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Abstract

Case Report

IntroductIon

Acute pelvic pain has a wide spectrum of differential diagnosis. 
Isolated fallopian tube torsion with normal ovaries is one 
of the rarest causes in this spectrum. Isolated fallopian tube 
torsion is defined as the twisting of the fallopian tube by at 
least one complete turnaround over a center-line consisting of 
the infundibulopelvic ligament or tubo-ovarian ligament.[1] It 
was primarily described by Bland-Sutton in 1890 and affects 
about 1 in 1.5 Million women.[2] It is extremely rare before 
puberty, and after menopause, preoperative diagnosis is very 
difficult because of nonspecific clinical presentation with no 
ovarian abnormality on ultrasound.[3] Hence, it is challenging 
for most clinicians to differentiate it from other causes of 
acute and subacute abdominal pain. Laparoscopy is the gold 
standard in the diagnosis and management.[4] Early surgical 
intervention is essential to salvage the tube before the stage of 
necrosis occurs, for which only salpingectomy is the solution.

cAse report

A 13-year-old female patient presented to our emergency 
room with complaints of left-sided lower abdominal pain 
for the past 3 days associated with episodes of vomiting. It 
was a sharp (shooting), nonradiating pain (in nature), with 
no associated complaints of fever/bowel/urinary symptoms/
vaginal discharge. She had not yet achieved her menarche. 
No history of sexual intercourse/contacts. Secondary sexual 
characters were present. On abdominal examination, there 
was tenderness on deep palpation of the left iliac region with 
no evidence of any mass. No signs of hemoperitoneum.

Her hematological investigations were normal, and the 
urine pregnancy test was negative. Ultrasound revealed 
a (tender) cyst with few incomplete septae within measuring 
6 cm × 3.4 cm in the left adnexal region and Pouch of Douglas 
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Figure 4: left salpingectomy

posterior to the uterus and left ovary, which was suggestive 
of hydrosalpinx. The uterus was normal, and the right ovary 
was poorly delineated. The Mantoux test was negative. 
Tumor marker tests were as follows: carcinoembryonic 
antigen: 0.51, cancer antigen (CA)-125: 15.95, CA 19.9: 7.02, 
alpha-fetoprotein: 1.11, beta-human chorionic gonadotropin: 
5.6. A plain pelvis magnetic resonance imaging revealed 
a tortuous and dilated left fallopian tube with maximum 
diameter (measuring) of 2.6 cm appearing hyperintense 
on T2/short time inversion recovery with peripheral 
enhancement on postcontrast study which was suggestive of 
left-sided hydrosalpinx. As the above investigations (were 
suggestive of hydrosalpinx), she was admitted and treated as 
a case of suspected torsion of hydrosalpinx with a possible 
ovarian cyst and was planned for laparoscopic evaluation 
with de-torsion of the tube and ovarian cystectomy (A 
Doppler ultrasound was done only before the surgery). 
Doppler findings revealed a 5.8 cm × 3.2 cm mass in the left 
adnexa with absent vascularity in the fimbriae end. Absent 
vascularity was a red alert sign. On laparoscopy, a black, 
necrotic-appearing, edematous left fimbriae were noted with 
her left fallopian tube dilated and twisted along its axis five 
times. Figure 1 shows twisted left Fallopian tube. Her left 
ovary was not involved and was macroscopically normal (in 
appearance). Her uterus and right adnexa were also normal, 
and no paratubal or paraovarian cysts were noted. Figure 2 

Figure 1: Twisted left fallopian tube Figure 2: Uterus with both fallopian tubes

Figure 3: Untwisting of the left fallopian tube

shows uterus with both Fallopian tubes. Untwisting of 
the tube was attempted [Figure 3]. Untwisting of the left 
Fallopian tube but her left Fallopian tube was irreversibly 
damaged; thus, salpingectomy was performed [Figure 4] 
left salpingectomy. She was discharged 3 days after the 
surgery and had an uncomplicated postoperative course. 
Histopathological examination (the frozen section was 
not performed) revealed hematosalpinx with hemorrhagic 
necrosis of tubal wall consistent with tubal torsion.

dIscussIon

There are several hundred cases of Fallopian tube torsion 
mentioned in medical literature till date. The exact physiology 
and mechanism of fallopian tube torsion are unknown. Tubal 
torsion is more common on the right side, possibly because 
of the presence of the sigmoid mesentery on the left side, 
preventing the free mobilization of the tube and because right 
lower quadrant pain is more often surgically explored suspecting 
appendicitis.[5] There are various intrinsic and extrinsic risk 
factors that could cause this event, such as pelvic inflammatory 
disease, hydrosalpinx, tubal neoplasm, and extrinsic risk factors 
such as adhesions, adjacent ovarian, and paraovarian masses, 
uterine masses, gravid uterus, and trauma.[6] In our case, the 
main risk factors were ruled out, suggesting the possibility of 
a congenital long Fallopian tube or hydrosalpinx due to pelvic 
inflammatory disease. The authors mean to say that the patient 
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may be having chronic pelvic inflammatory disease possibly 
due to genital tuberculosis. Hence this is justified by absence 
of fever and normal total leucocyte counts. Complications 
include tube necrosis and gangrenous transformation, leading 
to superinfection and peritonitis.[2] Local necrosis can also 
result in irreversible damage to the ipsilateral ovary.[7] Hence 
it is important to diagnose this condition avoiding morbidity 
and irreversible damage to the adnexa. Laparoscopy is preferred 
over laparotomy since recovery after laparoscopy is faster, 
and it causes fewer pelvic adhesions.[3] Therefore, Fallopian 
tube torsion should be kept in mind while investigating (and 
diagnosing) acute abdominal and pelvic pain in all adolescent 
girls. Prompt recognition and surgical management of this 
relatively uncommon source of pelvic pain may prevent 
unnecessary tubal resection and improve long-term fertility in 
this population.
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