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Abstract: Torsion of the appendages in girls is an emergency. Ovarian tissue is more resistant to ischemia than 

testicular tissue, and recovery from ischemia can be expected for up to 72 hours. Unlike testicular torsion, there are 

no real pathognomonic signs; the best way to avoid delayed diagnosis is to think about it in the face of sudden pelvic 

pain 
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Introduction: 

Adnexal torsion in pediatric age is a rare pathology secondary to total or partial rotation of the appendix around its 

vascular axis. It poses a diagnostic and management problem despite radiological progress. This explains the 

consistently high rate of adnexal losses, It is a very rare cause of acute abdominal pain in children, but potentially 

severe (1) 

It is a surgical emergency, the diagnosis of which remains difficult given the non-specificity of the clinical picture 

combined with a clinical evaluation which is most often difficult in this age group of the population. 

Surgical exploration remains the key to diagnosis but the use of laparoscopy and conservative modalities are the 

methods of choice currently used to preserve the ovarian tissue as much as possible. 

 

Méthodes : 

We report a case of ovarian torsion in a 15-year-old girl diagnosed and treated in the obstetric gynecology 

department 1 at CHU hassan II Fès. We will deal with the circumstance of discovery of the torsion, the underlying 

pathology and the postoperative course. 

 

Results: 

 

the patient's age is 15 years. the main symptom was abbominal pain localized at the site of the torsion, in our case in 

the right hypochondrium. it was secondary to a right ovarian cyst. 

Ultrasound was performed urgently and showed a latero-uterine mass with asymmetric increase in ovarian size with 

asymmetric increase in ovarian size, a hyperechoic aspect of the ovarian parenchyma containing follicles available at 

the periphery, Doppler flow was still present, with the presence of vortex sign with 3 turns without intraperitoneal 

effusion. 

 The abdominal CT scan was urgently requested in this patient to confirm the diagnosis of the torsion given the 

diagnostic difficulty in the little girl.The scannographic signs revealed were: an anomaly of the situation with 

increase in ovarian size associated with uterine attraction, the presence of follicles with peripheral arrangement with 

spontaneously hyperdense appearance of the ovarian parenchyma. 

Preoperative assessment was requested with BHCG to rule out pregnancy. 

The treatment consisted of a detorsion associated with cystectomy with conservation of the ovarian parenchyma. 
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Figure 1: Intraoperative view of a torsion of the ovary secondary to a large cyst showing the sign of vortex 

 

 

 
figure 2: intraoperative view showing uterus being pushed back by the twisted ovary 
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Figure 3: conservation of blood flow after torsion and before cystectomy. 

 

Discussion: 

Torsion of the appendix at pre-pubertal age is a rare condition secondary to total or partial rotation of the appendix 

around its vascular axis. Torsion occurs most often on the right without really knowing why [3]. In relation to the 

gonadal risk, all types of torsion do not have the same severity [4-5]. The diagnosis of appendicitis is often made. : 

laparoscopy will correct the diagnosis [3]. 

In practice, there are completely different situations depending on the age of onset of the mechanical accident: 

perinatal or peri pubertal [6-7]. 

For ante and neonatal ovarian torsion, there is a very low proportion of torsion in healthy adnexa during this period 

[8]. These twists currently seem to be above all therapeutic sources because it is impossible to make the diagnosis in 

the antenatal period [9]. The majority of torsions in the ante and neonatal period, however, occur in a functional cyst 

[10]. This is important because the cyst is an image more and more noticeable on ultrasound due to the generation of 

the antenatal diagnosis and the improvement of ultrasound devices [1,7,9]. 

  

The ultrasound of the 3rd trimester of pregnancy will help identify these fetuses at risk. The risk of complications for 

an ovarian cyst spotted in the ante or neonatal period is not clear. In our series, we treated an ovarian cyst with a pre-

pubertal diagnosis. 

Rarer complications can be observed. Large cysts can cause compression of surrounding organs (a few cases of 

obstructed labor during delivery with a monstrous ovarian cyst have been reported) [7]. These cysts can also be the 

cause of intestinal obstruction; several other series in the literature report it [11,12]. On the other hand, we did not 

observe any intracystic hemorrhage or cystic rupture, which are however fairly standard complications [13,14,15]. 

In our patient, the diagnosis initially suspected was that of acute appendicitis. The use of imaging for the exploration 

of acute pelvic pain is common. Ultrasound is the first-line examination. Its contribution to the positive diagnosis of 

ovarian torsion remains controversial. The diversity of ultrasound signs must be correlated to the patient's clinical 

picture. The interest of ultrasound is the search for factors favoring adnexal torsion (ovarian hypertrophy, mass), the 

search for complications (effusion, pelviperitonitis) and the differential diagnosis of other etiologies of pelvic pain. 

 

The typical appearance of torsion is manifested by unilateral ovarian enlargement with edema and peripheral 

arrangement of the follicles [5]. The presence of a spiral appearance has been shown to increase the sensitivity of the 

examination [6]. The absence of adnexal vascular flow on Doppler is associated with 100% of torsion cases [7]. 
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However, this sign has a low negative predictive value since the total absence of flow is only visible in the late 

phase. In one study, 60% of torsions confirmed in surgery had a persistent flow [8]. In our case, the diagnosis was 

made by ultrasound after revealing the large cystic mass and visualization of the turns of the vascular pedicle. The 

rapidity of the diagnosis allowed treatment before the onset of ovarian ischemia. The use of the scanner for the 

exploration of pelvic pain in the emergency room is frequent when a urinary or digestive cause is suspected. Its 

specificity and sensitivity in the diagnosis of ovarian torsions are low. Hiller et al. showed that only 34% of 

surgically confirmed ovarian torsions had a correct preoperative diagnosis based on the results of computed 

tomography 

(TDM) [9, 10]. Magnetic resonance imaging (MRI) is a non-invasive examination that is effective in the diagnosis of 

pelvic pain and provides additional information to ultrasound. It is a test whose safety has been proven in pregnant 

women. Emergency use of this technique remains limited by its high cost and low availability. Benign ovarian 

masses are the most common causes of adnexal torsion. 

Adnexal torsion is a surgical emergency. Surgery is the rule when there is suspicion of ovarian torsion in order to 

confirm the diagnosis and prevent ovarian damage. The exploration is most often done by laparoscopy. Laparotomy 

is indicated in the case of an ovarian mass of more than 75 mm (11]. Radical (adnexectomy) or conservative 

treatment is carried out according to the appearance of the appendix after 10 min after detorsion [12]. For some 

authors, conservative treatment is justified despite a doubtful vitality of the appendix (12]. In our case, the 

radiological diagnosis of certainty before the operation of the patient made it possible to institute a management. The 

laparotomy was chosen. before the large volume of the mass, and the absence of ischemia of the appendix made it 

possible to perform a cystectomy and a conservative treatment of the ovary 

Conclusion :  

Torsion of the appendages in girls is an emergency. Ovarian tissue is more resistant to ischemia than testicular tissue, 

and recovery from ischemia can be expected for up to 72 hours. Unlike testicular torsion, there are no real 

pathognomonic signs; the best way to avoid delayed diagnosis is to think about it in the face of sudden pelvic pain. 

The echodoppler is not yet a very reliable way to judge ovarian ischemia. Laparoscopy, currently done with 

miniaturized equipment, should be considered as a diagnostic and then therapeutic act to be performed in the 

slightest doubt. The surgeon, apart from cases of suspicious tumors or irreversible necrosis, should do everything 

possible to conserve the ovarian tissue. In this way, we can hope to improve the ovarian conservation rate, which 

today remains low. 
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