VOLUME - 13, ISSUE - 08, AUGUST -

Original Research Paper SN e) T iR g €17 i Te t=ele (Yo )

* PRINT ISSN No. 2277 - 8160 * DOI : 10.3
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WITH MAYER-ROKITANSKY-KUSTER-HAUSER SYNDROME.
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INTRODUCTION

Mayer-Rokitansky-Kiister-Hauser (MBRKH) syndrome is a
congenital malformation characterized by the defective
development of the Miillerian ducts resulting in the absence of
a functional vagina and uterus in the presence of normally
functioning ovaries. [1] As a result, conception and vaginal
sexual activity are compromised. In patients with MRKH
syndrome, the creation of a neovagina allows for satisfactory
sexual intercourse, and uterus transplantation (UTx) can
allow patients with MRKH syndrome to give birth. [2] Several
surgical and nonsurgical techniques for creating an
adequately sized and functional neovagina to allow for
sexual intercourse have been developed for patients with
MRKH syndrome. [3],[4] However, the surgical method with the
best anatomical and functional outcomes is controversial due
to alack of comparative studies. In addition, various materials
have been used to cover the newly created space. The
laparoscopic Davydov procedure is one of the most commonly
used techniques, in which multiple complications have been
observed.[5,6] Therefore, various modified laparoscopic
procedures have been developed.[7,8,9] In this report, we
describe a novel laparoscopic vaginoplasty procedure, using
a pull-down technique of the peritoneal flaps with additional
structural support to the neovaginal apex using the incised
uterine bud in patients with MRKH syndrome and report the
anatomical and functional outcomes of our case series. [10]

AIM
To create a modified technique with least possible
complications in a patient undergoing vaginoplasty

OBJECTIVES
To facilitate a neovagina in patients of MRKH syndrome and
report its anatomical and functional outcomes.

MATERIAL AND METHODOLOGY

Ten patients with MRKH syndrome underwent neovaginal
construction via laparoscopic vaginoplasty at our tertiary
hospital. The study was approved by the Institution and
informed consent was obtained from all patients and/or their
parents. All patients with primary amenorrhea underwent
pelvic and abdominal ultrasonography, pelvic magnetic
resonance imaging, hormonal profiling, and karyotyping to
confirm the diagnosis of MRKH syndrome. The patients were
counseled regarding the available management options,
including surgical and nonsurgical techniques, and patients
who chose to undergo a surgical procedure were enrolled in
this study.

SURGICALPROCEDURE
Written and well informed consent taken and confirmed,
Under all aseptic precautions, General Anesthesia was given.

Patient is given Lithotomy position. Standard 4 port position
with 10mm supra umbilical optic port. Pneumoperitoneum
was achieved and abdominal cavity was visualised. Sharp &
Blunt dissection done in the peritoneal space, Anteriorly in the
space of vescicovaginal area. First the uterovescical pouch is
separated and bladder is pushed down. Posteriorly the
dissection is done in the Denonviller's fascia in the plane of
rectum. Rectum seperated down achieving RV space.
Fallopian tubes are cut and removed. Dissection space is
created for neo vagina from the vaginal end using a small nick
given at the site of dimpling of membrane at the Vaginal
orifice. 18no. Heggar's dialator is inserted to create space,
approximately 3 cms wide space is created. The uterine bud is
dissected in the vertical plane centrally, making it free for flap
in vagina keeping the blood supply from bilateral uterine
arteries intact. The dissected site of uterine bud is nicked to
convert it into a flap. The uterine bud flap along with the
peritoneal flap brought down at Vaginal orifice, and sutured
from all sides. Then, Purse string sutures are taken intra
abdominally through parietal peritoneum of anterior and
lateral pelvic walls and fascia of denonviller's to close the
Vault of the new canal and separate it from proper peritoneal
cavity. A 10 cms long and 2 fingers wide Vaginal Cavity is
made, the patient and Her Partner are counselled to used the
dilator regularly twice a day for one and half months to avoid
stenosis or contracture. Hemostasis confirmed and all ports
closed under vision.
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RESULTS AND CONCLUSION
These patients showed no associated anomalies, including
those of the urinary, skeletal and recto-anal systems. The
mean patient age at surgery was 23+ /- 2 years, and the mean
postoperative follow-up period was 18 months. All patients
had normally developed external genitalia, bilateral
rudimentary uteri, a uterine strand, and normally developed
ovaries and Fallopian tubes. All surgeries were performed
successfully without complications. The mean neovaginal
length at discharge was 10 + 0.5 cm. Anatomical success was
achieved in all patients, as two fingers were easily introduced,
the neovagina was epithelialized, and the mean neovaginal
length was 10 = 1.0 cm at 1 year postoperatively. No
obliteration or granulation tissue formation of the neovaginal
apex or neovaginal prolapse was recorded.
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