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Case Report

Acute non-puerperal uterine inversion: a case report in Madagascar
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ABSTRACT
The acute non-puerperal uterine inversion is a rare gynecologic complication. It is a medical-surgical emergency. We
report the case of a 46-years-old Malagasy woman who is admitted at emergency room with vaginal painful mass and
vaginal heavy bleeding. Uterine inversion which is due to a fundic submucosal myoma was found on clinical
examination. The management was surgical and done by an abdominal hysterectomy.
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INTRODUCTION
Uterus inversion is a condition in which the uterus turns
inside out; with prolapsed of the fundus through the
cervix. In most cases, it is reported in postpartum. The
acute non-puerperal uterine inversion (NPUI) is
considered as a rare gynecologic complication.1 Its
frequency is unknown. It can easily cause life-threatening
hemorrhage and so is a medical-surgical emergency.2 We
aimed to report a case in malagasy woman insisting on
the clinical diagnostic.
CASE REPORT
A 46 year-old Malagasy woman had 5 pregnancies: 3
children born by vaginal deliveries that the last was 9
years ago, and 2 spontaneous abortions before this last
one. She was admitted to the gynecology emergency
room at 5 a.m for important vaginal bleeding with ball
sensation in intravaginal part. She did not have a previous
pelvic pain nor a vaginal bleeding. Her illness story is
summed up by a feeling of mass inside vagina, occurred

during defecation 12 hours before her admission. It is
followed by metrorrhagia, vaginal pain and acute urine
retention.
The patient was hemodynamically unstable. The
abdomen was supple but sensitive in epigastric region. A
bladder globe was found. In gynecological examination, a
protruding mass delivered by the cervix in the vulvar area
was highlight (Figure 1). The mass was with an active
bleeding.
Imaging exams were not available in emergency. The
diagnosis of grade III uterine inversion had been made by
clinical examination. Vaginal hysterectomy had been
indicated after short explanation about the pathology to
the patient. Then, laparotomy was done because of an
uncontrolled bleeding during the ligation of the first
uterine artery. Laparotomy discovered a uterus
completely inverted in fingers of gloves. Hysterectomy
was performed. The hemoglobin rate was 5g/dl and the
patient received blood transfusion during the
intervention. Pathologic report confirmed that the fundus
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of uterus has benign submucosal leiomyoma with
degeneration.

In our context of work, imaging exams are not available
in emergency situations. Like for other authors, the
diagnosis of NPUI is based on high index of suspicion.4,12
In the externalized forms, like in case that we report, the
diagnosis seems easier by the visualization of the inverted
uterus with submucosal myoma at the vulvar area. The
absence of uterine fundus during abdominal palpation can
confirm the diagnosis. In another type, a non-perception
of the cervical orifice may be helpful.4 At the same time,
the patient may have vaginal bleeding, pelvic pain and
intermittent acute urinary retention.8,11
The definitive diagnosis is usually made at the time of
hysterectomy by discovering a uterus inverted in fingers
of gloves, in particular when the uterine inversion is not
complete.11

Figure 1: Protruding mass delivered by the cervix in
the vulvar area.
DISCUSSION
The incidence of a NPUI is unknown. In a literature
review published in 2005, Lupovitch et al had recorded
only150 cases since 1887.3 Few gynecologists have
observed it during their professional practice.4 This is the
first reported case in our hospital.
Uterine inversion can be classified on four degrees
according to the localization of the uterine fundus. In the
first degree: the uterine fundus is still in the cavity and
has not passed the cervix; in the 2nd degree: the fundus
has passed the external orifice of the cervix; in the 3rd
degree: the uterine fundus is externalized at the vulva;
and in the 4th degree: the vaginal walls participate in the
inversion.4
This pathology can be occurred in young women in full
genital activity but in the majority of cases the incidence
was observed in women above 45 years old.5,6
The NPUI is generally caused by an endocavity tumor
which will provoke a traction force and causes the
inversion.4 Those tumors can be a submucous myoma, a
leiomyosarcoma, a rhabdomyosarcoma, a malignant
mixed Mullerian tumour, and an endometrial polyp.7 But
in literature, 85% of NPUI was caused by benign
pathology and only in 15% of cases it was associated
with cancer.5 In most of cases, it is due to a large
submucous leiomyoma that leads to dilate cervix and
protrude into vagina.1,8 The differential diagnosis are
prolapsed myoma and endometrial polyp without
inversion.9
In general practice, ultrasonography is the most modality
evaluation, but it is inadequate to determine the exact
nature of NPUI. MRI is the most performant examination
to put diagnostic of NPIU and to make the differential
diagnosis.10,11

The choice of treatment is myomectomy or hysterectomy.
When hysterectomy is not an option or when the future
fertility is concerned, vaginal resection of submucous
myomas can be considered before reducing the
inversion.2,11 In the 3rd degree, uterus reintegration may
be difficult because of the constitution of a cervical neck
ring. Vaginal myomectomy is also recommended as the
initial treatment of choice.1 After that, hysterectomy can
be performed vaginally or by abdominal surgery,
depending on the operator’s habits or surgical conditions.
We managed our patient by laparotomy. Then we also
decided hysterectomy because of her age, the degree of
the NPUI, and her choice to not have children any more.
CONCLUSION
The NPUI is an exceptional pathology. Late management
of the patient may cause life-threatening hemorrhage. The
gynecologists must always have in mind the possibility of
this complication in any mass delivered by the cervix. A
well-lead clinical examination is very helpful to put
diagnosis.
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