
CERVICOPEXY-A FEW MODIFICATIONS IN SURGICAL 
TECHNIQUE, ITS SUOCESS AND OBSTETRIC PROSPECT 

BY. 

M. C. MITRA 

SUMMARY 

Ce1·vicopexy is simpler than Shirodkar's sling operation. In 
the process of modification of the original operation done by 
Dr. B. N. Purandare, here internal inguinal ring has been identi­
fied after opening anterior layer of broad ligament as far laterally 
as possible. The fascial strips are brought down with a curved 
artery forceps approaching from the opened broad ligament, then 
through internal inguinal ring and after cutting fascia transver­
salis. This is felt to be safer procedure. Plication of round liga­
ments is an important step, omission Qf which causes extreme re­
troflexion of body of uterus and subsequent abort1on. High ad­
vancement of bladder peritoneum by fixing to the fundus of uterus 
has been avoided for future surgical problem. Although abortion 
rate is higher, incidence of term vaginal delivery is favourable. 

Int1·odtwtion 

Genital prolapse can be broadly divid­
ed into two groups i.e. vaginal wall pro­
lapse (acquired) and uterine prolapse 
(congenital type). In the first group 
prolapse is confined to vaginal wall 
and related viscera. Cervix prolapses 
because of supra-vaginal elongation. 
In the second group, the uterus de­
scends in the axis of vagina taking th_e 
vaginal wall with it, which in nullipar­
ous woman occurs due to weakness of 
cardinal ligaments and supports of uppe1· 
walls oi vagina ( J effcoate, 1967). Here 
the descent of <'l'rvix is not associated 
with cystocele and rectocele. This type 
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of prolapse, also called cervical prolapse, 
at times may be acquired after child 
birth, particularly following difficult in­
strumental delivery. Congenital pro­
lapse since birth or congenital proceden­
tia is rare. 

The aim of surgical treatment for 
nulliparous prolapse should be in rela­
tion to morbid anatomy present and in 
relation to future obstetric prospect. 
Surgery can be done either vaginally 
or through abdominal route. The time 
old operation is amputation of cervix. 
Because this operation does not correct 
anatomical defect, recurrence is fre­
quent. Further this may cause unto­
ward effect upon future child bearing 
like infertility or dystocia of labour due 
to stenosed cervix. On the other hand, 
it may also cause incompetent cervix 
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and midtrimester abortion where high 
amputation has been done. The second 
vaginal operation is simple division and 
fixation of cardinal ligaments in front of 
cervix after opening vaginal flaps. The 
pouch of Douglas is also opened and any 
redundancy corrected ( J e:ffcoate, 1967). 
Amputation of cervix can be combined 
wherever necessary, but success is doubt­
ful. 

Abdominal operations for nulliparous 
prolapse consist of Shirodkar's sling 
operation (Shirodkar, 19•59) and cervi­
copexy as designed by Purandare (1966). 
In Shirodkar's Sling operation, the 
uterosacral ligaments are fixed to the 
sacral promontory with 1/ 8'' wide nylon 
tape placed subperitoneally. To avoid 
kinki_ng of pelvic colon, the operation was 
further modified by using Psoas loop on 
the left side avoiding ureter. 

Purandare (1966) designed a simpler 
abdominal operation. Wi·th second 
degree and early third degree cervical 
prolapse (Shaw's Classifi cation, 1983), 
ten such cases have been operated and 
foll owed-up. Certain modifications of the 
original operation have been adopted. 

All these patients are young (average 
age 23 years). Symptoms (with average 

duration for 3 years) appeared long after �~� .... 
puberty. Except one all were married. 
Six of them suffered from infertility be­
fore operation (Table I). 

The cervix was outside introitus for 
var iable length. The body of uterus 
dropped downwards with elongation of 
vaginal portion of cervix. No cystocele 
or rectocele was present. First patient 
(Table I) needs special mention. She 
had two mid trimester abortions due to 
incompetent cervix after first forceps 
delivery. H€re Palmer Lash operation, 
perineorraphy and cervicopexy were 
combined. All parous women gave his­
tory of forceps delivery. Typical cervi­
cal prolapse occurred afterwards. Case 
6 (Table I) was unmarried. In addition 
to uterine descent, peculiarly she had 
lax vaginal walls without cystocele and 
rectocele. 

Modified Operative Technique 

Skin incision was transverse, 4" to 5" 
long and just above upper border of 
symphysis pubis. Rectus sheath is in­
cised transversely and as far laterally as 
to expose lateral borders of rectus 
muscles. Peritoneum is incised trans­
versely. Grasping out the fundus of 

TABLE I 
A nalysis of Cases 

. Age D uration of M arried Associated 
Case (Yrs.) symptoms Parity (Yrs.) genital tract 

abnormality 

1 28 3 years P I "+ 2 6 I ncompetent 
2 22 4 years PO+O 4 Nil 
3 23 3 years PO+O 3t Nil 
4 25 3t years P O+O 4 Nil 
5 20 2t years PO+O ?' _.,. Nil 
6 18 '} years Unmarried L ax vaginal 

walls 
7 24 3 years p 1 + 0 5 Nil 
8 26 2 years p 1 + 0 4t Lax Perineum 
9 23 2t years PO+O 3 Nil 

10 22 3 years PO+O 6 Nil ..,. 
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uterus outside the abdominal wound, 
peritoneum of uterovesical pouch is 
opened, bladder is pushed down and the 
peritoneal incision is extended laterally 
into the broad ligament as far laterally 
as possible along the round ligaments. 
Now internal inguinal ring is felt and 
identified on each side. The uterus, at 
present, is temporarily returned to abdo­
minal cavity. Fascial strip is made from 
lower edge of anterior rectus sheath 
keeping Y' at the apex in the middle and 
making wider at the base laterally. The 
strip is divided at the apex and made 
into two keeping attached to their bases. 

The next important step is to bring 
the fascial strips down in between the 
layers of broad ligament and thus in 
front of cervix. Purandare (1966) and 
Chowdhury (1983) approached from 
abdominal parieties with the help of 
Bonney's round ligament forceps or long 
curved forceps. After catching the apex 
of fascial strip with the forceps they 
pierced fascia transversalis at internal 
inguinal ring and "brought the facial strip 
in between layers of broad ligament on 
each side. This step has been modified 
as follows: 

The uterus is again pulled out as be­
fore. The internal inguinal ring is pal­
pated through �t�h�~� lateral end of exposed 
broad ligament. Guided by one index 
finger finger a 7" long curved artery 
forceps is passed through internal in­
guinal ring. The assistant exposes from 
the surface of the tip of the forceps point­
ing at the parieties on the lateral border 
of rectus muscle. There the fascia trans­
versalis is cut open over the tip of artery 
forceps which now catches the apex of 
fascial strip to bring down in between 
layers of broad ligament. This mini­
mises risk of injuring inferior epigastric 
and broad ligament vessels. The same 

procedure is repeated on the other side. 
The two fascial strips are now crossed 
one upon the other and sutured one with 
the other, with the cervix in front and 
also with perironeum of anterior layer of 
broad ligament. Catgut stitches have 
been used mainly except four un­
absorbale sutures at four points in front 
of cervix. Purandare (1966) has advis­
ed to suture bladder peritoneum high up 
at the fundus of uterus. We have avoid­
ed this step and sutured peritoneum as 
t.sual. Purandare has also advised plica­
tion of both round ligaments. In our 
first 4 operations this step was omitted 
but later on included. Abdomen is clos­
ed in layers using interrupted catgut 
stitches for anterior rectus sheath. 

Results and Discussion 

The incidence of classical cervical pro­
lapse is approximately 1 in 5000 gynaeco­
logical patients attending out patient's 
department of a Hospital. The operation 
was successful in 9 patients. In 1 pati­
ent, after closure of peritoneum and 
rectus sheath, it was found that the left 
fascial strip did not anchor and it came 
out. No further attempt was made to 
refix it. Here also the result was good 
(Table I, Case 5). During follow up in 
successful repairs, the cervix was found 
lifted high up at symphysis pubis. 
Bimanual examination detected sling 
action, i.e. the cervix went up when the 
patient coughed. The cervix became 
shorter also and adopted a normal length. 
Therefore no amputation was necesssary 
up to an elongation of 5" (Table II). 

Except post-operative fever and stitch 
abscesses in three cases, no major post­
operative complication occurred. The 
fascia transversalis gaps on both sides 
were closed routinely. There was no 
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TABLE II 
Degree of Prolapse and Uterocervical Length 

No. Cervix at Cervix outside Procedentia Uterocervical 
�~� •• f; . introitus introitus length 

10 Nil 

e\r1d.i:mce of spigelian hernia (hernia on 
lateral side of rectus muscle) (Table III). 
' • 

TABLE Ill 
Post Operative Complications 

·'' . 
No. of cases 10 

·::, Mortality Nil 
Pyreia and 
stitch abscess 4 cases 
Wound gaping Nil 
Spigelian hernia - Nil 

. ;E>atients could be followed-up for a 
period from 6 months to 4 years. The 
only unmarried girl developed 1° descent 
of uterus two months after the operation. 

. Six out of 9 patients became pregnant 
d1,1ring follow-up study. Two of them 
were parous and other 4 were suffering 
from infertility (Table IV). Two pati­
ents had one pregnancy in each that end­
�~�4� in first trimester abortion. Other 
2 patients had 1 pregnancy in each that 
c:;ontinued upto term and had normal 
vaginal deliveries. In other 2, preg­
nancy occurred twice in each during 
follow up, where the first pregnancy in 
each ended in abortion (Table IV). Case 
1. (Table I) had cervicopexy combined 

10 

4" 4" to 5" 

Nil 8 2 

with palmer Lash and perineorraphy. 
She conceived within one year. At six­
teenth week of pregnancy Shirodkar's 
cervical encerclage operation was further 
done. Unfortunately she had post-opera­
tive sepsis and abortion. However, 
during her next pregnancy she stayed 
away from routine check up. But, it was 
term normal vaginal delivery. The 
second patient in this group with a his­
tory of first trimester abortion after the 
operation, was hospitalised during first 
half of pregnancy and later on had a 
caesarean delivery at term (Table IV). 

Although abortion rate was 20 per cent, 
Purandare (1966) gave an encouraging 
result for future pregnancy after the 
operation. He used routine plication of 
round ligaments. In the first few cases 
this step was omitted. During follow up 
it was noticed that although the cervix 
was fixed high up, the body of uterus 
dropped backwards and was asbolutely 
retroflexed. This might be contributory 
to abortion. Therefore, plication of 
round ligaments were included sub­
sequently. In the present series, fixation 
of bladder peritoneum high up at the 
fundus was avoided. Although this will 

TABLE IV 
Follow up Regarding Subsequent Pregnancy 

One 
Married One One pregnancy abortion then Could not be 

pregnancy went to term one term followed up 
pregnancy 

9 cases 2 cases 2 cases 2 cases 3 cases 
A--
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help to keep the body of uterus in its 
normal portion, this might help to injure 
the bladder in subsequent uterine opera­
tion (Ambiye and Alwani, 1984). 
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