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Case Report 

Vaginal delivery by Duhrssen’s incision in a case of uterine prolapse 
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INTRODUCTION 

Uterine prolapse is not expected during pregnancy.1,2 The 

overall incidence of prolapse in pregnancy is 1 case per 

10000 to 15000 deliveries in other countries, but in India, 

it is as high as 1 per 547 deliveries.2,3 In India, the 

incidence is high because till today a significant number 

of deliveries are being conducted by untrained birth 

attendants. There is also a trend of bearing more than two 

children which increases the risk of prolapse due to short 

consecutive pregnancies interval, which affects the 

supports of uterus significantly. As uterine prolapse leads 

to cervical desiccation, cervical oedema, cervical 

laceration, which leads to the non-progression of labour, 

and often, it leads to obstructed labour.4,5 

Duhrssen’s incision becomes an effective tool in such 

cases.6,7 This decreases the needs of caesarean section in 

such circumstances and thus minimises operative 

morbidity. But sometimes, lower uterine caesarean 

section needed when the head is high up with the 

edematous non-dilating cervix.8 

CASE REPORT 

We report a case of 23-year-old pregnant women 

belonging to lower socio-economic status as gravida 3, 

para 2, presented at term pregnancy by date with uterine 

prolapse during active labour. She had a history of two 

spontaneous vaginal deliveries. Both the previous 

deliveries took place at home. 

During the current pregnancy, she did not attend the 

hospital even though she recognised the prolapsed uterus 

three months before and reduced it herself without 

seeking medical help. A detailed menstrual history 

revealed irregularity of her menstrual cycles, and she was 

uncertain about the date of her last menstrual period. 

 

Figure 1: Cervix with lower uterine segment 

protruding outside introitus with entrapped head of 

baby. 

ABSTRACT 

Uterine prolapse during pregnancy is a rare condition in which careful assessment and management are needed to 

prevent complications. Here we report a case of 23-year-old gravida 3 multiparous women with a history of 2 vaginal 

home deliveries; she presented with uterine prolapse in active labour. She was delivered vaginally by Duhrssen’s 

incision successfully. This case is reported to show that Duhrssen’s incision can reduce the need for caesarean section 

in such cases. 
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According to her statement, prolapse had occurred a few 

hours before the start of labour pain. On examination, the 

fetal heart sound localised four fingers above the pubic 

symphysis. The cervical dilatation was 5 cm and 

effacement of 50%. Amniotic membrane was absent. The 

fetus was in vertex presentation. The cervix and lower 

uterine segment were lying outside vulva with an 

entrapped head of the baby as depicted in Figure 1. 

Due to effective uterine contraction as well as there was 

no profuse cervical bleeding, and also as per patient's 

preference, she was planned for vaginal delivery. During 

the process of labour, IV drips was started with 

antibiotics. Strict monitoring of fetal heart sound and 

under proper vigilance as the labour progressed and 

cervix dilated enough, Duhrssen’s incision at 2 o'clock 

position was given, and the baby delivered successfully 

as depicted in Figure 2. A vigorous female infant, 

weighing 1.7 kg, was delivered and transferred to SCNU 

for better management. There was no immediate PPH. 

The incised area stitched with vicryl and haemostasis 

achieved. 

 

Figure 2: Delivery of baby done with Duhrssen’s 

incision at 2 o'clock position. 

Prolapse was reduced, and betadine downwash was 

given. Patient shifted to ward and was discharged at day 

4 postpartum and was asked to perform pelvic floor 

Kegel’s exercise. She had stage 2 POPQ uterine prolapse 

during discharge. The patient didn’t follow up after being 

discharged. 

DISCUSSION 

Uterine prolapse is a common case in non-pregnant older 

women; however, uterine prolapse complicating 

pregnancy is a rare event which either exists before or has 

an acute onset during pregnancy. The risk factors of 

uterine prolapse during pregnancy are multifactorial. 

Parity, malnutrition, vaginal deliveries, short consecutive 

pregnancy interval and the physiological increase in 

cortisol and progesterone during pregnancy causes 

aggravation of prolapse by softening and stretching pelvis 

tissues. There is a four times higher risk of uterine 

prolapse in women with two vaginal deliveries as 

reported in the literature.9 In this condition, urinary 

obstruction and labour abnormalities are frequently seen. 

There is difficulty in cervical dilatation and laceration 

which leads to prolonged labour and cervical dystocia. In 

early detection of cases, conservative treatment in 

antenatal period in the form of bed rest, Trendelenburg 

position with manual reposition of prolapsed mass is 

recommended. If conservative management fails, 

laparoscopic colposuspension surgery can be done. 

As in our case, the patient presented in active labour near 

term pregnancy, Duhrssen’s cervical incision under close 

supervision is applied to conduct normal vaginal delivery. 

Duhrssen’s incision is three surgical incisions on an 

incompletely dilated cervix corresponding roughly to 2, 6 

and 10 O’clock position which leads to the immediate 

delivery of a fetus with entrapped head. Elective 

caesarean section may be the safest mode, especially in 

cases of cervical elongation and oedema. In our case, we 

did not repair the prolapse as uterine fundus will return to 

pelvis minor within few weeks after delivery and it is 

reversible. Moreover, our patient did not come to the 

hospital for follow-up after being discharged. 

CONCLUSION 

Uterine prolapse in pregnancy though rare but its 

incidence in the Indian population is increasing due to 

high prevalence of risk factors. The management of 

uterine prolapse during labour is individualised 

depending on the severity of prolapse, gestational age, 

parity and patients’ preference. 

Duhrssen’s incision is a very convenient and simple 

procedure by which delivery can be conducted vaginally 

and thus reduces the need of caesarean section as 

illustrated in our case. 
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