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he incidence of ovarian torsion (OT) in reproductive age is
9.9/100.00, and up to one-fifth of cases develop during pregnancy.1

The most common causes of OT in pregnancy are corpus luteum cysts
and ovarian hyperstimulation syndrome (OHSS).2 Although it is seen espe-
cially in the first trimester, it can rarely develop in the third trimester and
lead to midline laparotomy and birth of a preterm baby with caesarean sec-
tion (CS).3 It is associated with nonspecific symptoms such as lower ab-
dominal pain, nausea and vomiting and is often misdiagnosed as appendicitis
or preterm labor.1

In this case report, we aimed to emphasize the importance of evaluat-
ing adnex when performing obstetric ultrasonography (USG) in third
trimester, together with the diagnosis and management of OT in pregnancy.

CASE REPORT

The gravida 2, parity 0, abortion 1 pregnant woman, aged 21 was referred
to the emergency room from another hospital with the complaint of right
lower quadrant pain. The patient’s anamnesis showed a right lower quadrant
pain which started suddenly and had been ongoing for three days, accom-
panied by nausea and vomiting. At another hospital, urinary tract infection
was considered and antibiotic treatment was given to the patient.
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The patient had a history of thrombophilia
therefore received cleaxane® 0.6 1x1 and multivit-
amin supplements for her pregnancy. There was no
change in her defecation habits and she did not
have vaginal bleeding or a fever. Physical exami-
nation revealed rebound and guarding in the lower
right quadrant.Vital findings were stable. Her
blood count showed hemoglobin (Hb) levels 10.8
g/dL, white blood cells 11.3x103/uL. There were no
abnormalities in the blood biochemistry values and
urine analysis.

USG showed intrauterine fetal heart rate pos-
itive singleton pregnancy compatible with 36
weeks. In addition, the right adnexal area showed
a 97 x 78 mm solid, non-blooded, torsion compat-
ible image (Figure 1). The left ovary was polycystic.
The patient’s non-stress test (NST) was normal and
corticosteroid was applied for fetal lung maturation
at another medical center. As a result of the pa-
tient’s symptoms, acute abdomen and primarily
right ovarian torsion was assumed. Hospitalization
and surgical treatment were planned. Due to the
fact that gestational weeks were advanced (36 w),
corticosteroid was applied for fetal lung maturation
and surgery could start preterm labor, a CS was
planned and laparotomy was decided upon at the
same session instead of laparoscopy in our case.

CS was performed under spinal anesthesia and
a male baby with an apgar of 8/9 was delivered. The
right ovary was twisted around itself twice and the
approximate dimensions were 10x10cm. The left
ovary was polycystic. The right ovary was detorsed
(Figure 2). After 10-15 minutes the color of the
right ovary started to go pale. So the ovary was
thought to be functional and oophorectomy was
not needed. In addition, the patient was young and
the desire of fertility continued. Postoperative fol-
low-up was uneventful and the patient was dis-
charged on the second day.

DISCUSSION

OT is the fifth most common encountered surgical
emergency.4 It can be difficult to recognize during
pregnancy because the symptoms of OT are non-
specific.5 OT is rare in the third trimester due to the

restriction of the movement of the ovarian pedicle
with the growing uterus, but should be considered
in the differential diagnosis of pregnant patients
with acute abdomen.6

The right adnexa is more mobile because the
right utero-ovarian ligament is longer. For this rea-
son, OT is more visible on the right side. Our pa-
tient had the torsion on right adnexa. The disap-
pearance of acute pain is a serious finding as it can
be a sign of possible ovarian necrosis.7

In a study involving 39 patients who under-
went surgical and pathologic OT diagnosis,the most
common symptoms were abdominal pain (100%),
vomiting (85%) and leukocytosis (56%).8 Our case
presented with pain in the lower right quadrant
and vomiting. However, her leukocyte count was
normal.

USG is the preferred imaging method for the
diagnosis of OT. An USG is also valuable for as-
sessing the fetus, as well as showing the affected
ovary. The most common ultrasonographic finding
in the case of OT is ovarian enlargement. For pa-
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FIGURE 1: Transvaginal ultrasonography shows the right adnex with an enlarged
ovary.

FIGURE 2: Intraoperative image of right ovarian torsion and left polycystic ovary. 



tients who display clinical symptoms and show
ovarian enlargement on sonography, the consider-
ation of OT should be possible in differential diag-
nosis. Another ultrasonographic finding is an image
of an edematous ovary accompanied by cyst or
mass in the ovary. Doppler flow cytometry may in-
crease diagnostic efficiency by adding USG.8 Usu-
ally, Doppler confirms interruption of blood flow
in the affected ovary. The observation of blood
flow in the ovary does not exclude OT diagnosis.
This is because, the rate of false negativity is high
in examining Doppler.8 The sensitivity and speci-
ficity of Doppler examination is controversial in
OT diagnosis. In a study involving 199 patients, the
sensitivity and specificity of absence of an abnor-
mal Doppler venous flow were 100% and 97%, re-
spectively.8 However, in another study of 78
patients, sensitivity and specificity were deter-
mined as 43.8% and 91.7%, respectively, in case of
lack of blood flow in the Doppler. In another se-
ries, 60% of 21 patients who were surgically diag-
nosed with OT were found to have a normal
Doppler examination.8 In our case, Doppler exam-
ination revealed no blood flow but there was ovar-
ian enlargement in the right ovary.

Information on the management of OT in
pregnancy is limited by the small size of patients
involved in most studies, but the treatment is
mostly laparoscopy with cyst aspiration or alterna-
tively laparatomy.8 The main concern regarding la-
paroscopy in particular in the third trimester is
limited surgical field due to uterine size and possi-
ble fetal effects due to CO2 insufflation.9 The man-
agement option depends on the gestational week as
far as the size of the affected ovary, its position and
the presence of an adnexial mass are concerned.8

Due to the fact that gestational weeks were ad-
vanced (36 w) and surgery could start preterm
labor, a CS was planned and laparotomy was de-
cided upon at the same session in our case. The sur-
vival rate of fetuses or embryos after laparotomy or
laparoscopy for ovarian torsion is not well defined,
but is found positive in series outcomes.8 Both open
and laparoscopic surgery is more hazardous because
of the increased hypercoagulability during the pro-
gressive week of gestation. In addition, although

laparoscopic surgery can be performed every ges-
tational week, there is a risk of uterine injury due
to the size of the pregnant uterus, inadequate view
of the surgical field, and risk of premature birth
in the advanced gestational weeks.10 Therefore,
not only fetal parameters but also adnexa should
be examined on sonography in all tri- mesters.
Thus, probable ovarian cysts will be detected early
and managed appropriately. This will prevent
emergency surgical intervention and preterm de-
livery.10

OT during pregnancy is difficult to diagnose
due to its nonspecific symptoms. The low preva-
lence of OT and the focus on fetal structures
rather than adnexa during routine ultrasonogra-
phies performed especially in the third trimester
decrease the frequency of OT diagnosis. OT
should be kept in mind in pregnant patients with
acute abdominal pain and with ovarian enlarge-
ment in USG.
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