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ABSTRACT
Torsion of gravid uterus is a rare event and most commonly recognised at caesarean section either prior to incision or
after delivery of the fetus. Difficulties are reported regarding its in recognition, predisposing factors and etiology. A
31 years old primigravida with history of primary infertility who conceived by IVF-ET was hospitalised for early
onset severe hypertension at 31 weeks. She underwent caesarean section at 37 weeks and a transverse lower segment
incision was performed and baby was delivered by vertex. Placenta did not separate for 20 minutes and was found to
be morbidly adherent. After manual removal of the placenta and suturing the incision, it was found to be surprising
that the incision was on the left anterolateral wall of the uterus. The uterus was torted in clockwise direction for 900at
cervico-isthmical junction. On review of the literature we found that the report of change in placental location on
USG may give a clue for suspecting torsion gravid uterus pre-operatively and this finding was documented in the case
record as per the serial USG monitoring.
Keywords: Unrecognised torsion, caesarean section.
Uterine torsion during pregnancy is a rare event as it is
mostly asymptomatic and diagnosis is made after delivery at
caesarean section. In pregnant uterus which torts more than
180 0 in unrecognised cases posterior wall is incised and
delivery is effected1. Even when it was recognised prior to
incision deliberate incision on posterior wall was necessary
to rescue the fetus and deliver .2, 3. Uterine incision resulting
in left antero-lateral wall of the uterus due to unrecognised
torsion is not found in literature search and further there is a
cornual implantation of placenta which was morbidly
adherent. Hence this case is reported.
Case
A 31years old conceived after 13 years of primary
infertility by ICSI-ET in view of poor ovarian reserve and
male factor oligospermia. Prophylactic cervical cerclage was
placed at 12 weeks of gestation elsewhere. She presented at
31 weeks of gestation to our emergency services with
hypertensive crisis and pulmonary oedema. She was
admitted 2 days prior in a private hospital for hypertension

and was started on tablet labetalol 100 mg 8th hourly. As she
had BP of 170/110 mm Hg inspite of the antihypertensive
inj. Magnesium sulphate was started and she was referred to
tertiary care set up. On examination, she was conscious, well
oriented and no imminent symptoms. She was afebrile and
had mild palor and pedal edema. Her pulse was 96/min
regular BP was 139/98 mm Hg and SpO2 99% at room air.
Respiratory rate was 19 /min. CVS was normal except for
tachycardia. Knee jerk was brisk and spot urine protein was
nil. Abdominal examination showed 28 wks uterus relaxed
nontender and fetus was in cephalic presentation with FHR
of 146 bpm. She was monitored continuously after admission
to eclampsia room and was managed with antihypertensives
and prophylactic magnesium sulphate. Investigations for preeclampsia (pre-eclampsia profile) were sent. After 10 hours
of admission pulmonary oedema was diagnosed and BP also
shot up. She received diuretics and inj. morphine. ABG
(arterial blood gas analysis) was within normal limits. She
was kept in propped up position and received continuous
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Table 1: Haematological and biochemical parameters
Date
6/7/20
11/7/20
15/7/20
24/8/20
1/8/20
Hb
11.3
10.7
11.6
11.59
11.1
TLC
10,200
10,600
11,070
10,100
8,690
Platelet (lakh/mm3)
3.48
2.9
2.9
2.8
2.4
Urea/Creatinine
10/0.37
12/0.24
14/0.24
15/0.18
14/0.31
Na/K
135/3.1
133/3.8
130/4.4
136/3.27
136/3.75
Bilirubin (total/direct)
0.37/0.17
0.4
0.28
0.21
0.2/0.06
AST/ALT
13/14
20/12
20/22
20/9
21/12
STP/Alb
6.3/3.4
5.7/3
5.6/3.2
5.5/3.1
4.3/2.7
Hb – haemoglobin, TLC – Total leucocyte count, AST - Aspartate aminotransferase, ALT - Alanine
Albumin.

nasal oxygen 10l/min by Hudson mask. COVID 19 RT-PCR
was negative. Antenatal corticosteroids, inj dexamethasone 6
mg 12 hrly, 4 doses was given. NST was done intermittently
for 48 hours. The haematological and biochemical
investigations are shown in table 1. The other investigations
were; 24 urine protein was 164 mg/ day; ECG- normal sinus
rhythm with physiological T wave inversion of V1, V2; V3;
ECHO- normal); USG-KUB- bilateral mild calyceal
splitting; Fundus – grade I hypertensive retinopathy; 75 gm
GTT was 94/193/119; TSH- 1.39 µIU/mL.

8/8/20
15/8/20
20/8/20
11.6
11.6
10.1
14,070
11,890
15,230
2.58
2.6
2.44
21/0.36
18/0.41
31/0.44
131/4.0
0.38/0.07
0.33/0.07
23/14
24/15
29/13
5.6/3
5.4/2.8
4.5/2.4
aminotransferase, STP – Serum total protein, Alb –

She required 2 antihypertensive viz; tab labetalol 100 mg
8th hourly and tab nifedepine 10 mg 12 hourly to achieve
control along with antioxidants. Gestational diabetes was
managed by diabetic diet. After one week, tab nifedepine
was stopped and her BP was controlled only with labetalol
100 mg 8th hourly. Daily NST, biweekly USG and doppler
were done (table 2). She was started on inj. enoxaparin 40
mg subcutaneous once daily in view of raised pulsatality
index.
She underwent elective LSCS at 37 weeks under spinal

Table 2: Serial USG and doppler parameters
Date
6/7/2020
11/07/2020
16/07/2020
24/07/2020
30/07/2020
Presentation
Transverse
Breech
Cephalic
Oblique
Cephalic
Placenta
Posterior
Fundo- anterior
Fundo- anterior
Posterior US
Posterior US
BPD(weeks)
30+4
31
34+2
31+4
33+2
HC (weeks)
32+2
30+1
32+1
32
32+1
AC (weeks)
30+2
30+4
32+1
33+2
32
FL (weeks)
30+6
31+5
32+4
32
33+3
EFW(grams)
1630
1500
2000
2200
2300
AFI (cms)
14.7
8.1
8.2
8.3
8.6
Doppler
1.1
1.4
1.4 and 1.2 in few loops
BPD – Biparietal diameter, HC – Head circumference, AC – Abdominal circumference, FL – Femur length, EFW
Amniotic fluid index.

10/8/20
17/8/2020
Cephalic
Cephalic
Posterior US
Posterior US
33+5
36+5
35+2
35+2
34+2
37
34+2
35+6
2400
2560
8.5
8.2
1.2
1.2
– Estimated foetal weight, AFI –

anaesthesia in view of severe hypertension, GDM, short
stature and maternal request. Abdomen was opened in layers
by pfannensteil incision and prophylactic oxytocin started.
Uterovesical fold identified and separated with sharp
dissection and lower segment appeared vascular and head
was fixed and a low transverse incision given over lower
uterine segment (Kherr’s ). Venous bleeding was controlled
by application of Green armytage forceps to the lower flap of
incision and baby was delivered by outlet forceps. Alive
female baby with an APGAR of 8/10 at one min was born
which weighed 2.5 kg. The cord was clamped and cut and
there were no signs of placental separation. The angles of the
incision were secured by ligating with vicryl 1-0 sutures and
both angles were held. Waited for 20 minutes for
spontaneous placental separation and the fundus of uterus
was palpated. Uterus felt like bicornuate and it was
exteriorised (figure 1). Placenta was implanted in the left
cornu and gave the false impression of uterine anomaly on
palpation. Thinned out uterine wall was noted on manual

Figure1: Cornual implantation of placenta mimicking
uterine anomaly and the incision is seen as transverse
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removal of placenta which was done slowly and carefully
using index and middle fingers.

(figure 3). The uterus had rotated in a clockwise direction by
90 degrees and the left lateral wall of the uterus was bulging
with fetal head as the presenting part. After removal of
placenta spontaneous detorsion occurred and it was realised
that the incision was on left antero-lateral wall. Postoperative
period was uneventful and baby and mother were discharged
in good health on 5th postoperative day.
Discussion
During pregnancy uterus is usually physiologically
dextrorotated (anticlock-wise) due to the presence of sigmoid
colon on the left side and no major effects occur due to this
except supine hypotension. Torsion is diagnosed when the
uterus rotates on its long axis about ≥ 45 0. Torsion can result
either in clockwise or anticlockwise direction. The exact
aetiology of uterine torsion in pregnancy is still unknown
since decades and mullerian anomalies, ovarian mass, fibroid
uterus, malpresentation of the foetus, multiparty are some of
the risk factors reported for uterine torsion4. In this lady
Cornual implantation with morbid adherence may the
etiological factor. This could not be diagnosed antenatally on
USG. Her USG findings tabulated were not done by a single
obstetrician cum sonographer and in the literature the
observation of shift or change in placental localisation was
made in 1989 by JAM Kremer 5. This is retrospectively
confirmed in the USG findings of this lady tabulated in table
2 at 30 and 32 weeks showing fundo-anterior and later
posterior upper segment location of placenta. JAM Kremer et
al commented that “Different placental localisations should
not always be considered as an error of another sonographer
but rather as a sign of torsion of the uterus”. Different
placental localisations and associated intrauterine growth
restriction and doppler abnormalities is reported by Kara
Rood and KB Markham 6.
The symptoms due to torsion depend on the degree to
which torsion occurs and symptoms usually appear in
women with more than 180 0 and extreme torsion like 540°
and 720° were reported to be associated with uterine necrosis
and intrauterine death respectively 7. Torsion was reported to
be asymptomatic in 11% 8. Pre-operative diagnosis is not
possible in asymptomatic cases and if MRI done for acute
abdomen or some other reasons may show ‘X’ shaped
configuration of vagina 9.
Most commonly incision on posterior wall was reported
in case reports with asymptomatic torsion and the review in
2005 mentioned that the uterine incision can inadvertently
happen on posterior or lateral wall of uterus 10 and torsion is
usually diagnosed at the time of suturing the incision. In the
case presented here the diagnosis was made soon after

Figure 2: Normal contour of uterus after manual
removal of placenta.
The placenta was needed to be scooped with these fingers
and there was no PPH. After the removal of the placenta
uterine morphology was found to be normal (figure 2). No
excessive bleeding was noted from the uterine cavity or
placental bed.

Figure 3: Uterus with sutured incision on left anterolaeral wall after spontaneous detortion.
There was difficulty in finding the internal os. The uterus
was manipulated to see the ends of the incision which were
noted to be in left antero-lateral wall of uterus and not
involving the broad ligament or uterine artery. It is at this
juncture uterine torsion was diagnosed. The internal was
palpated through the lower end of the incision and tubular
cervix was seen. The incision was closed in 2 layers with
continuous and intermittent sutures using 1-0 vicryl
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suturing. Placenta accreta was diagnosed as the placenta did
not separate for 20 minutes and after exterioring the uterus
thinned out uterine wall was noticed and a bold attempt was
made to remove the placenta by manual separation and
myometrial defects were felt after separating and removing
the placenta. There was no PPH and hence no compression
sutures were applied. Contrary to this case abruption was the
clinical and intra-operative diagnosis in the case of uterine
torsion reported by I Ulu from Turkey.11
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