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Case Report 

A rare case report of ovarian torsion with sigmoid volvulus 
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INTRODUCTION 

Volvulus is a torsion of a segment of the alimentary tract, 

that often leads to intestinal obstruction. The most 

common sites of volvulus are the sigmoid colon and 

cecum. Anatomic features predisposing to sigmoid 

volvulus include a redundant sigmoid colon that has a 

narrow mesenteric attachment, but the exact pathogenesis 

underlying sigmoid torsion has not been well known.  

Most of patients with sigmoid volvulus present with 

abdominal pain, nausea, abdominal distension, and 

constipation; vomiting is not common. However, some 

patients (especially younger patients) will have a more 

insidious presentation with recurrent attacks of abdominal 

pain, that resolve presumably due to spontaneous 

detorsion.1-3 Ovarian torsion results from twisting of the 

ovary about the suspensory ligament, which contains the 

ovarian artery and vein, lymphatics, and nerves. Although 

ovarian torsion may occur at any age, it is most common 

during the reproductive years, with up to 20% of cases 

occurring during pregnancy.4  

Symptoms are nonspecific but often include acute onset 

of sharp lower abdominal pain and tenderness with 

possible palpable mass and peritoneal signs. Treatment is 

surgical.  

CASE REPORT 

A 28-year-old women presented with acute pain in 

abdomen since 14 hours, followed by 2 episodes of 

vomiting, abdominal distension since 10 hours.   

Menstrual history suggested normal menstrual cycles. 

She was day 10 of menstrual cycle. 
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opening the peritoneum, large right ovarian cyst around 12×11×10 cm with solid and haemorrhagic content with long 

pedicle around 8 cm with 3 turns of torsion was noted. Abutting the ovarian mass, sigmoid colon was seen twisted 

around its mesentery including the twisted ovarian pedicle. Hence, the twisted component included the twisted 

ovarian pedicle and twisted sigmoid mesentery. Stepwise detorsion of ovarian pedicle followed by oophorectomy was 

done. For sigmoid volvulus, resection of vascular compromised sigmoid colon and descending colon stoma was done. 

Reanastomosis was done later after 3 months post operatively. 
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Obstetric history was P1L1, with one male child full term 

vaginal delivery 2 years of age. 

On examination, pulse was 110 beats per minute, blood 

pressure: 90/60 mmHg. Respiratory rate was 20/ minute. 

Per abdomen examination revealed severe guarding, 

rigidity and tenderness on palpation, distension was 

present. 

Per vaginal examination was done which showed 

minimal right forniceal tenderness, cervical os parous, no 

active bleeding. 

The patient was evaluated with basic blood investigations 

which showed complete hemogram with haemoglobin of 

9g%, total leucocyte count: 20,000/mm3, platelet count: 

3.5 lac. liver and renal function test were normal. 

Coagulation profile was normal. 

Plain X-ray abdomen erect was done which showed 

‘coffee bean’ sign with multiple air fluid levels 

suggestive of Sigmoid volvulus (Figure 1). 

Patient was taken up for emergency exploratory 

laparotomy with proper consent and all pre-requisites. 

 

Figure 1: X-ray abdomen with sigmoid volvulus with 

“coffee bean” appearance. 

On laparotomy, after opening the peritoneum, large right 

ovarian cyst around 12×11×10 cm with solid and 

haemorrhagic content with long pedicle around 8 cm with 

3 turns of torsion was noted. Abutting the ovarian mass, 

sigmoid colon was seen twisted around its mesentery 

including the twisted ovarian pedicle. Hence, the twisted 

component included the twisted ovarian pedicle and 

twisted sigmoid mesentery. Stepwise detorsion of ovarian 

pedicle followed by oophorectomy was done (Figure 2). 

For sigmoid volvulus, resection of vascular compromised 

sigmoid colon and descending colon stoma was done. 

Specimen was sent for histopathological examination. 

Reanastomosis was done later after 3months post 

operatively. 

 

Figure 2: Intraoperative finding of right detorsion of 

ovarian mass and sigmoid mesentery. 

Histopathological report was suggestive of benign serous 

cystadenoma and sigmoid volvulus with area of necrosis. 

DISCUSSION 

Until now, authors have not seen any published article on 

ovarian torsion and coexistent sigmoid volvulus. A large 

ovarian cyst might also cause an abnormally elongated 

sigmoid colon. In this case, it could be the long pedicle of 

ovarian mass, which must have undergone torsion, with 

abutted sigmoid colon undergoing volvulus.  

Sigmoid volvulus is thought to happen when a loop of the 

sigmoid colon twists around its mesentery. Obstruction of 

the intestinal lumen and impairment of vascular perfusion 

occur when the degree of torsion exceeds 180 and 360, 

respectively.5 The majority of patients with sigmoid 

volvulus present similar to the patient presented above 

with gradual onset of progressive abdominal pain, 

nausea, distension, and constipation plain abdominal 

radiographs may help the diagnosis; however, CT, 

magnetic resonance imaging, and flexible endoscopy are 

more accurate.6 Several radiologic diagnostic signs are 

described, such as omega or horseshoe sign, bird’s beak 

sign, Y sign, northern exposure sign, coffee bean sign, 

bent inner tube or ace of spades sign, left pelvic overlap 

or left flank overlap sign, liver overlap sign, the whirl 

sign, and empty left iliac fossa sign. Surgeons generally 

advise a 2-step approach, first an endoscopic derotation 

followed by a subsequent elective surgical correction by 

colopexy. Sigmoidoscopy is the initial treatment for those 

patients without peritoneal signs. Factors that may 

predispose to sigmoid volvulus include a long sigmoid 

colon with a narrow mesenteric attachment and colonic 

motility problems. Constipation may cause elongation 

and dilatation of the sigmoid colon predisposing patients 

to sigmoid volvulus. Colonic motility problems may 

predispose to torsion of the sigmoid colon.3 High 

incidence of sigmoid volvulus has been reported in South 

America, Africa, and India, which has been attributed to 
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the higher-fibre diet. Pregnancy increases the incidence 

of sigmoid volvulus as well because the enlarging uterus 

can cause a redundant or abnormally long sigmoid colon. 
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