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ABSTRACT 

 Puerperal uterine inversion is a rare but serious obstetric emergency with a high mortality 

rate. Sub acute uterine inversion accounts for only 2.62% of all cases of uterine inversions. 

We report a case of 24 years old primipara who presented on the fourth post partum day 

with uterine inversion. She was managed conservatively. Post operative period was 

uneventful. We infer that early detection and prompt treatment are the pillars in the 

treatment of this grave emergency. 
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INTRODUCTION 

Uterine inversion can be considered as one of the rarest as well as one of the most serious 

complication in obstetrics necessitating immediate action. The incidence of uterine 

inversion varies widely in reported literature. It varies from 1 in 1200 childbirths to 1 in 

57,393 childbirths with a median value of 1 in 5903 childbirths (1). Non- puerperal uterine 

inversion is very rare and accounts for only one sixth of all cases of uterine inversion (2). 

Maternal mortality amongst all cases of uterine inversion is estimated around 15%(3).Our 

case was an unusual case of sub acute puerperal uterine inversion managed conservatively. 

 

CASE REPORT 

A 24 years old primipara presented to our department with the complaints of vaginal 

bleeding , abdominal pain and bearing down sensation. She had a term vaginal delivery at 

home conducted by an untrained health worker 4 days back. On examination her vitals were 

stable with mild pallor  and on per abdomen examination uterus  was not palpable. Per 

speculum examination showed a mass in the vagina, which bleeds on touch and cervix could 

not be visualized. Thus the diagnosis of sub acute uterine inversion was made. Pelvic 

ultrasonography confirmed the diagnosis of inversion of uterus (figure 1,2). Broad spectrum 

antibiotics were given, blood transfusion started and patient was shifted to the theatre for 

manual reduction of uterus under general anesthesia. Under deep plane of halothane 

anesthesia reduction of second degree uterine inversion was achieved. Tight vaginal and 

uterine packing was done and uterotonics were given to maintain the uterus in a state of 

sustained contraction for the next 24 hours.Now the uterus  was palpable per 

abdominally.The involution of uterus was normal. Post operative recovery was uneventful. 
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She was discharged in satisfactory condition and followed up 2 weeks later after discharge; 

pelvic ultrasonography at follow up showed uterus in its normal position. 

 

Fig 1 

 

Fig 2 

 

DISCUSSION 

Inversion uterus is one of the gravest complications of labor. Puerperal uterine inversion is a        

“glove finger” introflexion of parietes uteri which takes place during the third stage of labor 

(1).  

Uterine inversion can be classified as acute, sub acute and chronic depending upon the 

delay between the delivery and diagnosis with acute inversions being diagnosed within 24 

hours of delivery; sub acute inversion occurring after the first 24 hours and within 4 weeks 

of delivery and chronic inversions arising after 4 weeks of delivery. The prevalence of each 

class of uterine inversion is 83.4%, 2.62% and 13.9% respectively (4). It is classified as 

complete if fundus passes through the cervix or incomplete if it remains above this level 

(figure3). The mechanism is not completely determined. Etiology includes extrinsic factors 
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such as overenthusiastic use of oxytocic drugs, prolonged labor, umbilical cord traction and 

abdominal expression. Intrinsic factors which might have a role in the etiology include 

primiparity , pauciparity, uterine hypotonia secondary to twin pregnancy, fundal attachment 

of placenta, placenta accreta ,fundal myoma ,short umbilical cord etc.However, in half of 

these cases there is no particular detectable precipitating factor (5). 

 

Fig 3 

Diagnosis of uterine inversion is based on clinical findings of profuse vaginal bleeding, 

absence of fundus of the uterus or a defect of the fundus on per abdomen examination , 

palpation of the inverted fundus in the lower uterine segment, cervix, vagina or perineum. 

Shock is out of proportion to the amount of blood loss occurs in 40% of cases (6).Shock is 

thought to be due to the parasympathetic effect of traction on the ligaments supporting the 

uterus .Management of uterine inversion has two important components : treatment of 

hemorrhagic shock and replacement of uterus . Chances of immediate reduction are 

between 22% to 46% (7,8,9). It is commonly stated that hemorrhage could worsen if the 

placenta is removed before manual replacement. On the other hand removal of placenta is 

indicated if there is need to reduce the bulk of inverted mass for it get through the narrow 

cervical ring. Whenever manual reduction fails surgical approach becomes imperative and 

various techniques are suggested include  either via abdominal approach of Huntington or  

Haultain or via  vaginal approach of Spinneli or Kustner.Our case was 3
rd

 degree subacute 

uterine inversion. Patient’s vitals were stable. Manual reduction of utrus was done 

successfully under general anesthesia.  

So, to conclude, puerperal uterine inversion is an uncommon but a life endangering 

situation. Poor management of the third stage of labor is the most common cause. 

Prevention of this serious complication is essentially based on the avoidance of extrinsic 

factors. Awareness about the possibility of uterine inversion, immediate diagnosis, 

management of shock and rapid re inversion of uterus are important to prevent invasive 

surgical procedures. 
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LEGENDS 

 

Figure 1&2  Showing complete inversion of uterus with fundus lying in the vagina. 

 

Figure 3 Diagramatic representation of complete inversion of uterus. 

 

 

 

 

 

 

 

 

 

 

 

 


