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INTRODUCTION AND AIM OF THE WORK

Prolapse. procidentia (fram the Latin word procedure. to
fadly or dow oward descent of the vasinn and uietu-

ir

cotnmon and disabbng condiion (Tindat, 19877
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[Ffemale urogenital organs are supponed by:
1. Cardinal and uterosacral hgaments,

2. Pelvice diapliragm and levater ani muscles,
3. Tone of the vagina {Allefibadio and Ranibive, 1992,

Uterine prolapse 1s usually due to weakness ol its fascial
supports. This may be an mherent or congenital weakness in
multiparous as well as in aulbiparcus patients with prolapse

and it is more obviously due to atrophic changes which
accompany the menopause (Arhnre. 1937

Only 2% of women whoe develop prolapse wre
nulliparous, the latier have w history of long duration of
physical lubour or long standing inereased intra-abdominal
pressure. |

Due to maloutriton and voung age of marnage. cases of
congenital prolapse are more common in developing countries
and this group includes those who have profapse after their
first delivery. In these women the tendency of prolapse 1s
already present and pregnancy and child-bearing bring it to
Tight (Alfabbadia and Rambive, 1992)

Most of the surgical procedures are designed for older
women, fertility and uterine preservalion are not factors
generally considered important. In young age groups, the
surgeon mwst correct the inmediate problem of prolapse.
preserve a functional vagina ver not diminish the patient's child
bearing potential (Richardson et al., I{JS*}}:
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Sone parous wontel with symptomatic otenne prolapse

whe seek reliel of their symptoms express the desire to retain
their uterus and theiv fertibity (Nrehols, 1997

Shirodkar (1935, 1939, 1960% devised an opeeation for
proelapse during the child beaning period where the vteresacral
“and cardinal ligaments are too weak for an extended
Manchester operavion (Dasture of af., 1967, .

The Shirodkar shing operation consisted of fining the
sling of mersilene tape posterior fo the cervix carrving it extra-
peritoneally from hoth sides of the rectum and tixing i to the
anterior longitudinal ligaments over the sacral promontory. On
the lefi side. the sling had to be looped round a proas hiteh to
preveni pressure on the sigmotd colon tANahbadia and
Rambive, 1992}, ' '

In recent lnierature few articles are dealing with
evalu.tion of the operation not onby from the view of
displacement and corrections but fromethe reproductive
performance following the operations which needs more
-elucidation.

For that. this work aims to study of all cases done m the
last 3 years in Ain Shams Maternity Hospital including the
time of the study 1o add another experiences 1 two subjects,




Review of Literature 3

ANATOMICAL CONSIDERATIONS
OF UTERINE SUPPGCRT

The funlas of the uterus lies just above the pelvic brim
and the cervix hes on a level with and adjacent to the ischial
spine.

The uterus is lowest when the patient is in the erect
position and is actually when sitting than standing. The
supravaginal cervix s relatively fixed and movement or
displacement of the uterus often consists. in rotation of the
organ around this axis or in bending of the corpus on the
cervix (Smout et af., 1969),

Tindal, {1987}, mentioned that the wierus is bent forward
‘on itself in attitude of antetlexion. The bend is situated about
the level of internal os. Also, the axis of the cervix is inclined
forwards at an angle approximately 90 deeree to the axis of the
vagina giving rise to a state of anteversion. Version and
flexion are not aluj?a}-'s in the forward direction and
approximately 15% women have uteri which are retroverted or
retroflexed or both. The uterus is held in a position of ante
flexion and anteversion by its weight, by the round ligaments
which hold the fundus forwards. and by the uterosacral
ligaments which keep the supravaginal cervix for back in the
pelvis. The broad ligaments and their tissue also have a
steadying effect on the uterus. The round & broad ligaments
do not however, have any signiftcant action in preventing
descent of the uterus. This function is performed almost.
entirely by the transverse ligaments and their posterior
extensions the utero sacrai ligaments, these are inserted into
the supravaginal cervix and the upper vagina, and their support
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of the vaginal vault 15 also important in preventing uterine
prolapse. '
Browne, (1950} mentioned that the uterus Hes in g

“position of anteversion and slight anteflesion with the external

os at the level of the ischial spine. It is maintained in that

-position by:
— The cervical ligaments.
~— The pelvic floor.

— The anteverted position of the uterus.

- Smout, et al, (1969} stated that the supporis of the uterus
can be rlassified anatomically as direct and indirect:

- Direct Supports

— The vagina.

— The pelvic connective tissue and fascia forming the:
—  Pubocervical lignmenis.

. — Transverse ligaments ot the uterus.

| 3

— Uterosacral ligaments.

Indirect Supporis

-~ The levator ani and coceygel.
—~ The urogenital diaphragm.

— The perineal body.
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THE CERVICAL LIGAMENTS

Henwkiny and Hudson, (1977 defined the pelvic faseia as
-the fascial tissue which covers the upper and lower surfaces of
~the levator ani muscles, tozether with the medial surfaces of
the two obturatus internus muscles.

Between the pelvic tascia and the peritoneum above, all
the loose tissues are reterred to as the endopelvic fascia and
this fascia is condensed to form uterosacral ligaments and
transverse cervical {Cardinal, Mackearedt s) ligaments, These
condensation are always present. although in case of prolapse
when the tissues are lax they may not be prominent.

Transverse Cervical Ligaments _ ,

" The wansverse cervical or cardinal ligaments {Ligament
of Mackenrodt). One on each side are usually described as
conder :ation and thickening of the pelvic cellular tissue
arcund the sheathes of uterine vessels {Browhe, 1950}

The cardinal hgaments run from the supra-vagimal cervix
and lateral vaginal walls above the levator anmi diaphragm
outwards to be inserted into the fascia covering the side walls
of the pelvis along the line of attachments of the jevator ani
muscles (Browne, 19500,

The cardinal ligaments contain wnstriped muscle
continucus with that ot the other longitudinal muscle coat of
the uterus. They shing the werus and vagima up at iheir normal
level in the pelvis and so tend to prevent prolapse of those
organs. It is believed that much ot their efficiency s due to
their content of involuntary muscle and that atrophy of the
muscle atter the menopause predispose o profapse {Browne,
19731,
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The Uterosacral Ligaments _

The uterosacral figaments are paired figaments. They are
attached anterior]v *~ the posterolateral aspect of the cervix at
the level of the internal os. Posteriorly, they are attached to the
pre-sacrat fascia opposite the lower portion of the sacroiliac
articulation. From the anterior third, fibrous bands course
downwards to be attached to the lateral vaginal fornices
(Browne, 1973},

The function of the vterosacral lisaments is to maintain
the uterus in anteversion and the cervix at a right angle to the
vaginal axis and to assist suspension of the upper part of the
vagina. Sc 10 help o prevent prolapse of the wteris and vagina
and Lo keep the cervix braced back against the sacrum and thus -
prevent retroversion because of the absence of the smooth
muscles from the postertor tird (Danfordh, 1977

Plication and shortening of the uterosacral ligaments have
been empioyed to glevate the cervix for correction of
symptomatic retroversion ol the u terus { Weed, 19721,

Pubocervicat Ligaments

The pubecervical ligamenis consist of two hortzontal
parallel strands on cither side of the nud line, attached
antertorly to the pelvic surface of the body-of the pubis and
posteriorly (o the vaginal vault and adjacent supravaginal
cervin. As they pass backwards from the pubis these ligaments
become attached to the neck of the bladder and from here
strands radiate laterally across the pelvie tloor 1o the arcus
tendinous. The pubovesical ligament and the Luteral strand
constitute the true ligaments of the bladder and support that -
organ {Smout et al., 1969). '
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The pubocervical ligaments strengih the anterior vaginal
- wall and act as a shelf on which the bladder resis. The
- pubocervical ligaments can be used in the repair of cystocele.
" uretherocele and uterine prolapse. Relaxation of these
iigaments is liable to cause the bladder (o herniate through the
unsupported anterior vaginal wall (Browne. 19503,

Pelvic Floor :
The pelvic floor consists of all tissues lving between the

pelvic cavity and the surface of the vulva and perineum. It -

includes:

The pelvic periteneum.

Extra peritoneal fai and cellelar tissue.

The levator ani and their fascial coats.

The vrogenital diaphragm {triangular ligament).

The muscle of the perineum and their aponeurosis.

Subcutaneous fascia and fat. '

Skin.

r

A e

The most important of those structures are the levator ant
muscles and these together with the fascta which covers their
upper and lfower surface are collectively called the pelvic
diaphragm. (Tindal. 1987).

The Levator Ani
Consists of three muscles:

~ The pubococeygeus.

— The iliccoceygeus.

~  The ischiococeygeus.
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The pubococeyecus s by Tar the most important and
significantly it is the part that 1< best developed (Smront e of.,
1969}, "

The Pubococeygens ; ]

It should be considered as a single. centrally situated
muscle which arises from the pelvic aspect of the body of the
pubis and from the white bne of the pelvic faveia which lies in
front of the obturator canal. From this origin. its fibers sweep
backwards as three distinct bands. The most medial fibers skirt
the urethra. blending with itz intfinsic muscle coat. They form
a U-loop around the vagina and inserted into 118 lateral and
posterior walls and inte the ceniral point of the perineum.
These fibers constitute the pubovaginalis. '

The intermediate fibers called the “pubo-rectalis”, form a
U-loop around the anorectal juiiction and are inserted inte the
lateral and posterior, wall of the anal canal betwzen the
sphincter ani internus and sphincter ani externus blending with
these two muscles. . -

The most lateral fibers have aY shaped insertion into the |
lateral margin of the cocevx and this part of the muscle 18
known as the “pubo-coceyecus propes” [Smong er al. 19697

The Hiococeygeus

It is a bilateral muscle arising fron the part of the white
line which lies behind the obwrator canal! 1t blends with the
lateral fibers of the pubococcygeus proper and it is inserted
into the sides of the cocevx (Smeut et al.. 1969},

The Ischiococeygeus
it is a bilateral muscle artsing [ront the pelvic aspect of
the ischial spine. It is inserted into the lateral border of the
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coceyx and the last prece of the sacrum. This becomes known
as the cocoygeus (Sarout of af. 19697,

Nerve Supply

‘The levator ani muscle 1s supplied by the perineal branch
of the 4th sacral nerve and by the inferior haemorrhoidal
nerve. a branch of the pudendal nerve from S 2. 3. and 4
(Smonr et al., 1969,

Action of The Levator Ani Muscle

The pubococcygeus supports the urcthra. bladder, vagina
and rectum. The pubovaginalis, in addition. constricts the
vagina when it contracts as in vaginismus. '

The puborectalis forms a shng tor the rectuim and dl.,t'% as
an auxiliary sphincter for the anal canal. On contraction its
lateral fibers pull the anorectal junction forwards, thereby
increasing the anorectal tlexure and retarding the faecal
descent. ' ‘

The levator ami plays an important part in the
maintenance of the intra-abdominal pressure which is raised”
by simultanecus contractions of the muscles of the anterior
abdominal wall. diaphragm and the pelvic floor, (Smout et al..
1969

Anteverted Position of the Uterus

Normally the axis of the uterus is about perpendicular (o
thai of the vagina. If the uterus becomes retroveried 1o lie in
the axis of the vagina. the intra-abdominal pressure will tend to
force 1t downwards along the vaginal canad. Therefore.
predisposing (o or aggravating an existing prolapse (£/- Sc:ch k.
19721
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Skeletal Support:

Ultelder (F950). pointed that in young adult female. the
buik of pressure exerted by the Intra-abdominal musculature is
absorbed by the pubis, amterior pelvic eirdle, and the iiac
bones.

Weed (1972}, reported that he have measured the angle of
pelvic inlet in number of young women in the erect position
and have found that the angle between the superior margin of
the pubis and the anterior margin. of the sacrum or the Sth
lumbar vertebra in sublaxation and'the vertical plain, 1< about
307 in young healthly women. With advancing age, this angle
may increase (o a maximum of 527, thereby directing greater
intra-abdominal pressure through the pelvic inlet up on the
pelvic fascia and the pelvic diaphragm and contributes,
substantially, to prolapse of the pelvic viscera in parous
females. |

He mentioned ghat the axis of the outlet points
downwards and backwards. and the sactum assumes a more
horizontal plain in relation (o the vertebral coluon, In fact the
tip of the coceyx is above the lower marein of the pubis and
the angle of the outlet measures between 107-157 with the
horizontal. '

Round Ligaments: _

These run on each side from the cornu of the uterus below
the entrance of the tube forwards and outwards to the internal
abdominal ring. From theie, the round hgament traverses the
inguinal canai and passes through the external abdominal ring
to the front of the pubis where its atienuated fibres are lost in
the labium magus. The ligaments are composed of fibrous
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tissues and muscle but probably have ilitie or no action in .

maintaining the position of the uterus because:

a. They do not run directly forward. but cirve forwards and
outwards.

b. In the normal woman, the ligament is not under tension,

c. Tt is a mere accident of development that the ligament has

. become attached to the uterus (Browne, 195300,

Broad Ligaments:

The broad ligaments are simply double folds of
peritoneum stretching out from the sides of the uterus 10 the
walls of the pelvis, where the layers diverge to cover the pelvic
walls. They contain some areolar tissues between them and
carry the blood vessels, nerves and lymphatics of the uterus,
tubes. and ovaries 1o and from those organs. The broad
ligaments play little part as supports of the uterus. They simply
act as thin slings and are very mobile (Bowes, 1950).



