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INTRODUCTION 

Fallopian tube torsion, while far less common than ovarian 

torsion, may present in a remarkably similar fashion. 

Isolated fallopian tube torsion has an incidence reported to 

be 1 in 1.5 million in adult women.1 Tubal torsion may 

present as a diagnostic dilemma since the ovary itself 

usually appears normal on ultrasound. Thus, surgical 

intervention may be delayed which can lead to worsening 

necrosis and result in the need for resection of the affected 

tube.2  

Fallopian tube torsion may be associated with 

hydrosalpinx, hematosalpinx or paratubal cysts such as 

hydatids of Morgagni. The presentation of fallopian tube 

torsion is similar to that of ovarian torsion: abdominal or 

pelvic pain which may be associated with fever, nausea, or 

vomiting. The pain may be acute or chronic and is 

sometimes less well localized than that of ovarian torsion.3 

Tubal ligation has also been reported as one of the 

predisposing factors for IFTT (Isolated Fallopian Tube 

Torsion).4 

Clinical features of acute appendicitis may mimic that of 

right sided adnexal torsion such as acute lower abdominal 

pain, vomiting, tenderness on examination. Ultrasound 

helps to differentiate them. Further, Laparoscopy appears 

to provide an excellent mechanism for early diagnosis and 

treatment of fallopian tube torsion. 

Occurrence of fallopian tube torsion concurrent with 

appendicitis is itself very rare.  Tubal ectopic pregnancy is 

also an important differential diagnosis in such cases of 

acute abdominal pain with adnexal mass in reproductive 

age woman especially those who are tubectomised or had 

any other tubal surgery. 
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ABSTRACT 

Isolated fallopian tube torsion is very rare which is reported to be 1 in 1.5 million women. Fallopian tube torsion is 

commonly associated with hydrosalpinx, hematosalpinx or paratubal cysts such as hydatids of Morgagni. Fallopian tube 

torsion generally presents a diagnostic dilemma because symptoms and signs mimics ovarian torsion such as acute lower 

abdominal pain, vomiting, tenderness on palpation but ultrasound may show normal ipsilateral ovary. Right sided 

adnexal torsion may be difficult to differentiate from acute appendicitis clinically. In such cases ultrasound is helpful 

but diagnostic laparoscopy is gold standard. We encountered a rare case of torsion hematosalpinx concurrent with acute 

appendicitis. Patient was presented with acute onset severe lower abdominal pain associated with vomiting and 

tenderness in right iliac fossa. It was diagnosed as acute tip appendicitis and right adnexal cystic mass either 

hydrosalpinx/hematosalpinx in ultrasonography. Laparoscopy was done and it was found to be right sided torsion 

hematosalpinx along with inflamed tip of appendix. Right sided salpingectomy and appendicectomy was done 

laparoscopically. Fallopian tube torsion should be suspected and diagnostic laparoscopy should be considered in cases 

of acute onset lower abdominal pain in which ovarian pathology was not found in ultrasonography, that helps in earlier 

intervention and even in early cases fallopian tube can be salvaged. 
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The torsion of the fallopian tube is usually unilateral and it 

occurs most commonly on the right side. This may be due 

to the presence of the sigmoid colon on the left side (it 

prevents the adnexal movement) or the slow venous flow 

on the right side (this results in congestion).5,6 

Management 

Isolated tubal torsion can be managed with either detorsion 

or simple salpingectomy. Adnexal de-torsion has an 

extremely low risk of thromboembolic events. However, it 

should be performed as early as possible to avoid 

irreversible damage to the tissue. The operative approach 

could be conventional exploratory laparotomy or 

laparoscopic surgery. 

Several studies of adnexal torsion have demonstrated that 

the color, size, and degree of edema do not correlate with 

necrosis and subsequent return to normal tubal or ovarian 

function. Immediate detorsion is always recommended, 

because it is unclear how long a patient has sustained 

torsion until irreversible damage occurs.7 

Laparoscopic detorsion of the tube is the treatment of 

choice whenever feasible to preserve the fertility. 

Whenever fertility is not desired, salpingectomy should be 

the procedure of choice. Devi et al suggested that most of 

the torsions are noted in the distal two-third of the tube, 

and believed that the complete salpingectomy is better than 

partial whenever it is necessary because the proximal 

nonfunctional part of the tube can be a site of ectopic 

pregnancy or reformation of hydrosalpinx if it gets 

occluded and removal of only ampulla and fimbria and 

keeping the nonfunctional portion is of no use and may 

increase the risk of recurrence.4 

CASE REPORT 

Here we present a very rare case of torsion of 

hematosalpinx concurrent with acute appendicitis. Our 

patient was a 27 years old female, presented with acute 

lower abdominal pain more on right side associated with 

nausea and vomiting. Her obstetric history was para 3 live 

3 with previous 3 cesarean section births. Her last 

childbirth was 3 years back. She had undergone 

postpartum tubal ligation along with cesarean section. Her 

menstrual cycles were regular. Her last menstruation was 

22 days back. 

On examination, her vitals were normal. On abdominal 

examination, there was approximately 6×4 cm tender 

cystic mass felt in right lower quadrant. on per vaginal 

examination, uterus was anteverted, anteflexed, normal in 

size and shape. Cystic mass of approximately 6×4 cm felt 

in right fornix which was severely tender and cervical 

movements were tender. Urine pregnancy test was done 

which was negative. 

Ultrasonography revealed a thin wall dilated (max. 24.1 

mm) tortuous, anechoic tubular structure with incomplete 

thin septation seen in right adnexa suggestive of 

hydrosalpinx/hematosalpinx. In right iliac fossa, distal part 

of appendix approx. 2 cm long was non-compressible, 

non-peristaltic with increased caliber, 6.6 mm in diameter, 

retroileal location s/o distal acute appendicitis. 

Patient was taken to operative room for diagnostic 

laparoscopy along with consent for operative intervention 

as required. Operative findings were as follows: (1) 

inflamed appendix; (2) in pelvic area there was mild 

hemoperitoneum; (3) there was torsion of enlarged blood-

filled fallopian tube on its own axis. Hematosalpinx was in 

the part of fallopian tube which was lateral to the site of 

tubal ligation whereas medial part of fallopian tube was 

apparently normal; (4) ipsilateral ovary was normal; (5) 

opposite side ovary and fallopian tube was normal. 

Decision was taken for operative intervention. We did 

laparoscopic appendicectomy and resection of 

hematosalpingeal mass. Both were sent for 

histopathological examination. Post-operative period was 

uneventful. Histopathology confirmed the findings of 

hematosalpinx and distal appendicitis. 

 

Figure 1: Right sided torsion hematosalpinx. 

 

Figure 2: Right sided ovary seen after salpingectomy. 
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DISCUSSION 

In cases of acute abdominal or pelvic pain associated with 

typical symptoms and signs (nausea, vomiting, tenderness) 

we should always suspect adnexal torsion along with other 

differential diagnoses. Ultrasonography helps in the 

diagnosis but diagnostic laparoscopy is the gold standard.  

We suggest that consideration of laparoscopy as a 

diagnostic tool for acute onset pelvic pain in the absence 

of ovarian pathology may be relevant for earliest 

recognition and intervention. 

Tubal ligation has been reported as one of the predisposing 

factors for IFTT. Following tubal ligation, secretions 

retained in the distal end may lead to formation of 

hydrosalpinx. This post-surgical adhesion will lead to 

formation of a non-mobile nidus. This combination, might 

predispose to torsion of tube around the nidus, although 

the exact pathogenesis is unknown. Hence, whenever we 

encounter an adnexal torsion, IFTT should be suspected in 

patients with a previous history of tubal ligation, with an 

elongated cystic mass, who have a sudden onset of 

abdominal pain or pelvic pain.4 

Timely intervention in the form of surgery may salvage the 

fallopian tube in case fertility is desired and prevent other 

sequel of torsion even if fertility is not desired.  

Laparoscopy is preferred as it is minimally invasive and it 

also helps in diagnosis of any other pathology and 

operative intervention at the same time if needed. 

CONCLUSION 

Fallopian tube torsion is very rare condition, but it should 

be included in the differential diagnosis of an acute lower 

abdominal pain in women, especially in those with 

predisposing factors. An early diagnosis and an early 

intervention can maximize the chances of tubal salvage. 

Laparoscopy remains the gold standard for the same. 
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