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INTRODUCTION 

Uterine inversion is a rare but serious obstetrical 

emergency which usually occurs due to mismanagement 

of third stage of labour. If the condition is promptly 

recognized before incarceration, manual repositioning of 

the uterus may be successful. However in neglected 

uterine inversion, incarceration may occur due to 

constriction ring formation, necessitating surgical 

intervention. We present a case of neglected uterine 

inversion managed by Haultain`s repair. 

CASE REPORT 

A 30 years old para 2 female, presented with complaint 

of mass protruding out of vagina for past one day on 

postpartum day three. The patient delivered a healthy 

male baby at full term per vaginally. The delivery was 

conducted by traditional birth attendant. There was 

prolonged third stage of labor. The traditional birth 

attendant removed the placenta after approximately 2 

hours by cord traction. The patient was not aware of any 

complication at the time of removal of the placenta. 

Patient had severe post partum hemorrhage associated 

with mild abdominal pain approximately 6 hours after 

placental removal which continued overnight. She could 

not reach the hospital emergency on the same day due to 

lack of attendant and transport. Forty eight hours after 

deliver the patient noticed a mass protruding out of 

vagina during micturition. In the hospital emergency, 

patient was hypotensive (BP 90/60, pulse 120/minute, 

Temp. 99.6°F). Local examination confirmed a soft 

reddish mass with patches of blackish discoloration 

protruding outside the vulva. Uterine fundus could not 

be palpated on per abdominal examination. Emergent 

pelvic ultrasound failed to demonstrate the presence of 

uterus in the pelvic cavity. These constellations of 

findings were consistent with the diagnosis of complete 

uterine inversion. Patient was resuscitated with 

transfusion of two units of blood and four units of fresh 

frozen plasma. Uterine tocolytic (magnesium sulphate 

4g i.v.) was given over 20 minutes to allow uterine 

relaxation. Manual repositioning of the uterus attempted 

under general anesthesia was unsuccessful. Thereafter, 

the decision to perform the Haultain’s repair was taken. 

Intra-operatively a constriction ring was identified. The 

surgical release of the constriction ring permitted 

successful uterine reposition. Postoperatively the patient 

was hemodynamically stable (BP 103/69 mm Hg, pulse 

100/minute). Postoperative period was uneventful and 

the patient was discharged on 10
th

 post operative day. 
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ABSTRACT 

 

Uterine inversion is a rare but serious obstetrical emergency which usually occurs due to mismanagement of third 

stage of labour. If the condition is promptly recognized before incarceration, manual repositioning of the uterus may 

be successful. However in neglected uterine inversion, incarceration may occur due to constriction ring formation, 

necessitating surgical intervention. We present a case of neglected uterine inversion managed by Haultain`s repair. 
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DISCUSSION 

Almost all cases of uterine inversion are due to puerperal 

inversion. Rarely non-puerperal uterine inversion is seen 

often in association with leiomyomas, uterine sarcomas 

and endometrial carcinoma.
1,2

 The puerperal uterine 

inversion is a rare complication of the third stage of labor, 

defined as the turning of the uterus inside out. The reported 

incidence of uterine inversion varies widely from 1 in 1584 

deliveries to 1 in 20,000 deliveries.
3
 Factors associated 

with uterine inversion include short umbilical cord, 

excessive traction on the umbilical cord, fundal 

implantation of the placenta, antepartum use of magnesium 

sulphate, administration of oxytocin, umbilical cord 

traction with vigorous fundal pressure, especially in cases 

of a fundal placenta, rapid and long labour, and previous 

uterine inversion.
4-6

 It is also more frequent in primipara 

and in women previously delivered by caesarean section. 

The diagnosis of the puerperal uterine inversion is mainly 

clinical. It most often presents with symptom triad of 

postpartum hemorrhage, pelvic pain and cardiovascular 

collapse. The classical clinical presentations include acute 

uterine inversion within 24 hours of delivery, subacute 

uterine inversion between 24 hours to 30
th
 day postpartum 

and chronic uterine inversion after more than 30 days post 

delivery.
7
 The absence of uterine fundus on per abdominal 

palpation and inability to visualize or palpate cervix on per 

vaginal examination suggest uterine inversion.
8
 The 

severity of uterine inversion has been be classified into 

four groups: 1
st
 degree: fundus inverted to the level of 

cervix; 2
nd

 degree: fundus inverted below the cervix but not 

to the introitus; 3
rd

 degree: fundus inverted to the introitus; 

and 4
th
 degree: complete uterine inversion associated with 

vaginal inversion.
10

 

Treatment of acute uterine inversion involves immediate 

resuscitation, antibiotic therapy and uterine repositioning. 

Uterine repositioning can be achieved non-surgically by 

manual repositioning of the uterine fundus or hydrostatic 

reduction (O’sullivan method).
11

 Failure of non-surgical 

uterine repositioning requires surgical repositioning or 

hysterectomy. Surgical repositioning can be performed 

using Spinelli technique (vaginal operative repositioning 

after incising the cervical constriction ring vaginally), 

abdominal Huntington’s technique (progressive upward 

traction on round ligament with simultaneous upward 

pressure transvaginally), and Haultain`s procedure 

(cervical ring is posteriorly incised to facilitate uterine 

replacement by Huntington method).
12

 Tocolytics are 

used to achieve uterine relaxation before reduction is 

attempted. Drugs that have been successfully used to aid 

uterine relaxation include magnesium sulphate, glyceryl 

trinitrate, beta adrenergic agonists (terbutaline, ritodrine) 

and amyl nitrite. Glyceryl trinitrate offers advantages 

over other agents because of its rapid onset and reduced 

maternal tachycardia.
13

 Hysterectomy is preferred in 

cases of gangrenous uterus or uncontrolled hemorrhage. 

We performed Haultain’s repair in our case as manual 

repositioning under general anesthesia was unsuccessful. 

CONCLUSION 

Uterine inversion is a rare life threatening complication 

of vaginal delivery. If left unrecognized, it can result in 

severe life threatening hemorrhage, shock, and maternal 

death. Active management of third stage of labor and 

early recognition of the uterine inversion could 

significantly reduce the incidence and complications of 

uterine inversion. 
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