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Abstract

Giant ovarian tumours are rare nowadays due to early rec-
ognition of these tumours in clinical practice. Management
of these tumours depends on age of the patient, size of the
mass and its histopathology. We are reporting a rare case
of torsion of hemorrhagic ovarian cyst presented to us with
acute abdomen. 22-year-old, unmarried girl came to our out-
patient department with complaints of lower abdominal pain
for 3 days. Patient was apparently normal before 3 days
after which she developed lower abdominal pain which was
spasmodic in nature more on the right side. The abdominal
pain was progressive, non-radiating aggravated on routine
activities and relieved with analgesics. Patient also had his-
tory of vomiting 3 to 4 episodes per day for the past 2 days.
Abdominal examination showed distension of lower abdo-
men with tenderness over right iliac region. Cystic mass 5*5
cm felt on palpation which was extending from iliac region to
hypogastrium with ill defined borders. Bed side ultrasound
abdomen and pelvis showed two right adnexal hemorrhagic
cystic masses of size 8.4*5.3*5.2 cm and 5.2*4.1*3 cm re-
spectively without vascularity in doppler study. Right ovary
could not be visualized separately. With clinical suspicion of
torsion, MRI pelvis was done immediately which confirmed
torsion of cysts. Patient was posted for emergency laparot-
omy. Two huge hemorrhagic mass of size 8*6 cm and 5*3
cm was identified on the ride side of uterus which was ne-
crotic and gangrenous. Right ovary could not be visualized
seperately. The hemorrhagic ovarian cysts had undergone
torsion. Detorsion of the cyst was done. As there was no
evidence of viability, cystectomy followed by right salphingo
oophorectomy was done.

Introduction

Giant ovarian tumours are rare nowadays due to
early recognition of these tumours in clinical practice.
Management of these tumours depends on age of the
patient, size of the mass and its histopathology [1].
Large ovarian masses also cause psycho-social stress
due to fear of malignancy among the patients. Large

ovarian masses cause compressive symptoms on Uri-
nary, respiratory and gastro-intestinal tract. So an ideal
comprehensive approach to the management of these
mammoth ovarian tumors is much needed to amelio-
rate the secondary effects along with the primary treat-
ment [2].

Here, we are reporting a rare case of torsion of hem-
orrhagic ovarian cyst presented to us with acute abdo-
men.

Case Report

History

22-year-old unmarried girl came to our outpatient
department with complaints of lower abdominal pain
for 3 days. Patient was apparently normal before 3 days
after which she developed lower abdominal pain which
was spasmodic in nature more on the right side. The
abdominal pain was progressive, non-radiating aggra-
vated on routine activities and relieved with analgesics.
Patient also had history of vomiting 3 to 4 episodes per
day for the past 2 days. She had regular menstrual cy-
cles. No significant past illness.

On examination,

Patient was conscious, oriented, afebrile.
Vitals

e Temp: Normal

e Pulse rate: 76 bpm

e Blood pressure: 100/70 mmHg

e Respiratory Rate: 16/min

Abdominal examination showed distension of lower
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Figure 2: MRI pelvis: Two Hemorrhagic ovarian cysts with features suggestive of Torsion.

abdomen with tenderness over right iliac region. Cystic  diately which confirmed torsion of cysts (Figure 2).
mass 5°5 cm felt on palpation which was extending from

iliac region to hypogastrium with ill defined borders. A Management
Tender right adenexal mass was felt, on per rectal ex- Patient was posted for emergency laparotomy. Un-
amination (Figure 1). der general anaesthesia, laparotomy was proceeded

with suprapubic transverse incision. Two huge hemor-

‘ ' o rhagic mass of size 8°6 cm and 5'3 cm was identified
Routine blood investigations (Complete blood count, 1, the ride side of uterus which was necrotic and gan-
Liver and renal function tests) were within normal lim-

its. Bed side ultrasound abdomen and pelvis showed
two right adenexal hemorrhagic cystic masses of size
8.4 ’5.3°5.2 cm and 5.27°4.1"3 cm respectively without
vascularity in doppler study. Right ovary could not be
visualised separately. Left adenexa was normal. With
clinical suspicion of torsion, MRI pelvis was done imme- Post-operative period was uneventful. Patient was
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Investigations

grenous. Right ovary could not be visualised seperately.
The hemorrhagic ovarian cysts had undergone torsion.
Detorsion of the cyst was done. As there was no evi-
dence of viability, cystectomy followed by right salphin-
go oophorectomy was done.
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Figure 3: Haemorrhagic Ovarian cysts with Gangrenous fallopian tubes.

discharged with advice to follow up. Histopathology of
excised cyst showed right sided simple haemorrhag-
ic cyst with necrosed ovarian tissue and fallopian tube
(Figure 3).

Discussion

Hemorrhagic ovarian cyst (HOC) is an adnexal mass
formed because of bleeding into a follicular or corpus
luteum cyst or a theca lutein cyst. Most of HOCs are
functional, few of them can be neoplastic but they are
universally benign. Mostly seen in young women of
reproductive age group though also reported rarely in
perimenopausal women [3]. HOCs typically develops in
ovulating women.

Secondary to hormonal response, the stromal cells
surrounding a maturing Graafian follicle become more
vascular and after the oocyte has been expelled, the
Graafian follicle develops into a corpus luteum with a
highly vascular and fragile granulosa layer, which rup-
tures easily, forming hemorrhagic ovarian cysts (HOCs).

Ovarian torsion is considered as one of the compli-
cation of large ovarian cysts. Ovarian torsion in women
can present as acute abdomen in the emergency room.
Rapid diagnosis is often needed to retain the tubo-ovar-
ian function and to avoid significant morbidity and mor-
tality [4]. There may be partial or complete rotation of
adenexa with associated ischemia. Ovarian torsion is
usually seen in 2%-15% of patients who had previous
surgeries for adnexal masses [4]. It presents with acute
onset of pelvic pain, followed by nausea and vomiting.

Torsion of ovary is considered as a gynecological
emergency [5-7]. Torsions more commonly involve both
the ovary and fallopian tube, and there are fewer cases
of isolated torsion involving either one (one in 1.5 mil-
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lion women) [8-10].

Nearly 80% of patients with torsion ovary had ovari-
an masses of 5 cm or larger [11,12]. The sizes of ovarian
masses are correlated with the risk of the torsion. How-
ever, Ovarian torsion can occur with any masses with
size ranging from1 to 30 cm (mean 9.5 cm) [13]. Large
follicular cysts as result of ovulation induction in infer-
tility treatment may carry an increased risk for torsion
[14].

In ultrasonography a torsed ovary may be rounded
and enlarged compared with the contralateral ovary,
because of edema or vascular and lymph engorgement
[15,16]. Whirlpool sign is highly sensitive for ovarian
torsion [17,18]. The whirlpool sign shows a twisted vas-
cular pedicle, and a Doppler sonogram reveals circular
vessels within the mass.

Ultrasound is considered the cornerstone in the di-
agnosis of HOCs irrespective of the clinical condition of
the patients often misdiagnosed due to their variable
sonographic appearance, mimicking other organic ad-
nexal masses like dermoid.

Sonographic morphological patterns of hemorrhagic
ovarian cysts (HOC)

1. Thin wall,

2. The internal echogram shows diffuse solid pat-
tern,

3. The internal echogram shows mixed cystic and
solid pattern,

4. The internal echogram shows a sponge-like pat-
tern (lace like reticular pattern),

5. Color Doppler of HOC shows peripheral or cir-
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ulel but has no blood flow on Dopp|er |mag|ng re- 5. McWilliams GD, Hill MJ, Dietrich CS (2008) GyneCOIOgiC

tracting clot may have sharp or concave borders. emergencies. Surg Clin North Am 88: 265-283.
6. Muolokwu E, Sanchez J, Bercaw JL, Sangi-Haghpeykar H,

Magnetic resonance imaging (MRI) can be used to Banszek T, et al. (2011) The incidence and surgical man-
diagnose torsion if findings on ultrasound are equivo- agement of paratubal cysts in a pediatric and adolescent
cal [19-23]. MRI can demonstrate the components of a population. J Pediatr Surg 46: 2161-2163.

mass in more detail than an ultrasound. Pelvic MRI may 7. Huchon C, Fauconnier A (2010) Adnexal torsion: A litera-
be performed to confirm the diagnosis. ture review. Eur J Obstet Gynecol Reprod Biol 150: 8-12.

. o . 8. Ding DC, Hsu S, Kao SP (2007) Isolated torsion of the hy-
Signal characteristics can vary depending on the age drosalpinx in a postmenopausal woman. JSLS 11: 252-254.
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or fallopian tube is suspected, a laparotomy should be gray'sca,e ultrasonographic findings. &lin Exp Cbstet y-
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12. Houry D, Abbott JT (2001) Ovarian torsion: A fifteen-year

Once ovarian torsion is suspected, surgery or detor- review. Ann Emerg Med 38: 156-159.
sion is the mainstay of treatment. 13. Gorkemli H, Camus M, Clasen K (2002) Adnexal torsion
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2. Elongated infundibulopelvic ligaments 15. Wilkinson C, Sanderson A (2012) Adnexal torsion - A multi-

modality imaging review. Clin Radiol 67: 476-483.
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3. Premenarchal girls and postmenopausal women
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taneously with follow-up. Only conservative treatment
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