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INTRODUCTION 
Uterine inversion is a rare condition in which the uterus is essentially 
turned inside out. It is of 2 types – 1) Puerperal (within 6 weeks of 
childbirth) 2) Non-puerperal. Acute uterine inversion presents 
immediately following vaginal delivery. Prevalence is 1 in 20000 – 
50000 cases. Non puerperal chronic uterine inversion is a very rare 
condition. Estimates to be only one sixth of all inversion cases. It is 
almost always associated with some uterine pathology like broid, 
leiomyosarcoma, endometrial polyp and uterovaginal prolapse. 
Factors which are proposed to be contributing for uterine inversion are: 
- 1) sudden emptying of the uterus, which was previously distended by 
a tumor 2) thinning of the uterine walls due to an intrauterine tumor 3) 
dilatation of cervix 

CASE REPORT 
A 31 year married female presented to our emergency with complaint 
of profuse bleeding per vagina and something coming out per vagina 
since 8 hours. Patient has been referred from private hospital to our 
emergency for heavy menstrual bleeding with? Endometrial polyp 
with hypotension, shock and severe anemia. She used to have heavy 
menstrual bleeding associated with clots with no separate recognizable 
menstrual cycle for last 3 months. She has been married for 12 years 
and had two full term vaginal deliveries at a government hospital. Her 
last delivery was 7 years back. She had no history of MTP, abortion or 
contraception. She had no signicant medical or surgical illness in the 
past. 

On examination, she was well built, pale with vital signs suggestive of 
hypotension and tachycardia. Her abdomen was soft and non-tender. 
On per speculum examination, there was a 6*5 cm mass seen. On 
bimanual per vaginal examination, 6*5 cm rm globular mass felt 
within the vaginal canal. Separate cervical os could not be appreciated. 
The fundus of uterus could not be palpated and signicant bleeding 
was present. We were at a tight corner as we were perplexed whether it 
was a case of endometrial polyp or uterine inversion. Ultrasonography 
showed us some silver lining. In USG, we saw the uterine fundus is 
upside down which is known as the fallen fundus sign. Provisional 
diagnosis of uterine inversion made. Conrmation with CT / MRI 
couldn't be done, as patient was hemodynamically unstable. On 
investigation, her hemoglobin was 6.2 gm%. Platelet and coagulation 
prole were within normal limits. She was resuscitated with IV uids 
and urgent transfusion of 3 units of PCV done. Physician and 
anesthetic assessment done for major operation. 

Patient was taken up for emergency operation. Lithotomy position 
given. (6*5) cm submucosal broid myomectomy done vaginally. 
Manual reduction of uterus tried but failed. 

Figure 1: picture of submucosal uterine broid myomectomy which is 
being done vaginally

On table decision for Huntington's procedure taken and abdomen 
opened with transverse incision layer wise. Traction on bilateral round 
ligament given for restoration of inversion but failed. With sustained 
traction on bilateral round ligament, a vertical incision was given in the 
anterior cervical ring as posterior cervical ring couldn't be well 
appreciated, fundus was pushed from vaginal end and uterine 
inversion was corrected. The incision later on found to be extended to 
anterior uterine wall. Anterior uterine wall repair done by barbed 
suture. 

Figure 2: anterior uterine wall incision

Figure 3: nal view after repair of uterus.

As her family was complete and she no longer wished for any further 
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ABSTRACT
Non puerperal uterine inversion is a condition as rare as gold dust that a gynecologist encounters. Puerperal inversion is way more common than 
non-puerperal inversion and every obstetrician has encountered at least once in their career. Non-puerperal uterine inversion is almost always 
secondary to some uterine pathology like broid, endometrial polyp. Here we present a case report of 31 year female who came in emergency with 
heavy menstrual bleeding with hypotension and shock. Though at rst there was dilemma in diagnosis but nally with the help of ultrasonography 
and clinical experience we could reach to the nal diagnosis of uterine inversion. Multiple approaches were applied for management but at the end 
we could preserve the uterus.
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pregnancy, tubal ligation done with written consent. Hemostasis 
achieved and abdomen closed in layers. Intra op 1 unit PCV given. The 
specimen sent for histopathological examination and it was 
conrmative of leiomyoma. Postoperative period was uneventful. 2 
unit PCV transfused postoperatively. Total 6 unit PCV transfused, after 
which her hemoglobin was 9.7gm/dl on day 3. She was discharged on 
day 6. Patient came to us after 15 days for follow up. On per speculum 
examination, cervix was normal. On bimanual per vaginal 
examination, uterine fundus felt at its anatomical position.

DISCUSSION 
Non puerperal uterine inversion is a very rare event with only few case 
reports. Uterine inversion may be misdiagnosed if the inversion is not 
complete and is chronic. The degree of uterine inversion is classied 
into:-

1) First degree (incomplete): the top part of uterus has collapsed inside 
uterine cavity.
2) Second degree (complete): the top part of uterus folds into the 
opening of uterus i.e cervix
3) Third degree (prolapsed): the top part of uterus enters the deepest 
part of vaginal canal.
4) Fourth degree (total): both uterus and vagina protrude outside.

In our case, it was a complete type. The diagnosis is always not easy 
especially the chronic forms. Chronic uterine inversions can be 
asymptomatic or associated with pelvic pain or sensation of heaviness 
or per vaginal bleeding. On examination, a vaginal mass can be 
detected but the uterus is not palpable by bimanual examination. 
Uterine inversion can be corrected abdominally or vaginally. 

Abdominal surgeries include:-
1) Huntington's procedure: in this surgery, the abdomen is opened and 
gentle upward traction on round ligament is given with Allie's forceps. 
Another forceps placed on advancing fundus of uterus and slowly by 
gentle traction uterus is restored to normal anatomic position

2)Haultain's procedure: in this surgery, the cervical ring is incised 
posteriorly with a longitudinal incision. Traction is given on round 
ligament with Allie's forceps. Sometimes an upward thrust may be 
given vaginally to the inverted fundus of uterus till uterus is restored to 
normal anatomic position. 

Vaginal surgeries include:-
1) Kustner procedure: it is a vaginal surgery in which Pouch of Douglas 
is entered and posterior aspect of uterus and cervix is splitted to 
reinvert the uterus.

2) Spinelli procedure: in this an incision is made on the anterior aspect 
of cervix and uterus is reinverted.

Many a times, repositioning of uterus is not possible and then the need 
of hysterectomy arises. In our case scenario, we could save the uterus, 
fallopian tubes and ovaries. It is challenging to diagnose non puerperal, 
chronic uterine inversion cases timely. Even if the case is diagnosed, 
management is a challenge and multiple approaches needs to be 
applied.

CONCLUSION
Uterine pathology leading to uterine inversion is a very rare condition. 
Early diagnosis and management has an excellent prognosis. Though 
non-surgical procedures may be tried, but surgical procedures are 
ultimate answers.

REFERENCES 
1. Repke J, Ramin S, Barss V. Puerperal uterine inversion. 2013. 
2. Krenning RA, Dörr PJ, de Groot WH, de Goey WH. Non-puerperal uterine inversion. 

Case report. Br J Obstet Gynaecol 1982;89(3):247–9. 
3. Das P. Inversion of the uterus. J Obstet Gynaecol Br Emp 1940;47:525–48.   
4. Mwinyoglee J, Simelela N, Marivate M. Non puerperal uterine inversions: A two-case 

report and review of the literature. Cent Afr J Med 1997;43(9):268–71. 
5. Takano K, Ichikawa Y, Tsunoda H, Nishida M. Uterine inversion caused by uterine 

sarcoma: A case report. Jpn J Clin Oncol 2001;31(1):39–42. 
6. Auber M, Darwish B, Lefebure A, Ness J, Roman H. Management of nonpuerperal 

uterine inversion using a combined laparoscopic and vaginal approach. Am J Obstet 
Gynecol 2011;204(6):e7–9. 

7. Lewin JS, Bryan PJ. MR imaging of uterine inversion. J Comput Assist Tomogr 
1989;13(2):357–9. 

8. Saxena R, Shah T, Thirumalappa S, Sarangapani K. Technique of abdominal 
hys te rec tomy fo r  non-puerpera l  u te r ine  invers ion .  BMJ Case  Rep 
2011;2011:bcr0120113729. 

9. Duhan N, Sirohiwal D, Bansal P, Choudhary S. Vaginal mass: Myoma or uterine 
inversion or both? Eur J Obstet Gynecol Reprod Biol 2013;170(1):295–6. 

10. Shabbir S, Ghayasuddin M, Younus SM, Baloch K. Chronic non puerperal uterine 
inversion secondary to sub-mucosal broid. J Pak Med Assoc 2014;64(5):586–8. 

PRINT ISSN No. 2277 - 8179 | DOI : 10.36106/ijsr

International Journal of Scientific Research 45


