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SUMMARY 
Pelvic relaxutionis a disorder of pelvic support and the present study wa.~ undertaken to 

analyse the surgical treutment of this disorder in the childbearing age group of women. Our 
series c:onslsb of 711 patient~ who came to our gynuecologic O.P.D. at the Lokmanya Tilak 
Municipal General Hospital, Sion, Bombay over a period of two years, January 1988 to 
December 1989. The complex nature of the problem of pelvic relaxation is evident from the fad 
that more than u score of operations have been devised to cure this disorder. To give the patient 
a normal menstruul function and to retain their future capability ofbearingchildren is the vital 

· aim of the treatment. Sterilisation along with repair was also performed for those who had 
completed their fum ily and had n1ore than two living children. A comprehensive review of the 
presenting complaints, pre-operative workup, the various operations done at our institution, 
any post-operntive complications and the followup complete our paper. 

INTRODUCTION 
Female urogenital organs are supported by: 

1) cardinal & uterosacral ligament complex 2) 
pelvic diaphrdgm & levator ani-muscle and 3) 
tone of the vagina. Pelvic Relaxation is a disorder 
of pelvic support, the clinical presentations of 
which arc urethro<.·ele, cystocele, rectocele, 
enterocele, uterine prolapse and vaginal vault 
prolapse (Nichols & Randa II, 1976). Only 2% of 
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thewomenwhodevelopproiapsearenulliparous; 
the latter have a history of long duration of 
physical labour of longstanding increased 
intraabdominal pressure. Genital prolapse can 
occur following gynaecologic surgery, eg., radi­
cal hysterectomy, radical vulvectomy, and 
retropu bicsus()Snsion of the urethrovesical junc­
tion (Nichols & Randall, 1976). There are indi­
vidual and racial differences inthesizeand shape 
of the pelvis and the quality of the connective 
tissues. Genital prolapse is less frequent in blacks 
and Asians than in whites (Geldenhuys, 1951; 
Van Dongen, 1981; Zacharin, 1980). The com-
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plex nature of the problem of prolapse is evident 
from the fact that more than a dozen types of 
operations are devised to cure this condition. In 
fact, no subject has evoked more discussions and 
disagreements in gynaecological circles than 
"the surgical treatment of pelvic relaxation", 
doubly so in the treatment of prolapse in the 
childbearing age of a woman who bas not com­
pleted her family. This study was carried out in 
childbearing women to highlight the very real 
problems of ma nagcment of prolapse, in this age 
group of patients, such that their future 
childbearing functions are unimpaired by the 
operation performed for the treatment of the 
condition. To give the patient a normal menstrual 
function and to retain her future capability of 
bearing tenn pregnancies and to enable her to 
have a normal labour and childbirth is the vital 
aim of the treatment. Sterilisation alongwitb 
repair was. also performed for those who bad 
completed their family and bad more than two 
surviving children. 

MATERIAL AND METHODS 
Our series consists of 78 patients with pelvic 

relaxation in childbearing age group admitted 
and operated at the Lokmanya Tilak Municipal 
General Hospital, Sion, Bombay over a period of 
2 years; January 1988 to December 1989. De­
tailed history of every patient was obtained, with 
special reference to family history of prolapse 
and any condition giving rise to increased 
intraabdominal pressure. A thorough clinical 
examination was done. Routine laboratory and 
radiological investigations were carried out; to 
determine, hepatic, rena I, cardiac and the pulmo­
nary status of the patient. The various operations 
done, the complications and followup complete 
our study. 

OBSERVATIONS & ANALYSIS 
During the study period, there were a total of 

3035 gynaecologica I admissions in ourinstituion. 
Out of these 690 operations were performed for 
pelvic relaxation (22.73%). 78(11.30%) of these 

operations were performed in the childbearing 
age group. Six types of conservative prolapse 
surgery was done at our instituion; Fothergill's 
operation, Sbirodkar's uterosacral advancement 
with A-repair, Purandare's abdominal 
cervicopexy,Sbirodkar'sabdominalslingopera­
tion, Khanna'sslingoperationand Colporrhaphy 
plus posteriorcolpoperineorthaphy. Vaginal tubal 
ligation was done only in two patients with 
anterior colporrhaphy and posterior 
colpoperineorrbapby. Table I shows us the types 
of conservative operations done for pelvic relax-

TABLE I 

Conservative operations for pelvic relaxation 

Types of Operation No. of cases 

Fothergill's operation 

Sbirodkar's uterosacral 

advancement with A-repair 

Purandare's cervicopexy 

Sbirodkar's Abdominal Sling 

Khanna's Sling 

Anterior Colporrhaphy & 

posterior Colpoperineno­

rrbaphy 

Total 

20 

19 

8 

25 

3 

3 

78 

% 

25.64% 

24.35% 

10.25% 

32.05% 

3.84% 

3.84% 

ation. From Table II it is evident that 46 cases 
belonged to the age group 26-30 years and 61 
cases were below theageof30years.About80% 
of patients were from the lower socioeconomic 
strata of society. Para 1 or para 2 formed 85.89% 
of cases, but primipara alone accounted for 47 
cases (60.25%) (Table III). All 78 patients pre­
sented with the chief complaint of something 
coming out per vaginum. 46.15% patients com­
plained of leucorrhoea while 40(51.28%) pa­
tients complained of backache (Table IV). De-
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Type of operation 

Fothergill's operation 

Shirodkar's uterosacrdl 

advancement 

Purandare's ccrvicopcxy 

Shirodkar's Sling 

Khanna's Sling 

A-P Repair 

Total 

Type of opemtion 

Fothergill's opcratin 

Shirodkar's Uterosacral 

advancement 

Punndare's Cervicopcxy 

Shirodkar's Sling 

Khanna's Sling 

A- P Repair 

Total 

TABLE II 

Conservative operations & age groups 

Age in years 

<20 yrs 20-25 yrs 26-30 yrs >30 yrs 

2(10.00%) 9(45.00%) 9 (45.00%) 

5(26.32%) 14(73.68%) 

2(25.00%) 6(75.00%) 

1 (4%) 1(04.00%) 15 (60.00%) 8 (32.00%) 

2(66.66%) 1 (33.33%) 

2(66.66%) 1(33.33%) 

1 14 46 17 

TABLE III 

Parity and conservative operations 

Nullipara Para1 Para2 Para3 or> 

10(50.00%) 6 (30.00%) 4 (20.00%) 

15(78.94%) 4 (21.05%) 

3(37.50%) 2 (25.00%) 3 (37.50%) 

3 (12.00%) 15(60.00%) 6 (24.00%) 1 (04.00%) 

3(100.00%) 

1(33.33%) 2 (66.66%) 

3 (03.84%) 47(60.25%) 20 (25.64%) 8 (10.25%) 

247 

Total 

20 

19 

8 

25 

3 

3 

78 

Total 

20 

19 

8 

25 

3 

3 

78 
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TAULEIV 
Symptomatology 

No. Symplo~ns Before oper~tion After operation 

1. Something l'Oming out per vaginum 78 (100.00%) 0 (00.00%) 

(SCOPV) 

2. Discharge 36 (46.15%) 20 (25.64%) 

3. Backache 40 (51.28%) 16 (20.51%) 

4. Infertility 3 (03.84%) 3 (03.84%) 

5. Irregular periods 6 (07.69%) 4 (05.12%) 

6. Urinary l'Omplaints 2 (02.56%) 0 (00.00%) 

TABLEV 
Post-Operative Complciations 

No. Complicntions 
··---·---

1. Haemorrhngc (sccondnry) 

2. Pyrexia 

3. Vomiting 

4. Thrombosis 

5. Infection of wound 

6. Psoas spasm 

7. Intestinal obstruction 

8. Spinal He:~dache 

9. Urinary tract infection 

grecofuterinedesl·ent was considered according 
to Shaw's (1933) clnssilication. 3(3.84%) Pa­
tients presented only with a cystocele plus 
rectocele. 65(83.33%) c-dses had a third degree 
uterine descent while 2 and 8 patients had a lirst 
and second degree desl·ent respectively. Elonga­
tion of cervix was considered if the total 
uterocervical length was more than 3.5 inches. 
55(70.51 %) patients bud a normal uterocervical 
length. Hypertrophied, eroded cervix was found 

No. of Patients Incidence 

8 (10.25%) 

13 (16.66%) 

5 (06.41%) 

0 (00.00%) 

5 (06.41%) 

1 (01.28%) 

0 (00.00%) 

6 (07.69%) 

7 (08.97%) 

in 8(10.25%) of cases. Cervices which were 
chronically diseased were selected for the 
Fothergill's (1913) operation. Routine 
preoperative orders were followed and patient 
posted for appropriate surgery. There were no 
intraoperative complications. Table V elucidates 
the various post-operative complications encoun­
tered in our study. No patient bad primary 
haemorrhage. 8 patients (10.25%) required tight 
packing due to secondary haemorrhage. 
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13(16.66%) cases had post-operative pyrexia. 
1(1.28%) patient had pain in the left leg, follow­
ing abdomin:1l sling operation. Anti-inflamma­
tory analgesics were given for seven days and 
pain subsided. A follow up was carried out by 
inquiring about 1) the relief of symptoms 2) 
checking for anatomic;• I correction of prolapse 
3) effect of operation on reproductive function. 
Table IV shows <.'Omparision of relief of symp­
toms post-opcrntivcly after 6 month. ... 100% of 
patients bad relief from their chief complaint 
(SCOPV)uptoa periodof6montbs.l2(15.38%) 
patients bad recurrence of minimum prolapse 
after one year. Thc."e patients were from the 
Fothergill's series (8) and Cervicopexy scric s( 4). 
Thus there w11sa 40% recurrence rate for patients 
undergoing Fothergill's operation as compared 
to 6.91% in Fothergill's (1913) series and 3% in 
Hunter's (1 957)series. Similarly there wasa 50% 
rec~rreJl(.'C in patients who h11d undergone a 
cervicopexy as comp;1red to 5.91% recurrence in 
Pur.111darc's (1 966) series. 3 p;ttienlo; from the 
cervicopcxy operation group in our study had 
recurrence aflcrvagin11l deliveries at tern1 within 
a year of the operation. 

DISCUSSION 
The operntive treatment of pelvic relaxation 

in young. women in <.·hildbc;tring age group has 
two important fltctors: 1) rcpairofprolapse,sucb 
that future l'hildbcaring is not jeopardised 2) 
recurrenl'C of prolapse following a vaginal deliv­
ery. Anterior colporrhaphy is designed to cure 
cystocele and urctbrol·ele while colpoperi­
neorrbapby lengthetL'\ the vagina and shortens 
the perineum. Repair of posterior vaginal wall 
and perineum is not necessary in at least 50% of 
operationsofprolapseassaid by Jeffcoate (1975). 
Fothergill's (1913) rcp;tir gives good correction 
anatomically but sometimes the cervix is found 
to be very irregular and flushed with the vault. 
When the cervix is elongated, lacerated, eroded 
bypertropbed it presents a dillicult problem es­
pecially in young women who arc anxious to 
retain childbearing fun<.·tion. In these cases, rc-

pair cannot be sati.sfactorily carried out without 
amputation of the cervix and thus Fothergill's 
operation is the operation of choice. At the time 
of a uterosacral advancement (Shirodkar, 1960) 
an enterocele is dealt with at the same time as 
closure of pouch of Douglas. As cervicopexy 
does not tackle the enterocele, the existing 
enterocele should be obliterated by other proce­
dures like the Moschkowitz(1972) procedure. In 
the nullipal'l, who have not completed their 
family, there is usually congenital weakness of 
the ligaments and hence abdominal oper1tions 
like the Shirodkar's (1960) slingoper~tion arc the 
procedures of choice. In our series Shirodbr's 
(1960) sling was the most popular operation and · 
is giving very good results. Vikaykar(1974) has 
studied 35 patients with abdominal sling opera­
tion done, who were pregnant then. All patients 
had full term normal deliveries. There was no 
abortion, pretcrm delivery or operative delivery. 

Prolonged labour and high foccps delivery, 
particularly if prolonged traction is required, 
have always been reasonably blamed as 
aetiologica I factors in the development of pelvic 
relaxation. Recent clectrophysiological tests have 
shown the underlying functional abnomtality in 
anorectal incompetence to be weakness of the 
anorectal sphincter and pelvic floor muscles due 
to partial chronic denervation of these muscles 
(Swash, 1985). It bas further been shown by 
Snooks ct al (1984), that obstetric injury can be 
implicated in both anorectal and urinary incon­
tinence, and they showed that vaginal delivery, 
but notcacsarcanscction, can result indantage to 
pudendal nerves. The pudendal nerve terminal 
motor latency (PNTML) & the external and 
sphictcrmusclc fibre density (FD) were inci'Cised 
in multipara, women delivered with forceps and 
women having a prolonged second stage of 
labour. Although these studies were ntainly car­
ried out to investigate the etiology of idiopathic 
anorectal incontinence, there is obviously a co­
relation with subsequent risk of uterovaginal 
prolapse. It is hoped that we will sec fewer 
prolapscs as the years go by, with a tendency to 
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shorter labours, usc ofpartogrdlllS augmentation 
of labour (Duignan, 1985) and smaller family 
size, combined with improvements in general 
health and antenatal/postnatal exercises. The 
exercises described by M;111delsta n (1978), which 
essentially produce lower vaginal tightening, 
should be carried out for 6 weeks postnatally. 

CONCLUSION 
At the present time, a diversity of operative 

techniques arc available for treatment of pelvic 
relaxation. Every surgeon h;1s his favourite meth­
ods. But the danger of regarding those methods 
as right and all others as wrong must be guarded 
against. •we must remember that the great ma­
jority mcth11<1s and tel·hnical devices blossomed 
fora time only to fade away in limbo of oblivion. 
There have been divergences from the direct line 
of evolution. Our predecessors and we ourselves 
have proved all things and have held fast for the 
most part only that whkh is good. Thus we can 
omit rcfercnL·es to the greater part of the work 
done and most ofwhflt h<~s been written because 

they have led nowhere, and their main use bas 
been to show bow things should not be done." 
(William Edward Fothergill, 1913). 
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