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Case report

Adnexal torsion is an emergency commonly presenting in women of reproductive age. Timely diagnosis and
management are needed to preserve the ovary. Recurrence is more uncommon. This article presents a case of
recurrent torsion, and reviews the literature to highlight the significance of early diagnosis and management. The
case is presented of a nulliparous 31-year-old woman who presented on five occasions with symptoms of acute
pain and vomiting. Adnexal torsion was suspected on clinical assessment and ultrasound scan. She was found to
have left-sided isolated fallopian tube torsion twice, and tubo-ovarian torsion on two occasions. Detorsion was
performed four times. Bilateral oophoropexy was performed during an emergency laparoscopy on the fourth
presentation. The left ovary was conserved, but viability was doubted. She presented four weeks later with
similar symptoms. An intraoperative finding was of an auto-amputated left ovary with no attachment to infu-
dibulopelvic ligament. This ovary was removed. Operative management was performed promptly, but planned
oophoropexy was delayed, and an earlier procedure may have resulted in conservation of the ovary. There is no
standardised management for prevention of recurrent ovarian torsion. The benefits of oophoropexy to prevent
further torsion versus risks lack evidence. There is also debate as to the method by which oophoropexy is done.
There is no consensus or guideline regarding the best management approach for recurrent adnexal torsion.
Further research is needed to obtain evidence to support clinicians in discussing management options with their
patients.

1. Introduction 2. Case Presentation

Ovarian torsion accounts for up to 7.4% of gynaecological emer-
gencies [1]. This occurs when the ovary and occasionally the fallopian
tube twists around its supporting tissue and vascular supply [2]. It most
commonly presents in women of reproductive age [1,3]. Timely diag-
nosis and management are needed to prevent necrosis and preserve the
ovary and therefore fertility [1,3]. Recurrent torsion is more uncommon.
However, those with torsion in the absence of an adnexal mass may have
a higher risk of recurrence than those with an adnexal mass [4,5]. This
article discusses a patient who presented on multiple occasions with
acute pelvic pain. She was diagnosed and surgically managed for
recurrent left-adnexal torsion. Bilateral oophoropexy was performed as
an emergency to prevent further torsion. The article discusses this case
in detail, the risk factors and diagnosis recurrent torsion, isolated fal-
lopian tube torsion, and the merits and methods of oophoropexy.
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A nulliparous 31-year-old woman presented on five occasions over
three years with symptoms of acute pelvic pain and vomiting. Adnexal
torsion was suspected on clinical assessment and ultrasound scan at each
visit. She had a history of polycystic ovaries. No adnexal masses were
found on ultrasonography, and the ovaries were not enlarged. In total
she was found to have left-sided isolated fallopian tube torsion twice and
tubo-ovarian torsion on a further two occasions. Laparoscopic detorsion
was performed four times. She was found to have absent left meso-
salpinx and bilateral elongated fallopian tubes. She was placed on a
waiting list for elective oophoropexy after the second episode, with the
aim of preventing recurrence of torsion. This was unfortunately
cancelled on more than one occasion due to constraints on elective
theatre lists during the COVID-19 pandemic. Bilateral oophoropexy was
performed during emergency laparoscopy (on the patient’s fourth pre-
sentation) for another episode of torsion involving the left fallopian tube
and ovary [Fig. 1]. Detorsion was performed and the ovary was
conserved. The viability of the ovary was however doubtful both on pre-
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Fig. 1. Laparoscopic image showing torted left fallopian tube and oedematous/
congested left ovary.

operative ultrasound assessment and at laparoscopy. She presented four
weeks following oophoropexy with symptoms of acute right iliac fossa
pain. An ultrasound scan showed an avascular ovary on colour Doppler
[Fig. 2]. The suspicion of torsion was low; however, she was taken for
laparoscopy given her previous history. An intraoperative finding at this
time was of a necrosed left ovary that had auto-amputated, with no
attachment to infudibulopelvic ligament [Fig. 3]. This ovary was
removed. The contralateral tube and ovary were healthy.

2.1. Outcome and Follow-Up

The patient presented once more following her final laparoscopy
with similar pelvic pain. However, on ultrasound no signs of torsion
were seen. She was reassured and safety-netting advice was given. The
patient was understandably cautious due to her previous multiple op-
erations, and had concerns regarding fertility given she now had one
ovary. No outpatient follow-up was arranged but it was made clear to
the patient that a swift review and scan would be offered should she
have any further acute pain. She later had successful oocyte cryopres-
ervation privately due to her keen wish to ensure fertility.

Fig. 2. This ultrasound image of the patient shows a small avascular left ovary.

Fig. 3. A necrotic left ovary is seen, attached to oophoropexy suture on the
round ligament, but detached from the infundibulopelvic ligament.

3. Discussion

Torsion causes disruption of the blood supply to the ovary, which can
lead to necrosis. Therefore, early diagnosis is of paramount importance
in conserving the adnexa [1,3]. This patient had classic symptoms of
unilateral pain and vomiting at each presentation. Prompt clinical
assessment and ultrasound by senior members of the team that showed
typical features of torsion allowed timely surgical intervention during
her visits. Diagnosis of ovarian torsion is made following comprehensive
clinical history and examination in combination with ultrasound [1].
Clinical history usually includes acute-onset severe pelvic pain [1,2].
This is often severe and unilateral, and in up to 85% is accompanied by
nausea and vomiting [1,2,6]. However, many patients present with
milder, non-specific pelvic pain [1,2,6]. There may be a history of risk
factors for torsion. This may include ovarian cyst or mass, polycystic
ovaries, or recent induction of ovulation due to treatments for infertility
[1-3]. The patient may present with tachycardia and low-grade fever
[1]. On examination, generalised or localised tenderness may be found
on palpation of the abdomen [1,2]. On digital examination of the va-
gina, tenderness in the adnexa, cervical excitation, and adnexal masses
may be palpated [1,2]. This patient presented on each occasion with
acute-onset generalised pelvic pain and tenderness. She had some
nausea on each occasion and vomiting on one occasion.

Ultrasonographic features of ovarian torsion include tender exami-
nation, unilateral enlarged ovary, peripherally displaced follicles, pres-
ence of an ovarian mass, thickened ovarian tissue due to oedema,
follicular ring sign, twisted pedicle ‘target sign’ (Fig. 4), and free fluid in
the pelvis [7,8]. There may also be an absence of venous or arterial
blood flow to the ovary [9]. Many of these features were seen on ul-
trasonography of this patient. This included unilateral oedematous
ovary, target sign, and lack of vascularity to the ovary and follicular ring
sign. However, despite these features which may be seen on ultrasound
there is up to a 27.9% false negative rate in ultrasonographic diagnosis
of torsion [10].

Ovarian torsion is more common on the right-hand side, [3,11]. This
patient however had left-sided torsion on all four occasions. She had
isolated fallopian tube torsion on the left on two occasions. The
congenital absence of mesosalpinx, and bilateral elongated fallopian
tubes may have been the contributing factors to her having recurrent
adnexal torsion that involved ovary on two occasions, and finally
resulted in loss of the ovary. She also had polycystic ovaries, which are a
risk factor for ovarian torsion [2,3]. Other risk factors for ovarian torsion
include large ovarian cysts (over 5 cm) [1], ovarian cancers [11], and
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Fig. 4. Ultrasound image of the patient demonstrating target sign to the left of
the uterus indicating a twisted pedicle.

ovarian enlargement following induction of ovulation [10]. There is
some evidence that those who have ovarian torsion without ovarian
masses or enlargement are at higher risk of recurrence of torsion [4,5].
This was the case in this patient.

Isolated fallopian tube torsion is rare [12-14]. Risk factors include
hydro- or haematosalpinx, elongated fallopian tubes, absence of meso-
salpinx, and tubal masses [13,14]. Unlike ovarian torsion, there are no
clear classical clinical characteristics or investigations for the diagnosis
of a tube torsion [12,13]. There is therefore unfortunately more often a
delay in diagnosis and intervention, and therefore an increased risk of
harm to the tube which is irreversible [12]. Ultrasonographic features
may demonstrate a thickened or dilated fallopian tube, haematosalpinx,
or absent blood flow on colour Doppler with normal appearance of the
ovary [12,13]. Definitive diagnosis is however usually made at diag-
nostic laparoscopy [13]. There have been very few studies, but the
literature states that there may only be up to 29.6% of isolated fallopian
tube torsion correctly diagnosed by ultrasound [15], with the remaining
having a false negative ultrasound result. On the two occasions when
this patient presented with isolated left fallopian tube torsion, she did so
with acute-onset left-sided lower abdominal pain. Her left fallopian tube
was long and she also had an absent mesosalpinx on this side (Fig. 5).
This was likely the cause of her isolated fallopian tube torsion. There was
tenderness on examination, and dilatation of fallopian tube seen on ul-
trasonography leading to suspicion of fallopian tube torsion. The diag-
nosis was confirmed at the time of laparoscopy.

Recurrent ovarian torsion is rare. Up to 80% of those presenting with
ovarian torsion have an ovarian mass. Only 8.7% of these present with
recurrent torsion [4]. However, it is more common in those with torsion
and an adnexa without an ovarian mass [4]. This has a rate of recurrence
of up to 63% [4]. There is no standardised management for prevention
of recurrence. Oophoropexy is a commonly used surgical technique to
manage and prevent recurrent ovarian torsion. Oophoropexy has several
techniques. These include plication of the ovarian ligament, fixation of
the ovary to the lateral pelvic wall, rear of the uterus, or posterior
abdominal wall, or utero-ovarian ligament shortening [3,16]. Plication
of the utero-ovarian ligament may be associated with minimum
disruption of the anatomical relationship between the tube and the
ovary, therefore possibly having less effect fertility. The benefits of
oophoropexy to prevent further torsion versus theoretical risks lack in
evidence. The literature states that the risks of oophoropexy may include
disruption of blood supply to the fallopian tube, and disruption of
physiological relationship between fallopian tube and ovary [3]. There
may also be a risk of detachment from the infundubulopelvic ligament.
In this case, it is unclear whether detachment of the ovary following
oophoropexy happened as a result of oophoropexy or if the ovary was
already non-viable. It was strongly suspected to be non-viable pre- and
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Fig. 5. Laparoscpic image of the patient showing isolated left fallopian tube
torsion, elongated tube, absent mesosalpinx and normal ovary.

intraoperatively. It was unfortunate in this case that planned oophor-
opexy was delayed. An earlier procedure may have resulted in conser-
vation of the left ovary. There is some evidence that interval
oophoropexy may be more successful than performing this as an emer-
gency procedure at the time of detorsion, [17]. This may be due to
concerns about fragile and ischaemic tissue causing instability of sutures
when oophoropexy is performed at the time of diagnosis [3,17]. This
was the reasoning in this case for not initially performing oophoropexy
during the emergency procedure.

4. Conclusion

e It is imperative that patients with suspected torsion are scanned or
have laparoscopy to diagnose and manage torsion promptly in order
to aim to restore blood supply and save the ovary.

o Diagnosis via ultrasound may be difficult in up to 30% of cases of
ovarian torsion, and 70% of cases of isolated fallopian tube torsion.
Therefore, if there is a strong clinical suspicion, a diagnostic lapa-
roscopy should not be delayed [10,15].

e There is a lack of robust evidence and no guideline regarding the best
management approach for recurrent ovarian or fallopian tube tor-
sion, including timing and method of oophoropexy.

Patient perspective

I was grateful for the quick diagnosis and management I received
from the team. I have been very concerned regarding my fertility, but
now feel reassured as I have had no pain episodes for almost 1 year, and
now that I have frozen some eggs.
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