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Abstract 

Non-puerperal uterine inversion is an extremely rare condition. it affects the young woman less frequently than the woman in 
periods of perimenopause and menopause. The causative pathology is frequently benign but could also be malignant. Uterine 
conservation for fertility purposes is the treatment of choice in young women, except in cases of malignancy.

We report the case of a young woman who presented with stage 3 uterine inversion secondary to a submucosal uterine fibroid.

Introduction
Uterine inversion is a pathology in which the fundus of the 
uterus turns inside out into or through the endometrial cavity 
or the cervix, subsequently the uterus may prolapse into the 
vagina or exteriorise to the vulva. It is a rare condition; puer-
peral uterine inversion, a pathology of delivery, is estimated 
at 1/3500 deliveries [1,18]. Non-puerperal or gynecological 
uterine inversion is even rarer: only 303 cases have been re-
ported in the literature from 1911 to 2018 [4]; affecting more 
frequently women in the peri-menopausal and menopausal pe-
riods than young women. The possibility of a malignant cause 
should always be kept in mind in front of any uterine inversion.

Case Report
A 34-year-old female patient from Senegal Gravida 2 Para 2: 
2 alive children delivered vaginally, admitted to the emergen-
cy department of our maternity hospital for a prolapsed mass 
through the vaginal cavity for one week following straining 
when urinating. The patient reported the externalization of the 
second mass the day before her admission following its attrac-
tion to the first one, and the associated symptomatology was 
chronic menometrorrhagia and pelvic pain. Her hemodynamic 
status was stable: BP =11 /06 pulse=90 beats/min, rectal tem-
perature = 38.3. On gynecological examination, inspection re-
vealed 2 rounded masses, the outermost one attached to the 
other mass by a pedicle, infected and externalized at the vulva, 
in front of which uterine inversion was not considered. The 
vagina was filled by the mass.
The ultrasound scan allowed us to diagnose uterine inversion. 
Her hemoglobin was 4g/dl. The patient was put on antibiotics 
and transfused in preparation for surgery. The treatment was an 
interannual hysterectomy by vaginal approach.
Final histology confirmed uterine inversion secondary to a sub-
mucosal uterine fibroid.

Discussion
Uterine inversion is a rare condition. Non puerperal origin is 
a much rarer one; only 303 cases have been reported in the 
literature from 1911 to 2018 [4]. It is more common in peri-
menopausal and menopausal women than in young women 
[4,5,13-15].
Non puerperal inversion is often chronic which differentiates 
it from puerperal uterine inversion which is often acute due to 
the fact that it leads to delivery hemorrhage and hemodynamic 
instability [1,3,4,18].
The resulting symptomatology is often chronic: minimal 
menometrorrhagia, pelvic pain with heaviness and urinary 
signs such as dysuria and pollakiuria.
2 types of uterine inversion classified in 4 stages: incomplete 
uterine inversion corresponding to stage 1 (simple depression 
of the uterine fundus without crossing the cervical os). com-
plete uterine inversion corresponding to stages 2 (the uterine 
fundus crosses the cervical os but remains intravaginal), 3 (the 
uterine fundus exteriorized to the vulva) and 4 (training of the 
vaginal walls which take part in the reversion resulting in uter-
ine and vaginal inversion [1-3,14,18].
Stages 3 and 4 are easy to diagnose if the condition is known.

Pelvic ultrasound and MRI are relevant diagnostic tools [1, 2, 
3, 4]: uterine inversion is radiologically translated by a verti-
cal central groove in the uterus in longitudinal section forming 
a Y-shaped aspect of the uterine cavity in incomplete uterine 
inversion and a U-shaped aspect in the complete form. The 
radiological assessment also allows the etiological diagnosis.
Submucosal uterine fibroids remain the most common cause of 
uterine inversion, however a malignant pathology may be the 
cause in both young women and women who are in
peri-menopause and menopause.
A literature review analyzed 303 cases of non-puerperal uter-
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Figure 1: 
→ inverted uterine fundus
→ pedunculated submucosal fibroma 
type 0 
< endometrium

Figure 2: midline incision of the in-
verted uterus after resection of sub-
mucosal fibroid.
The 3 layers of the uterus are inverted
→endometrium
→myometrium 
→serosa
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ine inversion [4], finding malignant pathology in 15.6%, myo-
matous pathology was estimated at 69.5%, idiopathic uterine 
inversion was estimated at 8%, and other etiologies at 5%. 
Gumbo et al reported 3 cases of uterine sarcoma in young 
women under 45 years of age [15]. A case of endometrial can-
cer in a 28-year-old woman was reported by Ueda et al [15]. A 
case of uterine inversion secondary to an immature teratoma in 
an adolescent girl was reported by Sousa et al [17].
Hysterectomy is the most described treatment in the literature 
for non-puerperal uterine inversion regardless of the associ-
ated benign or malignant pathology: 170 cases reported from 
1940 to 2017 [4]: 145 cases (86.8%) treated by hysterectomy 
of which 78.6% (114 cases) combined the 2 abdominal and 
vaginal techniques. The repositioning of the uterus was re-
ported in only 13% of cases. This may be justified by the fact 
that non-puerperal uterine inversion is a pathology that is more 
frequent in the perimenopausal and menopausal periods. In our 
case, the patient requested a hysterectomy despite her young 
age because her parental project was complete.
However, in young women, apart from malignancy, conserva-
tion of the uterus by repositioning is the treatment of choice to 
preserve fertility [4, 5, 19, 20]. Several techniques have been 
described [18]; by the abdominal approach 2 techniques can 
be used; Huntington's technique and Haultain's technique. The 
most common trans-vaginal approach is the Spinelli technique.
The Huntington technique consists of a progressive reposition-
ing of the uterus with the help of non-traumatic forceps placed 
one after the other in the round ligaments and the uterine fun-
dus until complete disinvagination of the uterus.
The spinelli procedure consists of a vesico-uterine detachment, 
opening of the vesico-uterine cul de sac, complete anterior 
uterine incision from the inverted fundus to the cervix thus al-
lowing disinvagination of the uterus, after suture of the hyster-
otomy the repositioning of the uterus in the abdominal cavity 
is done through the opening of the vesico-uterine cul de sac.
In the literature review, no study was found evaluating the ef-
fectiveness of these different techniques; this can be explained 
by the rarity of the condition, especially in young women.

Conclusion
Non puerperal uterine inversion is an extremely rare pathol-
ogy. It must be known in order not to ignore its diagnosis. In 
front of any mass prolapsed in the vagina or in the vulva, it is 
necessary to think of uterine inversion, especially in the young 
woman whose uterine conservation, apart from an associated 
malignant pathology, is the treatment of choice to preserve her 
fertility.
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