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Abstract
Uterine torsion is defined as rotation of the uterus around its longitudinal access by more than 45 degrees. It is associated with increased
morbidity and is difficult to diagnose antenatally, resulting in diagnosis during caesarean section, often after the fetus has been delivered via
incision into the posterior uterine wall. This has ongoing ramifications for the patient associated with increased risk of uterine rupture in future
pregnancies and possibly increased bleeding intraoperatively. Aetiology of uterine torsion is unknown but an association exists with uterine
anomalies and fetal mal-presentations. The authors present a case of uterine torsion in a gravida 4, para 2 diagnosed at repeat elective Caesarean
Section. Our patient had a significant history of malpresentations in her two previous pregnancies and had a breech presentation in this pregnancy.
The levo-rotated uterus was diagnosed following the breech extraction of the fetus via posterior hysterotomy and was complicated by a tear in
the right infundibulopelvic (IP) vascular bundle. Given the rarity of this presentation and potential implications, this case report aims to increase
clinician awareness of uterine torsion and provide an update on this condition to facilitate earlier intrapartum diagnosis and decrease potential
morbidity.
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Case Report
A 38-year-old woman Gravida 4 Para 2 was admitted to the
Cairns Hospital for an elective repeat caesarean section at 39
weeks gestation. She had one emergency Caesarean Section in
2008 for transverse lie and one elective repeat Caesarean Section
for breech presentation at term in 2010. Both procedures were
uncomplicated with some omental adhesions noted on repeat
caesarean section. Other than her BMI of 48 and a diagnosis of
genital herpes in 2010, she had a low risk pregnancy. Antenatal
investigations revealed a normal glucose tolerance test at 18 and
28 weeks gestation, a negative serology for hepatitis B, hepatitis
C, HIV, Syphilis and a Haemoglobin of 117. Her combined
first trimester screen revealed low risk of aneuploidy and an
ultrasound scan at 20 weeks revealed a single fetus with normal
morphology and a placenta posteriorly located and clear of the
cervical os. She had an ultrasound to assess fetal growth at 34
weeks which showed a normally grown fetus on the 75th centile
with an AFI of 10.2cm and normal umbilical artery dopplers.
On the day of her procedure the fetus was noted to be in a
footling breech presentation. During the caesarean section, a
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pfannensteil skin incision and layered entry to the peritoneal
cavity was undertaken. Prominent large vessels extending from
the right Iliac fossa were noted over the lower segment of the
uterus and the orientation of the uterus was checked by palpation
of both ovaries. As the lower segment could not be accessed
easily due to the presence of large vessels, an upper segment
transverse incision was undertaken and a breech extraction of
a 3.66kg female neonate was completed easily. The placenta
was delivered and the uterus closed in 2 layers with 1 monocryl
suture. There was no uterine abnormality or fibroid noted. On
completion of suturing, brisk bleeding was noted to be arising
from one of the large venules covering the lower segment of the
uterus. After clamping the vessel, the uterus, now in a contracted
state dextro-rotated 45 degrees spontaneously and was then
manually dextro-rotated 145 degrees to reveal that a posterior
hysterotomy had been performed. After establishing correct
orientation of the uterus, the bleeding vessel was noted to be a
superficial vein arising from the from the right infundibulopelvic
(IP) vascular bundle.This was ligated with vicryl 2-0 with good
effect. The total blood loss during the procedure was 1200mls.
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Literature review
A search of medline and pubmed was undertaken with the
use of key word “uterine torsion” and MESH terms “uterine
disease”, “torsion abnormality”, “pregnancy complications”,
“dystocia” and “caesarean section” with limitation to human
research and English language. A total of 52 articles were
attained: 4 articles were unrelated to uterine torsion, 10 articles
described torsion in the non-gravid uterus and 38 articles were
related to uterine torsion during pregnancy. One review article
and 37 case reports were found among the articles pertaining to
uterine torsion in pregnancy.Rotation of the gravid uterus under
45 degrees is a normal finding in pregnancy and likely results
from the positioning of the recto-sigmoid colon on the posteriorlateral aspect of the uterus. Uterine torsion is defined as more
than a 45-degree rotation of the uterus around its longitudinal
axis with two-thirds dextro-rotated and 1/3 levo-rotated [1].
While uterine torsion is well described in the veterinary world,
it is a relatively rare presentation in pregnant women and can
result in significant morbidity. Following the review of 212
cases of uterine torsion by Jensen [2], there have only been
37 case report of uterine torsion in pregnancy that have been
subsequently published.
Aetiology of uterine torsion remains unknown, though
there is an association with pre-existing uterine anomalies,
fibroids and non-cephalic fetal presentations [1].Case reports of
uterine torsion in women with connective tissue abnormalities
[3], external cephalic version and external trauma also exist
as is without any predisposing factor in approximately 16% of
cases [4,5]. Nevertheless, many of these predisposing factors
are relatively more common compared to frequency of uterine
torsion, indicating there may be some other influences intrinsic
or extrinsic. In our case, our patient had malpresentations
throughout all her pregnancies but no other known risk factors.

Symptoms of uterine torsion are variable with approximately
11% of women asymptomatic at the time of diagnosis as was
the case in this example [2]. Symptomatic presentation includes
abdominal pain, vaginal bleeding, shock, intestinal and urinary
symptoms, obstructed labor and suspected fetal compromise
[6,7]. Uterine torsion has been associated with maternal and
perinatal mortality in historical cohorts. The mechanism of
perinatal morbidity and mortality has been abruption secondary
to venous engorgement and retro-placenta pressure and torsion
affecting blood flow through the uterine arteries. Historical
cohorts place perinatal mortality at approximately 12%, some
of this may be due to prematurity [5]. Since 1990, only one other
maternal death has been reported in the Ivory Coast [8,9]. At
the time of laparotomy, the abnormal position of vessels across
the lower segment of the uterus may indicate the diagnosis of
torsion as was noted in this case report. Palpation of the round
ligaments may facilitate the diagnosis if it is suspected as
palpation of adnexal structure alone may not indicate rotation if
they are symmetrically present.
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If uterine torsion is noted at the time of laparotomy, detorsion of the uterus and appropriate incision on the anterior
aspect of the uterus is advised. However, this is not always
possible or easily identified and a posterior hysterotomy incision,
either in the upper or lower segment of the uterus is required for
the delivery of the fetus [10-13]. De-torsion once delivery of the
fetus is undertaken and the uterus is contracted is often easier
and may occur spontaneously. Some case reports report possible
morbidity with a posterior incision with increase in bleeding and
possible uterine rupture/dehiscence in subsequent pregnancies.
Some of this is attributable to the uterine congestion associated
with torsion [14], an upper segment incision into thick vascular
myometrial tissue and inadvertent extension into the uterine
vessels due to the anatomical rotation of the uterus and relative
placement of the incision (reference). In our case, these were not
the main issues, but rather bleeding from a large superficial vein
in the stretched right infundibulopelvic (IP) ligament which had
torn with the delivery of the fetus. This was subsequently ligated
once de-torsion of the uterus occurred. This is the first time
that bleeding from the IP ligaments vessels in a case of uterine
torsion has been reported.
The impact of a posterior uterine incision on future
reproductive outcomes especially in the presence of anterior
uterine incision (previous caesarean sections) is unknown.
Laparoscopy and hysteroscopy following a posterior uterine
incision has shownappropriate healing but the lack of
substantive evidence supporting the safety of vaginal birth
after a posterior hysterotomy has prompted some authors to
pursue contraception (tubal ligation) at the time of operation or
recommend an elective caesarean section at early term gestation
[13]. The impact on intra-abdominal adhesion formation and
significance of symptoms of uterine rupture/dehiscence with a
posterior hysterotomy is unknown [15-20].

Conclusion

The authors present a case of asymptomatic torsion with
180-degree levorotation of the uterus at the time of caesarean
section. Diagnosis was made following delivery of the fetus and
de torsion of the uterus to facilitate hemostasis of a bleeding vein
in the IP vascular bundle [21,22]. This case report and review
has been undertaken to reaffirm the awareness of uterine
torsion among practitioners and provide an update of this rare
obstetric condition. Correctly identifying the orientation of the
uterus prior to hysterotomy and correct placement of the uterine
incision will minimize any associated morbidity.

References

1. Ahmed FU, Ambreen A, Zubair S, Kiran N (2016) Torsion of a Term
Uterus J Coll Physicians Surg Pak 26(6 Suppl): S50-51.
2. Jensen JG (1992) Uterine torsion in pregnancy. Acta Obstet Gynecol
Scand 71(4): 260-265.

3. Nash K, Oji V C, Mitra S (2016) Uterine torsion, a rare cause of acute
abdominal pain in the third trimester of pregnancy: A case report. J
Obstet Gynaecol 36(5): 668-669.

How to cite this article: Hoffmann S, Jayaratnam S. Uterine Torsion–A Case Report and Literature Review. Glob J Reprod Med. 2018; 5(2): 555664.
DOI: 10.19080/GJORM.2018.05.555664.

Global Journal of Reproductive Medicine
4. Salani R, Theiler RN, Lindsay M (2006) Uterine torsion and fetal
bradycardia associated with external cephalic version. Obstet Gynecol
108(3 Pt 2): 820-822.
5. Duplantier N, Begneaud W, Wood R, Dabezies C (2002) Torsion of a
gravid uterus associated with maternal trauma. A case report. J Reprod
Med 47(8): 683-685.

6. Joseph R, Irvine LM, Sanusi FA (2008) Labour dystocia secondary to
uterine torsion in twin pregnancy. Journal of Obstetrics & Gynaecology
28(6): 649.
7. Kovavisarach E, Vanitchanon P (1999) Uterine torsion with shock.
Australian & New Zealand Journal of Obstetrics & Gynaecology 39(3):
364-365.
8. Guié P, Adjobi R, N’guessan E, Anongba S, Kouakou F, et al. (2005)
Uterine torsion with maternal death: our experience and literature
review. Clin Exp Obstet Gynecol 32(4): 245-246.

9. Albayrak M, Benian A, Ozdemir I, Demiraran Y, Guralp O (2011)
Deliberate posterior low transverse incision at cesarean section of a
gravid uterus in 180 degrees of torsion: a case report. J Reprod Med
56(3-4): 181-183.
10. De Ioris A, Pezzuto C, Nardelli GB, Modena AB (2010) Caesarean
delivery through deliberate posterior hysterotomy in irreducible
uterine torsion: case Acta Biomed 81(2): 141-143.
11. Kim SK, Chung JE, Bai SW, Kim JY, Kwon HK, et al. (2001) Torsion of the
pregnant uterus. Yonsei Medical Journal 42(2): 267-269.

12. Moores KL, Wood MG, Foon RP (2014) A rare obstetric emergency:
acute uterine torsion in a 32-week pregnancy. BMJ Case Reports doi:
10.1136/bcr-2013-202974.
This work is licensed under Creative
Commons Attribution 4.0 License
DOI: 10.19080/GJORM.2018.05.555664

13. Rudloff U, Joels LA (2003) Irreducible uterine torsion at caesarean
section: how to deliver?. J Obstet Gynaecol 23(1): 76-77.

14. Arumugham S, Mathew M, Deoskar S, Sharma J (2013) Uterine torsion
mimicking supine hypotension syndrome after regional anaesthesia.
BMJ Case Reports doi: 10.1136/bcr-2013-010508.

15. Vavrinkova B, Binder T (2015) Uterine torsion in pregnancy. Case
Report. Neuro Endocrinol Lett 36(3): 241-242.
16. Biswas MK, Summers P, Schultis SA, Herrera EH, Pernoll ML (1990)
Torsion of the gravid uterus. A report of two cases. J Reprod Med 35(2):
194-197.

17. Fatih FF, Gowri V, Rao K (2012) Uterine torsion in second trimester of
pregnancy followed by a successful-term pregnancy. BMJ Case Rep doi:
10.1136/bcr-2012-006359.
18. Mustafa MS, Shakeel F, Sporrong B (1999) Extreme torsion of the
pregnant uterus. Aust N Z J Obstet Gynaecol 39(3): 360-363.

19. Nicholson WK, Coulson CC, McCoy MC, Semelka RC (1995) Pelvic
magnetic resonance imaging in the evaluation of uterine torsion.
Obstet Gynecol 85(5 Pt 2): 888-890.

20. Pelosi MA 3rd, Pelosi MA (1998) Managing extreme uterine torsion at
term. A case report. J Reprod Med 43(2): 153-157.

21. Sachan R, Patel ML, Sachan P, Arora A (2014) Complete axial torsion
of pregnant uterus with leiomyoma. BMJ Case Reports doi: 10.1136/
bcr-2014-205558.

22. Sparic R, Lazovic B (2013) Inevitable cesarean myomectomy following
delivery through posterior hysterotomy in a case of uterine torsion.
Med Arch 67(1): 75-76.

Your next submission with Juniper Publishers
will reach you the below assets
•
•
•
•
•
•
•

Quality Editorial service
Swift Peer Review
Reprints availability
E-prints Service
Manuscript Podcast for convenient understanding
Global attainment for your research
Manuscript accessibility in different formats
( Pdf, E-pub, Full Text, Audio)
• Unceasing customer service

Track the below URL for one-step submission
https://juniperpublishers.com/online-submission.php

0061

How to cite this article: Hoffmann S, Jayaratnam S. Uterine Torsion–A Case Report and Literature Review. Glob J Reprod Med. 2018; 5(2): 555664.
DOI: 10.19080/GJORM.2018.05.555664.

