Case Report

Torsion of a Solitary Ovary Associated with
a Paraovarian Cyst: A Rare Presentation
with Spontaneous Detorsion
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Ovarian torsion is a prevalent gynaecological emergency in the juvenile population that necessitates immediate surgical intervention
to preserve ovarian viability, while spontaneous detorsion is a rare and little-reported phenomenon. An unusual case of an 11-year-
old girl presenting with acute pelvic pain and generalised weakness is reported. Initial pelvic ultrasonography revealed a solitary
ovary with imaging features suggestive of ovarian torsion, which was subsequently confirmed on abdominal MRI at a higher centre.
The patient was scheduled for emergency surgical exploration; however, intraoperatively, the afflicted ovary was discovered to have
undergone spontaneous detorsion, resulting in normal morphology and vascularity. This case emphasises the necessity of early
imaging in suspected ovarian torsion, the uncommon likelihood of spontaneous detorsion, and the possible role of conservative,
ovary-preserving surgical techniques in juvenile patients when ovarian viability is maintained.
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CASE REPORT

An 11-year-old premenarchal female reported with acute lower
abdominal pain localised to the right iliac fossa and overall
weakness that began around 12 hours before admission. The
pain was sharp and severe, and persistent, unaffected by rest or
oral painkillers. There were a few episodes of non-bilious vomiting.
There were no associated symptoms, no history of trauma,
gynaecological diseases, or major medical, surgical, or familial
background. The patient had not attained menarche and had no
history of medication use.

The patient was found to be alert but in pain. Her vital signs were
steady, with a mild tachycardia. Abdominal examination indicated
pain in the right lower quadrant with slight guarding, but no
palpable mass or peritoneal symptoms. The first laboratory findings
showed mild leucocytosis {White Blood Cell (WBC): 12,800/mm3}
and modestly elevated C-reactive protein (12 mg/L). The serum
B-human Chorionic Gonadotropin (HCG) levels were negative, and
the urine analysis was normal. Renal and liver function tests were
within acceptable limits.

Pelvic ultrasonography initially revealed that the patient had a solitary
ovary with a large cystic adnexal lesion on the right side measuring
approximately 6.5x6.2x5.1 cm, with peripherally organised
follicles as shown in [Table/Fig-1] and reduced central vascularity
on colour doppler imaging as shown in [Table/Fig-2]. In addition,
a well-defined anechoic structure near the only ovary, consistent
with a paraovarian cyst, was discovered as shown in [Table/Fig-3].
These observations led to a suspicion of right ovarian torsion. An
abdominal and pelvic MRI was conducted to confirm the diagnosis
and characterise the adnexal pathology. MRI findings confirmed the
diagnosis of right ovarian torsion as shown in [Table/Fig-4], revealing
a twisted vascular pedicle (whirlpool sign) as shown in [Table/Fig-5],
stromal oedema, and non-enhancement of the central ovarian
stroma, as well as a right-sided paraovarian cyst as shown in [Table/
Fig-6]. There was mild free fluid in the pelvic cavity.

Given these findings, the patient was immediately scheduled for an
emergency diagnostic laparoscopy. Intraoperatively, the right ovary
was found to have undergone spontaneous detorsion. The ovary
was enlarged but viable, with restored vascularity, indicating relief of

the torsion [Table/Fig-7a-c]. A right paraovarian cyst was identified
[Table/Fig-7d] and surgically excised [Table/Fig-7¢]. The right ovary
appeared normal following detorsion and was preserved without
the need for further surgical intervention [Table/Fig-71]. No further
pelvic or abdominal abnormalities were discovered.

The patient had a smooth recovery after the procedure and
tolerated it well. On the third postoperative day, she was released
with instructions for regular follow-up. At the one-month follow-up,
the patient remained asymptomatic. Follow-up ultrasonography
revealed normal ovarian size, shape, and vascularity, with no
recurrence of adnexal cysts.

DISCUSSION

Ovarian torsion is one of the most common gynaecological
emergencies requiring surgery, with a prevalence of 2.7% to 3%
[1,2]. Ovarian torsion is an emergency characterised by the partial
or total twisting of the ovary (usually associated with the fallopian
tube) on its ligamentous support and vascular pedicle, resulting in
ovarian ischaemia, infarction, and tissue necrosis [3,4].

Ovarian torsion occurs when the ovary and vascular pedicle twist
in the suspensory ligament, which connects the ovary to the pelvic
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[Table/Fig-1]: A grey-scale B-mode ultrasonography image showing right
adnexal lesion.
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[Table/Fig-2]: Grey Scale B mode ultrasonography image showing decreased
vascularity within the adnexal mass.

[Table/Fig-3]: Grey Scale B mode ultrasonography image showing right
paraovarian cyst.

P
[Table/Fig-4]: T2W sagittal and coronal MRI images showing T2 hyperintense right
adnexal cystic lesion (indicated by star) with internal peripherally arranged follicles.
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[Table/Fig-5]: T2W sagittal and GRE MRI images showing twisted pedicle with
foci of blooming on GRE (indicated by arrow) indicating whirlpool sign.

[Table/Fig-6]: T2W coronal MRI image showing right paraovarian cyst (indicated
by star).
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[Table/Fig-7]: Intra-op pics arrows indicating: a) clear fluid; b) point of torsion; c)
absent left ovary; d) paraovrain cyst; e) excised paraovarian cyst; f) normal right ovary.

sidewall. Pathophysiology proceeds in stages. Torsion initially
disrupts the low-pressure venous and lymphatic circulation, resulting
in ovarian oedema and hypertrophy. Over time, arterial circulation
deteriorates, leading to thrombosis, which causes ischaemia and
haemorrhagic infarction [5]. Torsion is caused by an underlying
ovarian mass in 50-90% of cases [6,7]. These masses include
physiologic cysts, endometriomas, benign neoplasms (such as
dermoid cyst, fibroma, or cystadenoma), and malignancies (primary
or metastatic) [8].

Clinical assessment is ineffective for identifying ovarian torsion [9].
A “classic history” is one of acute colicky pain in a lower quadrant
spreading to the ipsilateral flank or groin, with adnexal discomfort
and the palpation of a mass on pelvic examination [10].

Imaging studies are crucial for diagnosis. Grey-scale ultrasonography
observations include an enlarged ovary, an ovarian mass, free fluid,
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follicles around an enlarged ovary, cyst wall thickening, and a twisted
pedicle. Ovarian enlargement is defined as a maximum ovarian
dimension of more than 4.0 cm or a volume of more than 20 cm?3in a
premenopausal woman and more than 10 cms3 in a postmenopausal
woman [11]. The most prevalent sign associated with torsion, with
or without an associated mass, is ovarian enlargement, while up to
5% of torsed ovaries have been observed to be normal in size [12].
Thus, normal ovarian size on grey-scale imaging does not rule out
the diagnosis of torsion.

Spontaneous detorsion and intermittent torsion are uncommon but
well-documented events that involve brief twisting and untwisting
of the vascular pedicle, resulting in fluctuating symptoms and
reversible imaging results. Radiologic signs of intermittent torsion
include restored ovarian vascularity, decreased stromal oedema,
and resolution of the whirlpool sign on follow-up imaging.

Subacute ovarian haematoma and aberrant or missing ovarian
enhancement are features that are more easily observed on CT
or MRI. Other torsion-related Computed Tomography (CT) or MRI
findings include ascites, uterine deviation to the twisted side,
engorged vasculature on the twisted side, and fallopian tube
thickness. The swollen oedematous ovary with peripheral follicles
is most visible on i.v. contrast-enhanced CT or fast spin-echo T2-
weighted MRI without fat saturation [13].

Several case reports and imaging investigations showed
spontaneous or intermittent remission of ovarian torsion. Bitonti
G et al., described a case of spontaneous adnexal detorsion
in a pregnant woman identified using ultrasound, with imaging
characteristics later normalising [14]. In an imaging series,
Ghossain MA et al., found patients with clinical and radiologic
symptoms of torsion who eventually returned to normal ovarian
size and stromal signal on MR, indicating spontaneous detorsion
[15]. Furthermore, prior MRI-based case studies reinforced
the likelihood of spontaneous detorsion by demonstrating
normalisation of previously torsed ovarian stroma on follow-
up imaging [16]. These cases corroborate the concept of
intermittent torsion-detorsion and demonstrate that, even with
apparent clinical recovery, timely surgical examination is required
to establish viability and protect ovarian function.

Multimodality imaging was critical in diagnosing and managing our
patient, with ultrasonography and MRI revealing classic features of
adnexal torsion such as ovarian enlargement with peripheralised
follicles, stromal oedema, reduced vascularity, an associated
paraovarian cyst, and reactive pelvic free fluid.
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CONCLUSION(S)

A high level of clinical suspicion and quick imaging are necessary
for ovarian torsion, a major gynaecological emergency. This case
emphasises how crucial prompt surgical investigation is, especially
in cases where clinical improvement happens on its own. Ovarian
preservation and removal of the related paraovarian cyst were made
possible by intraoperative evaluation. Clinicians should prioritise
organ-sparing techniques wherever feasible and remain vigilant for
unusual presentations.

REFERENCES

[1] Mashiach R, Melamed N, Gilad N, Ben-Shitrit G, Meizner |. Sonographic
diagnosis of ovarian torsion: Accuracy and predictive factors. J Ultrasound Med.
2011;30(9):1205-10.

[2] Feng JL, Zheng J, Lei T, Xu YJ, Pang H, Xie HN. Comparison of ovarian torsion
between pregnant and non-pregnant women at reproductive ages: Sonographic
and pathological findings. Quant Imaging Med Surg. 2020 Jan;10(1):137-47.

[3] Wattar B, Rimmer M, Rogozinska E, Macmilian M, Khan KS, Al Wattar BH.
Accuracy of imaging modalities for adnexal torsion: A systematic review and
meta-analysis. BJOG. 2021;128(1):37-44. Doi: 10.1111/1471-0528.16371.
Epub 2020 Jul 23. PMID: 32570294.

[4] Dawood MT, Naik M, Bharwani N, Sudderuddin SA, Rockall AG, Stewart
VR. Adnexal torsion: Review of radiologic appearances. RadioGraphics.
2021;41(2):609-24.

[5] Fleischer AC, Brader KR. Sonographic depiction of ovarian vascularity and
flow: Current improvements and future applications. J Ultrasound Med.
2001;20(3):241-50.

[6] Pedrosal, Zeikus EA, Levine D, Rofsky NM. MR imaging of acute right lower quadrant
pain in pregnant and nonpregnant patients. RadioGraphics. 2007;27(3):721-43.

[7]1 LeeEJ, KwonHC, JooHJ, Suh JH, Fleischer AC. Diagnosis of ovarian torsion with
color Doppler sonography: Depiction of twisted vascular pedicle. J Ultrasound
Med. 1998;17(2):83-89.

[8] Rody A, Jackisch C, Klockenbusch W, Heinig J, Coenen-Worch V, Schneider
HPG. The conservative management of adnexal torsion—a case-report and
review of the literature. Eur J Obstet Gynecol Reprod Biol. 2002;101(1):83-86.

[9] Hibbard LT. Adnexal torsion. Am J Obstet Gynecol. 1985;152(4):456-61.

[10] Houry D, Abbott JT. Ovarian torsion: A fifteen-year review. Ann Emerg Med.
2001;38(2):156-59.

[11] Chang HC, Bhatt S, Dogra VS. Pearls and pitfalls in diagnosis of ovarian torsion.
RadioGraphics. 2008;28(5):1355-68.

[12] Pena JE, Ufberg D, Cooney N, Denis AL. Usefulness of doppler sonography in
the diagnosis of ovarian torsion. Fertil Steril. 2000;73(5):1047-50.

[13] Dhanda S, Quek ST, Ting MY, Rong CYH, Ting EYS, Jagmohan P, et al. CT
features in surgically proven cases of ovarian torsion—a pictorial review. Br J
Radiol. 2017;90(1078):20170052.

[14] Bitonti G, Palumbo AR, Gallo C, Venturella R, Di Carlo C. Role of ultrasound
features in the conservative management of adnexal torsion followed by
spontaneous detorsion in pregnancy. Eur Gynecol Obstet. 2021;3(2):79-81.

[15] Ghossain MA, Hachem K, Aoun NJ, Haddad-Zebouni S, Mansour F, Suidan JS,
et al. Spontaneous detorsion of the ovary: Can it be diagnosed by MRI? J Magn
Reson Imaging. 2006;24(4):880-85.

[16] Dhawan VB, Chavhan AA, Choudhary SS, Hatgaonkar A, Pavithradevi A. Role and
spectrum of imaging in ovarian torsion. West Afr J Radiol. 2023;30(2):60-65.

PARTICULARS OF CONTRIBUTORS:

1. Associate Professor, Department of Radiodiagnosis, Datta Meghe Institute of Higher Education and Research, Wardha, Maharashtra, India.
2. Junior Resident, Department of Radiodiagnosis, Datta Meghe Institute of Higher Education and Research, Wardha, Maharashtra, India.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:

Dr. Shirish Vaidhya,

Associate Professor, Department of Radiodiagnosis, Jawaharlal Nehru Medical
College, Wardha-442004, Maharashtra, India.

E-mail: drshirish283@gmail.com

AUTHOR DECLARATION:
e Financial or Other Competing Interests: None
e Was informed consent obtained from the subjects involved in the study? Yes

e For any images presented appropriate consent has been obtained from the subjects.

PLAGIARISM CHECKING METHODS: tn*ietal]
e Plagiarism X-checker: Dec 01, 2025

* Manual Googling: Feb 12, 2026

e iThenticate Software: Feb 16, 2026 (7%)

ETYMOLOGY: Author Origin

EMENDATIONS: 6

Date of Submission: Jul 15, 2025

Date of Peer Review: Dec 02, 2025

Date of Acceptance: Feb 19, 2026

Yes Date of Publishing: May 01, 2026

Journal of Clinical and Diagnostic Research. 2026 May, Vol-20(5): TD10-TD12



