
 

 

 

                                                                                                                                    August 2018 · Volume 7 · Issue 8    Page 3397 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology 

Pulavarthi S et al. Int J Reprod Contracept Obstet Gynecol. 2018 Aug;7(8):3397-3399 

www.ijrcog.org pISSN 2320-1770 | eISSN 2320-1789 

Case Report 

Prolapse of the urethral mucosa in a prepubertal Indian girl 

 Sabita Pulavarthi*, Sharmila Vijayan 

 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION 

Urethral prolapse is a protrusion of the distal urethral 

mucosa through the external urethral meatus and it was 

first described by Solingen in 1732.1 It is a benign 

condition and most commonly affects girls in the age 

between 5-9 years.1,2  

It is seen primarily among African girls but has also been 

reported from other races.3-6 The cause for urethral 

prolapse is still not known. It could be the result of poor 

development or atrophic changes in the collagen and 

elastic tissue of the urethral mucosa.7 Inadequate 

periurethral supporting tissue or weakness of submucosal 

tissue added with raised intraabdominal pressure in 

conditions like obesity, chronic cough and perineal 

trauma can act as precipitating factors. Treatment is 

controversial and can be conservative or surgical 

management. Authors report a case of urethral mucosal 

prolapse in an Indian girl managed successfully with 

medical treatment. To our knowledge this is the first case 

report from India. 

CASE REPORT 

An eight year old girl presented to the Paediatric out- 

patient department with history of bleeding from the 

external genitalia which was noticed by her mother as 

blood stains on her pants. She also had history of dysuria 

and increased frequency of micturition for the past5 days. 

Patient was referred to the Department of Obstetrics and 

gynecology with provisional diagnosis of urinary tract 

infection and/ or sexual abuse. History was not 

suggestive of any possibility of sexual abuse. She was 

feeling uncomfortable due to burning sensation in the 

genital region. On examination, the girl was thin built and 

there was no pallor. Examination of external genitalia 

revealed no active bleeding from introitus and perineum 

appeared normal. Gentle separation of the labia revealed 

a 2*2 cm reddish mass, but we could not proceed further 

with examination as the girl was highly uncooperative 

due to pain. A provisional diagnosis of interlabial mass 

probably vaginal tumor was made and authors planned 

for examination under anesthesia. Pelvic ultrasound and 

laboratory investigations were normal. 
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Examination under anesthesia revealed a normal introitus 

and vagina mucosa. There was a well circumscribed, 

erythematous, doughnut shaped mass at the urethral 

meatus. An infant feeding tube was passed through the 

center of mass which drained clearurine, confirming that 

the mass was the prolapsed erythematous urethral 

mucosa. She was diagnosed to have urethral mucosal 

prolapse. Her mother was informed regarding diagnosis 

and its rarity among Indian population. She was 

counseled regarding the available management modalities 

and she consented to try medical management as an 

initial treatment. The girl was prescribed anti-

inflammatory drugs along with Sitzbath for three days 

followed by daily local application of estrogen cream. 

The girl was followed up after 7 days and she was 

comfortable with no complaints. Local examination 

revealed that the prolapsed urethral mucosa had reduced 

considerably (Figure 1). The girl was followed up 

regularly and no recurrence was noticed during a period 

of follow up for 3 years. 

Figure 1: After treatment. Resolving Prolapsed 

urethral mucosa seen in posterior half of the urethra. 

 

DISCUSSION 

Urethral prolapse is a clinical condition where the distal 

urethral mucosa evaginates beyond the external urethral 

meatus resulting in minimal segmental prolapse with no 

inflammation to necrosis or ulceration.  

It is more common among prepubertal girls under 10 

years of age with an average age range between 4 and 7 

years. It has been reported in infants as early as 6 weeks 

old.2,8,9 

The exact etiology of condition is still not unknown. 

Many of them are case reports or case series and based on 

the findings from these reports several theories have been 

postulated. A hypo oestrogenic state has been suggested 

as an etiological factor due to its preponderance among 

prepubertal girls and postmenopausal women.10 Poor 

attachment between the two layers of smooth muscle 

surrounding the urethra, combined with episodic increase 

in intra-abdominal pressure as in constipation and chronic 

cough and high resting intra abdominal pressure as in 

obesity 3 may predispose to urethral mucosal prolapse.3,11 

Race and socioeconomic status may play a role due to its 

preponderance among Africans and girls from lower 

socioeconomic status.12 

Certain cultural practices like female genital mutilation 

may be a predisposing factor in the development of 

urethral prolapse. Adesiyun et al postulated that damage 

and/or disruption to the perinealmuscular attachment of 

the urethra could be a possible explanation for urethral 

mucosa prolapse following female genital mutilation13  

Studied patient is a prepubescent girl of Asian race who 

was from a low socioeconomic status and her Body mass 

index was low. Poor perineal support due to poor 

nutrition could be the possible cause for urethral mucosal 

prolapse in present case. 

Symptoms of urethral prolapse vary, but the common 

features are vaginal bleeding causing spotting on the 

underwear or diapers and a periurethral mass. Dysuria or 

perineal discomfort may be present. All the symptoms 

can readily be ascribed to sexual abuse and this may 

cause anxiety to the parents and the treating physician 

until sexual abuse is ruled out and diagnosis is confirmed. 

The diagnosis is usually made by local examination and/ 

or examination under anesthesia. Studied patient had all 

the presenting symptoms and was referred from Pediatric 

outpatient department to rule out sexual abuse. 

Differential diagnosis to this entity are caruncle, 

prolapsing urethrocele, condylomata, urethral papilloma, 

polyp, vaginal rhabdomyosarcoma, imperforate hymen 

and sexual abuse.3,14 

Management is the point of debate in urethral prolapse 

among young children due to lack of knowledge on the 

nature or etiology of the disease and the percentage of 

cases which will resolve spontaneously. 

Treatment modalities range from conservative 

management to various operative interventions. 

Conservative management consists of sitz bath, local 

application of estrogen cream and oral antibiotics.1,12,15,16 

Operative approaches includes ligation over a Foley 

catheter and total excision of the prolapse (Fernandes et 

al, Sanfilippo and Wakim).17,18 Though many modalities 

are available, none emerged as definitive procedure. 

Every modality has its meritsand demerits and hence the 

treatment still remains controversial. 

Effectiveness of conservative treatment is limited, and 

recurrence rate is high.6,12,15,19 Although surgery can offer 

definitive treatment, it may not be the first choice due to 

complications that include meatal stenosis and dysuria.6,12 

However, the recurrence rate is lower than with 

conservative management.20 Richardson1 suggested that 

conservative treatment can be followed by surgical 

management in case of no response or recurrence. 

Ballohey et al proposed that surgery remains the primary 
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strategy for patients with significant symptoms including 

pain and dysuria.21 Surgical resection is a safe modality 

with low recurrence rate. Recent literature advocates 

conservative treatment strategy and current evidence 

supports the use of 0.5% estrogen cream twice daily for 

4-6 weeks in combination with sitzbaths as first-line 

therapy. In present case, though the child presented with 

symptoms, her mother opted for initial conservative 

treatment. Authors team had a felt opinion that surgical 

option should be reserved only for cases who do not 

respond to conservative therapy and in case of recurrence. 

The girl was followed up on regular basis and no 

recurrence was noted for three years following the 

conservative treatment. 

CONCLUSION 

Though, cases of urethral mucosal prolapse treated with 

conservative treatment modality might not respond to 

therapy and could have high recurrence, it can still be 

started as initial treatment in selected cases based on 

clinical symptoms. 
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