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CASE REPORT / OLGU SUNUMU

Isolated tubal torsion in a woman who had laparoscopic tubal
ligation by bipolar electrocoagulation

Bipolar elektrokoteri ile bilateral tuba ligasyonu olan kadinda izole tubal torsiyon

Tevfik YOLDEMIR, Mithat ERENUS

ABSTRACT

A 29-year-old woman with tenderness in the left lower quadrant of
the abdomen with no guarding or rebound tenderness was admitted to
the hospital. Her pelvic examination revealed a tender, semi-mobile
and semi-solid mass, 6 cm in diameter, just palpable adjacent to the
left fornix. Her medical history was otherwise normal except that
she had had laparoscopic tubal ligation by bipolar cauterization two
months earlier. After 48 hours of medical treatment, laparoscopy
was performed. The uterus and both ovaries appeared normal.
The distal portion of the left tube remnant was twisted three times
on its mesosalpinx and appeared gangrenous and necrotic. A left
partial salpingectomy was done laparoscopically. The woman was
discharged after 8 hours from the hospital. The pathology confirmed
the diagnosis of torsion of a previously dilated tube.
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OZET

Rebound, defansi olmayan sol alt kadran agrist olan 29 yasidaki
kadin hastaneye yatirildi. Pelvik muayenesinde sol forniks
komsulugunda agril1, yar1 mobil, yar1 sert 6 cm ¢apinda kitle palpe
edildi. Medikal &ykiisiinde 2 ay dnce bipolar koter ile laparoskopik
tuba ligasyonu haricinde bir 6zellik yoktu. 48 saat medikal tedavi
sonrasit laparoskopi yapildi. Rahim ve yumurtaliklar normal
goriiniimdeydi. Sol tiipiin distal boliimii mezosalpinks etrafinda
3 kez dolanmist1 ve gangrenli, nekrotik goriilityordu. Sol parsiyel
salpinjektomi yapildi. Ameliyattan 8 saat sonra kadin taburcu edildi.
Patoloji dilate tiipiin torsiyonunu teyid etti.
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Introduction

Torsion of adnexa of the uterus is a relatively common
condition with a prevalance of 2.7% [1]. However, isolated
torsion of the fallopian tube is an even rarer condition
with an incidence of 1 in 1.500.000 women [2]. This event
occurs without involvement of the ovaries. Predisposing
factors for torsion of the tube are anatomical abnormalities,
abnormal motility, ovarian or para-ovarian masses, infection,
pyosalpinx, hematosalpinx, pregnancy, sudden body position
changes, trauma, venous congestion in the mesosalpinx and
previous tubal surgery like tubal ligation [3]. We present a
case in which isolated tubal torsion occurred 2 months after
laparoscopic tubal ligation by bipolar electrocoagulation.

Case report

A 29-year-old woman, gravida 4, para 2, abortion 2
was admitted to an outpatient clinic with a complaint of
suprapubic pain and vaginal discharge. The patient was
initially diagnosed to have pelvic inflammatory disease
(PID). Her symptoms did not regress even though she was on
cefamezine and metronidazole treatment for 2 days. She was
sent to our hospital for further evaluation.

On admission to our emergengy room she was afebrile
and had tenderness in the left lower quadrant of the abdomen
with no guarding or rebound tenderness. Her medical history
was uneventful except the laparoscopic tubal ligation she had
had by bipolar cauterization two months earlier. Her pelvic
examination revealed a tender, semi-mobil and semi-solid
mass of 6 cm in diameter adjacent to the left fornix. The pelvic
ultrasound demostrated a normal uterus and ovaries with a
cystic structure measuring 61x35x38 mm adjacent to the left
ovary. There was free fluid in the pouch of Douglas. The
initial possible diagnosis was PID and pyosalpinx. Complete
blood count, blood chemistry, liver and kidney function tests,
coagulation profile, urine analysis were all within normal
limits. The sedimentation rate was measured as 88mm/h
and the C- reactive protein (CRP) level was 68 mm/L. A
blood human chorionic gonadotropin (B-hCG) assay was
less than 1 IU/ml. Ofloxacin 400 mg IV every 12 hours and
metronidazole 500 mg IV every 8 hours was started and she
was scheduled for laparoscopy 48 hours after initiation of
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Figure 1. Excised tube

treatment. The uterus and both ovaries appeared normal. The
distal portion of the left tube remnant was twisted three times
on its mesosalpinx and appeared gangrenous and necrotic.
The right tube had a ligation scar along its middle portion. A
left partial salpingectomy was done laparoscopically.

On macroscopic examination, the mass was dark and had
a necrotic appearance, measuring 60x40x25 mm. (Figure 1
and 2) The pathology report showed an infarcted dilated tube
and confirmed the diagnosis of torsion of a previously dilated
tube.

The patient’s pain regressed after surgery. She was
discharged from the hospital 8 hours after operation. Her
follow-up examination one month after the operation was
normal.

Discussion

Tubal ligation for surgical sterilization is being used widely.
A rare complication of this procedure is tubal torsion, which
occurs especially after monopolar electrocoagulation where
the mesosalpinx is extensively damaged. Hydrosalpinx is
another presdisposing factor for tubal torsion [4]. In a study
which investigated the proximal tube remnants after tubal
ligation by hysterosalpingography dilatation was found in
both the short and the long tubal remnants in 67% of cases [5].
This finding may explain the predisposition of these dilated
fallopian tube remnants for torsion. Hydrosalpinx occurring
after ligation results from the accumulation of secretions
from the tubal epithelium when both ends of the tube become
occluded. Surgical cauterisation or ligation of one end may
thus provoke hydrosalpinx formation in cases with previous
distal occlusion at the other end.

The change in the blood supply to the distal portion of
the tube by an interruption of the venous and the lymphatic
drainage, causes congestion and edema which may facilitate
the torsion. Surgical division of the mesosalpinx of the
tube may weaken the structural support provided by the
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Figure 2. Gangrenous hydropic tube

mesosalpinx. Hydrosalpinx must be suspected when a
cystic adnexial mass is seen in a patient with a history of
tubal ligation, PID or pelvic surgery. In our case , the initial
ultrasound findings were in favor of a possible PID or
hydrosapinx. Thus medical treatment was started accordingly.

Symptomatology of the tubal torsion is variable [6]. The
pain during the initial phase of torsion is of sudden onset,
intermittent in character with an abdominal tenderness and
possible rebound tenderness. When the torsion is intermittent
or reversible, the pain is cyclic, intermittent, particularly
periovulatory. Our patient had sudden onset of pelvic pain
which persisted for 4 days when she was on antibiotics.
The patient’s clinical condition did not improve during her
treatment in our clinic. Hence, diagnostic laparoscopy was
performed. Isolated left tubal torsion was detected along the
previous tubal ligation site which could explain the pain that
was unresponsive to medical treatment.

Historically, there has been concern that tubal sterilization
may cause subsequent gynecologic and psychologic problems
which have been called the “post-tubal ligation syndrome”. A
high incidence of pelvic disorders occurs after tubal ligation,
mostly menstrual disorders [7]. In one study with a ten year
follow up of 200 women after tubal ligation the reported
cumulative incidence of pelvic disorders was 24% [8].
Menometrorrhagia is the main disorder with a percentage
of 54%. Other complications were PID, endometriosis,
adenomyosis, and endometrial carcinoma. Almost one third
of these complications occur during the first year of the tubal
ligation. The initial diagnosis of our patient was PID which is
the most common complication after tubal ligation. There is
evidence to support the concept that tubal ligation, mostly due
to the technique applied, may result in disruption of ovarian
blood or nerve supply, producing gynecologic sequelae [9].

More recent large prospective epidemiologic studies that
have taken prior gynecologic problems and contraceptive
usage into consideration have failed to show an increased
incidence of gynecologic sequelae [9,10]. Peterson et al.
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studied the risk of menstrual abnormalities in a total of 9514
women and found that women who have undergone tubal
sterilization are no more likely than other women to have
menstrual abnormalities [11].

In summary, torsion of a fallopian tube is a rare
complication seen after tubal ligation. It should be considered
in the evaluation of women with acute onset of lower
abdominal pain with a history of tubal ligation. Sonographic
findings may help to establish the preoperative diagnosis.
Laparoscopy should be the preferred diagnostic tool and the
best therapeutic approach.
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