Torsion of Fallopian Tube, Fimbrial Cyst
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Abstract

A case of fallopian tube fimbrial cyst torsion with
haemorrhage is presented, occurring in a 37 year old female
who had tubal ligation 6 years back. She presented in
emergency with acute abdomen. Initial assessment of
ovarian cyst haemorrhage or torsion was made. Ultrasound
showed cystic structures in left adnexa and complex cyst in
right adnexa with suspicion of torsion. Laparoscopy was
performed and bilateral fimbrial cysts in fallopian tubes
were identified with torsion on right side, and a left ovarian
haemorrhagic cyst, which was subsequently confirmed on
histopathology. Although fallopian tube torsion of fimbrial
cyst is rare, it should be considered in patients who had
history of bilateral tubal ligation. Again it should also be
considered in the differential diagnosis of acute abdomen in
females.

Introduction

Isolated twisting of fallopian tubes is an uncommon
event!. The frequency is 1/1,500,000 women2. Right
fallopian tube is most commonly affected. The condition is
frequently misdiagnosed with acute appendicitis or ovarian
torsion. The torsion of fallopian tube and para-ovarian cyst
is usually seen in reproductive age group. The age range is
from 21-40 years3. It is also rare in pregnancy, with only one
case in 120,000 pregnancies being reported over a period of
10 years*. The exact cause of fallopian tube torsion is
unknown; however several etiologies have been postulated.
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The signs and symptoms and physical findings mimic
common diseases as mentioned above, therefore the
diagnosis is never established before an invasive procedure
like laparoscopy. Accurate and immediate diagnosis can
lead to early intervention, avoid complications and may
even save the organ.

Case Report

A 37 year old female presented in emergency
department complaining of diffuse abdominal pain for 3
days, with maximum intensity in right iliac fossa. Pain was
sudden in onset, initially mild to moderate which
progressively became severe. It was associated with nausea,
but no vomiting, bowel or urinary symptoms. Patient did not
complain of any history of vaginal bleeding.

Patient's obstetric and gynaecological history
included four live births and one miscarriage. Last
delivery resulted in a lower segment caesarian section six
years back during which patient had bilateral tubal
ligation. Patient also suffered from menorrhagia and
anaemia and was treated with blood transfusions and
intravenous iron injections. Ultrasound examination for
an episode of pelvic inflammatory disease 2 years back
showed tubular structure in right adnexa about 5.1 x 2.3
cm consistent with hydrosalpinx. It was treated
conservatively. Repeat ultrasound six months back was
normal.

During this admission, vitals were within normal
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limits with pulse 88 beats per minute, blood pressure 110/70
mmHg and temperature 36.8°C. Tenderness on abdominal
examination; however no rebound tenderness and gut
sounds were audible. Uterus felt bulky but was difficult to
assess due to abdominal tenderness, however bilateral
adnexal fullness and tenderness was noted. Vaginal
examination showed posterior cervical lip which was
hypertrophied and spotting was present. Laboratory
investigations were unremarkable.

Abdominal and transvaginal ultrasound was
carried out which showed bulky anteverted uterus
measuring 8.9 x 4.5 x 6.4 cms with endometrial thickness
of 1 cm. A small hypo echoic lesion measuring 1.1 x 1.3
cms was seen in myometrium of fundus representing an
intramural fibroid. A multicystic structure, measuring 3.5
x 2.7 cms, seen in left adnexa was not separately
visualized from left ovary. A complex cyst, measuring 3.9
x 2.9 cms, was identified in right adnexa (Figure 1)

Figure 1: Right ovary (right image). Complex cyst, (3.9 x 2.9 cms) in right adnexa
continuous with right ovary (left image).

continuous with right ovary; suspicion was raised for
torsion of ovarian cyst as it was slightly higher up;
however other differential diagnosis in the report were
appendicitis, embryological remnant or a paraovarian
cyst. Minimal streak of fluid was seen around this
structure. Right ovary measured 2.6 x 1.9 cms (Figure 2).
A diagnosis of haemorrhagic ovarian cyst or torsion was
made and laparoscopy was performed. Laparoscopic
findings were consistent with a multiloculated fimbrial
cyst approximately 4 x 4 cms and a 1 x 1 cm
haemorrhagic cyst in left ovary. Approximately, a 3 x 4
cms haemorrhagic cyst found at fimbrial end and 2 x 2
cms haemorrhagic cyst in right ovary. The right sided
fimbrial cyst was twisted 3-4 times. Laparoscopic
bilateral fimbrial cyst excision and right haemorrhagic
ovarian cystectomy was done. Patient remained stable
postoperatively and was discharged same day.
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Figure 2: Right ovary measuring approximately 2.6 x 1.9 cms (left image).
Hemorrhagic cysts seen in right ovary (visualized in both images).

Histopathology confirmed a right sided fimbrial
cyst with features of haemato-salpinx, and a left sided
haemorrhagic ovarian cyst. Left fimbrial cyst features
were suggestive of salpingitis isthmica nodosa. No
malignant change was reported. Patient was doing well at
the follow up visit.

Discussion

Isolated torsion of fallopian tube or fimbrial cyst
torsion is rare, therefore the diagnosis is often difficult
and delayed because of its rarity and its presentation as
an acute abdomen!. Various theories have been
postulated to explain the cause of Fallopian tube torsion.
A survey of 201 cases of fallopian tube torsion by Regad>
found a normal appearance in only 24%. Causes of
fallopian tube torsion include anatomic abnormalities
including long mesosalpinx, tubal abnormalities,
hydrosalpinx and hydatids of morgagni. Physiologic
abnormalities include peristalsis or hyper mobility of the
tube and tubal spasm from drugs. Haemodynamic
abnormalities include venous congestion in the
mesosalpinx, trauma.® Previous surgery as tubal ligation,
specially the use of Pomeroy technique, can predispose
to fallopian tube torsion.”

The torsion of accessory fallopian tubes and
isolated torsion of the fimbriae can also occur in children
and adolescents.8 The differential diagnosis of Fallopian
tube torsion includes acute appendicitis, ectopic
pregnancy, pelvic inflammatory disease, twisted ovarian
cyst and degenerative leiomyoma.® Despite published case
reports, there is often delay in making a preoperative
diagnosis, as isolated tubal torsion is a rare event, even in
adult women.!0 The interval between tubal sterilization
and occurrence of tubal cyst is about 10 years, ranging
from 4 to 21 years. The Hydatids of Morgagni are another
infrequent cause of adnexal torsion.!! The most common
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presenting symptom is pain which begins in the affected
lower abdomen or pelvis but may radiate to the flank or
thigh. The onset of pain is sudden and cramp like and there
may be complaints of scant uterine bleeding. The body
temperature, white blood cell count and erythrocyte
sedimentation rate may be normal or slightly elevated.
Many reports indicate that torsion of the Fallopian tube is
more common on the right side than on the left.12 Pelvic
examination may reveal tender, tense adnexa associated
with cervical tenderness. For diagnostic purposes
ultrasound can help in detecting adnexa mass with torsion
or haemorrhage, but the diagnosis is never established
before operation.

Ultrasound may show an elongated, convoluted
cystic mass, tapering as it nears the uterine cornu and
demonstrates the ipsilateral ovary separate from the
mass. Doppler evaluation can further help by showing
findings of high impedance or absence of flow in a
tubular structure.!3

The management of this condition consists of
early surgery. Laparotomy is often performed but
laparoscopic surgery is a better option for twisted
fallopian tube. In this case laparoscopy was suitable as
patient was haemodynamically stable and the size of
cysts was such that could be managed
laparoscopically®. Although fallopian tube torsion of
fimbrial cyst is rare, it should be considered in patients
who have history of bilateral tubal ligation and should
be included in differential diagnosis of female patients

presenting with acute abdomen.
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