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Prevalence of malignant uterine pathology in utero-vaginal
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ABSTRACT
Objective: The aim of this study was to establish the prevalence of malignant uterine pathology after vaginal hysterectomy (VH) due to

asymptomatic uterovaginal prolapse.
Materials and Methods: A descriptive observational cross-sectional study including 110 women with VH indication for hysterocele greater

than or equal to POP-Q stage II with negative Pap smear still valid, and with normal transvaginal ultrasound in the past year. Patients with
abnormal uterine bleeding or suspected premalignant or malignant uterine disease were excluded. All participants signed an informed
consent document. The mean age was 64 year old (SD ±8.84), 85.5% of them being menopausal.
Results: 78.2% of histopathological findings did not present any uterine pathology. Endometrial hyperplasia without atypia was found in 11

cases (10%) and endometrial polyps without atypia in 12 cases (10.9%). There were no cases of hyperplasia with atypia. Uterine leiomyoma
(25.5%) and focal and diffuse adenomyosis (23.6%) were also found. Only one case had endometrial cancer (0.9%) and there were no cases of
cervical cancer.
Conclusion: The risk of uterine malignancy after VH due to utero-vaginal prolapse is low. This result may have been affected by the
assessment in the year prior to surgery, in keeping with recommendations of ruling out abnormal uterine bleeding and considering Venous
thromboembolism (VTE) assessment and cytology of the cervix in the preoperative period. Information regarding the risk of premalignant and
malignant pathology of the uterus must be included in the pre-surgery information in the form of a consent document.
Keywords: Pelvic organ prolapse; utero-vaginal prolapse; vaginal hysterectomy; uterine preservation; risk of malignancy

INTRODUCTION

result of the aging of the world’s populations and higher rates

Pelvic organ prolapse (POP) is a common health problem1
affecting 30 to 50% of women,2,3 and its prevalence increases
with age and parity.4 Its incidence continues to increase as a

of obesity in some populations.4 POP has a negative impact
on quality of life of women and it is associated with physical,
psychological and sexual problems.5
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Pelvic floor repair surgery is the main therapeutic tool for POP
treatment. One of its surgical treatment options is vaginal
hysterectomy (VH). The vaginal approach facilitates anatomical
entry into the perineum and pelvis, resulting in easy access for
the repair of vaginal relaxation. Once pelvic floor reconstruction
surgery through the vagina has been defined, the surgical tactic
should be selected considering the preservation or exeresis
of the uterus.6 This tactic should be planned with the aim of
restoring normal anatomy and adequate support of the vaginal
walls and apex.
Utero-vaginal prolapse (UV-POP) is the primary indication for
most VHs in Uruguay,6,7 and worldwide.8,9 At present, VH is one
of the most commonly performed surgical procedures to treat
UV-POP and, generally, it is combined with other pelvic floor
reconstruction procedures.10 Hysterocele is usually accompanied
by other conditions, such as cystocele, enterocele, rectocele,
or relaxation of the pelvic floor. All these conditions must be
corrected in the same surgical procedure. Tissue laxity facilitates
the performance of hysterectomy through the vagina.
The vaginal removal of the uterus has a very long history, and
references have been found, for instance, to conditions in which it
had to be removed–in whole or in part–in Soranus of Ephesus, who
reported that some authors indicated that it should be removed
when the prolapsed uterus was of a blackish hue.11 Since the first
regulated VH was performed in the nineteenth century,12 VH has
been both revered and discredited, but it is still around today.
The reasons for preserving the uterus in women with UV-POP
may be the patient’s request or the gynaecologist’s conviction
about the advantages and disadvantages of conservative
management.13-15 Some authors argue that UV-POP is the result
rather than the cause of POP, and hysterectomy associated with
dissection of the pelvic floor could increase complications.14,15
Other authors have voiced their concern about the possibility
of undiagnosed pathologies or the risk of developing future
diseases, such as cancer, if the uterus is not excised.16,17
The dissenting opinions in this regard make it necessary to have
open discussion with the patient about the pros and cons of
hysterectomy or hysteropexy, so that the final decision would be
informed, conscious and consensual.
The aim of this study was to establish the prevalence of malignant
and premalignant uterine pathology in the histopathological
findings in patients who have undergone VH due to UV-POP in a
sample of women in our area.

MATERIALS AND METHODS
A cross-sectional descriptive observational and prospective study
was carried out. Patients seeking consultation who were assisted
138
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by the Pelvic Floor Unit medical team between April 1, 2017, and
March 31, 2019, were selected. The study was approved by the
Ethics Committee of the Hospital de Clínicas of Medical School
of Montevideo, University of the Republic. All the participants
signed a consent document after being briefed about the study.
The sample included patients with asymptomatic prolapsed uterus
greater than or equal to POP-Q stage II with an oncological cervical
cytology study with negative Pap stain two years prior to VH and
with normal transvaginal ultrasound (TVU) in the past year.
The Pelvic Organ Prolapse Quantification (POP-Q) system uses
certain anatomical references such as the hymen, anterior
vaginal wall, posterior vaginal wall, total vaginal length,
urogenital hiatus, perineal body and cervix or vaginal apex as
guiding points. All these references are expressed in cm and
measured in proximal (above) or distal (below) in relation to the
hymen and are designated as negative or positive respectively.
Four prolapse stages from I to IV are established in which the
fundamental considerations are the prolapse guiding points and
their relation to the hymen expressed in cm and the total length
of the vagina.18
Patients were excluded if they had UV-POP with a history
of abnormal uterine bleeding, a pathological Pap smear or a
history of cervical dysplasias or premalignant endometrial
lesions, a TVU with an endometrial line greater than 10 mm,
a history of malignant ovarian tumours, use of tamoxifen or
hormone replacement therapy, and those who did not give their
consent for the study.
Out of a total of 133 patients assisted by the Unit team during the
study period, 110 women (82.7%) were selected in accordance
with the inclusion criteria, and 23 patients (17.3%) were excluded.
Of the 23 cases excluded, 11 had a history of genital haemorrhage
with premenopausal (three cases) or postmenopausal (eight
cases) metrorrhagia, five patients had been diagnosed with
cervical dysplasia or squamous intraepithelial lesion (SIL),
four of whom were low-grade SIL (L-SIL) and 1 was high-grade
SIL (H-SIL), five women had an endometrial line ultrasound
measurement greater than 10 mm, and two cases had had
clinical and ultrasound diagnoses of adnexial tumour.
The vaginal repair surgery was performed by the same team in
all cases. All patients underwent a VH associated with vaginal
repair surgery. Vaginal apex suspension was performed to the
uterosacral ligaments in all patients in accordance with the
McCall culdoplasty technique.19
In cases with coexisting stress urinary incontinence, the middleurethral sling (MUS) technique was associated.20,21 All extracted
uteri were sent for histopathological study.
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The following histopathological variables were analysed:
presence of endometrial atrophy, endometrial hyperplasia with
and without atypia, endometrial cancer, leiomyoma, focal and
diffuse adenomyosis, chronic endocervicitis, L-SIL and H-SIL, as
well as cervical carcinoma.

to malignant pathology, only one (0.9%) of the patient exhibited
endometrial cancer, and none of the patients showed a malignant
or pre-malignant pathology of the cervix or ovaries (Table 3). The
ovaries were included in only two cases (1.8%) during the surgery
with normal histological findings.

The statistical analysis was performed using the Excel 2013
Microsoft Office spreadsheet. For the qualitative variables in the
cases where pathologies were detected, a frequency calculation
was performed and expressed as absolute frequencies and
relative percentage frequencies. For the quantitative variables,
the mean, the standard deviation and range were calculated.

One case of endometrial cancer was found in a 71-year-old woman
with stage IV hysterocele according to POP-Q, asymptomatic,
with TVU showing a 1 mm endometrial line, who underwent
a VH and bilateral adnexectomy. The histopathological result
reports a moderately differentiated adenocarcinoma that
extensively infiltrates the cervix and the myometrium as far as
the serosa (stage II - 2009 FIGO). Both annexes had a normal
histopathological examination.

RESULTS
The mean age was 64 years old with a standard deviation of
±8.84, with an age range between 46 and 83 years. The mean
body mass index (BMI) was 26.56 kg/m2 with a standard deviation
of ±3.23, with a range between 20.1 and 33.9 kg/m2. Most of
the patients (85.5%) were postmenopausal (Table 1). None of the
patients had family history of endometrial cancer. Smoking was
observed in 21.8% of cases. Hypertension was observed in 16,3%
and diabetes in 11%. All women presented cystocele associated
with hysterocele, while in 13.6% of them it was associated with
high rectocele, and with enterocele in 1.8% (Table 1). 4.5%
required a MUS technique.
Regarding the hysterocele stage according to POP-Q, 20% was
stage II, 51.8% stage III and 28.2% stage IV (Table 2).
As to the histopathological findings, 78.2% of cases did not have
any pathology whatsoever. Amongst patients with endometrial
pathology, 11 cases (10%) exhibited hyperplasia without atypia
and 12 (10.9%) presented endometrial polyp without atypia. No
cases of endometrial hyperplasia with atypia were observed.
In some patients, an associated benign myometrial pathology
was observed, such as uterine leiomyoma in 25.5%, and focal
and diffuse adenomyosis in 23.6% of cases (Table 3). In regard
Table 1. Results
Variables

Absolute
frequency

Relative
frequency (%)

Premenopause

16

14.5%

Postmenopause

94

85.5%

Associated cystocele

110

100%

Associated high rectocele

15

13.6%

Associated enterocele

2

1.8%

Bilateral adnexectomy

2

1.8%

Associated MUS surgery

5

4.5%

Hysterocele

110

100%

MUS: Middle-urethral sling

DISCUSSION
This study estimated the prevalence of malignant and
premalignant uterine pathology in patients with UV-POP who
Table 2. Hysterocele stage
Hysterocele stage

Absolute
frequency

Relative
frequency (%)

POP-Q Stage II

22

20%

POP-Q Stage III

57

51.8%

POP-Q Stage IV

31

28.2%

POP-Q: Pelvic Organ Prolapse Quantification

Table 3. Histopathological findings
Absolute frequency Relative
(n=110)
Frequency (%)
Uterus
Leiomyomas

28

25.45%

Adenomyosis

26

23.63%

Endometrial atrophy

78

70.9%

EH without atypia

11

10%

EH with atypia

0

0

Polyp without atypia

12

10.9%

Endometrial cancer

1

0.9 %

Chronic EC

45

40.9%

Low-grade SIL

0

0

High-grade SIL

0

0

Cervical cancer

0

0

Normal

2

1.8%

Pathological

0

0

Cervix

Ovaries

EH: Endometrial hyperplasia, EC: Endocervicitis, SIL: Squamous
intraepithelial lesion, n: Number
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underwent VH. All the patients included were asymptomatic,
with normal TVU and Pap smears. The prevalence of endometrial
cancer was 0.9% and that of cervical cancer was 0%.
However, the inclusion of all precancerous conditions had
a prevalence of 21.8%. The premalignant lesions that were
observed within the endometrium were hyperplasia and polyps
without atypia. No case of atypia was observed. A lesional
association with leiomyoma and adenomyosis of approximately
25% was found.
This makes it necessary to consider the importance of a clinical
examination and a TVU at a time very close to the surgical
procedure lest a detectable pathology is found only after surgery.
Anyway, surgical behaviour would not vary in the cases analysed.
According to international literature, the incidence of malignant
and premalignant endometrial pathology in asymptomatic
women who undergo hysterectomy due to UV-POP ranges
between 0.7 and 4.2%.16,17,22,23
In a retrospective study16 the authors included 644 women, 421
of whom were postmenopausal with asymptomatic POP, with 11
patients found to have an organic endometrial pathology (2.6%).
As to these cases, only one case of endometrial cancer and 10
cases of hyperplasia were observed.
In another retrospective study17 unsuspected endometrial
cancer was found in four cases (0.8%) out of 517 asymptomatic
patients who underwent VH, not to mention the high incidence
of hyperplasia.
In another retrospective study,22 three cases of premalignant
and malignant endometrial pathology were observed in 456
asymptomatic patients (0.7%).
These three studies include women with asymptomatic UV POP
with no preoperative endometrial assessment.

Pelviperineology2020;39(4):137-141

asymptomatic postmenopausal women with an endometrium
≥11 mm, an endometrial biopsy should be performed.
Our research considered the value of the TVU, especially in order
to assess the risk of unexpected premalignant and malignant
endometrial pathology. One of the limitations of our study is
that the number of patients analysed is relatively small, but it
may be useful for future research in which other risk factors
such as smoking and medical comorbidities are considered in
addition to age and BMI. One of the strengths of this study is
the prospective and cross-sectional design, in addition to the
assessment of the risk of not diagnosing a premalignant and
malignant pathology of the uterus through clinical assessment
and Pap and TVU studies in the preoperative period.
It may be concluded that the prevalence of premalignant and
malignant uterine pathology is low, at 0.9%. This leads to the
reinforcement of the idea of the importance of a clinical history
with no abnormal uterine bleeding, endometrial assessment by
TVU close to the date of the surgery and cytological assessment
of the cervix through a Pap smear which will allow adequate
preoperative diagnosis in the case of a hysterocele. A briefing
regarding the risk of premalignant and malignant pathology
should be included in the information provided during the
preoperative period in the form of a consent document. When
conservative management, such as a surgical procedure for
uterine fixation (hysteropexy) is chosen, it is imperative to
make a careful preoperative assessment to rule out –with the
exceptions shown by all studies– a precancerous or cancerous
condition of the uterus.

Ethics
Ethics Committee Approval: The study was approved by the
Ethics Committee of the Hospital de Clínicas of Medical School
of Montevideo, University of the Republic (Date 2017, March 5).

CONCLUSIONS

Informed Consent: All the participants signed a consent
document after being briefed about the study.

The conclusion is that it is necessary to assess the endometrium
before POP surgery by means of TVU followed by an endometrial
biopsy in cases of thickened endometrium.

Peer-review: Editorial choice.

In a retrospective study where they considered the preoperative
assessment, Grigoriadis et al.23 found 14 histopathological
abnormalities in the uteri of 333 asymptomatic women who
underwent VH (4.2%) and concluded that the incidence of
premalignant and malignant gynaecological pathology is low
but not negligible.
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There is no agreement on the most appropriate course of
action in the cases of asymptomatic patients with a thickened
endometrium.24 In a cohort study25 the authors conclude that in
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