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Uterine inversion, or uterine intussusception, is a rare, potentially life-threatening entity 

characterized by inversion of the fundus into the uterine cavity, which often manifests as 

an acute complication of childbirth (1,2). Less commonly, uterine inversion is nonpuerperal, 

occurring as a result of an en dometrial or myometrial mass (2,3). Patients typically present 

with symptoms that include vaginal bleeding and pelvic pain.

At MRI, uterine inversion appears as a U-shaped uterus with loss of the normal convex 

fundal contour on sagittal images (Fig 1A, 1B) (2). A target configuration may be visualized 

on axial images, representing the concentric serosa, myometrium, and endometrium (Fig 

1C, 1D) (2). MRI is also useful in assessing the cause in patients with nonpuerperal uterine 

inversion, including submucosal leiomyomas, uterine leio-myosarcomas, and endometrial 

malignancies. There are four grades of uterine inversion, which are characterized by the 

degree of inferior bowing of the fundus relative to the cervix and/or vaginal introitus (Fig 2).
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Figure 1. 
Uterine inversion in a previously healthy premenopausal female patient with acute onset 

of pelvic pain and vaginal bleeding. A bleeding vaginal or cervical mass was suspected 

on physical examination, and pelvic MRI was performed for further evaluation. Sagittal 

T2-weighted (A) and contrast-enhanced fat-suppressed T1-weighted (B) MR images of 

the pelvis demonstrate a U-shaped uterus (U) with loss of the normal fundal contour, 

with protrusion of the fundus into the distended vaginal canal (V), consistent with grade 

III uterine inversion. The cervix (C) is located superior to the inverted fundus. At the 

fundus, there is an ill-defined rounded lesion (arrow in A and B) with heterogeneous T1 

signal intensity and enhancement with irregular margins, with adjacent heterogeneous T2 

signal intensity and increased T1 signal intensity. The findings are most consistent with a 

hemorrhagic submucosal uterine leiomyoma. Axial T2-weighted (C) and contrast-enhanced 

fat-suppressed T1-weighted (D) MR images of the pelvis show concentric rings of signal 

intensity indicating the serosa, myometrium, endometrium, and vagina.
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Figure 2. 
Illustration depicts the normal anatomic position of the uterus (A) and the various grades of 

inversion. Grade I uterine inversion (B) is characterized by inferior bowing of the fundus up 

to but not beyond the cervix. In grade II uterine inversion (C), the inverted fundus protrudes 

through the cervix and into the vagina. The uterus is fully inverted and protrudes out of the 

vagina in grade III uterine inversion (D).
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