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ABSTRACT

The objective of this case report is to descrilvara case of interstitial pregnancy continuedthiltd trimester
undergone uterine torsion. A 34 years primigrawidén 31 weeks gestation was referred to our holspiii
pain in abdomen and uterine tenderness. The presenaiagnosis was a concealed placental abrupfiatient
was taken for emergency caesarean section in Viéaare of induction. During caesarean sectioagtiosis of
uterine torsion and interstitial pregnancy was ldsthed. Post operative patient recovered well @gisdharged
on seventh postoperative day. So, if interstitigmancy is not diagnosed at an early gestation iageay
continue till term which may lead to a rare comgtiion of uterine torsion.
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Uterine torsion during pregnancy is rare. Uterine CaseReport
torsion and interstitial pregnancy as single evemely A 34 year old primigravida 31 weeks of gestatiothwi
reported in literature. Prevalence of interstitiala singletone pregnant woman was referred from penp
pregnancies is 2%Because of increased distensibility of hospital in view of acute abdominal pain with intierine
interstitial part, pregnancy may remain asymptoenatid fetal demise. Patient was admitted in peripheryphak
unruptured until 14 to 16 weeks gestattoms the for evaluation and correction of anemia with Hb6od
symptom complex of uterine torsion is nonspecditgd as gm%. Next day morning patient had sudden onsetacut
surgical exploration is normally required to esttblthe pain in abdomen with breathlessness. She arrivezlito
correct diagnosis, intervention is frequently deldy hospital with uterine cramping pain and absentlfeta
increasing the risk of complications. Certain n@aéér movement.
irregular body movements or posture and positioy ma On examination, pulse was 64 beats per minutes;
cause rotation of uterus with underlying predispgsi blood pressure was 90/70 mmHg, pallor present. The
factors for rotation. Uterine venous obstructioruses uterus was 36 weeks size which was unusual, tem$e a
increased pressure in placental cotyledons leading was severely tender on palpation. The fetus was in
abruption and fetal distress and uterine arteryrobson longitudinal lie with cephalic presentation. Theéaféheart
leads to reduced placental perfusion which can kead sound was absent. There was no vaginal bleeding. On
fetal demise. vaginal examination cervix was firm in consisteranyd
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no effacement and dilatation. The presumptive diagn The exact mechanism and etiology of uterine torgon
was a concealed placental abruption. not known. The predisposing factors found in sorhe o

Ultrasound showed absent fetal heart rate and rtbese cases are malpresentation of the fetus {alpec
retroplacental hematoma. Coagulation profile wasnabd ~ transverse lie), myomas, uterine anomalies, pelvic
Other blood investigations were within normal limit adhesions, ovarian cysts, uterine suspension, aiahor
Cerviprime induction of labour was done. There wapelvis and placenta previaAccording to Wilson et 4.
failure of cervical dilatation despite strong uberi most of cases had normal anatomy that is unexpglaine
contractions, so decision of emergency caesaredioise torsion. In most case reports, the correct diagnoss
was taken. Patient received three blood transfasiomarely established before surgical exploration.simr is
preoperatively. Under spinal anesthesia, an infilital  also rarely asymptomatic. Recently, both magnetic
midline vertical incision was made. On entering theaesonance imaging and computed tomography scanning
abdominal cavity, bladder flap was not visualiz&the have been used to help make the diagnosis prior to
right round ligament, ovary, and fallopian tubepegred exploratory surgery. Torsion of the full term pragh
to be rotated from left to right. Transverse lowegment uterus is a rare obstetric event and rarely diagphbgfore
uterine incision was made and presenting part vigis h surgerylt can be asymptomatic or may present with acute
and with difficulty baby was delivered. There was n onset of abdominal pain, distention, gastrointestin
placental abruption. The placenta was removed niignua disturbances, urinary dysfunction and vaginal bilegd

The uterus brought through the abdominal incision, Management requires emergency laparotomy. At term,
uterine torsion was found. Uterus derotated °18the uterus is derotated and LSCS (lower segment ca@sare
incision on uterus was on posterior surface. Attilme of  section) is done. If derotation is not possiblestpdor
surgery, the uterine fundus on right side was fotanle  low transverse incision is givénln such cases elective
enlarged, myometrium thinned out, with a discoloredection is advised in next pregnancy as risk ofungpis
cystic swelling. We suspected interstitial pregranc not known? Fetal mortality of 18% was reported by
There was no other uterine anomaly or pelvic patipol ~ Wilson et al?

There was no other reason for uterine torsion. (tkéne Diagnosis of an interstitial pregnancy can be ndisse
incision was closed with a double layer of delayedy either physical examination or ultrasound. Régen
absorbing suture (polyglactin 910). both magnetic resonance imaging and computed

The patient made an uneventful recovery and wa®mography scanning have been used to help make the
discharged home on the seventh postoperative dag. Tdiagnosis prior to exploratory surgery. If interstitial
patient was advised to undergo caesarean secticanjo pregnancy is not diagnosed at an early gestatien iag
subsequent deliveries because of the lack of iton  may continue till term which may lead to a rare
about the safety of labour following a posteriowés  complication of uterine torsion.
segment uterine incision. We failed to get earlystpo
operative MRI of the patient due to affordabilitysiie. Conflict of interest: None.Disclaimer: Nil.

MRI was done day 20 post operative.
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