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Letter to the editor

Uterine inversion – some procedures  
to prevent reinversion
Inverze dělohy – ně kte ré postupy k prevenci reinverze

yed depends on the attending doctors’ 
judgements. There are no controlled 
studies on efficacy of these preventative 
procedures. Considering the rarity of the 
uterine inversion and reinversion and 
its emergent nature, randomized con-
trolled trials may be impossible to per-
form. We have been employing them 
as departmental routine procedures. 
After their employment, we encounte-
red no patients with reinversion. Thus, 
I believe that their effectiveness is time-
-tested. I recommend readers to attempt 
these procedures depending on the si-
tuation. All the detailed procedures are 
described with illustrations in the cited 
literature.
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tial” or “incomplete” reinversion, in 
which reinverted fundal part remains 
intrauterine (not dropping out to the 
vagina through the cervical canal). If 
this becomes a  concern, we usually 
employ the combination of Bakri ba-
lloon placement and holding the cer-
vix technique [8]. Sponge forceps and 
Bakri balloon should be removed after 
12–24  hours, when complete haemo-
stasis is achieved [7,8].

While abdominal cavity is opened 
for laparotomic repositioning, as Uhlí-
řová and Málek’s case, we usually em-
ploy uterine compression sutures after 
laparotomic repositioning. Any types of 
compression sutures may prevent rein-
version, and we have long been using 
Matsubara-Yano (MY) suture  [3,4,9]. 
A  concern may arise: uterine penetra-
tion at compression sutures might cause 
adverse ischemic events to the uterus 
“already ischemic due to inversion”. Al-
though this is theoretical, we propose 
“single transverse uterine-body suture”: 
only single transverse transfixation su-
ture should be made in the uterine-body 
upper part (just below the fundus). This 
prevents reinversion. The suture is tied 
at the abdominal wall (not within the ab-
dominal cavity) [10]. The suture (thread) 
can be removed from the abdominal 
wall after haemostasis is achieved, and 
thus thread does not remain intraute-
rine. This is a kind of “removable” uterine 
compression suture. Ischemic adverse 
events are expected to be less likely to 
occur.

In our department, the choice which 
of these procedures should be emplo-

Dear Editors,
Uhlířová and Málek  [1] reported a  pa-
tient with postpartum uterine inversion 
who required laparotomic repositioning. 
Importantly, uterine inversion can recur 
after the successful repositioning  [2–
4], referred to as acute uterine reinver-
sion. The inversion and its repositioning 
have already caused marked bleeding 
and circulatory collapse, and thus, rein-
version-occurrence is life-threatening. 
How to prevent acute reinversion? Uh-
lířová and Málek state that uterotonics 
should be administered to prevent re-
inversion, with which I  agree. I  would 
like to add some procedures to prevent  
reinversion.

One solution is to extinguish “room” 
of reinversion. Intrauterine gauze-pac-
king has been used for a long time; ho-
wever, filling the entire uterine cavity 
with gauze requires some experiences. 
We have been using intrauterine ha-
emostatic balloon to prevent reinver-
sion [5]. Some balloons designed for in-
trauterine haemostasis (Bakri balloon) 
may be appropriate; however, any other 
bal loons including Foley or condom ca-
theters can be used in an emergent  
setting.

Another solution is to extinguish 
“exit” of reinverting uterus. We have 
been employing the “holding the cer-
vix technique” for a long time, in which 
the anterior and posterior cervical lips 
are held by a sponge forceps, thereby 
closing the cervical canal  [6,7]. There 
remains no exit of the reinverting ute-
rus, preventing reinversion. However, 
this technique may not prevent “par-
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Zápis z jednání volební komise 
pro volbu výboru Sekce kolposkopie a cervikální patologie 

České gynekologické a porodnické společnosti ČLS JEP
Volební komise ve složení Vít Unzeitig (předseda), Marian Kacerovský a Jan Nový se sešla dne 26. ledna 2023 a vyhlašuje následující  

výsledky korespondenčních jednokolových voleb výboru Sekce kolposkopie a cervikální patologie ČGPS ČLS JEP.
Volební komise obdržela celkem 65 volebních obálek, z nichž bylo získáno 65 platných hlasovacích lístků.

Výsledky hlasování (bez titulů):

1. Radova Turyna 43 hlasy

2. Vladimír Dvořák sen. 39 hlasů

3. Lukáš Rob 37 hlasů

4. Aleš Skřivánek 31 hlasů

5. Tomáš Malík 26 hlasů

6. Jiří Sláma 25 hlasů

7. Jiří Ondruš 23 hlasy

8. Michal Mihula 20 hlasů

9. Petr Sudek 18 hlasů

10. Zdeně Rokyta 15 hlasů

11. Marek Pluta 14 hlasů

12.–13.  Pavel Freytag 
Helena Robová

11 hlasů 
11 hlasů

Členové nového výboru byli o svém zvolení informováni a souhlasí s prací ve výboru. 
Na prvním jednání nového výboru Sekce kolposkopie a cervikální patologie ČGPS ČLS JEP dne 6. června 2023  

byl zvolen předsedou MUDr. Vladimír Dvořák, Ph.D. a vědeckým sekretářem MUDr. Tomáš Malík.

10. července 2023

doc. MUDr. Vít Unzeitig, CSc.                prof. MUDr. Marian Kacerovský, Ph.D.                MUDr. Jan Nový


