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Fallopian Tube Torsion: Laparoscopic Evaluation
and Treatment of a Rare Gynecological Entity
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Background: Fallopian tube torsion is a cause for acute low abdominal pain that is difficult to diagnose.
The purpose of this article is to review the available data on and to update clinicians regarding its diag-
nosis and treatment in the era of laparoscopic surgery.

Methods: We searched in MEDLINE and EMBASE and reviewed the lists of references. The keywords
used were “laparoscopy,” “fallopian tube,” and “torsion.”

Results and Conclusion: Fallopian tube torsion is an uncommon cause for acute low abdominal pain
in women. Because it has no pathognomonic clinical symptoms or findings on imaging or laboratory
studies, a history of current or past pelvic pathologic conditions or surgery, as well as pregnancy,
should draw the attention of the attending physician to its occurrence. Early laparoscopy is the refer-
ence standard in the diagnosis and treatment.(J Am Board Fam Pract 2001;14:274-7.)

Fallopian tube torsion is a rare gynecologic cause of
acute low abdominal pain. Several hundred cases
have been reported in the literature since the orig-
inal description by Bland-Sutton in 1890." The lack
of pathognomonic symptoms, clinical findings on
physical examination, and specific imaging or lab-
oratory characteristics makes this entity difficult to
diagnose preoperatively, which can cause surgical
intervention to be postponed. In the past surgical
repair was performed by laparotomy. The intro-
duction of laparoscopy for routine use in gynecol-
ogy has changed the approach to both the diagnosis
and treatment of fallopian tube torsion.

The purpose of this article is to review the avail-
able data on this rare entity and to update clinicians
regarding its diagnosis and treatment in the era of
laparoscopic surgery.

Methods
We searched in MEDLINE and EMBASE and
reviewed the lists of references in the original arti-
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cles. The keywords used were “laparoscopy,” “fal-
lopian tube,” and “torsion.”

Etiology
The exact cause of fallopian tube torsion is un-
known. Some studies have postulated theoretical
explanations. Torsion is unlikely with an intact
tube and is more often the result of an ovarian cyst
or tumor. Regad® surveyed 201 cases of fallopian
tube torsion and found a normal appearance in only
24%. In many of the patients, no pathologic reports
were available. Hydrosalpinx was found in 18%,
and infection in 13%. Pelvic tumor and normal or
ectopic pregnancy were reported in the remainder.
It is noteworthy that in 12% of these cases, the
diagnosis of fallopian tube torsion was made during
a normal intrauterine pregnancy. Since Regad’s re-
port, 14 additional cases of tubal torsion during
pregnancy have been described.”~ Fallopian tube
torsion has also been described after surgical ster-
ilization (mainly with the use of the Pomeroy tech-
nique®'?), in primary carcinoma of the fallopian
tube,'" with hematosalpinx,'? during labor,"* and
in a premenarchal girl with endometriosis.'*
Youssef et al'’ noted factors that could possibly
influence the occurrence of fallopian tube torsion
and divided them into two types: internal and ex-
ternal (Table 1). Taken together, the existing re-
ports indicate that the mechanism underlying tubal
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Table 1. Intrinsic and Extrinsic Causes of Fallopian
Tube Torsion.

Intrinsic
Congenital anomalies

Excessive length of tube or spiral course
Acquired pathology

Hydrosalpinx, hematosalpinx, neoplasm, surgery
Autonomic dysfunction and abnormal peristalsis
Extrinsic
Changes in the neighboring organs

Neoplasm, adhesions, pregnancy
Mechanical factors
Movement or trauma to the pelvic organs

Pelvic congestion

Table 2. Possible Mechanisms for Tubal Torsion.

Mechanical disturbance
Venous obstruction
Lymphatic congestion
Diffuse edema

Tubal enlargement
Tubal torsion

torsion is apparently a sequential mechanical
event.'® The process begins with the mechanical
blockage of the adnexal veins and lymphatic vessels
by ovarian tumor, pregnancy, hydrosalpinx and pel-
vic adhesions after tubal infection, or pelvic oper-
ation. This obstruction causes pelvic congestion
and local edema, with subsequent enlargement of
the adnexa, which in turn induces partal or com-
plete torsion (Table 2). Furthermore, the mechan-
ical blockage of the distal part of the fallopian
tubes, together with the normal secretion of the
fallopian tube glands, can cause hydrosalpinx, a risk
factor by itself for torsion.

The incidence of fallopian tube torsion is un-
known, and only sporadic cases are reported each
year. It rarely occurs before menarche or during
menopause.'’?° This dispersion of frequencies ap-
parently is because most risk factors for tubal tor-
sion, such as ovarian cysts, infections, and pelvic
surgery, occur mainly in the reproductive age-

group.

Clinical Manifestations

The most common symptom of fallopian tube tor-
sion is convulsive pain at the waist or pelvis, pro-
jecting to the side of the tubal torsion. The pain

tends to increase with time and to radiate to the
thigh, with rebound tenderness and some stiffness
of the abdomen on the affected side. It is often
accompanied by gastrointestinal symptoms, such as
nausea and vomiting, and urinary frequency and
urgency with voiding difficulties. Intestinal peri-
stalsis is usually normal. A sensitive adnexal mass
might be found during a vaginal examination. Cer-
vical motion tenderness can mimic tuboovarian ab-
scess or pelvic inflammatory disease.”’ The lack of
specificity of the clinical signs and symptoms and
the numerous pathologic findings in the pelvis and
lower abdomen often fail to alert the physician to
the condition, making diagnosis difficult.'**%?

Evaluation and Treatment

A medical history of ovarian or fallopian tube dis-
ease, along with the symptoms described above, is
an important consideration. The available labora-
tory or imaging studies cannot confirm fallopian
tube torsion. They can, however, rule out other
abdominal conditions with similar clinical charac-
teristics, such as nephrolithiasis, cholelithiasis, ap-
pendicitis, extrauterine pregnancy, tubo-ovarian
abscess, and pancreatitis. In our center, patients
with a differential diagnosis of fallopian tube tor-
sion routinely undergo a complete physical and
vaginal examination, color Doppler transvaginal
sonography (Figure 1), and other imaging and lab-
oratory studies (abdominal sonography or radio-
graphs, intravenous pyelography, complete blood
count, serum amylase and liver enzyme measure-
ments, and so on). The finding of high impedance
or absence of flow in a tubular structure, especially
in a patient with a history of tubal ligation, can be
indicative of the diagnosis.”*** Before laparotomy,
culdocentesis had been suggested to determine
whether there was intraperitoneal bleeding. This
technique has been replaced by laparoscopy, which
is currently the most specific diagnostic tool for
evaluating torsion. The definitive diagnosis of tubal
torsion is still made retrospectively, usually after
diagnostic laparoscopy.

At the present time, laparoscopic adnexal detor-
sion, not adnexectomy, is the procedure of choice.
Because most of the patients are in their reproduc-
tive years, efforts should be made to preserve fer-
tility if the ischemic damage appears to be revers-
ible, and no malignancy is suspected., A complete
resection is performed when the tissue is gangre-
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Figure 1. Normal adnexal blood flow, displayed by color Doppler transvaginal ultrasonography. Red indicates flow
toward the transducer, and blue, away from it. The Doppler pattern can differentiate between arterial and venous
flow by the pulsation pattern (continuous nonpulsative flow indicates a venous flow). Absence of flow, in addition
to the clinical symptoms, raises the possibility of adnexal torsion.

nous, there is a tubal or ovarian neoplasm, or the
woman has completed her family. When there is no
apparent ischemic damage, most of the twisted ad-
nexa regain their function.

Recovery is much faster after laparoscopy than
after laparotomy. Laparoscopy also causes fewer
pelvic adhesions, which is especially important for
women of reproductive age who wish to preserve
their fertility. Compared with laparotomy, laparos-
copy (especially if performed in the second trimes-
ter) provides a better chance for the successful
continuation of a pregnancy. If the patient is in her
third trimester, most surgeons prefer laparotomy,
because laparoscopy is technically very difficult.
The main complications associated with the oper-
ation are from the effects of general anesthesia,
bleeding, perforation of hollow viscera or blood
vessels, infection, herniation from the trocar entry
port, abortion, or preterm delivery.

We would like to emphasize that most of the
studies are case reports of laparotomy and adnex-
ectomy, many of them without histologic confir-
mation. Further research is needed regarding some
of the unanswered questions about the percentage

of the preserved tubes that progress to gangrene,
future fertility, and pregnancy outcome.

Conclusion

Fallopian tube torsion is an uncommon cause for
acute low abdominal pain in women. Because it has
no pathognomonic clinical symptoms or findings
on imaging or laboratory studies, a history of cur-
rent or previous pelvic pathologic conditions or
surgery, as well as pregnancy, should draw the
attention of the attending physician to its occur-
rence. Early laparoscopy is the reference standard
in the diagnosis and treatment.
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