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INTRODUCTION 

With the dawn of routine antenatal ultrasound, incidence 

of ovarian cyst in pregnancy is increasing. It is seen in 2-

5% of pregnancies.1 Most of the ovarian cyst are benign 

but can be malignant also, which is a rare condition. 

Usually they are asymptomatic and are discovered on 

routine antenatal ultrasound. But sometimes patient can 

have acute pain abdomen, distension, nausea and 

vomiting which occurs due to torsion or rupture of the 

ovarian cyst.   

Torsion of ovary or ovarian cyst is the total or partial 

rotation around its vascular axis or pedicle. A cyst which 

is freely mobile and have long pedicle undergoes torsion 

frequently. Pregnancy is also a predisposing factor for 

torsion. Incidence of adnexal torsion is 5 per 10,000 

pregnancies.2 For the diagnosis of ovarian cyst in 

pregnancy the ultrasound is reasonably accurate modality 

for detection and assessment adnexal mass and also for 

detection of risk for malignancy. Ultrasound should be 

considered as first imaging modality of investigation for 

ovarian mass in pregnant or non-pregnant women. It is 

safe in pregnancy. Colour Doppler studies can detect 

torsion of cyst.3 MRI can be safely used in pregnancy 

especially in third trimester when the evaluation with 

ultrasound is difficult.4 Benign ovarian cysts can be 

managed conservatively. But if complicated by torsion or 

rupture, then emergent surgical intervention is required 

irrespective of gestational age.  

Here, we are reporting a case of torsion of ovarian cyst 

during second trimester of pregnancy with no known 

predisposing factors. 

CASE REPORT 

A 30-year-old female G3 P1+1L2 with 15 weeks of 

gestation presented to antenatal OPD with complain of 

dull aching abdominal pain for 1 month and nausea and 
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vomiting for 5 days. Pain was present in whole abdomen 

which was dull aching in nature. There were no 

aggravating factors, but pain used to subside on taking 

some medications. Bowel and bladder was normal and 

regular. Since 5 days pain had increased and it was 

associated with nausea and vomiting. For these 

complaints she presented to us in OPD.  There was no 

history of syncopal attack, fever, burning micturition, 

bleeding or discharge per vaginum. Her previous 

menstrual cycles were regular.  

She conceived spontaneously. She had twin daughters of 

5-year age born through caesarean section and one 

spontaneous abortion 2 years back. There was no 

significant past, personal or family history.  Vital were 

stable, pulse rate - 90/min, BP - 116/74 mmHg, 

respiratory rate 16/min and temperature 98.4 F. Systemic 

examinations were within normal limits. Abdominal 

examination revealed fundal height of 28 weeks, 

consistency in the upper part was cystic and tender on 

deep palpation.  

Ultrasonography was done which showed a single live 

intrauterine pregnancy of 14-week 6 days gestation with 

bilateral adnexal masses measuring 141 mm × 111 mm in 

the right adnexa and 60 mm × 74mm in the left adnexa. 

Right adnexal cyst had multiple septations and left 

adnexal cyst was simple unilocular. Her CA 125 levels 

were 65.3 U/ml. Patient was taken up for laparotomy. 

During laparotomy (15 × 15) cm blackened cystic mass 

was found in the right adnexa which was twisted two 

times around its pedicle as shown in Figure 1.  

 

Figure 1: Twisted ovarian cyst. 

Right fallopian tube was found to be gangrenous and was 

attached to the cyst. Omentum was loosely adhered to it 

as shown in Figure 2. Flimsy adhesions were removed, 

torsion was released and right sided salpingo-

oophrectomy was done as the healthy ovarian tissue was 

not seen. Uterus was found to be 14-16 weeks in size. On 

the left side unilocular cyst of around 6 cm was seen and 

cystectomy was done. Her postoperative period was 

uneventful and was discharged on 8th postoperative day 

after stitch removal.  

 

Figure 2: Ovarian cyst with omental adhesions. 

Final diagnosis was made after histopathology report, 

which revealed bilateral benign serous cystadenoma. Her 

antenatal period was uneventful, and she delivered a 

healthy male baby through caesarean section done for 

non-progress of labour. 

DISCUSSION 

Most of the ovarian cyst which is found in pregnancy is 

functional cyst of the ovary such as follicular cyst, corpus 

luteal cyst and haemorrhagic cyst. The other benign 

ovarian masses found are cystic teratomas, serous cyst 

adenomas, mucinous cystadenomas, paraovarian cysts 

and endometriomas.5 Rarely malignant masses are found. 

The serous cystadenomas are thin walled, translucent 

cysts usually unilocular, may have few septations. size 

can vary between 20-30 cms. They are often unilateral 

but can be bilateral also.  

As in our case it was bilateral. They are mostly benign 

but 10-15% of them are borderline malignant and 20-40% 

are malignant.6 They are often incidentally diagnosed in 

prenatal ultrasound as they are mostly asymptomatic. 

Complications can occur such as torsion, rupture, 

infection, malignancy, impaction of cyst in pelvis causing 

retention of urine, obstructed labour and malpresentations 

of the foetus. Torsion is the most common complication 

among them. The risk of ovarian torsion rises by 5-fold 

during pregnancy.2 It is more common during first 

trimester, than in second trimester and rarely in third 

trimester.7 Our patient presented with ovarian torsion in 

second trimester. 

If the torsion has occurred, patient can present with acute 

pain abdomen which is severe, colicky and non-remitting 

but can wax and wane in cases of incomplete or 

intermittent ovarian torsion. In above mentioned case, the 

patient had history of dull aching pain for one month 

which may be due to incomplete torsion. Diagnosis can 

be readily made with ultrasound of pelvis, which detects 

ovarian cyst. Benign or malignant nature of the cyst can 

also be made with it and doppler can detect torsion. On 

ultrasound serous cystadenoma is found to be unilocular 

(occasionally bilocular), with a thin, smooth wall, a thin, 



Kuraishy A et al. Int J Reprod Contracept Obstet Gynecol. 2018 Aug;7(8):3389-3391 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                     Volume 7 · Issue 8    Page 3391 

regular septum and homogeneous anechoic content.8 If 

the cysts contain septae, nodules, papillary excrescences 

or solid components then, malignancy is suspected.9 

Management depends on size of the cyst, ultrasound 

features and signs and symptoms of the patient. Those 

with simple cystic appearance and size less than 6 cm can 

be managed expectantly with serial ultrasound 

surveillance, as most of them resolve spontaneously.10 

Large cysts of more than 10 cm are usually resected due 

to fear of complications like torsion, rupture and increase 

chances of malignancy. About 50% of them may require 

emergency exploratory laparotomy for rupture, torsion or 

infarction.9  

The management is debatable in case of size 6-10 cm. If 

there are solid components, papillary excrescences, 

septae and nodules then its better to remove them because 

of increase in risk of malignancy. Tumour markers such 

as CA 125 show little clinical significance in pregnancy 

as it is elevated in the first trimester of pregnancy and 

declines with advancing gestational age.11 Similarly, in 

our case elevated CA 125 was found to be raised but the 

cyst was found to be benign. Ovarian cysts diagnosed 

during first trimester of pregnancy can be managed 

conservatively only if there are no features of malignancy 

and no complications. The optimal time for surgical 

intervention during pregnancy is between 16 and 28 

weeks of gestation. However immediate surgical 

intervention may be need irrespective of gestational age, 

in cases of ovarian torsion, rupture and malignancy.9,12,13 

CONCLUSION 

Ovarian cyst gets frequently diagnosed during pregnancy 

during a routine antenatal ultrasound. The majority of 

these are benign cysts which resolve spontaneously. 

Sometimes these cysts can create complications such as 

torsion, rupture, infarction, obstruction and very rarely 

can become malignant.  Such conditions should be 

managed on an emergency basis in the view of maternal 

and fetal benefit.  
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