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Case Report  

Isolated twisted hematosalphinx misleading with ovarian cyst torsion 
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INTRODUCTION 

The uterine adnexa consist of the ovaries, the fallopian 

tubes, and the uterine ligaments. A hydrosalphinx may be 

unilateral or bilateral and is primarily a sequel of acute or 

chronic pelvic inflammatory disease. A hydrosalphinx 

usually is asymptomatic; however, it may be associated 

with chronic pelvic pain, dyspareunia, and a sense of 

pelvic pressure. Isolated torsion of the fallopian tube is an 

uncommon cause of acute lower abdominal pain. The 

incidence is estimated to be 1 in 500,000 women. It is 

often found in reproductive age women and is found less 

in prepubertal and perimenopausal women. 

Acute abdomen is one of the important presentations in 

gynaecological practice, the common causes being acute 

pelvic inflammatory disease, torsion of ovarian cyst and 

ectopic pregnancy apart from surgical causes. Tubal 

pregnancy is an important diagnosis to be ruled out in any 

female patient presenting with acute abdomen, especially 

post sterilisation. Authors present a rare case of 

hematosalphinx with torsion at its pedicle with 

hemoperitoneum who presented with acute abdomen.1 

ABSTRACT 

Normal or chronically inflamed fallopian tube can undergo torsion and present as acute abdomen, simulating 

clinically as ectopic gestation. Torsion of the fallopian tube is less frequent but significant cause of lower abdominal 

pain in reproductive age women that is difficult to recognize preoperatively. Authors present a rare case of 

hematosalpinx with torsion at its pedicle with hemoperitonium who presented as 28 years old female with acute 

abdomen that was successfully treated. In cases presenting with hemoperitoneum diagnosis of ruptured ectopic 

pregnancy should be made unless proved otherwise during reproductive age. Rarely ruptured ovarian cyst may also be 

a cause. Unfortunately, hematosalpinx sometimes can undergo torsion due to circulatory imbalance and can present as 

hemoperitoneum and circulatory collapse due to rupture. There have been no specific symptoms, clinical findings, 

imaging or laboratory characteristics identified for this condition. Imaging findings are non-specific in the 

preoperative diagnosis of torsed fallopian tubes. Therefore, most of cases with isolated fallopian tubal torsion had a 

delayed diagnosis and a subsequent delay of timely intervention that may result in failure to save tubal function. 

Torsion of tube can lead to hematosalpinx, hemoperitonium and necrosis of tube which necessitates urgent surgical 

management. This case report describes a twisted hematosalpinx presentation without any predisposing high-risk 

factors. A tubal torsion should be suspected in females with acute pelvic pain, of any age group. An early diagnosis 

and treatment are required to prevent complications. This rare case may highlight a new insight into pathogenesis of 

tubal torsion associated with hematosalpinx. 
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Possible etiologies for the fallopian tube torsion are 

proposed as followed: anatomic abnormalities, such as 

long mesosalpinx, tortuous dilated tube (hydro- or 

hematosalpinx), tubal mass (tubal neoplasm) and adnexal 

mass (adjacent ovarian or paraovarian tumour), 

physiologic abnormalities, such as abnormal peristalsis or 

periovulatory spasm, hemodynamic abnormalities, such 

as adnexal venous congestion, sellheim theory (sudden 

body position changes),trauma, previous surgery or 

disease, such as pelvic inflammatory disease, pelvic 

adhesion and tubal ligation, gravid and enlarged uterus or 

uterine masses.2 

Hematosalphinx has been observed as an unusual 

complication after medical abortion with oral 

mifepristone with misoprostol.3 Hematosalpinx has been 

reported in cases of ectopic pregnancy, even bilateral 

ones in cases of unilateral ectopics.4,5 In cases of 

gynaecologic and obstetric disorders presenting with 

abdominal pain, it is seen that usually the torsion of the 

adnexa is at the pedicle between the ovary and the uterus 

in twisted ovarian cysts.6 

CASE REPORT 

 A 28 years old mother of two children, (non 

tubectomised) with known case of hypothyroidism 

admitted with history of acute pain in left lower part of 

the abdomen of one day duration, severe in nature, 

continuous. Menstrual cycles were regular with normal 

flow and duration. She was in the third day of menstrual 

cycle; urine pregnancy test was negative. 

On examination, her vitals were stable with pulse rate 

98/min and systemic examination was within normal 

limits. Per abdomen examination showed tenderness in 

the left iliac fossa, no guarding or rigidity and bowel 

sounds were present. 

Bimanual pelvic examination revealed normal sized 

uterus with tender cystic mass in left adnexa 

approximately 10 X 10 cm and cervical motion 

tenderness was present. 

Urgent Ultrasound suggestive of left sided cystic mass 

9.5x 6.5 x3.4cm, left ovary appears to the part of the 

cystic lesion, moderate free fluid in pouch of dugles with 

echos.  The uterus and right ovary were normal. Doppler 

findings showed compromised vascularity suggestive of 

torsion. 

Her urine pregnancy test was negative, and all 

biochemical and hematological parameters were within 

normal limits. A diagnosis of twisted ovarian cyst was 

made, and the patient was shifted for emergency 

laparotomy.  

At laparotomy, contrary to our preoperative diagnosis 

there was a left twisted hematosalphinx (10x8x4cm) with 

hemoperitoneum (100cc). The left ovary was normal, and 

rest of the pelvic structures did not reveal any pathology. 

Left salpingectomy was done. On cut section of specimen 

clot of 50cc seen without any evidence of chorionic 

tissue. Post-operative period was uneventful and she was 

discharged on 4th post-operative day. Histopathology 

showed features consistent with hematosalphinx. 

 

Figure 1: Intraoperative picture of twisted 

hematosalphinx. 

 

Figure 2: Drained hematosalphinx. 

DISCUSSION 

A number of causes may account for a hematosalphinx, 

by far the most common being a tubal pregnancy. It may 

also result from tubal disease such as inflammation of the 

fallopian tube. A hematosalphinx can also be associated 

with endometriosis or tubal carcinoma. Further, if 

menstrual blood flow is obstructed (crypto menorrhea), 

caused for instance by a transverse vaginal septum, and 

gets backed up it may lead to a hematosalphinx. A 

hematosalphinx from other conditions may be painless 

but could lead to uterine bleeding. Blood may also escape 

into the peritoneal cavity leading to a hemoperitoneum. 

In all of these cases, hematosalpinx can be very well 

diagnosed by gynaecologic ultrasound examination. 

Regad surveyed 201 cases of fallopian tube torsion and 

found a normal fallopian tube in only 24% and quoted 

that the incidence of fallopian tube torsion is unknown. 

Imaging findings in torsion of the fallopian tube 
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described so far are nonspecific, and clinical correlation 

is mandatory.7 

Associated disease can be Tubal pregnancy (most 

common), Endometriosis, Fallopian tube cancer, 

Salpingitis, Obstructed vagina resulting in menstrual 

blood backflow into fallopian tubes (cryptomenorrhea). 

Unusual complication after medical abortion with oral 

mifepristone with misoprostol. 

Torsion of normal tube in any age in childhood or 

adolescents is because of altered physiological mobility 

of organs. In reproductive age group there are many risk 

factors seen preceding to torsion like salpingitis, 

hydrosalpinx, hematosalpinx, ectopic pregnancy, ovarian 

tumours, adhesions or bands.8 

Complications 

Complication of a hematosalphinx may happen when part 

of the tube becomes twisted (torsion), which can result in 

death if not fixed. Fallopian tube torsion has an estimated 

prevalence of 1 in 1.5 million women. Isolated tubal 

torsion is a rare event in women of reproductive age and 

even more so in adolescent girls. An ectopic pregnancy 

carries with it the deadly risk of uterine tube rupture and 

resulting haemorrhage. 

Risk factors of this situation are fallopian tube infection, 

advanced maternal age (the risk increases with age). 

Hematosalphinx may have no symptoms (asymptomatic), 

or the symptoms may be that of the condition with which 

it is associated: abdominal pain, vaginal spotting, and 

pelvic pain, uterine bleeding, fever and frequent 

urination. 

Investigations  

Temperature, white blood cell count, and erythrocyte 

sedimentation rate may be normal or slightly elevated. 

Imaging findings are non-specific in the preoperative 

diagnosis of torsed fallopian tubes. The ultrasound image 

associated with hydrosalphinx may reveal an elongated, 

convoluted cystic mass, tapering as it nears the uterine 

cornua and the ipsilateral ovary. Doppler evaluation 

could be helpful in a patient with a history of tubal 

ligation if high impedance or absence of flow in a tubular 

structure is noted. Computed tomography or magnetic 

resonance imaging is also reported to be helpful for 

diagnosis.9,10 

Management  

Isolated tubal torsion can be managed with either de-

torsion or simple salpingectomy. Adnexal de-torsion has 

an extremely low risk of thromboembolic events. 

However, it should be performed as early as possible to 

avoid irreversible damage to the tissue. The operative 

approach could be conventional exploratory laparotomy 

or laparoscopic surgery. Several studies of adnexal 

torsion have demonstrated that the color, size, and degree 

of edema do not correlate with necrosis and subsequent 

return to normal tubal or ovarian function. Immediate 

detorsion is always recommended, because it is unclear 

how long a patient has until irreversible damage occurs.11 

Prevention 

Generally womanly immunity becomes weaker over 

menstrual period or after abortion and delivery. 

Therefore, it is time for females to keep the good habit of 

personal hygiene, in which way uterine tubes can be 

saved from invading of bacteria.12  

CONCLUSION 

In conclusion, authors suggest that in the differential 

diagnosis of lower abdominal pain in a reproductive age 

woman, torsion of the fallopian tube leading to 

hematosalpinx should be considered, although it is the 

low incidence. Imaging techniques may be suggestive but 

not conclusive as in our case misleading with ovarian 

cyst torsion. Expedient diagnosis is important to prevent 

adverse sequelae. However, the diagnosis can be 

challenging because the symptoms are relatively 

nonspecific.       
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