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Abstract

Purpose: Uterine torsion (UT) in pregnancy is a rare condition in obstetric practice. It is defined as a rotation
of the uterus of more than 45� around its long axis. Presentations are varied and, most of the time, this con-
dition is recognized at laparotomy or cesarean section (CS). The aim of this study is to summarize the latest
evidence about UT in pregnancy.
Methods: A systematic research of the literature was conducted fetching all papers published from March
2006 to June 2020. We collected data regarding clinical features, treatment, and feto-maternal outcomes.
Finally, we reported data of a case of UT associated with intrauterine growth restriction (IUGR) diagnosed
and treated at our institution.
Results: According to our search strategy, 38 articles were included. In 66% of the cases, acute symptomatol-
ogy was present at the onset, most frequently abdominal pain was reported. In one-third of the cases, UT
was diagnosed during CS without clinical suspicion. Only in two cases, including our case, IUGR was
reported. Most (66%) of the cases presented a 180� torsion. In the majority of the cases, a CS was performed
also with a deliberate or accidental posterior hysterotomy. One and six cases of maternal and fetal death
were, respectively, reported.
Conclusion: UT is an infrequent obstetric condition but should be considered in case of abdominal pain,
vomiting, or shock presentation during pregnancy. It could lead to a reduction in uterine blood flow contrib-
uting to poor placental perfusion, even though more evidence is needed to clarify this link.
Key words: cesarean section, growth restriction, pregnant uterus, preterm birth, uterine torsion.

Introduction

Uterine torsion (UT) in pregnancy is a rare condition
in obstetric practice and is defined as a rotation of the
uterus of more than 45� around its long axis. UT can
be a life-threatening disease and is observed in all
age-groups of the reproductive period, in all parity
groups and during all stages of pregnancy. The etiol-
ogy is not clear but several risk factors have been

identified including morphologic anomalies, myoma
uteri, pelvic adhesion, previous pelvic surgery, pelvic
masses, attempt of external cephalic versions, and
abnormal fetal presentation.1 The most common
symptoms include birth obstruction, abdominal pain,
vaginal bleeding, shock condition, urinary and intesti-
nal symptoms, while less frequently there is an
asymptomatic clinical onset. In the early stages of
pregnancy, if UT is diagnosed the treatment of choice
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is immediate laparotomy, manual detorsion of the
uterus, and, if possible, surgical correction of the asso-
ciated anomalies. Cesarean section (CS) is necessary
to treat UT in the final stages of pregnancy or during
labor and most of the times is an unexpected
intraoperative diagnosis. The aim of this study is to
summarize the latest evidence regarding diagnosis
and management of UT in pregnancy. Furthermore,
we reported a case of a 39-year-old woman with sin-
gleton pregnancy complicated by preeclampsia and
placenta previa who underwent a CS with an inciden-
tal intraoperative diagnosis of UT.

Material and Methods
Study design

This is a systematic review of the literature on the UT
in pregnancy with a case report presentation.

Search strategy

For the purpose of this study, a literature search was
performed from January 2006 to May 2020 in the
electronic database Scopus, PubMed/MEDLINE,
ScienceDirect, and the Cochrane Library. The search
strategy included the combinations of the Medical
terms “Uterine torsion” AND “pregnant uterus.” The lit-
erature search aimed to identify all the papers published
in English language reporting cases of UT during preg-
nancy. Given the rarity of the topic, we included case
reports, case series, and literature reviews.

Study selection and data extraction

Titles and/or abstracts of identified studies were
screened independently by three authors (FFA, BN,
and SF). The full text of the potentially eligible
studies was retrieved and independently assessed for
eligibility by other review team members (LF, EN,
and FO). Any disagreement over the eligibility of par-
ticular studies was resolved through discussion with
author (FF). The reference lists of all identified studies
were systematically revised to identify other eligible
publications. The review was written following the
Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA) guidelines (Figure 1).

Inclusion and exclusion criteria

The study aimed to ask the following PICOS questions:

• Population: patients with a diagnosis UT during
pregnancy.

• Comparison: no comparisons are expected.
• Outcomes: entity of UT and feto-maternal outcomes.
• Study design: case reports, case series, and system-

atic reviews.

Objective of the systematic review

The aim of the present study was to summarize the
most recent evidence in literature concerning the diag-
nosis and management of UT in pregnancy.

Results
Literature review

Four major literature reviews regarding UT during
pregnancy have been published: Robinson and
Duval in 1931,2 Nesbitt and Corner in 1956,3 Jensen
in 1992,1 and the last by Wilson in 2006.4 From 1992,
a total of 212 cases were reported and 38 cases were
added by Wilson’s review in 2006. The search strat-
egy provided a total of 523 articles after removing
duplicates. Thus, 436 abstracts were screened and
384 were then excluded. A total of 52 full-texts were
initially eligible. Of these, 13 studies were subse-
quently excluded according to inclusion and exclu-
sion criteria. Finally, 385–42 articles were included in
the analysis. In our literature review, none UTs were
reported in the first trimester of pregnancy, five
(13%) cases38–42 in the second trimester, and
33 (87%) cases10–42 occurred in the third trimester.
Most of the cases concerned a singleton pregnancies
and only four cases6,9,30,37 (10.5%) a twin pregnancy.
Clinical manifestation was acute in 25 (66%) cases,
asymptomatic with intraoperative findings in
12 (31.5%) cases, and in one case the onset was
unspecified. Abdominal pain was the main symptom
in 17 (68%) cases of acute onset, vomiting was
reported in five (20% of acute symptomatic torsion)
cases, vaginal bleeding in one (4%) case, one (4%)
case of urinary retention,38 and a shock is reported
in two (8% of acute symptomatic torsion) cases. In
two cases, UT followed an attempt of external
cephalic version, in four (10.5%) cases were reported
uterine anatomical anomalies, in one case a patient
previously underwent sacro-hysteropexy, and in one
case congenital connective tissue disorder17 was
hypothesized to be implicated in the pathogenesis.
In 10 cases, fetuses were in cephalic presentation
(26%), breech presentation was reported in 13 (34%)
cases, four (10.5%) cases with transverse presenta-
tion, and 11 (29.5%) cases did not provide the fetal
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presentation. Different degrees of UT were reported:
in 25 (66%) cases there was a 180� torsion, in five
(13%) cases a torsion greater than 180�, and in eight
(21%) cases the torsion was less than 18�. CS was
performed in 35 (89.5%) cases, while vaginal birth at
term was successful in two cases after laparotomic
correction of UT in the second trimester. In one case,
a dead fetus was left in utero and subsequent hyster-
ectomy was accomplished (Table 2). Fetal death was
reported in six (16%) cases and in one case a hyster-
ectomy with dead fetus in situ was performed.
Maternal death was reported in one (2.5%) case.
Hysterectomy, B-Lynch ligation and hypogastric
arteries ligation, uterine arteries ligation, and
salpingo-oophorectomy were needed as additional

surgery procedures, each in one case. In two cases,
amputation of the twisted uterine horn in bicornuate
uterus was necessary.

Case report

The patient was a 39-year-old gravida at 32 + 6 weeks
of gestation age (GA) with a singleton pregnancy
complicated by preeclampsia and placenta previa
major. A retroverted and latero-deviated uterus was
described since the fourteenth week of GA. Increased
uterine arteries resistance was found during second
trimester ultrasound screening; cervix was difficultly
evaluable because of its position under the pubic sym-
physis. The patient was subsequently followed with
ultrasound every month. An early intrauterine growth

FIGURE 1 Systematic review flowchart following the PRISMA guideline
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restriction (IUGR) with impaired maternal and fetal
Doppler velocimetry was found ultrasound evalua-
tion at 25 weeks of GA. Placenta previa major was
reported at 30 weeks of GA and 6 days later the
patient was admitted to our Obstetric Unit for a wors-
ening preeclampsia. During hospital stay periodic
ultrasound Doppler velocimetry, cardiotocography,
and biochemical preeclampsia screening tests were
performed. At 32 + 6 weeks, the patient was urgently
transferred to delivery room after the appearance of
low variation and frequent decelerations of the fetal
heart rate during cardiotocography monitoring. We
decided to carry out an emergency CS and after
abdominal wall opening a vascular plexus with
approximately vessels of 15 mm of diameter was
noted in the exposed part of the uterus. A transverse
incision was performed where the cephalic portion of
the fetus was evident. The fetus extraction was carried
out as well as the afterbirth, and a 1202 g newborn
was delivered. After uterus evacuation, a 90�–180� left
rotation on the longitudinal axis was found. Because
of uterus rotation, the incision was performed in the
right and posterior part of the uterus causing a homo-
lateral large ligament lesion (Figure 2a). After
detorsion and exteriorization of the uterus, a double-
layer suture was performed to close the viscera
(Figure 2b,c). The large ligament tear was closed and
a pelvic drain was left in place. Estimated blood loss
during surgery was 1000 mL and two blood cell units

were administered. The drain collected 530 mL of
hematic fluid in few hours after the surgery proce-
dure and the blood tests showed values consistent
with a condition of disseminated intravascular coagu-
lation (hemoglobin: 10.4 vs. 12.2 g/dL; platelets
120 vs. 200 � 109/L; PT 52% vs. 138%, INR 1.5 vs. 0.8,
aPTT ratio 1.43 vs. 0.95, fibrinogen 51 vs. 439 mg/
dL). An abdominal CT scan reported a large parietal
hematoma with a contrast die blush in the arterial
phase suggesting an active bilateral bleeding from
epigastric arteries. Endovascular approach was cho-
sen to control the bleeding performing embolization
of the epigastric arteries. The patient was then admit-
ted to intensive care unit (ICU) for the following
2 days. On first postoperative day, anemia got worse
despite blood cell transfusion and a new abdominal
CT was carried out. A persistent bleeding from infe-
rior epigastric artery was pointed out and a second
endovascular procedure was decided. After 2 days,
the patient was transferred to the Obstetric Unit with
a progressive improvement of clinical condition and
blood tests (hemoglobin 10.7 g/dL, platelets 105 � 109/
L, PT 126%, INR 0.8, aPTT ratio 0.97, fibrinogen
430 mg/dL). During hospital stay, hypertension was
treated with nifedipine 30 mg daily until 9 days after
surgery. At the time of discharge, all the drugs were
interrupted. The baby was admitted to the intensive
neonatal care unit for 13 days and then transferred to
the Pediatric Unit until 36 days after birth.

FIGURE 2 (a) Hysterotomy performed in a right lateral projection and large ligament lesion; (b) posterior view after uter-
ine and large ligament suture; (c) right view after uterine and large ligament suture
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Discussion

UT is defined as the torsion of the uterus around its
longitudinal axis more than 45�1 and most torsions
are approximately 180�, consistently with our review
findings. Nonetheless, UTs from 60�41 up to 720�14 are
reported. It is a rare obstetric complication, its preva-
lence is unknown and it occurs in women of all ages,
parities, and gestations.1 The etiology is not clear and
various risk factors were reported such as fibroids, pel-
vic adhesions, ovarian cysts, anatomical alteration,1,3,4

sudden fetal or maternal movements, non-cephalic fetal
presentation, external cephalic versions,15,36 multiple
pregnancy,1 and finally smooth muscle abnormalities
and ligamentous laxity may participate in abnormal
uterine rotation.24 In our literature review, four cases
were twin pregnancies (10%) but they were not associ-
ated with worsening of fetal and maternal outcome;

considering the incidence of multiple pregnancy and the
rarity of UT relation was not clear. Four (10%) cases
reported uterine congenital anatomical anomalies,11,30,38,39

in one case the UT was in a patient with previous sacro-
hysteropexy8 and, in one case, congenital connective tis-
sue disorder could be implicated in the pathogenesis.17

Despite the association of common pelvic pathology and
uterine anomalies with UT, many case reports are avail-
able in literature without clear connection with identifi-
able pathology,4 suggesting that additional influences
must be present. More frequently, UTs have an acute
onset with a wide spectrum of symptoms such as
abdominal pain, nausea and vomiting, birth obstruction,
fetal distress up to an emergency situation of maternal
shock (Table 1). Asymptomatic onset and accidentally
diagnosis during laparotomy are less common but possi-
ble and it is reported in 31% of the cases. In our literature
review, acute abdominal pain was reported in 68% of
cases and the clinical finding imposes to always consider
UT as a differential diagnosis in pregnancy. A dramatic
situation of systemic shock is reported in 8% of cases
since 2006 and a sudden worsening is possible requiring
a prompt surgical management. Some authors reported
cardiotocography abnormalities (20% of cases since
2006), probably due to the reduction of blood flow cau-
sed by the organ torsion.
UT is not an easy clinical or instrumental diagnosis.

In literature, there are reported four pathognomonic
clinical signs: spiral running of rectum or urethra,
twisted vagina, and uterine artery pulse in anterior or
posterior fornix.1 Rarely, the diagnosis is suspected
during pregnancy but an ultrasonography modifica-
tion of placenta site or an abnormal course of ovarian
vessel in front of the lower uterine segment could
suggest the diagnosis.43 Consistently with clinical
findings reported by Jensen et al1 some authors

TABLE 1 Characteristics of cases in the literature since
2006 (N = 38 cases)

First trimester 0/38 0%
Second trimester 5/38 13%
Third trimester 33/38 87%

Singleton pregnancy 34/38 89.5%
Twin pregnancy 4/38 10.5%

Fetal presentation
Breech 13/38 34%
Cephalic 10/38 26%
Transverse 4/38 10.5%
Not reported 11/38 29.5%

Acute symptomatology 25/38 66%
Abdominal pain 17/25 68%
Vomiting 5/25 20%
Fetal distress 5/25 20%
Shock 2/25 8%
Vaginal bleeding 1/25 4%
Urinary retention 1/25 4%

Asymptomatic 12/38 31.5%
Clinical symptoms not
mentioned

1/38 2.5%

Anatomical abnormalities 4/38 10.5%
External cephalic version 2/38 5%

Degrees of torsion
180� 25/38 66%
<180� 8/38 21%
>180� 5/38 13%

Maternal death 1/38 2.5%
Neonatal death 6/38 16%

TABLE 2 Management of cases in the literature since
2006 (N = 38 cases)

Cesarean sectiona 35 89.5%
Anterior hysterotomy 8 23%
Unintentional posterior hysterotomy 18 51%
Intentional posterior hysterotomy 8 23%
Fundal incision 1 3%

Hysterectomy with fetus in situ 1 2.5%
Vaginal birth 2 8.0%
Total 38 100%
aAdditional surgery procedures performed as combined or sin-
gle in three patients: B-lynch ligation (1), hypogastric arteries
ligation (1), uterine arteries ligation (1), and salpingo-
oophorectomy (1).
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propose the finding of X-shaped upper vagina on
MRI (magnetic resonance imaging) as a sign of UT
(the left lateral vaginal wall apex is twisted to the
right side of the pelvis and vice versa, forming the
X-shaped configuration).28,44 Nonetheless, the major-
ity of the cases were diagnosed at laparotomy, as in
our case report.
Three options are available after intraoperative

finding: an attempt of manual uterine detorsion with
careful evaluation of possible parametrial vessels
damage, posterior lower segment incision, and verti-
cal classic incision. In case of successful manual
detorsion, an anterior lower segment incision is possi-
ble. Deliberate posterior cesarean hysterotomy is an
option with irreducible torsion and sometimes is
unaware performed. Additional round ligament plica-
tion was sometimes proposed in order to prevent
recurrent torsion in the immediate puerperium.45

Some authors report possible morbidity with a poste-
rior incision with increased risk of surgical bleeding and
uterine rupture in following pregnancies.13,24 In few
cases, UT was suspected to reduce adnexal blood sup-
ply38,40 simulating hence an adnexal torsion46 and requir-
ing salpingo-oophorectomy.38 Bilateral salpingectomy
could be also safely performed for sterilization without
increasing complication rate.47

To our knowledge, there are not enough cases
available to determine the preferred management and
different clinical approaches were reported in litera-
ture, as summarize in Table 2. We suggest that ideally
the first surgical choice, when possible, is detorsion of
the uterus and low anterior segment incision, in order
to avoid associated complications of a posterior hys-
terotomy. Emergency laparotomy is the most frequent
approach but in our review two cases of vaginal birth
at term are found; in fact, Bukar et al41 reported a lap-
arotomy approach with derotation at 16 weeks and
Wang et al29 published a case report of 22 weeks
pregnant woman underwent an emergency laparot-
omy for torsion of myoma and rudimentary uterine
horn. Laparoscopic surgery is not recommended for
the management of UT despite recent advances48 and
wide applicability in challenging surgical cases49 .
UT is associated with significant morbidity and

mortality.1,4 Overall maternal mortality rate in Nesbit
and Corner3 review in 1956 was 13%, Jensen1

reported in his review only one maternal death from
1960 to 1992. In our literature review, one maternal
death was reported since 2006.6 UT could reduce the
uterine blood flow leading to a decrease of placental
perfusion22 and contributing to the process of IUGR

and Doppler-velocimetry alterations of the reported
case report. To our knowledge, this is the second case
in literature suggesting this correlation.38 Color Dopp-
ler sonography in animal models documented a poor
uterine perfusion in case of UT, reporting a high sys-
tolic flow and absent diastolic flow high systolic
flow.50 Nonetheless other factors, such as preeclamp-
sia, might have play a role in the aforementioned
case. Lack of previous ultrasound scans prevented to
identify the precise torsion timing and further investi-
gation is needed to understand the real clinical impact
on uterine vascularization and placental perfusion. In
our literature review, 13% of neonatal death was
reported consistently with the findings of Jensen and
Wilson.

Historically, the most significant factor affecting
perinatal mortality was the degree of UT.1,3 Blood
supply is decreased to the uterus when torsion occurs,
venous blood flow was first reduced, and a conse-
quent pressure raise in placental cotyledons leads to
fetal distress and abruption. Fetal demise is possible if
also arterial blood flow is barred. This pathologic pro-
cess gives an account of the association with high
degree torsion and worse clinical outcome. The litera-
ture review since 2006 reveals that torsion grades
greater than 180� are associated with more surgical
complications (60%), worse postoperative course, and
higher incidence of fetal death (40%). Nonetheless,
Toshinwal et al11 reported a case of maternal shock
and fetal death with a 90� UT underlining the
unpredictability of the clinical development.

We analyzed the reported cases with an infaust out-
come (maternal or fetal death) to identify similar
demographics features or common symptoms of pre-
sentation. Two cases ended with fetal death reported
a bicornuate uterus but relation with mullerian anom-
alies cannot be made. Literature demonstrated that
fetal mortality and pregnancy outcomes are deeply
influenced by a delayed management,43 in fact,
promptly intervention is essential to achieve good
outcomes. In our literature review, clinical presenta-
tions were various and a key symptom was not iden-
tified. Nonetheless in all the five cases with poor
outcome, vaginal bleeding or cardiotocographic pat-
terns of fetal distress were absent, hence without the
chance to provide early management given aspecific
symptoms.

In conclusion, UT is an infrequent and potentially
fatal complication of pregnancy, it occurs mainly in
the third trimester and should be suspected in pres-
ence of abdominal pain, vomiting and shock in
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pregnant women especially if risk factors are known
and in absence of a differential diagnosis. Rarely the
diagnosis is done with an ultrasound evaluation and
frequently UT is demonstrated intraoperatively. Cases
of vaginal birth are sporadically reported in literature
but emergency laparotomy is usually required. If man-
ual detorsion and a classic anterior incision are not
achievable, posterior hysterotomy could be performed
taking into consideration possible surgical adverse
events. The impact on uterine blood supply in case of
chronic torsion could lead to poor placental perfusion,
although further investigations are needed to assert evi-
dence. UT has to be promptly managed in order to
avoid the rare complication of feto-maternal exitus.

Acknowledgments

The authors would like to thank medical and nursery
staff of Department of Obstetrics and Gynecology of
Spedali Civili Brescia (Italy).

Conflict of Interest

The authors declare that there is no conflict of interest.

Author Contributions

Federico Ferrari, Filippo Alberto Ferrari and Beatrice
Negri contributed to the design and implementation
of the research, to the analysis of the results and to
the writing of the manuscript. Laura Franceschetti
and Sara Forte partecipated to the literature search.

Both Franco Odicino and Enrico Sartori contributed
to the final version of the manuscript and supervised
the project.

Data Availability Statement

Data available on request from the authors.

References

1. Jensen JG. Uterine torsion in pregnancy. Acta Obstet Gynecol
Scand. 1992;71:260–5.

2. Robinson AL, Duvall HM. Torsion of the pregnant uterus.
BJOG An Int J Obstet Gynaecol. 1931;38:55–5.

3. Nesbitt REL, Corner GW. Torsion of the human pregnant
uterus. Obstet Gynecol Surv. 1956;11:311–32.

4. Wilson D, Mahalingham A, Ross S. Third trimester uterine
torsion: case report. J Obstet Gynaecol Canada. 2006;28:531–5.

5. Berger A, Magdalena Ritter SF. Uterine torsion in preg-
nancy. Arch Gynecol Obstet. 2020;3:1033000039. https://doi.
org/10.12808/bcs.v3i1.1033000039

6. Darido, J., Fesquet J, Diari J, Hadded C, Hassan N,
Khadam L, et al. Hemorrhagic shock due to irreducible uter-
ine torsion in a third trimester twin pregnancy: A case
report. 85–89 (2020). doi:https://doi.org/10.29328/journal.
cjog.1001055

7. Gai MY, Wu LF, Su QF, Tatsumoto K. Clinical observation
of blood loss reduced by tranexamic acid during and after
caesarian section: a multi-center, randomized trial. Eur J
Obstet Gynecol Reprod Biol. 2004;112:154–7.

8. Bagli I, Erdem S. Uterine torsion at term pregnancy associ-
ated with a previous pelvic organ prolapse (POP) surgery.
J Obstet Gynaecol (Lahore). 2020;40:569–70.

9. Dandawate B, Carpenter T. Asymptomatic torsion of preg-
nant uterus. J Obstet Gynaecol (Lahore). 2006;26:375–6.

10. Kopko J, Sta�nczak R, Warzecha D, Wielgos M. Uterine tor-
sion in the second trimester of pregnancy. Neuroendocrinol
Lett. 2018;39:423–6.

11. Toshniwal R. Uterine torsion in 20 weeks of pregnancy: a
rare case report. J Obstet Gynecol India. 2019;69:28–30.

12. Carrier M, Korb D, Morin C, Sibony O. Asymptomatic uter-
ine torsion diagnosed after two uneventful pregnancies.
J Gynecol Obstet Hum Reprod. 2018;47:583–5.

13. Hoffman S, Jayaratnam S. Uterine torsion – A case report
and literature review. Glob J Reprod Med. 2018;5:59–61.

14. Kilicci C, Sanverdi I, Bostanci E, Abide CY, Eser SK. Uterine
torsion of 720 degrees in the third trimester of pregnancy
and accompanying bladder torsion: a case report. Pan Afr
Med J. 2018;29:1–5.

15. Karavani G, Picard R, Elami-Suzin M, Mankuta D. Complete
uterine torsion diagnosed during an elective caesarean
section following failed external cephalic version: a case
report. J Obstet Gynaecol (Lahore). 2017;37:673–4.

16. Ahmed FU, Ambreen A, Zubair S, Kiran N. Torsion of a
term uterus. J Coll Physicians Surg Pak. 2016;26:S50–1.

17. Nash K, Oji VC, Mitra S. Uterine torsion, a rare cause of
acute abdominal pain in the third trimester of pregnancy: a
case report. J Obstet Gynaecol (Lahore). 2016;36:668–9.

18. Ulu _I, Güneş MS, Kiran G, Gülşen MS. A rare cause of pla-
cental abruption: uterine torsion. J Clin Diagnostic Res. 2016;
10:QD06–7.

19. Vavrinkova B, Binder T. Uterine torsion in pregnancy. Neu-
roendocrinol Lett. 2015;36:241–2.

20. Farhadifar F, Nikkhoo B, Shahgheibi S, Soofizadeh N,
Rezaie M. Asymptomatic uterine torsion in a pregnant
woman. Indian J Surg. 2014;76:321–2.

21. Moores KL, Wood MG, Foon RP. A rare obstetric emer-
gency: acute uterine torsion in a 32-week pregnancy. BMJ
Case Rep. 2014;2014:bcr2013202974.

22. Rood K, Markham KB. Torsion of a term gravid uterus: a
possible cause of intrauterine growth restriction and abnor-
mal umbilical artery doppler findings. J Ultrasound Med.
2014;33:1873–5.

23. Zullino S, Faiola S, Paganelli AM, Ferrazzi E. A case of
Abruptio placentae due to the torsion of gravid uterus. Case
Rep Obstet Gynecol. 2014;2014:1–3.

4230 © 2021 Japan Society of Obstetrics and Gynecology.

Ferrari et al.

 14470756, 2021, 12, D
ow

nloaded from
 https://obgyn.onlinelibrary.w

iley.com
/doi/10.1111/jog.15038 by A

SST
 D

E
G

L
I SPE

D
A

L
I C

IV
IL

I D
I B

R
E

SC
IA

, W
iley O

nline L
ibrary on [14/08/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.12808/bcs.v3i1.1033000039
https://doi.org/10.12808/bcs.v3i1.1033000039
https://doi.org/10.29328/journal.cjog.1001055
https://doi.org/10.29328/journal.cjog.1001055


24. Arumugham S, Mathew M, Deoskar S, Sharma J. Uterine tor-
sion mimicking supine hypotension syndrome after regional
anaesthesia. BMJ Case Rep. 2013;2013:bcr2013010508.

25. Homam H, Moukhah S, Alizadeh M. ScienceDirect asymp-
tomatic torsion of a gravid uterus. Taiwan J Obstet Gynecol.
2013;52:599–601.

26. Erdogdu E, ArIsoy R, Tugrul S, Pekin O. Third trimester
uterine torsion. Arch Gynecol Obstet. 2012;286:1333–4.

27. Alpana G, Meenaxi P. Torsion of gravid uterus managed by
obstetric hysterectomy with the fetus in situ. J Obstet
Gynaecol India. 2013;63:279–81.

28. Deshpande G, Kaul R, Manjuladevi P. A case of torsion of
gravid uterus caused by leiomyoma. Case Rep. 2011;2011:
10–3.

29. Wang B, Zhou J, Jin H. Torsion of a rudimentary uterine
horn at 22 weeks of gestation. J Obstet Gynaecol Res. 2011;37:
919–20.

30. Zhang EG, Wimalasundera R. Uterine torsion in a mono-
chorionic diamniotic (MCDA) twins pregnancy. Prenat
Diagn. 2011;31:614–5.

31. de Ioris A, Pezzuto C, Nardelli GB, Modena AB. Caesarean
delivery through deliberate posterior hysterotomy in irreduc-
ible uterine torsion: case report. Acta Biomed. 2010;81:141–3.

32. Munro KI, Horne AW, Martin CW, Calder AA. Uterine tor-
sion with placental abruption. J Obstet Gynaecol (Lahore).
2006;26:167–9.

33. Poulose T, Fox R, Booth A. Unrecognised 180� torsion of a
pregnant uterus. J Obstet Gynaecol (Lahore). 2006;26:70–1.

34. El-Taher SSE, Hussein IY. Unexpected torsion of the gravid
uterus. J Obstet Gynaecol (Lahore). 2004;24:177.

35. Sparic R, Lazovic B. Inevitable cesarean myomectomy fol-
lowing delivery through posterior hysterotomy in a case of
uterine torsion. Med Arch. 2013;67:75–6.

36. Salani R, Theiler RN, Lindsay M. Uterine torsion and fetal
bradycardia associated with external cephalic version. Obstet
Gynecol. 2006;108:820–2.

37. Joseph R, Irvine LM, Sanusi FA. Labour dystocia secondary
to uterine torsion in twin pregnancy. J Obstet Gynaecol
(Lahore). 2008;28:649.

38. Lahood J, You W. Uterine torsion and subsequent rupture in
a gravid bicornuate uterus associated with an elevated
alpha-fetoprotein. BMJ Case Rep. 2018;2018:1–3.

39. Kumar N, Das V, Pandey A, Agrawal S. Torsion and rup-
ture of a non-communicating rudimentary horn in a
17-week gestation in a 16-year-old girl: lessons learnt. BMJ
Case Rep. 2018;2018:bcr-2017-222073.

40. Sachan R, Patel ML, Sachan P, Arora A. Complete axial tor-
sion of pregnant uterus with leiomyoma. BMJ Case Rep.
2014;2014:3–5.

41. Bukar M, Moruppa JY, Ehalaiye B, Ndonya DN. Uterine
torsion in pregnancy. J Obstet Gynaecol (Lahore). 2012;32:
805–6.

42. Fatih F, Gowri V, Rao K. Uterine torsion in second trimester
of pregnancy followed by a successful-term pregnancy. BMJ
Case Rep. 2012;2012:bcr2012006359.

43. Guié P, Adjobi R, N’guessan E, Anongba S, Kouakou F,
Boua N, et al. Uterine torsion with maternal death: our
experience and literature review. J Reprod Med. 1998;43(2):
153–7.

44. Nicholson WK, Coulson CC, Cathleen McCoy M,
Semelka RC. Pelvic magnetic resonance imaging in the eval-
uation of uterine torsion. Obstet Gynecol. 1995;85:888–90.

45. Pelosi MA 3rd. Managing extreme uterine torsion at term. A
case report. J Reprod Med. 1998;43(2):153–7. https://pubmed.
ncbi.nlm.nih.gov/9513879/

46. Ferrari F, Tisi G, Forte S, Sartori E, Odicino F. Adnexal tor-
sion with normal ovary in the third trimester of a twin preg-
nancy: case report and literature review: Adnexal torsion in
late twin pregnancy. J Obstet Gynaecol. 2018;45:13785.
https://doi.org/10.1111/jog.13785

47. Ferrari F, Forte S, Prefumo F, Sartori E, Odicino F. Opportu-
nistic salpingectomy during postpartum contraception pro-
cedures at elective and unscheduled cesarean delivery.
Contraception. 2019;99:373–6.

48. Majd HS, Ferrari F, Gubbala K, Campanile RG, Tozzi R. Lat-
est developments and techniques in gynaecological oncology
surgery. Curr Opin Obstet Gynecol. 2015;27:291–6.

49. Ciravolo G, Ferrari F, Zizioli V, Donarini P, Forte S,
Sartori E, et al. Laparoscopic management of a large urethral
leiomyoma. Int Urogynecol J. 2019;30:1211–3.

50. Hussein HA. Validation of color Doppler ultrasonography
for evaluating the uterine blood flow and perfusion during
late normal pregnancy and uterine torsion in buffaloes.
Theriogenology. 2013;79:1045–53.

4231© 2021 Japan Society of Obstetrics and Gynecology.

Uterine torsion: Systematic review

 14470756, 2021, 12, D
ow

nloaded from
 https://obgyn.onlinelibrary.w

iley.com
/doi/10.1111/jog.15038 by A

SST
 D

E
G

L
I SPE

D
A

L
I C

IV
IL

I D
I B

R
E

SC
IA

, W
iley O

nline L
ibrary on [14/08/2024]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://pubmed.ncbi.nlm.nih.gov/9513879/
https://pubmed.ncbi.nlm.nih.gov/9513879/
https://doi.org/10.1111/jog.13785

	 Uterine torsion and intrauterine growth restriction: Case report and systematic literature review
	Introduction
	Material and Methods
	Study design
	Search strategy
	Study selection and data extraction
	Inclusion and exclusion criteria
	Objective of the systematic review

	Results
	Literature review
	Case report

	Discussion
	Acknowledgments
	Conflict of Interest
	Author Contributions
	Data Availability Statement
	References


