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INTRODUCTION 

Uterine inversion is descent of fundus of uterus to or 

through cervix, so uterus is turned inside out.1 It is a rare 

life-threatening complication of parturition, which 

usually occur immediately after delivery.2 Chronic 

inversion is rarer and most of the times associated with 

uterine pathology like uterine fibroid, uterine neoplasm, 

endometrial polyp.3 Authors present a case of chronic 

uterine inversion which was diagnosed during laparotomy 

done for hysterectomy due to AUB secondary to cervical 

fibroid.  

CASE REPORT 

A 40-year-old P3L3 premenopausal woman came to our 

OPD with a 3year history of excessive menstrual flow, 

severe dysmenorrhea and inter-menstrual bleeding with 

PBAC score 350 associated with lower abdominal pain 

and dizziness. Her past medical and surgical history were 

normal. She had normal bowel habit but had sometimes 

retention of urine.  

General physical examination revealed pale woman with 

no icterus and edema. Her BP was 110/70 mmHg. Pulse 

rate was 110 beats per minute. Her cardiorespiratory 

system was normal.  

Per abdominal examination revealed nothing remarkable 

and no palpable pathology. On local examination no mass 

present outside vagina. On per speculum examination a 

mass of 6×5 cm present in vagina which was congested, 

edematous and red in appearance. On per vaginal 

examination a mass of 6×5×5 cm was felt in vagina 
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ABSTRACT 

Chronic inversion of uterus is a rare clinical entity which is usually associated with obstetrics complication and rarely 

with gynaecological disorder like fibroid present at fundus of uterus. We here present a case of 40-year-old female 

P3L3 with chronic inversion of uterus with fundal fibroid which present with 3year history of abnormal vaginal 

bleeding. Ultrasonography and MRI revealed cervical fibroid. Due to AUB secondary to cervical fibroid decision of 

hysterectomy was taken. On laparotomy chronic uterine inversion was present which was corrected by haultain’s 

procedure. Then hysterectomy was done. Histopathology report suggestive of uterine leiomyoma at fundus of uterus. 

Chronic uterine inversion associated most commonly with fundal submucous leiomyoma. Other causes are 

leiomyosarcoma, endometrial carcinoma, cervical carcinoma, rhabdomyosarcoma, mixed mullerian sarcoma. It is an 

extremely rare gynaecological condition and can be misdiagnosed as cervical fibroid, advanced cervical malignancy 

or other causes of AUB in females. It could be labelled as gynaecological near miss so a high index of suspicion is 

necessary for it’s diagnosis. 
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which was firm in consistency, bleeds on touch with 

smooth outline. The mass was occupying whole of the 

vagina so it was not possible to do examination above the 

mass. Also, there was excessive bleeding hindering 

further examination. Cervical malignancy was ruled out 

by histopathology of tissue obtained during per vaginal 

examination. 

 

Figure 1: Illustrating flower pot appearance which 

shows a constriction ring through which Cornu fundal 

structures are dipping into it. 

 

Figure 2: A fundal submucosal fibroid with incision 

on posterior wall of uterus for Haultain's procedure. 

Her investigations were; Hb 7gm/dl, after that 3 unit of 

blood transfusion was done. Her ultrasonography 

revealed bulky uterus with cervical fibroid and her MRI 

was suggestive of cervical fibroid. ECG, chest x-ray, 

renal and liver function test were normal. So provisional 

diagnosis of cervical fibroid was made. She was given 

broad spectrum antibiotics and planned for hysterectomy 

as her bleeding did not resolve on medical management. 

Under epidural anaesthesia patient’s abdomen opened 

and after opening the abdomen findings were - there was 

absent uterine fundus, a cervical constriction ring and a 

classical mouth of flower pot appearance (Figure 1). 

Incision was given on posterior surface of the constriction 

ring and then inverted fundus was pushed up from below 

with an assistant passing a finger through the vagina. 

Thus, inversion was reduced (Figure 2). Then pulled-up 

inverted uterus with fundal fibroid was removed by total 

abdominal hysterectomy. 

Specimen was taken out and sent for histopathology. On 

cut section there was a fibroid of 6×5 cm present at 

fundus of uterus. Abdomen closed back in layers after 

hemostasis and after checking counts. Post-operative 

period uneventful. Patient was healthy at time of 

discharge. Her histopathology revealed uterine 

leiomyoma. 

DISCUSSION 

Uterine inversion defined as descent of fundus of uterus 

to or through the cervix, so uterus   is turned inside out.1 

It may be puerperal and non-puerperal.  

Chronic non-puerperal uterine inversion is an extremely 

rare condition accounting for approximately ⅙th cases of 

all uterine inversion. Benign uterine tumors (leiomyoma, 

endometrial polyps) was the most common cause and 

associated 70-80% cases of uterine inversion.2 

Exact mechanism causing uterine inversion are not 

clearly identified. Possible mechanisms are - sudden 

emptying of uterus which was distended by tumor, 

thinning of the uterine walls due to an intrauterine tumor, 

dilatation of cervix.4 

High index of suspicion is necessary for the diagnosis. 

Diagnosis depends on clinical feature, pelvic examination 

and imaging techniques. Chronic inversion presents with 

irregular vaginal bleeding, severe dysmenorrhea, chronic 

vaginal discharge, weakness, backache and anaemia.5 On 

pelvic examination a mass coming through the cervix, 

absence of the uterine fundus during bimanual or rectal 

examination fully indicative of the chronic uterine 

inversion.5 

First line investigation includes ultrasonography.6 Best 

imaging modality if available is the MRI.5 Although, it 

will only assist the diagnosis. Due to rare type of disorder 

sometimes diagnosis will be made during surgery.7 

It’s diagnosis and management could be challenging 

because it is rarely encountered by the gynaecologist.3 

Surgery is essential in chronic non-puerperal uterine 

inversion. Surgical repositioning or hysterectomy can be 

done considering patient’s age, procreative desire and 

associated condition. 

Surgical repositioning can be done through vaginal or 

abdominal approaches. In vaginal route approach 

Spinelli’s method requires dissection of bladder with 
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anterior uterine wall incision whereas in Kustner's 

method posterior uterine wall incision is given.8 

In abdominal approach a) Huntington’s procedure consist 

of locating the cup of uterus  formed by inversion, 

digitally dilatation of the cervical ring and gentle upward 

traction of round ligament of the uterus.9 b) Haultain's 

method- Vertical incision is given on posterior parts of 

the constriction ring, each round ligament from slit is 

pulled upwards while an assistant pushes the fundus 

upwards through vagina.10 

Other methods include laparoscopic reduction, use of 

obstetric ventouse at laparotomy and robotically assisted 

laparoscopic reduction. We used the Haultain’s method to 

reposit the uterus. 

CONCLUSION 

It is an extremely rare gynaecological condition that is 

difficult to diagnose for even experienced gynaecologist 

and radiologist. It can be misdiagnosed as cervical 

fibroid, advanced cervical malignancy or other causes of 

AUB in females. It could be labelled as “gynaecological 

near miss” so a high index of suspicion is necessary for 

its diagnosis. 
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