost, shorter surgical time, and the simultaneous 

correction of co-existing cystocele and rectocele. 

The iliococcygeus fascia is a fibrous tissue located 

laterally in the region between the end of the ischial spine 

and the pelvis.
4
  

Meeks et al. identified 110 patients who had repair of 

vaginal vault prolapse by suspension of the vagina to 

iliococcygeus fascia from March 1981 to April 1991. All 

patients were followed for a minimum of 3 years with 

very low recurrence.
5  

The durability of the combined procedures was superior 

to that of the modified McCall culdeplasty alone. These 

results suggest that iliococcygeus fascia colpopexy 

(ICFC) is reasonably safe and strengthens not only the 

attachment of the upper part of the vagina but also that of 

the anterolateral vaginal wall.
4
 

Maher demonstrated that ICFC gives durable support to 

the vault with very low recurrence rates. This procedure 

has been demonstrated in a randomized manner to be an 

effective means for restoring vaginal vault support.
6
 The 

creation of a central attachment site at the vaginal apex is 

crucial to achieving vault support and integrity of the 

anterior and posterior vaginal fascial envelopes.  

Abdominal sacrocolpopexy is considered by many to be 

the gold standard procedure for repair of vaginal vault 

prolapse.
7
 Because this procedure is performed through 

an abdominal incision, its associated morbidity is greater 

than with the vaginal approaches. 

Laparoscopic approaches to vault prolapse include 

laparoscopic sacrocolpopexy and uterosacral ligament 

suspension. A significant amount of laparoscopic skill is 

required for either procedure.
8
 

The vaginal apex is attached to the sacrospinous 

ligaments with permanent or delayed absorbable sutures. 

The main drawback of this procedure is damage to 

pudendal, sciatic nerves and vascular structures.
9
 It can 

be challenging to identify the actual ligaments. In 

addition, there is a reported risk of ureteral trauma of 

10% to 15% in published series.
10

 

The prevalence of hydronephrosis was low in patients 

with POP who were candidates for surgery. POP repair 

usually resolves prolapse-related hydronephrosis and 

prevents serious long-term complications.
2 

Critical to the 

success of vaginal vault suspension are adequate 

dissection and repair of all fascial defects. Adequate 

repair of the perineal body also plays a pivotal role. 

CONCLUSION 

Multiple techniques are available for restoration of 

vaginal vault support. The procedure of choice 

for reconstructive surgery to the vaginal vault should be 

tailored to the individual patient and be of low morbidity 

and mortality, but at the same time with long-term 

durability. Suspension of the vagina to the iliococcygeus 

fascia for repair of vaginal vault prolapse provides 

excellent long-term results. Critical to the success of 

vaginal vault suspension are adequate dissection and 

repair of all fascial defects. Adequate repair of the 

perineal body also plays a pivotal role 
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