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Abstract

Background: Non-puerperal uterine inversion is an exceptionally rare gynecological complication, most often secondary to
an intracavitary uterine tumor, particularly a submucosal fibroid. Its non-specific clinical presentation, combining abnor-
mal genital bleeding, pelvic pain and a vaginal mass, may lead to delayed diagnosis and suboptimal management, especially

in women of reproductive age.

Case Presentation: We report the case of a 35-year-old nulliparous, unmarried woman admitted with a two-day history of
pelvic pain and vaginal bleeding, associated with severe anemia (hemoglobin 7 g/dL). Speculum examination revealed a pe-
dunculated mass of approximately 10 cm prolapsing into the vagina, while the uterus was not palpable in its usual suprapu-
bic position. Pelvic ultrasound showed an enlarged uterus with a submucosal fibroid displacing the endometrium, without
adnexal abnormalities. After transfusion of two units of packed red blood cells, an abdominal myomectomy was scheduled.
Intraoperative findings revealed a non-puerperal uterine inversion, confirmed by a depressed and invaginated uterine fun-
dus. An anterior incision at the constriction ring allowed enucleation of the fundal fibroid and reconstruction of the uterine
fundus. The gross specimen of the leiomyoma is shown in Figure 1. Histopathological examination concluded to a benign
submucosal leiomyoma. Postoperative course was uneventful, with resolution of the bleeding and progressive correction of

anemia.

Discussion: This case highlights the diagnostic challenge of non-puerperal uterine inversion, which can mimic an expelled
fibroid or genital prolapse. The association of a large vaginal mass with a non-palpable uterus should raise suspicion of

uterine inversion and prompt appropriate imaging and surgical exploration. In young women with benign disease, an ab-
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Myomectomy

dominal approach can confirm the diagnosis, treat the causative lesion, and allow uterine-sparing management.

Conclusion: Non-puerperal uterine inversion secondary to a submucosal fibroid is rare but should be considered in the dif-
ferential diagnosis of a vaginal mass with an absent or difficult-to-palpate uterus. Early suspicion and individualized surgical

strategy can correct the inversion while preserving the uterus in women of reproductive age.
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Introduction

Uterine inversion is a rare condition defined by in-
vagination of the uterine fundus into the uterine cavity,
which may progress to complete externalization of the
uterine body into the vagina [1-4]. It most commonly oc-
curs in the obstetrical setting, during or immediately after
delivery, where it constitutes a life-threatening emergency
because of massive hemorrhage and shock [1, 2]. Outside
the postpartum period, so-called non-puerperal uterine in-
version is an exceptional entity, accounting for only a small
fraction of all uterine inversions reported in the literature
[1-4].

Non-puerperal forms are most frequently associat-
ed with an underlying uterine tumor, benign or malignant,
acting as a triggering factor through traction on the uterine
fundus [1-4]. Among these etiologies, submucosal fibroids
occupy a prominent place. Located in contact with the en-
dometrium, sometimes pedunculated and bulky, they may
progressively prolapse through the cervix and, by traction
and invagination, lead to inversion of the uterine body
[5-9]. This situation nevertheless remains exceptional and is
reported mainly as isolated case reports or small series [2, 3,
5-12].

Clinically, non-puerperal uterine inversion most
often presents with chronic or acute abnormal uterine bleed-
ing, pelvic pain and the appearance of a vaginal mass [2, 3,
5-12]. This non-specific picture frequently leads to confu-
sion with more common conditions such as an expelled fi-
broid or polyp, genital prolapse, or cervical or endometrial
tumors [2, 3, 5-12]. Abdominal palpation may reveal a
uterus that is difficult to identify or absent from its usual po-

sition, but this sign is not always recognized [2, 3, 5-12].
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Imaging, particularly pelvic ultrasound and, when available,
magnetic resonance imaging (MRI), can contribute to the di-
agnosis by suggesting inversion; the characteristic MRI
signs have been well described and confirmed in several se-
ries [4, 13, 14]. However, in many cases, the definitive diag-

nosis is only made intraoperatively [2, 3, 5-12].

This rarity, combined with a deceptive clinical pre-
sentation, exposes patients to diagnostic delays and initially
inappropriate therapeutic decisions, particularly in women
of reproductive age for whom fertility preservation is a ma-
jor issue [2, 3, 5-12]. The aim of this report is to describe a
case of non-puerperal uterine inversion secondary to a sub-
mucosal fibroid and to discuss its diagnostic and therapeu-

tic particularities in the light of the literature [1-15].
Case Report

A 35-year-old unmarried woman, with no recent
obstetric history, was admitted to our department with
pelvic pain and vaginal bleeding evolving over two days,

with marked exacerbation on the day of admission.

On general examination, her hemodynamic status
was stable. Abdominal examination revealed a soft abdo-
men without guarding or localized tenderness. Speculum ex-
amination showed a circular pedunculated mass of approxi-
mately 10 cm in diameter prolapsing into the vagina and de-
scending further with the Valsalva maneuver. Bimanual ex-
amination revealed a mass occupying the entire vaginal
space with a thick base, while the uterus was not palpable in

its usual suprapubic position.

Transabdominal and transvaginal pelvic ultra-
sound demonstrated a submucosal fibroid measuring 10 x

72 mm, displacing the endometrium, and an overall en-
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larged uterus measuring 86 x 99 x 109 mm, with no adnexal
abnormalities. Initial laboratory investigations revealed se-
vere anemia, with hemoglobin at 7 g/dL and hematocrit at
24%, consistent with the marked clinical pallor. The patient
received two units of packed red blood cells preoperatively
and was subsequently prepared for an abdominal myomec-

tomy.

| - . - I . ; A I:I.:d_l

i

In the operating room, after induction of general
anesthesia, a suprapubic laparotomy was performed. Intra-
operative exploration showed an invaginated uterus with a
depressed fundus pulled downward, an appearance highly
suggestive of non-puerperal uterine inversion. Correlation
with clinical findings (non-palpable uterus on abdominal ex-
amination and pedunculated vaginal mass) confirmed the

diagnosis.

Figure 1: Gross specimen of the submucosal uterine leiomyoma after abdominal myomectomy, showing a large, congested and

partially necrotic surface

Figure 2: Intraoperative view through the suprapubic laparotomy demonstrating the inverted uterine fundus being exteriorized

and manipulated prior to correction of the uterine inversion
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An anterior incision was made at the level of the
constriction ring via the abdominal approach, allowing care-
ful enucleation of the fibroid inserted at the uterine fundus.
The gross specimen of the leiomyoma is depicted in Figure
1. The inverted uterine fundus was then restored to its nor-
mal position. The underlying endometrium and myometri-
um were meticulously repaired using 2-0 chromic ab-
sorbable sutures, thereby restoring the integrity of the
uterine cavity. An intraoperative view of the inverted uterus
being managed through the laparotomy is shown in Figure
2.

The surgical specimen was sent for histopathologi-
cal examination, which confirmed a benign submucosal

uterine leiomyoma with no evidence of malignancy.

The postoperative course was favorable. The pa-
tient experienced neither hemorrhagic nor infectious com-
plications. Clinical improvement was rapid, with resolution
of pelvic pain and cessation of abnormal bleeding. Postoper-
ative laboratory tests showed progressive correction of ane-
mia. At follow-up, gynecological examination revealed a
normally sized uterus, in normal position, with no residual
vaginal mass. The patient reported no further episodes of

metrorrhagia or pelvic symptoms.

Discussion

Non-puerperal uterine inversion is a distinct enti-
ty compared to puerperal forms, which account for the vast
majority of uterine inversions [1-4]. The systematic review
by Rosa Silva et al. confirmed that non-puerperal inversions
represent only a small proportion of published cases and are
most often secondary to an intracavitary uterine tumor, ei-
ther benign or malignant [1]. Among these etiologies, a fun-
dal submucosal leiomyoma, particularly when pedunculat-
ed and voluminous, is the most frequently reported cause
[5-9]. The fibroid exerts traction on the uterine fundus as it
progresses through the cervix, favoring invagination and ul-

timately inversion of the uterine body [5-9].

The present case fits this classic etiologic frame-
work of non-puerperal uterine inversion secondary to a sub-
mucosal fibroid, in line with numerous case reports and se-

ries published in recent years [2, 3, 5-12].
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From a clinical standpoint, the most frequently re-
ported manifestations include abnormal uterine bleeding,
often leading to anemia, pelvic pain and the presence of a
vaginal mass [2, 3, 5-12]. Our patient presented this typical
triad, with recent pelvic pain, acute vaginal bleeding and se-
vere anemia, associated with a large pedunculated vaginal
mass. However, this clinical picture is non-specific. In the
literature, non-puerperal uterine inversion is often misdiag-
nosed as an expelled fibroid or polyp, genital prolapse, or
cervical or endometrial malignancy [2, 3, 5-12]. Many au-
thors emphasize that the diagnosis is often made intraopera-
tively, under the initial assumption of an isolated peduncu-

lated uterine tumor [2, 3, 5-12].

An important but sometimes overlooked clinical
sign is the absence of the uterus in its usual position on ab-
dominal and bimanual examination when a mass occupies
the vagina [2, 3, 5-12]. In our case, the combination of a
thick-based vaginal mass and a non-palpable uterus was pre-
sent and prompted suspicion of underlying inversion. This
underscores the value of a meticulous physical examination

in avoiding diagnostic delay.

Imaging plays a key role in diagnostic orientation.
Pelvic ultrasound is the first-line examination and may re-
veal an enlarged, poorly defined uterus associated with an
intracavitary or intravaginal mass [1-4, 13, 14]. However,
sonographic signs are often indirect. MRI, when available,
provides more specific findings: a U-shaped uterine cavity,
thickened and invaginated uterine fundus on sagittal views,
and a “target” or “bull’s eye” appearance on axial sections
[4, 13, 14]. These signs were initially described by Lewin
and Bryan and subsequently confirmed by other teams [4,
13, 14]. In our observation, ultrasound documented a large
submucosal fibroid and uterine enlargement, but was insuf-
ficient by itself to establish the diagnosis of inversion, which
is consistent with published data showing that the definitive

diagnosis frequently remains intraoperative [2,3,5-12].

There is no standardized consensus regarding the
optimal management of non-puerperal uterine inversion.
The choice of surgical approach and the extent of the proce-
dure depend on the patient’s age, reproductive desires, de-
gree of inversion, tumor size and the suspected benign or

malignant nature of the lesion [1-3, 6, 7, 12, 15]. The system-
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atic review by Rosa Silva et al. reported that hysterectomy is
the most frequently chosen treatment, particularly in post-
menopausal women or when malignancy is suspected [1].
In this context, several authors have described abdominal
procedures (e.g. Haultain or Huntington techniques) involv-
ing incision of the constriction ring and reduction of the in-
version, followed by hysterectomy or myomectomy [1-3, 6,
7,12, 15]. Other teams have reported vaginal approaches, es-
pecially in older patients with highly prolapsed masses,
sometimes using techniques such as that described by
Spinelli [2, 7]. Combined or minimally invasive approaches
(laparoscopy associated with a vaginal step) have also been

reported with good results [2, 6, 15].

In our case, given the patient’s young age, the
strong suspicion of a benign lesion and the presence of se-
vere anemia requiring optimal control of hemostasis, an ab-
dominal approach was chosen. Laparotomy allowed confir-
mation of the inversion, performance of an anterior inci-
sion at the constriction ring, enucleation of the fundal fi-
broid at its implantation site and subsequent reconstruction
of the uterine fundus. This conservative strategy is consis-
tent with several published cases in which myomectomy
combined with correction of the inversion was performed
in young women, with preservation of the uterus [2, 3, 5-9,

11,12].

Our observation has several noteworthy features:
the occurrence of non-puerperal uterine inversion in a
young woman outside any obstetrical context; presentation
as a large pedunculated vaginal mass associated with severe

anemia, mimicking an isolated expelled fibroid; the decisive
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role of clinical examination (non-palpable uterus, thick pedi-
cle) in raising early suspicion of inversion; and conservative
management via an abdominal approach with myomecto-
my and fundal reconstruction, thereby avoiding hysterecto-
my. In line with recent series emphasizing the diagnostic
challenges and the importance of uterine preservation in
young patients [2, 3, 10-12], this case underlines the need to
consider non-puerperal uterine inversion in the differential
diagnosis of any large vaginal mass associated with a diffi-
cult-to-palpate uterus and to adopt an individualized surgi-

cal strategy.

Conclusion

Non-puerperal uterine inversion of myomatous
origin is an exceptional complication whose diagnosis relies
primarily on recognition of simple clinical signs: peduncu-
lated vaginal mass, abnormal bleeding and a uterus that is
absent or difficult to palpate in its usual position. Our obser-
vation shows that early suspicion, supported by imaging
and confirmed intraoperatively, guides appropriate thera-

peutic decision-making.

In the present case, abdominal management with
myomectomy and uterine fundus reconstruction corrected
the inversion while preserving the uterus in a young patient,
with a favorable clinical outcome. This case emphasizes the
importance of an individualized approach that considers pa-
tient age, fertility desires and the benign nature of the le-
sion, in order to avoid systematic resort to hysterectomy
and to optimize functional prognosis in women presenting
with non-puerperal uterine inversion secondary to a submu-
cosal fibroid.
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