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ABSTRACT
Uterine inversion in old age is a rare complication. Submucosal
fibroid or polyp is mostly the cause of nonpuerperal inversion.
Diagnosis can be made on physical examination but it may be
difficult. Management consists of manual reposition of uterus
or surgery either through abdominal or vaginal route.
We report a case of nonpuerperal uterine inversion in an
unmarried nulliparous postmenopausal Baloch woman having
lemon size submucosal fibroid and presented with complete
prolapsed inversion. Diagnosis was made clinically and
confirmed at laparotomy. At laparotomy inversion was corrected
first then total abdominal hysterectomy with bilateral salpingooophorectomy was carried out.
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INTRODUCTION
Uterine inversion in the postmenopausal women is a rare
problem. It usually occurs in women soon after delivery of
the baby due to adherent placenta, uterine atony, prolong
labor, mismanagement of third stage of labor, congenital
abnormalities or weakness of uterus. According to the
severity of inversion, it is graded as incomplete, complete,
and prolapsed and total inversion.1 Nonpuerperal uterine
inversion is very rare and, according to Gomez-Lobo, only
150 cases have been reported in literature from 1887 to
2006. 2 Nonpuerperal inversion is usually caused by
submucous myoma or other connective tissue tumors
attached to the fundus of the uterus. If inversion is associated
with prolapse diagnosis can be difficult on physical
examination. Detail abdominal and vaginal ultrasound,
laparoscopy or laparotomy may be required to confirm the
diagnosis.3 Management by surgical repositioning of uterus
or hysterectomy is required in most of the cases.

history of abnormal bleeding. She also complained of
chronic constipation. On physical examination, her BP was
160/90 and she was distressed due to the mass and discharge.
Her pelvic examination revealed a prolapsed mass of 14 ×
4 cm with a rounded solid mass of 3 × 4 cm near the apex.
Outer surface of the mass (Figs 1 and 2) was maroon
red and velvety. Uterus and cervix were not identified on
bimanual pelvic examination. On investigation, she was
mildly anemic. Ultrasound of abdomen and pelvis was done
to confirm the diagnosis of inversion but was inconclusive.
After doing her preoperative work up, laparotomy was done.
Diagnosis of inversion was confirmed on laparotomy by
looking at the cupping of fallopian tubes and ovaries
(Fig. 2). As the cervical ring was too tight uterine
repositioning was done by giving a vertical incision in the
posterior portion of the ring and gentle traction on the round
ligaments (Haultain's procedure) while another assistant was
pushing the fundus gently up through vagina (see Fig. 3).
After repositioning of the uterus it was seen that uterus was
atrophic and small in size, both ovaries and fallopian tubes
were congested and necrosed as a result of prolong ischemia
(Fig. 4). So, her total abdominal hysterectomy along with
bilateral salpingo-oophorectomy was done. Her
postoperative recovery was uneventful and discharged on
6th day. Histopathology report of the specimen revealed a
submucosal leiomyoma of 3 × 4 cm attached to the fundus
of uterus and no malignant cells were seen on microscopic
examination. She is free of complications 3 months after
surgery.

CASE REPORT
A 65 years old unmarried nulliparous Baloch lady from
Nushk was presented at OPD menopausal clinic with
complains of mass hanging out of vagina and profuse
purulent vaginal discharge for last 1 year. There was no
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Fig. 1: Uterine inversion with fibroid polyp
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Fig. 2: Cupping of fallopian tubes and ovaries

Fig. 3: Application of traction on the round ligaments

Fig. 4: Repositioning of the uterus

DISCUSSION
Nonpuerperal uterine inversion is a rarity for the
gynecologists. Puerperal uterine inversions occur as a
complication of third stage of labor. While nonpuerperal

inversion is serious condition associated with polypoidal
benign or malignant tumors of the uterus.4 With acute
inversion, patient may have severe pain in lower abdomen
or excessive bleeding whereas chronic inversion may be
insidious or patient may have lower abdominal discomfort,
vaginal discharge, irregular vaginal bleeding or anemia.5
In chronic inversion with sloughing of endometrium
diagnosis, it is not very easy so detailed abdominal and
vaginal ultrasound or Doppler may be required to confirm
the diagnosis.6,7
As nonpuerperal uterine inversion is rarely encountered
by the gynecologist thus diagnosis and management could
be challenging.8 In our case, on clinical examination,
diagnosis was not clear so detailed ultrasound of abdomen
and pelvis was done but that was also not very conclusive.
Diagnosis of inversion was confirmed at laparotomy.
Repositioning of uterus can be done manually in acute cases
but in chronic nonpuerperal case manual reposition is not
possible, especially in those cases associated with tumors.
In chronic nonpuerperal cases, surgery is imperative.
Considering patient’s age, reproductive desire and
associated conditions, surgical repositioning or hysterectomy can be done.
Surgical repositioning can be done vaginally or through
abdominal route. In vaginal route approach (Spinelli’s
method), incision is given anteriorly in the constriction ring
and bladder dissection is required; while in Kustner’s
method, posterior uterine wall incision is given which make
it bit easier and safer.9 Abdominal route repositioning can
be done either using Huntington’s procedure10 (cup of
inversion is identified, dilating the cervical ring digitally
and gently pulling out round ligaments) or by Haultain’s11
method where a vertical incision is given in the posterior
wall of the cervical ring and gentle traction is given on round
ligaments. We repositioned the uterus by using Haultain’s
technique. Following that total abdominal hysterectomy
with bilateral salpingo-oophorectomy was performed as the
patient was an old menopausal lady. The other methods
include laparoscopic reduction,12 the use of obstetric
ventouse at laparotomy 13 and robotically assisted
laparoscopic correction.14
CONCLUSION
Nonpuerperal uterine inversion in a postmenopausal
unmarried nulliparous woman is an extremely rare event.
Though, it has good prognosis but it may be very
troublesome for the patient. If the gynecologists are not
familiar with the condition, they can easily miss the
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diagnosis so it should be always kept in mind while dealing
a patient with uterine prolapse.
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