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Case Report

Acute non puerperal inversion of uterus with large submucous fibroid
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ABSTRACT

Non-puerperal uterine inversion (NPUI) is rare and is usually precipitated by tumors sited at the fundus of the uterus
which exert traction force to cause the inversion Acute inversion is more dramatic and characterized by severe pain
and bleeding and patient might go into shock whereas chronic is insidious with irregular bleeding and vaginal
discharge. In this paper, we present a case of a 55years old woman who presented with retention of urine and
menorrhagia for 3 months followed by acute NPUI secondary to a submucous fundal fibroid due to which patient
went into sudden shock. Finally laparotomy had to be done followed by total abdominal hysterectomy and bilateral

salpingo-oophorectomy.
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INTRODUCTION

NPUI is around 1/6 of all inversions." Non-puerperal
uterine inversion can also be classified into acute and
chronic based on the onset and evolution. The acute is
more dramatic and characterised by severe pain and
haemorrhages whereas the chronic is insidious and
characterised by pelvic discomfort, vaginal discharge,
irregular vaginal bleeding and anaemia.’ The diagnosis
is said to be difficult and requires high index of suspicion
especially when the inversion is partial.** It occurs
chiefly when the uterus acts to expel a submucous
leiomyomas with fundal attachment.” The patients of
non-puerperal uterine inversion usually presents with
vaginal discharge, irregular or heavy uterine bleeding or
with urinary problems. Patients also complain of pelvic
discomfort and labor pain when tumour is being expelled.
The present case was an acute non-puerperal uterine
inversion due to a growing submucous Myoma. Our
patient also presented with shock, which is sometimes
associated with puerperal uterine inversion.

CASE REPORT

A 55 year old P3L3 female who got admitted in morning
through OPD in gynecology department of AIIMS Raipur
with complain of continuous bleeding since 3 months and
retention of urine for 4-5 days and came with catheter in
situ. On per abdomen examination uterus was 14 weeks
size and large fibroid polyp of 7X7 cm was seen filling
the vagina but cervical rim was not felt. P/\V examination
was not possible. On P/R examination uterus was felt but
exact size could not be assessed and no other separate
mass could be delineated. Same night of admission
spontaneous inversion of uterus took place and patient
went into shock for which resuscitation with 3 units of
blood was done. Patient was fully investigated and pre-
anaesthetic check-up was done. In the meanwhile
dressing was done twice daily with betadine solution as
the mass was infected and necrosis had started. After 6
days of this episode the patient was posted in operation
theatre. We intended to perform a vaginal myomectomy
with the goal of restoring the inverted uterus to its normal
anatomic state prior to proceeding with a vaginal
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hysterectomy. Therefore vaginal removal of the tumor
was attempted but it was sessile and necrotic and no
distinct plane could be delineated separately with the
endometrial lining hence only incomplete removal was
possible. Under general anaesthesia we attempted to
replace the uterus but in vain. Therefore we decided to
open the abdomen by pfannensteil incision and uterus
was not visible with fallopian tube, round and
infundibulopelvic ligament was inverted into the fundal
dimpling. The constricting ring was too tight and by
using the Huntington procedure reinversion was
unsuccessful so Haultain abdominal approach-vagino
cervical ring is incised posterior and carried up the
posterior wall of uterus until it can be re-inverted.®
Bladder was taken care of and pushed down. Abdominal
hysterectomy and bilateral salpingo-oophorectomy was
done. Together per-operatively and postoperatively 4
more units of blood was transfuse and kept on higher
antibiotics .Postoperatively there was gaping of wound on
day 7 for which dressing and resuturing was done. Patient
doing fine and no problems were identified on two post-
discharge clinic visits.

Figure 1: Non puerperal acute inversion of uterus
with large submucous fundal fibroid front view.

Figure 2: Non puerperal acute inversion of uterus
with large submucous fundal fibroid lateral view.
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DISCUSSION

Acute puerperal uterine inversion is a rare but potentially
life-threatening complication in which the uterine fundus
collapses within the endometrial cavity.” Uterine
inversion is suspected when a tumor is palpable in the
vagina but the uterine fundus is not palpable by a pelvic
examination. In the present case extruded tumor was
observed through the vulva but a pelvic examination was
not possible. Diagnosis of inversion as such can be made
by clinical examination-mass coming out per vagina with
negative probe test and recto abdominal method is
helpful.® In USG-indentation of fundal area and
depressed longitudinal groove from the uterus to centre of
the inverted uterus may be seen. USG may show ‘target
sign’ due to fluid within the space between inverted
uterus and vaginal wall.® In MRI-a <U’-shaped uterine
cavity and a thickened and inverted uterine fundus on a
sagittal image and a Bull’s eye configuration on an axial
image may be seen. T2-weighted MRI is suggested to be
of more importance.’® Many surgical techniques have
been described, abdominally those of Huntington and
Haultain, and vaginally those of Kustner and Spinelli.***?
When the patient no longer wishes to retain the uterus,
hysterectomy is offered, usually by the vaginal route. In
cases of acute inversion, comprises of blood replacement,
antibiotics, and careful monitoring are necessary for
successful perioperative management. Treatment of the
inversion depends on the stage and associated pathology.
The prognosis depends on the initial diagnosis and the
stage of disease.”

CONCLUSION

Non-puerperal uterine inversion is an uncommon entity
that we gynaecologists will rarely encounter is difficult to
manage. Suspicion from clinical features like the
presence of a tumor protruding from vagina or vulva, we
must consider uterine inversion followed by USG and
MRI leads to its diagnosis. However definite diagnosis is
sometimes made by examination under anaesthesia or by
intra operative findings. Its treatment is surgical
(abdominal or vaginal).
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