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Abstract

It is a rare clinical condition that may occur to two possible types: puerperal
uterine inversion (IUP) and no puerperal uterine inversion (IUNP). Obstetri-
cian will observe often only once in his professional practice. The risk of ma-
ternal mortality by hemorrhage is high. We report two cases of uterine inver-
sion requiring a hysterectomy, including a postpartum mode and the other
gynecological mode with young women. Hysterectomy remained a last resort
treatment in the two types, to reduce morbidity. In the case of uterine inver-
sion, the treatments without hysterectomy could be facilitated if the manage-
ment is early and adequate. Furthermore, the support should be multidiscip-
linary and fast in the two types.
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1. Introduction

The uterine inversion is a complication which is defined as an invagination of
the uterine substance to “glove finger”, which can go up to its externalization to
the vulva [1] [2]. It’s a rare situation described in two forms according to Jones:
postpartum or not postpartum [3]. The most important aspect of this disease is
early diagnosis for a better prognosis. The puerperal uterine inversion (IUP) has
his prognosis strongly linked to the immediate recognition of the inversion; this

allows avoiding hysterectomy, even maternal death [1]. In the case of uterine
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inversion no postpartum (IUNP), the diagnosis is easy in its full form, however
the contribution of imagery is a help to diagnose the incomplete forms [3]. From
theses 2 cases of uterine inversion (postpartum and no postpartum) and a lite-
rature review, we discuss the place of hysterectomy as surgical treatment of last

resort.

2. Observation No. 1

Madam T.S, 31 years old, African, primiparous primigravida, having no medical
history, was admitted to the obstetrical emergencies of university hospital of
Cocody (Abidjan) for massive bleeding of the immediate postpartum and pelvic
pain. History found a vaginal delivery in a maternity, level I, dating back to three
(3) hours, and the newborn weighing 3100 g with Apgar score to 9 at 5 minutes
of live. Gestational age was 38 weeks of amenorrhea and 2 days. We found in the
labor history the notion of excessive uterine expression at the time of the expul-
sion fetal. The labor occurred after seven (7) hours. At the time of admission, the
patient was rough, in state of shock, blood pressure to 80/60 mmHg, pulse racing
120 beats per minute. Suprapubic palpation objectified the absence of uterus in
the hypogastric region. Physical examination using vaginal valve showed a large
soft mass at big bottom and corresponding to the uterine substance. The diagno-
sis of postpartum uterine inversion of 2nd degree is referred to. After several
manual reduction failed three times, it was immediately decided a reduction
during an emergency laparotomy (see Picture 1). The technique of progressive
reduction by blunt clips according to the technique of Huntington has not been
effective. A hysterectomy for hemostasis has so decided and conducted as a last
recourse for maternal rescue. The patient received a blood transfusion of three
(3) units globular to stabilize hemodynamic. The histological examination objec-
tified several areas of infarction (see Figure 1 and Figure 2). At the admission,
hemoglobin rate was 5.5 g/dl. At the postoperative time, it had been observed an
anemia moderate to 7.2 g/dl. The patient was reviewed 15 days after leaving the

hospital, for a control.

Figure 1. Uterus after attempt of manual reduction of uterine inversion.
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Figure 2. (HE x 25) Several areas of infarction objectified on the histological examination
(cf Dr Abouna Didier* Pathology department University hospital of Cocody/Abidjan).
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3. Observation No. 2

It was a woman second gravida, primiparous, 28 years old, african. In its history,
include chronic pelvic pain, pelvic heaviness and intermittent vaginal bleeding
during 6 months for which she had received medical treatment without success.
Admission to gynecological emergencies, she felt a vaginal mass accompanied by
an intense urge to push. A thrust, a large fleshy mass is enacted at the vulva. Pel-
vic examination revealed a bilobed firm mass depending of the uterus (see
Figure 3). The proximal was pink and measured 15 cm in diameter, while the
distal blackish measured 10 cm in diameter. The cervix was not visible. The bi-
manual examination found a high collar located in the pelvic while the body of
the uterus was not palpable. A pelvic ultrasound did not identify the uterus in
the pelvic area. Uterine inversion caused by a uterine tumor has been diagnosed.
After preoperative support, abdominal hysterectomy was performed after the
excision vaginal tumor in the first time. Histological examination (see Figure 4)
was in favour of a sub-mucosal leiomyoma in the bottom of the uterus. Patient

examination at 15" post operative day was normal.

4. Discussion
4.1. Epidemiology

The frequency of uterine inversion reported in the literature is highly variable. It
would be 1/100,000 in Europa and 1/2000 in United States [1] [2] [4]. The varia-
bility of the frequency can be explained by the unusualness of this pathology. In
Cote d’Ivoire, there is no data on this pathology. Two conditions are necessary
for the occurrence of a uterine inversion: uterine hypotonia and sufficient cer-
vical dilatation [5]. The puerperal uterine inversion (IUP) of obstetric origin in
85% to 95% of cases [1] [6], committed life-threatening maternal and requires a
fast support. It is described 4 anatomical stages of increasing severity [7]. The
stage I contain the uterine background in cup without reaching the cervical ori-

fice. At the stage II, the uterine substance crosses the cervical orifice. At the stage
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Figure 3. Reversal of non-gravid uterus due to a submucosalmyoma.

Figure 4. (HE x 25) Histological examination: proliferation of myocytes in tangled beams
associated fibroblasts developing collagen (cf Dr Kouamé N’da* Pathology department
University.

I1I, the uterus is exteriorized out of the vagina. At the stage IV; the vaginal walls
are involved in the turnaround. Classically, IUP occurs mainly in the primipar-
ous and young women [5], as was the case in the first clinical observation. Fiirst
estimated that, into the primiparous group, uterus atone is more common due to
a longer labor. According to him the placental insertion fundic site is more
common [2]. In our observation, dangerous maneuvers such as excessive trac-
tion on the cord or the exaggerated uterine expression may have contributed to
the occurrence of the IUP [1]. In the literature, other factors of risk are found: a
fast delivery, a short umbilical cord, abnormal placental traction and uterine in-
ertia [1] [2] [3].

In contrast, no puerperal uterine inversion (IUNP) affects older women, at
least 45 years. This type of uterine inversion is most often associated with benign
tumors of the uterus [8] [9] [10]. But as it is observed in young patients of
childbearing age, a malignant tumor of the uterus is usually the cause. Authors
such as De Vries [11] and Lupovitch [12] had reported cases. Unlike the classical
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case, the patient was young (28 years) and the newfound cause was benign ute-
rine fibroid) in our second clinical case.

The pathophysiology of the IUNP is not yet understood. In the literature, sev-
eral theories have been mentioned: a thin uterine wall, a location of the tumor to
the uterine substance, a pediculated tumor, a dilation of the cervix by distension
of the uterine cavity and abrupt expulsion from the tumor of the vagina [9] [13].
In our observation, the basis of implantation of the tumor was wide and located
in the bottom of the uterus. Like etiology, Das found 87% of fibroids, 7% of sar-
comas and 6% of carcinomas [14]. Two classifications have been proposed for
the IUNP: partial or complete and acute or chronic depending on the mode of

occurrence [15] [16].

4.2. Diagnosis

Puerperal uterine inversion (IUP) diagnosis is clinical, during delivery or imme-
diately after, in front of three main signs that are hemorrhage, shock, and pelvic
pain [1] [2] [3]. The intensity of the state of shock is not proportional to the ex-
tent of the bleeding and it can even proceed, due to an etiology not hypovolemic
also neurogenetic. Indeed, the aspiration of the uterine substance through the
uterine cervix caused a stretch of nervous nets of the peritoneum and the broad
ligaments, as well as a compression of the ovaries [17] [18]. The treatment of
IUP provides to the understanding of the physiopathology which require the
correction of shock pass by the reduction of inversion associated with the recov-
ery medical [19]. In this case, many lost times were observed before admission of
the patient in our unit care. This a negative factor in the management. That was
in relation with a lack of ambulance to evacuate rapidly the patients to other
maternity more competent.

In the incomplete forms of the IUNP, the contribution of imagery is essential
for an accurate diagnosis, for example the pelvic ultrasound and Imaging by
Magnetic Resonance (MRI) [11] [12] [13]. In our Observation No. 2, the reversal
was complete and easy clinical diagnosis. Indeed, the acute IUNP is characte-
rized by a very intensive pain and more abundant menorrhagia unlike chronic
forms where there is also the pelvic pain, vaginal, minimal menorrhagia. At first,
it can be difficult to differentiate the IUNP to a large polyp given birth by the
uterine cervix, bloody and purulent. A careful inspection will highlight the tubal
orifice, the uterine cervix and the characteristic dead end [8] [9] [10]. Concern-
ing etiologies, sub-mucosal myoma are founded in 70% to 85% of cases accord-
ing to the literature [14] [15] [16]. In 15% to 30% of cases, malignant tumors
were founded, mainly the uterine sarcomas. Less frequents etiologies of uterine

inversion were endometrial cancer or mullerians tumors [13] [16].

4.3. Treatment and Prognosis

Support of IUP needs multidisciplinary actions, involving obstetrician and
anesthetist. It is an emergency. Multidisciplinary treatment allows improving

significantly the mother’s prognosis. It combines a medical resuscitation aimed
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at correcting the shock, a quick manual reduction and antibiotic injection [20]
[21]. If all methods of manual reduction fail, surgery is necessary and different
techniques have been described [1] [2] [22]. Oboro [23] reported four surgical
techniques: intervention by vaginal route so-called “Spinelli” which consists of a
total anterior median colpohysterotomy. Laparotomy known as “Huntington
technique” which consists of a light pull and continues on the round ligaments
while another person trying a manual reduction vaginally; Haughty procedure
which consists of a posterior median hysterotomy, facilitating the replacement of
the uterus by the method of Huntington and hysterectomy as a last resort. In our
case, a hysterectomy for IUP was performed after attempts failed and manual
and surgical reduction before the severe hypovolemic shock, which was hardly
compensated for by the 3 units globular.

Hysterectomy can be done vaginally or through high according to the habits
of the operator, but also according to the conditions surgical [1] [24]. Some
teams offer the laparoscopic surgery [25]. The IUP are associated with signifi-
cant morbidity and maternal mortality: blood and infectious (postpartum en-
dometritis) [5]. Immediate of IUP acute diagnosis followed to process would
avoid hysterectomy [1] [4].

Several assumptions have been described in the literature in the IUNP: a con-
servative treatment in early forms. When there is no desire of pregnancy, or
when the uterine inversion is the 3rd or 4th degree, hysterectomy remains the
treatment of choice [8] [9] [10]. In the complete IUNP through abdominal hys-
terectomy was once the intervention of reference. Teams practice more in addi-
tion to vaginal hysterectomies [26]. Indeed, after a careful repositioning of the
uterus in its anatomical position, a vaginal hysterectomy ends the procedure.

Laparoscopy and vaginal association seems to be a good alternative, to con-
firm the diagnosis, to assess the degree of ischemia of the annexes and the vagi-
na, and hemostasis surgical of the uterus by laparoscopy by controlling the ute-
rine pedicle from her origin [26] [27]. In general, the prognosis of uterine inver-
sion is related to the precocity of diagnosis. Furthermore, obstetric prognosis is
reserved for patients who have received conservative treatment, because risk of

recurrence [1] [2] [5].

5. Conclusion

The particularity of the study is a rare clinical situation or exceptional. In its
postpartum mode, we must take care of the difficulties of the expulsive phase.
Some acts should not be made because they are considered as risk of factor. Pre-
ventive treatment is based on the respect of the physiology of labor. In the case
of uterine inversion, the treatments without hysterectomy could be facilitated if
the management is early and adequate. The limits of this study were a lack in the
management of puerperal uterine inversion. For the gynecological mode, aware-
ness of the population in order to consult earlier hospital could these situations
for a better living. Furthermore, hysterectomy remains a last resort treatment in

the two types, to reduce morbidity.
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