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SUMMARY

Introduction Adnexal torsion is a rare cause of acute abdominal pain during pregnancy. The clinical
and laboratory findings are non-specific. In this paper we present a case of adnexal torsion in the first

trimester of pregnancy.

Case Outline On admission, the patient presented signs of acute abdomen. The pain started few hours
prior to admission, and was predominantly localized, occasionally irradiating to the central parts of the
lower abdomen, accompanied by nausea and vomiting. Ultrasound revealed viable intrauterine preg-
nancy and right adnexal mass with small amount of free fluid in the Douglas pouch. After short preop-
erative evaluation, laparotomy and adnexectomy were performed. Surgery and postoperative follow-
up were uneventful, and histopathology reported torquated corpus luteum cysts.

Conclusion The diagnosis of adnexal torsion during pregnancy is difficult, and occasionally remains a
diagnostic dilemma. Surgery is inevitable, must be prompt, and comprises adnexectomy.
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INTRODUCTION

Acute abdomen in pregnancy is a relatively rare
entity with incidence ranging from 1:500 to
1:635 of pregnancies [1, 2]. The most common
etiologic factors of this sudden, severe, life
threatening clinical condition are torsion and/or
rupture of adnexal tumour, appendicitis, acute
diverticulitis, ileus, and spontaneous rupture
of the liver or spleen. The incidence of adnexal
torsion in pregnancy is 1-5:10,000 of spontane-
ously achieved pregnancies [3]. Ovarian torsion
is almost four times more common in pregnant
than in non-pregnant women, with free mobil-
ity and a long adnexal pedicle as the predispos-
ing factors [4]. After ovarian stimulation the
incidence rises dramatically to 6%, and reaches
as high as 16% in cases of ovarian hyperstimu-
lation [4].The most common cause of adnexal
mass is found to be a corpus luteum cyst, while
the incidence of dermoid cyst and serious cyst-
adenoma is much lower. Corpus luteum cysts
are found in 7-9% of the patients in the first ten
weeks of pregnancy, while in the second trimes-
ter they are found in only 0.3% of patients with
adnexal mass [5]. Usually, corpus luteum cysts
resolve spontaneously by the end of the first
trimester. Ovarian malignancy is confirmed
in about 5% of pregnant women with adnexal
mass [6]. The highest incidence of adnexal mass
torsion is found in the first trimester of preg-
nancy and after delivery [7]. Laparotomy for
adnexal mass is reported in 1:950 of pregnan-
cies [8].

CASE REPORT

A 31-year-old woman was admitted due to
acute severe right lower abdominal pain in the
10" gestational week of pregnancy. The pain
started few hours prior to admission, and was
predominantly localized, occasionally irradi-
ating to the central parts of the lower abdo-
men, accompanied by nausea and vomiting.
The patient was subfebrile, with a normal bowel
evacuation, and with normal urine findings,
white blood cells count was elevated to 16,800/
mm?, and CRP was within normal range. The
patient’s blood pressure and heart rate were
both normal.

On palpation, the abdomen was highly sensi-
tive in the right hypochondrium. The uterus
was soft, smooth and mobile, corresponding to
the 10" gestational week, with no haemorrhage.
A 9 cm, tender, partly mobile, painful palpable
mass with smooth surface and elastic consis-
tence was present in the right adnexal region.
Other gynaecological findings were normal.

Ultrasound confirmed normal intrauterine
pregnancy. In the right adnexal region there
was a complex, mainly hyperechogenic mass
9090 mm in diameter, with well-defined
contours and small hypoechogenic areas. A
small amount of free fluid was present in the
Douglas’ pouch.

An urgent laparotomy was performed for
acute abdomen. Adjacent to the right hand
side of the uterus, there was a necrotic, pleto-
ric and haemorrhagic mass, 9 cm in diameter
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belonging to the right adnexa, and twisted once at the level
of the infundibulopelvic ligament. A very small amount
of sero-haemorrhagic free fluid found in the abdominal
cavity, was sent for microbiological and cytological exam-
ination. Apart from that, all other findings in the abdom-
inal cavity were normal. A right salpingo-oophorectomy
was performed. On the second postoperative day, due to
uterine contractions and slight vaginal bleeding, progesto-
gens were administered vaginally. Postoperative course was
uneventful, and the patient was discharged with histologi-
cal confirmation of haemorrhagic infarceration of corpus
luteum haemorrhagicum cysticum causing acute abdomen.

DISCUSSION

According to the literature data, 0.2% of pregnancies are
complicated with nonobstetric abdominal pathology in
need of surgery [9]. Symptoms and signs of adnexal torsion
are non specific, and can be confused with other acute
abdominal conditions such as appendicitis, ureteral or
renal colic, cholecystitis and bowel obstruction [10, 11].
Complete torsion causes venous and lymphatic blockage,
leading to stasis and venous congestion, haemorrhage and
necrosis, while the patient usually presents an acute severe
pain [12, 13]. Some authors stress the fact that predominant
symptoms are nausea, vomiting, fever and symptoms of the
urinary tract [14]. Right ovarian torsion is more frequent
than torsion of the left ovary, which can be explained by
the fact that the right ovary has more space than the left
one due to the localization of the sigmoid colon and /or due
to the hypermobility of the coecum and distal ileum [15].
Diagnostic procedures during pregnancy should be safe,
and comprise ultrasound as a primary diagnostic method
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used in these cases [16]. Power Doppler suggests a reduced
perfusion of the ovary, with dilated ovarian vessels. Doppler
sonography, although highly specific, has low sensitivity, as
it may misdiagnose in approximately 60% cases [17, 18].
Only magnetic resonance imaging can clearly delineate the
ovarian origin, as well as the nature of the mass [19, 20].

Management of adnexal torsion in pregnancy remains
controversial. Although the laparoscopic approach
combined with simple detorsion has been described in the
third trimester, laparotomy and salpingo-oophorectomy
may sometimes be necessary [18, 21, 22]. Traditionally,
abdominal complications during pregnancy have been
treated by laparotomy. Nowadays, laparoscopy is consid-
ered the preferable surgical option until approximately
the 16™ week of gestation [23]. The majority of the litera-
ture available state that most patients with ovarian torsion
arrive at hospital too late to spare the ovary. Considering
this delay in establishing the diagnosis, the vast majority of
acute adnexal torsion must be solved by salpingo-oopho-
rectomy [24]. Following the procedure performed in the
first 12 weeks of gestation, substitution of progesterone is
recommended in order to support an early pregnancy and
prevent early pregnancy loss. After this period, progester-
one is produced by the placenta, and progesterone supple-
mentation is not advised as a routine approach.

Adnexal torsion is a rare event during pregnancy, which
requires differential diagnosis from other diseases present-
ing the same symptoms. This serious condition requires a
prompt surgery. Considering the fact that patients usually
have symptoms for hours prior to admission which inevi-
tably leads to irreversible ovarian necrosis, adnexectomy is
the procedure of choice. Surgery during pregnancy is well
tolerated and, done without delay, usually enables further
course and successful pregnancy outcome.
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AKyTHU 601 y abgomeHy M3a3BaH TOP3MjOM aHEKCa Y NPBOM
TpumecTpy TpyaHohe — npukas 6onecHuKa

MwunaH Tep3uh'?, Cnaeuua Akcam'?, Catba Mapuumnh?, He6ojwa ApceHoBuh*

'KnuHuKa 3a rHekonorujy v akyLwepctso, KnuHnukn ueHtap Cpbuje, beorpag, Cpbuja;
2MeguumHcKm dakynTeT, YHuBep3uTeT y beorpagy, beorpag, Cp6uja;

3[lom 3 paBsba ,CaBcku BeHal', beorpag, Cpbuja;

‘Opemetbe 3a henujcky natonorujy, OKpy»kHa 60nHMLa, JIMHKONH, Benvka bputaHuja

KPATAK CALPXKAJ

YBopa Top3uja agHeKca je pefak y3poK akyTHor 6ona y abpo-
MeHy TOKOM TpyaHohe. KnuHuuku n nabopatopujcku Hanasu
cy HecreynduyHK. Y pagy je nprkasaH ciyyaj Top3uje agHek-
ca y NpBOM TpuMecTpy TpyaHohe.

Mpwukas 6onecHuka Ha npujemy Kof TpyaHULE CYy Ce UCNOJba-
BaV 3HaLW akyTHor 6ona y abaomeHy. bon ce jaBuo HeKonmnKko
caTy Npe npujema v NPeBacxodHo je 61o NIoKanM3oBaH AecHO
VIHIBMHANTHO, NOBpeMeHo ce Wwupehu Ha LeHTpanHe fenoBe fo-
tber Tpbyxa, a 61o je npaheH MyyHrHOM 1 noBpaharbem. YnTpa-
3BYYHVIM NpErfiefom Cy yCTaHOBIbEeHE BUTaIHa UHTPayTepycHa

MpumrbeH « Received: 16/04/2010

TpyAHoha 1 agHeKcanHa Maca eCHO C MaloM KOMIMUYMHOM CJ10-
60He TeuHocTn Y [lyrnacoBom npoctopy. [locne KpaTkor npeo-
nepauvoHor nperneaa ypaheHe cy nanapoTomuja 1 agHEKCeK-
Tomuja. [locTonepauroHn TOK je MPOTEKa0 HOPMAJTHO, @ XUCTO-
NaTOJIOLKY Hasas3 je yKa3ao Ha TOPKBMPaHY LCTY XKy Tor Tena.
3ak/byuak [lnjarHo3a Top3uje agHeKca y TpygHohu ce Tewwko
nocTaBsba W MOHEeKa[ 0CTajy AAnjarHOCTUYKe funeme. XrpypLuKu
3axBaT ce Mopa 3BeCTU 6P30 U NOAPa3yMeBa AfHEKCEKTOMM]Y.

KmbyuHe peun: Top3uja agHeKca; TpygHoha; NpBu TpumecTap;

YNTPa3ByK; Xupypruja
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