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Abstract: 

Introduction: Isolated fallopian tubal torsion is a rare entity causing lower abdominal pain, occurring 

predominantly in the reproductive age group and common on right side. Certain risk factors like 

hydro/hematosalpinx, previous tubal ligation, abnormal mesosalpinx and hypermotility of tube predispose to 

tubal torsion. Most cases are usually undiagnosed pre operatively because of non-specific symptoms, physical 

findings and imaging features. 

Case Reports: Here we are presenting two women of perimenopausal age presenting with fallopian tubal 

torsion with previous history of tubal sterilization, which were diagnosed preoperatively by MR imaging. 

Conclusions: Isolated fallopian tubal torsion should be considered in the differential diagnosis for acute lower 

abdominal/pelvic pain in women of any age group with particular risk factors. Sometimes ultrasound may not be 

able to diagnose this condition preoperatively, in such cases MRI imaging plays an important role and help in 

prompt intervention to avoid further catastrophic complications. 
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Introduction 

Isolated fallopian tubal torsion is a rare event 

presenting with acute lower abdominal or pelvic 

pain. It is common in the reproductive age group 

particularly on the right side. Ultrasonography is 

used for initial evaluation in such cases, while CT 

(Computed tomography) and MR (Magnetic 

Resonance) imaging used for confirmation of 

diagnosis in some instances. It is usually 

diagnosed peroperatively during laparoscopy or 

laparotomy. Only less than 20% of reported cases 

were diagnosed preoperatively by imaging, but a 
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high index of suspicion is critical for making the 

correct diagnosis. Early diagnosis and treatment 

will help avoiding catastrophic complications like 

tubal gangrene and thereby preserve fertility. Here 

we present two cases of isolated fallopian tubal 

torsion which were later confirmed by surgical 

findings.  

 

Case 1: A 51 year old perimenopausal woman 

presented with acute onset of severe pain and 

discomfort in the left lower abdominal and pelvic 

region when she was about to board a flight. 

There was no history of fever, cough, 

breathlessness, and pervaginal discharge.  On 

physical examination pulse rate and blood 

pressure were normal. Tenderness was noted in 

the left iliac fossa and pelvic region. No guarding 

or increased bowel sounds were present. 

Pervaginal examination showed a tender mass in 

the left adnexal region. The patient had tubal 

sterilization 15 years back.   

Ultrasound examination done in outside institution 

showed a cystic area in the left adnexa, but could 

not visualize left ovary. T2 weighted MRI images 

of the pelvis showed an elongated tubular cystic 

structure in the left adnexa, which was seen 

separately from the left ovary and uterus.  

Multiple blood / fluid levels were noted within the 

tubular cystic structure at the base associated with 

adjacent fat stranding (Fig I and II). Contrast 

enhanced CT pelvis also showed an elongated 

tubular cystic structure with thick peripheral wall 

enhancement in the left adnexa and sterilization 

band at its base(Fig III). Adjacent significant soft 

tissue fat stranding and minimal free fluid in the 

pelvis were also seen. The right ovary was 

visualized in right adnexa and pouch of Douglas 

and showed few small follicles.  

Based on history, clinical and imaging findings, a 

final diagnosis of left fallopian tubal torsion 

secondary to tubal sterilization was made. Patient 

then underwent laparotomy which revealed a large 

twisted hydrosalpinx in the left adnexa, appearing 

dusky blue in color with the tubal band at its base. 

Both ovaries were seen separately from this 

lesion. The twisted segment of left fallopian tube 

was excised and sent for histopathological 

examination. Histopathological examination of the 

twisted hydrosalpinx showed inflammatory 

changes with areas of necrosis and hemorrhage 

within the thickened wall. 

 

Case 2: A 44 year old woman presented with 

persistent nagging pain in the right iliac fossa for 

3 months. There was no history of fever, vomiting 

or pervaginal bleeding. She had history of 

tubectomy 12 years back.  She did not have any 

gynecological complaints in the past. 

Transabdominal ultrasound done showed only 

normal uterus and ovaries with minimal free fluid 

in the pelvis. MR images showed right 

hydrosalpinx which was oriented vertically with 

twisted appearance at the base and seen separately 

from the right ovary (Fig IV and V). Left ovary 

and uterus were normal (Fig V). Based on these 

findings a preoperative diagnosis of isolated right 

fallopian tubal torsion was done and later patient 

underwent laparotomy. On laparotomy, a twisted 

right fallopian tube without gangrene was 

confirmed.  

 
Fig I: 51 year old woman with isolated left 

fallopian tubal torsion. Sagittal T2 Wt image of 

the pelvis shows an elongated cystic structure 

within the left adnexa (short arrow) seen 

separately from the left ovary (thick arrow), with 
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blood fluid levels at the site of torsion (long 

arrow)  

 

 
Fig II: 51 year old woman with isolated left 

fallopian tubal torsion. Axial T2 Wt image of the 

pelvis shows a cystic structure within the left 

adnexa (short arrow) with blood fluid levels at the 

site of torsion 

 

 
Fig III: 51 year old woman with isolated left 

fallopian tubal torsion. Contrast enhanced sagittal 

CT scan of the pelvis shows an elongated tubular 

cystic structure within the left adnexa (short 

arrow). Sterilization clip is noted postero-inferior 

to the cystic structure (long arrow).  Minimal fluid 

is also noted within the pouch of Douglas (thick 

arrow) 

 

 
Fig IV: 44 year old woman with isolated right 

fallopian tubal torsion. Coronal T2 image shows 

an elongated tubular structure in the right adnexa 

(short arrow) which is oriented vertically lateral to 

the uterus (long arrow)  

 

 
Fig V: 44 year old woman with isolated right 

fallopian tubal torsion. Axial T2 image shows a 
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tubular structure in the right adnexa (short arrow) 

situated lateral to the uterus (long arrow) and 

separately seen from the right ovary (thick arrow). 

Left ovary is seen in left adnexa(double arrow) 

 

Discussion 

Adnexal torsion (ovarian and tubal) is relatively 

uncommon and should be considered in the 

differential diagnosis of acute abdominal or pelvic 

pain in women, with the ovarian torsion being the 

common entity.   Isolated tubal torsion is very 

uncommon with reported incidence of 1 in 

15,00,000 women and was described originally by 

Bland Sutton in 1890 
(1, 2)

.  

The exact cause for tubal torsion is not known. 

Some of the risk factors or aetiologies which may 

predispose to torsion include long mesosalpinx, 

venous congestion in the mesosalpinx, 

hydro/hematosalpinx, hypermobility of the tube, 

tubal spasm, tubal ligation, trauma / surgery, 

pelvic inflammatory disease, gravid uterus, and 

previous hysterectomy 
(3)

. 

Though torsion can occur in a normal fallopian 

tube, disruption of anatomic relations as happens 

after tubal sterilization and hysterectomy may 

enhance torsion. Moreover, sterilization 

procedures have been associated with 

hydrosalpinx formation, which may act as an 

additional weight, resulting in torsion 
(4)

.   

Right side tubal torsion is more common than on 

the left, because of the presence of sigmoid colon 

on the left (preventing tubal torsion), slow venous 

flow on right side and because right lower 

quadrant pain is more often surgically explored 
(5)

. 

Left sided tubal torsion usually goes 

unrecognized, resulting in further complications.  

The condition is uncommon before menarche and 

in perimenopausal women 
(6)

, because most of the 

risk factors operate in the adolescents and 

ovulating women. Patients usually present with 

acute onset of lower abdominal and pelvic pain, 

which may be severe and intermittent or recurrent. 

The pain may radiate to the flank or thigh. The 

recurrent pain may indicate intermittent non-

infarctive torsion, but acute severe pain is a sign 

of torsion with impeding infarction and gangrene. 

Other symptoms with which patients may present 

include nausea, vomiting, pervaginal bleeding, 

and bladder / bowel complaints. Blood 

investigations will be normal in most instances.  

Cross sectional imaging methods like ultrasound, 

CT and MRI can be used for the diagnosis of tubal 

torsion. On ultrasound, an elongated tubular cystic 

structure with hyperechoic wall, folded 

configuration can be seen in the adnexa, which is 

seen separately from the ipsilateral ovary and 

uterus.  

The tubular structure will be seen tapering 

towards the uterine cornu resulting in sonographic 

‘Whirlpool sign’ 
(7)

. Doppler shows either high 

resistance or absent flow within the periphery of 

the cystic structure 
(8)

.MR imaging findings 

include presence of elongated tubular adnexal 

mass, dilated tube (>15mms), thickened and 

enhancing walland beaking at the site of torsion. 

CT images show high attenuation contents 

suggestive of hemorrhage within the tubal lumen 

(HU > 50). Secondary signs include free fluid in 

the pelvis, peritubal inflammatory changes, local 

ileus and broad ligament thickening 
(9, 10)

. 

Depending upon the underlying aetiology, we can 

identify hydro or hematosalpinx, venous 

congestion within mesosalpinx, tubal bands 

secondary to sterilization procedures and gravid 

uterus. 

In most instances, preoperative diagnosis of 

isolated tubal torsion based on imaging findings 

alone is not possible, because of nonspecific 

imaging findings. So, it should be correlated with 

history, presenting symptoms and physical 

findings. 

Differential diagnoses for tubal torsion include 

torsion of ovarian cyst or subserosal fibroid, 

rupture of ovarian cyst or follicle, pelvic 

inflammatory disease, ectopic pregnancy, 

appendicitis, diverticulitis, intestinal obstruction, 

and urolithiasis. Complications of tubal torsion 

include tubal necrosis and gangrene, resulting in 

peritonitis and damage to the ipsilateral ovary.  
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The condition can be treated either by detorsion, 

salpingotomy or salpingectomy, based on the 

stage of diagnosis and presence of complications. 

In earlier days, it was treated by laparotomy, but 

with the advent of lesser invasive techniques the 

condition can now be diagnosed and treated with 

laparoscopy.  

Both the cases were unusual, in that they are seen 

in perimenopausal women and the first case was 

on left side.   

 

Conclusions 

Isolated fallopian tubal torsion is a rare cause of 

acute lower abdominal or pelvic pain in women. It 

is more common on the right side and in 

reproductive age group. Preoperative diagnosis of 

tubal torsion is difficult in most instances, because 

of overlapping clinical and nonspecific imaging 

findings. Tubal torsion should be considered in 

the differential diagnosis of acute abdominal or 

pelvic pain even in perimenopausal age group 

with risk factors as mentioned above. MR imaging 

plays an important role in few cases and helps in 

prompt intervention and reduces the morbidity 

and mortality from this condition. 
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