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Introduction
Ovarian torsion is a condition caused by the complete or partial 

rotation of the ovary around the supporting ligaments which in most 
cases leads to impaired ovarian blood supply by compressing of the 
ovarian circulation. This disorder is a medical emergency and one of 
the most common causes of gynecological surgery which can involve 
women of all ages, even fetuses and infants. However, according to 
studies, women between the ages of 20_50 are the most affected 
[1,2]. Despite of the diversity in clinical manifestations of ovarian 
torsion, the classic presentation of this disorder include: moderate 
to severe acute onset of pelvic pain which is often accompanied by 
nausea and vomiting, and in some cases fever [3,4]. According to 
reports, torsion is more common in the right ovary probably due 
to the longer infandibulopelvic ligament on the right side and the 
protection effect of the sigmoid intestine on the left side of the body  

 
which prevents the left ovary from moving and twisting [5]. After 
taking a complete history of the patient and clinical examination 
and performing basic laboratory tests, ultrasound is performed as 
the first line of diagnosis of ovarian torsion by para-clinic which 
can determine the morphology, size, density and vascular flow of 
the twisted ovary that is often larger and rounder than a normal 
ovary due to impaired vascular and lymph flow. Our case is a pre-
menarchal girl who suffered from left ovarian torsion three times 
during three months.

Case Report
Our patient was a 12-year-old girl referred to our gynecology 

clinic with chief complains of abdominal pain and vomiting and 
nausea with more intensity in the lower quadrant. The clinical 
signs in physical examination revealed an abdomen tenderness 

Abstract
Ovarian torsion is a rare but significant cause of acute abdominal pain in women. Commonly, patients present with the sudden onset of severe 

lower abdominal pain with progressive quality over hours. This condition is usually accompanied by decreased blood return from ovaries which 
leads to swelling and congestion of them. Abdominopelvic ultrasonography with color Doppler analysis is the first choice to diagnosis and estimating 
impairment of blood flow in ovaries. Quick diagnosis is required to protect the ovaries from necrosis and save the normal function. 

In our case ,the treatment we performed after three time of recurrent ovarian torsion surgery ,was to wait and follow-up the patient continuously. 
In conclusion ,the last ultrasound which was performed 3 months after the last surgery showed that ,the size of the ovary returned to normal and 
the presence of blood flow and Antral follicle counts(AFC),indicates maintenance of normal ovarian function.
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and guarding, normal limits in vital signs based on her age. The 
laboratory investigations showed count elevated white blood cells 
up to 16.400 mm3. Other basic biochemical test results’ such as 
platelets count, hemoglobin rate, Urine analysis, renal function, 
serum electrolytes all were normal. The pregnancy blood test 
was negative. An abdominopelvic ultrasound scan revealed a left 
echogenic ovary with two cysts (33.38 mm and 37.29 mm), with 
dimension in 88.56.63 mm and volume as 160 cc but dimension and 
echogenicity of right ovary were normal. The patient was prepared 
for surgery by ovarian torsion as primary diagnosis so Pfannenstiel 
incision laparoscopic detorsion of left ovary was performed.

 After stabilizing the patient, she was discharged from the 
hospital but two months later was registered to the clinic again 
with complaining of sudden, sharp and severe lower abdominal 
pain. Abdominopelvic ultrasound demonstrated enlarged left 
ovary which contained two cysts with 37.36 and 39.35 mm in 
diameter. Doppler ultrasound of left ovary didn’t show blood 
flows, so the decision was made for emergency laparoscopy which 
revealed a congested fragile tissue, bulky and completely necrotic 

with dark color (Figure1) in left ovary. Additionally, we found a 6 
times torsion of Round ligament which was untwisted but due to 
inflamed and bloody tissues, cystectomy was not performed. About 
20 days after second surgery, she was registered again with acute 
abdominal pain, anorexia, nausea and vomiting as chief complaint. 
In ultrasound examination, two cystic with 40.36 and 37.35 mm in 
dimensions were detected at the posterior cul-de-sac, originating 
from the left adnexa. The patient went under unilateral detorsion 
surgery with suspension technique for her left ovary with diagnosis 
of ovarian torsion for the third time within three months. Compared 
with the previous surgery, the volume of the left ovary was reduced 
and seemed normal with pink color. The Round and Uteroovarian 
Ligaments were fixed with U-shaped sutures and patient was 
discharged with LD contraceptive medication and recovery period 
in the hospital. The patient passed three months regular follow-
up with ultrasound after the last surgery. Surprisingly in the last 
abdominopelvic ultrasound, ovarian volume, vascular echo and 
number of antral follicular counts (AFC) were reported normal 
(Figure 2).

Figure 1: (intraoperative photo of recurrent twisted left ovarian in12-year-old girl with fragile and necrotic tissue in the second surgery).
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Figure 2: (ovarian volume, vascular echo and number of antral follicular counts (AFC) were reported normal in an ultrasound that was performed 
3 months after the third surgery).

Discussion
 The incidence of ovarian and adnexal torsion is unknown. 

Ovarian torsion can affect women of all ages, it can even occur in 
fetuses and Infants. However, the most commonly reported cases 
of ovarian torsion are the women in reproductive ages and sexually 
active who are between 20-50 years old [2]. Ovarian torsion can 
occur completely or partially, and according to studies, mostly 
on the right side. The longer utero ovarian ligament and the lack 
of a protective structure on the right side, such as the sigmoid 
colon which prevents ovarian motility on the left side, have been 
cited as possible causes in the articles [5]. The main risk factor 
for ovarian torsion is cystic or neoplastic mass. As a result, it 
significantly increases the risk of twisting in lower risk group, 
such as pre-monarchal girl ages [6,7]. Some data suggest that 
pregnancy, ovarian stimulation, tubal ligation, enlarged ovaries in 
polycystic ovary syndrome and history of abdominal surgery are 
associated with an increased risk of ovarian torsion, but the degree 
of these risks is uncertain [2,8]. Although, patients with torsion 
shows different clinical manifestations, but the most presentation 
of torsion include: abdominal pain, nausea, vomiting and non-
menstrual bleeding in rare cases [3,4]. Early diagnosis is very 
important to prevent severe consequences of torsion and preserve 
the function of ovaries and fallopian tubes [6]. For the approach 
to patient after taking the medical history and performing clinical 
examinations, basic laboratory tests are requested for the patient. 
In most scientific resources pelvic ultrasound is the first line choice 
of imaging study for patients which are suspected for ovarian 
torsion [9]. The most likely ultrasound findings in a patient with 
ovarian torsion are varied but commonly include: unilateral 

ovarian enlargement, peripheral masses and cysts free fluid in 
the pelvic cavity, large follicles and twisted ligaments. In scientific 
references laparoscopic and laparotomy surgery is recommended 
to confirm the definition diagnosis of ovarian torsion. However, 
a twisted ovary on initial examination may appear necrotic with 
black texture due to vascular and lymphatic congestion which 
were compressed by torsion. But researches and studies in this 
field around the word indicated that patients who underwent 
distortion surgery instead of salpingo-oopherectomy, after surgery 
and follow-up for several months, high percentages of patients 
showed normal follicle growth on ultrasound. The presence of 
antral follicular counts (AFC) on ultrasound of ovarian distortion 
indicates the survival of ovarian tissues with maintain normal 
function. during a study was performed on 40patients with ovarian 
torsion manifestation underwent ovarian detour surgery instead of 
complete ovarian resection in order to preservation the patient’s 
reproductive function. intermediate period of hospilazation and the 
number of follicles was examined, as a result of this study expected 
post-operative treatment to detour the torsion is recommended 
to preservation ovarian function [10,11]. Another study was 
performed on 102 patients who underwent ovarian detorsion 
surgery, as a result, due to the benefits and function of the ovary 
after surgery instead of salpingo-oopharectomy , was suggested as 
the choice of treatment [12,13]. An important point is to emphasis 
medical intervention as soon as possible (under 36 hours), to 
prevent ovarian tissue necrosis and preserve its function.

 Conclusion: ovarian torsion is a rare but urgency condition in 
gynecological surgery ,which in many cases including our patient, 
the ovary that was initially black and necrotic with fragile and 
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dysfunctional tissue, after detorsion and fixation surgery, with 
medical treatment and follow-up of the patient for the several 
months ,the ovarian tissue became pink with normal function .in our 
case on last ultrasound examination AFC were observed. Therefore 
, that in same cases ,before performing aggressive treatment 
such as oophorectomy ,after detorsion surgical procedure ,with 
anticipatory care planning and follow-up the patient ,give a chance 
to the damaged ovary to heal and tissue repair. this performance 
gives patients of reproductive ages, the opportunity to preserve 
their ovaries and fertility abilities to live perfectly normal.
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