Laparoscopic management of ovarian torsion in late pregnancy — Video case
report
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Introduction

Anaesthetic considerations>: R

Ovarian torsion in the second and third trimesters of pregnancy can be challenging to diagnose,
especially as women usually present with abdominal pain and non-specific symptoms, which can

add to misdiagnosis with other acute abdomen conditions 3. GA with muscle relaxation.

Ovarian torsion is a fifth most common gynaecological emergency, with an estimated Aim is to preserve maternal hemodynamic stability
prevalence rate of 2.7%.! Rarely observed in pregnancy, with an incidence of 1 in 5000.1-2 Uteroplacental blood flow
Maternal & fetal oxygenation
Missing the diagnosis can lead to ovarian necrosis, sepsis, and jeopardising the mother and
fetus. Favourable outcomes depend on timely, accurate diagnosis and atraumatic surgical Endotracheal intubation with positive pressure ventilation to overcome —
intervention. Laparotomy is the conventional surgical approach but with advances in ' Risk of regurgitation as intraabdominal pressures increase

laparoscopic technologies make this approach more viable 1n later gestations. Prevent hypercapnia
Aids muscle relaxation & placement of nasogastric tube 1f needed

Case
Outcome::
A 32-year-old primigravida at 26 weeks of gestation with a low-risk pregnancy.
She presented acutely on multiple occasions with increasing right-sided abdominal and groin
pain with signs of localised peritonism and raised inflammatory markers. The procedure was completed without complications, and patient had an
Ultrasonography showed a 70 x 38 x 52 mm right ovary with features of ovarian torsion uneventful postoperative recovery. FHS recorded and perioperative were
(Stromal oedema, peripherally arranged follicles, free fluid in POD, no blood supply on steroids administered.

Doppler).
Intraoperative flowtrons and postoperative thromboprophylaxis.

Postoperative follow-up demonstrated normal fetal growth after two weeks.
The patient developed preeclampsia at 30 weeks of gestation and presented at
36 weeks with premature prelabour rupture of membranes and had preterm
forceps delivery (birth weight 17 centile).

Intervention :

Torted thrice dn pedicle*

A laparoscopic right salpingo-oophorectomy was performed with direct optical entry
at Palmar’s point and three accessory Smm left (2) and right (1) lateral ports placed in ) ) )
the upper abdomen (above the umbilicus) under direct vision. The operating pressure Literature & Discussion
was maintained at 15 mmHg. The right tubo-ovarian torted mass was ~ 7cm and was
twisted three times over its pedicle appearing oedematous, necrosed and non-viable .
Attempts at detorting the ovary to separate the mass from the pelvic side wall were
unsuccessful due to the restricted operating space. In order to limit manipulation of the
gravid uterus a decision was made to undertake a right salpingo-oophorectomy after
inspecting the right pelvic sidewall to identify the ureter intraperitoneally. The
specimen was divided and retrieved in an endoscopic retrieval bag.

This case shows that laparoscopic surgery 1s possible to manage ovarian torsion
during the late second trimester of pregnancy.

The importance of patient positioning, non-standard port placement, low insufflation
pressure and atraumatic laparoscopic technique 1s highlighted.

Advantages include minimal manipulation of the gravid uterus, reduced postoperative
pain, shorter hospital stay, and quicker recovery.

The literature review® supports laparoscopic intervention as a safe and effective
approach, with minimal risk to the fetus when performed by an experienced team .

Key takeaway -

«1. High clinical suspicion for diagnosis

2. Imaging modalities — USS — first line, MRI if USS inconclusive
*3. MDT approach

*4 Laparoscopy safe in pregnancy

Good practice points®in laparoscopy in pregnancy —
Experienced surgeon & anaesthetist

. Intraoperative capnography

. Left lateral tilt

. NG tube to decompress stomach if needed

. Palmar’s, or supraumbilical entry — Optiport entry
. Operating pressure 12-15mm of hg

. Fetal monitoring pre and postoperative

. Fetal Optimisation before surgery

. Consideration of thromboprophylaxis

Operative consideration? -

*Positioning — Lloyd Davis with 30-degree lateral tilt to relieve compression on
the vena cava .

Uterus not instrumented.
*Entry - Direct optical entry at Palmar’s point — to avoid injury to gravid uterus and give an ideal
visual field

*Port placement — two accessory Smm left and right lateral ports placed under direct vision, placed
higher than usual to prevent injury to gravid uterus and provide operating space.

*Operating pressure of 12- 15 mm of Hg.

* Senior surgeon — reduced CO2 for pneumoperitoneum — fetal acidosis and fetal hypoxia due to Conclusion :
CO2 in maternal circulation ¢ e -

Laparoscopic management of ovarian torsion at 26 weeks of pregnancy is a viable and effective option and may
offer recovery and obstetric benefits over traditional laparotomy.

Laparoscopic management of ovarian torsion at 26 weeks of pregnancy is a viable and effective option
that offers benefits over traditional laparotomy.

Careful patient selection,

Multi-disciplinary approach, and

Surgical expertise® are essential to ensure favourable maternal and fetal outcomes.
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