
Acute abdomen in pregnancy due to isolated Fallopian tube 
torsion: The laparoscopic treatment of a rare case

Zacharoula Sidiropoulou, António Setúbal

Zacharoula Sidiropoulou, General Surgery Department, Hos-
pital São Francisco Xavier-CHLO, 1449-005 Lisbon, Portugal
António Setúbal, Gynecology and Obstetrics Department, 
Hospital da Luz, 1500-650 Lisbon, Portugal
Author contributions: The authors have reviewed the paper 
and consent fully to its publication.
Correspondence to: Dr. Zacharoula Sidiropoulou, MD, 
MSc, General Surgery Department, Hospital São Francisco 
Xavier-CHLO, Estrada do Forte do Alto do Duque, 1449-005 
Lisbon, Portugal. zachsidmd@gmail.com
Received: April 3, 2014          Revised: June 27, 2014
Accepted: October 1, 2014
Published online: November 16, 2014

Abstract
In the last years, operative laparoscopy became a stan-
dard approach in gynaecology and general surgery. 
Even in pregnancy its use is becoming more widely 
accepted. In fact, it offers advantages similar to those 
in no pregnant women, associated with good maternal 
and fetal outcomes. Around 0.2% of pregnant women 
require abdominal surgery. The most common indica-
tions of laparoscopy in pregnancy are cholelithiasis 
complications, appendicitis, persistent ovarian cyst and 
adnexal torsion. Authors describe a very rare case of 
acute abdomen due to isolated Fallopian tube torsion 
in a 24th weeks pregnant woman, managed by laparo-
scopic salpingectomy.   
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Core tip: Authors describe a very rare case of acute 
abdomen due to isolated Fallopian tube torsion in a 
24th weeks pregnant woman, managed by laparoscopic 
salpingectomy. In all literature the most recent estima-
tion for its incidence dates from 1970, when Hansen 

estimated 1 per 1.5 million women to have isolated 
Fallopian tube torsion in Denmark. And since 1933 only 
25 cases of Fallopian tube torsion in pregnant women 
were described.
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INTRODUCTION 
The Fallopian tube torsion is a rare cause of  acute abdo-
men and even more rare during pregnancy. In 1933, Re-
gad )[1] reported 201 cases of  tubal torsion, 12% of  these 
occurred in pregnant women (n = 24). Since 1933 until 
2013 only 25 cases were described.

The etiology is uncertain, but some authors descri-
bed factors that could be implicated in the occurrence 
of  Fallopian tube torsion. Some of  them are intrinsic of  
the tube like congenital anomalies or acquired pathology 
(hidrosalpinx, hematosalpinx, neoplasm, surgery) or au-
tonomic dysfunction and abnormal peristalsis; and other 
are extrinsic like adhesions, pregnancy, mechanical fac-
tors, movement or trauma to the pelvic organs or pelvic 
congestion[2,3].

Since the Fallopian tube torsion is a rare condition 
and sporadic cases are reported, its real incidence is unk-
nown, and it seems that it is more frequent in the repro-
ductive age, which is understandable because almost all 
risk factors are not frequent before menarche or during 
menopause[3]. 

The clinical characteristics, the laboratory or the im-
aging studies are not specific, so the diagnosis is difficult. 
The acute abdominal pain at the lower quadrants is the 
most common symptom, with sensitive painful palpa-
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tion of  the same abdominal area. As the clinical and the 
complementary study are not specific, the definitive di-
agnosis can be made by laparoscopy. The authors think 
that, at the present time, laparoscopy in the setting of  
experienced and dedicated teams should be the standard 
approach for this situation, even in pregnant women.

We described a case of  a 24 wk pregnancy with a right 
Fallopian tube torsion which was managed by laparosco-
pic salpingectomy. 

CASE REPORT 
A 36-year-old healthy primigravida, with an uneventful 
pregnancy until the 24th week of  pregnancy. At this time 
she complained of  a persistent right flank abdominal pain 
with a sudden increase. Physical examination revealed ab-
dominal enlargement compatible with pregnancy age and 
a painful right mid abdominal quadrant palpation, with 
tenderness and without palpable masses. 

The ultrasound study revealed a single, life fetus, with 
a biometry compatible to a 24 wk pregnancy, with normal 
amniotic fluid volume and with a normal placenta with 
no signs of  abruption; and in the right lower area it sho-
wed a cystic structure measuring 4 cm × 3 cm in diame-
ter, probably with an adnexial origin. The MRI confirmed 
the cystic image, without anyother pathology (Figure 1). 
Because pain persists, laboratory findings were unspecific 
and physical examination then was a persisting pain with 
poor tenderness and peritoneal reaction (acute abdominal 
pain), two diagnoses were made - acute appendicitis and 
adnexal torsion. 

 A diagnostic laparoscopy was then performed. Be-
cause the uterus extends 5 cm above the umbilicus, this 
fact limits the abdomen first entrance, so a direct entran-
ce in the umbilicus could accidental damage the uterus. 
Alternative Palmer point or the 9th intercostal space is 
also dangerous because the big pregnant uterus push all 
the abdominal viscera up. The surgery that we described 
was an emergent situation, the bowel was not prepared, 
the viscera distortion was bigger. So the decision was to 
perform the open technique with the Hasson trocar. The 
problem was identified by the diagnostic laparoscopy 

and then the auxiliary trocars were placed underdirect 
vision and according to the best ergonomic approach for 
the salpingectomy (Figure 2). We decided to perform a 
salpingectomy because of  the gangrenous aspect of  the 
tube as consequence of  its pedicle torsion (Figure 3), 
without any macroscopic changes of  the appendix. The 
specimen was extracted with a laparoscopic bag. The 
patient was discharged on the second day after surgery 
without any complains or surgical and obstetric compli-
cation. The reason for two days of  hospital stay was ba-
sed on the diagnosis in a 24th week pregnant woman and 
immediate control of  fetal well-being. 

The histopathologic examination of  the specimen 
showed a necrotic tube, secondary of  a paraovarian cyst 
torsion. She delivery a healthy, 3350 g, baby at the 40th 
week of  pregnancy by an instrumental vaccum vaginal 
delivery because of  a progressive distocia at the 2nd stage. 
No maternal or fetal complications occurred at the peri-
partum period. 

DISCUSSION 
Isolated torsion of  Fallopian tube is a very uncommon 
condition, even more rare in pregnant women. In all lite-
rature the most recent estimation for its incidence dates 
from 1970, when Hansen[4] estimated 1 per 1.5 million 
women to have isolated Fallopian tube torsion in Den-
mark. And since 1933 only 25 cases of  Fallopian tube 
torsion in pregnant women were Described[2,5,6]. Since 
this is a very rare situation, probably the series published 
underestimate the real incidence of  this pathology. 

Other aspect hard to describe is its etiology. Its real 
cause is uncertain and it can happen in healthy tubes, but 
some risk factors were described as possible causes. This 
factors were divided in two types: internal or intrinsic like 
congenital anomalies (excessive length of  tube or spiral 
course), acquired pathology (hidrosalpinx, hematosalpinx, 
neoplasm, surgery) or autonomic dysfunction and ab-
normal peristalsis; and external or extrinsic factors such 
as changes in neighboring organs (neoplasm, adhesions, 
pregnancy), mechanical factors, movement or trauma to 
the pelvic organs or pelvic congestion[2,3,7].

Although the clinical characteristics are not exclusive 
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Figure 1  Cystic structure on the right adnexa (magnetic resonance imag-
ing image). 

Figure 2  The abdominal sites of the auxiliary trocares.



of  the Fallopian tube torsion, the most common symp-
tom is the lower abdominal pain, generally with a sudden 
onset and accompanied by nausea, vomiting or urinary 
urgency[2,3]. Physical findings include abdominal tender-
ness, with or without peritoneal signs and an inconstant 
palpable mass[2,3].

  All this clinical signs and symptoms are common 
with other medical conditions and give the physician a 
differential diagnosis problem, which includes ovarian 
torsion, acute appendicitis, ectopic pregnancy, acute sal-
pingitis, tuboovarian abscess, ruptured ovarian cyst, de-
generated leiomyoma, urolithiasis, intestinal obstruction 
or perforation[7-9]. Laboratory values are nonspecific and 
do not help in the differential diagnosis[7,9]. The sono-
graphic findings of  isolated Fallopian tube torsion are 
not pathognomonic and are quite variable[9], especially in 
second and third trimesters of  pregnancy, where the ad-
nexas are more difficult to visualize. But the finding of  a 
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[10,11]. 

 Pre-operative diagnosis of  tubal torsion is very di-
fficult and as its management is surgical the diagnostic 
laparoscopy is the tool for the definitive diagnosis and 
treatment[3], even in advanced pregnancies, like the case 
described. 

Until now, there are no prospective and randomized 
studies that compared laparoscopic procedures with 
laparotomy during pregnancy. Retrospective studies pu-
blished, show that laparoscopy in pregnancy appears safe 
and can be performed without a considerable increment 
in maternal and fetal complications. Mathevet et al[12] 
published the results of  48 laparoscopic procedures for 
management of  adnexal masses in pregnancy (17 cases 
were performed during the first trimester, 27 cases in the 
second trimester and 4 in the third trimester). Except 
one fetal loss 4 d after surgery, no complications were 
observed during the intra and post-operative periods 
and obstetrical outcomes were. So the authors conclu-
ded that laparoscopic management of  adnexal masses in 
pregnancy is a safe and effective procedure, performed 
by an experienced team. Similar conclusions were made 
by Lenglet et al[13] in a series of  26 pregnant patients who 

underwent the laparoscopic surgery of  ovarian cysts.
Despite the limited data, it seems that laparoscopic 

surgery in pregnancy, in experienced hands, is a technique 
acceptable with some advantages, including early return 
of  bowel function, early ambulation, short hospital stay, 
rapid return to normal activity, low rate of  wound in-
fection and hernia and less pain after the procedure[14,15]. 
Another advantage of  laparoscopy is the lesser manipula-
tion of  the uterus which leads to less uterine contractions, 
so less spontaneous abortion, preterm labor and prema-
ture delivery[14]. However laparoscopy during pregnancy 
should be performed with caution and some precautions 
should be taken like: routinely intraoperative fetal moni-
toring, attention with patient position (for example, the 
lateral decubitus position should be preferred to prevent 
inferior vena cava compression), the Hasson trocar open 
technique seems to be safer to prevent inadvertent punc-
ture of  the uterus (but no studies showed a real advanta-
ge under the Veress technique), intra-abdominal pressure 
should be kept less than 15 mmHg, maternal end- tidal 
volume CO2 should be monitored and kept within the 
normal range, depending on the height of  the uterus the 
secondary trocars should be inserted under direct vision 
and their position decided according to the uterus size 
and the position of  the abnormal findings. The adminis-
tration of  prophylactic tocolytics is not necessary; it can 
be given if  there is evidence of  uterine contractions[14,16].  

In conclusion, isolated Fallopian tube torsion should 
be considered as a possible diagnosis of  acute abdominal 
pain in pregnancy. The diagnostic laparoscopy is the gold 
standard for its definitive diagnosis and allows the tube 
torsion resolution with a minimal invasive technique, 
even in pregnant women.

COMMENTS
Case characteristics
Acute abdómen in pregnancy, diagnostic challenges.
Clinical diagnosis
Abdominal enlargement compatible with pregnancy age and a painful right mid 
abdominal quadrant palpation, with tenderness and without palpable masses. 
Differential diagnosis
Laboratory and image exams, high clinical suspicion.
Imaging diagnosis
Ultrasonnography in first approach, magnetic resonance imaging confirmation.
Pathological diagnosis
Histology validates the findings.
Treatment
Laparoscopy, diagnostic and treatment.
Experiences and lessons
Laparoscopy in experienced hands might be the gold standard approach in 
acute abdómen in pregnant woman.
Peer review
In this case report, the authors highlighted the useful of laparoscopic approach 
for emergent abdominal surgery in pregnant women. Their assertion is accepta-
ble and the manuscript is well written.
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Figure 3  The pedicle torsion of the right Fallopian tube. 
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