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Introduction 

Theca lutein cysts commonly accompany hydatidiform mole and are associated with an increased risk of 

post-molar trophoblastic disease, a risk that is higher with cyst bilateralism or severe complications of 

hydatidiform mole. Theca lutein cysts uncommonly have serious complications; their clinical behaviour 

does not depend entirely on changes in beta-hcg levels, as cysts may persist for long periods after beta-hcg 

regression.[6] 

Ovarian torsion is a rare gynaecological emergency characterized by the rotation of the ovary on its pedicle, 

leading to compromised blood flow. It can result in ischemia, infarction, and necrosis of the affected ovary. 

Hemoperitoneum associated with ovarian torsion is even rarer and can be a diagnostic challenge. We present 

a case of unilateral ovarian torsion and hemoperitoneum in a patient who had undergone evacuation of 

molar pregnancy 2 weeks back. 

 

Case Presentation 

A 30-year-old female with no significant past medical or surgical history presented to the emergency 

department with severe abdominal pain that originated from the right iliac fossa and radiated throughout the 

abdomen. The pain was associated with nausea, vomiting, and vaginal bleeding. Notably, she denied 

Abstract 

This case report describes the presentation, diagnostic evaluation, and surgical management of a 

30-year-old female patient who presented to the emergency department with severe abdominal 

pain, nausea, vomiting, and mild vaginal bleeding. The patient had a recent history of molar 

pregnancy followed by surgical evacuation, that was 2 weeks back. Initial evaluation revealed 

mainly right iliac fossa tenderness, and subsequent imaging showed bilateral hyper stimulated 

enlarged ovaries with multiple cysts and hemoperitoneum. The patient underwent urgent 

laparoscopy, which confirmed right ovarian and tubal torsion with extensive haemorrhage and 

necrosis. A right salpingoophorectomy was performed, and the left multiloculated ovarian cyst 

was drained. The patient recovered well postoperatively. 
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symptoms suggestive of urinary tract infection. 

On examination, the patient exhibited marked tenderness in the right iliac fossa and suprapubic region. 

Renal angle tenderness was negative. Her vital signs were stable with a blood pressure of 110/80 mm Hg, 

heart rate of 105 beats per minute, respiratory rate of 19 breaths per minute, and oxygen saturation of 98%. 

Laboratory investigations showed a haemoglobin level of 101 g/L, white blood cell count of 5.05 × 10^9/L, 

interestingly her human chorionic gonadotropin (HCG) level had dropped significantly from her previous 

level (990730IU/L To 178 IU/L.) 

The patient had undergone surgical management of molar pregnancy two weeks prior, during which she 

had experienced significant bleeding (1.5 litres) and received a blood transfusion. At that time, an ultrasound 

scan had revealed normal-sized ovaries with no adnexal masses. Her recovery had been uneventful, and she 

was discharged home. Histopathology confirmed a complete mole. 

The patient was admitted under the care of the gynaecology team and provided with pain relief and 

hydration. A pelvic ultrasound was scheduled, but the extreme pain precluded a transvaginal examination. 

A transabdominal ultrasound revealed bilateral enlarged ovaries with multiple cysts of varying sizes, mild 

internal vascularity, and the following dimensions: right ovary 12 × 12 × 10 cm and left ovary 23 × 18 × 9 

cm. Moderate free fluid was detected within the pouch of Douglas, with a depth of 10.7 cm. The appearance 

of ovaries corresponded with ovarian hyperstimulation syndrome. 

Figure 1 
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Figure2  

 

Based on Clinical findings of excruciating pain and large theca lutein cysts differential diagnosis of torsion 

and haemorrhage of ovarian cysts was made and operation theatre was booked for urgent laparoscopy and 

proceed on the same day. 

Intraoperatively, 900 ml of hemoperitoneum was evacuated. The right ovary and tube were found to be 

twisted twice, with displaying haemorrhagic and necrotic changes and multiple cysts measuring 15 × 20 

cm. A right salpingoophorectomy was performed, and the left multiloculated ovarian cyst was drained. 

Figure 3 
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The total blood loss during the procedure was 1000 ml. 

Torted right theca lutein cysts with necrotic changes noticed intraoperatively. 

 

Outcome 

The patient's condition improved postoperatively, and her recovery was uneventful. She and her partner was 

debriefed about whole event and discharged with appropriate follow-up care. 

 

Discussion 

This is a rare case of Hydatidiform mole with theca lutein cysts or hyperreactio luteinalis. Hydatidiform 

mole is part of a spectrum of gestational trophoblastic disease, which involves the abnormal fertilization of 

maternal ovum by spermatozoa that can range from a benign to an invasive condition. The hydatidiform 

mole can be partial (69 XXX or XXY, containing fetal tissue), or complete (46 XX or XY, both derived 

from paternal chromosomes with a lack of fetal tissue). 

In 25%-60% of the cases of hydatidiform mole, the ovaries are seen to contain multiple theca lutein cysts, 

resulting from ovarian hyperstimulation due to high circulating levels of βhcg [1]. 

These cysts are multiloculated and often bilateral. Ovarian enlargement correlates with marked elevation of 

serum βhcg levels greater than 100,000 miu/ml. Although theca lutein cysts are usually detected before 

molar evacuation, they often develop within first week after evacuation[2]. 

Approximately 30% of theca lutein cysts develop secondary enlargement response to rising βhcg levels 

associated with post molar sequelae.[2] In 60% of cases, no predisposing factors are present. In hyperreactio 

luteinalis, ovaries can massively enlarge to a volume of 1500 ml, with an average diameter of the ovary 

found to be 15 cm Often [7]. 

As in our case there was no evidence of theca lutein cysts on ultrasound at the time of diagnosis of molar 

pregnancy, Ovaries started getting bigger after evacuation and interestingly HCG levels were getting lower. 

In most cases, such cysts are asymptomatic incidental findings discovered through routine sonography or 

cesarean section. Large ovarian cysts may cause abdominal discomfort, dyspnea, or abdominal pain due to 



Ferdous Taqwa, MAR Gynecology & Urology (2023) 5:6 Page 6 of 8 

Ferdous Taqwa, (2023). Unilateral Ovarian Torsion and Hemoperitoneum in a Post Molar Evacuation: A 

Rare Case Report. MAR Gynecology & Urology 5:6. 

 

 

 

torsion; peritonitis related to hemorrhage/rupture or mass effects; or overt virilization.[3] In our case patient 

presented with acute abdominal pain and clinical picture was in favour of torsion of theca lutein cysts. 

Typical ultrasound findings have been described for ovarian torsion, including enlarged oedematous ovary 

with   peripheral   displacement   of   follicles.   Doppler blood flow findings are variable and not diagnostic. 

Because rotation of the ovarian vascular pedicle firstly causes obstruction to venous outflow and later arterial 

inflow, the absence of Doppler flow does not always correlate with ovarian torsion.4 in our case ultrasound 

showed predicted hyper stimulated enlarged ovaries but it couldn’t detect torsion. As it was acute emergency, 

so it was inappropriate to wait for another imaging modality to get more information. A reasonable plan was 

to do laparoscopy.  

A study involving 386 patients with hydatidiform mole ,102 patients have theca lutein cyst Complications 

like rupture and torsion of cysts were rare.it stats larger cysts have chances of torsion, infarction and 

haemorrhage. Surgical interventions were reported in 3% of cysts [2]. 

There is a case report of a 23-year-old primigravida in her tenth week of gestation diagnosed with a rupture 

of theca lutein cyst and posted for laparotomy. Theca lutein cyst doesn’t affect the course of pregnancy and 

has a spontaneous regression after delivery. Our case is different due to the torsion of cysts after surgical 

evacuation of a molar pregnancy. Unless complicated by torsion, rupture, or haemorrhage, most theca lutein 

cysts are managed conservatively.[5] 

The majority of theca lutein cysts have been successfully managed with a conservative approach; 

nevertheless, prior research found that 36.2% of patients underwent surgery, of whom 23.8% had an acute 

complication (e.g., ovarian torsion, pain, or hemoperitoneum) and the remaining 76.2% were suspected of 

having a malignancy. [8] 

Although there will always be a role for surgical exploration in atypical cases or cases complicated by 

torsion or rupture-associated haemorrhage, management of theca lutein cysts must be based on a 

conservative approach, mitigating undue surgical and reproductive morbidity [9]. 

There are many articles reporting nearly 80% - 90% chance of preserving the ovaries in adnexal torsion by 

simple detorsion at laparoscopy. [10,11,12] 

Authors have suggested that even with apparently necrotic tissue conservative management by detorsion 

should be the operative management and advised to wait at least for 10 minutes after detorsion to look for 

restoration of vitality. [13,14]. 
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In our case no blood flow was observed even after detorsion, and ovary was completely necrotic. 

 

 

Conclusion 

This case report underscores the diagnostic and management challenges associated with ovarian torsion and 

hemoperitoneum, particularly in patients with a recent history of uneventful evacuation of Molar pregnancy. 

Early recognition, imaging, and surgical intervention are key to achieving favorable outcomes in such cases.   
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