
A Case of Retroflexion of the Full-time Gravid Uterus. 

By CARLTON OLDFIELD, F.R.C.S. (Eng.), F.C.O.G. 
Consulting S w g e o n ,  Generut 1 nfirmary, Lceds ,  and Woinen's  

Hospital, Leeds. 

DR. XNNESLEY FISHER, Skipton, saw tlie patient for the first time, 
in place of her ordinary medical attendant, a t  6 a.m., June 4th, 
1928. He was told that she uas aged 2 5  and in her first pregnancy. 
Labour was expected in about 10 days ; antenatal examinations 
had not been made ; there had not been any pain or other abnormal 
symptoms during the pregnancy. 'The membranes had ruptured 
16 hours previously, since \\hen liquor amnii had been dribbling 
away continuously. Labour pains came on during the night, 
but they were few and far between until about j a.m., when they 
became stronger and less infrequent. 

Dr. Fisher noticed that the uterus appeared to be small, its 
upper limit being only two or three inches above the umbilicus. 
He made n vaginal examination and fclt a limb in the vagina 
and a swelling in tlie hollow of the sacruni. 'I'he external 0s could 
not be felt. H e  telephoned to nic about the case a t  7 a.m. and 
soon afterwards sent the patient in an ambulance to Leeds. I saw 
her, in consultation with Dr. Fisher, a t  9 a.m., shortly after her 
arrival in the nursing home. From his description of the case I 
expected the complication to be that of an  ovarian cyst obstructing 
labour. 'The patient looked very wen and had a normal pulse- 
rate and temperature. 'Hie uterus 11 as small. The child lay 
obliquely, but its outline could not be defined because of the firm- 
n i w  of the uterus. T h r .  foetal heart-rate was 120. I h e  patient 
\\a\ anaesthetiAed and after emptying the bladder, which con- 
tained six ounces of  urine, and irrigating the vac)ina a vaginal 
examination wa\ made and a limb felt (Fig. I ) .  I he limb was 
a n  a r m ;  it  was swollen and, firm t o  touch. The  vagina was dis- 
pluc-ed forwarcis and upwards bj. a large tumour in the hollow of 
tlw swruiii. 'ihr tumour i tas rounded i n  shape, about a s  large 
as a \even inonths' foetal Iiead; it was firm to touch but neither 
hard nor definitrly ( tic. 'I'hc. os uteri could not be reached. An 
olilique lie due t o  obstruction 1 ) )  an ovarian tuniour was diagnosed, 
a n d  i i  \ \ a s  decided to open thr  ahdoiiic.n, remove the tumour, and 
then deliver (lie patient through t h e  natural passages. While  the 
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skin of the abdominal wall was being cleansed it was remarked 
that the size of the uterus appeared to be unusually small. When 
the peritoneal cavity was opened and the uterus exposed, no 
abnormality was noticed except that the line of reflection of peri- 
toneum from the uterus to the bladder was raised to about a hand’s 
breadth above the symphysis pubis. An attempt to draw the 
uterus out of the ahdoinen by grntle traction failed, and deeper 
anaesthesia was requested. \Vhcn this wits obtained the hand 
was passed into tlie abdomen and behind the uterus, which organ 
was slowly but firmly lifted forwards until it was delivered on to 
the surface of the abdominal wall (Fig. 2). The uterus did not 
sag forward as it usually does in such circumstances, but it tended 
to return into the abdominal cavity. The uterus was markedly 
retracted, and on palpation the parts of the child could not be 
clearly niade out, but its head was felt below and to the left. The 
hand was now passed behind the uterus and insinuated between the 
tumour and the sacrum, and the tumour was cautiously raised 
on to the surface ot the abdomen. It then became evident that 
the tumour was uterine and not ovarian, for it projected erect 
from the fundus of the uterus (Fig 3 ) .  I t  was as large as a seven 
months’ foetal head, rounded and firm to touch. Its cdour, which 
gave it ;I congested appearance, was of a deeper shade than the 
rest of the uterus. Its attachment to the uterus was broad and 
only slightly less than the greatest cirrumference o€ the tumour. 
As the tumour appeared to be a fibroid it was decided to turn 
the child into a vertex presentation and then leave tlie delivery 
to nature. 

At first the attempt to turn the child failed on account of the 
arm being prolapsed in the vagina. The prolapsed arm was 
easily replaced in the following way. After passing the right 
hand into 1)ouglas’s pouch and feeling the child’s arm through 
the vaginal wall, sweeping pressure was made upwards on the 
child’s arm with this hand. Then pressure inwards was made 
on its head by the left hand through the front o f  the uterus. By 
these manipulations the arm was at once restored into the cavity 
of the uterus and the head placed over the brim in the middle 
line. 

Before closing the abdomen the tumour was again examined. 
’I’here seemed to be no doubt about its being a fibroid. ‘I‘he only 
question was whether the tumour should be removed or left in situ. 
Rightly or wrongly i t  was decided to remove it, because it was 
thought t h a t  i t  might produce symptoms during tlie puerperium 
or afterwards, especially i f  the patient again became pregnant. 

An incision long enough for its enucleation w7as made over the 

External cephalic version was thus completed. 
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top of the tumour. T h e  incision was a superficial one a t  first and 
involved only the peritoneum and a thin layer of muscle. O n  
deepening the incision it became at  once obvious that the tissue 
being divided was placental. 

There was no longer ariy question a s  to the nature of the 
“tumour” or the procedure by which the labour should be com- 
pleted, especially a s  the amniotic cavity was opened a t  one end 
(the left) of the incision. The  wound was lengthened to the left 
(Fig. 4) through normal thick uterine wall, and the child delivered 
by Caesarean section. After removal of the placenta the uterus 
appeared to be a perfectly normal one except that the Caesarean 
incision lay on its $osterior surface (Fig. 5). It extended from 
the insertion of the right Fallopian tube obliquely downwards and 
to  the left. T h e  muscle was thin above and to the right, i.e., a t  
the placental site, but  of normal thickness to the left and  below. 
After suturing the uterine incision the posterior surface of the 
uterus was examined for signs of adhesions; none were seen, but 
there was another interesting lesion, and  this w a s  a crack in the 
peritoneum about t u o  inches long and passing obliquely over the 
lower uterine segment (a) (Fig.  5). ’The complete absence of 
oozing from the crack and  its retracted margins were striking 
features. I ts  margins were drawn together by  a few fine catgut 
sutures so a s  to cover the raw surface exposed. Finally the  uterus 
was put  back into the abdomen and the operation was completed 
by closing the abdomen in the usual way. 

Recovery was satisfactory and  mother and  child, both alive 
and well, went home within three weeks of admission. 

The  case (Fig. 6 ) ,  rctroflcxion of the gravid uterus continuing 
to full time, is a rare form of obstructed labour. T h e  condition 
is  barely mentioned in the usual textbooks and there are few such 
cases in the English journals, but Herman, Munro Kerr,  Whit-  
ridge Williams and De  Lee discuss the subject in their books. 

In  his “Difficult Labour,” Herman’ makes the following 
statement : “The pregnancy goes o n ;  the anterior wall of the 
uterus rises in the abdomen and a t  the end of pregnancy the uterine 
cavity is partly in the true pelvis, partly in the abdomen, the 
vaginal portion and os externum being above the symphysis pubis. 
Th i s  is very unusual. Surgeons called to such cases who were 
not acquainted with the subject have performed various operations 
to extract the child, with disastrous results. In  every such case 
that has  been let alone (and I am glad to say most such cases have 
been in English practice), natural delivery has  taken place.’’ 

Froin the above extract it i s  reasonable to conclude that Herman 
was familiar with the condition ; but the last sentence is surprising, 
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because in the cases reported, bolh i n  English and foreign litera- 
ture, natural delivery has been the rarest of all methods by which 
labour was  completed. However, a case under Herman’s care 
(see p. 9) did have a natural labour. In the last edition of Her- 
man’s “Difficult J,abour,” the treatment suggested is abdominal 
section if reposition by pressure from below fails. For this opinion 
the writer (C.O.) is responsible. 

This is what Munro Kerr’ says in his excellent account of 
retroflexion of the gravid uterus :-“But there is the third group, 
in which a portion of the uterus is left behind in the pelvis. This 
is now referred to as partial retroflexion or sacculation of the 
gravid uterus. It is quite possible in certain cases where, for 
example, a tumour of the uterus or the ovary exists, that the retro- 
displacement is really secondary, the tumour preventing the uterus 
from extending upwards in the abdomen, but in other cases it is 
certainly the result of adhesions. I once saw a case where 
a myoma of thc uterus prevented the  fundus from rising and 
caused sacculation, while a few years ago a case was sent to me 
where a broad ligament cyst had a siniilar effect. Crooni, Durhs- 
sen, and others have recorded similar cases. As examples 
of sacculation the result of a portion of the gravid uterus remain- 
ing behind, mention may be made of the cases described by 
Oldham, Merriman, Barnes, Hicks, Reid, and Duhrssen.” 

It would appear that Munro Kerr has not seen a case of retro- 
flexion of the gravid uterus at full time, apart from adhesions or 
tumours, but in the case here reported, and in most of the others 
referred to later, there was  not any evidence of adhesions or 
tumour having caused the retroflexion. 

With regard to the name “partial retrofexion or sacculation,” 
the criticism offered is that so far as the writer can ascertain no 
such condition has been demonstrated by abdominal section. In 
his case the retrofiexion was undoubtedly complete. When the 
uterus was delivered on to the surface of the abdomen the portion 
of the uterus which had occupied the pelvic cavity projected from 
the top of the uterus as a sacculation might be expected to do, 
but after the uterus had been emptied there was not any sign of sac- 
culation. Moreover, of the cases reported by British obstetricians 
most, if not all, seem to be of the same kind as this and were 
similarly named. Even if the term were allowed it would be 
necessary to cal I the condition “sncculation of a retroflexed 
uterus. 

IVilliams’ states : “In this condition which is known as saccu- 
lation, the head of the child may occupy the displaced fundus, 
while the cervix is so drawn up that the external 0s lies above 
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the upper margin of the symphysis pubis. Consequently at the 
time of labour the contractions tend to force the child through the 
most dependent portion of the uterus, while the cervix dilates only 
partially, so that spontaneous birth is out of the question and 
rupture of the uterus may occur as in a case reported by Campbell.4 
For these reasons Caesarean section will afford the most conser- 
vative method of delivvrq and, a t  t h e  samv timc, make possible 
thc  reposition of 111~. organ.” (C’:mptwIl’s 1)ativnt \bas on ly  six 
months pregnant). 

This experienced obstetrician has evidently not seen a case and 
certainly not opened the abdomen antl delivered the uterus on the 
surface, otherwise the name he gives to the condition, his theory 
of the mode of action of the uterus, and the trrntnient he suggests 
would be different. 

I le Lee’ does not say lie has seen a ca5e, but gives a drawing 
of one. Froin the legend attached to the illustration it is reason- 
able to assume that the case was similar to  the one now recorded ; 
if it  was, his constructed drawing does not represent accurately 
the actual condition of the uterus in such cases. In the text he 
states : “Incomplete restitution may result in a condition known 
as retroflexio uteri partialis. ’l’his term is applied to those cases 
where part of the fundus is retained in the pelvis, the anterior 
wall expanding in the abdonien to form the ovuni container. Many 
forms of the uterus are possible. They are due to inveterate 
adhesions, tumours, or changes in the uterine muscle or serosa 
at the point of the flexion. 

‘‘These cases may terminate normally at term, the deformity and 
dislocation of the cervix being fully overcome. Abortion or 
premature labour may occur, or incarceration which demands 
early interference and, if at term, operation. 

“A condition known as sacciforni dilatation of the uterus may 
be confounded with partial restitution. ‘The cervix is found behind 
or above the pubis; the cul-de-sac is filled with part of the dilated 
cervix or thc lower uterine segment. I t  is usually a simple matter, 
by means of a finger or the vulsella, to pull the cervix to the median 
line and then complete delivery in the natural or ordinary operative 
niethod ; but Depaul, who wrote a good paper on the subject, was 
unable, in his case, to find the os, and the patient died undelivered 
though he had made an opening through the posterior uterine 
wall.” 

Here, again, the author calls the condition partial retroflexion or 
sac(-ulation. I he distinction lie draws k t n e c n  thcsc LEVCI mn- 
ditions is difficult to follow, and criticisins similar to those already 
made tnig-ht be offered on the statements of this writer. An 
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e-xhaustivc seardi 01’ t lie iitcrature tor c~ises has nut been made, but 
there appear to be no cases recorded in modern times except 
Herman’sh (rt;yS), I’otocki’s’ ( 1 ~ 2 0 ) ,  and Szcnes’s$ (1930). 

In Herman’s case the uterus righted itself during labour, then 
the child presented by the breech and \\:is expelled naturally 
except for a little traction during the delivery of the head. T h e  
child was born dead, but the mother made a good recovery. 

The uterus was bound down 
by adhesions. ’The treatment adopted was Caesarean hysterectomy. 
The child was dead and the mother lived. 

When the 
palient was nine years of age she was wounded in the abdomen 
by ;I knife, and the viscera protruded. She had some urinary 
syniptonis at the sixth month. She  was delivered by Caesarean 
section and mother and child did well. ‘This author refers to cases 
reported by Pinard, Solowig, Mais and Lange and mentions other 
cases, but does not give the references. 

The  head 
presented and the patient was delivered by Caesarean section. 
Mother and child did well. 

Solowig’s patient was pregnant for the third time. The  duration 
of the pregnancy is not given. The  child was extracted by the legs ; 
the uterus i w s  ruptured : the mother died : the child lived. 

Rlais’s patient \mi a primigravida a t  the eighth month : 
craniototny was performed : the uterus was ruptured : the mother 
died. 

The first description of the condition is given by Henry 
I)eventerq, and in another work Deventer’” gives the following 
account :- 

“Of a difficult Hirth wlien the womb is p rcsed  too much against 
the backbone. 1 have learnt by experience and all practisers of 
Midwifery, who love the truth, may be taught by the same mistress, 
that the womb being out of its natural place, may be often too 
much resupined, or tend with its bottom backwards, being forced 
against the backbone; so that its mouth or passage is not 
only raised too high into the belly, but is so obliquely seated 
rhat it no longer a n s w r s  the neck of the womb in the right 
linc; but o n  the contrary the upper part of the vagina is so bent 
and (.rooked that i t  is rathrr like the figure of a three-cornered 
rule, than a dircct linr varyin;: more or less, as the womb is more 
or less pressed against the  backbone a n d  the lo ins  of the woman are  
less SinuQus.” 

During the nineteenth century there are recorded in the English 

J’utocki’s case was at  f u l l  time. 

Szenes’s patient was ;I post-mature primigravida. 

Pinard’s patient was a post-mature primigravida. 
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literature cases by the following : Merriman (two cases), Rams- 
botham, MacLeod, Oldham, Fundenberg, and Reid. In  1875 
Gustave Veit collected a number of cases, including some of the 
above, and, with the exception of the British cases and one other, 
(Vermandois’) these cases were not a t  or near full time. Depaul 
reported a case in 1876. 

Merriman.” First case. Several days in labour : “delivered 
by the gradual efforts of nature.” T h e  mother lived and the child 
died. ‘I‘his case was reported by Jackson in 1798. 

.Vecond case (1806). Early rupture o f  the membranes : many 
days in labour : retroflesion reduced spontaneously : head presen- 
tation : craniotomy of dead child. The  mother lived. 

Rarnshothaml2 (1838). Retention of urine at sixth month 
w i t h  incontinence during the remainder of the pregnancy : labour 
at t h r  eighth month of pregnancy : early rupture of the membranes. 
‘l‘rentnient by laudanum : short labour : spontaneous reposition 
of the uterus : abdominal presentation : internal version : difficult 
delivery : child dead. Result to the mother not stated. 

1,ong observation of case during several 
months. The patient was very ill during most of the time with 
retention, incontinence and high fever. T h e  patient died, un- 
delivered, a t  the tenth month of pregnancy. The  foetus was the 
size of a five months’ child. 

Munro Kerr calls this the classical 
case. 1)r. Osborne diagnosed rctroflexion during pregnancy. 
A few bladder sTmptotns “not worse than ordinary,” first preg- 
nancy: full time. 

Abdomeiz. T h e  uterus differed in size and shape from normal, 
its front surface was narrowed and reached to a hand’s breadth 
above the umbilicus. Its summit receded instead of projecting and 
thc “womb was less bulky” than normal. 

Per vagiizam. T h e  turnour filled the pelvis, closing the vaginal 
walls. Fluid was felt over the head, which was in the pelvis. T h e  
patient was in good condition. Under chloroform the hand was 
forced into the vagina ; the external 0s was at  least three inches above 
the brim and closed. T h e  0s was dilated with the fingers, when 
the scrotum was felt. Oldham could pass his fingers over the 
“margin of reffexion which comprised a dense firm tissue, and  
cavity of uterus was perceived to dip downwards.” An attempt 
to raise the uterus by pressure from below failed. Internal version 
was performed using traction on anus first of all. Then he  
“rapidly shifted pressure on to head” (in pelvis) : the 0s came 

M a c l ~ o d l ~  (18 j6). 

OldhamI4 (78j9), Fig. 7. 
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down, a foot was pulled on and the child was delivered but it 
ivas  dead. The mother lived. 

Fundenberg” (1877). The case was complicated by cancer of 
cervix. The patient was delivered by Caesarean section at full  
time ; the child was dead ; the mother lived three months. 

In the pelvis was a tumour (containing 
placenta) the size of a child’s head: it projected from the vulva 
during labour pains. Idahour was prolonged and the patient 
became very ill. The lie was transverse. Chloroform was given 
and the os dilated manually. Internal version was performed and 
the tumour was pushed up  before delivery of the head. The child 
lived five or six hours, but the mother died. 

‘The patient was seven and a half 
months’ pregnant. r,ahour m.ns long : a n  incision was made into 
the uterus through the posterior vaginal wall and part of t h e  child 
was extrarted through t h e  opening. ’“he head was left in  the uterus ; 
the mother died. The post-mortem revealed acute retroflexion of 
the uterus. 

ReidJ6 (1879) (Fig. 8). 

Ilepaul” (1875) (Fig. 0). 

Discussion. 
It is evident from the scarcity of reported cases that complete 

retroflexion o f  a full-time uterus is a very unusual one. The case 
here described is remarkable in that the patient stated that she 
had not suffered from any syniptoms during pregnancy, urinary or 
otherwise. The question of diagnosis is not important, because 
the most likely condition for which retroflexion would be mistaken, 
namely, that of ovarian cyst blocking the pelvis, should be treated 
in a similar way to the retroflexion, that is, by abdominal section, 
if gentle pressure upwards on the obstructing tumour failed to 
dislodge it. 

The method of turning the child adopted in this case, that is, 
after opening t‘he abdomen, might with advantage be employed 
instead of internal version in certain cases. 

Oblique lie, with a living child, in which i t  i s  feared that intra- 
uterine manipulation would he dangerous on account of sepsis or 
rupture of the uterus, would be such a case. 
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Reid’s case. 

F I G .  9. 
Depaul’s case. 
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