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Abstract

Case Report

IntroductIon

Ovarian torsion (OT) comprises around 2%–3% of 
gynecological emergencies.[1,2] It occurs when the ovary 
becomes twisted around its fallopian tube, blood supply, or 
adjoining supportive ligaments of the pelvis, leading to lack 
of venous return and resulting ischemia. Commonly known 
risk factors include the presence of ovarian cysts and prior 
pelvic surgery.[1,3] Clinical manifestations include sudden 
onset abdominal pain with or without nausea and vomiting.[1] 
It is important to diagnose and treat OT in a timely manner 
to avoid permanent loss of the ovary or premature ovarian 
failure if the other ovary has been previously compromised. 
Salvage rates are low, being reported at 10%.[1] The 
challenge with prompt diagnosis of OT however is the broad 
differential diagnosis. For example, ectopic pregnancy, 
pelvic inflammatory disease, appendicitis, diverticulitis, 
painful or ruptured cyst, and renal colic can all present in 

similar ways.[1] Confirmative diagnosis is surgical, requiring 
visualization of a torsed ovary; however, abnormal flow 
detected by Doppler ultrasound can be a useful diagnostic 
tool.[3] The treatment of OT is surgical, and involves 
detorsion, cystectomy or oophorectomy. Here, we present 
a case of a patient presenting with torsion of her right 
ovary 9 days after surgery for the removal of a dermoid 
cyst on that same ovary. Her presentation was unusual in 
that she had previously had significant postoperative pain 
at 2 days which resolved, but then represented a week later 
with sudden pain which was revealed to be from OT. The 
HiREB in Hamilton Ontario Canada confirmed that this case 
report was exempt from review as it is simply describing 
an interesting case, not answering a research question, and 
we obtained written consent from the patient to share her 
information.

Ovarian torsion (OT) is a gynecological emergency that requires prompt treatment and management. It is associated with risk factors such as 
ovarian cysts and prior pelvic surgery. Diagnosis and treatment require surgery to examine the adnexa, correct the torsion, and determine if 
cystectomy or oophorectomy are required. We reported the case of a 34-year-old woman who presented 9 days after a dermoid cystectomy with 
sudden onset abdominal pain. An ultrasound showed abnormal blood flow to the ovary. She then underwent a repeat laparoscopy revealing 
a necrotic and twisted ovary on the same side that had a cystectomy. The surgeons proceeded with a right oophorectomy. Following surgery, 
the patient reported no concerns with no ongoing bleeding or pain. OT can present in the short-term postoperatively to an ovarian cystectomy, 
likely as a result of mechanical forces secondary to structural changes of the ovary. The role for prophylaxis against OT is unclear in those 
with significant risk factors for torsion.
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case report

The patient is a 34-year-old  G5P3 woman who had 
gynecologic assessment for an enlarged right ovarian cyst 
suspected to be a dermoid, measuring 10.3 cm × 10.1 
cm × 9.3 cm in size on ultrasound. Surgical management 
of the cyst was chosen, and workup included a negative 
serum beta-human chorionic gonadotropin, and her Ca-125, 
Ca-19, carcinoembryonic antigen, alpha-fetoprotein 
(AFP), and lactate dehydrogenase (LD) were all within 
normal boundaries. The patient had a history of a previous 
incomplete laparoscopic ovarian cystectomy that was stopped 
prematurely due to surgical complications, although records 
of this could not be found. She was an occasional smoker. 
The patient was otherwise healthy.

The patient underwent her initial operation which was a 
laparoscopic bilateral salpingectomy and cystectomy of a 
large right dermoid cyst, and a left cystectomy of a small 
simple cyst. Upon examination of the pelvis, a 2 cm cyst 
was noticed on the left ovary, and on the right ovary a 
12 cm dermoid-appearing cyst was seen sitting within the 
cul-de-sac. The uterus, fallopian tubes, and remaining pelvis 
were otherwise normal in appearance. The cystectomy 
began on the left side, and the small cyst was excised 
without complication. On subsequent dissection of the 
right ovary away from the cyst capsule, there was rupture 
with intra-abdominal sebaceous spill. After this took place, 
another dermoid cyst could be appreciated and was excised 
before managing the spill. The abdomen was then copiously 
irrigated using approximately 25 L of normal saline, with the 
patient in both regular and reverse Trendelenburg positions 
for complete lavage of all sebaceous material. Ovarian cyst 
walls and both tubes were sent for pathological analysis. 
Proper hemostasis of the right ovary was obtained and the 
blood loss was minimal. The patient tolerated the procedure 
well, was sent stable to recovery and was discharged home 
the same day.

Two days later, the patient re-presented with concerns 
surrounding her incisions. On inspection, her laparoscopic 
sites were healing well, and hemostasis was noted. However, 
the patient was experiencing significant pain out of keeping 
for her postoperative course. She was passing flatus, with 
no nausea/vomiting or abdominal distention. A pelvic 
ultrasound showed an 8.0 cm × 7.0 cm × 4.7 cm complex 
mass-like lesion in the right adnexa, initially suspicious 
for hematoma within the ovary as a result of surgery. The 
patient was admitted overnight for pain management and 
monitoring. The pain resolved and the patient was discharged 
home the following day with a plan for outpatient follow-up 
and reimaging.

The patient then presented again 1 week later with worsening 
de novo right lower quadrant pain. Doppler ultrasound 
showed an enlarged right ovary (7.2 cm × 5.2 cm × 6.2 cm) 
as well as a swirling vessel sign, suggestive of OT. Upon 
consideration of the patient’s clinical status, she was taken 
back to the operating room (OR) for urgent laparoscopy. 
Examination revealed numerous filmy adhesions between 
the greater omentum and rectosigmoid colon, consistent with 
remnants of the sebaceous material from the prior ruptured 
dermoid cyst. Inspection also revealed a torsed and necrotic 
right ovary that did not appear salvageable by detorsion. 
After a repeated round of irrigation for the removal of 
residual sebaceous material, the surgeons proceeded with a 
right oophorectomy. There were no complications and there 
was good hemostasis. Of note during this procedure was a 
lengthy infundibulopelvic ligament on the right side. There 
were no other abnormalities in the abdomen. The patient 
was stable throughout and after surgery, was taken to the 
recovery room. She was discharged on postoperative day 1, 
as the patient was eating and voiding well, with pain well 
controlled on naproxen and acetaminophen with no need for 
narcotics. At her postoperative follow-up, the patient reported 
no concerns with no ongoing bleeding or pain. Her pathology 
results from her first operation were reviewed, which revealed 
a benign mature teratoma/dermoid. She did not require any 
further follow-up.

dIscussIon

Here, we present a case of ipsilateral OT occurring a week 
postdermoid cystectomy. We reviewed the literature and 
to our knowledge no other case reports demonstrate the 
presentation of OT as a short term postoperative complication 
of cystectomy.

Although the exact mechanisms by which OT develop 
are unclear, risk factors such as the presence of ovarian 
cysts as well as prior pelvic surgery are associated with 
its presentation.[1] In general, it seems that the etiology is 
related to mechanical factors that allow for the twisting of 
adnexal vasculature in a way that occludes blood flow. While 
this patient did not have a large ovarian mass in situ when 
she developed OT, she did have ultrasonographic evidence 
of a mass, which may have been cystic remnants from the 
previously excised dermoid cyst, the residual ovarian cortex 
or a hematoma. The change in structure of the ovary caused 
by the removal of the dermoid cyst was likely a causative 
factor in the development of this patient’s presentation. 
Furthermore, this patient was found to have an elongated 
infundibulopelvic ligament on the affected side, which may 
have contributed to the torsion events similar to that which 
can be seen in the pediatric population. The pain this patient 
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experienced 2 days’ postcystectomy is still difficult to explain. 
It could have been due to intermittent torsion of the adnexa, 
or due to an unrelated postoperative pain issue such as the 
suspected hematoma. Either way, this patient’s clinical course 
should remind clinicians to consider structural changes to the 
ovary postcystectomy, particularly after the removal of a large 
cyst which leaves behind a collection of ovarian cortex, as 
being a potential risk factor for rotational misalignment and 
subsequent torsion.

Of note is a secondary question that arose in the care of this 
patient, if prophylactic oophoropexy could have been of 
any value in preventing the torsion. Oophoropexy, which 
is the fixing of the ovary to the abdominal wall, uterus, or 
accompanying ligaments to prevent rotation, is increasingly 
being considered in the management of recurrent torsion, 
where no obvious cause can be found, or those with 
congenitally long ovarian ligaments.[4] This is considered as a 
means of prophylaxis for future events after a first event of OT, 
and is often utilized in children with recurrent OT.[5-8] There 
is still controversy as to the indications and techniques used 
due to the scarcity of research on this topic. That being said, 
current evidence still does not apply to our patient, as there is 
no research that identifies cystectomy alone as an indication 
for oophoropexy. It must also be kept in mind that dermoid 
cystectomy is quite a common gynecological procedure 
and prophylactic oophoropexy on all patients should not be 
recommended on the sole basis of preventing OT, which is a 
much rarer event. As well, oophoropexy may have risks of its 
own.[9] Whether or not our patient could have benefitted from 
a contralateral oophoropexy after her right oophorectomy to 
prevent asynchronous bilateral OT is unknown.

Ethical review
It was determined that this case study did not require the 
Research Ethics Board approval as it does not meet the 

definition of research, as the data was not obtained through 
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and agreed with our assessment.
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