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Abstract: Chronic non-puerperal uterine inversion is an extremely rare complication. Puerperal inversions are reported in 85% of
uterine inversion cases. Puerperal uterine inversions are life-threatening due to the cataclysmic delivery hemorrhage they cause.
Most reported cases of non-puerperal uterine inversion are due to benign tumors, including leiomyomas. Rarely, a malignant
uterine tumor presents as a uterine inversion. Clinical diagnosis is often difficult due to the distorted anatomy. Four anatomical
stages are classically described Radical treatment is preferred in the absence of a desire for pregnancy, and is virtually
indispensable in the case of 3rd and 4th degree uterine inversion. We report the case of a 42-year-old patient who presented
urgently with a stage 3 non-puerperal uterine inversions and cyanosis of the external mass. We indicated sub hysterectomy by
vaginal approach. This technique was decided upon intraoperatively in view of the lesion assessment. The authors agree that
due to the rarity of this pathology, most cases are operated on without any surgical experience. A rare complication that is
difficult to diagnose, acute non puerperal uterine inversion is a medical-surgical emergency that must be considered when a mass
is externalized through the vaginal vulva, although in our context, delivery through the uterine cervix is often the hypothesis
evoked.
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Stage 2: the uterus is retracted and passes through the

1. Introduction

Uterine inversion is a rare medical emergency in which the
body of the uterus turns over like a glove finger and protrudes
into the vagina or out of the vulva. [1]. It is a rare pathology,
more frequent in obstetrics than in gynecology [2]. Uterine
inversion is a serious condition that can be life-threatening due
to the hypovolaemic shock it causes [3]. Traction on the
uterine suspensory ligaments causes bradycardia secondary to
the parasympathetic response. This bradychardy leads to
cardiovascular instability [3, 4].

Four anatomical stages are classically described [5].

Stage 1: the uterine fundus is capsule-depressed, without
reaching the cervical os.

cervical os.

Stage3: the uterine body is in the vagina and can exteriorize.

Stage4: total inversion, with the vaginal walls participating
in the retraction.

Several approaches have been described in the literature:
conservative treatment when reduction of uterine inversion is
possible, mainly in cases of 1st or 2nd degree uterine inversion.
Radical treatment is preferred in the absence of a desire for
pregnancy, and is virtually indispensable in cases of 3rd and
4th degree uterine inversion [5, 6].

This unusual pathology may give rise to a diagnostic delay
and pose a therapeutic problem.

In our practice, when faced with the externalization of a
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mass through the vagina, with or without metrorrhagia, the
main diagnosis evoked is a polyp accoocted through the
Cervix.

The aim of this study was to report a case of chronic 3rd
degree non-puerperal uterine inversion.

2. Patient and Observation

Mrs K C, 42 years old, 7 vaginal deliveries with no
incidents and no particular antecedents. She was referred to us
from a primary care medical facility. She presented with
digestive signs such as abdominal pain in the hypogastric
region, nausea and vomiting and a mass externalized through
the vagina without metrorrhagia.

4 months prior to these digestive signs, she had
experienced vaginal discomfort with a sensation of an
intravaginal ball, accompanied by dysuria, pollakiuria and
micturitional burning without urinary incontinence. She
had neglected these symptoms. These symptoms worsened
in the two weeks prior to the externalization of a mass
through the vagina.

Clinical examination revealed a wvulvar hollowness, a
gaping urinary meatus without urinary incontinence, and an
externalized mass in the vulva (stage 3). This purplish mass,
about 9cm long, was partly cyanotic.

See Figure 1.

Figure 1. A mass externalized at the vulva.

Abdominal ultrasound showed a pelvis devoid of uterus,
with ovaries not visualized.

In view of the suspicion of stage 3 non puerperal uterine
inversion and cyanosis of the external mass, we indicated
vaginal hysterectomy.

Under general anaesthesia in the Trendelembourg position,

we performed a subtotal hysterectomy, removing the body of
the uterus and leaving the cervix in place. We found a
submucosal myoma located at the uterine fundus with a cesile
base.

See Figure 2.

Figue 2. Piéce d'hystérectomie sub totale qui montre un myome sous
muqueux situé au fond utérin avec une base cesile.

The post-operative course was straightforward. The patient
was discharged on D5. Anatomopathological examination
confirmed uterine tissue with no sign of malignancy.

3. Discussion

Uterine inversion is very rarely reported in the literature. In
the post-partum period, its frequency is estimated at 1/100,000
deliveries in France [7]. Outside the puerperal period, no
epidemiological data are available. These are sporadic cases.
Fifty-six cases were reported in the literature between 1976
and 2014 [7], the majority of which involved postmenopausal
women or women over 45 years of age [3]. Four cases of
uterine inversion on embryonal rhabdomyosarcoma in
adolescents have been described [4, 9]. Two conditions are
necessary for the formation of uterine inversion: uterine
hypotonia and sufficient cervical dilatation. [6, 7].

Possible mechanisms for non-puerperal uterine inversion
have been proposed [9].

Most people agree with the thinning and weakening of the
uterine wall at the tumor site during tumor implantation and
the simultaneous contractions of the uterine musculature
expelling the tumor through the cervix into the vagina [10]..

The weight and size of the tumor, coughing and sneezing
exert traction on the thinned uterine wall, aggravating the
inversion [3].

Several factors are involved in the pathophysiology of
non-puerperal uterine inversion in our patient: the presence of
a myoma located on the uterine fundus and a probable cervical
hollowness (7 vaginal deliveries in 13 years).

In our case, the cause was a submucosal myoma located at
the uterine fundus with a cesile base.

In 70 to 85% of cases, authors report a submucosal myoma
as the main cause [3]. Malignant tumor pathologies are cited
in 15 to 30% of cases. Uterine sarcomas (leiomyosarcoma,
embryonal rhabdomyosarcoma, endometrial stromal sarcoma)
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are the most frequently reported [3].

Hysterectomy can be performed vaginally, exposing the
surgeon to technical difficulties due to changes in the usual
anatomical landmarks, particularly with regard to the urinary
excretory tract (ureters and bladder).

We used this approach in our case, because of the cyanosis
and the fact that it was stage 3. We performed a subtotal
hysterectomy, leaving the cervix in place.

Treatment of non-puerperal uterine inversion depends on
the preoperative diagnosis. Because of the possibility of a
malignant tumor of the uterus, and the fact that the vast
majority of patients are of childbearing age, hysterectomy is
the treatment of almost all reported cases [12].

Huntington's surgery is the first choice before hysterectomy
[11].

It involves grasping the round ligaments and the uterus
under the inversion zone and slowly pulling upwards several
times to invert the uterus.

The abdominal route is also used, especially when the
uterus needs to be reconstituted in the pelvic cavity. In this
case, the inversion must be reduced.

The choice of surgical treatment by laparotomy or vaginal
approach depends essentially on the experience of the surgeon,
without it being possible to state that one route is more
advantageous than the other [13].

The laparoscopic-vaginal approach already described by
Auber et al [9] could be a good alternative for confirming the
diagnosis, assessing the degree of ischemia of the adnexa and
vagina, and laparoscopically devascularizing the uterus by
controlling the uterine pedicle from its origin.

In the literature, uterine artery embolization is indicated in
acute puerperal inversions reducible to conservative treatment,
and in chronic non-puerperal uterine inversions, generally of
the 2nd and 3rd degree [9].

It should be mentioned that in patients who wish to become
pregnant or who are nulliparous, the abdominal approach and
preservation of the uterus should be chosen whenever possible;
otherwise, vaginal myomectomy followed by routine vaginal
hysterectomy should be recommended [14, 15].

4. Conclusion

Acute non-puerperal uterine inversion is an extremely rare
complication whose etiological diagnosis is difficult to make
preoperatively.

It is a medico-surgical emergency. Subtotal hysterectomy
via a vaginal approach is a safe and reliable surgical
technique.
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