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Abstract
We report a case of torsion of a pedunculated uterine
leiomyoma. A 34-year-old housewife has been received at
gynaecological emergency department for acute pelvic
pain in June 2016. A pelvic ultrasound revealed a uterine
with a pedunculated mass. With a preoperative diagnosis
of torsion of a pedunculated subserosal leiomyoma, the
patient underwent a myomectomy. In conclusion, torsion
of a pedunculated uterine myoma is rare but represents a
surgical emergency.
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Introduction
Uterine fibroids represent the most common benign tumors
of the uterus. They are most often asymptomatic [1]. Uterine
fibroids can become complicated and to become a real
gynecological emergency outside classic emergencies bleeding
[2]. The torsion of a pediculated subserosal uterine fibroid is a
rare complication that should be diagnosed otherwise it can
progress to other more serious complications [3,4]. We report
one case about torsion of pediculated subserosal fibroid
diagnosed in a context of pelvic mass painful acute.

condition with constant hemodynamic normal. Palpation of
the abdomen, there was a mass suprapubic and under
umbilical mobile median of firm and painful consistency that
can measured about 15 cm. The cervix and vaginal walls were
of normal appearance to the speculum. Vaginal touch included
an increased uterus size and whose movements were
transmitted to the suprapubic mass. There is no palpable
latero-uterine mass. A urinary pregnancy test conducted
immediately at the end of our clinical examination was
negative. A pelvic ultrasound through the suprapubic had
highlighted an echogenic image rounded fundic subserosal to
depend of the uterus without signs of necrobiosis measuring
133 mm × 100 mm (Figures 1 and 2) in relation of a
pediculated mass. The uterus was empty (Figure 3). Ovaries
were normal. There is no pelvic effusion. A plasmatic dosage of
Bhcg was negative. Diagnosis of pediculated subserosal uterine
fibroid in torsion has been chosen. An emergency laparotomy
was performed. Per-operative, was actually of a pediculated
subserosal fibroids in torsion (Figures 4 and 5). We realized a
section at the base of the peduncle of the fibroid with a suture
with absorbable gauge wire n°0. The postoperative were
simple with returning home to the patient on the 3rd day postsurgery. The histological exam confirmed that it was a
leiomyoma.

Clinical Presentation
Madam Y.S.O., 34-year-old, housewife, has been received at
gynecological emergencies of Cocody University Hospital
(Abidjan) in June 2016 for pelvic pain of sudden occurrence of
strong intensity, radiating in the pelvis causing a stir and with
nausea. There was no vomiting nor stop materials and gases.
There was no bleeding and urinary symptom. Menstruations
were back ten days before. In the medical history, the patient
was not a chronic medical condition known. She had never
been previously operated. She had a gestity to 4 and four
deliveries. The patient was carrying a known non-symptomatic
uterine fibroid five year before these four deliveries. The
clinical examination in the emergency room was a normal

Figure 1 Suprapubic ultrasound image of pedicled beneath
fundal uterine fundar fibroid.
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Figure 2 Supra-pubic ultrasound image specifying the
dimensions of pedicled uterine fundic fundus fibroid and
without obvious signs of necrobiosis.

Figure 5 Operative view after uterine fibroid detorsion
pedicle.

Discussion

Figure 3 Ultrasound image by the suprapubic route an
empty uterus in sagittal section and frontal section and
without adnexal mass.

The uterine fibroid is a frequent pathology in women of
reproductive age. It is about 20% of women over the age of 35
years [4,5]. It is a more frequent pathology in the black race
than in the white race [6]. Fibroids are often multiple in 70%
and seat yet in more than 90% [7,8]. The torsion of
pediculated subserosal fibroid is exceptional compared to the
ovary’s torsion [9]. In the literature, there is no an estimated
frequency of the torsion of fibroid because it’s an event of
exceptional occurrence or an undiagnosed complication. But
some described cases of uterine fibroid in twisting are the
most observed during pregnancy, especially in the first
trimester of pregnancy [2,10,11]. There are risk factors of
torsion of pediculated fibroid: mentioned are: the weight of
the fibroid, the length of the pedicle, the softening of the
fibroid during pregnancy [3,11]. In addition, pediculated
fibroid being free in the peritoneal cavity, the peristalsis of the
digestive handles could participate to the torsion [12].
Uterine fibroids are often asymptomatic [1]. In the case of
protest, the symptoms vary depending on the fibroid’s
localization. Classically, the fibroid is not painful. In case of
pain, it’s important to look for a complication of the fibroid:
necrobiosis, torsion, cervical birth a pediculated perfect fibroid
or degeneration [5]. In the case of torsion of pediculated subserosal fibroid, the clinical picture is noisy and brutal
appearance.

Figure 4 Intraoperative view of a subserous uterine fibroid
pediculate in torsion.

It is pelvic pain intolerable, violent because original ischemic
and resistant to pain, accompanied by nausea, vomiting,
bloating. Abdominal palpation is very painful with a defense
against torsion [5]. It's a gynecological emergency. Total clinical
signs reflecting the torsion of pediculated fibroid are those of
an acute abdominal pain syndrome. In our clinical case,
symptoms were in relation to the signs described in the
literature. The diagnosis of torsion is essentially clinical [10].
Medical history can help guide diagnosis especially when
there is a notion of fibroid pre-existing in the patient. Pelvic
ultrasonography, diagnostic test of reference [13] for uterine
fibroids, helps to clarify the fibroid aspect of the pelvic mass.
But she shows no direct signs of torsion. On the other hand, it
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eliminates other possible diagnoses: aseptic necrobiosis,
torsion of ovarian cyst or annex, ectopic pregnancy. In
addition, ultrasound precises number, seat and size of fibroids.
Another method of imaging like pelvic MRI can help
diagnosis, in some cases, by visualizing the pedicle of
subserosal fibroid [14]. The diagnosis of torsion is essentially
clinical. Confirmation is per-operative. In our developing
countries, we have not usually access to the MRI because it’s
too cost, and it isn’t always availability in our hospitals. So,
clinical examination and pelvic ultrasound take up the first
place of investigations. They are in first the diagnostic tools.
The accuracy of diagnosis is capital and the management
should be immediate for several reasons. It is an emergency
because of acute abdominal syndrome with acute pain, often a
defense and a state of shock. The torsion of pediculated
subserosal fibroid is already a complication, but it can be more
complicated. The complications found in the literature are a
volvulus of the small intestine [12,13]; an auto-amputation of
the fibroid realizing a foreign body responsible for peritonitis
[3]. Once the diagnosis is established, support is essentially
surgical and is made in an emergency. It consists of a
myomectomy. It will be conventionally performed by
laparotomy or laparoscopy in case of less than 10 cm fibroid
and/or few, less than 3 fibroids [15]. A hysterectomy may be
offered in a woman who is close to menopause and who want
not children. Moreover, when the torsion of pediculated
subserosal uterine fibroid occurs in the first trimester of
pregnancy, myomectomy is possible with a good prognosis [2].

Conclusion
The torsion of uterine fibroid is a rare complication which
deserves to be diagnosed because of its evolution towards
other more serious complications. The diagnosis is clinical. Our
clinical case shows the interest of clinical examination in the
diagnosis of this complication of uterine fibroids due to poor
access to technologies of imaging such scanner and MRI and
their low contribution to the diagnosis.
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