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ABSTRACT 

Isolated torsion of fallopian tube is a rare cause of acute pelvic pain. This entity is difficult to diagnose preoperatively due to 

nonspecific clinical presentation and a definitive diagnosis is always made on surgical exploration. A 65-year-old woman was 

admitted to Katihar Medical College and Hospital with chief complaints of acute pelvic pain, nausea and vomiting. On abdominal 

examination, there was marked tenderness of right iliac fossa. Vaginal examination revealed a bulky uterus whose mobility 

was restricted by a very tender, oval, firm, mobile mass in the right fornix. Ultrasound revealed a well-circumscribed right 

adnexal cystic mass of 84 x 70 x 46 mm with thick septations and lobulations. Surgical exploration revealed a gangrenous right 

hydrosalpinx. Total abdominal hysterectomy with bilateral salpingo-oophorectomy was done. 

 

KEYWORDS 

Tubal torsion, Hydrosalpinx, Acute pelvic pain, Postmenopause, Ultrasonography, Surgery. 
 

HOW TO CITE THIS ARTICLE: Verma R. Isolated torsion of fallopian tube in a postmenopausal woman. J. Evid. Based Med. 

Healthc. 2016; 3(30), 1372-1373. DOI: 10.18410/jebmh/2016/314 

INTRODUCTION: Isolated torsion of fallopian tube is a 

rare cause of acute pelvic pain having an incidence of 1 in 

500,000 women.1 It is infrequently observed before 

menarche and during menopause because most of the risk 

factors for tubal torsion occur in the reproductive age. Due 

to nonspecific symptoms, diagnosis is difficult preoperatively 

and is only confirmed after surgical exploration either by 

laparoscopy or laparotomy. 

 

CASE REPORT: A 65-year-old, P5+0, postmenopausal 

woman was admitted at our centre with chief complaints of 

acute pelvic pain, nausea and vomiting since 4 hrs. On 

examination, her blood pressure was 100/70 mmHg, pulse 

was 105 per minute, temperature normal and tenderness in 

right iliac fossa. Per vaginal examination, uterus was bulky, 

with restricted mobility on right fornix, a very tender oval, 

firm, mobile mass was palpated in right fornix. A well-

circumscribed right adnexal cystic mass of 84 x 70 x 46 mm 

with thick septations and lobulations was diagnosed at 

ultrasound. Blood reports of white blood count, erythrocyte 

sedimentation rate, C-reactive protein was normal. Serum 

markers of ovarian malignancy were normal. She was 

managed with IV antibiotics and analgesia. Since the patient 

was in agony, emergency laparotomy was carried out. 

Severely dilated, twisted thrice at infundibulopelvic ligament 

site. Necrotic right fallopian tube which was tense, and dark 

in appearance, measuring about 14 x 6 cm was observed. 

Since the patient was postmenopausal and the tube was 

necrotic, instead of detorsion, total abdominal hysterectomy 

with bilateral salpingo-oophorectomy was done. The 

specimen was sent for histopathological examination which 

confirmed the diagnosis, postoperative period was 

uneventful and the patient was discharged from the hospital 

on 8th day. 

 

 
Gangrenous twisted right hydrosalpinx 

 

DISCUSSION: Isolated torsion of fallopian tube is mostly 

observed in premenopausal woman.2 Its incidence is rare in 

adolescents and postmenopausal woman. Fallopian tubes 

and ovaries constitute a real anatomical unit, so isolated 

torsion of any one of them is rarely reported and adnexal 

torsion occurs more frequently. As reported by Shukla,3 

aetiologic classification of isolated tubal torsion are (a) 

anatomical abnormalities (long mesosalpinx, tubal 

abnormalities, haematosalpinx, hydatids of Morgagni); (b) 

physiological abnormalities (abnormal peristalsis or 

hypermobility of tube, tubal spasm and intestinal 

peristalsis); (c) haemodynamic abnormalities (venous 

congestion in the mesosalpinx); (d) Sellheim theory (sudden 

body position changes); (e) trauma, previous surgery or 

disease (tubal ligation, pelvic inflammatory disease); (f) 

gravid uterus. Yousef et al described factors that could 

possibly influence the occurrence of fallopian tube torsion 

and divided them into two types: intrinsic (-congenital 

anomalies, excessive length of tube or spiral course, 
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acquired pathology, hydrosalpinx, haematosalpinx, 

neoplasm, surgery, autonomic dysfunction and abnormal 

peristalsis), extrinsic (changes in the neighbouring organs, 

neoplasm, adhesions, pregnancy, mechanical factors, 

movement or trauma to the pelvic organs, pelvic 

congestion).4 Taken together, the existing reports indicate 

that the mechanism underlying tubal torsion is apparently a 

sequential mechanical event.5 Hydrosalpinx is a longterm 

result of pelvic inflammatory disease and not all of them 

undergo torsion because high frequency of pelvic adhesion 

limits the pelvic organs mobility and prevents torsion. 

The most common symptom of tubal torsion is pain in 

lower abdomen or pelvis radiating to the flank or thigh. 

Sudden cramping pain or intermittent pain may also occur. 

There may be slightly elevated temperature, white blood cell 

count and erythrocyte sedimentation rate. In the case 

presented herein, these parameters were normal. The 

differential diagnosis may be acute appendicitis, ectopic 

pregnancy, pelvic inflammatory disease, twisted ovarian 

cyst, degenerative leiomyoma.6,7 In the postmenopausal 

women, the most common risk factors are neoplasia or 

extrinsic lesions such as adhesions.8 Tubal torsion is more 

frequently observed on the right side like in this case due to 

presence of sigmoid colon on left side that limits the torsion 

mechanism.9,10 This case report is consistent with other 

reports in the literature. Imaging findings may be suggestive 

of the diagnosis, but in several studies with a small number 

of patients, investigators have concluded that the diagnosis 

or exclusion of adnexal torsion cannot be reliably based on 

the absence or presence of flow on colour Doppler 

sonography. The identification of a whirlpool sign on Doppler 

sonography has been suggested to be pathognomonic of 

adnexal torsion; however, this sign is not commonly 

seen.11,12 In most cases, there is no vascular flow on Doppler 

imaging modalities. CT and MRI have also been reported to 

be valuable for the diagnosis of tubal torsion.13 In this case, 

CT and MRI was not done due to the patient’s state of 

emergency. 

Treatment options for isolated tubal torsion include 

detorsion or simple salpingectomy. The operative approach 

could be exploratory laparotomy or laparoscopic surgery. 

Currently, laparoscopic adnexal detorsion is the procedure 

of choice. During reproductive age, effort should be made to 

preserve the fertility if ischaemic damage appears to be 

reversible and no malignancy is suspected. A complete 

resection is performed if the tissue is gangrenous, tubal or 

ovarian neoplasm, or the woman has no desire for future 

conception. Our patient was postmenopausal, so definitive 

management of total abdominal hysterectomy with bilateral 

salpingo-oophorectomy was done. 

 

CONCLUSION: In this case, we emphasise that isolated 

tubal torsion should be considered in the differential 

diagnosis of acute pain in abdomen and adnexal mass in 

postmenopausal woman. Clinical presentation is nonspecific 

and neither imaging nor biology can confirm the diagnosis 

preoperatively. Surgery has the diagnostic and the 

therapeutic role. 
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