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ABSTRACT: Torsion of ovary especially dermoid is very common but torsion of uterus is a rare 

phenomenon. Torsion of gravid uterus has been reported in many journals but torsion of non-gravid 

uterus is rarest of the rare. Causes usually associated are big myomas involving uterine body and 

sparing cervix, and sometimes uterine anomalies and adnexal masses. Preoperative diagnosis is very 

difficult and usually diagnosis is made during laparotomy. Here we are going to discuss a case of non-

gravid uterine torsion in a 47 year old lady due to big intramural fibroid involving uterine body but 

sparing the cervix. Cervix became thin, elongated and acted like a pedicle/pivot around which torsion 

took place. The patient was admitted with acute abdominal pain and shock. 
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INTRODUCTION: Torsion of uterus is defined as rotation of the uterus along its longitudinal axis by 

more than 45 degrees1. Most of the cases of uterine torsion have been described in a gravid uterus 

and is a rare phenomenon in non-gravid uterus.2 In a non-gravid uterus the torsion is usually 

associated with the presence of big myomas, and sometimes due to adnexal masses and uterine 

anomaly.3 It is a potential life threatening condition and warrants urgent surgical intervention. 

Preoperative diagnosis is usually difficult and can be missed on a routine ultrasound. In ultrasound it 

is usually mistaken with twisted ovarian cyst or twisted pedunculated fibroid. 

 

CASE: A 47 year old lady (P2+0, both by caesarean section) presented in our hospital with complaints 

of severe pain lower abdomen for two days and no passage of urine for the last 24 hours. She had 

menorrhagia for one year for which she was on medical treatment on and off and her cycles were 

regular. She was in agony due to severe pain at the time of examination. She had cold clammy skin, 

moderate pallor, pulse was 136/minute, blood pressure was 90/60 mmHg, chest was clear, on 

cardiovascular examination S1S2 heard and there was tachycardia. Per abdominal examination 

revealed a very tender mid line lump of about 18 weeks size, occupying hypogastrium, and slightly 

encroaching both iliac fossa. It was firm in consistency with well-defined borders (However difficult 

to palpate due to tenderness).  

In per speculum examination cervix was pulled up, smooth and difficult to visualise. On per 

vaginal examination a lump of about 18 weeks size felt, uterus could not be felt separately. A detailed 

assessment was not possible due to tenderness. The patient was shifted for ultrasound. 

Transabdominal ultrasound showed an ovoid soft tissue lesion in pelvis measuring 17.3x11.7x12.1 

cms (Approx.) with heterogenous echogenicity along with multiple cystic/ necrotic areas. A thin short 

pedicle was visualised in the inferior aspect. Uterus was not identified properly and ovaries could not 

be visualised separately. A provisional diagnosis of twisted ovarian cyst was made and patient was 

taken up for laparotomy.  
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Immediate laparotomy was done with two units of blood in hand. Abdomen was opened 

through midline longitudinal incision. There was blood stained peritoneal fluid. Uterus was enlarged 

and appeared bluish to blackish in colour.  

The uterus was rotated in longitudinal axis at the junction of corpus with the cervix, by about 

270 degrees clockwise (figure 1). Both ovaries and entire parametrium was bluish in colour. One 

ovary was placed anteriorly but towards right side and other ovary was lying posteriorly. 

Infundibulopelvic ligaments and uterine vessels were bluish in colour and engorged (Figure 2). 

Rotation was corrected after informing the anaesthetist as there are chances of hemodynamic 

deterioration. A very difficult total abdominal hysterectomy with bilateral salpingooophorectomy 

was performed. As the tissues were gangrenous difficulty was encountered while tying sutures. Drain 

was given in right flank which was removed on third postoperative day. Histopathological report was 

confirmatory of non-malignant intramural leiomyoma with necrotic changes. 

 

DISCUSSION: The first case of uterine torsion in the non-pregnant condition was described in 19094. 

Only about 200 cases have been reported in the past 100 years.5 Pathophysiology of this condition is 

poorly understood and unclear. Uterine body is supported by broad ligaments laterally which is a 

weak support while cervix has stronger support by mackenrodt and uterosacral ligaments. In our 

case the intramural fibroid had involved the uterus but spared the cervix. So, uterine body behaved 

like a heavy ball while cervix was long and thin and acted like a pedicle and isthmus behaved like a 

pivot around which torsion took place. This torsion had not only disturbed the pelvic anatomy but 

also caused acute kinking of ureter at the level of isthmus (cause of anuria in this case). During 

laparotomy, clear orientation of anatomy is essential in order to avoid damage to ureter.  

The cause of acute pain abdomen was neurogenic due to extreme stretching of nerve fibres 

present in infundibulopelvic ligaments and ischaemia. Cause of shock was also neurogenic. It is 

extremely difficult to clinch the diagnosis on a routine ultrasound. Change in the position of a 

previously imaged myoma and abnormal position of ovarian vessels across the uterus using colour 

doppler can aid the diagnosis on ultrasound. CT finding of whorled appearance of the cervix has been 

described by Luk et al6 indicative of twisting of cervix. Nicholson et al7 have suggested X-shaped 

configuration of upper vagina on MRI as a sign to diagnose torsion, which is normally visualized as H 

shaped structure. The condition demands immediate surgical exploration. Delay in diagnosis can 

prove fatal as the uterus and adnexa can undergo gangrenous change. 

 

CONCLUSION: Torsion of non-gravid uterus is potentially fatal acute abdominal condition. High 

degree of clinical suspicion and prompt surgical intervention is crucial in the management of such 

cases. Although uterine torsion is a rare condition, it should be considered as an important 

differential diagnosis in women with lower abdominal lump and acute abdomen. 
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Fig. 1: Uterine torsion 

 

Fig. 2: Bluish discolouration 
due to uterine torsion 
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