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Case Report

Isolated torsion of bilateral fallopian tubes: a case report
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Summary

Isolated fallopian tube torsion (IFTT) is a rare entity that is difficult to diagnose its atypical clinical symptoms. Early
diagnosis is important to avoid damage or loss of the fallopian tube or even the ovary, as this occurs predominantly in
women of child-bearing age. Treatment can range from detorsing the tube to salpingectomy or even salpingo-oophorec-
tomy. Here, the authors present a case of IFTT. A 25-year-old girl was referred to the hospital due to infertility. Bilateral
fallopian tube torsion was found by laparoscopy, reamputation of left fallopian tube stump, and partial excision of right
fallopian tube were performed. On follow-up examinations within the next six months, postoperative course was unevent-
ful. The diagnosis of IFTT can rarely be made preoperatively, and it has to be considered in differential assessment of in-

fertility.
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Introduction

Isolated fallopian tube torsion (IFTT) is a rare disease in
which the fallopian tube rotates on its own axis without tor-
sion of the homolateral ovary. IFTT is a rare gynecological
cause of acute lower abdominal pain, especially in young
teenage girls [1]. It primarily affects ovulating women and
is rarely seen in postmenopausal women [2]. Also, it is a
very rare medical emergency in premenarchal girls [3]. The
incidence of this disease is very low and only one case oc-
curs per 1,500,000 [4]. Because of its extremely low inci-
dence and atypical clinical symptoms, IFTT is usually
diagnosed perioperatively and is often delayed due to mis-
diagnosis. Here, the authors report a rare case of isolated
torsion of bilateral fallopian tubes.

Case Report

A 25-year-old patient was attempting a pregnancy for three
years. The hysterosalpingography performed in other hospital in
March 2013 showed interrupted bilateral fallopian tubes. The pa-
tient asked for surgery because of procreative demand. She was
admitted to this hospital with sequelae of pelvic inflammatory dis-
ease (PID). The patient was previously healthy without histories
of operation or severe trauma. The patient had her first menstrual
period at 13-years-old which were always regular, with cycles of
28 days, menstrual period of seven days, and moderate menstrual
volume, and no history of dysmenorrhea. The patient was married
and nulliparous, GOPOAO. Her personal and family histories were
unremarkable. Relevant auxiliary preoperative tests and exami-
nations were made after admission, and no abnormality was
found, so the patient underwent uterine laparoscopy under general
anesthesia on June 19, 2017 (Figure 1).
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Laparoscopy showed a uterus of normal size, which adhered to
the wall of the pelvic floor. The isthmus and ampullar region were
discontinous, and the latter was strongly adhered to pelvic wall
by 3x2x0.5 cm? in left pelvic wall. The size of left ovary was nor-
mal with membranous adhesion to pelvic wall and a clockwise
torsion of linear distal segment (the end of which is densely ad-
herent to greater omentum) were seen in right fallopian tube; the
right ovary was normal in size. Multiple layers of membranous
adhering zones were found in the rectal sinuses of uterus. Hys-
teroscopy showed no abnormality of endocervix, uterine cavity
and endometrium, and the bilateral uterine horns and tubal ostium
were clearly seen. Reamputation of left fallopian tube stump and
partial excision of right fallopian tube were given. Intraoperative
diagnosis included: bilateral fallopian tube torsion and sequelae
of PID. Postoperative pathological histology showed torsion of
partial tissues of (bilateral) fallopian tubes and dilatation of (left)
fallopian tube, as shown in Figure 2.

Antibiotic therapy was administered to the patient and was dis-
charged from the hospital seven days later in a good general con-
dition. Follow-up at six months was regular.

This study was approved by The Ethics Committee of Guang-
dong Women And Children Hospital. Participants have provided
their written informed consent to participate in this study.

Discussion

Hydrosalpinx is the more common type of chronic salp-
ingitis. The ‘dropsy’ is derived from three major sources.
Adhesion and occlusion in the isthmus and fimbriated ex-
tremity of fallopian tube caused by inflammation can easily
to lead to pyosalpinx which can cause the lumen of fallop-
ian tube to dilate. Then, pus cells and necrotic tissue in the
lumen eventually become a water-like fluid after decom-
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Figure 2. — Postoperative pathological histology showing torsion
of partial tissues of both fallopian tubes and dilatation of the left
fallopian tube.

position and clearance of phagocytic cell. After both ends
of the lumen are obstructed due to adhesion, more and more
secretory juice of mucosal cells, which are flattened due to
compression, but not losing all function accumulates in the
lumen and eventually, a large amount of water-like fluid
formed in the lumen becomes hydrosalpinx. It must be
mentioned that not all hydrosalpinx is caused by inflam-
mation, for example, tubal ligation can also occasionally
lead to hydrosalpinx. Hydrosalpinx is mainly bilateral,
however, the lumen of unilateral fallopian tube after dropsy
can be significantly more enlarged than the one in the op-
posite side. At this time, the shape of bilateral fallopian
tubes is retort-like, and the segments closer to fimbriated
extremity become thicker with a maximum diameter of
more than 10 cm. The fallopian tubes are characterized by

Figure 1. — Uterine laparo-
scopy. A) The stump of the left
fallopian tube is seen as a trian-
gle. B) The right fallopian tube
torsion is seen as an arrow. C)
The stump of the left fallopian
tube is seen as a triangle. D) The
adhesion of the right fallopian
tube to greater omentum is seen
as an arrow. E) Torsion of the
long and thin right fallopian tube
is seen. F) Operative procedure.

thin tubal wall, smooth surface, and less adhesion to sur-
rounding tissues, so they can twist with the isthmus axis
[5]-

The etiology of IFTT is still not clear. According to pre-
vious research, the main high risk factors include fallopian
tube-related intrinsic and extrinsic factors [6-8]. The intrin-
sic factors include congenital abnormality of fallopian tube
(e.g. long or excessive torsion of fallopian tube or mesos-
alpinx), acquired lesions of fallopian tube (e.g. hydros-
alpinx, hemosalpinx, cyst of fallopian tube and tubal
ligation), functional disorder, and abnormal peristalsis or
spasm of fallopian tube. The extrinsic factors include
oophoritic or parovarian cysts, tubal adhesion, hysterauxe-
sis caused by pregnancy or tumors, excursion or contraction
of organs adjacent to intrapulmonary air containing space,
sudden change in body position or abdominal trauma, ve-
nous congestion of ovary or pelvic cavity during premen-
strual phase or ovulation period, and so on.

There is no previous history of pelvic surgery in the pa-
tient in this case. The discontinuation of isthmus and ab-
sence of segments from ampullar region to distal end are
seen in left fallopian tube, with suspected dilated fimbriated
extremity of fallopian tube in left pelvic wall. Clockwise
torsion of linear distal segment (the end of which is densely
adherent to greater omentum) was seen in right fallopian
tube during the operation. The patient received ligation of
the proximal segments of both fallopian tubes, reamputa-
tion of left fallopian tube stump, and partial excision of the
right fallopian tube. The postoperative pathological exam-
ination confirms that partial tissues of bilateral fallopian
tubes are resected. The patient is considered to present with
torsion of the left fallopian tube due to dropsy and autoam-
putation of its distal segment due to postischemic necrosis.
The distal segment of right fallopian tube twists more than
ten times and becomes as thin as a thread over a protracted
period of time due to postural change and intestinal excur-
sion, after adhering to the greater omentum. If the condi-



838 Isolated torsion of bilateral fallopian tubes: a case report

tions cannot be dealt with in time, the autoamputation of
distal segment of the right fallopian tube may occur and
may include the left fallopian tube.

Torsion of the fallopian tube is a kind of acute abdominal
disease in gynecology, in which the main clinical manifes-
tations usually are sudden persistent pain in unilateral lower
abdomen or intermittent pain in unilateral lower abdomen
followed by gradually-aggravated or unaggravated persis-
tent pain with nausea, vomiting, and discomfort. Lower ab-
dominal pain may radiate to the thigh and groin [9].
However, the patient in this case had no previous histories
of sudden lower abdominal pain or acute pelvic inflamma-
tory disease. The findings of this case suggest that patients
with fallopian tube torsion may be delayed and loose the
best treatment opportunity because of no obvious abdomi-
nal pain symptoms. In this case, a definite diagnosis was
made laparoscopically which showed that the development
and maturation of modern adjuvant reproductive technolo-
gies, and procreative demands of patients with fallopian
tube torsion could be effectively resolved by in vitro fertil-
ization and embryo transfer.

In conclusion, although IFTT has already been reported,
it continues to surprise both clinicians and radiologists,
hence occasional reports of IFTT cases are important as a
reminder and a way of saving tubes in ovulating women.
Its diagnosis can rarely be made before operation, often due
to an absence of characteristic sonographic whirlpool sign,
or due to inexperience of radiologist or gynecologist to rec-
ognize it. Familiarity with Doppler whirlpool sign can en-
able a timely diagnosis and treatment of IFTTs. However,
the diagnosis is rarely made preoperatively. For this reason,
laparoscopy is often necessary to establish the diagnosis.
Laparoscopic treatment in women of reproductive age is
warranted as a means of preserving fallopian tube integrity,
and thus maintaining fertility. Unfortunately, in many cases,

unlike in the present, surgery is performed too late for tube
preservation. Therefore, IFTT has to be considered in the
differential diagnosis of acute pelvic pain or infertility.
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