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Diagnosing and managing pelvic pain during pregnancy is often challenging. This pain can be 
obstetrical, gynecological, or non-obstetrical_non-gynecological. Ovarian torsion, recognized 
as the consequence of ovarian twisting on its supporting ligaments, causes gynecological 
pelvic pain. It can occur during pregnancy and cause emergencies. However, early detection 
can preserve the ovaries and maintain the patient’s current and future fertility. Surgery is the 
gold standard for the diagnosis and treatment of ovarian torsion. Choosing the best surgical 
technique (laparoscopy or laparotomy) is essential to reduce possible complications during 
and after surgery. Our case is a 7-8 weeks’ pregnant woman who underwent laparoscopic 
surgery with an ovarian mass of 85×152 mm and an acute abdomen. It was found that the 
mass has caused a 1260-degree rotation in the patient’s left adnexa. The results during and 
after surgery and the condition of the mother and baby were favorable.
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Case Report

Introduction

ost adnexal masses in pregnancy are 
accidentally detected during routine 
pregnancy care. In the past, consid-
ering the lack of technology for early 

detection, their detection rate was low; usually, these 
masses remained unidentified until cesarean section or 
being marked [1]. In general, the prevalence of adnexal 
masses in pregnancy is 1%-2% [2]. Moreover, 5%-20% of 
adnexal masses do not resolve spontaneously, become 
symptomatic during pregnancy, and require surgery [3]. M
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Sometimes, masses can cause adnexa twisting. Ovar-
ian torsion occurs when the ovary, adnexa, or fallopian 
tube undergoes at least one complete rotation around a 
central axis consisting of tubo-ovarian and infundibulo-
pelvic ligaments [4]. Torsion can disrupt ovarian blood 
flow, leading to stromal edema, hemorrhagic infarction, 
and eventually tissue necrosis [5]. This condition is rare 
during pregnancy and occurs about 1 per 5000 pregnan-
cies [6]. The diagnosis of ovarian torsion during preg-
nancy is controversial because the symptoms are not 
specific. The organs inside the abdomen, especially the 
gravid uterus, have been displaced due to pregnancy. It 
seems that if a skilled and experienced team performs 
laparoscopic surgery during pregnancy, it is safe for the 
mother and the fetus and has advantages. 

Case Presentation

The patient, a 34-year-old pregnant woman G3P2L2 
(spontaneous pregnancy), who was at 6 weeks and 5 days 
based on CRL (crown-rump length) on vaginal ultrasound, 
who had a fetus with a marked heart rate, was referred 
to the clinic. The patient reported no surgery and had 
two previous normal vaginal deliveries. Ultrasound de-
termined a 53×49×60 mm mass in the left ovary with a 
simple cyst view. The patient reported no pain or nausea. 
Besides, all vital signs were stable, with only occasional 
abdominal pain reported by the patient. The patient had 
no specific medical or family history and took only 1 mg of 
folic acid daily. The patient also denied a history of smok-
ing, alcohol, or drug use and presented no drug or food 
allergies. The patient was requested to rest more and re-
turn to the clinic in severe pain. Control ultrasound was 
also requested to check the size of the mass a week later.

After 7 days, the patient was referred to the clinic with 
abdominal pain on the left side, i.e., started 15 hours 
ago and had intensified. Furthermore, the patient’s 
nausea began 15 hours ago, and the patient vomited 
twice. The patient denied any recent illness, fever, chills, 
night sweats, nausea, vomiting, or suspected food in-
take. Physical examination revealed that active bowel 
sounds were positive. Murphy’s sign was negative. No 
epigastric left or right upper quadrant tenderness and 
severe rebound tenderness in the left lower quadrant 
with guarding were seen. Examination of the vagina 
and cervix revealed that the cervix was posterior of a 
suitable length and is closed, and there was no vaginal 
discharge. The patient’s vital signs were then checked.

The blood pressure was 100/60 mmHg. The heart rate 
was 80 beats per minute. The temperature was 37.8°C; 
the respiration rate was 14-16 per minute. The patient 

was immediately admitted to the hospital, and an emer-
gency abdominal and pelvic ultrasound was requested. 
Routine abdominal ultrasound was reported. However, 
in pelvic ultrasound, which was performed transvaginally, 
an 85×152 mm hypoechoic mass image containing a 54 
mm diameter cystic segment in the left adnexa stretch-
ing to the lower abdomen was reported. According to 
CRL=22 mm, gestational age was 8 weeks and 5 days 
from LMP (last menstrual period), and the gestational sac 
containing the live embryo was detected. Blood tests, in-
cluding CBC (complete blood count) diff, coagulation fac-
tors, and tumor markers, were requested. In the emer-
gency department, the patient had stable vital signs.

According to laboratory studies, the hemoglobin lev-
el was 12.3 g/dL, platelet 253×103/micL, WBC (white 
blood cells) count 9.95×103/micL, Neutrophils 89.1%, 
Lymphocytes 7.9%, RBC (red blood cell) count 4.66×106/
micL, SGPT (Serum Glutamic Pyruvic Transaminase) 25 
U/L, SGOT (serum glutamic-oxaloacetic transaminase) 
16 U/L, Patient PT (prothrombin time) 13 seconds, index 
INR (international normalized ratio) 1 and PTT (partial 
thromboplastin time) 32 seconds.

According to the ultrasound data and total evidence, 
the emergency decision was made to perform laparo-
scopic surgery to maintain ovarian function and prevent 
adverse effects on the mother and fetus. Considering the 
patient’s pregnancy and the large mass, the entrance to 
the abdomen was performed with extreme caution. The 
entrance to the abdomen was performed openly with 
trocar number 12 from the supraumbilical area, the lapa-
roscope camera was inserted into the abdomen, and Co2 
gas was blown into the abdominal cavity at a pressure of 
10 mm Hg. The gas pressure is normally 12 mm Hg; we 
decreased this pressure due to the patient pregnancy. 
Then two trocars, number 5, were entered in the lateral 
sections and one in the suprapubic area. The mass was 
about 5 cm larger than the size reported in radiology and 
extended to the patient’s spleen, creating a 1260-degree 
torsion (Figure 1). Considering the volume of the mass 
and tissue necrosis and the presence of numerous clots, 
there was no possibility of detorsion, and the left salpin-
go-oophorectomy was performed entirely (Figure 2). No 
particular complications were experienced during the 
laparoscopic surgery, and the operation was completed 
successfully after 35 minutes.

Additionally, after the end of anesthesia, the O2 satura-
tion rate was 99%. After surgery, and according to the 
response of the tumor markers and the patient’s pathol-
ogy, the hemorrhagic corpus luteum cyst and hemor-
rhage in the entire adnexa were confirmed. All tumor 
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markers except CA125 were in the normal range. The 
rate of this marker was reported to be 92.4, i.e., often 
considered normal due to the patient’s pregnancy. After 
laparoscopy, the patient underwent a 400 mg daily rec-
tal progesterone suppository and 10 mg progesterone 
tablet every 6 hours until 12 weeks of gestation. Finally, 
in the 38th week of pregnancy, the patient naturally en-
tered the delivery phase, and the infant was born by 
the NVD (normal vaginal delivery) method with a 9/10 
Apgar. After 5 minutes, a 10/10 Apgar was recorded.

Discussion

Most adnexal masses identified during pregnancy are 
below 5 cm and are simple benign cysts. Most of these 
cysts are caused by normal ovarian function, such as 
corpus luteum or follicular cysts. Most adnexal cystic 
masses, accidentally detected in the first trimester of 
pregnancy, are removed in the early second trimester 
without any intervention (about 70%), consistent with 
functional ovarian cysts [7]. Occasionally, adnexal mass-
es can cause torsion. Ovarian torsion occurs in 5% of 

pregnant women due to benign or malignant masses 
[8]. According to a review study, adnexal masses be-
tween 6-8 cm have the highest torsion rate than smaller 
or larger masses [9]. 

Emergency surgery during pregnancy is not typical 
for the management of torsion or torn masses, and 
the prevalence is less than 5% [8, 10]. It was initially 
assumed that laparoscopic surgery should not be per-
formed in the first trimester of pregnancy. Still, various 
studies suggested that laparoscopy can be performed 
at any time during pregnancy with minimal associated 
complications for both mother and fetus. There were 
no cognitive or motor impairment reports in fetuses 
whose mothers underwent laparoscopy during preg-
nancy [3]. A study of 29 pregnant women undergoing 
laparoscopic appendectomy provided no movement, 
sensory or social defects in their children by age 3 [11].

Furthermore, the specific benefits of using this tech-
nique during pregnancy include less uterine manipula-
tion than laparotomy. Laparoscopic surgery in the first 

Figure 1. The laparoscopic view reveals a massive mass that creates a 1260-degree torsion in the left adnexa of 7-8 week pregnant women

Figure 2. Laparoscopic view of 20cm adnexal mass with tissue necrosis and the presence of numerous clots
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trimester of pregnancy is associated with an increased 
risk of miscarriage (12%) and possible teratogenic-
ity [12]. However, if the pneumoperitoneal pressure re-
mains below mmHg12 and the duration is less than 30 
minutes, no adverse fetal adverse events are seen [13]. 
To be cautious and increase the quality of laparoscopic 
surgery, it is best to place the patient in the left lateral 
decubitus position to prevent uterine pressure on the in-
ferior vena cava, fetal monitoring should be performed 
with vaginal ultrasound, intra-abdominal pressure 
should be maintained below 15 mmHg, and the mother 
Et-Co2 (End-tidal carbon dioxide) should be monitored 
and maintained within the normal range [14]. It is advis-
able to enter the abdomen with the Hasson technique 
and the open method; however, it is also possible if the 
Veress needle is used with sufficient skill and care [14]. A 
study published in 2019 found that the benefits of lapa-
roscopic surgery in pregnant women for the treatment of 
adnexal masses include further minor bleeding, shorter 
hospital stay, and reduced preterm labor. Moreover, no 
significant findings related to the fetal loss were found 
between laparoscopic surgery and laparotomy [15].
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