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Torsion of a pelvic organ presents as an acute emergency, most common being 

ovarian torsion. Uterine torsion in non-gravid uterus may occur but is a rare entity. 

Women presenting with severe and sudden pelvic pain to emergency department 

should prompt an assessment of torsion. 

       The pain of torsion may be described as intolerable due to ischaemic and 

compressive nature of the process. Women may also present with mild to severe pain 

accompanied with shock. Even though ovarian torsion is the most common, 

pedunculated fibroids leading to torsion have also been seen. Doppler imaging can 

display signs of decreased colour flow, reflective of ischemia or necrosis in ovarian 

torsion, which aids in diagnosis. Uterine torsion is uncommon and has often been 

reported with gravid uterus. Reported cases of leiomyoma presenting as uterine 

torsion is extremely rare. 

 

 
 

 

PRE SE NTA TI ON O F CA S E  

 

 

A 40-year-old woman, with three living children came to the emergency department 

with complaints of sudden and acute lower abdominal pain. She had a history of lump 

in abdomen for 6 months which was tender on examination. She identified the pain 

as sharp, severe and radiating to the right shoulder and neck, with nausea and 

diaphoresis associated with it.1,2,3,4,5,6 

The patient also complained to have a feeling of bloating in the past years with 

burning micturition and increased frequency of micturition for 6 months. She had no 

comorbidity. Menstrual abnormality was not noted.  

On clinical presentation, the first approach to a patient is a medical history and 

physical examination. The patient seemed toxic and was unable to find any relief in 

pain with medication. On general examination, she was hypertensive with 

tachycardia.  On per abdominal examination a mass corresponding to 26 weeks 

gravid uterus was felt. There was no guarding or tenderness. On bimanual 

examination a uterine mass was palpable. The patient felt pain, tenderness on 

palpation. Adnexal fullness was present but no adnexal mass was felt. 7,8,9,10 

 

 

Di ag nos ti c  Ev alu ati o n  

Initial laboratory examination was done. Haemoglobin level was 10.7 gm/ dl with no 

other significant findings on hematological parameters. Abdominal sonography 

confirmed large singular uterine mass of size approximately 12 x 11 x 8cm. However 

sonography did not indicate any evidence of torsion. 
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DI SCU S SI ON O F MANA G E ME NT  

 

As the patient was hypertensive, medical stabilisation prior to 

surgical intervention was done with close monitoring. Then 

patient underwent exploratory laparotomy with hysterectomy 

and bilateral salpingo-oophorectomy. 

 

 

Sur gi ca l  I nter ven ti o n  

On entering the abdomen, 500 ml of serosanguinous fluid was 

noted and aspirated. The uterus was described as bulky with 

fibroid of size 15 x 15 cm occupying fundus and body of uterus 

acting as pivot to cause twisting of uterus (Figure 1). Uterus 

was partially twisted on its own axis, left ovary had twisted 

and was placed in the centre, more towards the right. Cervix 

was facing towards the left completely. The left round ligament 

was stretched and right one appeared shortened.11 

After the hemoperitoneum was evacuated, uterus was 

seen to be levorotated and the torsion emerged at the level of 

junction between the cervix and uterine corpus.  Hysterectomy 

was started after identifying the left round ligament, clamping 

and ligating it securely and step by step all the other pedicles 

were identified with a surgical precaution to prevent injury to 

the ureters (Figure 3). Intraoperatively blood transfusion was 

given and haemostasis was achieved and once stable, the 

patient was transferred to the post-operative unit. Post-

operatively, the patient's course was uneventful and was 

discharged on post-operative day 10. 

 

 

PATH OL O GI CA L DI SCU S S ION  

The mass was covered by a thin rim of pink serosa. The 

leiomyoma appeared approximately as a soft round mass 

weighing 1000 g and measuring 12 x 7 x 6 cm. On pathological 

review leiomyoma appeared as a soft round mass weighing 1 

Kg of size 12 x 11 x 8 cm approx. The serially sectioned 

specimen revealed a soft tan fleshy whirled intramural fibroid 

tissue of size 12 x 13 x 6 cm. The ordinary spindled and 

epitheloid components were all marked with caldesmon, 

desmin, and smooth muscle actin. 

 

 

 

 

 

 

 

 

 

 

 

Figure 1.  

Elucidating a 
Fibroid Uterus 
Approximately of 
15 x 15 cm in Size 

 

 

 

 

 

 

 
 

Figure 2. 
Elucidating 
Levorotation and     
Twisting of Uterus 
at Its Own Axis. 

 

 

 

 

 

 

 

 

 

 
 

Figure 3.  

Elucidating 
Dissected Fibroid 
Uterus with 
Clamped and 
Ligated Left Round 
Ligament 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4. 

180 Degree Uterine 
Levorotation at the 
Utero Cervical 

Junction with the 
Broad Necrotic 

Fibroid Uterus at 

the Root 
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Uterine torsion refers to 45 degrees rotation of the uterus 

on its long axis, mostly occurring at the junction between the 

cervix and the uterine corpus (“A rare obstetric emergency: 

acute uterine torsion in a 32-week pregnancy | BMJ Case 

Reports,” n.d.) (Figure 4). 

Dextro-rotation is present in two third of cases. Torsion 

occurs because of weakness of parametrial tissue following 

menopause due to large mass. 

Fibroids accompanied by uterine defects (bicornuate 

uterus), pelvic attachments, ovarian cysts or other adnexal 

mass, and irregular fetal appearance or fetal abnormality are 

the most common causes in the gravid uterus. (Piot et al., 

1973). 

The presentation is quite rare in nongravid uterus and 

ultrasonography or magnetic resource imaging is used for 

diagnosis (Dua, 2006; Hawes, 1935). Ultrasound result 

includes placental site and uterine leiomyoma transposition 

compared to previous scans and doppler identification of 

anterior uterine ovarian vessels. (Piot et al., 1973) Mostly, 

diagnosis is typically not made before surgical intervention 

(Dua, 2006; Havaldar and Ashok, 2014; Hawes, 1935; Qureshi 

et al., 2013; Sharma and Usha, 2013). In our case, surgical 

intervention was required for diagnosis of uterine torsion as 

imaging had failed to conclude diagnosis. A necrotising fibroid 

and pelvic malignancy were included in this patient's 

differential diagnosis, but not uterine torsion. This is a 

recorded case of uterine torsion in which leiomyoma was the 

causative process. 

 
 

 

CONC LU S ION S  
 

 

Pelvic organ torsion often occurs as sudden pain that does not 

respond to medication. Imaging and Doppler studies are used 

to confirm the diagnosis. Surgical intervention in such cases is 

often required. One should always rule out uterine torsion in a 

patient with an increasingly expanding fibroid uterus with 

acute pain. 
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