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ACUTE INVERSIO OF THE UTERUS

A.c.

A CASE REPORT

YLOR, M.D., M.R.C.O.G.

Lecturer in Obstetrics, University of the Witwatersrand, Johannesburg

Acute inver ion of the uterus is a di tinctly uncommon
occurrence. This eriou complication of labour i variou Iy
tated to have an incidence of I : 4,333,' I : 17,000,2 and

I : 400,000. 3

In this ca e there was the additional probable aetiological
factor of placenta accreta. The writer had the opportunity
of ob erving the mechani m of inver ion from its inception
to completion.

The patient wa a primigravida aged 25 years. She had been
married for 4 year, during which time he had undergone a
full investigation for infertility. Laparotomy had been performed
in October 1956 and it was then noted that the uterus was 'small,
had a fundal notch, and seemed to be thin-walled'. The im
pres ion wa that of hypoplasia and her chances of becoming
pregnant, or at least going to term, were not considered to be
good at all.

The la t men trual period was on 13 ovember 1956 and the
estimated date of delivery wa 22 ugu t 1957. The blood group
wa '0'; Rh.-negative; Ide-negative.

Many minor troubles occurred during pregnancy. Con tipation
wa ob tinate. Complaint of abdominal discomfort with pain
over the uteru were fairly frequent. Two month before term
the patient fell and injured the right knee, after which both legs
were periodically wollen. Weight gain was exces ive and oedema
apparent.

On 24 ugu t 1957 he wa admitted for induction of labour.
Castor oil, trippings of the membranes and an injection of pitocin
were required to start labour by 12.05 p.m. the same day. By
7.25 p.m. the cervix was fully dilated and the patient bearing
down with the head visible on the perineum. Labour was ter
minated, becau e of a minor foetal heart irregularity, by low
forcep under local anae thesia. A live female child of 6 lb. 6 oz.
was easily delivered, with the umbilical cord 4 times round the
neck. This shortening nece sitated cutting the cord before
completion of the delivery.

lntramu cular ergotrate had been given on delivery of the
head. The uterus contracted well after fundal ma sage and the
placenta could be seen ju t inside the loo e dilated cervix. Bleeding
was slight. Two finger were hooked round the lower placental
edge and light traction made, together with fundal pressure.
It wa thought that a light dimpling of the right side of the uterine
fundus occurred but it was evanescent. A repeat attempt at
expres ion, with the fundu very definitely firmly contracted,
wa now made. The dimpling now recurred and it was then
realized that one was dealing with a placenta accreta. In spite
of immediate ce~satioo of efforts to remove the placenta and
effort to top the occurrence of inversion, the right wall of the
u!eru seemed to roll inexorably down and out through the widely
dIlated flabby cervix until the whole uterus and vagina were
completely inverted.

Pain was evere and shock marked (ystolic blood pressure
30. mm. Hg, pul e 140 pIu) with the patient practically uncon
SClOU . Air hunger wa not noted immediately.

Morphia, hydrocortisone and intravenous fluids were given
whil t waiting for an anaestheti t and for blood. On arrival the
anae theti t commented on the intense generalized va ocon
striction, the widely dilated pupil, and the presence of air hunger.

By 7.40 p.m. one wa ready to attempt replacement under
anae thesia. Even with the placenta attached, the uteru seemed
strikingly mall. The placenta wa attached to the right antero
lateral walt of the uteru and extended well onto the lower seg
ment. Great difficulty wa experienced in remo ing the placenta
and membranes. They had to be pulled and scraped off piece
meal, leaving the uteru ragged in the extreme.

Replacement of the uteru wa implicity itself. Gra ping the
uteru in the hand it wa lowly and steadily pu hed back through

the vagina and cervix, against light abdominal counter-pressure,
until the fundus seemed to slip up and away, undoing the inversion.
Inversion replacement t.ime was about 17 minutes.

The patient's condition improved noticeably as soon as replace
ment was completed, in spite of the measured blood loss of 80 oz.
during removal of the placenta. 0 tendency to recurrence was
noted and by 11.30 p.m. the patient's conditiQn was such as to
cause no further worry.

Antibiotics were exhibited in full doses. The puerperium was
normal, the lochia not exces ive and breast feeding satisfactory.

COMMENT

Aetiology and treatment are the two problems in this type
of acute inversion.4

About 40% of cases are 'spontaneous', according to Das."
Cord traction when· the uterus is relaxed, direct fundal
implantation of the placenta, and injudicious or violent6

Crede expression, are mentioned in most standard t.ext
books. A lax dilatation of the cervix' and placental site
atony2 are accorded importance by others.

Any so-called aetiological factor on its own will almost
certainly not cause inversion. The author once tried to invert
the uterus in order to over-stitch the bleeding sinuses in a
patient with placenta praevia anaesthetized in the lithotomy
position, when sinuses in the lower segment continued to
bleed after delivery, and failed completely.

In the present patient the factors considered to be of
major importance are, in order, the small size of the uterus,
the lax widely-dilated cervix and, lastly, that traction was
made on the placenta. The presence of placenta accreta
probably increased the risk.

The uterus, with placenta attached, was estimated by
direct comparison with the author's hand to be 9 cm. wide by
12 cm. long. This is considerably smaller than the measure
ments given by de Lee' (l2x 15 cm.) for the average post
partum uterus. It is of interest to note that at laparotomy the
uterus had also been noted to be small and thin-walled.
Visualize how much more easily this small thin-walled uterus •
could slide through the widely dilated cervix.

The rolling down and out of the right uterine wall sup
ports the idea of a localized placental site relax..ation2 because
the fundus itself was found on examination and checking
to be firmly contracted. This rolling out might have been
initiat.ed by cord traction at the time of delivery, and before
the uterus had a chance to retract.

This patient illustrates one point in particular with regard
to treatment that is considered important. In spite of the
huge blood loss occasioned by the removal of the placenta
accreta, her condition improved immediately-on reduction
of the inversion. The inversion had caused the shock and
it was reasoned that the removal of the cause of the shock
was the best treatment.

.Removal of the placenta caused excessive bleeding, but
it is submitted that the bleeding would have been as much
and the removal more incomplete, if attempts had been
made to reduce the inversion with the placenta still attached.
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S MMARY

A case of acute complete puerperal inversion of the uteru
is de cri bed. A distinctly mall uterus i ugge ted a an

aetiological factor of importance. The great value of im
mediate reduction of the inversion is noted.

I wi h to thank Dr. K. 100 te for his calm competency during
the anaesthetic.
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AN IDEA FOR THE ELIMIN no OF FACE

G. G. AIREY .R.C.S., L.R. .P.
Umtata, Transkei

SK IN ESTHESIA

For a long time we have been di satisfied ~ ith the u e of face
masks for the delivery of anaesthetic gases. The mortality and
morbidity in masks is quite con iderable. The rubber face pieces,
ometimes made of foam rubber and ometimes of inflatable

tubing, wear out in a very short time. The spigots get 10 tor,
with constant sterilization, the rubber .peri he or tretche so
that the soft pad no longer fits the metal or hard-rubber dome.

In addition the Clau en harne i not an entirely ati factory
method of fixing the ma k on to the face; 0 often one ees the
pressure mark of the ma k on the fac edematous orbits
and so on-where efforts have been made to obtain a snugly
fitting face-piece; the anaestheti t, too, i hampered by having
to maintain pre ure on the patient' jaw, both to keep the ma k
on the face and to ee tbat the airway is not ob tructed, which
i productive of cramped hand and tired forearms. It ha also
seemed to u that a great many intubation are done unneces
sarily.

In order to di pen e with the e disadvantages we have devised
a more efficient and relatively imple method and, having tried
it out on several ca es, we find it works extremely well. Photo
graphs of the air-way, which has been made locally. are shown
in Fig. 1-3. The idea, it will be een, is a simple one. To a standard
rubber Guedal-type air-way i fitted an ordinary metal endo
tracheal connection, and a wide flange of oft rubber. The metal
endotracheal tube i welded on to the metal in et in the air-way,
and tbe soft rubber flange, elliptical in hape, has been vulcanized
on to the exi ting mall flange. This flange fits nugly between
the gums and the lip, and laterally into the buccal uJci, thu
producing a closed valve both on in piration and expiration. The
endotracheal connection is attached to the anaesthetic machine
and gases are thus delivered directly through the air-way. Where
a completely closed circuit is neces ary, the nostrils can be clo ed
either with trapping or with the type of oft rubber clamp that
i supplied with the Sanborn ba al-metabolic-rate equipment.

The way we have u ed the air-way is to introduce it after in
duction with intravenous pentothal, and the patients tolerate
it very well without any preparatory cocainization. We u ually
give about 6 C.c. of a 5%solution fairly rapidly and then a further
2 c.c when breathing is resumed.

We have used the air-way in operation on the face a a trial,
instead of intubation, and have found it to be entirely successful.

To summarize, the advantages of the air-way are the following:
I. It provides a completely airtight circuit.
2. It eliminates masks almost entirely.
3. In many cases it replaces the endotracheal tube.
4. It allows of concentrated delivery of oxygen when necessary

in emergencies or for other rea ons.
5. Tt avoids the constant discomfort to the anaesthetist of

trying to maintain both an adequate airway and steady pre sure
on the ma k to keep it in place.

6. It eliminates a certain amount of dead-space air-at least
that contained in the dome of the mask, which may range between
90 and 180 ml. in adult- ized ma k .

7. It is of con iderable help to the general practitioner who is
not familiar with the practice of intubation.

8. Its oft rubber flange moulds itself to fit all types of face-
the fat, the cadaverous, the edentulous. The mask is a con tant
source of irritation in this respect.

9. It eliminates the clumsy bulk of the mask which, together
with the weight of the tube and the metal escape valve, constantly
tends to swing the patient's head over.

\Ve are at present corresponding with a company' with a view to having the
air-way produced commerciaUy in 3 sizes. The difficulty is 10 convince firms
of one' own cenainty that there will be a demand for such an air·\\ay. From
my own experience as a general practitioner interested in anaesthesia I feel certain
that there is a very real place for such an apparatus.


