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« Adnexal torsion is one of the most frequent gynaecologic surgical

emergencies affecting females of all ages.

« Establishing the diagnosis is usually challenging as the symptoms are o
non-specific.
« The delay in diagnosis can result in loss of ovarian function. ‘

 The objective is to review the evidence and provide recommendations

on diagnosing and managing adnexal torsion in different age groups.

Diagnosis Algorithm

Diagnosis of

“The Middle-Eastern College of Obstetricians and Gynaecologists (MCOG), Egypt

Our approach started with defining relevant clinical questions. In this guideline, we aimed
to appraise evidence on the diagnosis and treatment of ovarian torsion.

A literature search was conducted on internationally recognized guidelines between
January 2000 to January 2022 to define the current global practice.

Each clinical question was assigned to a panel of 2 researchers, who appraised how the
guestion was addressed by available guidelines, the evidence supporting current
recommendations, and the presence of controversies and gaps.

The third step was to conduct a systematic search of the literature on PUBMED,
SCOPUS and Cochrane library were searched for from January 2000 to April 2020,
using the following terms: ["Ovarian" OR "Adnexal"] AND ["Torsion"] AND ["'management”
OR "diagnosis"].

Retrieved articles were reviewed by two researchers independently through a 3-step
selection process through revision of titles, abstracts, and full articles, respectively.
Eligible studies were appraised for methodology, and results and recommendations were
made by consensus.

Recommendations were classified based on the Oxford Centre for Evidence-based
Medicine—Levels of Evidence.
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< History > Exammatlon

1) Pelvic/abdominal 1) Pelvic/abdominal
pain tenderness
2) Nausea, vomiting, 2) Palpable adnexal
diarrhea mass
3) Fever 3) Rebound tenderness
4) Guarding
5) Cervical motion
tenderness

<R|sk Factors Cnvestigation§

1) Previous ovarian
torsion
2) Pregnancy
3) Infertility treatment or
OHSS
4) PCOS
5) Ovarian cyst
6) Sternous exercise
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cultures for chlamydia
& gonorrhea
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confirm
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1) Consider if US not available or
results inconclusive

Pregnancy Urlne
test analysns TA/TRUS In:
1) Children
2) Vaginal stenosis
Exclude 1) Nltrltles 3) TVUS declined
pregnancy/ leucocytes
ectopic 2) Haematuria
pregnancy
FBC G&S ] CRP ]

Gnaemia) Gucocytosﬁ

displaced antral follicles
3) Free fluid in pelvis
4) Tender mass on pressure by US probe
5) Whirlpool sign
6) Normal, decreased or absent blood flow

1) Unilateral enlarged ovary with ovarian mass
2) Ovarian stromal edema with/without peripheral

2) If pregnant, perform MRI
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1) Fallopian tube thickening
2) Smooth wall thickening & twisted adnexal
cystic mass
3) Low volume ascites
4) Uterine deviation toward twisted side

OHSS, Ovarian Hyperstimulation Syndrome; PCOS, Polycystic Ovarian Syndrome; FBC, Full Blood Count; G&S, Group and Save; CRP, C-Reactive Protein; TVUS, Transvaginal ultrasound; TAUS, Transabdominal ultrasound; TRUS, Transrectal ultrasound; PID, Pelvic Inflammatory Disease; PCR,

Polymerase Chain Reaction; NAAT, Nucleic Acid Amplification Test; CT, Computed Tomography; MRI, Magnetic Resonance Imaging.

* The evidence obtained was reviewed and evaluated by the Obstetrics and
Gynaecology practice guidelines Committee of the Middle-Eastern College
of Obstetricians and Gynaecologists (MCOG) under the leadership of the
principal authors.

« The diagnosis should be considered in females with acute abdominal pain,
and surgery should be performed as soon as possible to minimize trauma to
the ovary.

« Laparoscopy is the preferred surgical approach for detorsion. Conservative
surgical treatment, including detorsion with or without cystectomy, should be
performed even in cases of a blue-black ovary.

« Salpingo-oophorectomy should only be considered in postmenopausal
women, fertility not desired, non-viable ovary or when malignancy is

Conclusion

« The MCOG practice guideline for the management of adnexal torsion aims
to provide an overview of the current evidence for assessing and treating
this condition.

* The guideline includes algorithms based on current evidence to guide the

diagnosis and management of adnexal torsion in females of all age groups.
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1) Consult with pediatric surgeon l l
if available

2) Aim for laparoscopic approach
3) Primary management is
detorsion
4) Drain cyst if needed
5) Interval cystectomy if required
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Non-pregnant Salpingo-oophorectomy

A
|

|
Y

1) Viable ovary

TA/TV US
guided Detorsion
aspiration

(black dark & enlarged
ovary with or without
haemorrhagic lesions)

2) Fertility desired

3) Benign features

1) Non viable ovary (severly
necrotic/gelatinous loss of
anatomic structure)

2) Fertility not desired
3) Malignancy suspected

< 20 weeks

> 20 weeks
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1) If repeat torsion
2) Previous salpingectomy
3) Anatomical as elongated
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