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ABSTRACT
Uterine inversion is a rare clinical entity with challenging diagnosis and management. Reports of successfully managed
cases contribute to knowledge and aid future management of cases among practitioners. We report a case of a 46 year
old para-3 with protrusion of a mass from her vagina and vaginal bleeding of 7 days duration. She was managed as a
case of chronic uterine inversion. She was resuscitated and had vaginal myomectomy, Haultin’s procedure and
subsequently total abdominal hysterectomy due to ischaemic necrosis of parts of the uterus.
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INTRODUCTION

CASE REPORT

Uterine inversion is a clinical condition characterized by
invagination of the fundus of the uterus through the
cervical os into the vaginal canal and in some cases outside
the vaginal introitus. Non-puerperal uterine inversion is
rare, and it is commonly associated with masses like the
benign submucous uterine myomas, attached to the fundus
of the uterus.1,2 The prolapsed uterine myoma is a common
non-puerperal cause of uterine inversion and other causes
include
leiomyosarcoma,
rhabdomyosarcoma,
endometrial polyps, endometrial carcinoma, and
uterovaginal prolapse.3 Three pathophysiological
pathways have been described for uterine inversion and
include: (1) sudden emptying of the uterus, which was
previously distended by a tumour, (2) thinning of the
uterine walls due to an intrauterine tumour, and (3)
cervical dilatation.4,5 We report a case of non-puerperal
uterine inversion due to submucous uterine myoma. This
is a rare clinical entity and the first case report on this
pathology from our Centre. This case report will add to the
existing body of literature on the clinical presentation and
management of this condition.

We present, a 46 year old farmer and widow, Para-3 (with
1 living child) who presented to our accident and
emergency room with 7 days history of protrusion of a
mass through her vagina. This complain was preceded by
a fall into a roadside drainage while walking on a flooded
street. She had low back pain and mild vaginal bleeding
following the protrusion of the mass. She had menorrhagia
for 2 years prior to the onset of this symptom. She felt
dizzy and weak during her menstruation. There was no
difficulty voiding, urinary incontinence, or constipation.
She made several attempts at reducing the mass without
success. She noticed the mass progressively descending to
the vaginal introitus hence her presentation to our centre.
She had three uneventful vaginal deliveries in the past. Her
last childbirth was 17 years prior to presentation. She lost
the first two babies to febrile illness at the ages of 3 and 4
years respectively. She was not desirous of future fertility.
She had no significant past medical and surgical history.
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On examination at presentation, she was afebrile and other
vital signs were normal. She had moderate suprapubic
tenderness. Other findings on abdominal examination
were normal. A mass that measured 8 x 10 cm was noticed
at the vaginal introitus. There was mild vaginal bleeding.
The mass had areas of ischaemia but was largely within
the vagina. The mass was felt emerging through the dilated
cervical os with a firm cervical ring around it. The uterus
was not palpable separately from the mass on bimanual
examination. The adnexae were free and the pouch of
Douglas was empty. There was contact bleeding. The
gloved examining fingers were smeared with blood.
Differential diagnosis of prolapsed endometrial/cervical
polyp and chronic uterine inversion were made. She was
counselled on her condition and admitted into the
Gynaecological ward. Her packed cell volume was 26%.
Other Full blood count parameters and the serum
electrolyte urea and creatinine were normal. Her urinalysis
was normal. Intra-cervical swab microscopy, culture and
sensitivity revealed Moderate growth of Escherichia coli
sensitive to Ceftriazone and Gentamycin. She was unable
to do ultrasound scan and Magnetic Resonance Imaging
(MRI) due to financial constraints. She received the
antibiotics and blood transfusions. She was being worked
up for examination under anaesthesia and possible
polypectomy and/or correction of an inverted uterus, when
on the third day of admission, the entire uterus prolapsed
outside the vaginal introitus with active vaginal bleeding
and hypovolaemic shock. A sub-mucous uterine myoma
with a broad stalk was attached to the fundus of the uterus
(Figure 1). The working diagnosis was chronic uterine
inversion due to submucous uterine myoma.

Figure 1: Prolapsed uterus.

Figure 2: The prolapsed uterus after the vaginal
myomectomy.
She was counselled and informed consent obtained for
examination under anaesthesia and in theatre. She
subsequently had vaginal myomectomy and haemostasis
was secured (Figure 2). Attempts at correcting the uterine
inversion after the vaginal myomectomy were
unsuccessful. Due to unstable vital signs, abdominal
approach for correction of the uterine inversion could not
be undertaken in this theatre session. She was taken back
to the ward. She was optimised with further blood
transfusion and broad-spectrum antibiotics. The uterus
was reduced into the vagina and packed with saline-soaked
abdominal mop which was changed every 12 hours.
Histology of the excised massed revealed necrotic uterine
myoma. Five days later, she was taken back to the theatre
and attempts at reducing the inverted uterus vaginally were
unsuccessful. We resorted to exploratory laparotomy.
Findings at surgery were a crater on the fundal aspect of
the uterus containing the round ligaments and the fallopian
tubes (Figure 3). The round ligaments and the areas of the
fundus of the uterus were friable. The fallopian tubes were
oedematous but the ovaries were normal. Huntington
procedure was not successful. Haultain’s procedure
(making an incision in the posterior surface of the uterus
to bisect the constriction ring in the myometrium) was
undertaken to correct the uterine inversion. A total
abdominal hysterectomy was eventually done for her as
the uterus had areas of ischaemic necrosis. She had
uneventful post-operative period. She received her broadspectrum antibiotics regularly. A unit of fresh whole blood
was transfused in the immediate post-operative period. Her
post-transfusion packed cell volume was 31%. She was
discharged home in stable clinical state on the 7th post-
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operative day. Histology report confirmed a necrotic
uterine endometrium and a necrotic uterine myoma. Two
follow-up visits revealed a stable and happy woman.

Figure 3: The crater of the uterine inversion at
laparotomy; note ischaemic and friable areas of the
uterine fundus.
DISCUSSION
Non-puerperal inversion of the uterus is a rare
gynaecological condition and accounts for about one-sixth
of all uterine inversions.5 Inversion of the uterus has been
grouped into puerperal or obstetric and non-puerperal or
gynaecological uterine inversions.6 Most cases of uterine
inversion are puerperal inversions, whereas non-puerperal
inversions are rare.1 Uterine inversion has also been
categorized as acute or chronic and sub-classified as
incomplete (fundus protrudes into the uterine cavity but
not through the external cervical os), complete (fundus
protrudes through the external cervical os), or total uterine
inversion with inversion of the vagina.6 Our patient had a
non-puerperal, chronic, and total uterine inversion. Nonpuerperal uterine inversions occur commonly in women
aged 30 years and above.6 The index patient was 46 years.
The commonest cause is submucous uterine myoma as was
the case in our patient.3
Although the diagnosis can be difficult, uterine inversion
should be suspected if on gynaecological examination, a
mass is felt protruding through the cervix into or outside
the vagina and the uterine fundus cannot be felt on
bimanual examination1.6 Acute cases are mostly

symptomatic while the chronic cases are largely
asymptomatic or may present with pelvic pain with a
sensation of heaviness or vaginal bleeding as was seen in
our patient.7,8 For the imaging techniques for diagnosis of
uterine inversion, an indentation with a longitudinal
hypoechoic groove of the fundal uterus under
transabdominal ultrasound on a longitudinal scan is a
suspicious finding of inversion.9 Magnetic resonance
imaging (MRI) is not only useful in the diagnosis of
uterine inversion but also helps to delineate the lesion from
the nearby structures.10 Lewin et al. reported that a Ushaped uterine cavity and a thickened and inverted fundus
on a T2-weighted image in a sagittal view are indicative of
uterine inversion.11 These imaging investigations were not
done for this patient due to financial constraints.
Most cases of uterine inversion are not always straight
forward. Sometimes it is challenging to diagnose the case
timely. When the case is diagnosed also, there can be a
challenge with the management as it may be operated with
multiple approaches, like abdominal and vaginal
approaches as seen in this patient. Several surgical
techniques have been described. Two abdominal
(Huntington and Haultain) and two vaginal (Spinelli and
Kustner) techniques have long been used to correct uterine
inversion.12 Recently, laparoscopic and robotic surgeries
are emerging as novel options.13,14 In the index case, a
combined vaginal and abdominal approach were used. The
prolapsed fundal mass was removed vaginally. This made
it possible for correction of the uterine inversion
abdominally using the Haultain’s technique assisted with
a gentle and sustained push through the vagina. Once the
uterine inversion was corrected, a total abdominal
hysterectomy plus bilateral salpingo-oophorectomy was
done using standard procedural techniques. Hysterectomy
would be technically easier on a normally positioned
uterus as repositioning would restore normal anatomy that
most surgeons are familiar with.15
CONCLUSION
Non-pueperal uterine inversion is a rare clinical entity.
High index of suspicion, prompt and appropriate treatment
are key to a successful management
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