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Introduction 

Uterine inversion is more commonly described as an obstetric 

complication than a gynaecological one; it is defined as the 

inverting of the uterus into a finger or ‘uterine invagination’. 

Uterine inversion is serious and can be life-threatening due to 

the hypovolaemic shock it causes [1]. Several degrees of 

inversion have been described, depending on the location of 

the uterine fundus. This unusual complication may lead to a 

delay in diagnosis, given the paucity of imaging data. The 

main differential diagnosis is a fibroid delivered through the 

cervix. The aim of our work is to report the case of a chronic 

non puerperal uterine inversion in a 44-year-old woman with 

no particular pathological history, apart from a full-term 

delivery and an abortion, who consulted us for intermittent 

menometrorrhagia of low intensity which had been evolving 

for 7 months. 

Observation 

A 44-year-old patient, nulligravid, with no particular 

pathological history presented with abnormal uterine 

bleeding and dysmenorrhoea. Clinical examination revealed 

an asthenic, tachycardic patient with pale skin and mucous 

membranes; gynaecological examination revealed vulvar 

external bleeding, but the examination under speculum and 

vaginal touch were not performed as the patient was a virgin. 

Preoperative ultrasound showed a uterus with heterogeneous 

material visualised in a thickened endometrial cavity 

measuring 53.9 × 51.4 mm. Pelvic MRI showed the mass as 

a pedunculated and prolapsed submucosal myoma. 

Myomectomy was scheduled. Surgical exploration confirmed 

the diagnosis of uterine inversion with a 5x5cm submucosal 

myoma.  

We opted for a surgical management with a double approach:  
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vaginal route with laparotomy (figure 1). Manual reduction 

of the uterus after myomectomy (figure2). Conservative 

treatment was carried out after checking the vascularisation 

of the uterus and adnexa, given the patient's desire to become 

pregnant. The post-operative period was uneventful and the 

patient was discharged from hospital four days after the 

operation. At follow-up, her menstrual cycle was regular, 

with no dysmenorrhoea. The final histopathology report 

revealed a benign submucosal leiomyoma. 

Uterine inversion occurred when the uterus retracted to expel 

the submucosal myoma with its attachment to the fundus. 

 

Figure 1: Per Operative Aspect of Uterine Inversion 

 

 

Figure 2: Myomectomy Surgical Specimen 

 

Discussion 

Uterine inversion is an extremely rare complication. Apart 

from the puerperal period, there are no epidemiological data. 

These are sporadic cases [2]. Two conditions are necessary 

for uterine inversion to occur: uterine hypotonia and 

sufficient cervical dilatation. Several factors are involved in 

the pathophysiology of non-puerperal uterine inversion: the 

presence of a uterine tumour located preferentially on the 

uterine fundus; on a thin uterine wall; with a small tumour 

pedicle; rapid tumour growth; and cervical dilatation due to 

distension of the uterine cavity. Non-puerperal uterine 

inversion can also be classified as acute or chronic depending 

on its onset and course. The acute form is more dramatic and 

characterised by acute pelvic pain and haemorrhage, while 

the chronic form is insidious and characterised by pelvic 

discomfort, vaginal discharge and irregular abnormal uterine 

bleeding [3]. 

The aetiology found in 70 to 85% of cases, depending on the 

author, is submucosal myoma [4]. In 15 to 30% of cases, 

malignant tumours are involved, the most common of which 

 

https://www.acquirepublications.org/Journal/CaseReports/Case-Reports-and-Medical-History
https://www.acquirepublications.org/Journal/CaseReports/Case-Reports-and-Medical-History


                                                                                                                                                                                                   

 

Journal of Case Reports and Medical History 

www.acquirepublications.org/JCRMH                                                                                                                                        3 

                                                                                                                                      3 

 

are uterine sarcomas (leiomyosarcoma, embryonal 

rhabdomyosarcoma, endometrial stromal sarcoma). 

Depending on the severity, there are four degrees [4]: first 

degree: the uterine fundus is depressed into a ‘flask’ or cup; 

second degree: the inverted uterus passes through the external 

orifice of the cervix; third degree: the uterine body becomes 

intra-vaginal and may be completely externalized; fourth 

degree or total inversion: the vaginal walls participate in the 

inversion. Lewin et al. recommend the use of T2-weighted 

MRI to detect a U-shaped uterine cavity, a thickened and 

inverted uterine fundus on a sagittal image and a ‘bull's eye’ 

configuration on an axial image as indicative signs of uterine 

inversion [5]. 

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 if there is no desire 

to become pregnant, and is virtually indispensable in cases of 

3rd and 4th degree uterine inversion [6]. 

Hysterectomy may then be performed vaginally, exposing the 

surgeon to technical difficulties due to changes in the usual 

anatomical landmarks, particularly in relation to the urinary 

excretory tracts (ureters and bladder). The abdominal route 

has also been described, but requires the inversion to be 

reduced and the uterus returned to the pelvic cavity. The 

combination of laparoscopy and the vaginal route already 

described by the Auber et al team [7] seems to be a good 

alternative for confirming the diagnosis, assessing the degree 

of ischaemia of the adnexa and vagina, and revascularizing 

the uterus laparoscopically by controlling the uterine pedicle 

from its origin. In the literature, uterine artery embolization is 

indicated in chronic non-puerperal uterine inversions, 

generally of the 2nd and 3rd degree, and in acute puerperal 

inversions reducible to conservative treatment. 

Conclusion 

Non-puerperal uterine inversion is a very rare condition. It is 

difficult to diagnose on the basis of clinical examination and 

ultrasound alone. Today, MRI has become the best 

examination not only for correcting the diagnosis, but also for 

contributing significantly to the aetiological assessment. 
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