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Chronic uterine inversion: 

Preservation of the uterus - Case report 
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Summary 
Uterine inversion is a rare_ an_d_ dangerous complicati_�n of la?or. Al_thou?h it can be_ reco_nst�ucted �uc�essfully with prompt inter

vention in acute stages, surgical interventions are usually mandatory in sub0acute or chronic phases. In this report we present a case 
of chronic uterine inversion, that was successfully treated with abdominal surgery. 
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Introduction 

Uterine inversion is a rare but dangerous complication 
of the third stage of labor. It usually occurs during pla
cental removal, by either excessive cord traction or fundal 
pressure, or both. In the early stages of uterine inversion, 
vaginal reposition of the uterus may be feasible under 
general anesthesia. Administration of a uterine relaxing 
agent such as ritodrine or use of halothane makes the 
intervention easier. However, as the uterus becomes 
firmer, reposition becomes more difficult in later stages 
and operative procedures are mandatory. The textbooks 
offer comprehensive instructions on the management of 
uterine inversion in acute phases. However very few pub
lished data is available on the management of chronic 
cases and the optimum approach to preserve the uterus is 
not clear enough. Abdominal surgery performed to repo
sition the uterus in a case of chronic uterine inversion is 
described. 

Case 
A 26-year-old woman, GI, Pl, was referred to our hospital 

with the diagnosis of myoma in status nascendi. She had had a 
term vaginal delivery in a state hospital 45 days before. Accord
ing to the hospital records, the placenta had been removed man
ually under general anesthesia due to a problem in separation 
After removal of the placenta, a mass was detected in the vagina 
and considered to be a uterine fibroid. The mass was pushed 
into the uterine cavity, but prolapsed again into the vagina. On 
the following days the patient was treated for a fibroid. She suf
fered from groin pain and mild vaginal bleeding and had 
voiding difficulties requiring catheterization. After discharge 
outpatient follow-up was planned. Forty-five days later she was 
admitted to our hospital with groin pain and bloody vaginal dis
charge. She was anemic and fatigued, but her vital signs were 
unremarkable. We detected a 7 cm mass in the vagina (Figure 
I), but could not identify the cervix. On bimanual pelvic exam
ination, we could not palpate the uterus and ovaries in the 
pelvis. Ultrasound examination of the pelvis revealed that the 
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uterus was inverted and localized into the vagina as a 70 x 48 
mm mass. There was a crater on the fundus of the inverted 
uterus, and both ovaries were detected in this cave at the bottom 
of the pelvis. We discussed the treatment options with the 
patient, and planned an abdominal operation for the replace
ment of the uterus. 

During laparotomy, we observed that the uterus was not 
present in the pelvis. A crater had formed in the bottom of the 
pelvis due to complete inversion of the uterus (Figure 2). Both 
ovaries and tubes were partly buried in this crater, and the 
apparent part of the tubes and ovaries were edematous. There 
was a cervical constricting ring at the level of the sacra-uterine 
ligaments forming the margin of the crater, and the inverted 
corpus of the uterus was totally below the level of this con
stricting ring. The constricting ring was so firm that it was 
impossible to pass a finger from the crater through the pouch of 
the inverted uterus. We opened the visceral peritoneum of uterus 
on the posterior wall (Figure 2) and cut the ring with a vertical 
incision. After the constricting ring was loosened, we extended 
the incision downwards through the fundus of the inverted 
uterus. An assistant pushed the inverted uterine fundus upwards 
from the vagina, until the uterus was reversed. After the uterus 
returned to the original localization and shape, the incision on 
the posterior wall of the uterus was sutured in two layers with 
2/0 vicryl sutures (Figure 3). We placed a drain into the abdom
enal cul de sac, and closed the abdomen. 

Prophylactic antibiotics (Ampicillin-Sulbactam 4xlg) were 
administered for four days. The postoperative period was 
uneventful and the patient was discharged problem-free on the 
sixth day. The appearance of the uterus and adnexa was normal 
on pelvic examination and ultrasound three weeks later. 

Discussion 

Uterine inversion is usually classified according to the 
severity and the time from delivery to diagnosis [I]. 
There are four categories according to the severity; in 
first degree the corpus uteri extends to the cervix but not 
beyond the cervical ring, in second-degree the fundus 
protrudes through the cervical ring but not to the per
ineum, in third degree the fundus extends to the perineum 
and in fourth degree, which is called total inversion, the 






