
INTRODUCTION

Uterine inversion is a rare 
obstetric emergency in which 
the uterus is turned inside out 

with the prolapse of fundus through the 
cervix postnatally or through the lower 
transverse incision during cesarean 
section. Sometimes, a non-puerperal 
uterus can undergo inversion but that 
accounts for 5% of all cases and of those 

197% are associated with tumors. If 
uterine inversion is not diagnosed and 
reversed in time, the resulting 
hemorrhage and shock can lead to 

2maternal death.  Some of the causes are 
retained or abnormally adherent or 
fundal placenta, uterine atony, short 
cord, or excessive cord traction, rapid 
or long labour, previous lower segment 
cesarean section (LSCS), uterine 
abnormal ity/previous inversion, 
polyhydramnios, certain drugs such as 
magnesium sulphate and other 
tocolytics, chronic endometritis, 
mu l t ipar i t y,  macrosomic  baby  

1connective tissue disorders etc.

We present a case of a 38-year-old 
woman who suffered uterine inversion 
during cesarean section that was 
immediately recognized and managed.

CASE DESCRIPTION 

Patient information: A 38-year-old 
female booked case, with no known co 

+0 +0morbidity, Gravida 2 Para 1 , 38  
weeks gestational age, admitted for 
elective lower segment cesarean 
section due to previous 1 scar. She was a 
housewife, with 79.5 kg weight and a 
height of 158 cm (Body Mass Index 
31.8). Medical, personal, and family 
history were unremarkable, except that 
she had a blood transfusion history post 
cesarean due to anemia but no history of 
blood loss. Date of admission was 
12/10/2020.

Her investigations were unremarkable 
in this pregnancy. Complete blood 
count on showed Hb 10.2 gm/dL, TLC 

311.6x10 /uL, Neutrophils 70.8%. Plate-
3lets 377 10 /uL. On ultrasonography, 

fetus was growing well and the placenta 
was localized posterior, left lateral away 
from internal os.

Clinical Findings: She was vitally stable 
at the time of admission as well as during 
surgery. Delivery of the baby was 
uneventful.

Timeline and diagnostic assessment: 
Complete inversion of uterus through 
uterine incision was noticed immediately 
after detachment of placenta. 

Therapeutic Intervention: Oxytocin 
was stopped. Uterus was exteriorized 
and reversion was performed imme-
diately and successfully. The uterus was 
replaced by placing a fist on the fundus 
and gradually pushing it back into the 
pelvis through the incision line. Uterus 
was closed back in two layers, but it 
remained relaxed despite, massaging, 
oxytocin and sublingual misoprostol; 
therefore, modified B-lynch sutures 
were applied. 

Follow-up and Outcomes: Uterus 
remained well-contracted after that. 
The patient remained vitally stable and 
did not go into post-partum hemorrhage 
(PPH). She was discharged as planned 
and was found stable on follow up visits.

DISCUSSION

Uterine inversion is an extremely 
uncommon obstetric complication. 
Many obstetricians might have not 
come across such a case in their entire 
practice, so diagnosing and treating it 
becomes a challenge for them. Two 
commonly proposed etiologies include 
fundal pressure and excess traction on 

2 umbilical cord that is attached to fundus.
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ABSTRACT

INTRODUCTION: Uterine inversion is the collapse of uterine fundus into the 
endometrial cavity resulting in turning the uterus partially or completely inside 
out. Uterine inversion during cesarean section is an extremely rare obstetric 
complication and the exact incidence is not known.

CASE DESCRIPTION: We report complete inversion of uterus in 38-year-
+0 +0old female, Gravida 2 Para 1 , 38  weeks gestational age, admitted for elective 

lower segment cesarean section due to previous 1 scar. Delivery of the baby 
was uneventful. Complete inversion of uterus through uterine incision was 
noticed immediately after detachment of placenta. Oxytocin infusion was 
discontinued immediately, and uterine inversion was reversed manually by 
exteriorizing uterus and then making a fist and applying force on the fundus. 
Uterus was closed back in two layers, but it remained relaxed despite, 
massaging, oxytocin and sublingual misoprostol; therefore, modified B-lynch 
sutures were applied. This helped the patient to be prevented from any further 
complications. She was discharged as planned and was stable on follow up visits. 

CONCLUSION: Uterine inversion was promptly identified and corrected 
without any major complications.   

KEY WORDS: Uterine Inversion (MeSH); Cesarean Section (MeSH); B-lynch 
sutures (Non-MeSH).
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It is a life-threatening emergency 
complication that can lead to mortality if 
not managed timely because it can 
result in excessive hemorrhage and 
shock requiring resuscitation. In most of 
the cases shock is hypovolemic (69%) 

3 and in some it is neurogenic (13%).
Traction to infundibulo-pelvic ligament 
or stretch of peritoneal or broad 
ligament might leads to a drop in blood 
pressure levels or shock that are 
neurogenic but under anesthesia 
neurogenic shock is excluded hence 
hemorrhage becomes the culprit for 

4hemodynamic instability.

The risk of developing this complication 
in the following pregnancy increases up 
to 25% and the incidence is twice more 
in vaginal deliveries than cesarean 

5 section. It can occur during vaginal 
delivery, during cesarean and in a non-
puerperal case that can be dealt with 
certain maneuvers. Manual method also 
called Johnson maneuver was first 
explained by Johnson in 1949. It is 
described as holding the fundus in the 
palm and keeping the tips of the fingers 
at the uterocervical junction, the fundus 
is then raised above the level of the 

6 umbilicus. It can also be used for 
inversion during cesarean section that 
we applied in the current case. Similar 
technique was used in a case reported 
by Raj Et al in which a 40-year-old,with 
no previous scar delivered by cesarean 

7 section had an adherent placenta.

8Chatzistamatiou K, et al.  also reported 
a case of uterine inversion in a 34-year-
old, 39 weeks pregnant woman, during 
an elective cesarean section with history 
of previous 1 scar and used the same 

 method for reversal. Tocolytics and 
antibiotics should be administered. If 
these methods fail, then hysterectomy 

6is performed.

In the case presented Johnson method 
was used and later Blynch sutures were 
applied to prevent PPH. It was 
successfully and promptly managed 
preventing any morbidity or mortality. 
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