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Abstract 

Background: Urethral prolapse is a rare disease, mainly occurring in African prepubertal girls. Its etiology remains 
unclear; however, some risk factors have been reported. The diagnosis is made clinically. The treatment can be con-
servative or surgical.

Methods: We report our experience in the service of pediatric surgery at Albert Royer National Children’s Hospital 
Centre. We conducted a retrospective descriptive cross-sectional study, on which considered patients were managed 
for urethral prolapse in our service from 2014 to 2019.

Results: Our study has included 15 girls whose mean age was 4.08 years (1.17–10). Two risk factors (chronic cough 
and constipation) were found in 20%. Genital hemorrhage was the main symptom (73.3%), and suspicion of sexual 
abuse was documented in 13.3%. The clinical finding was classical (donut-shaped vulvar mass) in all patients. All 
patients underwent conservative management, which was successful in 73.3%. Patients with failed conservative 
management were treated surgically by resection of the prolapsed mucosa on a Foley catheter. No complication was 
reported after surgical treatment, and after a 13-month mean follow-up, no recurrence was reported in all patients.

Conclusions: Conservative management is an efficient option for urethral prolapse. It has the advantage of avoiding 
general anesthesia with its potential complications and restricted availability in sub-Saharan Africa. Surgical manage-
ment should be reserved for failed conservative management.
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1  Background
Urethral prolapse (UP) is a circumferential eversion 
of the urethral mucosa through the urethral meatus 
[1]. It is a rare condition, occurring in 1/3000 children, 
which is predominantly found in African girls aged 
from 4 to 6 years [2]. Its cause is still unclear. No inves-
tigation is necessary as its diagnosis is essentially clini-
cal [3]. Management of UP is still controversial as some 
authors suggest a conservative management while others 
favor a surgical approach [2, 4]. Its outcome is generally 

favorable, with some exceptions, irrespective of prior 
conservative or surgical management [5].

Even though UP is documented to be predominant in 
Africans, African reports on the subject are rare. This 
has led us to report our experience to describe epidemio-
logical, diagnostic, therapeutic, and evolutional aspects 
of UP in African girls who have been managed at Albert 
Royer National Children’s Hospital Centre of Dakar, in 
Senegal.

2  Methods
We conducted a retrospective descriptive cross-sectional 
study over 6 years, between 2014 and 2019. Our research 
was conducted in the pediatric surgical service of Albert 
Royer National Children’s Hospital Centre of Dakar, in 
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Senegal. It is one of the three public pediatric surgical 
services in Dakar and neighboring environs, providing 
service to a pediatric population of more than a million 
[6].

We included female children aged less than 15  years. 
Exclusion criteria were: (1) missing data or records and 
(2) de novo surgical therapy.

Parameters studied in our review included age at diag-
nosis, symptoms and their duration, comorbidities, clini-
cal findings, results of investigations, management, and 
outcomes. Quantitative variables were expressed in mean 
(age), qualitative ones in frequencies (comorbidities, 
chief complaint, symptoms, clinical findings, success-
ful conservative management, and complications). Data 
were registered and analyzed with Epi Info™. Results are 
presented as text, table, and figure.

Conservative treatment consisted of local application 
of estrogen cream twice to thrice daily, for 2 weeks, along 
with a nonsteroidal anti-inflammatory drug (niflumic 
acid, 15 mg/kg twice daily for 3 days) and sitz baths with 
lukewarm water for 15–20 min twice a day. Patients were 
reviewed in the clinic each week. The persistence of the 
prolapse after 14 days of conservative treatment was con-
sidered as a failure of the latter, which was the indication 
of surgical treatment. This was done by placing a urethral 
Foley catheter, followed by surgical excision of the pro-
lapsed mucosa using electrocautery. The margin of the 
urethral mucosa was not sutured. Postoperative pain was 
managed with paracetamol 15 mg/kg qid for 3 days. Sitz 
baths were conducted at home, with a lukewarm bath as 
in conservative management for 7 days.

Ethics approval for processing this retrospective study 
was obtained from the Committee of Albert Royer 
National Children’s Hospital Centre.

3  Results
3.1  Participants
Seventeen patients with UP were identified over the 
6  years, two of whom were excluded as they received 
surgical therapy ab initio. Our review included 15 female 
patients, giving a frequency of 2.5 cases per year. The 
mean age was 4.08 years, ranging from 1.17 to 10 years. 
The mode was 6 years.
3.2  Main findings
Risk factors were found in three patients (20%): Two had 
a chronic cough, and one had chronic constipation.

Genital hemorrhage was the main chief complaint in 
73.3% of cases. Presenting complaints are reported in 
Table 1. Clinical examination found, in all patients, a cir-
cular pinkish mass above the vaginal introitus. The mass 
was surrounding the urethral meatus through which a 
Foley catheter could be introduced. In one patient, bleed-
ing was present during the clinical examination (Fig. 1). 

Associated comorbidities were found in two patients 
(13.3%) including umbilical hernia and rectal prolapse. 
Full blood count (FBC) has been ordered in all patients, 
and none had anemia. Microbiologic examination of 
urine was asked in four patients, and no infection has 
been detected for all four cases.

Conservative treatment was initiated in all patients and 
was successful in 11 of them (73.3%). The remaining four 
patients (26.7%) showed persistence of the prolapse and 
therefore underwent surgical excision of the prolapsed 
mucosa. The Foley catheter was removed 3–6 days post-
operatively with a mean of 4 days. Patients stayed in clin-
ics for a mean time of 8.75  h (2–24  h). Outcomes were 
marked by dysuria in two patients after Foley catheter 
removal, which regressed spontaneously within hours. 
This corresponds to grade I of the Clavien–Dindo clas-
sification of surgical complications.

The mean follow-up was 13  months (6–17  months), 
and no recurrence has been noted in patients 

Table 1 Symptoms of urethral prolapse found in patients 
managed at our service from 2014 to 2019 (N = 15)

Symptom Number Percentage

Genital hemorrhage 11 73.3

Urogenital trauma 3 20

Genital mass 2 13.3

Suspicion of sexual abuse 2 13.3

Hitching 2 13.3

Hematuria 2 13.3

Urinary incontinence 1 6.7

Fig. 1 A patient with urethral prolapse. Notice the urethral meatus 
(yellow arrow) at the center of the prolapsed mucosa, which the 
lower part is ischemic and bleeding (blue arrow)
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conservatively managed, neither in those who underwent 
surgical excision.

4  Discussion
With 2.5 cases per year, our in-hospital frequency of UP 
is similar to another African study [7]. However, an Afri-
can multicentric study found a much higher frequency 
with 7 cases per year [8]. In western countries, UP is 
quite rare with in-hospital frequency ranging from 2.1 
to 3.9 cases per year [9], and it is scarce and more fre-
quent in African and African-descent populations [1]. 
Our study population had a mean age of 4 years, which is 
not different from reports of several authors who found a 
mean age ranging from 4 to 6 years [5, 7, 10, 11].

The etiology of UP is unknown; however, some risk fac-
tors have been described, such as chronic constipation 
or cough, bearing heavy things, perineal trauma, sexual 
abuse, urogenital infections, malnutrition, and urethral 
mucosa excess [9, 12]. In our study, three patients (20%) 
presented risk factors. Some authors reported risk fac-
tors in 4.8–69% [5, 10, 11]. Other authors did not find 
reported risk factors [13]. We think these differences are 
due to the lack of systematic data collection as all stud-
ies were retrospective. Cohort studies will be helpful to 
highlight risk factors. Another evoked risk factor is the 
poor level of estrogen [14, 15]. Estrogen receptors (ERs) 
were identified in the smooth muscle and connective tis-
sue of the female urethra, which suggests that these tis-
sues recognize estrogen and have a response to its action 
[16]. Some authors suggest that estrogen seals urethral 
mucosa to the underlying submucosa so that the lack of 
estrogen leads to poor connection between mucosal and 
submucosal layers of the urethra, which in turn results in 
UP [14]. A study reported lower serum estrogen levels in 
premenopausal women experiencing pelvic organ pro-
lapse (POP) compared to those without POP [16]. This is 
the justification of hormonal therapy in UP.

Genital hemorrhage was the main complaint, found in 
11 patients (73.3%). Our findings are confirmed by other 
authors, in either western or African countries, with gen-
ital bleeding ranging from 81.2 to 100% [5, 10, 13, 17]. 
In the African settings, parents often link genital hem-
orrhage to sexual abuse or urogenital trauma, which are 
sometimes suggested as the etiology, as found in 13.3% of 
our patients. Other African studies reported similar pro-
portions [3, 7]. Care should be taken to make the right 
diagnosis despite these wrong orientations from parents.

Clinical findings are classically made of a doughnut-
like pinkish mass, surrounding the urethral orifice, which 
can be easily catheterized, and this was found in all of 
our patients as many other authors did [7, 8, 13, 18, 19]. 
With time, prolapsed mucosa gets ischemic, ulcerated, 

or necrotic [11, 12]. This evolution can explain mucosal 
bleeding found in two girls of our series.

Management of UP can be conservative or surgical. 
Several authors recommend conservative management 
as the first level of treatment, indicating surgery only 
in recurrent UP  or failed conservative management of 
symptomatic UP [10, 12, 19]. Conservative management 
uses estrogen-based cream along with anti-inflammatory 
drugs and Sitz bath [11]. In our study, all patients initially 
underwent conservative management, which failed in 
26%. The frequency of failed conservative management 
has been reported from zero to 80.6% [5, 11]. These dif-
ferences can be due to the use of different topical creams. 
While estrogen cream is used, along with other meas-
ures, failure of conservative treatment is lower (0–38%) 
[11] compared to a study where many patients benefited 
from steroid cream alone (80.6%) [5]. Further studies 
should be done to better assess the impact of the nature 
of the topical cream on failed conservative management 
of UP in girls.

Surgical management of UP is mainly done by resec-
tion of the prolapsed mucosa with or without sutures 
[10]. Reduction under general anesthesia [19] or ligature 
on Foley catheter [8, 20, 21] has been suggested by some 
authors. In our patients, we used surgical resection with-
out sutures, making hemostasis with electrocautery. Sev-
eral authors used the same method with satisfying results 
[8, 13].

In our study, a Foley catheter was removed within 
3–6  days. Among reported studies, some authors 
removed the catheter immediately after the surgery [8] or 
from 2 to 3 days [7, 13]. We preferred to keep the Foley 
catheter for at least 3 days to prevent urethral stenosis, as 
documented by other authors [7].

After surgical management, some complications can 
occur. In our study, temporary dysuria was reported in 
two patients. Some authors reported postoperative com-
plications assessed by Clavien–Dindo classification as 
grade I: persisting dysuria and urethritis and grade IIIb: 
meatal stenosis requiring dilatation [11]. Failed surgical 
management has been reported in 17.8% [5]. This shows 
that surgical treatment has its potential complications 
and is not always successful. The place of conservative 
management as first line in the management of pediatric 
UP cannot further be emphasized.

4.1  Limitations
Our study has some limitations. The first is the lack of 
duration of conservative management, and the number 
of medical visits before UP gets cured conservatively. 
These limitations are since this information was not on 
medical files.
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5  Conclusions
Urethral prolapse is a rare condition affecting mainly 
prepubertal African girls. Its main symptom is genital 
hemorrhage which can be wrongly attributed to sexual 
abuse, which can be ruled out by good interrogatory and 
physical examination. Its conservative management is 
possible, with long-term good results. It avoids general 
anesthesia with its potential complications and restricted 
availability in sub-Saharan Africa. Surgical management 
should be reserved for patients with failure of conserva-
tive management.
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