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Abstract- Uterine prolapse and bladder exstrophy (BE) during pregnancy is a rare condition. The aim of this 

study was to present a rare case of pregnancy complicated by both bladder exstrophy and uterine prolapse. A 

39-year-old pregnant woman (gravida 2, para 1) presented to the maternity department at 39 weeks of 

gestation with labor pain. Physical examination showed regular uterine contractions; the cervix was 

completely out of the vaginal opening with dilatation of 3 cm and effacement of 30%. She had a history of 

multiple surgeries for correction of bladder exstrophy and also suffered from uterine prolapse. In active labor, 

abnormal fetal heart rate tracing happened, so an emergent cesarean section was planned, and a healthy 

neonate with the normal Apgar score was born. At regular follow-up until four months after delivery, there 

was no sign or symptom of uterine proplase. Multidisciplinary management of patients with BE and uterine 

prolapse may result in optimal perinatal outcomes. Uterine prolapse may disappear after delivery, even in the 

complicated case of bladder exstrophy.  
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Introduction 
 

Bladder exstrophy (BE) is a complex congenital 

anomaly involving the musculoskeletal system and the 

urinary, reproductive and intestinal tract (1,2). The 

reported incidence ranges from 3 to 5 per 100,000 live 

births and occurs more often in males than females. It is 

also more frequent in firstborn children (2). Uterine 

prolapse during pregnancy is a rare condition, and the 

number has reduced further worldwide over the past 

decades, probably due to a decrease in parity (3). There 

are some pieces of literature that reported uterine 

prolapse or bladder exstrophy during pregnancy (4-6), 

but the aim of this study was to present a rare case of 

pregnancy complicated by both bladder exstrophy and 

uterine prolapse.  

  

Case Report 

 

A 39-year-old pregnant woman (gravida 2, para 1) 

presented to the maternity department at 39 weeks of 

gestation with labor pain. Physical examination showed 

normal vital signs and regular uterine contractions; the 

cervix was completely out of the vaginal opening with 

dilatation of 3 cm and effacement of 30%. The amniotic 

sac was intact, and fetal presentation was cephalic. She 

had a history of multiple surgeries for correction of 

bladder exstrophy (8 times). She also suffered from 

uterine prolapse that happened immediately after the 

first normal vaginal delivery since three years ago, and 

she used intravaginal pessary (ring with support number 

5) to overcome the bulging symptoms. Comprehensive 

pelvic examination confirmed stage 3 of uterine prolapse 

(Figure 1). Urologic consultation was performed to 

guide for any procedure that needed during delivery. 

During active labor, fetal distress happened, so an 

emergent cesarean section was planned, and a healthy 

female neonate with the normal Apgar score was born 

(weight 3150 gr).  

The abdomen was opened by a midline incision after 
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entry to the peritoneal cavity; multiple small bowel 

adhesion bundles were dissected from the peritoneum 

and uterine surface. About 1 cm of ileum was perforated 

at that time, which was repaired by two layers of Gamby 

and lambert sutures using silk numbers 3-0.  

The day after cesarean, vaginal examination showed 

no uterine prolapse.  

At the first visit after the cesarean, the uterus was 

completely elevated in the abdominopelvic cavity. At 

regular follow-up until four months after delivery, there 

was no sign or symptom of uterine prolapse, and the 

uterus was palpated at the normal position in the pelvis 

without any significant prolapse. 

 

 
Figure 1. Stage 3 of uterine prolapse at the time of delivery (The 

patient removed pessary by starting uterine contractions) 

 

Discussion 
 

The aim of this case report was to introduce a patient 

with a history of multiple surgeries for correction of 

bladder exstrophy and uterine prolapse that made the 

challenges for optimal management of pregnancy 

termination. Acute postpartum uterine prolapse may 

affect nearly half of BE women (7), just like the current 

case that the uterine prolapse occurred immediately after 

her first vaginal delivery. The main problem in this 

situation is the management of pelvic organ prolapse 

(POP), especially uterine prolapse, at the time of 

delivery. Some pieces of the literature indicated 

successful conservative treatment of POP during 

pregnancy; by intravaginal devices (pessary), also 

successful vaginal delivery was reported in this group of 

pregnant women whose pregnancies were complicated 

by the uterine prolapse (8-10). However, there are some 

reports of uncomplicated normal vaginal delivery in BE 

patients (6), but with regard to anatomic limitations and 

the risk of uterine prolapse, currently, it is generally 

accepted that BE patients undergo planned cesarean 

section with a multidisciplinary team (11,12). Technical 

considerations with cesarean section include performing 

high midline or paramedian incision to avoid damage to 

the urinary reservier (13). In the current case, there were 

lots of thick adhesive bandels extended from small 

bowel under the perineum near the umbilicus to the 

uterine wall, at the time of peritoneal opening a small 

bowel perforation about 1 cm was occurred which 

repaired after uterine repair. Fortunately, the urinary 

reservoir remained intact. 

Sharma et al., reported 5 cases of pelvic organ 

prolapse which happened during pregnancy and resolved 

after vaginal delivery (4), but they were different from 

the current case by the time of uterine prolapse (in our 

case, she had POP before pregnancy). Actually, it seems 

that uterine prolapse before pregnancy is exacerbated 

during pregnancy and at least remain unchanged after 

delivery. Maybe pelvic adhesions play a significant role 

to elevate the uterus in this situation. Moreover, maybe 

cesarean section has a protective role against the 

persistence of prolapse after delivery (14).  

Multidisciplinary management of patients with BE 

and uterine prolapse by a team which consist of expert 

urologist, gynecologist and perinatologist may result in 

the optimal perinatal outcomes. Uterine prolapse may 

disappear after delivery even in the complicated case of 

bladder exstrophy. 
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