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Abstract
We present an unprecedented case of torsion of a large ovarian cyst following colonoscopy. A 43-year-old female was found to
have a 20 × 13 × 19 cm pelviabdominal mass possibly arising from the right ovary. Endoscopic evaluation was performed prior
to planned resection of the ovarian mass. The patient experienced progressive lower abdominal pain after the procedure with
a computed topography finding of torsion. She underwent exploratory laparotomy, right salpingo-oophorectomy with intra-
operative frozen section and omentectomy. Final histology revealed features of benign serous cystadenoma with extensive
haemorrhagic infarction in keeping with torsion. To our knowledge, this is the first reported case of torsion of a large ovarian
cyst after colonoscopy. We propose a postulated mechanism of this patient’s ovarian torsion and urge clinicians to be cognizant
of acute ovarian torsion as a cause of severe abdominal pain following endoscopy.

INTRODUCTION
Ovarian torsion is a surgical emergency that occurs when there
is twisting of the ovarian tissue on its pedicle leading to reduced
venous return, stromal oedema, internal haemorrhage and
infarction.

Krukenberg tumours are ovarian metastases secondary to
gastrointestinal primaries, occurring in ∼50% of this cohort
[1]. Some physicians perform routine endoscopic evaluation in
patients who present with suspicious ovarian masses.

Although complications of colonoscopy are well studied,
ovarian torsion following colonoscopy has not been reported.
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CASE REPORT
A 43-year-old female presented with a pelvic mass. Computed
tomography (CT) of the chest, abdomen and pelvis showed a well
circumscribed 20.7 × 13.4 × 19.0 cm predominantly homoge-
neous soft tissue density pelviabdominal mass, without definite
enhancement, calcification or intralesional fat. The lesion was
further characterized with magnetic resonance imaging pelvis,
which showed a pelviabdominal cystic mass superior to the
retroverted uterus, measuring 21.4 × 18.0 × 11.1 cm, with pap-
illary mural components posteriorly in keeping with an ovarian
neoplasm. Cancer antigen 125 (CA-125) was elevated at 144,
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Figure 1: CT abdomen and pelvis (CTAP) showing acute change in orientation of

the right ovarian mass before (A) and after (B) colonoscopy.

cancer antigen 19-9 (CA 19-9) was <9.0 and carcinoembryonic
antigen (CEA) < 1.8.

The case was discussed in a multi-disciplinary tumour board
meeting and decision was made for surgical resection. She
underwent an uneventful esophagogastroduodenoscopy and
colonoscopy prior to surgery with no significant abnormalities
found.

Following endoscopy, the patient developed worsening
abdominal pain associated with vomiting. On post-procedural
Day 2, she presented to the emergency department with
significant tenderness over the right iliac fossa and with
guarding. There was a large palpable mass extending above the
umbilicus that was tender on palpation.

An urgent CT abdomen and pelvis (CTAP) revealed a change
in orientation of the large cystic adnexal mass with possible
signs of intra-tumoural haemorrhage (Fig. 1). Blood investiga-
tions found a haemoglobin level of 9.6 g/dL from a baseline of
12.6 g/dL, leukocytosis of 15.5 × 109/L and lactate was slightly
elevated at 1.5 mmol/L.

A diagnosis of right ovarian torsion was made and the
patient underwent exploratory laparotomy, right salpingo-
oophorectomy with intra-operative frozen section and omen-
tectomy. Intra-operatively, torsion of right gonadal vessels was
noted (Fig. 2). The right gonadal vessels were taken between
ties. The right fallopian tube was ligated. Frozen section from
the right salpingo-oophorectomy showed features of benign
serous cystadenoma with extensive haemorrhagic infarction in
keeping with torsion. There was no evidence of malignant cells.
Omentectomy was performed and sent for frozen section, which
returned with no evidence of malignancy. The abdominal cavity
was washed thoroughly and closed with sutures.

The patient recovered well and was discharged on the fifth
post-operative day. The patient was reviewed in clinic 2 weeks
following her surgery. She remained well and asymptomatic.

DISCUSSION
Up to 30% of ovarian masses are secondary to metastases
from gastrointestinal, breast or other rare primaries. The
upper and lower GI tract accounts for a majority of these
Krukenberg tumours. Given the ease of endoscopic evaluation,
some centres propose routine evaluation of these sites in
women who present with large ovarian masses. Our patient
is a pre-menopausal woman with a large (>10 cm) unilateral
ovarian mass, associated with elevated CA-125 with symptoms
of intermittent constipation. As such, both gastroscope and
colonoscopy were necessary to exclude a gastrointestinal
primary malignancy prior to definitive surgery for her ovarian
tumour.

Figure 2: Torsion of right ovarian pedicle seen intra-operatively.

Figure 3: Illustration of looping precipitating ovarian torsion.

Although complications of colonoscopy are well studied
[2], rarer complications such as mesentery and gallbladder
torsion have only been reported as case studies [3–5]. In the
reported case of gallbladder torsion following colonoscopy, the
patient was found to have a ‘wandering’ gallbladder. It was
postulated that air insufflation of the colon could have twisted
the hypermobile gallbladder, resulting in torsion [3]. Sigmoid
and cecal volvulus following colonoscopy were also reported in
patients with redundant colon and absence of normal fixation of
the bowel to its mesentery, predisposing the formation of loops
and volvulus [4, 5].

Looping of the endoscope is one of the most common
challenges encountered during colonoscopy. A study by Shah
et al. reported ∼91% of looping during colonoscopy, with the ‘N-
sigmoid’ loop being the most common [6]. Looping can result
in the loss of control of the endoscope, patient discomfort
and increase in rates of incomplete colonoscopy [7]. Various
manoeuvres are employed to counteract looping, such as the
application of abdominal compression [8].

We propose a postulated mechanism of ovarian torsion in
this patient (Fig. 3). Due to the large size of the ovarian mass,
looping during colonoscopy could have caught the ovarian mass
between the bowels, leading to the twisting of the mass on
its pedicle by the looped segment of the bowel. Application of
abdominal compression to advance the endoscope could have
precipitated further twisting of the mass, resulting in ovarian
torsion. Although causality between colonoscopy and ovarian
torsion cannot be proven, the development of acute abdominal
pain shortly after colonoscopy prompts us to consider that the
colonoscope could have mechanically twisted the ovary on its
pedicle.

To our knowledge, this is the first reported case of ovarian
torsion following colonoscopy. Gastrointestinal evaluation
in patients presenting with ovarian masses suspicious for
malignancy is of utmost importance in view of the prevalence of
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ovarian metastases from the gastrointestinal tract. Nevertheless,
we should always conduct these evaluations with heightened
care, especially since the anatomy is altered in this group of
patients. When counselling for complications of colonoscopy,
the patient should be aware of ovarian torsion as a possible
complication. Loops should be avoided during the procedure.
While a variety of manoeuvres to counteract looping have been
described [9], perhaps one should consider avoiding abdominal
pressure in view of the postulated mechanism of torsion of
large ovarian masses. Other techniques such as minimizing
sedation may be considered, as abdominal discomfort during
the scope could provide clues to the endoscopist that loops are
encountered.

In patients with acute abdomen pain following endoscopy,
perforation is often the foremost on an endoscopist’s mind.
However, chest X-ray may not reveal free air. Clinical exami-
nation should be performed to check for peritonitis. Clinicians
should be cognizant of acute ovarian torsion as a cause of severe
abdominal pain following endoscopy.
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