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INTRODUCTION 

Uterine inversion is a rare but life-threatening 

complication in which uterus turns inside out and 

prolapses out of cervix. Incidence of puerperal inversion is 

approximately 1 in 3500 deliveries however incidence of 

non-puerperal uterine inversion is largely unknown.1 

Nonpuerperal uterine inversion (NPUI) is a rare clinical 

problem with diagnostic and surgical challenges; with only 

170 case reports since 1940.2 Inversion of the uterus was 

classified by Jones in 1951 into two types: puerperal or 

obstetric and nonpuerperal or gynaecological.3 The 

nonpuerperal type is caused mostly by benign or malignant 

tumours associated with the uterine corpus. Nonpuerperal 

inversions present mostly as chronic cases, although only 

8.6% of nonpuerperal inversion as a sudden onset.4 Most 

of the published literature on non-puerperal uterine 

inversions is in form of case reports. Leiomyoma is the 

commonest cause for NPUI other causes being carcinomas 

and sarcomas and other rare causes. Diagnosing a case of 

non-puerperal uterine inversion is difficult and requires 

high degree of suspicion. Surgical challenges faced are due 

to the rarity of this condition which leads to lack of surgical 

expertise in handling such rare cases, difficulty in reducing 

a non-puerperal inversion and finally decision on choosing 

the route of surgery ultimately leading to prolonged 

operating time and morbidity in patient. 

CASE REPORT 

A 45 years old female para 3 was admitted at our hospital 

with complaints of heavy menstrual bleeding since 10 days 

not relieved on oral medications. She also had complaints 

of foul-smelling white discharge per-vaginum and pain in 

abdomen since 10 days. Patient had 3 full term vaginal 

delivery which were uneventful. Last delivery was 16years 

back. Patient did not know her last menstrual period but 

there was continuous bleeding since 10 days. Her previous 

cycles were regular with heavy flow for 6-7 days once in 
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30 days. There was no significant past history and no 

significant family history. 

On admission she was conscious, oriented, averagely built 

and nourished. She was pale, had tachycardia and was 

normotensive. Other systemic examination was normal. 

On per abdomen examination there was tenderness in 

lower abdomen. No abnormal mass felt. No scars, or 

sinuses. On per speculum examination, purulent blood 

tinged discharge present. Cervical mass seen not 

protruding from os. On per vaginal examination uterus was 

about 14 weeks size. About 8×10 cm cervical mass felt. 

Bilateral fornices were free. On per rectal examination 

bilateral parametrium was free and rectal mucosa was free. 

On investigation her haemoglobin was 7.2 mg/dl and other 

blood parameters were normal. Ultrasonography was 

suggestive of an arcuate/septate shaped uterus. 8×7.5 cm 

fibroid seen in lower uterine segment protruding in cervix 

seen. Bilateral ovaries and adnexa normal. Patient was 

planned for an elective myomectomy sos hysterectomy 

after routine investigations along with Real-time-

Polymerase chain reaction (RT-PCR) for Severe acute 

respiratory syndrome coronavirus-2 (SARS COV-2) and 

preoperative preparation. Two units packed cells were 

arranged pre-operatively and patient was started on oral 

antifibrinolytics and antibiotics. We were awaiting reports 

of investigations however patient started complaining of 

very severe lower abdominal pain after straining for stools. 

Pain was acute onset, dragging, localised to lower 

abdomen and perineum along with sensation of something 

coming out per vaginum on standing and acute urinary 

retention. Foleys catheterisation done and 1000 ml urine 

drained. On examination large mass seen outside vagina, 

cervical os not seen. A clinical diagnosis acute non-

puerperal uterine inversion secondary to uterine fibroid 

was made and patient was shifted to emergency Operation 

theatre (OT). 

 

Figure 1: Large leiomyoma causing acute inversion. 

Manual reduction of uterine inversion tried vaginally 

however was not successful and subsequent decision of 

laparotomy taken. Abdomen opened in layers and the 

intraoperative findings noted confirming the diagnosis of 

complete uterine inversion. 

Huntington procedure to reposit uterus back in abdominal 

cavity tried by clamping bilateral round ligaments and 

fundus and by applying gentle traction. However due to 

the leiomyoma size uterus couldn’t be repositioned. 

Surgery proceeded further by clamping and cutting 

bilateral round ligaments followed by bilateral cornual and 

fundal structures. After clamping and cutting bilateral 

uterine arteries, uterus was cut opened by a midline 

vertical incision and intramural fibroid of size 8×8 cm 

removed, and total hysterectomy completed thereafter. 

The specimen sent for histopathological examination, 

confirmed the finding of leiomyoma. 

 

Figure 2: Intraoperative - flower vase appearance of 

inversion. 

 

Figure 3: Gross specimen of leiomyoma and uterus. 

Patient tolerated surgery well and postoperative period 

was uneventful. Patient was discharged on post-operative 

day 4. 

DISCUSSION 

Uterine inversion that too a non- puerperal type is a very 

rare clinical problem faced by very few gynecologist in 

their entire career. Very few cases of acute form of non-

puerperal uterine inversion have been studied in literature 

with its incidence being just 8.6%.4 Uterine inversion has 

been classified as per degree of descent as in table 1.5 

The symptoms with which the patients present are 

nonspecific ranging from lower abdominal pain, white 

discharge per vaginum, heavy menstrual bleeding fulness 

of vagina and mass coming out per vaginum.6 Few 

patients also present with acute urinary retention requiring 
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immediate catheterisation. As in our case as it was not a 

chronic inversion patient presented with heavy menstrual 

bleeding, pain in abdomen and discharge per vaginum. But 

when the uterine inversion actually occurred patient had 

different symptoms as mentioned above including acute 

retention of urine. Very few patients present with 

hypovolemic shock in case of acute inversion due to 

fibroid.7 Patients are usually anaemic, and their mean 

haemoglobin was found to be requiring preoperative and 

intraoperative packed cell transfusion.7,8  

Table 1: Classification of uterine inversion as per 

degree of descent. 

Stages Degree of descent of uterus 

Stage 

1 

Inversion of uterus is incomplete. The 

fundus remains within the cavity. 

Stage 

2 

Complete inversion of uterine fundus 

through fibromuscular ring of cervix. 

Stage 

3 

Total inversion, whereby the fundus 

protrudes through vulva. 

Stage 

4 

The vagina is also involved with complete 

inversion through the vulva along with the 

inverted uterus. 

The real challenge in non-puerperal inversion faced is that 

due to rarity of the condition. The diagnosis is difficult and 

requires high degree of suspicion especially when 

inversion is partial.9 The dilemma faced such as choosing 

the approach to surgery, changing the route of surgery 

from vaginal to abdominal approach is very common 

scenario due to inability of resection of the tumour 

vaginally due to necrosis and its chronicity. Also more 

preoperative time due to lack of surgical expertise as it is 

a non-routine surgery.  

There are two approaches to surgery after reduction of the 

inversion- abdominal approach includes: Huntington’s and 

Haultain. 

In Huntington technique the cup or dimple of the inversion 

is identified, Allis forceps are introduced into the cup and 

placed on the round ligaments, and gentle upward traction 

is exerted on the clamps containing the ligaments. While 

further upward pressure is exerted on the advancing uterus, 

traction is continually applied on the ligaments until 

correction of the inversion is accomplished.  

In Haultain's technique, the technique utilized in this case, 

a longitudinal incision is made in the posterior uterine wall 

and through the cervical constriction ring. This releases the 

constrictive pressure and facilitates anatomical restoration 

of the uterus with continued upward pressure until it 

reverts to normal positioning. 

Vaginal approaches includes: Spinelli’s and Kustner  

The Spinell’s operation for chronic inversion of the uterus: 

The bladder is dissected from the inverted uterus. A 

midline split is made in the cervix and it is carefully 

separated from the bladder. The anterior wall of the 

everted uterus is split. Then the uterus is turned outside in. 

The myometrium is reapproximated by two layers of 

running suture, and the serosal surface by a single layer. 

The vaginal skin is reapproximated with interrupted 

sutures, as is the full thickness of the cervix. 

The Kustner’s operation for chronic inversion of the 

uterus: After opening the posterior cul-de-sac the cervix 

and posterior wall of the uterus are incised. On completion 

of this step, thumb pressure along the sides of the uterus 

produce reversion, Interrupted sutures are used to close the 

incisions and the uterus replaced in the pelvic cavity. This 

is followed by closure of the colpotomy. 

CONCLUSION 

Acute non-puerperal uterine inversion is a very rare 

condition and the most common cause of it being uterine 

leiomyoma. It is difficult to manage even for the 

experienced gynecologists and many surgeons face 

dilemma in choosing the approach to surgery. Most of the 

surgeons choose Abdominal Hysterectomy as the surgery 

of choice. The importance of histopathological 

examination cannot be over emphasized to rule out 

malignancy. It has a good prognosis if managed timely. 
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