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Isolated Fallopian Tube Torsion with Pregnancy- A Case Report

Usha Varghese,1 Aurora Fajardo,1 T. Gomathinayagam2

Introduction

Torsion of the fallopian tube without ovarian torsion is a 
rare, but noteworthy, cause of lower abdominal pain in women of 
reproductive age. Adnexal torsion can occur in all ages. Expedient 
diagnosis is important to prevent adverse sequelae. Since the 
symptoms are non specific, diagnosis can be challenging. This is a 
case report of isolated fallopian tube torsion with pregnancy from 
Buraimi Hospital, Oman.

Case Report

A 26 year old Omani woman primigravida, was admitted to the 
delivery suite of Buraimi Hospital, Oman, at 29 weeks gestation 
with complaints of acute abdominal pain since the previous day. 
The patient experienced pain which was associated with nausea. 
The patient had no history of fever.

Physical examination showed that the patient was afebrile 
and vital signs were stable. The abdomen was soft with fundal 
height corresponding to the period of gestation. The uterus was 
relaxed with a regular fetal heart. No uterine contractions were 
noted. Tenderness was present in the left lower abdomen. The 
vaginal examination showed a closed cervix without any evidence 
of bleeding or any abnormal discharge.

An ultrasonogram revealed a single live foetus in cephalic 
presentation. Parameters were corresponding to 29 weeks gestation. 
Estimated fetal weight was 1.500 kg. The placenta was seen on the 
right lateral uterine wall. There was more liqour than normal for 
the gestational age. There were suggestions of two ovoid masses 
(42.3 and 48.8 mm) with a thin hypoechoic “bridge” between 
them seen at the left of the uterus and measuring about 89.9 mm 
in total length. The superomedial mass was anechoic with a small 
echoic focus posteriorly while the inferolaterally situated mass was 
hypoechoic with uniform low level echoes within it. They had an 
appearance of a single bilobed structure. Both showed evidence of 
good posterior enhancement (figure 1). There was no vascular flow 
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on Doppler examination. Both ovaries were not visualized. In view 
of the above features the possibilities of (a) left ovarian cyst and (b) 
Left adnexal torsion were considered.

Laboratory parameters were as follows; Hemoglobin 10.4 g/
dl, Hematocrit (HCT) 30.6%, Platelets-211 k/ul, wbc-8.8k/ul, 
Gr-76.5%, Lymph 27.2%, Mid-5.3%, Blood Group-B+, Sickling-
Negetive, Veneral Disease Research Laboratory (VDRL) Non 
Reactive, Urine analysis-Normal.

Figure1: Both showed evidence of good posterior enhancement.

In view of acute abdominal pain with possible left adnexal 
torsion, the patient was taken up for emergency exploratory 
laparotomy after obtaining informed consent. Intraoperative 
findings were as follows: there was a twisted dusky haemorrhagic 
mass of 6 x 6 cm at the left fallopian tube involving the fimbriae. 
There was haemoperitoneum and old dark blood was seen at 
the left pelvic side wall. The left ovary looked healthy. This was 
proceeded with left salpingectomy, as the left fallopian tube was 
not salvageable. The right ovary and right fallopian tube appeared 
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healthy. She was put on intravenous antibiotics and received 2 
doses of betamethasone injection. There was no indication of 
any preterm labour. The postoperative period was uneventful 
and the patient was discharged on the fifth postoperative day in 
good condition. The patient was advised regular follow up at the 
antenatal clinic. The histopathology report showed torsion of the 
left fallopian tube with haematosalpinx.

Discussion

Isolated torsion of the fallopian tube is a rare but noteworthy 
cause of lower abdominal pain in women of reproductive age.1 It 
is a difficult condition to evaluate clinically and surgery is often 
necessary to establish the diagnosis.2 It occurs without ipsilateral 
ovarian involvement associated with pregnancy, haemosalpinx, 
hydrosalpinx, ovarian or par ovarian cysts and other adnexal 
alteration or even with an otherwise normal fallopian tube.3 

The exact cause of fallopian tube torsion is unknown.4 Youssef 
et al noted factors that could possibly influence the occurrence 
of fallopian tube torsion and divided them into two categories; 
Intrinsic factors such as congenital anomalies of the fallopian tube, 
acquired pathology of the fallopian tube for example; hydrosalpinx, 
hematosalpinx, neoplasm, surgery, autonomic dysfunction and 
abnormal peristalsis, and Extrinsic factors for example, changes in 
the neighbouring organs such as neoplasm, adhesions, pregnancy, 
mechanical factors, movement or trauma to the pelvic organs, or 
pelvic congestion.5

Collectively, the existing reports indicate that the mechanism 
underlying tubal torsion is apparently a sequential mechanical 
event. The process begins with the mechanical blockage of the 
adnexal veins and lymphatic vessels by ovarian tumour, pregnancy, 
hydrosalpinx or pelvic adhesions after tubal infection or pelvic 
operation. This obstruction causes pelvic congestion and local 
edema with subsequent enlargement of the adnexa, which in turn 
induces partial or complete torsion.6 The incidence of fallopian tube 
torsion occurs in 1/1.5 million women. Sporadic cases are reported 
each year.4 The right fallopian tube is commonly affected. This may 
be due to the presence of the sigmoid colon on the left side to slow 
venous drainage on the right side which may result in congestion.7,8 

But in this case report, it was the left tube which was affected.
Presenting symptoms for tubal torsion include sudden onset of 

lower quadrant pain that can be constant and dull or paroxysmal 
and sharp radiating to the thigh or groin, nausea and occasional 
fever.9 A tender adenexal mass may be palpable. Ultrasonographic 
findings show that the ipsilateral ovary appeared normal, free fluid, 
a dilated tube with thickened echogenic walls and internal debris 
or a convoluted echogenic mass.10, 11 High impedence, reversal 
or absence of vascular flow in the tube has also been reported 

although, in practice, confident spectral Doppler analysis of the 
tubal wall may be difficult.12 Reported Computed Technology 
(CT) findings of isolated tubal torsion include an adnexal mass, 
a twisted appearance to the fallopian tube, dilated tube greater 
than 15mm, a thickened and enhancing tubal wall and luminal 
CT attenuation greater than 50HU consistent with haemorrhage. 
Secondary signs include free intrapelvic fluid, peritubular fat 
stranding, enhancement and thickening of the broad ligament 
and regional ileus.10,13 The available laboratory or imaging studies 
cannot confirm fallopian tube torsion.4 Ultimately the diagnosis 
is generally made at the time of surgical exploration. Prompt 
consideration of this diagnosis and surgical detorsion may prevent 
irreversible vascular changes. Complications from tubal torsion 
include fallopian tube necrosis and gangrenous transformation 
leading to peritonitis.9

Differential diagnosis of adnexal torsion should be considered 
in any girl or woman with lower abdominal pain and adnexal mass. 
Other diagnostic possibilities include appendicitis, renal colic, 
urinary tract infection, regenerating leiomyoma, abruption of the 
placenta, hemorrhagic or ruptured ovarian cyst etc.

Laparoscopy is currently the most specific diagnostic tool for 
evaluating torsion and is used for the treatment of this condition. 
Currently, laparoscopic adnexal detorsion, not adnexectomy is the 
procedure of choice.4 This is because most of the patients are in their 
reproductive years, efforts should be made to preserve fertility if 
the ischaemic damage appears to be reversible, and no malignancy 
is suspected. A complete resection is performed when the tissue is 
gangrenous, or if there is tubal or ovarian neoplasm or the woman 
has completed her family. When there is no apparent ischemic 
damage, most of the twisted adnexa regain their function.

Recovery is much faster after laparoscopy than laparotomy. 
Laparoscopy also causes fewer pelvic adhesions which is 
particularly important for women of reproductive age who wish to 
preserve their fertility. If the patient is in her third trimester, most 
surgeons prefer laparotomy, because laparoscopy is technically very 
difficult.4 In this case, the patient was in her third trimester with 
gangrenous left fallopian tube and hence underwent laparotomy 
and left salpingectomy.

Conclusion

Isolated fallopian tube torsion is a rare entity. Adnexal torsion 
should be considered in any girl or woman with sudden onset of 
lower abdominal pain with an adnexal mass. Imaging techniques 
may be suggestive but not conclusive. Expedient diagnosis is 
important to prevent adverse sequelae. However, the diagnosis can 
be challenging because the symptoms are relatively non specific.
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