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OPIS PRZYPADKU
CASE REPORT

Adnexal torsion – can laparoscopy wait?

Skręt przydatków – czy laparoskopia może poczekać?
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ABSTRACT

Adnexal torsion is a rare emergency condition and its diagnosis is challenging as the clinical presentation is nonspeci-
fic. About half of the cases of adnexal torsion are not identified in a timely manner. It is important to undergo prompt 
surgery to preserve ovarian function. Our article describes the clinical presentation of adnexal torsion and early surgical 
intervention to preserve the adnexa in a young woman.
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STRESZCZENIE

Skręt przydatków jest rzadkim stanem nagłym, a jego diagnoza jest wyzwaniem, ponieważ objawy kliniczne są niecha-
rakterystyczne. Około połowy przypadków skrętu przydatków pozostaje nierozpoznana w odpowiednim czasie. Podję-
cie szybkiego leczenia operacyjnego jest istotne, aby zachować funkcję jajnika. W artykule opisano objawy kliniczne 
skrętu przydatków i wczesną interwencję chirurgiczną pozwalającą na zachowanie przydatków u młodej pacjentki.
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A 17-year-old female patient was brought to the Gynae- 
cology and Obstetrics Department Admission Room  
by Emergency Medical Services (EMS) because of se-
vere abdominal pain in the right lower quadrant lasting 
for about 3 hours. In addition, she had been experien-
cing intense nausea for two hours. It was the 6th day of 
her menstrual cycle; the patient menstruates regularly. 
She had never had a gynaecological examination be- 
fore. She did not report any difficulties with micturating 
or defecating. She did not report having any allergies,  
illnesses or taking medications. In childhood, she  
underwent tonsillectomy and appendectomy. 
Arterial pressure at admission: 127/78 mmHg, heart 
rate: 115 beats/minute, body temperature 38.2 degrees 
Celsius. During the gynaecological examination, va-
ginal speculum did not reveal any signs of genital 
bleeding or discharge. The right lower quadrant showed 
tenderness to palpation; the view of the right adnexa 
revealed the presence of a mobile tumour; left adnexa 
with no abnormalities. With time the pain intensified 
leading to vomiting.
Ultrasound examination revealed a normal uterine body 
size: 49 x 37 mm, endometrium thickness: 5 mm, right 
ovary: volume: 42.6 ml, with a thin-walled cyst of 55 
x 48 mm, with a marked decrease in peripheral vascu-
lar resistance; left ovary: volume: 2.7 ml, with several 
small follicles up to 8 mm. Normal results of laboratory 
tests, βhCG concentration below 0.1 mIU/ml; normal 
abdominal ultrasound. The patient was admitted to the 
Gynaecology and Obstetrics Department. 
The differential diagnosis was carried out smoothly in 
the Department. Urinary diseases such as infection and 
calculi of the urinary system were excluded – the results 
of general urinalysis were normal. Due to the appendec-
tomy in childhood and normal appearance of abdominal 
organs on imaging, gastrointestinal diseases were also 
excluded. 
The patient was scheduled for laparoscopy. Exami-
nation showed a single rotation of the right adnexa  
around  the ligament pedicle and the mesovarium. The  
ovary was bluish brown. The uterus, the left ovary, and 
fallopian tube were normal. The right adnexa were  
untwisted, and then the cyst was peeled off. The patient’s 
status improved post-surgery; nausea and vomiting sub-
sided. The patient was discharged on the second day 
after surgery in overall good condition. 
Approximately 7% of acute abdominal pain is caused 
by adnexal torsion, i.e. a situation in which the ovary 
and fallopian tube rotate around the vascular pedicle 
and the mesovarium, leading to ischaemia due to blood 
vessel clamping. Venous and lymphatic stasis leads 
to haemorrhages and impaired arterial inflow with 
necrosis [1,2]. The longer the time after the symptoms  
appear, the more likely it is that the adnexa will need 
to be removed. If left untreated, abscesses, peritonitis,  
adhesions, infertility, or sepsis may develop [2]. It most 
often occurs in reproductive-age women. The condi-
tions predisposing to ovarian torsion are anatomical 
abnormalities, increased ovarian volume and lesions 

in the fallopian tube. Half of the cases of ovarian tor-
sion are related to the presence of a pathological mass 
in the ovaries, which contributes to their displacement. 
Ovarian malignancies are the cause of 2% of ovarian 
torsion. Ovarian torsion is usually unilateral and more 
often occurs on the right side (more space predisposes 
to rotation) [3]. 
Typical symptoms include acute or subacute abdominal 
pain in the lesser pelvis (often radiating to the lumbar 
region and groin), which intensifies with palpation. 
Peritoneal symptoms, including nausea, vomiting and 
increased body temperature, are often present. In severe 
cases, symptoms of shock may also occur. In addition 
to the typical clinical features, ovarian torsion may pre-
sent with recurrent pain, which, after some time, be- 
comes continuous (due to cutting off the blood supply 
to the ovary) [3]. 
The imaging study of choice when this disorder is sus-
pected is Doppler ultrasonography [4,5]. The symptoms 
of ischaemia suggesting torsion include ovarian hyper- 
aemia, central hyperechogenicity indicating oedema 
and dilated (up to 25 mm in diameter) follicles in the 
ovarian periphery [6]. In some cases, a cyst or hyper- 
plasia that led to the torsion can be seen. The so-called 
whirlpool sign is typically observed in twisted vascular 
pedicle cases [7,8]. Evaluation of the pedicle using co-
lour Doppler ultrasound allows the viability of the ova-
rian tissue to be assessed. The torsion is also indicated 
by the rotation of the adnexa to the contralateral side 
of the pelvis. The presence of a mass in the adnexal re-
gion or ovarian enlargement over 50 mm on computed 
tomography imaging may indicate adnexal torsion. The 
lesions may be accompanied by tilting of the uterus to 
the affected side. However, the sensitivity of CT in this 
condition is lower than that of ultrasound [3]. There are 
no characteristic changes in laboratory test results [2].
The diagnosis of ovarian torsion is usually based on 
excluding other causes of lower abdomen pain [9]. Dif-
ferential diagnosis should take into account ectopic pre-
gnancy, ovarian cyst rupture, acute adnexitis, torsion of 
pedunculated uterine leiomyoma, ovarian hyperstimu-
lation syndrome, acute appendicitis, gastritis, inflam-
mation of the gastric and intestinal mucosa, inflamma-
tory bowel diseases, diverticulitis, bowel obstruction, 
pyelonephritis, urolithiasis and cystitis [10].
The procedure of choice is laparoscopic surgery, which 
is associated with a shorter hospital stay and fewer 
complications [11]. An attempt should be made to pre-
serve the ovary. First, the adnexa should be untwisted, 
and then the lesions should be extirpated together with 
the capsule. Tumour removal reduces the recurrence 
rate by about 75% [12]. If no pathology is revealed, 
ovariopexy may be considered [2,12,13].
Ovarian torsion is a gynaecological emergency that 
is difficult to diagnose (in 45% of Doppler ultrasound 
cases the flows are normal), and treat and requires im-
mediate intervention. Fast diagnosis of ovarian torsion 
gives a chance to save the adnexa and preserve fertility 
[12,14].
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