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Torsion of Paraovarian Cyst : A Case Report
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| Abstract | In children, torsion of a paraovarian cyst is rare and very difficult to diagnose before surgery,
because almost all patients with a paraovarian cyst have no symptoms until there is torsion, hemorrhage
or rupture. In this paper, we report the case of a 12-year-old girl who had torsion of one of several
paraovarian cysts.

She had had right lower abdominal pain for 3 days. Abdominal ultrasonography and CT showed multiple
cystic lesions in her pelvic cavity at the left dorsal aspect of the uterus, which had thickened walls and
different contents. We diagnosed torsion of an ovarian tumor with intracystic hemorrhage. However at
operation, several cysts were seen along the left fallopian tube, the largest one of which had been twisted
720 degrees around the fimbriae of the tube. The twisted cyst showed hemorrhage and necrosis and the
fimbriae congestion. Paraovarian cyst is pathologically classified into mesothelial, mesonephric, and
paramesonephric types. The cysts in our case belonged to the mesothelial type. As mesothelial type cysts
are sensitive to gonadal hormones, they show a tendency to become larger and have more complications
in children than the others. Thus, a radiologist should remember paraovarian cysts in the differential
diagnosis of ovarian cysts in a girl at puberty.

Keywords | Torsion, Paraovarian cyst, Wolffian duct, CT, Ultrasound

R OMESAER A OR10~33%"Y % 41 5 iy

SUED OIS T 558, MR Tdh 5 -0l
ﬁ”ﬂl'llﬁ (EEINAS ) SN, MR Mo AT (Wolfl SR AEFO R0 —40 0 2 <, o A
W) O AN Lz 0T Y areitin FHAL LT L d i TR L 720 i o B

BERFSZGHH © 200599 H12H, Bed%32(HH @ 2005910126 H

FIRIES SR © T216-8511 AZS L Wi e i s 2-16-1 W~ 0) 7 FEERCERURRF T

&I

65



66 H AL e 2

BOMNENID 23 LT kb b NRTO I
HE (BRI ) IO HS ZMTh 512,

K L] Bl o o S B 3 7 s e S |l B A/ A 11
A DA & B M 0 CT B e ¢ 4% i Wl
DRI L - T F2 D HTTTRE T IR L 7= 5
YN (ERUNAS ) BN Rilin D RE & f8 5 L 720 T,
O SCHkN = a4 A T

iE

SEMA 12564l

IETTHE @ il &k L.

BURIE © 3 i = 0 gl A B L3 B
O E AR L2, 2O HE L 0 PR
LD, BBUBORMEEDEI LS IZE -7
[ N SR TNET A . s BN P e it L, HUal 22 AV
b=z UMbt v 4 — g & -7,

KBRS, A FIRERT & SR 5 iz
Wil S MR S R e o7z, WIS T2 &
fodt, FRLFERFGR ST,

ABGEEBIAE

B % 142.3cm, AT 39.8kg, Al 38.50%, [iL)1:
110/70mmHg, IRl 118/47. McBurneyii 0 2

Fig.1 Transabdominal ultrasonography
a : Sagittal view of the right lower quadrant of the abdomen for evaluation of the appendix.
The appendicitis is normally identified (arrow). There is no evidence of acute appendicitis.
b : Horizontal view of the left lower quadrant of the abdomen for evaluation of the uterus and
adnexa.
Multiple cystic lesions with thick walls are depicted at the dorsal aspect of the uterus.
These show a pearl necklace appearance.
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F.ig.2 Pelvic images of abdominal CT
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Multiple cystic lesions can be identified in the pelvic cavity at the left dorsal aspect of the uterus.
The cystic walls of the lesions are moderately enhanced. Ovarian veins are dilated (black arrow),
which indicates the possibility of venous congestion or inflammation. In addition, one of the cystic
lesions has a slightly higher density of cystic content than the others (white arrow), which
indicates the possibility of intracystic hemarrhage. Fat tissue in the pelvic cavity shows a dirty fat
appearance, which indicates the possibility of peritonitis.
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Fig.3

Extirpated left fallopian tube and cystic masses.
Multiple cystic masses are present along the
left fallopian tube (black arrow). The fallopian
tube shows edematous change. The largest
cyst is twisted clockwise through several
complete turns around the fimbriae of the tube
(white arraw). The twisted mass and fimbriae of
the tube include hemorrhagic and necrotic
areas.

Fig.4 Histological section (H-E})

Cystic mass includes a single layer of cuboidal
epithelium. Submucosal area shows necrotic
change with hemaorrhage.
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Fig.5 Paraovarian cyst
Paraovarian cysis remain
Wolffian duct elements.
The Wolffian duct is pre-
sent along the Mullerian
duct. Thus, paraovarian
cysts arise alongside the
uterus and ovary.
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