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Abstract

Massive ovarian oedema is a rare, poorly understood condition with highly varied clinical presentation.
Partial torsion of the vascular pedicle compromising veno-lymphatic drainage without affecting arterial
supply has been hypothesized to be the aetiology. Thus far only about 200 cases have been documented in
literature, the first one being in 1969. These patients may present with acute abdomen, menstrual
irregularities, abdominal masses, abdominal distension or virilization. Despite generally being benign in
nature, and lacking any hallmark radiological signs, imaging frequently raises the suspicion of malignancy.
In up to 85% cases there is no primary ovarian pathology. Yet, a large majority of cases undergo extensive,
often unnecessary extirpative surgery, negatively affecting hormonal function with implications on future
reproductive potential. A review of literature suggests that judicious use of ovarian wedge resection with
symptomatic management is likely to yield better outcomes.

We present a case of a 19-year-old girl with acute abdomen with imaging suggestive of bilateral ovarian
torsion and the sequence of events that unfurled. Our case further emphasizes the lacunae in our
understanding of this elusive condition and the need for more research to establish robust, evidence-based
management protocols.
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Introduction

Massive ovarian oedema is a rare, benign condition characterized by a significant solid
enlargement of the ovary, often associated with interstitial oedema but without neoplastic
changes ™. Having been first described in 1969 by Kalstone et al., thus far only about 200 cases
have been described in medical literature . It typically affects women aged 6 to 33, with
sporadic occurrences in menopausal women, and can occur in one or both ovaries, including
during pregnancy Bl The exact cause is unclear, but it is believed to result from interference
with venous and lymphatic flow due to recurrent partial or complete torsion of the mesovarium.
In these cases, the arterial blood flow is unimpeded, preventing gangrene or necrosis . Other
differentials include retroperitoneal lymphoma, metastatic carcinoma, and polycystic ovary
syndrome (PCOS). The clinical presentation depends on how quickly the torsion occurs. Rapid
torsion causes sudden abdominal pain, which can resemble appendicitis. Slow torsion can result
in stromal luteinization, leading to symptoms like virilization, menstrual irregularities,
precocious puberty, or Meigs syndrome [,

It is essential to recognize this condition because it is frequently misdiagnosed as malignancy,
resulting in unnecessary interventions that can harm hormonal function and fertility. Diagnosis
relies entirely on histo-pathologic examination, as no clinical or laboratory tests can confirm it.
Case Report:

A 19-year-old unmarried girl presented to the ER with features of acute abdomen (abdominal
pain, vomiting, fever). Her vitals were as follows: Pulse=120/min, BP=90/60 mm Hg, afebrile,
moderate pallor, features of dehydration. Per abdominal examination showed generalised
tenderness without guarding/rigidity or any palpable mass. No obvious features of virilization
were noted. Her routine laboratory investigations were suggestive of moderate hypochromic
microcytic anaemia (Hb=8g/dl), elevated white cell count (15000/ul) and raised ESR (50
mm/hr). Urine routine microscopy was normal. Preliminary ultrasound suggested moderate
hepatomegaly, moderate ascites and bilateral enlarged ovaries (left ovary 80 cc, right ovary 75
cc) with heterogenous echotexture and cystic changes in ovarian stroma.
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Ultrasound-guided ascitic fluid tapping was done for
routine/microscopy [90% polymorphs, 10% lymphocytes, no
malignant cells, TLC 660 cells/ pl], ADA levels [54 IU/L],
culture-sensitivity [no growth] and CB-NAAT for tuberculosis
[negative for Mycobacterium Tuberculosis]. After initially
instituting conservative management comprising of intravenous
antibiotics, fluid resuscitation and transfusion of 1 pint packed
red cells, the patient was monitored in ICU setting with
multidisciplinary  involvement (general surgery, internal
medicing, intensivist).

In view of worsening clinical condition (onset of abdominal
distension, worsening pain scores, rising white cell count-
25000/pl,  thrombocytopenia  80000/pl, INR-1.4), further
imaging was sought and tumour markers were sent [a-
fetoprotein, Carcino embryonic antigen, CA-125, B-human
chorionic gonadotrophin, CA-19.9 were within normal limits].
Contrast enhanced ultrasound showed delayed time to peak (280
ms) in bilateral ovaries, adnexal doppler showed no colour flow
in bilateral ovarian vessels with both ovaries enlarged and
placed in midline in pouch of Douglas. This strongly suggested
bilateral ovarian torsion with ovarian infarct. (Image 1).
Exploratory laparotomy was performed in conjunction with
general surgeons; the findings were as follows: Straw coloured
ascitic fluid of approximately 1-1.5 litres which was sent for
cytology, bilateral bulky ovaries (approximately 7 x 5 x 4 cm
each) with no evidence of ovarian torsion, uterus and bilateral
fallopian tubes were grossly unremarkable (Image 2). Wedge
biopsies were taken from both ovaries. Bowel tracing was done,
omental and peritoneal biopsies taken. Liver, gall bladder,
stomach and spleen were grossly examined and showed no
evidence of any pathology.

Postoperatively, the patient appeared to be clinically stable for
the first 24 hours, was extubated and maintaining oxygen
saturation on room air but subsequently suffered recurrent fever
spikes with an acute episode of desaturation for which she was
re-intubated and mechanical ventilation was started.
Investigations on post-operative day 3 were as follows: Hb 8.2
g/dl, TLC 37000/pl, platelet count 88000/ul, INR 1.2, Serum
creatinine 1.2 mg/dl, Total Bilirubin 6.9 g/dl, Direct Bilirubin
5.2 g/dl, ALT 24 IU/L, AST 79 IU/L, blood culture no growth,
urine culture no growth, 2d echocardiography ejection fraction
60%, no evidence of vegetation/clot, thin rim of pericardial
effusion present, mild mitral and tricuspid regurgitation present,
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HRCT-Suggestive of bilateral pulmonary infiltrates likely due to
Acute Respiratory Distress Syndrome (ARDS), Ascitic fluid
cytology-consistent with pre-operative ascitic tap.

Following a tumultuous course in intensive care, with
progressively increasing requirements of inotropes, mechanical
ventilation and broad-spectrum antibiotics, the patient
succumbed to multi-organ dysfunction syndrome on post-
operative day 6.

Histopathological report was as follows:

Ovary-oedematous ovarian stroma with few thick-walled
blood vessels, few follicles, tiny foci of fresh haemorrhages.
Biopsies of omentum and peritoneum showed no evidence of
atypia or malignancy

Discussion

Massive ovarian oedema as a clinical entity is still poorly
understood, with myriad presentations, lack of pathognomonic
features on imaging modalities and no clear consensus on
management till date. Primary oedema occurs in an otherwise
healthy ovary and is generally thought to be the outcome of
repeated torsion hampering venous and lymphatic drainage,
without affecting arterial supply, resulting in stromal oedema
often with cystic changes [¢l. Secondary oedema occurs as a
consequence of an ovarian or extra-ovarian pathology which
may be neoplastic (ovarian tumours, metastasis), non-neoplastic
(PCOS, fibromatosis) or even iatrogenic (ovulation induction)
161

As per a review of the existing literature on this entity in 2013
by Parveen et al., 85% of cases of massive ovarian oedema were
primary and 15% secondary. A large majority of cases (89%)
were managed by either salpingo-oophorectomy or abdominal
hysterectomy with bilateral salpingo-oophorectomy. Only 11%
cases underwent fertility-sparing procedures. In this small subset
(20 out of 177 cases) only 5 patients were subjected to totally
non-invasive management (radiological monitoring with
symptomatic treatment). Overall, out of 177, only 76 cases
(43%) showed intraoperative evidence of ovarian torsion "],
Many case reports suggested that a large number of such cases
would respond to judicious wedge resection of the affected
ovary and symptomatic management and decision for extirpative
surgery should be made after carefully weighing risks v/s
benefits and thorough patient counselling (821,
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Fig 1: (A) Contrast enhanced ultrasound showing delayed time to peak, (B) Ultrasound of ovary showing stromal oedema
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Fig 2: (A) Intra-operative findings showing normal uterus with bilateral bulky ovaries, (B) Bilateral bulky ovaries with no evidence of necrosis or
torsion

In our case, the patient was a young girl (19-year-old) who
presented with features of acute abdomen, radiological imaging
strongly suggestive of bilateral ovarian torsion and clinical
deterioration with symptomatic treatment. Hence, a decision was
made for exploratory laparotomy, which showed no evidence of
torsion or ovarian necrosis, and all the biopsies (ovarian,
omental, peritoneal) were negative for evidence of malignancy.
Hereby, our case report reiterates the chameleon-like nature of
this mysterious clinical entity and calls for further research into
the aetio-pathology and appropriate management algorithms.

Conclusion

Massive ovarian oedema is a rare clinical entity that generally
masquerades as an ovarian mass in reproductive age, often as
acute abdomen mimicking ovarian torsion or appendicitis or
more indolent with radiological findings casting the ominous
suspicion of a malignancy. Owing to a large majority of cases
being benign, and the prevalence of over-treatment, it is
essential that clinicians remain wary and ensure optimum
treatment whilst balancing the preservation of hormonal function
and fertility.
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