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Ovarian Torsion in a 16 Weeks Pregnant Female - Case Report
Gamli Angu®, Arvind Pradhan?, Smurti Kamble

'Specialist Medical Officer, Dept. of Obstetrics and Gynecology, Shastrinagar Hospital,
Mumbai, Maharashtra, India.
Medical Advisor, Kalyan Dombivali Municipal Corporation, Dept. of Obstetrics and Gynecology, Mumbai,
Maharashtra, India.

Corresponding Author: Gamli Angu

Received: 23/08/2016 Revised: 16/09/2016 Accepted: 24/09/2016

ABSTRACT

Torsion of ovary during pregnancy is rather rare occurrence. And the majority of such cases
encountered have shown the presence of torsion on the right side probably due to the presence of
sigmoid colon on the left side. Here we present a case of torsion of the ovary seen during the 2™
trimester. The patient came to us with severe pain in abdomen during her antenatal period. A case of
acute abdomen was diagnosed and urgent ultrasound was done which was suggestive of torsion of the
left enlarged ovary. Patient was taken up for urgent laparotomy and left salpingo-oophorectomy was
done. Pregnancy was preserved and continued till term when she delivered a healthy child. Here we
would like to highlight the need for greater suspicion in case of clinical symptoms such as abdominal
pain nausea vomiting which may be dismissed as nonspecific manifestation of pregnancy and the

need for incorporating ultrasonography for the correct diagnosis and management.
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CASE REPORT

A 33-year old, gravida 3, para 2
live2 patient at 16 weeks gestational age
with previous 2 caesarean section was
admitted to the emergency service with
severe acute abdominal pain in the left
lower-abdominal quadrant. The pain has
been persistent for 4-5 hours. The patient
described her pain as non-radiating and
sharp. There was no history of vaginal
bleeding or discharge, nausea, vomiting,
fever, diarrhea, constipation, fever, or
urinary complaints. Her general and
gynecologic history was normal. She has
history of two previous caesarean sections
done in view of obstetrical indication. The
last caesarean was done 4 years back. She
had regular antenatal checkups. No
significant past medical and other surgical
history were noted. On  physical

examination, the abdominal was found to be
tender to palpation with rebound tenderness.
Her vital signs were stable, with a blood
pressure of 100/60 mm Hg and a pulse of 88
beats/min. Abdominal examination revealed
a palpable lower abdominal midline mass
corresponding to the gravid uterus with
fullness in the left lower quadrant which
was ill-defined. The abdomen had rebound
tenderness with peritoneal signs. Pelvic
examination did not reveal any bleeding or
discharge with a closed cervix. Laboratory
results were normal. A case of acute
abdomen with 16 weeks pregnancy was
suspected. Transabdominal sonography was
performed which demonstrated a normal
single live fetus in utero with fetal biometry
compatible with 16 weeks gestational age.
Left adnexa revealed left ovary which was
enlarged and measures 9x6 cm with two
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simple cysts of 4x4 cm and 5x3 cm. Small
hemorrhage seen in ovarian parenchyma.
Right ovary was also enlarged with a 5 cm x
2 c¢cm simple (figure 1). No free fluid was
observed in the cul-de-sac. Other intra-
abdominal solid organs were normal. Color
Doppler showed that the lateral half of the
ovarian parenchyma reveals minimal
vascularity as compared to the near normal
vascularity of the medial half, suggesting
ovarian torsion. The right ovary appeared to
be normal with adequate vascular blood
flow. After no relief with IV narcotics, the
patient was taken to the operating room for
urgent laparotomy. Operative findings
demonstrated an enlarged left ovary two
separate cyst with widespread hemorrhage.

The ovary had a dark bluish-ischemic
appearance and was found to be extremely
friable. The ovary and tuba appeared to have
twisted around its pedicle one and half times
(figure 2). Since she already had two living
issue with previous two caesarean sections
left salpingo-oophorectomy was done. Right
ovary had a 5x2 cm simple cyst with normal
color and vigor. No intervention was done
on the right side. Abdomen was closed after
checking for hemostasis. Postoperative
period was uneventful. The patient was
discharged on the 7™ post-operative day.
The patient was followed up antenatally had
no further complications during her
pregnancy. She delivered a healthy infant at
38 weeks 5 days of gestation.

Figure 1: the left ovary with two ovarian cyst with 16 weeks pregnant uterus
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Figure 2 intraoperative view of the left ovarian torsion with
hemorrhagic and necrotic areas with gravid uterus

DISCUSSION

Torsion is the total or partial rotation
of the ovary around its vascular axis. In the
early stages, continued arterial flow with
blockade of the venous and lymphatic
channels sometimes results in enlargement
of the ovary and this can occasionally be
massive. If the torsion remains undiagnosed
or untreated, arterial stasis can lead to
hemorrhagic infarction and necrosis of the
ovary. Adnexal torsion almost always
involves both the ovary and fallopian tube
and isolated ovarian torsion is rare. The
mobility of the left ovary tends to be limited
by the sigmoid colon; hence about two
g]irds of adnexal torsions are right sided. ™

With routine use of ultrasound in
early pregnancy, asymptomatic, incidental
adnexal tumors have been detected in 1:80
cases. ! The most frequent types of adnexal
masses are corpus luteum  cysts,
endometriomas, benign cystadenomas and
mature cystic teratomas. ! Most ovarian
masses are asymptomatic in pregnant
women. Any ovarian pathologies which
increase the size of the ovary and length of
the pedicle, and also pregnancy that
enlarges and rotates the uterus, lead to
changes in the position of the ovary. These
physiologic and pathological conditions are
important factors of ovarian torsion. !

Diagnosis of the adnexal torsion
during the first trimester can sometimes be

difficult due to the nonspecific clinical
features and uncommon objective findings.
The most common clinical presentation is
acute onset of severe colic pain in the
unilateral lower quadrant. Other findings
and symptoms are vomiting 876%) and
palpate abdominal mass (82%). [°

Our case presented to us with severe
pain in the abdomen without emesis with 16
weeks of pregnancy with fullness in the left
hypochondriac  region with abdominal
tenderness.

Ultrasound is the most important
investigation for patients with suspected
ovarian torsion. However, in the second and
third trimesters of pregnancy, it is
sometimes difficult to visualize the ovaries
as they are displaced from the pelvis by the
enlarging uterus. Some of the pelvic
sonographic features found in cases of
ovarian torsion are:

e Heterogeneously enlarged ovary

Presence of peripheral follicles

Midline ovary

Free fluid in pouch of Douglas

Twisted pedicle leading to ‘whirlpool sign’
(uncommon)

e Asymmetric thickening of ovarian wall cysts

Color Doppler in ultrasound is
commonly used, but may not be diagnostic
of torsion, depending on the degree of
torsion and the sometimes sub acute nature
of the pathology. The presence of blood
flow shows that the ovary may be still
viable, but does not rule out ovarian torsion.
During the early stages of torsion only the
venous and lymphatic flow is affected.
Arterial flow may only be reduced at this
stage. During the later stages arterial flow is
reduced further and stasis may occur leading
to hemorrhage and necrosis. Grey scale
assessment of the ovary combined with
Doppler imaging may enhance the
diagnostic accuracy. Color Doppler imaging
often shows an enlarged ovary with absent
parenchymal perfusion. ¥ CT and MRI
modalities have limited use in the diagnosis
of torsion. They may demonstrate an
adnexal mass or enlarged ovary, but provide
no information on the blood flow to the
involved ovary.
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If torsion is suspected, laparoscopy
or laparotomy is warranted. ! The main
principle of treatment is timely and swift
surgical evaluation and intervention. After
stabilizing the patient and ruling out other
abdominopelvic cause of acute abdomen a
surgical treatment of adnexal mass may be
necessary. The risk factors for any surgery
during pregnancy include gestational age,
coexistence of any chronic disease and poor
condition of the fetus. With advances in
anesthetic technique the risk of fetal loss is
reduced. But even then the risk of premature
labor in our case of 2" trimester pregnancy
is always there.

Oophorectomy is not required in all
cases, particularly when laparoscopic
assessment is performed early. This
approach has the potential to uncoil the
tortured ovary and anchor it with a possible
oophoropexy. Some authors have suggested
oophoropexy on the contralateral side might
be considered in young patients needing
oophorectomy for an ovarian torsion. Intra-
operative assessment of the ovary in
question is crucial in determining its
potential viability. The determination of
whether an acutely tortured ovary is viable
can be difficult. The standard surgical
treatment is laparotomy with derotation or
salpingo-oophorectomy.

In our case since the patient had two
living issue with previous two caesarean
section  with  intraoperative  findings
suggestive of friable and necrosed ovary left
salpingo-oophorectomy was done. Right
ovary was preserved and no intervention
taken on that side.

CONCLUSION

Ovarian torsion is primarily a
clinical diagnosis. The classical presentation
is with acute pelvic pain associated with an
adnexal mass. The combination of Doppler

flow imaging and morphologic ultrasound
assessment of the tortured mass may
improve the diagnostic accuracy. However,
presence of blood flow to an ovary does not
rule out torsion. Surgical intervention
should be undertaken in case of torsion of
the adnexal mass regardless of the
gestational age. The type of intervention can
vary from de-torsion to oophoropexy to
salpingo-oophorectomy depending on the
stage of torsion, the viability of ovary and
the obstetric score of the patient.

REFERENCES

1. Growdon W B, Laufer M R. Ovarian and
Fallopian Tube Torsion. Available from:
http://www.uptodate.com/contents/ovarian-
andfallopian-tube-torsion.

2. Schraga E D, Blanda M. Ovarian Torsion
2010 Feb. Available from: http://emedicine.
medscape.com/article/795994

3. Hess LW, Peaceman A, O’Brien WF,
Winkel CA, Cruikshank DP, Morrison JC.
Adnexal mass occurring with intrauterine
pregnancy: report of fifty four patients
requiring  laparotomy  for  definitive
management. Am J Obstet Gynecol. 1988;
158:1029- 34.

4. Nezhat CR, Nezhat FR, Luciano AA,
Siegler AM, Metzger DA, Nezhat CH, eds.
Operative ~ Gynecologic ~ Laparoscopy:
Principles and Techniques. New York:
McGraw-Hill;1995:507

5. Boswell KM, Silverberg KM. Recurrence of
ovarian torsion in a multiple pregnancy:
conservative management via
transabdominal ultrasound-guided ovarian
cyst aspiration. FertilSteril. 2010 Oct; 94
(5):1910.e1-3. Doi: 10.1016/j. fertnstert.
2010.03.020. Epub 2010 Apr 18.

6. Kruger E, Heller DS. Adnexal torsion. A
clinicopathologic review of 31 cases. J
Reprod Med. 1999 Feb; 44(2):71-5.

7. David S, Yuval Y, Daniel SS, Mordechai G,
Shlomo M, et al. Laparotomy Vs
Laparoscopy in the management of adnexal
masses during pregnancy. FertilSteril. 1999;
71(5):955-6.

case report. Int J Health Sci Res. 2016; 6(10):285-288.

[ How to cite this article: Angu G, Pradhan A, Kamble S. Ovarian torsion in a 16 weeks pregnant female - }

*hkkhkkikkkikikkkikk

International Journal of Health Sciences & Research (www.ijhsr.org) 288
Vol.6; Issue: 10; October 2016



