

Gravid Uterine Herniation in Ventral Wall Defect: A Rare Cause of Pelvic Pain


Abstract

Pelvic pain in women represents one of the most frequent yet diagnostically challenging symptoms encountered in clinical practice. Its etiology encompasses a wide range of gynecologic, urologic, gastrointestinal, musculoskeletal, neurological, and even psychological  origins.  Common  causes  include  endometriosis,  fibroids,  interstitial cystitis, inflammatory bowel disease, and myofascial pain syndromes. However, herniation of a gravid uterus through a ventral wall defect remains exceedingly rare and is associated with serious maternal and fetal risks. We present a unique case of a
35-year-old multiparous woman who developed pelvic pain secondary to herniation of the gravid uterus through a previous infraumbilical incisional hernia at 18 weeks’ gestation. Diagnosis was confirmed by ultrasound and MRI. Manual reduction under spinal anesthesia was successfully performed, followed by conservative management and elective cesarean delivery with mesh repair at 35 weeks. This case highlights the importance of clinical vigilance, timely imaging, and multidisciplinary management to ensure favorable maternal and fetal outcomes in such rare presentations.
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Introduction

Pelvic pain in reproductive-age women is a multifactorial clinical symptom that poses a diagnostic challenge to both clinicians and radiologists. It can arise from gynecologic conditions  such  as endometriosis, fibroids, pelvic inflammatory disease, or adnexal torsion;  urologic  sources  including  interstitial  cystitis and chronic urinary infections; gastrointestinal disorders like irritable bowel syndrome or inflammatory bowel disease; musculoskeletal abnormalities such as pelvic floor myalgia; and neurological or vascular causes such as nerve entrapment or pelvic congestion syndrome (1). Psychiatric and functional etiologies further complicate the clinical picture.

While most cases are benign or functional, certain rare structural or surgical complications can manifest similarly. One such unusual and potentially life-threatening cause is gravid uterine herniation through an anterior abdominal wall defect, typically at the site of a prior surgical incision. Incisional hernias are well-known postoperative complications, especially following midline or infraumbilical laparotomies and cesarean sections, with reported rates ranging from 5–20% depending on patient and surgical factors (2,3). However, herniation of the gravid uterus through such a defect is extraordinarily rare. The first case was described by Holmes in 1906 (2), and fewer than forty cases have been documented globally since then (3–6).




This complication occurs when the enlarging uterus protrudes through a weakened area of the abdominal wall, leading to partial or complete herniation of the uterus and its contents into the hernia sac. The condition may lead to incarceration, strangulation (12), uterine rupture, or placental compromise, with potential fetal loss (3,5). Given the rarity of this entity, its diagnosis requires high clinical suspicion and imaging confirmation. We report a case of gravid uterine herniation presenting at an unusually early gestational



age (18  weeks), discuss the imaging findings, and review relevant literature emphasizing diagnostic and management considerations.

Case Presentation

A  35-year-old multiparous woman (G6P3) at 18 weeks’ gestation presented to the emergency department with progressively worsening pelvic and back pain over one week. The pain intensified with movement and rendered her unable to ambulate. She also reported a sensation of severe discomfort and pressure when unable to void but denied vaginal bleeding, fluid loss, fever, or urinary symptoms.

Her medical history was significant for obesity, gastric bypass surgery, preeclampsia, gestational diabetes, and polycystic ovarian syndrome. Surgical history included multiple abdominal operations, most notably, two cesarean sections and a prior infraumbilical hernia repair. There was no history of recent trauma or infection.

On physical examination, her vital signs were stable. Abdominal examination revealed a large infraumbilical ventral hernia that was soft but tender on palpation. The uterus appeared  high,  elongated,  and  posteriorly  displaced.  On  pelvic  examination,  the external os was positioned posteriorly at the S2–S3 level, and the cervix was difficult to visualize. The overlying abdominal wall skin was intact, without ulceration or discoloration.

Ultrasound  demonstrated  an  anteverted  gravid  uterus  herniating  through  a  large anterior abdominal wall defect, with the fetal parts and placenta extending into the hernia sac. The hernia neck measured approximately 8 cm craniocaudally and 11 cm transversely. The fetus was viable, in breech presentation, with normal amniotic fluid volume and a closed cervical canal measuring 6 cm. Both ovaries were visualized within the hernia sac but showed preserved vascular flow on Doppler evaluation, excluding torsion.

MRI of the pelvis and abdomen provided further delineation of the anatomy. It confirmed a large infraumbilical fascial defect measuring 8 cm × 11 cm through which the uterus, bilateral adnexa, and placenta had herniated. The uterine fundus lay just beneath the anterior abdominal wall, separated only by subcutaneous fat and skin. No evidence of uterine ischemia or strangulation was observed, and the placenta appeared viable along the posterior wall.

Given the severity of her pain and the risk of incarceration, a multidisciplinary team comprising obstetrics, radiology, and surgery was convened. Under spinal anesthesia, manual reduction of the herniated uterus was attempted and achieved successfully. Intraoperatively,  an  approximately  11 cm  ×  13  cm  uterine bulge was noted protruding through the hernia window, which was reduced through an 8 cm × 3.5 cm fascial defect. Post-reduction, the uterus was palpable below the defect, and fetal heart tones were reassuring. An abdominal binder was applied to maintain reduction and provide support.
The  patient  was  managed  conservatively  for  the  remainder of the pregnancy with activity  modification  and  serial  imaging  follow-up.  At  35  weeks’  gestation,  she underwent an elective cesarean section with concurrent polypropylene mesh-based hernia repair. The procedure was uneventful, resulting in the delivery of a healthy neonate and satisfactory postoperative recovery. Both mother and infant remained well at six-month follow-up.

Discussion

The  evaluation  of  pelvic  pain  in  pregnancy  poses  a  unique  challenge,  as  both physiologic  and pathologic causes must be considered. While round-ligament pain, urinary tract infection, or musculoskeletal strain are common benign causes, unusual entities like gravid uterine herniation can mimic these presentations. Awareness of such rare conditions is essential to prevent delayed diagnosis and complications.

Gravid  uterine  herniation  through a ventral wall defect is exceptionally uncommon. Since  Holmes’  first  description  in  1906  (2),  only  isolated  case  reports  have been published worldwide (3–6,8,9). Most cases occur between the fourth and eighth months of gestation (2,5). Early occurrence, as in our patient at 18 weeks, is exceedingly rare. The  condition  predominantly  affects  women with a history of cesarean sections or midline laparotomies, where scar tissue and poor fascial healing create areas of weakness. Other risk factors include obesity, multiparity, rapid uterine growth, postoperative wound infection, and increased intra-abdominal pressure (4–6).

The herniated gravid uterus can become incarcerated or strangulated within the defect, compromising  uteroplacental  blood  flow and leading to adverse outcomes such as preterm labor, intrauterine growth restriction, skin necrosis, or uterine rupture (3,7). In extreme cases, evisceration of uterine contents through necrotic skin has been reported (5,7,10).  Despite  these risks, maternal mortality is rare with timely recognition and management.

Diagnosis is primarily clinical. Patients typically present with abdominal wall swelling or pain, which may increase on standing or coughing. In pregnancy, such symptoms are often mistaken for benign abdominal wall stretching or diastasis recti. Careful examination may reveal a reducible mass with fetal parts palpable close to the skin surface.

Ultrasonography is the first-line imaging modality because of its safety and accessibility. It can confirm the presence of the uterus and fetus within the hernia sac, assess fetal well-being, and exclude complications such as torsion or compromised perfusion. In our case, ultrasound successfully identified the herniation and fetal viability. MRI serves as an excellent adjunct, offering superior soft-tissue resolution without ionizing radiation (13) . It delineates the extent of the fascial defect, placenta location, and any signs of incarceration  or  vascular  compromise  (6,10).  Cross-sectional  imaging thus plays a pivotal role in differentiating this rare condition from other causes of abdominal wall masses in pregnancy.
There is no standardized treatment protocol due to the rarity of this entity. Management depends on gestational age, hernia reducibility, presence of complications, and overall maternal  stability.  For  reducible  hernias  without strangulation, conservative management  is  preferred,  incorporating  manual  reduction,  abdominal  support,  and close  obstetric  follow-up  (6,8,9,10).  Surgery  during pregnancy is generally avoided unless absolutely necessary, as the expanding uterus and hormonal changes increase recurrence risk.

If the hernia becomes incarcerated or complicated by ischemia, ulceration, or fetal distress, emergency surgical repair may be warranted (3,5). Definitive hernia repair is most safely performed at the time of cesarean delivery, allowing for both fetal delivery and abdominal wall reconstruction in one setting (9,10). In our patient, early manual reduction under anesthesia alleviated symptoms and prevented progression, allowing safe continuation of pregnancy until planned cesarean section and concurrent mesh repair.

Previous reports describe variable outcomes depending on timing of presentation and management approach. Saha et al. (3) and Sahu and Bupathy (4) reported successful outcomes following cesarean and hernia repair at term. Palazzo et al. (5) utilized a component separation technique for repair after delivery, achieving durable closure. Hcini et al. (6) presented three cases managed conservatively until late gestation with good fetal survival. Conversely, Subramanian and Sivayadevi (8) described a case complicated by skin necrosis due to prolonged incarceration. Our case adds to the growing body of evidence supporting early diagnosis and individualized management. Notably, this appears to be among the earliest documented gestational presentations with successful manual reduction and delayed definitive repair.

With the rising global cesarean section rates, the incidence of postoperative incisional hernias may increase correspondingly. Preventive measures such as meticulous fascial closure, infection control, and weight optimization are key (4,6). Clinicians should maintain a high index of suspicion for ventral wall herniation in pregnant women presenting with unexplained abdominal wall bulges or atypical pelvic pain, particularly those with prior surgical scars. Multidisciplinary coordination among obstetricians, radiologists, and surgeons ensures optimal timing of intervention and reduces perinatal morbidity.

Conclusion

Gravid uterine herniation through a ventral wall defect is a rare but potentially serious obstetric complication. Although uncommon, it can have grave maternal and fetal consequences if unrecognized. This case, representing one of the earliest reported gestational presentations, underscores the vital role of clinical awareness and imaging, especially  MRI,  in  establishing diagnosis. Early manual reduction and conservative monitoring until elective cesarean with simultaneous hernia repair offer excellent outcomes.   As   cesarean  deliveries  become  more  prevalent  globally,  heightened
awareness and preventive surgical practices will be essential to mitigate this rare but significant complication.

	Article details/ Authors
	Maternal Age and Gestational Age at Presentation
	Obstetric History
	Past Surgical History
	Presenting symptom
	Line of Management

	Abasiattai AM, Umoiyoho AJ et al. (9) (2012) 
	30 Years; 36 Weeks gestation
	G3P2
	LSCS

	Rupture of membranes and uterine contractions
	LSCS, with subsequent hernia repair

	(2 cases)
	33 Years; 36 weeks gestation
	G8P6
	 LSCS
	Abdominal pain 
	LSCS, with subsequent hernia repair

	A. M. Abbas,  A. Michael (7) (2017) 
	32 Years; 28 weeks gestation
	G6P5
	Incisional hernia due to explorative laprotomy
	Abdominal pain 
	Conservative treatment till 35 weeks, followed by  immediate LSCS, and hernia repair

	Saha PK, Rohilla M et al.  (3) (2006) (2 cases) 
	28 Years; 30 weeks gestation
	G3P2
	LSCS
	Overdistended/ Pendulous abdomen
	Conservative treatment till term followed by Elective LSCS with herniorrhaphy

	
	26 Years; 28 weeks gestation
	G4P2
	LSCS 
	No specific symptoms
	Conservative treatment till term followed by Elective LSCS with anatomic suture hernia repair

	Sahu L, Bupathy A. (4) (2006) 
	22 Years; 34 weeks geatation 
	G3P1
	Prior  uterus  protrusion through abdominal scar rupture ; Laprotomy 
	Protrusion of uterus from abdominal scar, with areas of skin necrosis
	Emergent LSCS with incisional hernia repair

	Palazzo F, Ragazzi S et al (5) (2009) 
	35 Years; 27 weeks gestation
	G5P4
	Incisional hernia secondary to expl. laprotomy
	Abdominal discomfort
	Conservative treatment till term with elective LSCS and hernia repair

	Hcini N, Chelli D et al. (6) (2016) (3 cases) 
	32 Years; 30 weeks gestation
	-
	LSCS
	Abdominal distention and overlying skin ulceration
	Conservative treatment till term with elective LSCS and herniorrhapy

	
	28 Years; 31 weeks gestation
	-
	LSCS
	Abdominal distention 
	Conservative treatment till term with elective LSCS and hernia repair.

	
	38 year old; 29 weeks gestation
	-
	LSCS
	Abdominal distention with scarring
	Conservative treatment till term with elective LSCS and herniorrhapy

	Chin X, Li D et al. (11) ( 2022) 
	29 years;  30 weeks gestation
	G5P4
	LSCS
	Abdominal wall discoloration
	Semi-emergent LSCS with hernia repair

	Jabi, R., Elmir, S et al.  (12) (2021)
	34 years; 
	-
	-
	Periumbilical and pelvic pain 
	Hernia repair at presentation with elecvtive LSCS at term
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FIGURE 1. MRI pelvis: Sagittal localizer image (A) and fat suppressed T2W sagittal image (B). Herniated gravid uterus via prior CS section scar in the anterior abdominal wall with most of the fetus external to the anterior abdominal wall, in the subcutaneous fat (Solid, white arrows) and acute angle and the cervix and body of the uterus (curved, hollow arrow). UB: Urinary bladder.
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