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Abstract. – Isolated tubal torsion ac-
companying pregnancy is an extremely rare
condition. Preoperative diagnosis is generally
difficult; most of the cases can be diagnosed
intraoperatively. Here, we reported a 36-week
pregnant with a complaint of acute pain in
right lower quadrant that emanating to right
lomber region. Abdominal utrasonography
showed grade 3 hydronephrosis in right kid-
ney, other findings were normal. A cesarean
section was carried out and a twisted right
tube were diagnosed. Right ovary was normal
in appearance. The torsioned tube com-
pressed the right ureter and caused ureteral
dilatation. Right salpingectomy was per-
formed. Postoperative follow-up of the patient
was uneventful.
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Introduction

Isolated adnexal torsion is a rare event and ac-
counts for 2.7% of all gynecological emergen-
cies. The overall prevalence of adnexal torsion in
pregnancy is 1:5000 and its prevalence is de-
creased in late pregnancy1. Most of the adnexal
torsions were secondary to the reduced venous
return from the ovary, ovarian hyperstimulation
or ovarian masses. Isolated torsion of the fallopi-
an tube was first reported in 1890 by Bland-Sut-
ton. The condition is much less seen with a fre-
quency of 1 in 1,5 million women in reproduc-
tive age2. Most of the cases are non-pregnant,
only 12% of cases are found during pregnancy2.
The right fallopian tube is affected in 90% of
cases2,3. The clinical findings are non specific
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and preoperative diagnosis was made in less
than 20% of reported cases3,4. Laparoscopy re-
mains the gold standard for diagnosis and treat-
ment of non-pregnant women and during early
pregnancy. Here, we report a case of isolated
tubal torsion presented as acute hydronephrosis
in late pregnancy and diagnosed during cesare-
an section.

Case Report
27 years old, gravidy 1, parity 0 patient at

36 weeks of gestation admitted to our Emer-
gency Clinic as a case of acute right abdominal
pain emanating to the right lomber region of
48 hours duration. She described the pain as
intermittent and severe. Of note in her medical
history was the fact that she had undergone an
appendectomy 10 years ago. On clinical exam-
ination her axillary temperature was 37 degree
Celsius, pulse 84/minute and blood pressure
was 110/60 mmHg. On abdominal examination
uterine size was appropriate to her gestation
and she was tender in the right lower quadrant.
Bimanual pelvic examination revealed tender-
ness in right adnexa. Laboratory investigations
showed hemoglobin of 11.8 gm% and total
leucocyte count of 11,800/cm with 84% poly-
morphs, 19% lymphocytes, 2% monocyte and
3% eosinophils. Urine routine examination
was normal. Ultrasonography showed single
live fetus at 37 weeks of gestation with normal
amniotic fluid and placenta. Abdominal ultra-
sonography was normal except grade 3 hy-
droureteronephrosis in her right kidney and
right ureter (Figure 1). The transvaginal sonog-
raphy revealed a 30×25 mm semisolid mass in
the right adnexal region with normal ovaries
and minimal free fluid in Douglas Pouch. Pa-
tient was referred to the Urology Department of
our Hospital. Pain was considered as related
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Figure 1. Sonographic appearance of right hydrouretero-
nephrosis.

Figure 2. Twisted and necrotic right fallopian tube.

Figure 3. Pathologic appearance of tubal hemorrhagic in-
farct.

pregnancy in our Hospital is 1,27% (188 case in
14157 patients). Among these patients, only 3
had the diagnosis of adnexal torsion (2/10,000)
that is consistent with the known frequency of
the disease.
Isolated torsion of the fallopian tube is an un-

common event with a prevalence of about
1/1,500,000 women and it has been described as
a rare cause of acute abdomen in pregnancy2. It
can occur at any age and most of the patients are
under 30 years old. Approximately % 12 of the

primarily with right hydronephrosis. A ureteral
catheter was placed into the right ureter in
Urology Department. However, patient’s pain
was not subsided and even increased after the
procedure. Patient was informed and a written
informed consent was obtained. A cesarean
section was decided 72 hours after her admis-
sion in order to explore any intraabdominal
pathology causing her resistant pain. A healthy
male fetus was delivered with a weight of 3200
gram. During cesarean section, a twisted and
necrotic right fallopian tube with a size of 5x5
cm which was adhered to the pelvic periton
was seen. The right ureter was compressed by
tubal mass and markedly dilated in appearance.
The mass was dissected from the underlying
pelvic periton and from right ureter. Appear-
ance and size of the right ovary was normal
(Figure 2). Right salpingectomy was per-
formed. Operation was completed without any
complication. Postoperative recovery of the pa-
tient and follow-up of her baby were unevent-
ful. Pathology confirmed the tubal tissue dam-
aged by hemorrhagic infarct (Figure 3).

Discussion

Adnexal torsion in pregnancy is seen with a
prevalence of 1/5000 (2). Our Hospital as a ter-
tiary center for perinatal care is a maternity hos-
pital with 20,000-25,000 live births per year
(20,886 deliveries in the year of 2008). The fre-
quency of acute abdominal pain complicating
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cases are pregnant2. The clinical findings are
nonspecific and delay in diagnosis and surgical
management are common5.
Several etiologic factors of tubal torsion have

been proposed including: anatomic abnormalities
(long mesosalpinx, tubal abnormalities, hematos-
alpinx, hydrosalpinx, hydatids of Morgagni),
patophysiological abnormalities (abnormal peri-
stalsis or hypermotility of the tube, tubal spasm
from drugs and intestinal peritalsis), hemody-
namic abnormalities (venous congestion in the
mesosalpinx), Sellheim theory (sudden body po-
sition changes), trauma, previous surgery or dis-
ease (tubal ligation, pelvic inflammatory dis-
ease), and gravid uterus3-6. Paraovarian and ovar-
ian cysts have been considered as the main pre-
disposing factors for isolated fallopian tube tor-
sion in pregnancy.
The only apparent etiologic factor of the de-

velopment of twisted fallopian tube in this case
was pregnancy .Any adhesions related to the pre-
vious appendectomy was also one of possible eti-
ology. A paratubal cyst couldn’t be diagnosed on
pathologic examination. Patients with tubal tor-
sion typically present with intermittent pain relat-
ed to the torsion of the involved adnexa5. There
may be low-grade fever and other nonspecific
symptoms such as nausea, diarrhea, and syncope.
General laboratory studies are not helpful in
making the diagnosis. They are helpful to ensure
that there are no other diagnosis coexisting. Ac-
cording to our current knowledge from the rele-
vant literature, there is no report of a case of fal-
lopian tube torsion presenting with acute dilation
of the ureter and kidney.
In case of acute abdominal pain during preg-

nancy, acute appendicitis should be considered
at first as being the most common surgical
complication accompanying pregnancy. Car-
neous degeneration of leiomyoma, ovarian tor-
sion and ruptured ovarian cysts, pelvic infec-
tion, ectopic pregnancy, tuba-ovarian abscess,
endometriosis, mesenteric ischemia, diverticu-
lar disease, perforated colonic carcinoma and
ureteral calculi should be kept in mind in dif-
ferential diagnosis1.
Park et al3 have suggested that less than 20%

of the cases with tubal torsion can be diagnosed
preoperatively due to the lack of spesific symp-
toms and clinical findings.
However, early diagnosis is paramount in chil-

dren and women of reproductive age in order to
improve the likelihood of adnexal salvage and
future fertility.
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There have been reports of using ultrasound
computed tomography and magnetic resonance
imaging in the diagnosis of twisted fallopian
tube1-6. The ultrasonographic appearance in-
cludes an elongated, convoluted cystic mass, ta-
pering as it nears the uterine cornu and demon-
stration of the ipsilateral ovary. In this present
case, ultrasonographic findings of twisted fal-
lopian tube couldn’t be seen possibly secondary
to the masquerading effect of term pregnancy.
In conjunction with radiating character of her
pain to the right lomber region and diagnose of
grade 3 right hydronephrosis on abdominal ul-
trasound, this allied us to make preoperative di-
agnosis of ureterohydronephrosis secondary to
the pregnancy. However, patient’s pain was not
relieved after placement of uretheral catheter
and even worsed.
Right tube was affected 90% of the patients2,3.

This may be due to the presence of the sigmoid
colon on the left or to slow venous flow on the
right side, which may result in congestion4-7.
Laparoscopy remains the gold standard for the

diagnosis and treatment as the early diagnosis
may allow detorsion/salvage of the tube in non-
pregnant patients and in early pregnancy1-7.
In their excellent review, Origoni et al.5 have

reported that the laparoscopic approach appears
more indicated and useful during the first and
second trimester of pregnancy.
Laparotomy is the choice of treatment in

emergency conditions and late pregnancy. If the
diagnosis could be made early some otherwise
normal fallopian tubes could undoubtedly be
saved. If, at laparotomy the torsion is less than a
full circle, and the tube not only appears healthy
but regains its normal color and vitality on un-
doing the twist, then the tube should be saved .
Furthermore, it is suggested that the tube should
then be fixed down to prevent possible future
episodes of torsion. Obviously the abnormal or
gangrenous tube must be excised.

Conclusion

We conclude that, although twisting or tor-
sion of fallopian tube during pregnancy is un-
common, it should be included in the differen-
tial diagnosis of acute abdomen in pregnancy.
Early surgical intervention will decrease obstet-
ric complications and may allow preservation of
the tube.
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