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ABSTRACT
Inversion of uterus is a rare clinical condition if not associated with third stage of labor or puerperium. Non-puerperal
uterine inversion usually occurs secondary to tumor arising from the fundus of uterus. We report an unusual case of
non-puerperal uterine inversion caused by large submucous fibroid in a 65 year old postmenopausal woman which
was managed by combined abdomino-perineal approach.
Keywords: Uterine inversion, Non-puerperal, Submucous fibroid

INTRODUCTION

CASE REPORT

Non-puerperal uterine inversion has been described as a
rare occurrence by several authors but how really rare is
it has not been defined.1 However, the fact that many
gynaecologists might not see one in their entire practice,
gives a clue as to its infrequent occurrence.

We report a case of multiparous, postmenopausal lady
with previous history of 5 successful vaginal deliveries
who presented to our hospital with complaints of
abdominal pain, mass descending per vaginum and foul
smelling vaginal discharge for 6 months. She had no
voiding difficulties. No other medical or surgical
comorbidities were present.

Other than intrauterine pathology like fibroid with fundal
attachments and polyp, other factors like thinning of
uterine walls from the base of the tumor and pressure
atrophy, sudden emptying of uterus which was previously
distended by tumor may also contribute to uterine
inversion.2.
Common clinical features are chronic vaginal discharge
and anemia due to heavy irregular uterine bleeding.3
Some women may present with voiding difficulties and
lower abdominal heaviness.
Recto-abdominal examination is the most diagnostic
clinical method as vagina is occupied by the inverted
uterus and on bimanual examination, dimpling of uterine
fundus can be made out depending on the stage of uterine
inversion. Treatment is based on stage of inversion and
associated pathology.

On examination, patient was cachexic and anaemic with
normal
vitals.
Abdominal
examination
was
unremarkable. Vulval examination revealed a large
irregular, highly congested, tender mass of 15x10cms
lying outside introitus with multiple ulcers covered with
slough and purulent discharge. The mass was irreducible
and on per rectal examination the uterus could not be felt.
On pelvic ultrasound, uterus could not be identified and
that increased the suspicion of uterine inversion. Anemia
was corrected with 3 units of packed cell transfusion.
Patient was treated with parenteral antibiotics based on
culture and sensitivity. Following antibiotic treatment and
reduction in edema and congestion of the prolapsed mass,
it was possible to delineate the inverted uterus and its
cervical rim the submucous fundal fibroid and the
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partially eventerated vagina. Considering her age and
postmenopausal status, hysterectomy was planned.

Stage 4 - Vagina is also involved with complete inversion
through the vulva along with inverted uterus

Intraoperatively, the submucosal fibroid was excised
vaginally to facilitate reduction and then on laparotomy,
the diagnosis of uterine inversion was confirmed by the
typical “flower pot appearance of the inverted uterus,
round ligaments and fallopian tubes seen within the
depression.
Inversion was corrected by Haultain’s procedure by
incising the posterior cervical rim in midline followed by
total abdominal hysterectomy with bilateral salphingooopherectomy. Post-operative period was uneventful. She
was
discharged
on
7th
post-operative
day.
Histopathological examination confirmed it to be
leiomyoma with necrosis.

Figure 1: Inverted uterus on admission.
DISCUSSION
Non-puerperal inversion of uterus is a rare clinical
condition and hence it remains a diagnostic dilemma and
treatment challenge.4 There are no exact figures on the
incidence of it in the literature. Mivinyoglee et al reported
that 97.4% of uterine inversions are associated with
tumour, out of which 20% were malignant, while Takano
et al found that 71.6% of cases were associated with
leiomyoma.5
Based on the degree of uterine inversion, four distinct
stages have been described.6
Stage 1 - Inversion of uterus is intrauterine/incomplete.
Fundus remains within the cavity.
Stage 2 - Complete inversion of the uterine fundus
through the fibro muscular cervix
Stage 3 - Total inversion, where by the fundus protrudes
through the vulva.

Figure 2: Inverted uterus after 2 weeks.
Due to its insidious onset and rare occurrence, the clinical
diagnosis of chronic uterine inversion is difficult, more so
if inversion is incomplete. Diagnosis requires a high
index of suspicion when tumor is palpable in vagina or
seen out of introitus and uterine fundus is not palpable on
bimanual examination. Ultrasound examination is the
first line imaging investigation.7 USG features include
indentation of fundus and depressed longitudinal groove
extending into the centre of the inverted uterus. MRI is
also helpful in diagnosis. U shaped uterine cavity, a
thickened and inverted uterine fundus on sagittal section
and a “bulls eye” configuration on an axial image are the
described MRI findings of uterine inversion.8,9
Surgical treatment depends on patients’ fertility, stage of
inversion and associated pathology. Many abdominal and
vaginal surgical approaches have been described to
correct inversion. Spinelli and Kustner are trans-vaginal
repositioning techniques and the Huntington’s, Haultain’s
and Dobbin’s procedures are trans-abdominal
techniques.10,11
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Haultain’s procedure uses a vertical incision in the
posterior portion of ring with gentle traction on the round
ligaments. If a hysterectomy is to be performed,
reposition is always done first, because hysterectomy on
the inverted uterus is associated with difficulty in
identification of the peritoneal pouches, and also
associated with a greater risk of injury to the urinary
bladder and ureters2. In our case also, the same was
followed.
CONCLUSION
Non-puerperal uterine inversion is an unusual condition.
Clinical diagnosis is often not easy and sometimes this
situation can prove to be fatal. A high index of suspicion
is necessary for diagnosis when a large prolapsed fibroid
is encountered, as the uterus perse may not be palpable
on examination. Uterine inversion has a good outcome if
diagnosed and managed timely. Repositioning of uterus
alone may not be possible in all cases, leaving
hysterectomy as the only option as in our case.
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