
Case Report

Autoamputated Fetal Adnexal Torsion Presenting as a Floating 
Abdominal Mass: Report of Two Cases
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An autoamputated fetal adnexal torsion is an extremely rare pathology in newborns that is frequently misdiagnosed as an ovarian 
cyst. Herein we present two cases of prenatally diagnosed fetal adnexal torsion that were successfully managed by laparoscopy. 
These cases suggest that this condition can be successfully managed by surgery, even in the neonatal period.
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INTRODUCTION
Fetal adnexal torsion is a rare medical condition with various presentations. This condition is most commonly diagnosed 
during prenatal ultrasonography, and it requires a close follow-up due to serious complications such as intestinal obstruc-
tion and perforation (1). The treatment protocol is still debatable as there is no consensus between different authors due 
to the scarcity of cases. The most common approaches are early minimal invasive surgery, percutaneous cyst aspiration, 
or watchful waiting till spontaneous regression (2-7). All current approaches are debatable due to the lack of prospective 
randomized trials. Hereby we present two cases that were managed by early surgery in the light of documented literature 
on this issue. 

CASE PRESENTATIONS

Case 1
A patient with a prenatally diagnosed intra-abdominal cystic mass was followed up at our department from birth. The 
cystic mass was 53×39 mm in size with debris inside. During the close radiologic follow-up, the mass changed its position 
from the left upper quadrant to the left lower quadrant. Its consistency and a cyst wall appearance with continuous dis-
placement during ultrasonography led the radiologist to make a preliminary diagnosis of an enteric duplication cyst. The 
clinical course was uneventful until 15 days of age, when the patient developed continuous vomiting, restlessness, and 
abdominal distension. Emergency ultrasound showed an increase in mass size and a small amount of intra-abdominal 
fluid. Surgery was decided to be performed and the patient underwent diagnostic laparoscopy after providing informed 
consent. During exploration, a cystic mass attached with a fibrous band to the sigmoid colon was detected (Figure 1). 
Simultaneously, the right fallopian tube was rudimentary and the right ovary was absent. The left ovary was noted to be 
normal. The mass was laparoscopically excised (Figure 2). A pathologic examination revealed a complete necrotic cyst 
wall with no viable tissue inside. The postoperative course was uneventful, and the patient was discharged from the hos-
pital on the next day following the surgery. 

Case 2
A newborn with a prenatally diagnosed intra-abdominal cystic mass was referred to our hospital. The mass was 50×22 
mm in size, with a solid component inside, and was located in the right upper quadrant. During an ultrasound investigation, 
the mass changed its original position and moved to the pelvis. The left ovary could not be visualized during the radiologic 
procedure. The patient was conservatively followed up for a month, and elective diagnostic laparoscopy was performed 
after obtaining informed consent. During exploration, the right ovary and fallopian tube were in place and were confirmed 
to have a normal morphology. The left ovary and fallopian tube were absent. The left fallopian tube was ending blind with 
no continuity and fimbrial ending. The cystic mass was discovered lateral to the descending colon and was presumably 
attached to the remnant of the ovarian ligament with a long thin fibrous band (Figure 3). The mass was excised, and its 
pathology showed total necrosis with no viable tissue inside the specimen (Figure 4). The postoperative course was un-
remarkable, and the patient was discharged from the hospital on the day following the surgery. 
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DISCUSSION
Fetal adnexal autoamputation is one of the differential diagno-
ses among antenatal abdominal cysts in newborns. The etiolo-
gy of this rare condition is most probably the intrauterine torsion 
of adnexal structures; however, the mechanism of torsion still 
remains unclear. Being first described in the 18th century during 
a postmortem study, surgeons paid close attention to its pa-
thology; however, no clear consensus regarding the treatment 
and follow-up could be made due to scarcity of cases. Common 
approaches to the management of this condition are watchful 
waiting, percutaneous aspiration, and surgical removal. The 
percutaneous aspiration technique for infant ovarian cysts has 
been proposed by radiologists as a minimally invasive and safe 
technique. However, the remnant of the cyst wall left in the ab-
domen still poses a potential threat for intestinal adhesion and 
volvulus, and cyst recurrence is frequent (8, 9). 

Watchful waiting seems to be a reliable approach, particular-
ly in the newborn period. The literature suggests that simple 
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FIGURE 1. Necrotic abdominal cyst (adnexal torsion) with its relation 
to the uterus and contralateral fallopian tube

FIGURE 4. The removal of the cyst via an umbilical laparoscopy 
incision

FIGURE 2. The removal of the cyst via an umbilical laparoscopy 
incision FIGURE 5. The abdomen 6 months following surgery

FIGURE 3. Necrotic abdominal cyst floating the abdomen 



neonatal ovarian cysts tend to spontaneously regress (6, 9). 
Frequent ultrasonography follow-up and close monitoring for 
intestinal obstruction are mandatory in this approach. Complex 
cysts mostly require surgical intervention. Some authors pro-
pose that even autoamputated fetal adnexal torsion cases can 
be conservatively followed up until spontaneous regression (10).

The surgical approach has been proven to be a safe and reli-
able option, particularly after the introduction of minimal inva-
sive surgery. Minimal invasive surgery diminishes concerns on 
postoperative scars and hospitalization duration (7). Laparos-
copy in the newborn period with dedicated instruments dimin-
ishes the rate of complications related to the procedure itself. In 
our cases, we did not experience perioperative or postoperative 
complications. The patients were discharged uneventfully in a 
very short time.

Our cases support the minimally invasive surgical removal of 
auto-amputated fetal adnexal torsion in newborns. The pro-
cedure is performed in a short time with a short hospitalization 
duration. Simultaneously, the need for a prolonged follow-up 
is eliminated with this kind of approach. The cosmetic appear-
ance after surgery is very satisfactory (Figure 5). We think that 
more cases are needed to form a guideline on the management 
of this condition.
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