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Abstract We present the case of a patient who had a
pelvic mobile mass and unilateral absence of unilateral
ovary and ipsilateral partial fallopian tube, which may
be associated with asymptomatic adnexal torsion. She
had had no previous abdominal operations and no his-
tory of acute abdominal pain, nausea or vomiting. There
are two possible reasons for unilateral absence of ad-
nexa: one is adnexal torsion and the other is congenital
malformation.
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Introduction

Unilateral absence of an ovary and/or uterine tube is an
extremely rare finding, occurring in only one in 11,241
women [1]. There are two possible aetiologies: the absence
may be congenital or it may be secondary to adnexal
torsion [2]. A case of unilateral absence of adnexa and
presence of amobile calcifiedmass discovered incidentally
during laparoscopy is presented. Only three other cases of
absence of adnexa in conjunctionwith a free-floatingmass
have been reported so far in the literature.

Case report

A 23-year-old woman, gravida 0, para 0, was admitted
to our department with oligomenorrhoea and hirsutism.

She had used oral contraceptives for the past year. She
had had no previous abdominal operations. Her men-
arche had occurred when she was 13 years of age, and
she had irregular periods. Physical examination revealed
that her FG score was 11, transabdominal sonographic
appearance of the left ovary was polycystic and the right
ovary was not visualized. The baseline serum concen-
trations of FSH [6.32 mIU/ml; normal values (n.v.): 2–
10 mIU/ml], LH (9.41 mIU/ml; n.v. 2–15 mIU/ml),
TSH (2.04 lIU/l; n.v: 0.3–4.0lIU/l), prolactin
(471.07 mIU/l; n.v: 25.20–628.53 mIU/l) were normal.
Both total testosterone (0.97 ng/ml; n.v: 0.06–0.82 ng/
ml), free testosterone (3.2 pg/ml; n.v: 1.10–3.10 pg/ml),
DHEA-S (3794 ng/ml; n.v: 700–3,500 ng/ml), and 17-
OH-progesterone (1.20 ng/ml; n.v: 0.2–0.5 ng/ml) levels
were significantly raised. From these features, we diag-
nosed polycystic ovarian syndrome. Because of the uri-
nary symptoms, direct urography was performed, and a
calcified focus was detected at the pelvis. A CT scan of
the abdomen revealed a 25·17-mm mobile intraperito-
neal omental calcification in the pelvis and absence of
the right ovary. USG and CT revealed no abnormalities
of the urinary tract. At laparoscopy, the absence of two-
thirds of the distal part of the right fallopian tube and
ovary was noted. The patient had a normal uterus with
normal round ligaments and normal left adnexa (Fig. 1).
In the right ovarian fossa, a 2·2·0.5-cm mobile calcified
mass was detected (Fig. 2). Pathological examination of
the mass demonstrated a calcified fibrous mass without
any evidence of an ovary.

Discussion

We describe the unilateral absence of the ovary and
partial absence of the ipsilateral fallopian tube. We did
not find any other anatomical malformation in this pa-
tient. Absence of one or both uterine tubes and ovaries is
a finding that has rarely been described. Mylonas et al.
[3] recently reported three cases of unilateral ovarian
agenesis and reviewed the literature. In total, 13 studies
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and 19 cases were reported . There are two possible
aetiologies. The first involves an asymptomatic torsion
of one or both adnexa during adult life or childhood, or
even before birth [4]. Alternatively, the absence may be
congenital, due to either a defect in the development of
the entire mullerian and mesonephric systems on one
side, or to a defect localized to the region of the genital
ridge and the caudal part of the mullerian duct [2].
Partial or total unilateral defects of a paramesonephric
duct are more common than aplasia of both ducts [5].
However, because of the close embryologic association
between the genital and urinary tracts, one would expect
to find a unicornuate uterus and one ectopic or

rudimentary kidney [6]. So, in the case of isolated ab-
sence of a tube or ovary, the hypothesis of a congenital
malformation is quite weak. However, some authors
have suggested that an inadequate blood supply during
the descent into the pelvis of the caudal part of the
paramesonephric duct might feasibly lead to incomplete
tube development [5].

The lack of any other anatomic malformation, and
the presence of a mobile mass in the pelvis, suggested
that in this case the possible aetiopathogenic cause of the
absence of a unilateral adnexa was adnexial torsion.
However, the patient did not recall a past history of
significant acute abdominal pain, nausea and vomiting,
which would suggest an adnexal torsion. It was sug-
gested that torsion could probably have taken place
through foetal life [7] or asymptomatic adnexal torsion
leading to infarction and autoamputation [8]. A review
of the literature revealed three cases of absence of one
adnexa in conjunction with a free-floating mass that
could be identified as an ovary [8–10]. However, the
hypothesis of a congenital defect cannot be excluded.

The aetiology of absent adnexa in most cases is
uncertain. Our case supports the adnexal torsion
hypothesis.
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Fig. 2 The 2·2·0.5-cm calcified mass that was detected in the right
fossa ovarica

Fig. 1 Laparoscopy revealed a normal uterus, with normal round
ligaments and normal left adnexa, but absent right ovary and distal
two-thirds part of the tube
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