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Abstract

Background: Uterine inversion is a rare obstetric emergency but potentially life-threatening 
condition. If these are not immediately diagnosed, the massive and underestimated blood loss 
can lead to hypovolemic shock. 

Case: Case of 24 years old woman was referred from the district Public Health Center with 
vaginal bleeding after delivery with abdominal pain. We found fundal height postpartum is 3 
fi ngers above symphysis and confi rmed a soft mass protruding inside the vagina at the local 
examination. The ultrasound cannot present the fundus of the uterus and impressed a uterine 
inversion. Stabilization for the patient is done with fl uid resuscitation and blood transfusion. 
The patient planned for exploratory laparotomy and we confi rmed uterine inversion. We did per 
abdominal reposition success which was managed by Haultain’s method. 

Conclusion: Uterine inversion should be considered in any patient with symptoms of 
hemorrhage and abdominopelvic pain, with the physical fi ndings of a soft, congested, bleeding 
mass within the vagina on bimanual examination. Prompt treatment consists of fl uid resuscitation 
and anatomical repositioning is needed.

article describes a case of a uterine inversion postpartum and 
a review of Haultain’s procedure as the management strategy. 

Case reports
A 24-year-old woman referred from the Rupat Utara Public 

Health Center came to the Dumai General Hospital with vaginal 
bleeding after delivery with abdominal pain. This patient 
underwent Kristeller action since she delivered a 4100 grams 
baby. The expulsion of the placenta was smooth and normal. 
Following the World Health Organization’s recommendations, 
we performed controlled cord traction. The placenta was 
retracted smoothly. However, when the placenta had exited 
through the vagina, she starts complained of lower abdominal 
pain. Examination of the placenta that exited the vagina 
revealed incomplete cotyledon of the placenta and suspected 
was still left in the uterus. Active vaginal bleeding was seen. At 
this time, the patient developed a state of shock, exhibiting a 
blood pressure of 68/38 mmHg, pulse rate of 113 beats/min, 
and facial pallor. Stabilization for the patient is done with ϐluid 
resuscitation. The patient referred from the Rupat Utara Public 

Introduction
Uterine inversion is a rare obstetric emergency but 

potentially a serious complication of labor. This disease is 
characterized by severe pain and can cause life-threatening 
conditions. If these are not immediately identiϐied, the massive 
and underestimated blood loss can lead to hypovolemic shock 
[1] Uterine inversion incidence varies considerably, ranging 
from 1 in 2,000 to 1 in 50,000 births [2]. It can be classiϐied as 
acute, subacute and chronic inversion, depending on its time 
lag from delivery [3]. It can be acute (within 24 h of delivery), 
subacute (over 24 h and up to the 30th postpartum day), or 
chronic (> 30 days after delivery) [4].

Puerperal uterine inversion is a rare complication of the 
mismanaged third stage of labor in which the uterus turns 
inside out through the cervix. Puerperal uterine inversion is 
more common than non-puerperal uterine inversion and its 
incidence varies from 1 in 2000 to 1 in 50,000 births [1]. We 
feel that the Haultain procedure has not been reviewed and 
improved as it was used to reduce uterine inversion. This 
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Health Center came to the Dumai General Hospital with stable 
vital signs condition. We found fundal height postpartum is 3 
ϐingers above symphysis and conϐirmed a soft mass protruding 
inside the vagina at the local examination. From the results of 
laboratory tests hemoglobin 5.4, leukocytes 11.400, platelets 
542.000, and hematocrit 15%. The ultrasound cannot present 
the fundus of the uterus and impressed a uterine inversion. 

Stabilization for the patient is done with ϐluid resuscitation 
and blood transfusion. The patient didn’t plan to undergo a 
manual replacement attempt because it is already past 24 
hours and planned to exploratory laparotomy after the 
hemoglobin target was achieved. In exploratory laparotomy, 
uterine inversion was found (Figure 1) and the depiction of 
uterine inversion from an abdominal perspective as explained 
in the textbook (Figure 2), the patient was carried out by 
Haultain’s procedure or uterine repositioning (Figure 3). 
Uterine after Haultain’s procedure of the patient (Figure 4).
The operation was carried out for 1 hour with 150 cc of 
bleeding, uterine contraction was good and there is no active 
vaginal bleeding. 

Discussion
Uterine inversion is deϐined as the uterine fundus turning 

inside out through the endometrial cavity and cervix. The 
causes of uterine inversion are still unexplained. Some risk 
factors associated with this situation are tension on the 
umbilical cord, fetal macrosomia, excessive fundal pressure, 
placenta accreta, short umbilical cord, ligament laxity, and 
congenital abnormalities [1]. Diagnosis is usually clinical and 
most patients (94%) present with signiϐicant hemorrhage, 
with or without shock. Shock may sometimes be neurogenic 
in origin owing to the excruciating pain. The differential 
diagnoses include a prolapsed ϐibroid and pelvic organ 
prolapse [5].

In this patient, management was performed in accordance 
with the Management of Acute Uterine Inversion (Figure 5) 
up until it was decided to perform laparotomy and surgical 
replacement (Haultain’s Procedure). 

Fluid resuscitation and control of hemorrhage to restore 
maternal hemodynamic stability is the main goal of treatment 
to prevent fatal outcomes. Initial management must focus on 
reversing the uterus immediately [6].

Figure 1: Uterine inversion of the patient.

Figure 2: Depiction of uterine inversion from an abdominal perspective.

Figure 3: Haultain’s Operation. (a) Incision of the posterior part of constricting ring. 
(b) Suturing uterine incision after reduction of the inversion.

Figure 4: Haultan’s Procedure of the patient.
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Figure 5: Management of acute uterine inversion [7].



Case Report: Haultain’s Method Reposition for Subacute Uterine Inversion

 www.obstetricgynecoljournal.com 119https://doi.org/10.29328/journal.cjog.1001138

Reduction of the uterus can be accomplished by several 
methods, both manual (nonsurgical) and surgical. In this 
patient, the inversion was resolved with a Haulstain’s 
Procedure. Antibiotic treatment has been suggested followed 
by hysterectomy to prevent further uterine infection [4]. 
Therefore, subtotal hysterectomy was considered to be more 
effective in the setting of hemorrhagic shock [2].

Conclusion
Uterine inversion is a rare and potentially life-threatening 

complication of pregnancy that occurs during or after the third 
stage of labor. There are many suggested risk factors; however, 
the predictability of these is unknown. Uterine inversion is a 
clinical diagnosis and should be considered in any patient with 
symptoms of hemorrhage and abdominopelvic pain, with the 
physical ϐindings of a soft, congested, bleeding mass within 
the vagina on bimanual examination. Prompt treatment 
should be performed, and management of resuscitation 
of hypovolemia and replacement of uterine fundus to 
its appropriate anatomical position is needed. However, 
Haulstain’s procedure was performed well in this case.

Consent 

Informed consent was obtained from the patient prior to 

the publication of this article and is available for review upon 
request.
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