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Ovarian torsion (OT) is one of the most common gynecological emer-

gencies and can affect women of all ages [1]. Ovarian torsion has a bi-
modal age distribution, with a tendency to occur in young women (15-30
years old) and postmenopausal women. Moreover, the risk of OT increas-
es in postmenopausal women with ovarian masses [2]. The mechanism
of torsion of ovaries is unclear. Ovarian tumors, ovarian cysts and ovu-
lation induction, which expands the ovarian volume, can be regarded as
predisposing factors for OT [3]. As the size of the mass increases, the risk
of torsion increases, until the mass becomes large enough to be fixed
in place in the pelvis. In addition, masses that are fixed in place due
to adhesions (e.g. endometrioma, tubo-ovarian abscess) or malignancy
appear to be less likely to torse. It should be noted that OT rarely occurs
in normal adnexa [4].

A 83-year-old postmenopausal woman presented with sudden onset
of lower abdominal pain and discomfort. Her obstetric and gynecological
history were unremarkable, without history of tubal sterilization. Hyper-
tension and heart failure were recorded. On physical examination, she
was afebrile but hypertensive. A tense mass in the right adnexa was
identified in her vaginal examination and clinical examination of the ab-
domen revealed abdominal rebound and defense. Ultrasound revealed
a well-defined, echo-free cystic mass 8 cm x 10 ¢cm in size on the right
side of her uterus with a partial septations (Figure 1). No abnormal find-
ings were demonstrated involving her left adnexa, and her uterus was
normal. There was no ascites in the pouch of Douglas. Stroma was het-
erogeneous in appearance and locally hypoechoic and hyperechoic areas
were noted in Doppler USG. Ovarian artery and venous blood were detect-
ed and the vascular signal was not completely lost. Her blood count and
erythrocyte sedimentation rate were normal. Serum markers of ovarian
malignancy were obtained and found to be within normal limits. After
approximately 6 h, the patient was taken to the laparotomy for a pos-
sible malignancy. The pre-operative diagnosis was torsion of malignant
right ovarian cystic mass. An urgent laparotomy was performed which
revealed a dark-red, round-shaped ruptured cystic lesion that twisted at
the right infundibulo-pelvic ligament site in the right adnexa area. Her
uterus and left ovary were normal and there were signs of necrosis on
her right ovary and fallopian tube after reduction of the torsion (Figure 2).
A right salpingo-oophorectomy was performed and it was sent for a his-
topathological examination. Frozen inspection was done. No pathologic
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diagnosis was performed owing to the complete
necrosis of the surgical specimen, but there was
no evidence of neoplastic proliferation (Figure 3).
She was discharged after 3 days without any com-
plications. No special complaint was noted during
6-month follow-up.

The incidence of OT is unknown [5]. Although
the prevalent of OT is higher after the start of ovu-
lation in adults, it may also be observed in post-
menopausal women and adolescents. Ovarian
torsion is a gynecological emergency encountered
in all age groups. Ovarian torsion appears to occur
infrequently in postmenopausal women. As an ex-
ample, in a series of 301 postmenopausal women
with ovarian neoplasms, 19 (6%) had ovarian tor-
sion [6]. When OT occurs, the ovary typically ro-
tates around both the infundibulopelvic ligament
and the utero-ovarian ligament. Rotation of the
infundibulopelvic ligament causes compression of
the ovarian vessels. Ovarian ischemia then occurs
and can result in ovarian necrosis, infarction, and
local hemorrhage.

The most common symptom is pain locat-
ed in the lower abdominal region or pelvis that
may radiate to the flank or thigh. Sudden onset
of cramping pain or intermittent pain is possible.
Temperature, white blood cell count, and erythro-
cyte sedimentation rate may be normal or slightly
elevated.

A definitive diagnosis of OT is made by di-
rect visualization of a rotated ovary at the time
of surgical evaluation. Ultrasound is regarded as
the imaging modality of choice for the diagnosis
of OT. On the other hand, ultrasound alone often
leads to misdiagnosis; therefore, it is important to
detect normal blood flow by Doppler ultrasound.
Even if abnormal blood flow is not confirmed, we
cannot exclude the diagnosis of OT [7]. Although
computed tomography (CT) scan findings are
non-specific in OT, this modality may be helpful
in ruling out this condition. The definite diagnosis
of adnexal torsion can be established via surgery,
laparoscopy or laparotomy, which can play both
diagnostic and therapeutic roles [8].

There is no risk factor for postmenopausal OT
except the right utero-ovarian ligament is longer
physiologically than the left and ovarian mass.
The right ovary cystic mass was seen as a risk fac-
tor in the present case.

For most premenopausal patients with OT, de-
torsion and ovarian conservation is recommend-
ed rather than salpingo-oophorectomy. Ovarian
cystectomy is often performed if a benign mass is
present. Cystectomy significantly reduces the risk
of re-torsion by 50-75%, compared to de-torsion.
In recurrent cases, ovariopexy is preferred in order
to reduce the risk of recurrence [9]. Patients with
an ovarian mass that is suspicious for malignancy
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Figure 1. Ultrasound revealed a well-defined, echo-
free cystic mass measuring 8 cm x 10 cm on the
right side of her uterus with partial septations

Figure 2. Torted necrotic ovarian mass found at
laparotomy

Figure 3. No pathologic diagnosis was made owing
to the complete necrosis of the surgical specimen,
but there was no evidence of neoplastic prolifer-
ation

require salpingo-oophorectomy. Salpingo-oopho-
rectomy is also reasonable for postmenopausal
women. In a review study on 135 cases of adnexal
torsion, the incidence of malignancy was estimat-
ed at 15%, which increased to 25% in women old-
er than 60 years [10]. According to the findings

Arch Med Sci Civil Dis 2017

el75



Nur Gozde Kulhan, Mehmet Kulhan, Nahit Ata, Umit Arslan Nayki, Cenk Nayki, Pasa Ulug, Nesrin Yilmaz

of the present study, given the possibility of neo-
plastic changes in post-menopausal patients with
OT, frozen section technique should be available;
if not possible, clinical and imaging procedures
can be helpful. However, surgeons must note that
extensive necrotic tissues in adnexal masses may
result in the misdiagnosis of malignancy in frozen
section technique. Therefore, optimal treatment
can be achieved via surgical staging in suspicious
macroscopic cases. The risk of thromboembolic
events should be considered in OT cases. Howev-
er, the incidence of pulmonary embolism in cases
of adnexal torsion is the same before and after
untwisting [11].

For most premenopausal patients with ovari-
an torsion, we recommend detorsion and ovarian
conservation rather than salpingo-oophorectomy,
even in the case of a darkened, congested ovary.
Ovarian cystectomy is often performed if a be-
nign mass is present. Patients with an obviously
necrotic ovary or an ovarian mass that is suspi-
cious for malignancy require salpingo-oophorecto-
my. Salpingo-oophorectomy is also reasonable for
postmenopausal women.
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