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Abstract

Background: Uterovaginal prolapse occurs when damaged connective tissues allow the uterus to drop into the
vagina. Rare in children, uterovaginal prolapse can occur as a result of violent sexual assault. This case is being
reported because there has been no previous report of acquired pelvic organ prolapse following trauma suspected
to be sexual abuse in a child in our setting.

Case presentation: Two-year-old female presented to our hospital with a 3-day history of abnormal protrusion
from the vagina and a 2-day history of bleeding per vagina. Traumatic rupture of the hymen was observed. The
urethra was not edematous or hyperemic. The reduction was done successfully under sedation and maintained
using a crepe bandage. There was no recurrence after 3-month follow-up.

Conclusions: Uterovaginal prolapse presenting among children below 5 years is rare. If bleeding per vagina is
reported in a child, the clinician should be aware of the possibility of uterovaginal prolapse.
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Background
Uterovaginal prolapse (UVP) is a condition whereby the
uterus drops into the vagina and may prolapse through
the introitus [1]. This is due to damaged or weakened
muscles and connective tissues such as the ligaments
which support it [2]. It can be congenital or acquired.
Both forms are quite rare in children with research arti-
cles describing more of the congenital presentations in
children, the congenital presentation being more fre-
quent than the acquired and usually associated with
spinal cord defects [3, 4]. The etiology of the congenital
form is due to congenital weakness of the pelvic floor or
abnormal nerve supply to the pelvic floor [5]. Acquired
presentation is extremely rare, particularly below 5 years.
The acquired presentation can occur as a result of vio-
lent sexual assault or repeated sexual abuse [6, 7]. In re-
cent times, several reports from all over the world have
made it obvious that child sexual abuse is more common

than congenital heart disease, childhood cancer, and ju-
venile diabetes combined [8]. Due to not being able to
vocalize if abuse has occurred or not in toddlers, clinical
findings that are suspected of abuse are looked out for
in the genital area. Most of this finding is found in the
posterior area of the hymen. Such findings are the inter-
ruption of the peripheral edge of the hymen at the re-
gion between three and nine o’clock position [9]. The
trauma will result in the posterior notch of the hymen
appearing V-shaped rather than semilunar shaped [8].
However, these are nonspecific findings. From research
articles reviewed, the only facts that are consistent with
findings of sexual abuse are reported pain, vaginal bleed-
ing, and elapsed time since traumatic event [10].
Uterovaginal prolapse is well documented in older

women with multiple childbirths [11]. Other causes of it
are menopause, persistent coughing, and lifting of heavy
objects, obesity, and previous surgeries [12]. All of these
have been very well documented in adults.
However, for uterovaginal prolapse to occur in a child

who had no previous history of the congenital form, the
trauma to the pelvic floor of the child would be like the
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trauma of vaginal deliveries or pelvic surgeries that dam-
aged the levator ani muscle. This assumption is because,
from several research articles reviewed, the pelvic muscle
that is injured is said to be levator ani [13, 14].
To the best of our knowledge, in our setting, there has

been no previous report of pelvic organ prolapse follow-
ing suspected sexual abuse in a child. We believe that
reporting this case report will bring awareness to clini-
cians managing a child with vaginal bleeding to have
uterovaginal prolapse as a differential diagnosis and if
found to be so, it should be promptly reduced to prevent
continuous exposure of the mucosa which can predis-
pose it to not only injury but subsequent metaplasia
from prolonged exposure.

Case presentation
A 2-year-old female residing with her parents was
brought to the children’s emergency with a 3-day history
of a protrusion from the vagina and a 2-day history of
persistent bleeding from the vagina. The abnormal pro-
trusion was first noticed by the mum when she observed
that the toddler kept touching her vulva and decided to
examine it, she described it as a pinkish swelling with no
change in size since she observed it, and she described it
as a size of a walnut. No such history of protrusion was
observed before. No swelling was observed elsewhere in
the body. Mum did not observe any fall astride or his-
tory of trauma. No foul smell was observed from the
mass. There was also no history of hematuria. Bleeding
was noticed a day after mum observed the protrusion
from the vagina. It was initially profuse, but it progres-
sively reduced till presentation. At the time of presenta-
tion, she was said to be spotting blood. Blood was
characterized as fresh with no associated clots. No
bleeding was observed in any other part of her body, and
there was no family history of bleeding disorder. There
was no history of dizziness or fainting spells. There was
also a history of restlessness and discomfort; there was

however no history of dysuria or urinary retention, any
incontinence, hematuria, or vaginal discharges. There
was also no history of constipation or straining to stool.
The parents denied toddler been left with anyone other
than themselves before the onset of bleeding and pro-
truding mass was seen.
At the onset of symptoms, parents took the child to a

private hospital where a diagnosis of a vaginal polyp was
made before she was referred to us. When examined in
our facility, it revealed a female toddler who was restless
and not wanting to walk or play. Her perineum was
stained with blood. When the labia minora was parted, it
was observed that her vulva was edematous with a
fleshy, hyperemic circumferential mass protruding from
the vaginal orifice. The mass was continuous with the
adjacent labia minora (Fig. 1a, b). There was a traumatic
rupture of the hymen evidenced by the inner aspect of
the wall of the mass having rugae and a V-shaped con-
figuration of the hymen.
The urethral opening was neither edematous nor

hyperemic and was located separately from the mass.
The anus was patent with a normal sphincter tone; the
gloved finger was stained with brown stools and was not
bloody. No presacral dimples were observed.
No masses were palpated on abdominal examination.

Lower limbs, sensation, and cardiovascular and respira-
tory system review were all normal for her age. Abdomi-
nopelvic ultrasound scan done showed no
intraabdominal or pelvic mass, also showed nothing sug-
gestive of internal bleeding. An assessment of uterovagi-
nal prolapse following suspected trauma which we
thought was most likely sexual abuse was made based
on the above findings.
After obtaining consent from parents, manual reduc-

tion was done under sedation with reduction maintained
with a crepe bandage, done in a mermaid fashion spar-
ing the anus for defecation (Fig. 2a, b, c). This was done
by manual digital reduction and then strapping the legs

Fig. 1 a Picture of uterovaginal prolapse in transverse view. b Picture of uterovaginal prolapse in longitudinal view
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together with a crepe bandage so that the limbs ap-
peared fused together like that of a mermaid. The crepe
was removed after 72 h, and the prolapse genitals
remained reduced though she still had occasional spot-
ting of blood from the vagina. Retroviral prophylaxis and
antibiotics were given. The parents expressed shock
when findings and diagnosis were made as they initially
thought it was a vaginal tumor. The parents became agi-
tated and requested to go home immediately and con-
tinue care from home. They went home with
instructions on how to give oral antibiotics to the child.
They discharged against medical advice, so follow-up in
our institution was not done. They decided they would
follow-up in a private hospital that had a gynecologist.
Through contact tracing of that private hospital, we
found out that the prolapse had not recurred after 3
months, and the bleeding had stopped by this time. We
also contacted the gynecologist that when they come for
follow-up, they should watch out for vaginal stenosis as
the child grows older. The relevant hospital authorities
have also been informed of this case; however, we clearly
stated that the etiology of the uterovaginal prolapse was
undetermined.

Discussion
Uterovaginal prolapse which is a form of genital prolapse
has been classified into primary and secondary [15]. It is
said to be primary if caused by a congenital abnormality
or if supporting tissues of the pelvis is weak and is said
to be secondary if caused by extraordinary stress to nor-
mally suspended pelvic muscles as in prolonged labor or
trauma to the pelvic muscles [16, 17].
Since this index case had not had a history of geni-

tal prolapse and a secondary cause would be second-
ary to an extraordinary stress on the pelvis, we had a
high index of suspicion that the prolapse was second-
ary to sexual abuse; however, other forms of trauma
like fall astride cannot be ruled out. Early treatment

is necessary to avoid continuous exposure of the mu-
cosa which can predispose to not only injury but sub-
sequent metaplasia from prolonged exposure [3].
Differentials that could be mistaken for uterovaginal
prolapse are urethral prolapse, vaginal polyps, or a va-
ginal rhabdomyosarcoma.
A urethral prolapse ruled out as urethral opening was

seen separately from the mass, while a close differential
of vaginal rhabdomyosarcoma was ruled out because the
mass was reducible, and most of these tumors are asso-
ciated with a pelvic tumor which was absent in this
child. Other differentials were cervical or vaginal polyps.
However, like rhabdomyoma or sarcomas, polyps would
also not be reducible.
The acquired form of uterovaginal prolapse can follow

sexual abuse, and this is of note with the increasing rate
of sexual abuse of children being reported [6].
Sexual abuse has been said to be associated with pelvic

floor disorders, particularly in adult females [17]. The
sexually abused child too in later years may have chronic
pelvic pain and fertility problems [18].
The sexual assault of a child affects not only the

victim but the family also as the perpetrator could be
a family member. In this respect, it is a public health
problem [19].
Quite alarming is the unwillingness of the parents to

investigate the likelihood of trauma to the child to be
sexual abuse. This unwillingness may be due to the con-
sequent social stigmatization of child and family from
the community, denial of the parents, and an obvious
communication gap between parents and child as the
child is just a toddler and not able to communicate the
trauma, she experienced [20].
In this index case, reduction of the prolapse was suc-

cessful, and most reviewed articles on neonatal prolapse
showed digital reduction (conservative management)
was successful in more than 90% [3, 4, 15, 16]. Other
conservative methods are the use of vaginal pessaries or

Fig. 2 a, b A picture of mermaid pattern
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tampons, or a two-way Foley catheter in the vagina [16,
21].
From reviewed articles, surgical options of repair are

done if conservative management fails. These options
from the research articles reviewed are purse-string su-
turing of the walls of the vagina or temporary suturing
of the labia minora [22]. In intractable cases, procedures
like uterine ventrosuspension sling, abdominal sacrocol-
popexy, or sacral cervicopexy could be done [23]. Fortu-
nately, in this index case, the reduction was maintained
by strapping the buttocks together with a crepe bandage.

Conclusion
So, this case report highlights the importance that a clin-
ician should be aware of uterovaginal prolapse as they
may mistake it for urethral prolapse or a vaginal tumor.
Also, this condition can be managed successfully using
the mermaid fashion of strapping after digital reduction.
It is quite simple and reproducible so this approach is
recommended. This case also highlights that not all
forms of uterovaginal prolapse are primary (congenital)
in a child; some forms are secondary.

Abbreviation
UVP: Uterovaginal prolapse
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