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Adnexal torsion during pregnancy is a rare but critical surgical emergenc

y, particularly challenging when it occurs on the left side. Its non-specific 

presentation can delay diagnosis and jeopardize both ovarian function 

and pregnancy viability. Although prompt surgical intervention is crucial, 

conservative approaches are increasingly favored to preserve fertility and 

hormonal function. This report describes a rare case of left ovarian 

torsion in a 23-year-old primigravida at 7 weeks of gestation, caused by a 

large serous cystadenoma. Diagnosis was confirmed by ultrasound and 

MRI, and urgent laparotomy revealed a viable ovary despite torsion. The 

patient underwent detorsion, cystectomy, and ovariopexy, followed by 

vaginal progesterone supplementation for luteal support. Pregnancy 

progressed uneventfully to term with the birth of a healthy infant. This 

case highlights the value of conservative surgical management, the 

importance of timely imaging, and the potential role of adjunctive 

progesterone therapy. Further studies are needed to optimize the diagnosi

s, management, and long term outcomes of adnexal torsion in pregnancy. 
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Introduction:- 
Adnexal torsion during pregnancy is an uncommon condition, most commonly manifesting in the first two trimesters. Torsion 

is defined as a complete turn of the adnexa on the axis formed by the utero-ovarian and tubo-ovarian ligaments. It can involve 

both the ovary and the fallopian tube, the ovary alone, or, less commonly, the fallopian tube alone. Conditions such as adnexal 

masses or ovarian hyperstimulation(which can lead to cyst formation)increase the risk of torsion. 

 

Clinical diagnosis is challenging due to the non-specific nature of the symptoms, especially in advanced pregnancies where the 

ovary may ascend, ressembling other surgical emergencies like acute appendicitis, cholecystitis, or pyelonephritis. 

Pelvic ultrasound and MRI are still the most important diagnostic tools for this condition, helping to make the correct 

assessment and eliminating the majority of differential diagnoses. 
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The final diagnosis is made at the time of surgery, but complications such as the induction of uterine contractions and 

compromising pregnancy viability should be considered before performing any pelvic surgery. This article presents a case of 

adnexal torsion diagnosed during the first trimester of pregnancy. 

 

Case report :-  

We report the case of a 23-year-old primiparous patient with no notable medical antecedents, a history of regular menstrual 

cycles, and no prior use of contraception. She presented to the obstetric emergency department at 7 weeks of gestation with 

acute, continuous left iliac fossa pain, which had persisted for 48 hours. The patient reported sudden-onset high-intensity pain 

radiating to the back. On examination, the patient was alert and oriented to time and place, with stable vital signs, though 

exhibiting signs of distress. The abdominal examination revealed tenderness in the left iliac fossa, without signs of peritoneal 

defense or rigidity. A speculum examination revealed a gravid cervix. On vaginal examination, a longposterior cervix was 

observed, closed and with no discharge. 

 

 The uterus appeared enlarged, while the right adnexa showed no abnormalities. Tenderness was noted in the left vaginal 

fornix, the remaining examination findings being unremarkable. Given the patient’s clinical presentation, an ultrasound was 

performed, revealing a pregnant uterus with a gestational sac measuring 7 weeks and 3 days, with a visible embryo and 

detectable cardiac activity. A large cystic structure measuring 9 cm in diameter was observed in the left ovary, well-defined, 

thin-regular walls, unilocular, with no detectable blood flow on Doppler examination (Fig1). MRI was subsequently 

conducted, confirming the diagnosis of left-sided adnexal torsion.  

 

An ovarian cyst measuring 9 cm in diameter was observed, with features suggestive of a serous cystadenoma. The ovarian 

parenchyma appeared edematous. An urgent exploratory laparotomy was performed due to the unavailability of laparoscopic 

equipment. Preoperative laboratory tests, including complete blood count, blood typing, and coagulation studies, were within 

normal limits. During surgery, a twisted left ovarian cyst was identified, with no evidence of ischemia. The uterus was 

enlarged, while the right adnexa appeared normal. Detorsion of the left ovary was performed, followed by a 10-minute 

immersion in warm saline to promote tissue reperfusion. The cyst was subsequently excised via cystectomy, and an 

ovariopexy was performed to reduce the risk of recurrence. Postoperatively, tocolysis was initiated using intravaginal 

progesterone (400 µg/day) for six weeks to prevent preterm labor. The patient’s recovery was uneventful, and her pregnancy 

progressed without complications. She delivered a healthy male infant weighing 3,200 grams at 40 weeks of gestation. 

 

 
 

Figure(1):-Ultrasound imaging of a progressive intrauterine pregnancy associated with a large cystic formation in the 

left ovary. 
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Figure(2):-Twisted non-ischemic left adnexa with one spiral turn. 
 

Discussion:- 
Adnexal torsion during pregnancy is a rare but potentially serious condition, occurring in approximately 3 to 5 per 10,000 
pregnancies [2,3]. It is most frequently observed in the first trimester, though it can present at any stage of pregnancy [4,5]. 
Torsion is often associated with pathological ovaries, including benign or malignant tumors, corpus luteum cysts, or cysts 
resulting from ovarian hyperstimulation—particularly follicular cysts, hemorrhagic cysts, teratomas, and cystadenomas [6]. 
The risk of torsion increases with cyst size, especially when it exceeds 5 cm [7]; in our patient, the ovarian cyst measured 9 
cm. Ovarian torsion occurs more commonly on the right side, likely due to reduced mobility of the left adnexa from partial 
adhesion to the mesosigmoid, hypermobility of the cecum and terminal ileum on the right, and the physiologically longer right 
utero-ovarian ligament. Thus, our case was unusual, as the torsion involved the left ovary. In the early stages of torsion, 
lymphatic drainage is compromised, resulting in ovarian enlargement due to edema, followed by venous congestion and 
hemorrhagic infarction. Complete arterial obstruction can ultimately lead to ovarian necrosis [8]. 

Diagnosing ovarian torsion is particularly difficult during pregnancy due to the lack of specific clinical signs. Acute, 

localized abdominal pain is the most common presenting symptom of adnexal torsion [9]. However, the pain may vary in 

intensity and characteristics, making diagnosis challenging. 

Ultrasound remains the diagnostic gold standard for evaluating adnexal torsion. While it is limited in its ability to definitively 

diagnose torsion, it helps exclude other differential diagnoses and assess for indirect signs of ischemia, such as ovarian 

enlargement. Although Doppler ultrasonography is useful for detecting absent blood flow, the presence of a Doppler signal 

does not rule out adnexal torsion [10]. 

MRI, which is often employed as a complementary technique, provides more accurate imaging, particularly in pregnant 

patients, and is increasingly useful in confirming the diagnosis of torsion [1]. Combining Doppler and MRI offers enhanced 

diagnostic sensitivity, although these methods should not delay surgical intervention in cases of suspected torsion. In our 

case, imaging confirmed an intrauterine pregnancy at 7 weeks and 3 days with positive cardiac activity. A 9 cm unilocular, 

thin-walled left ovarian cyst without Doppler flow was identified on ultrasound, and MRI findings were consistent with left 

adnexal torsion, likely due to a serous cystadenoma with associated stromal edema. 
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Treatment for adnexal torsion is mostly a detorsion, preserving ovarian function. In cases where the ovary appears non-

viable, oophorectomy or adnexectomy may be necessary. However, conservative management with detorsion remains the 

preferred approach, as ovarian tissue has a significant capacity for functional recovery, even after ischemic injury [11]. Fear 

of complications such as thromboembolic events during detorsion is theoretical,and thereis currently no strong evidence to 

support the routine use of radical treatment in such cases [7,12]. Recent studies advocate for conservative management of 

even necrotic ovaries, as the macroscopic appearance does not always correlate with the degree of ischemia [13]. Functional 

recovery of ovarian tissue after torsion has been demonstrated,with preservation rates ranging from88 to 100%[14]. 

Ovariopexy involves securing the ovarian end of the utero-ovarian ligament to the posterior surface of the broad ligament 

using a crimped non-absorbable suture, aiming to prevent recurrence of adnexal torsion by shortening the utero-ovarian 

ligament and reducing ovarian laxity. Recognized indications include recurrent torsion (particularly on the same side), torsion 

during pregnancy [15], torsion in premenarchal or adolescent patients, torsion of a normal ovary without an underlying mass, 

anatomical predisposition such as elongated utero-ovarian ligament.Given the recurrence risk approaching 20% during 

pregnancy[15],we elected to perform an ovariopexy in this patient. 

In our case, given the surgical detorsion of the adnexa during early pregnancy and the potential compromise of luteal 

function, we initiated vaginal micronized progesterone at a dose of 400 mg twice daily. This approach is supported by the 

2021 NICE guidelines, which recommend progesterone supplementation in early pregnancy until 16 weeks into pregnancy 

for women at risk of miscarriage, based on findings from the PRISM trial and other systematic reviews [16], [17]. 

 

Conclusion:-  
Adnexal torsion during pregnancy presents significant diagnostic challenges, with non-specific clinical features and limited 

diagnostic tools. However, imaging plays a crucial role in excluding differential diagnoses and identifying adnexal pathology. 

Surgical intervention should be conservative, with detorsion as the primary goal.  

 

The prognosis for pregnancy is generally positive, although preterm delivery and miscarriage may occur, especially if the 

corpus luteum is removed during surgery. Preventive tocolysis and careful monitoring are essential for ensuring the best 

maternal and fetal outcomes. 
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