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ABSTRACT
Objectives: To analyze the clinical characteristics and risk factors related to necrosis of adnexal torsion (AT) and improve 
the application of ovarian-sparing surgery (OSS). 

Material and methods: Data of 142 patients with 144 surgically confirmed AT lesions between October 2011 and De-
cember 2021 were retrospectively analyzed. 

Results: The risk of torsion caused by tumors was higher than that caused by tumor-like lesions (p = 0.003). The incidence 
of right adnexal necrosis was higher than that of left adnexal necrosis (p = 0.03). There were no significant differences 
in adnexal necrosis or onset time (p = 0.29) between groups. The main risk factor for adnexal necrosis was the degree  
of torsion with a threshold of 510°. The size of adnexal mass and the degree of torsion increased linearly with age. The OSS  
rate was 59.7% for all patients, and 71.6% in the premenopausal women. No serious complications occurred in any  
of the patients. 

Conclusions: Age, histopathological type, adnexal size, degree of torsion, and pelvic anatomical structure are risk fac-
tors for AT and adnexal necrosis. There is no infinite correlation between adnexal necrosis and onset time. Adnexal size 
is the main risk factor for AT, and along with the risk of adnexal necrosis, increases with age. The degree of torsion is  
the main risk factor for adnexal necrosis, and torsional severity increases with age. OSS is safe and does not increase the 
incidence of postoperative complications.
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INTRODUCTION
Adnexal torsion (AT) is an uncommon gynecological 

emergency that can occur at any age, mainly in adolescents 

and women of childbearing age, but rarely in children and 

postmenopausal women [1–7]. Adnexal torsion accounts 

for only 2–3% of gynecological emergencies [5–7], and its 

incidence rate in women with adnexal masses is estimated to 

be 2–15%. However, as a definite clinical diagnosis can only 

be made during surgery, the true prevalence of AT remains 

unclear [3]. Recently, treatment of AT has evolved from oo-

phorectomy for ischemic ovaries to ovarian preservation. This 

transformation is beneficial to women because it can prevent 

early menopause, early amenorrhea, and premature ovar-

ian failure, which have been proven to affect all aspects of 

a woman’s health, including bone mineral density and cardio-

vascular, neurological, mental, sexual health [8]. Knowledge 

of ovarian diseases has changed in relation to pulmonary 

embolism caused by the reduction of AT, sepsis secondary 

to necrosis, pathological changes in black/blue ischemic 

ovaries, and tumor recurrence caused by tumor rupture. The 

advantages of laparoscopy provide a strong guarantee for 

the diagnosis and treatment of AT [3, 6, 9]. This retrospective 

study aimed to analyze the clinical characteristics of AT and 

improve the application of ovarian sparing surgery (OSS).

MATERIAL AND METHODS
This retrospective observational study of patients 

with surgically verified AT was conducted at Weihai Mu-

nicipal Hospital in China between January 2011 and De-

cember 2021. Data extracted from the patients’ electronic  
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medical records included demographic data, menstrual 

status, onset time, clinical symptoms, adnexal lesion size, 

surgical approach, ovarian procedure, intraoperative char-

acteristics, postoperative complications, and pathological 

diagnoses. Onset time refers to the time from initial symp-

toms to surgical intervention. Adnexal size was extracted 

from the ultrasound report and was combined with subse-

quent computed tomography or magnetic resonance imag-

ing examinations. The maximum length is selected as the 

adnexal diameter. Because an adnexal mass is an irregular 

ellipsoid, volume is also introduced as a variable. The volume 

of the mass was calculated using the formula of the long 

ellipsoid (0.52 × longitudinal diameter × anteroposterior 

diameter × transverse diameter) [10]. Torsion equal to 180° 

was defined as incomplete torsion, whereas torsion greater 

than 360° was defined as complete torsion. To study the risk 

factors of AT, the degree of torsion was divided into three 

groups: < 180, 360–720 and > 720. An ovary with a black 

or blue appearance was considered as necrotic or partially 

necrotic, respectively. The end point and time of follow-up 

were obtained by comparison with the outpatient and inpa-

tient databases. If no information was available, the patient 

was considered unable to be followed-up.

The institutional ethical committee of the hospital ap-

proved the study and waived the need for informed consent 

from the participants due to the retrospective nature of 

the study.

All statistical analyses were performed using SPSS 

23.0 (IBM, Chicago, IL, United States). An independent sam-

ples t-test and one-way analysis of variance (ANOVA) were 

applied for continuous variables. All categorical variables 

were expressed as frequencies and percentages and com-

pared using the Chi-squared test. Spearman’s rank correla-

tion coefficient was used to analyze the linear relationship 

between the two variables. Receiver operating characteristic 

(ROC) curve and Excel were used for specificity, sensitivity, 

area under the curve (AUC), and threshold calculation. The 

statistical significance level was set at p ≤ 0.05.

RESULTS
A total of 2,452 patients (age range: 6–84 years) with 

3,068 adnexal lesions underwent surgery between October 

2011 and December 2021. Of these, 142 (5.8%) patients had 

144 (4.7%) lesions confirmed as being AT, and their average 

age was 34 ± 16 years old. The incidence rates of AT were 

5.9% (66/1,107), 6.6% (74/1,126), and 1.0% (4/388) on the 

left, right, and bilateral sides, respectively, with no significant 

differences in laterality (p = 0.55). The clinicopathological 

types and incidence rates are shown in Table 1. Tumors were 

the most common cause of AT in all patients (72.9%). Mature 

teratomas accounted for 24.1% of cases, with an incidence 

rate of 7.3%. Simple ovarian cysts accounted for 3.3% of 

cases and had the highest incidence of torsion (14.0%). 

There was a significant difference in the incidence of AT 

between the mature teratomas and simple ovarian cysts 

(p = 0.02). The incidence rate of AT caused by borderline 

tumors was not significantly different from that caused by 

benign tumors (p = 0.60), while that caused by malignant 

tumors was the lowest. The incidence rate of AT for tumors 

was higher than that for tumor-like lesions (p = 0.003). Only 

one AT did not have an ovarian mass.

Among the patients with AT, 138 (97.2%) had abdominal 

pain, 80 (56.3%) had persistent abdominal pain with nau-

sea/vomiting, and five (2.8%) were asymptomatic. There 

were seven patients with AT, with a mean age of 31 ± 3 years, 

complicated with pregnancy (4.9%), of which five were in 

the first trimester and two were in the second trimester. The 

mean gestational period was 13 ± 8 weeks. Another patient 

developed AT on the 7th day after delivery. Three (2.1 %) 

patients were diagnosed as AT with appendicitis.

The risk factors for necrosis and treatment of AT are 

presented in Table 2. The mean age of patients with adnexal 

necrosis was higher than that of patients without necrosis 

(p = 0.001). The incidence of adnexal necrosis on the right 

side was higher than that on the left (p = 0.03). 

The mean onset time was 164 ± 666 hours (range: 

4 h–9 months) and there was no significant difference be-

tween the non-necrosis and necrosis groups (p < 0.11). 

Chi-squared test showed no significant differences between 

an onset time of 24 h, 24–48 h, and > 48 h (p = 0.16). Receiver 

Table 1. Clinicopathological types and risk of torsion

Lesions  
n (%)

Torsion 
lesions
n (%)

Incidence  
rate [%]

Total, lesions 3068 (100) 144 (100) 4.7

Tumor, lesions 1875 (61.1) 105 (72.9) 5.6

Benign tumor 1389 (45.3) 97 (67.4) 7.0

Mature teratomas 740 (24.1) 54 (37.5) 7.3

Serous cystadenoma 367 (12) 18 (12.5) 4.9

Mucinous cystadenoma 174 (5.7) 12 (8.3) 6.9

Thecoma 91 (3) 11 (7.6) 12.1

Other 17 (0.6) 2 (0) 11.8

Borderline tumor 122 (4.0) 7 (4.9) 5.7

Malignant tumor 364 (11.9) 1 (0.7) 0.3

Tumor-like, lesions 1193 (38.9) 39 (27.1) 3.3

Endometriosis cyst 824 (26.9) 8 (5.6) 1.0

Corpus luteum 118 (3.8) 9 (6.3) 7.6

Follicular cyst 62 (2.0) 5 (3.5) 8.1

Simple ovarian cyst 100 (3.3) 14 (9.7) 14.0

Other 91 (2.9) 3 (2.1) 3.3



86

Ginekologia Polska 2024, vol. 95, no. 2

www. journals.viamedica.pl/ginekologia_polska

operating characteristic curve analysis showed that the AUC 

was 0.60 (95% CI: 0.51–0.70, p = 0.03), and the threshold of 

onset time was 24 h (sensitivity, 43%; specificity, 77%). Of all 

patients, onset time exceeded 72 h in 38 (26.4%) patients; 

of these, 12 (31.6%) having adnexal necrosis or suspicious 

necrosis. Four patients without abdominal pain had AT of 

180–720°, but there was no adnexal necrosis during elec-

tive surgery. Meanwhile, three patients with abdominal 

pain for 3–9 months had AT of 540°–1,080°, but there was 

no necrosis. 

The mean degree of torsion was 636° ± 338° (range: 

180–1,440°), and there was a significant difference be-

tween the non-necrosis and necrosis groups (p < 0.001). 

The Chi-squared test showed significant differences among 

torsional degrees of < 180°, 360–720°, and > 720° (p < 0.001). 

Receiver operating characteristic curve analysis showed that 

the AUC was 0.80 (95% CI: 0.73–0.87, p < 0.001), and the 

threshold was 510° (sensitivity 86%; specificity 58%). Spear-

man’s rank correlation coefficient showed that the degree 

of torsion increased linearly with age (r = 0.27, p = 0.001); 

however, this linear relationship was not significant for the 

necrosis group (r = 0.16. p = 0.19) (Fig. 1). 

The relationship between the onset time, degree of 

torsion, and necrosis is shown in Figure 2. 

The mean maximum diameter of the adnexal masses 

was 10 ± 3 cm (range 5–22 cm), and the mean volume was 

332 ± 314 cm3 (range 36–1,863 cm3). To reduce statistical 

deviation, masses with a diameter of 40 cm and a volume of 

73.33 cm3 were deleted. There was no difference in the size 

of adnexal masses between the necrosis and non-necrosis 

groups. Spearman rank correlation coefficient showed that 

the size of the adnexal mass significantly increased with 

age (diameter, r = 0.19, p = 0.02; volume, r = 0.18, p = 0.03); 

this relationship was also significant for the necrosis group 

(diameter, r = 0.34, p = 0.004; volume, r = 0.30, p = 0.01) 

(Fig. 3).

The OSS rate was 59.7% for all patients, and 91.8% and 

26.8% for the non-necrosis and necrosis groups, respec-

tively. In the premenopausal women, 71.6% (86/120) of 

patients underwent OSS without hysterectomy, whereas in 

the postmenopausal woman, none underwent OSS, while 

50% (12/24) underwent additional hysterectomy. 

The rate of laparoscopic surgery was 47.2% (67/142). The 

mean diameter of the adnexal mass in the laparoscopic and 

laparotomy groups were 9 ± 3 cm and 11 ± 5 cm, and the 

mean volume of the adnexal mass were 221 ± 179 cm3 and 

502 ± 873 cm3, respectively. There was a significant differ-

ence between the two groups (diameter, p < 0.001; volume, 

p = 0.007).

Pulmonary embolism or serious complications did not 

occur in any of the patients. Of the 84 patients who under-

went OSS, 29 were followed-up for more than half a year, and 

Table 2. Risk factors of necrosis and treatment for adnexal torsion

Necrosis n (%) Non-necrosis  n (%) Total n (%) p value

Age [years] 39 ± 17 30 ± 14 34 ± 16 0.001

Laterality, lesions 71 (100) 73 (100) 144 (100) 0.03

Left 27 (38) 41 (56.2) 68 (47.2)

Right 44 (62) 32 (43.8) 76 (52.8)

Symptom to surgery [hours] 76 ± 157 251 ± 917 164 ± 665 0.11

Duration of onset 71 (100) 73 (100) 144 (100) 0.16

< 24 hours 30 (42.3) 20 (27.4) 50 (34.7)

24–48 hours 19 (26.8) 22 (30.1) 41 (28.5)

> 48 hours 22 (31.0) 31 (42.5) 53 (36.8)

Degree of torsion [°] 821 ± 302 458 ± 270 637 ± 338 0.000

Grade of torsion 71 (100) 73 (100) 144 (100) 0.000

< 180° 2 (2.8) 27 (37) 29 (20.1)

360–720° 14 (19.7) 20 (27.4) 34 (23.6)

> 720° 55 (77.5) 26 (35.6) 81 (56.3)

Diameter [cm] 10 ± 3 10 ± 3 10 ± 3 0.36

Volume [cm3] 376 ± 373 286 ± 235 332 ± 314 0.09

Ovarian procedure 71 (100) 73 (100) 144 (100) 0.00

Ovarian sparing 19 (26.8) 67 (91.8) 86 (59.7)

Oophorectomy 52 (73.2) 6 (8.2) 58 (40.3)



87

Jing Hao, Zhihuan Sun, Clinical characteristics of adnexal torsion and role of ovarian sparing surgery

www. journals.viamedica.pl/ginekologia_polska

only one patient with a mucinous cystadenoma experienced 

recurrence after 24 months.

DISCUSSION
Adnexal torsion without pathological changes is rare 

and usually occurs in premenarchal girls without hor-

mone-mediated masses [4, 11]. Meanwhile, 51–84% of AT 

cases are caused by pathological changes, with a higher 

incidence rate on the right side [2, 11, 12]; however, some 

studies have reported no differences in laterality [9, 13, 14]. 

Reportedly, mature cystic teratomas and follicular cysts are 

the most common lesions causing AT, although simple cysts, 

teratomas, and serous cysts have also been reported [2, 6, 9, 

13]. Approximately 80% of all AT cases are caused by benign 

Figure 1. A. Degree of torsion increases linearly with age (p = 0.001); B. The linear relationship was not significant in the necrosis group (p = 0.19)
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tumors, whereas only 2% are caused by malignant tumors 

[1, 2, 6, 13, 15], which may be related to malignant tumor 

edema and peripheral adhesion. In this study, the preva-

lence of AT due to adnexal lesions was 4.7%. Tumors were  

the main cause of AT, of which mature cystic teratomas were 

the most common; however, the risk of torsion caused by 

a mature cystic teratoma is not the highest when compared 

with that of other more common lesions as simple ovar-

ian cysts and thecomas have the highest risk of AT. The histo- 

pathological type seems to be a risk factor for AT. Ad- 

ditionally, there were no significant differences in laterality, 

which differs from studies reporting right-sided dominance. 

Abdominal pain is the main symptom of AT and has 

diagnostic significance especially when it is accompanied 

by nausea/vomiting and a lower abdominal mass. Previous 

studies showed that 86–98% of patients with AT experi-

ence abdominal pain, and 47–70% of patients experience 

abdominal pain with nausea and vomiting [4, 7, 9, 16, 13]. 

Of the patients with adnexal tumors and acute abdominal 

symptoms, 86% had AT [6, 17]. 

The value of ultrasonography in the diagnosis of AT 

should be based on adnexal size rather than Doppler flow 

results as color Doppler flow has poor sensitivity in exclud-

ing AT. Although the “whirlpool sign” is specific for AT [18], 

it may be technically difficult to evaluate ovarian arterial 

and venous blood flow because of the influence of body 

shape, intestinal gas, and other factors. Because the ovary 

is supplied by the uterine and ovarian arteries and torsion 

may be intermittent, Doppler results may be unreliable. In 

addition to measuring the maximum adnexal diameter, 

measuring the adnexal volume is a common and effective 

method for evaluating the adnexal size [9, 19]. Torsion usu-

ally occurs when adnexal masses measure 5–10 cm [20–22]. 

The threshold value of the maximum diameter of the AT 

Figure 3. A, B. The size of the adnexal mass increases linearly with age, with a significant difference (diameter, p = 0.02; volume, p = 0.03); C. D. The 
size of the necrotic adnexal masses increases linearly with age, with significant difference (diameter, p = 0.004; volume, p = 0.01)
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after menarche is 5 cm, and a value less than 5 cm may help 

exclude AT [6, 7, 9, 19–22]. However, necrosis development is 

not related to adnexal size [22], which was confirmed by the  

data obtained in this study. The mean diameter and vol-

ume of the torsional adnexal masses were 10 ± 3 cm and 

332 ± 314 cm3, respectively, and no significant correlation 

was observed between adnexal necrosis and size. Both the 

diameter and volume of adnexal masses were statistically 

significant. This may be explained by the fact that smaller tu-

mors cannot induce AT, while larger tumors are too large to 

rotate in the pelvic space. The incidence of adnexal necrosis 

on the right side was higher than that on the left side and 

was unrelated to the size, suggesting that the anatomical 

structure of the pelvic cavity on the right side was more 

likely to cause severe torsion.

There was no positive relationship between adnexal 

necrosis and onset time. It has been reported that ovar-

ian function remains normal even after 72 h and declines 

within 5 days after the appearance of symptoms [2]. How-

ever, not all patients who underwent surgery after 24 h 

had adnexal necrosis; even if surgery was delayed, ovar-

ian function was preserved. Therefore, the visual evalua-

tion of intraoperative ovarian necrosis cannot accurately 

determine true necrosis on histopathology [3, 9, 22]. In 

this study, the data did not show a difference in the on-

set time between necrotic and non-necrotic ovaries. The 

threshold necrosis time was 24 h, with a sensitivity of 43%. 

In 38 patients, only a third with an onset time of > 72 h 

had ovarian necrosis or suspected necrosis, while three 

patients with an onset time of 3–9 months had no ovar-

ian necrosis. Therefore, it is speculated that some AT pro-

cesses may be chronic or intermittent, and compensatory 

vascular hyperplasia occurs because of the dual arterial 

blood supply of the ovaries.

The degree of torsion is an important risk factor for 

adnexal necrosis. A report showed that the ovary can be 

successfully preserved if the degree of torsion is less 

than 540°, suggesting the presence of blood flow despite 

chronic abdominal pain [21]. In this study, the threshold 

for adnexal necrosis was 510°, with a sensitivity of 86%. 

Additionally, the degree of torsion increases with age, and 

the risk of necrosis increases accordingly. Hence, timely 

surgical treatment can still preserve severely twisted 

ovaries. 

Adnexal torsion exhibits distinct clinical characteristics 

during various physiological stages. In the present study, 

both the degree and size of AT increased with age, and 

the mean age of patients with adnexal necrosis was higher 

than that of patients without adnexal necrosis, suggesting 

that the risk of necrosis increases with age.

The American College of Obstetricians and Gynecolo-

gists recommends that oophorectomy should not be per-

formed on adolescent girls, regardless of the appearance of 

ovaries, unless oophorectomy is inevitable [23]. The hemor-

rhagic appearance of AT does not indicate loss of function 

as it is not an indicator of the degree of ischemia. Moreover, 

ovarian function mostly recovers over time after torsion. 

Currently, there is no effective clinical method to predict the 

survival of ovaries. Therefore, the appearance of the ovaries 

alone cannot be used as an indication for oophorectomy, 

and that OSS should be the primary surgical consideration 

[1–3, 5, 9, 22]. Concerns for OSS include persistent pain, risk 

of malignancy associated with AT, increased risk of pulmo-

nary embolism associated with torsion, sepsis secondary to 

necrosis, and irreversible damage to the hemorrhagic ovary 

[2,7], but these have not yet been proven to be associated 

with OSS. Additionally, the increased risk of pulmonary em-

bolism due to AT is theoretical; the incidence of peripheral 

thromboembolism after AT surgery is only 0.2–0.3% in the 

literature [1–3, 9, 13]. So, OSS was safe. The OSS rate for AT 

varies according to country and region, but it is estimated to 

be 43.2–95% [2, 9, 13]. In this study, 72% of premenopaus-

al women underwent OSS, whereas no postmenopausal 

woman underwent OSS. Additionally, 50% of postmeno-

pausal women underwent additional hysterectomy. This 

may reflect gynecologists’ perceptions of subsequent ovar-

ian atrophy in postmenopausal women and their concerns 

regarding malignant tumors. Postmenopausal women are 

not considered candidates for OSS. 

Laparoscopic exploration is the first option when ul-

trasound does not exclude AT [6, 23]. The laparoscopic sur-

gery rate for AT is 56–82.6% [3, 13, 12, 24]. with variations 

in different areas. One factor limiting the application of 

laparoscopic surgery is the size of the AT, which should be 

smaller during laparoscopic surgery than during laparotomy  

[13, 25, 26]. Additionally, tumor rupture or intraoperative 

spillage is the main complication of laparoscopic surgery, 

but this is not associated with recurrence [26–29]. In this 

study, the rate of laparoscopic surgery was 47.2%. Rupture 

and spillage of the AT during surgery are inevitable; how-

ever, no adnexa-related pulmonary embolism, recurrence, or 

complications have been observed. The size of the adnexal 

mass in the laparoscopic group was larger than that in the  

laparotomy group. This limited the use of laparoscopy.  

The laparoscopic surgery rate can be improved through 

cystic decompression because the recurrence rate is low 

and malignant tumors are rare.

This study lacked an effective follow-up protocol. Of 

the 29 patients with OSS who were followed-up for more 

than half a year, one patient experienced recurrence after 

24 months.

The main limitation of this study was its retrospec-

tive nature. There was no unified standard measurement, 

which might have created a bias in tumor size caused 
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by different operators. Additionally, because of the lack 

of a follow-up protocol, information regarding visits to 

other institutions could not be obtained, which could 

have potentially biased the rates of recurrence and late 

postoperative complications. Further prospective multi-

center clinical studies with detailed follow-up are required 

to confirm these results.

CONCLUSIONS
Age, histopathological type, adnexal size, degree of 

torsion, and pelvic anatomical structure are risk factors for 

AT and adnexal necrosis. There is no infinite correlation 

between adnexal necrosis and the onset time. Adnexal size 

is the main risk factor for AT, and along with the risk of ad-

nexal necrosis, and increases with age. The degree of torsion 

is the main risk factor for adnexal necrosis, and torsional 

severity increases with age. OSS, either via laparoscopy or 

laparotomy, is safe and does not increase the incidence of 

postoperative complications.

Article information and declarations

Data availability statement

The datasets used and analyzed during the current study 

are available from the corresponding author upon reason-

able request.

Ethics statement

The study protocol was approved by the institutional review 

board of Weihai Municipal Hospital. The need for informed 

consent was waived owing to the retrospective nature of 

the study.

Author contributions

Dr. Hao designed this study. Hao made a major contribution 

to the acquisition, analysis, and interpretation of the data 

and drafting of the manuscript. Sun was involved in data 

statistics, writing the manuscript, and revising it.

Funding

This research did not receive any specific grant from funding 

agencies in the public, commercial, or not-for-profit sectors.

Acknowledgments

None.

Conflict of interest

The authors declare that they have no competing interests.

Supplementary material

None.

REFERENCES
1.	 Dasgupta R, Renaud E, Goldin AB, et al. Ovarian torsion in pediatric 

and adolescent patients: A systematic review. J Pediatr Surg. 2018; 
53(7): 1387–1391, doi:  10.1016/j.jpedsurg.2017.10.053, indexed in 
Pubmed: 29153467.

2.	 Adeyemi-Fowode O, McCracken KA, Todd NJ. Adnexal Torsion. J Pediatr 
Adolesc Gynecol. 2018; 31(4): 333–338, doi: 10.1016/j.jpag.2018.03.010, 
indexed in Pubmed: 29653167.

3.	 Mandelbaum RS, Smith MB, Violette CJ, et al. Conservative surgery 
for ovarian torsion in young women: perioperative complications 
and national trends. BJOG. 2020; 127(8): 957–965, doi: 10.1111/1471-
0528.16179, indexed in Pubmed: 32086987.

4.	 Ganer Herman H, Shalev A, Ginat S, et al. Clinical characteristics of 
adnexal torsion in premenarchal patients. Arch Gynecol Obstet. 
2016; 293(3): 603–608, doi:  10.1007/s00404-015-3840-9, indexed in 
Pubmed: 26288977.

5.	 Ozcan A, Mumusoglu S, Gokcu M, et al. Differentiated therapy in pre- and 
postmenopausal adnexal torsion based on malignancy rates: A retro-
spective multicentre study over five years. Int J Surg. 2016; 29: 95–100, 
doi: 10.1016/j.ijsu.2016.03.042, indexed in Pubmed: 27004419.

6.	 Rotoli JM. Abdominal Pain in the Post-menopausal Female: Is Ovar-
ian Torsion in the Differential? J Emerg Med. 2017; 52(5): 749–752, 
doi: 10.1016/j.jemermed.2016.08.045, indexed in Pubmed: 28238384.

7.	 Dawood MT, Naik M, Bharwani N, et al. Adnexal Torsion: Review 
of Radiologic Appearances. Radiographics. 2021; 41(2): 609–624, 
doi: 10.1148/rg.2021200118, indexed in Pubmed: 33577417.

8.	 Yasui T, Hayashi K, Mizunuma H, et al. Factors associated with prema-
ture ovarian failure, early menopause and earlier onset of menopause 
in Japanese women. Maturitas. 2012; 72(3): 249–255, doi:  10.1016/j.
maturitas.2012.04.002, indexed in Pubmed: 22572589.

9.	 Gupta A, Gadipudi A, Nayak D. A Five-Year Review of Ovarian Torsion 
Cases: Lessons Learnt. J Obstet Gynaecol India. 2020; 70(3): 220–224, 
doi: 10.1007/s13224-020-01319-3, indexed in Pubmed: 32476769.

10.	 Renaud EJ, Sømme S, Islam S, et al. Ovarian masses in the child and 
adolescent: An American Pediatric Surgical Association Outcomes  
and Evidence-Based Practice Committee systematic review. J Pediatr 
Surg. 2019; 54(3): 369–377, doi: 10.1016/j.jpedsurg.2018.08.058, indexed 
in Pubmed: 30220452.

11.	 Hartman SJ, Prieto JM, Naheedy JH, et al. Ovarian volume ratio is a reli-
able predictor of ovarian torsion in girls without an adnexal mass. J Pe-
diatr Surg. 2021; 56(1): 180–182, doi: 10.1016/j.jpedsurg.2020.09.031, 
indexed in Pubmed: 33121739.

12.	 Adams K, Ballard E, Amoako A, et al. When is it too late? Ovarian preser-
vation and duration of symptoms in ovarian torsion. J Obstet Gynaecol. 
2022; 42(4): 675–679, doi: 10.1080/01443615.2021.1929114, indexed in 
Pubmed: 34396917.

13.	 Lawrence AE, Fallat ME, Hewitt G, et al. Midwest Pediatric Surgery Con-
sortium. Factors Associated with Torsion in Pediatric Patients with Ovar-
ian Masses. J Surg Res. 2021; 263: 110–115, doi: 10.1016/j.jss.2020.12.058, 
indexed in Pubmed: 33647800.

14.	 Karaca SY, İleri A. Ovarian Torsion in Adolescents with and without 
ovarian mass: A  Cross-sectional  Study. J Pediatr Adolesc Gynecol. 
2021; 34(6): 857–861, doi:  10.1016/j.jpag.2021.05.007, indexed in 
Pubmed: 34044177.

15.	 Huang Ci, Hong MK, Ding DC. A review of ovary torsion. Ci Ji Yi Xue Za 
Zhi. 2017; 29(3): 143–147, doi:  10.4103/tcmj.tcmj_55_17, indexed in 
Pubmed: 28974907.

16.	 Karavadara D, Davidson JR, Story L, et al. Missed opportunities for 
ovarian salvage in children: an 8-year review of surgically managed 
ovarian lesions at a tertiary pediatric surgery centre. Pediatr Surg Int. 
2021; 37(9): 1281–1286, doi: 10.1007/s00383-021-04935-w, indexed in 
Pubmed: 34235545.

17.	 Łuczak J, Bagłaj M. Ovarian teratoma in children: a plea for collaborative 
clinical study. J Ovarian Res. 2018; 11(1): 75, doi: 10.1186/s13048-018-
0448-2, indexed in Pubmed: 30165903.

18.	 Wozniak S, Wozniak A, Kozlowska M, et al. Ultrasonographic signs 
of acute ovarian torsion. Ginekol Pol. 2022 [Epub ahead of print], 
doi: 10.5603/GP.a2021.0213, indexed in Pubmed: 35072260.

19.	 Budhram G, Elia T, Dan J, et al. A Case-Control Study of Sonograph-
ic Maximum Ovarian Diameter as a Predictor of Ovarian Torsion 
in Emergency Department Females With Pelvic Pain. Acad Emerg 
Med. 2019; 26(2): 152–159, doi:  10.1111/acem.13523, indexed in 
Pubmed: 30044031.

http://dx.doi.org/10.1016/j.jpedsurg.2017.10.053
https://www.ncbi.nlm.nih.gov/pubmed/29153467
http://dx.doi.org/10.1016/j.jpag.2018.03.010
https://www.ncbi.nlm.nih.gov/pubmed/29653167
http://dx.doi.org/10.1111/1471-0528.16179
http://dx.doi.org/10.1111/1471-0528.16179
https://www.ncbi.nlm.nih.gov/pubmed/32086987
http://dx.doi.org/10.1007/s00404-015-3840-9
https://www.ncbi.nlm.nih.gov/pubmed/26288977
http://dx.doi.org/10.1016/j.ijsu.2016.03.042
https://www.ncbi.nlm.nih.gov/pubmed/27004419
http://dx.doi.org/10.1016/j.jemermed.2016.08.045
https://www.ncbi.nlm.nih.gov/pubmed/28238384
http://dx.doi.org/10.1148/rg.2021200118
https://www.ncbi.nlm.nih.gov/pubmed/33577417
http://dx.doi.org/10.1016/j.maturitas.2012.04.002
http://dx.doi.org/10.1016/j.maturitas.2012.04.002
https://www.ncbi.nlm.nih.gov/pubmed/22572589
http://dx.doi.org/10.1007/s13224-020-01319-3
https://www.ncbi.nlm.nih.gov/pubmed/32476769
http://dx.doi.org/10.1016/j.jpedsurg.2018.08.058
https://www.ncbi.nlm.nih.gov/pubmed/30220452
http://dx.doi.org/10.1016/j.jpedsurg.2020.09.031
https://www.ncbi.nlm.nih.gov/pubmed/33121739
http://dx.doi.org/10.1080/01443615.2021.1929114
https://www.ncbi.nlm.nih.gov/pubmed/34396917
http://dx.doi.org/10.1016/j.jss.2020.12.058
https://www.ncbi.nlm.nih.gov/pubmed/33647800
http://dx.doi.org/10.1016/j.jpag.2021.05.007
https://www.ncbi.nlm.nih.gov/pubmed/34044177
http://dx.doi.org/10.4103/tcmj.tcmj_55_17
https://www.ncbi.nlm.nih.gov/pubmed/28974907
http://dx.doi.org/10.1007/s00383-021-04935-w
https://www.ncbi.nlm.nih.gov/pubmed/34235545
http://dx.doi.org/10.1186/s13048-018-0448-2
http://dx.doi.org/10.1186/s13048-018-0448-2
https://www.ncbi.nlm.nih.gov/pubmed/30165903
http://dx.doi.org/10.5603/GP.a2021.0213
https://www.ncbi.nlm.nih.gov/pubmed/35072260
http://dx.doi.org/10.1111/acem.13523
https://www.ncbi.nlm.nih.gov/pubmed/30044031


91

Jing Hao, Zhihuan Sun, Clinical characteristics of adnexal torsion and role of ovarian sparing surgery

www. journals.viamedica.pl/ginekologia_polska

20.	 Takayasu H, Masumoto K, Tanaka N, et al. A clinical review of ovarian tu-
mors in children and adolescents. Pediatr Surg Int. 2020; 36(6): 701–709, 
doi: 10.1007/s00383-020-04660-w, indexed in Pubmed: 32346848.

21.	 Oue T, Uehara S, Sasaki T, et al. Treatment and ovarian preservation in 
children with ovarian tumors. J Pediatr Surg. 2015; 50(12): 2116–2118, 
doi: 10.1016/j.jpedsurg.2015.08.036, indexed in Pubmed: 26385567.

22.	 Novoa M, Friedman J, Mayrink M. Ovarian torsion: can we save the ovary? 
Arch Gynecol Obstet. 2021; 304(1): 191–195, doi: 10.1007/s00404-021-
06008-8, indexed in Pubmed: 33638663.

23.	 Adnexal  Torsion in Adolescents:  ACOG Committee Opin-
ion No, 783 Summary. Obstet Gynecol. 2019; 134(2): 435–436, 
doi: 10.1097/AOG.0000000000003376, indexed in Pubmed: 31348223.

24.	 Weng X, Xie Xi, Liu C, et al. Ovarian preservation and prognosis in ad-
nexal torsion surgery - a retrospective analysis. Ginekol Pol. 2020; 91(5): 
277–280, doi: 10.5603/GP.2020.0066, indexed in Pubmed: 32495934.

25.	 Guillén G, Martín-Giménez MP, López-Fernández S, et al. Results of 
Ovarian Sparing Surgery in Pediatric Patients: Is There a Place for 
Laparoscopy? J Laparoendosc Adv Surg Tech A. 2020; 30(4): 458–463, 
doi: 10.1089/lap.2019.0515, indexed in Pubmed: 32013689.

26.	 Braungart S, Craigie RJ, Farrelly P, et al. CCLG Surgeons Collabo-
rators. Operative management of pediatric ovarian tumors and 
the challenge of fertility-preservation: Results from the UK CCLG 
Surgeons Cancer Group Nationwide Study. J Pediatr Surg. 2020; 
55(11): 2425–2429, doi: 10.1016/j.jpedsurg.2020.02.057, indexed in 
Pubmed: 32234316.

27.	 Szymon O, Bogusz B, Taczanowska-Niemczuk A, et al. Ovarian Sparing 
Surgery in Mature Ovarian Teratomas in Children: A 20-Year Single-Cen-
ter Experience. Eur J Pediatr Surg. 2021; 31(1): 2–7, doi: 10.1055/s-0040-
1716877, indexed in Pubmed: 32950035.

28.	 Childress KJ, Santos XM, Perez-Milicua G, et al. Intraoperative Rupture 
of Ovarian Dermoid Cysts in the Pediatric and Adolescent Population: 
Should This Change Your Surgical Management? J Pediatr Adolesc Gy-
necol. 2017; 30(6): 636–640, doi: 10.1016/j.jpag.2017.03.139, indexed 
in Pubmed: 28336475.

29.	 Yousef Y, Pucci V, Emil S. The Relationship between Intraoperative Rup-
ture and Recurrence of Pediatric Ovarian Neoplasms: Preliminary Obser-
vations. J Pediatr Adolesc Gynecol. 2016; 29(2): 111–116, doi: 10.1016/j.
jpag.2015.08.002, indexed in Pubmed: 26300232.

http://dx.doi.org/10.1007/s00383-020-04660-w
https://www.ncbi.nlm.nih.gov/pubmed/32346848
http://dx.doi.org/10.1016/j.jpedsurg.2015.08.036
https://www.ncbi.nlm.nih.gov/pubmed/26385567
http://dx.doi.org/10.1007/s00404-021-06008-8
http://dx.doi.org/10.1007/s00404-021-06008-8
https://www.ncbi.nlm.nih.gov/pubmed/33638663
http://dx.doi.org/10.1097/AOG.0000000000003376
https://www.ncbi.nlm.nih.gov/pubmed/31348223
http://dx.doi.org/10.5603/GP.2020.0066
https://www.ncbi.nlm.nih.gov/pubmed/32495934
http://dx.doi.org/10.1089/lap.2019.0515
https://www.ncbi.nlm.nih.gov/pubmed/32013689
http://dx.doi.org/10.1016/j.jpedsurg.2020.02.057
https://www.ncbi.nlm.nih.gov/pubmed/32234316
http://dx.doi.org/10.1055/s-0040-1716877
http://dx.doi.org/10.1055/s-0040-1716877
https://www.ncbi.nlm.nih.gov/pubmed/32950035
http://dx.doi.org/10.1016/j.jpag.2017.03.139
https://www.ncbi.nlm.nih.gov/pubmed/28336475
http://dx.doi.org/10.1016/j.jpag.2015.08.002
http://dx.doi.org/10.1016/j.jpag.2015.08.002
https://www.ncbi.nlm.nih.gov/pubmed/26300232

