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A 4-month-old female infant presented with bouts 
of intermittent cry lasting for more than 18 hours 
without any other complaints. At six hours, they 
visited the emergency room, where due to lack of any 
findings parents were reassured and advised further 
observation at home. However, since crying continued 
overnight, parents visited the hospital again. She was 
a full term, exclusively breast-fed and was growing 
normally. Antenatal ultrasonography in late second 
trimester had not picked up any fetal abnormality. Feed 
acceptance, passage of stools and urine was normal. 
There was a history suggestive of multiple episodes 
of infantile colic so parents waited in anticipation for 
relief. Her physical examination was normal except 
mild tenderness in right inguinal and lumbar area with 
no palpable mass. An urgent ultrasonography abdomen 
and pelvis was performed which demonstrated 33mm 
x 31 mm echogenic lesion in the right adnexal region 
without any vascularity within. Right ovary was not 
visualized separately and that lead to a diagnosis of 
ovarian torsion. On emergency laparoscopy, since 
right ovary was necrosed along with the torsion of the 
pedicle (Fig.1) right oophorectomy was performed. 
Left ovary was normal. Histopathological examination 
of right ovary showed cystic lesion with extensive 
calcification and torsion induced changes. Lining 
epithelium or primordial follicles were absent and there 
was no evidence of neoplastic process. 

Abnormal twisting (axial rotation) of ovary and 
sometimes-fallopian tube around the ovarian pedicle 
results in ovarian torsion / adnexal torsion. Incidence 
of ovarian torsion is estimated to be about 4.9 per 
100,000 in females 1-20 years of age (1). It commonly 
occurs during childbearing age and postmenopausal 
age (2). Before the onset of menarche, the risk of 
ovarian torsion is highest in the perinatal period but 
it is extremely rare in postnatal period and in young 
children. Ovarian cysts develop in most of the female 
fetuses (3), however, nearly all the simple cysts resolve 
spontaneously after birth (4). Presenting symptoms 

and signs of ovarian torsion are usually nonspecific 
like lower abdominal pain, fever, nausea and vomiting. 
Clinical examination may reveal tenderness in lower 
abdomen and sometimes mass (2). Differential 
diagnosis includes infantile colic, intussusception, 
appendicitis, mesenteric lymphadenitis, constipation, 
acute gastroenteritis, urinary tract infection and 
ureteric colic. It must be remembered that infantile 
colic rarely persists beyond 3 months of age (5). Delay 
in diagnosis of ovarian torsion is common resulting 
in loss of involved ovary and other complications. 
Ultrasonography is usually enough for a diagnosis. 
Emergency laparoscopy must be undertaken for 
confirmation and treatment of ovarian torsion. 
Detorsion of ovary with better outcome is possible with 
early surgical intervention and is recommended. The 
decision to simultaneously perform an oophoropexy of 
contralateral ovary is debatable. 

Ovarian torsion, though extremely uncommon is 
not rare in infants. An early diagnosis can salvage the 
ovary and avoid psychological trauma to the parents 
and the child. Therefore, high index of suspicion of 
ovarian torsion must be kept in mind in all the female 
infants presenting with suspected abdominal pain.
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Fig.1:  Infarcted r ight ovarian cyst on 
laparoscopy


