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ABSTRACT

Introduction: Pelvic floor hernias are encountered especially in elderly women. A combined
genital, bladder, and rectal prolapse poses treatment challenges in aged women. Case pre-
sentation: We present the case of an 88 year-old patient, complaining of an intravaginal mass
protruding for the last 3 months, rectal prolapse that occurred two weeks before admittance,
accompanied by stress incontinence of urine and chronic constipation. Examination revealed
a uterine prolapse with cystocele and a fourth grade rectal prolapse. We decided on a perianal
and transvaginal approach, performing preliminary dilatation and curettage, cervix amputation,
anterior colporrhaphy and colpoperineorrhaphy (Manchester procedure) with perineal recto-
sigmoidectomy using the LigaSure™ device, and coloanal manual anastomosis. Postopera-
tively the patient had no symptoms of stress urinary incontinence, bowel movement resumed
in the fourth postoperative day, and the patient was discharged after seven days. One month
after surgery the patient has both urinary and fecal continence, with no relapse in pelvic organ
prolapse. Conclusions: Encountering genital, bladder, and rectal prolapse in the same patient
is quite rare, and its treatment can be difficult in aged women. Therefore, a less invasive surgi-
cal procedure, using the transvaginal approach, and a genital sparing surgery could be the
key in cases like this.
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INTRODUCTION

The primary management strategy for severe uterine prolapse is surgical. There
are abdominal/laparoscopic and vaginal approaches. The fixation of the sacro-
spinous ligament and the uterosacral ligament suspension are vaginal recon-
structive interventions that have a low complication rate and an proficient cost-
benefit ratio.! Uterosacral suspension is generally seen as more successful than
sacrospinous uteropexy.”

There are 2 types of approaches in the surgical treatment of rectal prolapse:
abdominal procedures and perineal procedures. For an elderly patient, with lots
of comorbidities,we believe that choosing a surgical intervention with low mor-
bidity and mortality rate with shorter recovery time is a goal in management of
such patients.
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CASE PRESENTATION

We present the case of an 88 year-old patient from a rural
background admitted to Surgery Clinic No. I of the County
Emergency Clinical Hospital of Tirgu Mures with the fol-
lowing complaints: pelvic mass protruding for the last 3
months, followed by a rectal prolapse that occurred two
weeks before admittance, accompanied by urine stress in-
continence and chronic constipation. From the patient's
history we found that she had two term pregnancies (nat-
ural delivery), and had no early terminated pregnancies.
Clinical and ultrasound examination revealed a uterine
prolapse with cystocele and a fourth grade rectal prolapse
(Figure 1). Following a full clinical and biological investiga-
tion, we decided on a perianal and transvaginal approach,
performing preliminary dilatation and curettage, cervix
amputation with the help of the LigaSure™ device, anterior
colporrhaphy and colpoperineorrhaphy (Manchester pro-
cedure) with perineal rectosigmoidectomy using the Liga-
Sure™ device and coloanal manual anastomosis (Figure 2).

The urethral bladder catheter wasremoved after two days,
with no symptoms of stress urinary incontinence, bowel
movement resumed in the fourth postoperative day, and the
patient was discharged after seven days. The histopathology
report grossly describes a 30 x 20 x 20 mm, slightly irregular
uterine cervix, and a 95 x 60 mm rectum with a mesorec-
tum without pathological signs. Microscopically there is ev-
idence of epithelium hyperkeratosis with chronic cervicitis,
and signs of hyperplastic crypts, with smooth muscle fibers
and chronic inflammatory signs. Three months postopera-
tively the patient has both urinary and fecal continence with
no relapse in pelvic organ prolapse.

DISCUSSION

The patient's personal surgical history, her risk for intra-
operative or postoperative complications, as well as the
recurrence of uterus prolapse and clinical aspects affect
the surgical therapeutical approach. Moreover, the recon-
struction routes include laparoscopic and robotic meth-
ods. In the USA the majority of reconstructive operations
for prolapse (80-90%) are performed using the transvagi-
nal approach.3

Maher et al. (2004) showed that there are significantly
longer operating times, a higher rate of complications, big-
ger costs and longer hospital admission for the abdominal
route compared to the transvaginal one.*

During the 18" century, in England, Donald A. per-
formed the first procedure in which the uterovaginal pro-
lapse was surgically treated with an anterior and posterior
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FIGURE 1. Preoperative aspect — Cystocele with fourth grade
uterine prolapse and rectal prolapse.

colporraphy and amputation of the cervix. The technique
was named the Manchester procedure.

Sexual functioning or pregnancy was not taken into
consideration because our patient was not sexually active,
and because pregnancy was not possible due to her age.

The resection of the rectum and the sigmoid by a trans-
perineal approach consists of the full removal of the rec-
tum and the colon through the anal canal, completing the
operation with a coloanal anastomosis. In general, patients
who undergo a perineal rectosigmoidectomy are elder
patients, with multiple associated pathologies and higher
surgical risk.

The mortality rate for the perineal resection of the rec-
tosigmoid is 0-5%, and the percent of reappearance ranges
from 0% to 16%. Older patiens with comorbidities, who
have a higher operating risk or contraindication for the
transabdominal approach, are the best candidates for the
transperineal route.” In comparative studies, the Manches-
ter technique showed to have a lower mortality and mor-
bidity rate in relation to the anatomical result, compared
to the vaginal hysterectomy, in case of uterine prolapse.’

CONCLUSIONS

Encountering genital, bladder, and rectal prolapse in the
same patient is quite rare, but it can be corrected in the
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FIGURE 2. Postoperative clinical aspect — Manchester and perinealrectosigmoidectomy performed with
vesico-urethral catheter in place.

same setting by surgical approach. Surgery can pose seri-
ous challenges and can be difficult in aged women. There-
fore, a less invasive surgical procedure, using only the
transvaginal approach, and a genital sparing surgery could
be the key to success in cases like this.
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