
dnexal torsion is partial or complete rotation of the adnexa on its
axis with the vascular pedicle. That pathology may result in arterial,
venous and lymphatic obstruction. The congestion of the ovary cau-

ses parenchymal haemorrhagic infarction and followed by gangrene of the
ovary which leads to hemorrhagic necrosis if not diagnosed and operated on
time. Ultrasound (US) is generally the first method to evaluate the acute
pelvic and lower abdominal pain, but the findings are usually not specific.
Color/power Doppler US is an important parameter and detects the pre-
sence or absence of the arterial and venous blood flows within the twisted
pedicle.1 But color/power Doppler findings vary and the findings may

Turkiye Klinikleri J Gynecol Obst 2013;23(2) 127

Adnexal Torsion in a Perimenopausal
Woman After Laparoscopic Hysterectomy:

Case Report

AABBSSTTRRAACCTT  Adnexal torsion results in arterial, venous and lymphatic obstruction. Ultrasound is
generally the first method to evaluate the acute pelvic and lower abdominal pain, but the findings
are usually not specific. Color Doppler is an important parameter to detect the pathology. Adnexal
torsion constitutes 2.7% of all gynecological emergencies and it is mostly seen in reproductive age.
The risk of torsion may be lower in postmenopausal women but adnexal masses in menopausal pa-
tients are more likely to be malignant. Laparoscopy is an easy and appropriate way of exploring the
adnexa with reduced morbidity rates. Patients with hysterectomy may have benifits from the ovar-
iopexy to prevent subsequent adnexal torsion risk that usually follows such a procedure. Here we
present a perimenopausal woman with chronic pelvic pain after hysterectomy.
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ÖÖZZEETT  Adneksiyal torsiyon arteryal, venöz ve lenfatik obstrüksiyon ile sonuçlanır. Ultrason akut pel-
vik ve alt kadran abdominal ağrıyı değerlendirmede başvurulan ilk yöntem olmakla birlikte, bul-
gular genellikle spesifik değildir. Renkli doppler ultrason patolojiyi değerlendirmede önemli bir
araçtır. Adneksiyal torsiyon tüm jinekolojik acillerin %2,7’sini oluşturur ve sıklıkla reprodüktif dö-
nemde izlenir. Torsiyon riski postmenopozal kadınlarda daha düşüktür ancak postmenopozal kadın-
larda izlenen adneksiyal kitleler malignite açısından daha risklidir. Laparoskopi, adneksleri
değerlendirmede düşük morbidite oranları ile daha ucuz ve uygun bir metottur. Histerektomi yap-
ılan bir hastada ovaryopeksi hastanın gelecekte karşılaşabileceği operasyonları önlemede faydalı
olabilir. Biz bu yazıda perimenopozal dönemde olan bir olguda histerektomi sonrası kronik alt kad-
ran abdominal ağrının etyolojisini incelemek istedik.

AAnnaahhttaarr  KKeelliimmeelleerr:: Histerektomi; perimenopoz; torsiyon anormalliği  
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change with the chronicity and duration of the tor-
sion, and have limited value because of the inability
to evaluate the overall tissue vascularization.2

Adnexal torsion (AT) constitutes 2.7% of all
gynecological emergencies and it is mostly seen in
reproductive age women.3 The risk of torsion may
be lower in postmenopausal women because of the
decreased incidence of benign ovarian cysts and be-
nign teratomas. However adnexal masses in meno-
pausal patients are more likely to be malignant and
that will cause a diagnostic dilemma for the sur-
geon.4 Here we present an adnexal torsion case that
occured after laparoscopic hysterectomy in a peri-
menopausal woman.

CASE REPORT

A 46 year old woman who had laparoscopic hyste-
rectomy a year ago because of myomatous uterus
and menorrhagia admitted to the emergency unit
with a history of chronic left pelvic pain. The
symptoms had started 1 week ago and the intensity
of pain had been increasing within prior 2 days.
She had no nausea, vomiting, dysuria, no chest
pain, no gastric pain and no dyspnea. She gave a
negative past history of  nephrolitiasis, bowel re-
gulation disorder, rectal bleeding, or gastric burn.
The history of the patient revealed she was in re-
gular control for a 4 cm anechoic cyst of the left
ovary. Physical examination demonstrated no fever
(36,6° C) and no tachycardia (88/minute) with left
lower abdominal quadrant tenderness.  Her blood
analysis revealed a normal white blood count
(6.600/mm3) and no anemia (12.1 g/dL). Her liver
function tests, creatinine level and electrolyte val-
ues were within normal limits. Pelvic ultrasonog-
raphy showed a left sided pelvic mass which
consisted of cystic and solid parts, the size of the
mass was 81x69x 57 mm and it has only peripheral
vascularization. CA 125 level was 19 IU/mL. Her
urine culture was also found to be negative. 

The woman was hospitalized to the gynecol-
ogy department and pelvic magnetic resonance im-
aging was performed. The findings showed a 90x64
mm solid cystic mass with a contrast uptake to the
peripheral space of the mass but there was no con-
trast uptake at the solid parts of the mass, so ovar-

ian torsion could not be excluded and also the sus-
picion of malignancy was a possibility for the
woman within these findings. So we planned a di-
agnostic laparatomy with a preparation for possi-
ble staging procedure in case of malignancy.
Intraoperative findings showed a 7 cm mass origi-
nated from the left adnexa with hemorrhagic ap-
pearance, the adnexa was turned over it’s pedicle
and had no vasculature (Figure 1). We performed
bilateral salpingooophorectomy with adhesiolysis;
intraoperative frozen section pathology consulta-
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FIGURE 1: Figures show the torsed adnexa via laparotomy.
(See for colored form http://jinekoloji.turkiyeklinikleri.com/)



tion showed no malignancy, only blood fibrine ac-
cumulation in the left ovary with an inflammatory
process was found, the right ovary was normal. The
woman was discharged on the 2nd postoperative
day, in good condition.

DISCUSSION

Symptoms of ovarian torsion are often nonspecific,
which makes it difficult to distinguish from other
causes of acute abdominal and pelvic pain. The
usual presentation is sharp, localized right or left
lower abdomino-pelvic pain and tenderness with a
palpable pelvic mass (sometimes depends on the
obesity of the patient) as well as peritoneal signs.5

Nausea and vomiting as well as fever could also be
present. In some cases, patients experience inter-
mittent pain, making the diagnosis even more chal-
lenging.5 For our patient, in this case report, there
was no nausea, vomiting or fever and also the ab-
dominal pain was not an acute finding and not af-
fected the patient for a week and that made the
diagnosis difficult.

Cystic ovarian neoplasms, such as benign ma-
ture cystic teratomas, hemorrhagic cysts, and cysta-
denomas commonly predispose the ovary to twist
on its vascular pedicle.6 It is rare to see ovarian tor-
sion from cysts smaller than 5 cm.7 Our patient’s
having a history of an anechoic cyst with a 4 cm
diameter as a predisposing factor shows her excep-
tional situation.

Ultrasonographic findings and Doppler flow
are reported to be helpful in accurate diagnosis of
adnexal torsion.8 Absence of blood flow in the twis-
ted pedicle and visualization of the artery alone are
reported to be important issues for the diagnosis of
nonviable ovary.9 The incidence of normal arterial
and venous flow in surgically confirmed cases of
adnexal torsion is high (62-75%) so the diagnosis
can be difficult.10 We found only the peripheral va-
cularization of the ovary in our patient and noti-
ced the change in the character of the mass.

The presentation of the patient with an adne-
xal mass is somehow a considering issue for the sur-
geon. Adnexal mass is a term of condition refers the
abnormalities of either ovaries, fallopian tube,
bowel, urinary system or retroperitoneum. The de-

tection rate of adnexal mass has a relation with the
clinical situation of patient; in asymptomatic and
symptomatic patients with a ratio of 0.17% to 5.9%
and 7.1% to 12% respectively.11 The risk of malig-
nancy increases with age and especially in the post
menopausal period.  In reproductive years, most of
the adnexal masses are benign, with a malignancy
incidence 7% to 13%12 whereas 30% of the adnexal
masses in post menopausal period are malignant.13

It is controversary whether to perform a lapa-
roscopy or a laparatomy for an adnexal mass. Lapa-
roscopy is an easy and appropriate way of exploring
the adnexa for these patients; with fewer thrombo-
embolic complications, lesser post-operative pain,
reduced hospitalization time and cost with reduced
morbidity rates.14 The incidence and risk of malig-
nancy for an adnexal mass must be kept in mind in
postmenopausal and perimenopausal women. In a
study by Eitan et al. they reviewed 19 premenopau-
sal patients and 27 postmenopausal patients with ad-
nexal torsion and they found no malignancy in
premenopausal patients whereas 22% of postmeno-
pausal patients had malignancy. If there is a suspi-
cion of malignancy, a diagnostic laparatomy should
be held by the choice of the surgeon.15 When ova-
rian cancer is suspected, frozen section analysis sho-
uld be performed, and if malignancy is confirmed,
staging surgery should be performed. It is stil com-
parable whether to perform surgery by laparoscopy
or laparotomy; neither of each approach has an ad-
vantage on survival rates to the other and for early
stage ovarian cancer minimally invasive surgical sta-
ging has great survival rates and recurrence is not
much different from laparatom.16 But laparoscopic
surgical staging has also some difficulties like the
risk of intraoperative tumor rupture, port-site me-
tastasis, dissemination of tumor and technical disa-
bility to perform the operation.17 Also there is a risk
of intraoperative tumor rupture for laparatomy, the
risk increases for patients operated via laparoscopy.18

Our patient was perimenopausal and had a suspici-
ous adnexal mass for malignancy and also the tech-
nical disabilities like the risk of more adhesion
formation because of the previous surgery directed
us to perform an explorative laparotomy with frozen
section and we found no malignancy.
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Detorsion of the adnexa is an acceptable step
of the treatment and should be appied to the pati-
ents without necrosis on the adnexa.19

Some authors advice ovariopexy in order to
prevent recurrence of adnexal torsion in a younger
patient who is not a candidate for oophorectomy.
Oophoropexy is generally and importantly perfor-
med in young females given radiation therapy for
Hodgkin Lenfoma to protect ovarian function for
future fertility desire.20 And also some other indi-
cations for ovariopexy are malformation or exces-
sive length of the utero-ovarian ligament, torsion
of a solitary adnexa or stabilization of adnexa after
pelvic surgery.21 There are not systemic indications
for ovariopexy but limiting the recurrence risk is
an important etiologic reality especially in young
females with an adnexal torsion or patients who
had adnexectomy before. For a  patient who had
hysterectomy may have useful effects from the
ovariopexy and in related to that procedure the pa-

tient should avoid from unnecessary interventions
in the future.

CONCLUSION

The symptoms of adnexal torsion usually start sud-
denly but can mimic any other pathology someti-
mes be presenting as chronic discomfort or
minimal pain. The duration of ischemia  can cause
irreversible damage. It may be difficult to differen-
tiate the diagnosis of adnexal torsion from other
conditions involving the lower abdomen and pel-
vis. Awareness and high level of suspicion in the
differantial diagnosis are the two diagnostic tools
to prevent ovarian damage. Laparoscopic surgery is
preferred for young patients who want to preserve
their fertility, but postmenopausal ovarian masses
presenting with symptoms of torsion should be
analyzed with frozen section in case of malignancy
risk. Ovariopexy for the patients with hysterec-
tomy is a useful method and may protect the ovary
against recurrent or single torsion.
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