
Abstract

Although hydrosalpinx is usually a result of gonorrhoeal or chlamydial salpingitis, it 

may also develop with genital tuberculosis, after tubal ligation and total 
1hysterectomy in reproductive age group patients.  Incidence of hydrosalpinx in post 

2hysterectomy patients is around 20- 22% world wide.

We present a case of hydrosalpinx treated by marsupialisation. This is the first time 

marsupialisation of hydrosalpinx has been done in the world literature. The 

management of a hydrosalpinx is discussed.

Introduction

ydrosalpinx is a distally blocked Hfallopian tube filled with serous or 

clear fluid. The blocked tube may become 

substantially distended giving the tube a 

characteristic sausage-like or retort-like 
3shape.  The condition is often bilateral and 

the affected tubes may reach several 

centimetres in diameter. Historically, 

hydrosalpinx has been considered the 

result of pelvic inflammatory disease. It 

may be iatrogenic, as after tubal 

sterilisation operation or after any pelvic 

surgery causing peritubal adhesions. 

Genital tuberculosis is another important 
1cause in developing countries.  A 

hydrosalpinx may be asymptomatic. When 

bilateral, the woman is infertile. A large 

hydrosalpinx may produce symptoms due 

to pressure on adjacent structures. It may 

get infected to produce a pyosalpinx. 

Hence it is necessary to treat a large 

hydrosalpinx. Generally treatment for 

hydrosalpinx is either conservative like 

salpingotomy. In extreme cases when tube 

cannot be preserved, salpingectomy is 
4done.  Marsupialisation of a hydrosalpinx 

has been never reported in medical 

literature. This is the first documented 

case of marsupialisation of hydrosalpinx.

Case Report

 A 30 year old woman, Para 3, living 3 was 

referred to our outpatient department for an ill-

defined lump in abdomen and lower abdominal pain.  

She had complaints of  lump in abdomen and pain in 

right iliac fossa which was non-cyclical, non radiating 

for  three months. There was no history of fever, loose 

motions or vomiting. Patient also had a history of 

total abdominal hysterectomy 2 years ago for 

symptomatic  f ibroid of  the uterus and 

cholecystectomy in a private hospital. Tubal ligation 

was not done. On abdominal examination there was 

Pfannenstiel scar and a scar of cholecystectomy. 

There was mild tenderness in right iliac fossa. A 

cystic, fixed lump was present in the lower abdomen 

more on right side, measuring 10 x 15 cm in size.  No 

abnormality was found on per-speculum 

examination.  On per vaginal examination 20 weeks 

uterine size mass felt above the vault and adherent to 
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it. Laboratory studies were within normal limits. An 

exploratory laparotomy was performed. There was 

large multiloculated right sided hydrosalpinx 

measuring 18 x 15 cm in size. The right ovary was 

separate from it. It was adherent laterally to the small 

bowel, posterolaterally to the right infundibulopelvic 

ligament, posteriorly to the sigmoid colon, anteriorly 

to the urinary bladder above and to the back of the 

broad ligament below, and inferiorly to the pelvic 

floor. It was not possible to separate it from the 

structures concerned without injuring them. Hence a 

decision was made to marsupialise it. The roof of the 

hydrosalpinx was excised and its contents drained. 

The inner epithelium of the hydrosalpinx was 

sutured to the serosa of the residual hydrosalpinx 

across the cut edges with interrupted sutures of No. 

1-0 polyglactin 910. The patient made an uneventful 

recovery. A pelvic examination and ultrasonography 

after 1.5 month did not reveal any mass or cyst inside 

the pelvic cavity. Histopathological examination 

confirmed the diagnosis of a hydrosalpinx.

Figure 1. Suturing of inner epithelium of 

hydrosalpinx to serosa of residual hydrosalpinx with 

interrupted sutures with polyglactin 1-0  shown in 

Fig. 1

Discussion

A hydrosalpinx may be the result of 
2pelvic inflammatory disease (PID),  usually 

as a consequence of an ascending 

infection by chlamydia or gonorrhoea, and 
3sometimes tuberculosis.  Other causes of 

distal tubal occlusion include adhesion 

f o r m a t i o n  f r o m  s u r g e r y  a n d  

endometriosis.  Symptoms can vary. Some 

patients have  recurring lower abdominal 

pain or pelvic pain, while others may be 

asymptomatic. For most of the past 

century patients with tubal infertility due 

to hydrosalpinx underwent tubal 

corrective surgery to open up the distally 

o c c l u d e d  e n d s  o f  t h e  t u b e s  

(neosalpingostomy) and remove adhesions 
4(adhesiolysis).  Non-infertile patients who 

suffer from severe chronic pain due to 

hydrosalpinx formation that is not relieved 

by pain management may be offered 

surgical removal of the affected tube(s) 

(salpingectomy) or even a hysterectomy 
3w i t h  r e m o v a l  o f  t h e  t u b e s .  

Marsupialisation is the surgical technique 

of cutting a slit into a cyst and suturing the 

edges of the slit to form a continuous 

surface from the exterior to the interior of 

the cyst. Sutured in this fashion, the cyst 
5remains open and can drain freely.  This 

technique is used to treat a cyst when a 

single draining would not be effective and 

complete removal of the surrounding 

structure would not be desirable. The 

lining epithelium of the cyst gets replaced 

by the outer epithelium, e.g. the 

peritoneum in case of a marsupialisation 

of an intraperitoneal cyst.

The technique is often applied to 

pancreatic cysts, pilonidal cysts, 

Bartholin's cysts, and sometimes 
5dentigerous cysts. 

In case of the patient presented, there 

were none of these factors responsible for 

t h e  h y d r o s a l p i n x  f o r m a t i o n .  

Salpingectomy  was not possible as it 

would have caused injury to important 

organs like bladder or sigmoid colon. Even 

if a small opening had been made in the 

top of the cyst and a stoma created, there 

was the risk of closure of the stoma and 

recurrence of the pathology. Creation of a 

large stoma by excision of the roof ensured 

that the cavity would remain open.  

Dissection of the cyst would possibly have 

injured the small bowel, sigmoid colon, 

urinary bladder, and right ureter. That 

was avoided by the marsupialisation. 

Replacement of the lining epithelium by 

per i toneum would  a lso  prevent  

development of pathology of tubal origin in 

future. 

This is the first documented case of 
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marsupialisation of hydrosalpinx, as 

revealed by Medline, Pubmed, Popline and 

Ovid database. We recommend it for 

patients with large hydrosalpinges 

adherent to important structures near 

them.
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New drugs for hyponatraemia

Evidence is lacking that they are better than cheaper standard treatment

Hyponatraemia is the most common electrolyte abnormality, especially in patients in hospital, and 
it is associated with substantial morbidity and mortality. The causes of hyponatraemia are often 
difficult to ascertain. Tolvaptan, a vasopressin 2 receptor antagonist, has recently been licensed in 
the United Kingdom for the treatment of hyponatraemia secondary to the syndrome of inappropriate 
antidiuretic hormone secretion.

Tolvaptan significantly increased serum sodium concentrations compared with placebo. 
Hyponatraemia often occurs in patients with severe heart failure, usually secondary to drugs such as 
diuretics and inhibitors of the renin-angiotensin system. In addition several pathophysiological 
mechanisms may contribute to hyponatraemia.

Rapid correction of hyponatraemia, particularly chronic hyponatraemia, may cause central 
pontine myelinolysis. The role of vasopressin 2 receptor antagonists remains unclear. Should they be 
used in the acute setting in symptomatic hyponatraemia or for chronic hyponatraemia? 

Fluid restriction remains the main treatment for managing the syndrome of inappropriate 

antidiuretic hormone secretion, with success depending on patient adherence. No trials or cost-
benefit analyses have compared fluid restriction, demeclocycline, and vasopressin receptor 

antagonists so we have no evidence that these new drugs are any better than the much cheaper 
standard treatment.
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