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his report describes the torsion of a normal ovary
T and oviduct in a 103-year-old girl. Hemorrhagic in-
farction of the ovary and fallopian tube occurred, which
required surgical removal. This same circumstance had
occurred four years earlier on the contralateral side and
had resulted in the surgical removal ofthe opposite adnexa.
This condition has been reported previously 16 times.
When such torsion occurs the first time, it is important
to be aware of the possibility of recurrence and consider
the wisdom of foreshortening the opposite mesosalpinx,
thus preventing future torsion of the remaining adnexa
that would result, as in this case, in sterilization.

When torsion occurs on the right side, as is more com-
mon, the clinical diagnosis is usually acute appendicitis.
If it occurs on the left side, pelvic inflammatory disease
or colonic or ureteral disease is usually suspected, with a
delay in accurate diagnosis and treatment.1 Torsion of
ovary and tube is rarely diagnosed in young girls before

surgery.

CASE REPORT

A 10j-year-old girl had a history of chronic, intermittent
lower abdominal pain and was found to have a pelvic mass.
Her history is significant in that she had a left salpin-
go-oophorectomy in April of 1982 at Children’s Hospital,
Boston, for torsion of the left adnexa. Since that time she
has had chronic abdominal pain, intermittently, which
was attributed to the previous surgery. Most recently she
presented to the emergency room at the University of Cal-
ifornia, San Diego, Medical Center because of severe ab-
dominal pain. A sonogram revealed a 9 X 6-cm pelvic
mass. The workup included intravenous pyelography,
which showed normal findings except for an indentation
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of the bladder caused by the mass. Magnetic resonance
imaging was consistent with the sonographic findings and
suggested the presence of either an ovarian dermoid tumor
or a distended uterus. The chest radiograph was normal;
those ofthe abdomen did not contribute to the diagnosis.
(3-Human chorionic gonadotropin level was 3 IU/L (3
mlU/mL) and a-fetoprotein was lessthan 11.7 jtg/L (11.7
ng/mL). Hematocrit was 0.36 (36.2 percent). She had a
normal white cell count and differential. The sedimen-
tation rate, electrolytes, and other chemistry determina-
tions were all normal.

An exploratory laparotomy on November 19,1986, and
examination under anesthesia showed a normal vagina
and closed cervical os. In the abdomen a 4 X 5-cm ne-
crotic, hemorrhagic mass was found, which represented
the right fallopian tube and ovary. The oviduct had un-
dergone torsion at midlevel; there was no ovarian tumor.
Uterus was appropriate for her age, and no other abdom-
inal abnormalities were seen. The left adnexa was found
absent. Salpingo-oophorectomy was done. She had a nor-
mal postoperative course except for mild temperature ele-
vation as a result of urinary tract infection, which was
successfully treated with penicillin.

The 1982 specimen was a bluish-black fallopian tube 5
X 1cm to which was attached a cystic ovary measuring
4 X 5 cm with a smooth surface. When sectioned, it was
found to contain a blood clot. Microscopically the tissues
were infarcted and hemorrhagic. Primary follicles could
be identified; there was no tumor, however. The specimen
of the 1986 operation showed similar features. Tube and
ovary had undergone hemorrhagic infarction, and histo-
logically only a very thin layer of ovarian cortex could be
recognized with some primary follicles; again there was
no tumor. It is, of course, possible that a hemorrhagic
ovarian cyst was the cause of the torsion, rather than its
result. No cyst lining, however, was evident histologically.

DISCUSSION

This patient presents a tragic problem, since she has had
bilateral salpingo-oophorectomies by the age of 10j years
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for benign disease. She has now a surgical castration and
not only will she be infertile, but without adequate estrogen
replacement, she will develop all ofthe signs and symptoms
of premature menopause.

When this unusual condition occurs the first time in
young patients, physicians should be aware of the possi-
bility of its recurrence and consider fixation of the other
mesosalpinx. Plication may anchor a mobile oviduct and
prevent future torsion and infarction. The disadvantage
of plication is that, in some cases, it may lead to tubal
compromise, and thus to sterility. Possibly an unusually
long mesosalpinx is the cause of bilateral torsion, which
is a rare event in the absence of ovarian tumors.2

The clinical picture simulates acute appendicitis when
on the right, infection, ureteral calculi, or colonic disease
when on the left, and it may even simulate Mittelschmerz
in pubertal girls. These aspects have been adequately de-
scribed in contributions by Bahary and Eckerling,3 Sher-
man and Greenwald,4and Hibbard.5When the condition
is recognized, the treatment is emergency laparotomy; if
detected early enough, the adnexa may be salvaged. Ifin-
farction has already occurred, removal of the structures
is indicated.6

The few literature reports on bilateral adnexal torsion
cite its occurrence from the age of 2 months to 53 years.78
Ten patients had bilateral torsion simultaneously, while
in seven patients it recurred on the opposite side at a later
time.9 Abdominal pain is the most common presenting
symptom, followed by nausea, vomiting, and fever, leading
to a differential diagnosis of an acute abdomen. Twelve
patients developed a palpable abdominal mass, and one
half of the specimens demonstrated hemorrhagic infarc-
tion of normal structures. In the remaining one half, the
specimen disclosed a hydrosalpinx or pyosalpinx.10 One
death has been recorded on the first postoperative day of
surgery for torsion with bilateral hematosalpinx. The first
patient to be reported with adnexal torsion was that by
Sutton in 1890," in a paper on hydrosalpinx. There are
well over 300 cases reported with unilateral adnexal tor-
sion.1213 The first case report on bilateral torsion is War-
nek’s description in 1895.4 The current patient is the
17th so reported. The so-called Kuestner’s law,55published
in 1891, described the twisting of the adnexal pedicle; if
the surgeon views the pelvis from the front, then the pedicle
on the patient’s left side will be rotated to the right in a
clockwise direction; the pedicle on the right side will ro-
tate to the left in a counterclockwise direction. In 92
percent of reported cases, the findings have confirmed
this law.16-

The following causes of adnexal torsion have been pro-
posed: spasm, mesosalpingeal veins more tortuous and
longer than arteries, excessively long oviduct or mesosal-
pinx, absent mesosalpinx, hydrosalpinx, pyosalpinx,
ovarian cysts, ovarian neoplasm, trauma, and following
salpingotomy or hysterectomy.202L

Oviduct spasms could possibly result in a twisting effect,
as is also possible for engorgement and tortuosity of veins,
especially during pregnancy.2 The same may be true of
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abnormally long oviducts or absence ofa true mesosalpinx.
More likely causes are enlarged tubes (hydrosalpinx or
pyosalpinx) and especially enlarged ovaries caused by tu-
mors or cysts.2324 Trauma and the free end of a postli-
gational tube may conceivably result in twisting.

Torsion and subsequent infarction should always enter
the differential diagnostic considerations in acute abdomen
of women and female children. Once this diagnosis is es-
tablished, the surgeon should be mindful ofthe possibility
of recurrence on an as-yet-uninvolved opposite side. He
or she may then wish to ascertain possible reasons for
such torsion and to undertake preventive fixation or pli-
cation of the normal appearing side.
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