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1. Abstract 

1.1. Purpose 

The purpose of this case report is to provide evidence for addi- 

tional investigation into the surgical steps and complications of 

sacrocervicopexy (SCerP). 

1.2. Case 

Patient is a 72-year-old female that was 15 months post-opera- 

tive from SCerP for vaginal prolapse presenting to the emergen- 

cy department with sudden onset, severe abdominal pain taken 

to the operating room for reduction of retroperitoneal herniation 

and subsequent small bowel resection for ischemic bowel. 

1.3. Discussion 

There is a scarcity of documented cases regarding retoperitoneal 

herniation after SCerP, resulting in lack of established guidelines 

for addressing the retroperitoneal defect created during the index 

operation. 

1.4. Conclusion 

Retroperitoneal herniation after SCerP is rarely reported. The 

role of retroperitoneal closure following SCerP is unclear. Fur- 

ther research is needed to assess outcomes following SCerP 

without retroperitoneal closure. 

2. Introduction 

Internal hernias, which are defined as protrusions of viscus 

through a peritoneal or mesenteric defect within the abdominal 

or pelvic cavity, are a very rare cause of small bowel obstruction 

(Martin 2006). Previous research has identified internal hernias 

in 0.6-5.8% of small bowel obstructions (Akyildiz 2009, Martin 

2006). Overall, the incidence of internal herniation is estimat- 

ed to be between 0.2 and 0.9% (Martin 2006). Internal hernias 

can be categorized based on location including paraduodenal, 

pericecal, foramen of Winslow, trans mesenteric, transmesoco- 

lic, intersigmoid, and retro anastomotic (Meyers 1994, Matin 

2006). Although herniation through the retroperitoneum is not 

thoroughly described in previous literature, a case of small bow- 

el herniation through a retroperitoneal defect following surgery 

in which the retroperitoneum is dissected has been described 

previously [1,2]. Patients who present clinically with signs of a 

small bowel obstruction can be assessed using CT imaging with 

intravenous contrast. On CT imaging, signs that are concerning 

for a small bowel obstruction due to a retroperitoneal hernia are 

similar to findings seen with other small bowel obstructions in- 

cluding distended loops of bowel, evidence of a transition point 

between dilated and decompressed loops, the presence of crowd- 

ed loops of bowel in what may be a herniated sac, and abnormal- 

ities of the mesenteric vessels such as engorgement or twisting 

[3,4]. Abdominal sacrocolpopexy (SCP) was first described in 

the literature by Arthure and Savage in 1957. Since then, it has 

become the gold standard procedure for apical vaginal prolapse 

and is often performed minimally invasively using laparoscopy 

or robotic-assisted laparoscopy [5]. SCP is performed by sutur- 

ing mesh between the anterior longitudinal ligament of the sa- 

crum and the fibromuscular layer of the anterior and posterior 

vaginal walls [6]. A very similar procedure called sacrocervi- 

copexy (SCerP) involves the attachment of the uterine cervix, 

as opposed to the vaginal wall, to the anterior longitudinal lig- 

ament of the sacrum. Both procedures involve dissection into 

the retroperitoneal space over the sacral promontory with direct 

attachment of a mesh graft to the anterior longitudinal ligament 

of the spine. The retroperitoneum is sometimes closed over the 

exposed graft material; however, previous literature has noted 

that research is lacking regarding retroperitoneal closure [7]. 

One study found no significant difference in outcomes regarding 

reperitonization of the mesh [8]. Nevertheless, some surgeons 

may elect to reapproximate the retroperitioneum due to the pos- 

sibility of bowel obstruction, a rare complication of SCP and 

SCerP [9,10]. Our case describes a scenario of a small bowel 
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obstruction due to an internal hernia in a patient with a history of 

pelvic organ prolapse treated with laparoscopic SCerP. 

3. Case Presentation 

The patient is a 72-year-old female with a history of ulcerative 

colitis and pelvic organ prolapse treated with laparoscopic SCerP 

presenting to the emergency department with about 12 hours of 

severe bilateral lower abdominal pain associated with nausea 

and vomiting. The patient remained hemodynamically stable, 

afebrile and saturating well on room air throughout ED course. 

On arrival to the emergency department workup was initiated in- 

cluding complete blood count (CBC), complete metabolic panel 

(CMP), lactate level, urine analysis, chest X-ray and CT imaging 

of the abdomen and pelvis with intravenous contrast. There was 

no leukocytosis, hemoglobin was within normal limits, urine 

analysis and liver function was within normal limits. Lactate 

on presentation was 2.1mg/dL. The CT image of the abdomen 

and pelvis demonstrated a distended and fluid-filled small bowel 

with a small amount of left sided pelvic free fluid. There was also 

a loop of bowel in the posterior lower abdomen that had decom- 

pressed sections on either side of the loop. Differential diagnosis 

at this time included internal hernia, bowel perforation, or small 

bowel obstruction. On exam the patient had significant tender- 

ness in the right lower quadrant without peritonitis. The patient 

was taken to the operating room for exploratory laparotomy. In 

the operating room a low midline periumbilical incision was 

made, and the bowel was examined from the Ligament of Treitz 

continuing distally. Adhesions were appreciated around the low- 

er posterior abdominal wall near to the SCerP mesh repair. There 

was a defect of about 3cm in the peritoneum at the site of the 

mesh where approximately 20cm of small bowel loop herniated 

and strangulated. The bowel was reduced and noted to be frankly 

ischemic. A small bowel resection of approximately 20cm was 

performed and with the remaining small bowel a side-to-side 

anastomosis with gastrointestinal anastomosis and thoracic-ab- 

dominal staplers was created. The peritoneal defect associated 

with the mesh SCerP was closed using 0 polydioxanone running 

suture. Abdomen was irrigated with normal saline and closed 

in standard multilayer fashion. The patient was transferred to 

PACU, extubated, and hemodynamically stable. The immediate 

post-operative course was uneventful. Post-operatively the pa- 

tient remained NPO with a nasogastric tube awaiting return of 

bowel function. The patient was ambulating on post-operative 

day 2 and subsequently cleared by the physical therapy team on 

post-operative day 3. The nasogastric tube was removed after 

the patient began passing flatus on post-operative day 3 after a 

four-hour clamp trial. The diet was advanced to clear liquids on 

post-operative day 4. The patient’s abdomen remained soft and 

appropriately tender throughout the post-operative course. CBC 

and BMP remained stable throughout the remainder of hospital 

stay. On post-operative day 6 patient was advanced to a regular 

diet, which was well tolerated. The patient at that time was pass- 

ing flatus and having non-bloody bowel movement. The patient 

was deemed stable for discharge with appropriate follow up on 

post-operative day 6. 

 

 

Image 1: CT abdomen and pelvis with contrast from initial presentation; transverse view. 

 

Image 2: CT abdomen and pelvis with intravenous contrast from initial presentation; coronal view. 
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Image 3: Intraoperative peritoneal defect associated with SCerP. 
 

 

 

4. Discussion 

Image 4: Intraoperative herniated small bowel after reduction of retroperitoneal hernia reduction. 

sistently demonstrated an increased risk of obstruction without 

This case presents a very rare cause of small bowel obstruction 

with internal herniation following laparoscopic SCerP. Although 

internal hernias have been seen to cause about 5.8% of small 

bowel obstructions [12], internal herniation through the retro- 

peritoneum is rarely described in literature. Our review of the lit- 

erature found several cases of retroperitoneal herniation [13,14], 

however, these examples were associated with renal transplant 

surgery or traumatic injury involving the retroperitoneal space. 

Only a couple of cases of internal herniation resulting in small 

bowel obstruction following SCP or SCerP have been described 

previously [15,16]. The mechanism underlying this case may 

relate to the dissection of the retroperitoneum over the sacral 

promontory during the SCerP. Closure of the retroperitoneum 

during SCP or SCerP remains controversial. However, many 

surgeons choose to close the retroperitoneum over the mesh due 

to concerns of potential small bowel obstruction. Previous stud- 

ies were conducted to address these concerns and have not con- 

reperitonization of the mesh. This case highlights the need for 

further investigation into the surgical reperitonization of mesh in 

SCP and SCerP. Although the risk of retroperitoneal herniation 

following SCerP is exceedingly rare, the potential consequences 

may be severe. Furthermore, procedures such as SCP and SCerP 

are being performed more commonly as they have become the 

gold-standard for treating pelvic organ prolapse. Further inves- 

tigation with larger study populations may be beneficial in de- 

termining the actual risk of retroperitoneal herniation following 

SCP or SCerP and help in reducing morbidity and mortality. 

5. Conclusion 

There is a lack of sufficient data in the literature regarding her- 

niation through retroperitoneal defects left after SCP or SCerP. 

Although rare, this case study could be used to guide the surgi- 

cal standard steps in the completion of SCerP and address rare 

complications related to the procedure. The current standard for 

SCerP and SCP is to leave retroperitoneal closure up to surgeon 
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discretion. As there have not been many documented cases of 

internal retroperitoneal herniation following SCerP the standard 

for closure versus revision at time of hernia reduction has not 

been established. Further investigation is needed to assess out- 

comes and post-operative treatment standards for complications 

following SCP and SCerP in patients without retroperitoneal 

closure. There should be a multidisciplinary collaboration to de- 

crease the risk of internal herniation after SCerP or SCP. 
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