Torsion of fallopian tube with gangrenous ovary and
early pregnancy: A rare case report
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ABSTRACT

Torsion of the fallopian tube during early pregnancy is a very rare phenomenon. Most of them present with acute abdominal pain
and are often misdiagnosed with a twisted ovarian cyst, ectopic pregnancy, appendicitis, etc. A 19-year-old female was referred to
the medical department for pain abdomen, nausea, and vomiting. Her last menstrual period was 28 days back. The urine pregnancy
test was negative. Ultrasonogram (USG) was suggestive of encapsulated exophytic hemorrhagic cyst in the right adnexa arising
from the right ovary. A huge right-twisted fimbrial cyst with hemorrhagic contents (14 cm x 12 cm) along with a gangrenous right
ovary was evident in emergency laparotomy. Right salpingo-oophorectomy was performed. She was discharged with an uneventful
postoperative recovery. She presented again after 2 months with postoperative amenorrhea, nausea, and vomiting. USG suggested
12 weeks of pregnancy, which continued until term. Eventually, a lower segment cesarean section was done for fetal distress.
A twisted fallopian tube during pregnancy is a rare phenomenon. A high index of suspicion necessitates prompt diagnosis and
prevention of future fertility and obstetric morbidity.
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Introduction

Torsion of the fallopian tube is a rare phenomenon and
uncommon cause of acute abdominal pain.!"? Most frequently
it occurs in the reproductive age group. The entity was first
described by Bland-Sutton and has a prevalence of one in
1.5 million women.P! It usually presents as acute abdominal pain,
nausea, and vomiting.”! Presentation and clinical findings mimic
those of appendicitis, ovarian torsion, or renal colic. The torsion
of the fallopian tube and a para-ovarian cyst is an unusual event.
Itis also rare in pregnancy. Laboratory parameters are nonspecific
and often difficult to diagnose radiographically. This causes
a delay in diagnosis resulting in advanced necrosis where the
tube cannot be salvaged. The final diagnosis and the treatment
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approach in most cases are determined only during the surgical
intervention. Hence laparotomy should not be delayed. Here,
we present a case of fallopian tube torsion with hypertrophic
gangrenous ovary and ongoing pregnancy.

Case Report

A 19-year-old female was referred to the medical department of
our hospital with acute abdominal pain, nausea, and vomiting;
The patient was married for one year with no living issues and
regular menstrual cycles. Her last menstrual period was 28 days
back. On examination her vitals were stable. Per abdominal
examination revealed tenderness in the right iliac fossa with
guarding and rigidity. Per vaginal examination revealed a mass
present in the right fornix with severe tenderness. The urine
pregnancy test was negative. Hb was 10 gm%. The blood group
was A positive. The liver function test and kidney function test
were within normal limits. Ultrasonogram (USG) suggested
a well-encapsulated exophytic hemorrhagic cyst in the right
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adnexa arising from the right ovary with minimum free fluid in
the pouch of Douglas [Figure 1]. She underwent an emergency
laparotomy. Intraoperative, there was a huge fimbrial cyst
of size (14 X 12 cm) with a gangrenous ovary on the right
side [Figures 2 and 3]. The left side mesosalpinx was unusually
longer than normal. Salpingo-oophorectomy was done and
postoperative was uneventful. The histopathological report
showed hemorrhagic fimbrial cystic structure and necrosed
ovarian cortical tissue. Two months later she again presented
with postoperative amenorrhea, nausea, and excessive vomiting;
USG suggested 12 weeks of viable pregnancy which continued
till term. She was delivered by lower segment cesarean section
for fetal distress with abruptio placentae.

Discussion

Fimbrial cyst torsion is rare, therefore diagnosis may be delayed.
More so because of nonspecific presentation and misdiagnosis by
abdominal ultrasound. It presents as acute abdomen with pain,
nausea, and vomiting, thus more common diseases like acute
appendicitis, ectopic pregnancy, pelvic inflammatory disease,
twisted ovarian cyst, and degenerative leiomyoma are considered
in the differential diagnosis. Sonography may not show accurately
the origin of this lesion and most are diagnosed as ovatian cysts
or other types of cystic pelvic masses. We also initially made
the diagnosis of a twisted ovarian cyst based on ultrasound and
clinical findings. Only when she underwent laparotomy, she was
finally diagnosed with a twisted fimbrial cyst involving the ovary
which was gangrenous.

The fallopian tube fimbrial cyst torsion is very rare.l The
exact etiology of fallopian tube torsion is unknown. However,
postulated causes could be intrinsic or extrinsic.! Intrinsic
factors are hydrosalpinx, hematosalpinx, long mesosalpinx tubal
neoplasm, and tubal ligation. Extrinsic factors are adnexal venous
congestion, adjacent ovarian and para-ovarian masses, gravid
uterus, and trauma.”? In our case torsion occutted probably due
to right-side hematosalpinx as the hemorrhagic fimbrial cyst
was reported in histopathological examination. The left-side
tube was very long and the ovary was normal. Clinical signs and
symptoms are nonspecific and it is very difficult to diagnose
preoperatively.t1

imaging studies cannot confirm fallopian tube torsion but can
[

The available laboratory investigations and
differentiate it from other etiologies.''! A high index of suspicion
is required to diagnose this uncommon condition which can be
confirmed and managed only after laparotomy.['”

Conclusion

Torsion of the fallopian tube (fimbrial cyst) with early pregnancy
is rare. Such a patient presents with an acute abdomen without
any specific signs and symptoms similar to ectopic pregnancy.
It is very essential to differentiate it from ectopic pregnancy.
Ultrasound helps in detecting adnexal mass with torsion or
hemorrhage but the final diagnosis is established only after
the operation and histopathological report. Early surgical
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Figure 1: Ultrasound report

Figure 3: Fimbrial cyst after derotation

intervention is essential to salvage tube, ovary, future fertility,
and prevent obstetric morbidity.
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