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ABSTRACT

Torsion of ovary is an infrequent cause of surgical emergency in pregnancy. Most frequently ovarian torsion occurs in
first trimester, occasionally in second and rarely in the third trimester. Diagnosis of ovarian torsion is challenging due
to non-specific clinical features. We report here a case of dermoid cyst causing ovarian torsion in second trimester and
imaging modalities for its diagnosis and management. A case of 19 year old primi at 24 weeks of gestational age
came with complaints of pain in right iliac fossa for 2 days. USG done showed non vascular heterogeneous hyper
echoic lesion in right adnexa, suggestive of torsion of right ovary with viable intrauterine fetus. She underwent
emergency laparotomy, during which we removed necrotic and gangrenous right ovary and fallopian tube. Ovarian
torsion is an infrequent cause of abdominal pain in pregnancy. Though it occurs most frequently in first trimester, it
may occur in second trimester also. USG is an accurate tool in diagnosing torsion. Early surgical management is

associated with favorable maternal and fetal outcome.
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INTRODUCTION

Ovarian torsion is the fifth most common gynecologic
surgical emergency; with prevalence rate of 2.7% to
3%."2 Pregnant women have a greater risk of torsion of
the adnexa than non-pregnant women. Approximately
20% of the cases occur during pregnancy.® Torsion
occurs for two main reasons: hyper mobility of the ovary
and adnexal lesion.* The majority of adnexal masses in
pregnancy are benign. Mature teratomas, or dermoids, are
the most common ovarian tumor in pregnancy,
comprising up to 44% of all ovarian neoplasms.® Of
patients who require surgical management of adnexal
masses in pregnancy, torsion is the most common acute
complication with an incidence of 5 to 44%.° Although
torsion is more common in the first trimester, when the
gravid uterus is expanding most rapidly, cases of outside
first trimester have been reported.’
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CASE REPORT

A 19 year old primigravida presented at 25 weeks of
gestation, with sudden onset of pain in the right iliac
fossa. There was no history of urinary disturbances (or)
bowl disturbances. Her conception was spontaneous. Till
now her antenatal period was uneventful. On
examination, she was afebrile, vitals stable, uterus was
relaxed corresponding to 24 weeks of gestation, and FHR
was normal, severe tenderness and guarding in right iliac
fossa. Per speculum cervical os was closed. Her blood
and urine investigations were within normal limits.
Clinically we suspected acute appendicitis. In sonography
right adnexa showed well defined heterogeneous lesion
of 5.8 x 4.2 cm with internal anechoic area and with
minimal free fluid surrounding it. No internal vascularity
with color Doppler. Left ovary visualized normally.
Other abdominal organs found to be normal. Grey scale
features and color Doppler suggested right adnexal
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torsion (Figure 1). Hence she was planned for emergency
laparotomy after duly explaining the risk of surgery.
Operation details: Right ovary and fallopian tube
enlarged to 5 cm, undergone torsion thrice and appeared
necrotic and gangrenous. Right salpingo-oophorectomy
done (Figure 2). Post operatively she had uneventful
recovery and she was started on progesterone’s.
Histopathology consistent with features of torsion and
dermoid cyst.

Figure 1: Ultrasound Doppler image of right adnexa.

Figure 2: Right salpingo-oophorectomy specimen.
DISCUSSION

Adnexal torsion is an uncommon cause of acute abdomen
in second trimester. Diagnosis of acute abdomen in
second trimester is difficult, because gravid uterus may
hide classical signs. Peritoneal signs may be absent due to
lifting of the abdominal wall.? Clinical features of ovarian
torsion mimics other conditions causing acute abdomen
in pregnancy. Most common symptoms are pain
abdomen, nausea and vomiting.
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Study conducted by Shoenn-dhy Cahng et al.: surgical
intervention for maternal ovarian torsion in pregnancy
showed. The most common symptoms and signs were
pelvic pain (95%) and an adnexal or pelvic mass (95%),
followed by nausea and vomiting (65%), elevated WBC
>12 x 10%/L (45%) and fever (10%). This study also
concluded the diagnosis of ovarian torsion is often missed
due to non-specific clinical features and uncommon
objective findings.’

Clinical differential diagnosis of adnexal torsion includes
appendicitis, diverticulitis, UTI, renal stones, bowel
obstruction. Acute appendicitis is the most common
incorrect diagnosis.

Ultrasound is the first choice imaging modality used for
the evaluation of patients with acute abdomen in
pregnancy. However, in the second and third trimester, it
is sometimes difficult to visualize the ovaries as they are
displaced from the pelvis by the gravid uterus.

An enlarged, heterogeneous appearing ovary is the most
common ultrasound finding™®; however the presence of
normal appearing ovaries does not rule out the
diagnosis.™

Various other sonographic features associated with
ovarian torsion include:

e  Presences of peripheral follicles
o  Free fluid in the pouch of Douglas

e Twisted pedicle leading to, whirlpool sign
(uncommon)

e Asymmetric thickening of ovarian wall cysts

In our case she had only acute pain in the right flank and
Ultra sound showed common features of ovarian torsion.

Reuven Mashiach, MD, Nir Melamed, MD, et al. Study
results showed sonographic diagnosis of ovarian torsion
had overall accuracy of 74.6%. Abnormal ovarian blood
flow and the presence of free fluid were the most
diagnostically accurate isolated sonographic signs of
ovarian torsion. Combinations of sonographic signs had
higher specificity and positive predictive values for
ovarian torsion. The absence of typical sonographic signs
does not rule out ovarian torsion, especially when the
clinical presentation is suggestive.*

Lee et al. concluded that identification of the twisted
vascular pedicle through ultrasonography is suggestive of
ovarian torsion, and color Doppler sonography could be
helpful in predicting the viability of adnexal structures by
depicting blood flow with in the twisted vascular
pedicle.”®

Ovarian torsion will affect venous outflow early and the
arterial flow later. Due to the venous out flow, the
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affected ovary typically enlarged and become edematous
leading to greater resistance.

In a study by Rosado et al., all three cases of ovarian
torsion demonstrated arterial flow. They postulated two
possible explanations: (a) venous thrombosis due to
torsion leads to symptoms and ovarian necrosis before
arterial thrombosis occurs and (b) persistent adnexal
arterial flow is related to the dual ovarian blood supply.
One branch derived from the adnexal branch of the
uterine artery and one as a branch directly from the
aorta.™

A strange venous or arterial flow on ultra sound is a good
warning of torsion; it indicates that the possibility is
there. However; a positive flow of Doppler does not
necessarily mean torsion is not present.*®

The combination of Doppler flow imaging and
morphologic ultra sound assessment of the twisted mass
may improve diagnostic accuracy.®

CT & MRI may also be useful if ultrasound findings are
ambiguous or if the lesion is not well depicted
sonographically.

CT & MRI imaging features of adnexal torsion included
fallopian tube thickening, smooth wall thickening of the
twisted adnexal cystic mass, acsities & uterine deviation
to the twisted side.

MRI can be safely used in pregnancy to evaluate tissue
composition & to differentiate ovarian mass from other
abdominal mass. Ultrasound for ovarian mass evaluation
is technically difficult in third trimester; hence MRI is
especially useful for third trimester imaging.*®

Immediate surgery is the treatment for suspected ovarian
torsion. Studies have shown that surgery for adnexal
masses during pregnancy is associated with an increased
risk of spontaneous abortion, preterm labor, fetal growth
restriction, and neonatal death.>** Risk of preterm
labour is more during third trimester. In one study
preterm labour occurred in 26% of women had surgery
during the second trimester and in 82% of those who had
surgery during the third trimester.*

Mathevet P, et al. concluded Laparoscopic management
of adnexal masses in pregnancy by an experienced team,
is a safe and effective procedure that allows, compared to
the traditional surgery, a shorter hospital stay, a reduced
rate of post-operative complications and a decreased
maternal and fetal morbidity.?

The safety of laparoscopy for adnexal masses in
pregnancy has been demonstrated in several studies.?* %

CONCLUSION

Ovarian torsion is an infrequent cause of acute abdominal
pain in pregnancy. Though it occurs most frequently in
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first trimester, it may occur in second trimester also.
Diagnosis needs high clinical suspicion and radiological
examination. Still USG is an accurate tool in diagnosing
torsion ovary. Color Doppler improves the diagnostic
accuracy. The CT & MRI may also be useful if
ultrasound findings are inconsistent. Early surgical
management is associated with favorable maternal and
fetal outcome.
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