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ABSTRACT

Non-puerperal uterine inversion is very rare. A case associated with leiomyomatosis
is reported. The case of a 45-year-old multiparous woman with severe vaginal
bleeding, pelvic pain and vaginal foreign body sensation is presented. Uterine
leiomyoma in abortive phase was diagnosed. She was scheduled for myomectomy
with probable abdominal hysterectomy and complete uterine inversion was found.
This report is an anecdotal case of non-puerperal uterine inversion, whose surgical
treatment was successful.

Key words: Uterine inversion, Uterine hemorrhage, Leiomyomatosis, Uterine
myomectomy.

RESUMEN

La inversion uterina no puerperal es muy rara. Se comunica un caso asociado
con miomatosis. Se traté de una multipara de 45 afios que manifesté sangrado
vaginal grave, dolor pélvico y sensacion de cuerpo extrafio vaginal. Se diagnostico
mioma uterino en fase abortiva. Se programé para miomectomia con probable
histerectomia abdominal y se encontrd inversion uterina completa. Este reporte
constituye un caso anecdético de inversién uterina no puerperal, cuyo tratamiento
quirurgico fue exitoso.

Palabras clave. Inversién uterina, Hemorragia uterina, Leiomiomatosis, Miomectomia
uterina.

INTRODUCTION

Non-puerperal uterine inversion is a rare event in daily gynecological
practice. Many specialists do not witness this entity in their medical
working life. Uterine inversion® is defined as the exit of the endometrial
aspect of the uterus through the vagina. It is classified as partial or com-
plete, according to its magnitude, and as acute or chronic according to
the time in which it manifests itself. It occurs more frequently after an
obstetric episode, with an incidence of 1 in 3 500 vaginal deliveries .
The manifestation outside pregnancy is extremely rare, so much so that
there is no reliable estimate of its incidence in the medical literature,
and reports in Peru are neither described nor available®?. The pre-op-
erative diagnosis is not usually easy, the most common cause being a
submucosal myoma. However, other causes can be malignant uterine
tumors or idiopathic presentations®. In most cases management is sur-
gical and consists of vaginal or abdominal hysterectomy. We describe a
case of non-puerperal uterine inversion concomitant with a submuco-
sal uterine leiomyoma, whose surgical treatment was successful.

CASE REPORT

She was a 42-year-old female patient from Lima, Peru, a housewife, with
no significant personal or family history. Her gynecological-obstetric
history was menarche at 12 years of age, menstruation every 28 to 30
days, multiparous (4 vaginal deliveries), not a contraceptive method
user, with negative cervical cytology. The current disease started 10
months prior to her care, with episodes of hypermenorrhea associated
with dysmenorrhea. Outpatient transvaginal ultrasound showed intra-
mural leiomyoma 5 cm in diameter at fundal level. She was prescribed
oral contraceptives, analgesics and expectant management.
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The patient presented multiple admissions to
the emergency service for the same symptom-
atology, so it was decided to prepare her for sur-
gery, which was deferred for COVID emergency
health reasons (March 2020). In July 2020, she
went to the emergency department for severe
pelvic pain, heavy vaginal bleeding, dysuria and
foreign body sensation in the vagina. On evalua-
tion she presented normal nutritional status and
severe pallor was evident. On gynecological ex-
amination, the uterus was palpated, measuring
approximately 15 cm, and a fleshy mass of 10 cm
in diameter was observed protruding through the
external genitalia, with apparent presence of cer-
vical pedicle. She was hospitalized for study and
treatment. During her hospitalization she pre-
sented with decreased vaginal bleeding, severe
anemia (hemoglobin 4.5 g/dL) and urinary sep-
sis, being transferred to the intensive care unit
for management with broad-spectrum antibiotic
therapy, vasopressors and blood transfusion.

She presented favorable evolution and was
scheduled for surgical treatment for probable
abortive leiomyoma. Among the imaging tests
requested, vaginal ultrasound and pelvic tomog-
raphy showed the aforementioned mass, but
were unsatisfactory for a definitive diagnosis.

In the operating room, a bimanual examination
was performed under anesthesia, showing a
fleshy mass with a sessile base, 10 cm in diam-
eter, with superficial bleeding, which protruded
through the external genitalia and continued
with endometrial-like tissue; neither the endo-
cervical canal nor a pedicle was evident (Figure
1). Given the high suspicion of a fundal submu-
cous leiomyoma associated with uterine inver-
sion, it was decided to schedule the patient for
vaginal leiomyomectomy plus exploratory lap-
arotomy, due to the difficulty in returning the
uterus to its anatomical position.

During the abdominal approach, the absence of
uterus in the abdominal cavity and a defect in the
pelvic excavation (pericervical ring of 3 cmin diam-
eter) through which the uterus, round ligaments
and tubes were introduced were confirmed (Figure
2). An attempt was made to reposition the uterus
to its anatomical position by alternating traction of
the round ligaments (Huntington procedure), with
the aid of vaginal compression, without favorable
results. Finally, an incision was made in the poste-
rior fundus of the vaginal sac to section the con-
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FIGURE 1. VAGINAL VIEW. FLESHY MASS WITH SUPERFICIAL BLEEDING
THAT PROTRUDES THROUGH THE VAGINA.

striction ring, applying vaginal compression. This
allowed the uterus to return to its anatomical po-
sition, showing signs of tissue hypoxia (Figure 3).
Subsequently, total hysterectomy with preserva-
tion of the adnexa was performed according to the
usual technique. The pathological anatomy of the
surgical specimen was reported as a 10 cm sessile
submucosal leiomyoma, fundic location, with ne-
crotichemorrhagic changes secondary to vascular
injury. The patient evolved favorably and was dis-
charged 2 days after surgery.

FIGURE 2. ABDOMINAL VIEW: PELVIC EXCAVATION THROUGH WHICH THE
UTERUS AND ADNEXAE ARE INTRODUCED.
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FIGURE 3. UTERUS IN ANATOMICAL POSITION AND WITH SIGNS OF TISSUE

HYPOXIA.

DiscussioN

Non-puerperal uterine inversion is an infrequent
episode, so much so that its incidence has not
been estimated®. A report of 150 cases between
1887 and 2006 was published in 20072, In a more
recent systematic review, conducted in 2018,
case reports between 1940 and 2017 were ana-
lyzed, where a total of 170 cases reported world-
wide were found®. There was no case reported
in Peru; most were from Asia and Europe, being
the average age 46 years, the most frequent
cause leiomyomatosis (57.2%), followed by sar-
coma (13.5%) and idiopathic causes (9.9%); they
had very similar characteristics to the clinical case
presented.

The pathophysiology of non-puerperal uterine
inversion is not clear. Some authors** describe
the thinning of the uterine walls, due to the intra-
uterine tumor that exerts persistent and chronic
traction towards the cervix, causing its dilatation
after some time. Added to this, are the uterine
contractions that attempt to expel the tumor, as
well as increased abdominal pressure due to ex-
ertion or overweight. multiparity and advanced
age®”,

The clinical presentation is variable, most women
present irregular vaginal bleeding, pelvic discom-
fort and a sensation of lump or pressure at the
vaginal level. Also, severe dysmenorrhea, men-
orrhagia and dyspareunia. Hypovolemic shock
® has been reported in a case of acute uterine
inversion due to uterine leiomyomatosis; also,
acute urinary retention requiring catheteriza-
tion®'9, The stages of uterine inversion are: a)

Stage |, the uterine inversion is intrauterine (in-
complete) and the uterine fundus remains inside
the cavity; b) Stage Il, complete inversion involves
the uterine fundus, which protrudes through the
cervix; ¢) Stage lll, complete inversion, with pro-
trusion of the uterine fundus through the vulva;
and d) Stage 1V, total inversion, where the vagina
is also involved. The present clinical case was a
complete uterine inversion.

For the diagnosis 2 key points are considered: 1)
the body and uterine fundus cannot be palpated
by combined vaginal examination; 2) the cervical
0s is not visualized™; it is complemented with ul-
trasound studies, computed axial tomography or
magnetic resonance imaging!*'¥. The latter are
recommended because they have a higher de-
gree of diagnostic certainty, since they allow de-
tection of a U-shaped uterine cavity, an inverted
and thinner uterine fundus in the sagittal section,
and an image of "bull's eyes" in the axial section,
as signs indicative signs of uterine inversion. In
our case, the first two studies were not satisfacto-
ry, and there was no possibility of using magnetic
resonance imaging. However, in emergency cases
the diagnosis is usually clinical.

Regarding the treatment of non-puerperal uter-
ine inversion, most published cases consider de-
finitive treatment by hysterectomy®'2'%),in 86.8%
of the cases, with uterine reposition being possi-
ble in a few cases, which is usually effective only
in acute inversions.

In chronic cases, the surgical approach can be
through the abdominal or vaginal route, with
techniques described in the literature™ (abdom-
inal: Huntington and Haultain; vaginal: Kustner
and Spinelli). Each case must be individualized,
since most of them are secondary to uterine tu-
mor, usually of considerable size, which makes
vaginal access difficult. Vaginal hysterectomy can
be difficult due to anatomical distortion, even for
expert surgeons.
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