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INTRODUCTION 

Uterine torsion (UT) is defines as a rotation of the uterus 

of more than 45 degree on its long axis. UT is rare and its 

incidence and prevalence is not well known. Majority of 

cases of UT are associated with pregnancy, often 

asymptomatic and only found during caesarean section 

(CS). The condition can occur in all ages, all parity and in 

any ages, all parity and in any trimester of pregnancy. 

The predisposing factors for UT can be uterine 

asymmetry due to fibroids or mullerian anomalies, foetal 

malpresentation, pelvic adhesions and abdominal or 

ligamentous laxity other possible causes include external 

cephalic version, maternal trauma and abdominal 

massage. The clinical presentation of UT is non-specific. 

The most common symptom is abdominal pain varying 

from non- specific mild abdominal discomfort to severe 

abdominal pain with shock.1 In some cases the diagnosis 
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ABSTRACT 

Uterine torsion (UT) is defines as a rotation of the uterus of more than 45 degree on its long axis. The predisposing 

factors for UT can be uterine asymmetry due to fibroids or mullerian anomalies, foetal malpresentation, pelvic 

adhesions and abdominal or ligamentous laxity other possible causes include external cephalic version, maternal 

trauma and abdominal massage. The clinical presentation of UT is non-specific. We report a case of previous 2 CS 

where we suspected rupture uterus but intraoperatively it was UT with unruptured fibrosed scar of previous CS. A 31 

years old, G3P2 presented in emergency department with history of amenorrhea 9 months and severe abdominal pain 

for 5-6 hours. She had previous 2 CS done for contracted pelvis. We immediately suspected rupture of previous CS 

scar. On laparotomy dense intra-abdominal adhesions were found. After adhesiolysis we could find any sign of 

previous scar on the visible uterine wall. Entire uterine wall seemed as if we were doing CS in a primiparous patient. 

This made us suspicious of UT. UT is considered rare and has been referred to as an ‘obstetrician’s once in a lifetime 

diagnosis’. Recently cases have been reported with no associated pelvic factors although a common feature in all 

these cases had been previous CS. UT is a potentially dangerous complication of pregnancy both to the mother and to 

the foetus. Maternal mortality in modern era highly unexpected event but maternal morbidity can occur because of 

complications like uterine rupture, uterine abruptio, sepsis, pulmonary embolism and iatrogenic complications like 

injury to blood vessels, urinary tract and rectum. During laparotomy where correction of UT is not possible, a 

deliberate posterior hysterotomy can be done for delivery of foetus. Bilateral plication of the round ligaments can be 

done to prevent immediate postpartum recurrence of UT. UT though rare should be kept in mind while performing CS 

in cases of previous CS, associated myomas, ovarian tumour, malpresentations of foetus. Clinical symptoms may be 

absent or nonspecific and the diagnosis may be intraoperative.  
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is made after delivery of foetus. When the repair of CS 

incision is noted to be very vascular. The uterine incision 

is sometimes inadvertently made on posterior or lateral 

wall due to the location of the uterus.2,3 

We report a case of previous 2 CS where we suspected 

rupture uterus but intraoperatively it was UT with 

unruptured fibrosed scar of previous CS.   

CASE REPORT 

A 31 years old, G3P2 presented in emergency department 

with history of amenorrhea 9 months and severe 

abdominal pain for 5-6 hours. She had previous 2 CS 

done for contracted pelvis. We immediately suspected 

rupture of previous CS scar. Her vitals were stable. On 

per abdomen examination uterine fundal weight was 36 

weeks and vague tenderness in all quadrants of abdomen 

was noted. Foetal heart sounds were normal. On per 

vaginum examination, cervix was uneffaced and not 

dilated. Pelvis was contracted. On ultrasonography a 

viable foetus of 36 weeks in variable presentation was 

seen. Expected foetal weight was 3.1 kg. Previous CS 

thickness was normal and placenta was fundal. No 

heamoperitoneum or intra-abdominal cause for acute 

abdomen was found.  

 

Figure 1: Dextrorotated uterus showing posterior 

uterine wall incision with repair. 

 

Figure 2: Previous 2CS scar identified on anterior 

uterine surface because of indentation. 

 

Figure 3: Bladder lower down with foley’s catheter 

insitu. 

On laparotomy dense intra-abdominal adhesions were 

found. After adhesiolysis we could find any sign of 

previous scar on the visible uterine wall. Entire uterine 

wall seemed as if we were doing CS in a primiparous 

patient. This made us suspicious of UT. Dextrotation 

tried but could not achieved due to full term foetus and 

previous adhesions. Hence deliberate transverse incision 

given on posterior uterine wall. After delivery of foetus & 

placenta, uterus exteriorised, torsion of 180 degree 

corrected and repair of incision done (Figure 1) Previous 

CS scar was thick and identified only because of 

depression on the uterine wall (Figure 2).  

And intact bladder lower down with foley’s catheter 

insitu (Figure 3). Bilateral plication of the round 

ligaments was done. Adequate haemostasis was achieved 

with no difficulty. Bilateral tubectomy was done. Baby 

weighed 3 kilograms with Apgar score of 10. 

Postoperative recovery was uneventful.   

DISCUSSION 

UT is considered rare and has been referred to as an 

‘obstetrician’s once in a lifetime diagnosis’. Pregnancy 

exaggerates the congenital and physiologic rotations and 

obliquities of the uterus making the gravid uterus prone 

for UT, though cases have also been reported in non- 

gravid uteri.4,5  

Recently cases have been reported with no associated 

pelvic factors although a common feature in all these 

cases had been previous CS. This may be because of poor 

isthmic healing resulting in suboptimal restoration of 

normal cervical length leading to an elongated cervix 

with structural weakness and angulation in the isthmic 

region leading to torsion. Most case of UT present with 

abdominal pain but signs and symptoms may be variable 

and about 11% of patients may remain asymptomatic6. 

Uterine torsion if detected remote from term then urgent 

laparotomy and rotation of uterus into its normal 

anatomical position may give chance for normal course 

of pregnancy.7 UT presenting in labour may manifest by 
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failure of cervical dilatation despite strong uterine 

contraction or foetal distress due to reduction in uterine 

blood flow. UT is a potentially dangerous complication 

of pregnancy both to the mother and to the foetus. 

Maternal mortality in modern era highly unexpected 

event but maternal morbidity can occur because of 

complications like uterine rupture, uterine abruptio, 

sepsis, pulmonary embolism and iatrogenic complications 

like injury to blood vessels, urinary tract and rectum. 

During laparotomy where correction of UT is not 

possible, a deliberate posterior hysterotomy can be done 

for delivery of foetus. Both vertical and transverse 

posterior uterine incision have been described. The risk 

of rupture of posterior transverse incision is theoretically 

less than a posterior vertical incision, although exact risk 

is not known because of the rarity of this condition. After 

delivery manual correction can be easily performed and 

associated pathologies like adhesions, fibroids or ovarian 

cysts should be removed to prevent recurrence. 

Bilateral plication of the round ligaments can be done to 

prevent immediate postpartum recurrence of UT. This 

keeps the uterus in anteversion, prevents posterior uterine 

adhesions and future dyspareunia. Bilateral plication of 

uterosacral ligaments has also been described.8,9 

The perinatal mortality has been reported to be about 

12%.6 The perinatal mortality was 20% for torsion less 

than 90 degree and 83% for torsion more than 360 

degree. Uterine venous obstruction due to UT causes 

increased pressure in placental cotyledons resulting in 

abruptio placentae foetal distress and foetal demise. 

CONCLUSION 

UT though rare should be kept in mind while performing 

CS in cases of previous CS, associated myomas, ovarian 

tumour, malpresentations of foetus. Clinical symptoms 

may be absent or nonspecific and the diagnosis may be 

intraoperative. Anatomical landmarks should always be 

defined prior to uterine incision during a CS to prevent 

damage to uterine vessels and vital organs. Early 

diagnosis and laparotomy may help to reduce maternal 

and perinatal mortality and morbidity. 
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