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ABSTRACT: BACKGROUND: Ovarian torsion presents as acute abdominal pain and early surgical 

management is required to prevent further adnexal damage. It accounts for 3% of all cases of acute 

abdominal pain in adult women. As signs and symptoms can mimic other acute abdominal conditions, 

the preoperative diagnosis often remains a challenge for primary care physicians. AIMS AND 

OBJECTIVES: To study the characteristics of adnexal torsion and factors influencing adnexal 

preservation. MATERIAL AND METHODS: All 14 patients were admitted in a tertiary endoscopic 

surgical unit with the complaints of pain in abdomen, nausea and vomiting of varying duration. The 

minimum duration of symptoms was 3 days and a maximum of 1 year. All patients were evaluated by 

ultrasound examination preoperatively. The time interval between the onset of symptoms and 

definitive surgery varied from 3 days to one year. Laparoscopic approach was offered to all patients 

except one where the patient was antenatal at 10 weeks of gestation. RESULTS: Out of 14 patients 

the youngest patient was a neonate 28 days old and oldest was 68 years of age. Most patients (n=9) 

were between 10 to 30 years of age. Intra operatively complete torsion (torsion of both ovary and 

fallopian tube) was found in 9 cases, 3 were torsion of hydrosalpinx and one case was torsion of a 

paraovarian cyst. One case was torsion of the adnexa in antenatal period. Adnexal congestion and 

edema was the most common finding (n=6) simulating hemorrhagic cyst. One patient the oldest in 

series age 68 years had torsion of an ovarian mass which was histologically confirmed as mucinous 

cystadenoma. Two patients had ovarian dermoid where ovary was salvaged in one by doing 

cystectomy and in the other a salpingoophorectomy was performed. In one patient it was torsion of 

parovarian cyst where cyst wall excision was performed. In antenatal at 11 weeks gestation a mini 

laparotomy was performed under epidural analgesia and detorsion was performed. In all 4 patients 

who had hydrosalpinx (n=3) and parovarian cyst (n=1), a salpingectomy and cyst excision was 

performed respectively. In rest with complete torsion (n=9, excluding fetal adnexal torsion) ovarian 

preservation was possible in 4 patients (44.45%) and 5 patients (55.55%) required oophorectomy. 

CONCLUSION: Adnexal torsion affects all ages of women and ovarian preservation is possible, if 

detorsion is possible. Delay in diagnosis prevents ovarian preservation. Though limited by small 

sample size it indicated that ovarian debulking may not be needed and detorsion relieves the venous 

congestion and edema. Laparoscopic approach remains the gold standard for the management of 

adnexal torsion and enables quick recovery. 

 

INTRODUCTION: The annual prevalence of ovarian torsion is estimated to be 4.9 per 100000 

females aged 1 to 20 years. Adnexal torsion is the fifth most common surgical emergency in 

gynecology and mostly affects the younger age group.1 Of all cases of ovarian torsion that occur, 

nearly three-fourths present during the reproductive years from 20 to 40 years of age, and few occur 

in postmenopausal women. Overall, about 15% of cases occur during infancy and childhood 2. It is 

diagnosis that must be considered in all girls and young women presenting with abdominopelvic pain 
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and mass. Adnexal torsion is primarily a clinical diagnosis based on a thorough history and 

meticulous examination. The typical clinical history in ovarian torsion is of sudden onset of severe 

unilateral, lower abdominal pain of intermittent nature. Nausea and vomiting is present in 70 % of 

cases. The clinical presentation is often nonspecific with few distinctive physical findings commonly 

resulting in delay of diagnosis and appropriate surgical management.3 The condition is associated 

with reduced venous return from the ovary resulting in stromal edema congestion and internal 

hemorrhage. Further delay causes necrotic changes leading to peritoneal signs and symptoms. A 

prompt diagnosis and intervention is required to save adnexal structures from infarction enabling 

adnexal preservation.4 

 

MATERIAL AND METHODS: 

Study design: A retrospective observational study of patients presenting with adnexal torsion in all 

age groups in a single center in one year (Jan 2013 to Dec 2013). 

Setting: A tertiary Endoscopic surgical unit. 

Sample: Females presenting with pelvic pain and adnexal lesion. 

   The institutional ethical committee approval was taken. 

 

MATERIALS AND METHODS: All patients were admitted in a tertiary endoscopic surgical unit with 

the complaints of pain in abdomen, nausea and vomiting of varying duration. The minimum duration 

of symptoms was 3 days and maximum of 1 year. One case was a neonate wherein the cyst was 

diagnosed in abdominopelvic region on antenatal ultrasound. Data on the type of surgical approach 

used to visualize the ovary, surgical findings, surgical procedure for treatment of the ovarian torsion, 

pathological results were analyzed. Laparoscopic approach was offered to all patients except one 

where the patient was antenatal at 10 weeks of gestation. 

 

RESULTS: The age of patients at presentation was as in (table 1). The youngest patient was a neonate 

of 28 days and oldest was 68 years of age. Most patients (n=9) were between 10 to 30 years of age. 

 

Age in years No of cases n=14 % 

0-10 2 14.28 

11-20 4 28.57 

21-30 5 35.71 

31-40 2 14.28 

>40 1 7.14 

Table 1: Age of patients admitted with suspected torsion 

 

All patients were evaluated by ultrasound examination preoperatively and the findings are 

summarized in (table 2). The Doppler findings were normal in patients with hemorrhagic cyst 

however; Doppler examination was not done in patients with complex adnexal mass and dermoid 

cyst. 
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Ultrasonography imaging findings n=14 

Hemorrhagic cyst 8 

Complex adnexal mass 4 

Dermoid cyst 2 

Table 2: Findings in preoperative ultrasound 
 done in patients of suspected adnexal torsion 

 

The time interval between the onset of symptoms and definitive surgery varied from 3 days 

to one year. 
 

Time interval (days) n= 13 (fetal adnexal torsion excluded) 

0-7 2 

8-15 5 

16-30 2 

>30 days 4 

Table 3: Time interval between onset of  
symptoms and definitive surgery 

 

Intra operatively complete torsion (torsion of both ovary and fallopian tube) was found in 9 

cases, 3 were torsion of hydrosalpinx and one case was torsion of a parovarian cyst. One case was 

torsion of the adnexa in antenatal period. Laparoscopy was done on 28th day of life when a congested 

and necrotic cyst of 5 cm with torsion of the pedicle was found at a higher level than the normal 

ovarian fossa with the ovarian fossa being empty. (Fig 1, 2) Fetal ovarian torsion led to complete non 

development of right adnexa due to ischemia5. Adnexal congestion and edema was the most common 

finding (n=6) simulating hemorrhagic cyst. In patients with chronic torsion, who were receiving 

symptomatic treatment for over a month dense omental adhesions along with bowel loops and 

encysted loculated collection was present on laparoscopy.  

These were reported as complex adnexal mass on imaging. One patient the oldest in series 

age 68 years had torsion of an ovarian mass which was histologically confirmed as mucinous 

cystadenoma. A unilateral salpingoophorectomy was performed laparoscopically. Two patients had 

ovarian dermoid where ovary was salvaged in one by doing cystectomy and in the other a 

salpingoophorectomy was performed. In one patient it was torsion of parovarian cyst where cyst wall 

excision was performed. In antenatal at 11 weeks gestation a mini laparotomy was performed under 

epidural analgesia and detorsion was performed. 
 

Intraoperative finding n=14 

Adnexal congestion and edema 6 

Complex ovarian tumor 1 

Dermoid 2 

Omental adhesions and tuboovarian mass 4 

Parovarian cyst 1 

Table 4: Intraoperative findings 
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In all 4 patients who had hydrosalpinx (n=3) and parovarian cyst (n=1), a salpingectomy and 

cyst excision was performed respectively. In rest with complete torsion (n=9, excluding fetal adnexal 

torsion) ovarian preservation was possible in 4 patients (44.45%) and 5 patients (55.55%) required 

oophorectomy. 

All patients who underwent the procedure by laparoscopic approach were discharges in 24 

hours; however antenatal patient who underwent mini laparotomy was kept under observation for 

48 hours. 

All patients in whom ovarian preservation was done were followed up at 7 days and at 45 

days post operatively with ultrasound and Doppler examination to reveal normal findings. There was 

one readmission at second post -operative day with pain in pelvic region which responded to anti-

inflammatory agents. In this patient ultrasound examination was performed early which revealed 

normal ovarian morphology and Doppler study. 

 

DISCUSSION: Adnexal torsion is a gynecological emergency that affects all ages and even fetal 

period.6 Several studies have been conducted on heterogeneous population of neonates, 

premenarchal girls, adolescents, and others having adnexal masses and incidence was maximum 

between 10-30 years of age, this was also seen in our study.7- 9 The factor influencing ovarian 

preservation is high index of suspicion and intervention at the earliest enabling detorsion. The use of 

Ultrasonography in the diagnosis of ovarian torsion was demonstrated to have low specificity.10 The 

search for a better modality of imaging in the diagnosis of Ovarian Torsion led to the suggestion of 

Doppler flow studies used to evaluate compromise in arterial or venous blood flow to the affected 

ovary. Its role as a predictor of torsion, however has elicited similar controversy.6- 13  

In our study The Doppler findings were normal in patients with hemorrhagic cyst however 

Doppler examination was not done in patients with complex adnexal mass and Dermoid cyst. 

Laparoscopic approach was offered to all patients in our study except one where the patient was 

antenatal at 10 weeks of gestation. The advantages of laparoscopy in the diagnosis and treatment of 

pelvic masses in gynecology are well established.5, 14- 16  

It was the preferred surgical approach in our series as well. Time plays an important role in 

the effort to conserve involved adnexa. Rousseau et al17 reported an inverse relationship between the 

time interval from admission to diagnosis and to performing conservative surgery. In our series cyst 

excision was performed only in case of Dermoid and in the rest no attempt to debulk the ovary or 

drain the cyst was done. It was evident that (Fig 3) the appearance of hemorrhagic cyst is due to 

ovarian congestion and reduced venous return leading to ovarian edema. As mentioned earlier, 

cystectomy was performed only in the presence of pathological cyst (Dermoid).  

In all patients who presented within one week and had complete torsion ovarian preservation 

was possible with detorsion only (Fig. 4). Though detorsion was possible in fallopian tube torsions 

also, a salpingectomy was performed due to presence of large hydrosaplinx. (Fig. 6) It was observed 

that patients who presented late (Fig. 5) had adhesions and fibrosis at the adhesion site and could not 

be detorted as during the attempt to do so it was noted that there was no vascularity in the pedicle. It 

was evident as there was no bleeding even while transecting the pedicle without ant use of 

diathermy.  

In our series we did not notice any recurrence even though ovariopexy was not done. There 

has been the growing trend towards a more conservative approach in the treatment of Ovarian 
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Torsion and previous studies of successful conservative laparoscopic approach for such cases and 

negligible cases of cancer detected in various series favor the conservative approach which 

corroborate in our study as well.18 

 

CONCLUSION: Adnexal torsion affects all ages of women and ovarian preservation is possible if 

detorsion is possible. Delay in diagnosis prevents ovarian preservation. It was also noted that 

Doppler examination is not a very reliable tool in the diagnosis of adnexal torsion. Though limited by 

small sample size it indicated that ovarian debulking may not be needed and detorsion relieves the 

venous congestion and edema. Timely Laparoscopic approach remains the gold standard for the 

management of adnexal torsion and enables quick recovery. 
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Fig. 3: Adnexal congestion  
with  complete torsion                        

Fig. 2: Empty right ovarian fossa 

Fig. 4: Adnexa detorted and reduction 

in congestion noted 

Fig. 1: Right Adnexal torsion in fetal period 
Laparoscopic view at day 28 of life 

Fig. 5: Chronic adnexal 
torsion with adhesions 

 
with  Complete 

torsion                        

Fig. 6: Chronic torsion of 
hydrosalpinx  
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