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CITYYAU U3 TIPAKTUKHN

COBRA HEAD SIGN - AN OLD SIGN BUT NEW FINDING

Kalsi S.S.T, Chua N.1, Khan S.1, Mahmood 1.2

urpose. To describe the appearances of the ‘cobra head sign’ in a case of hydrosal-

pinx of the uterus.

Material and Methods. A 35-year old woman presented with chronic abdominal

pain and diarrhoea to the general medicine clinic. She had symptoms on going for

several years and as part of her radiology work up she had several CT and MRI
scans of the abdomen. During the caesarean section in 2010 she had an incidental pelvic
uterine teratoma which was also removed. After this surgery in 2010 she underwent bilat-
eral tubal ligation for sterilisation purposes.

Results. The T2 weighted MRI of the pelvis shows high signal intensities in the uter-
us adjacent to the ostium of the fallopian tubes. The bilateral high signal foci are spherical
and are in continuation with the dilated fallopian tubes, also demonstrating internal high T2
signal suggestive of hydrosalpinx. The rest of the endometrium, myometrium gives expected
normal signal.

Conclusion. To our knowledge there are no previous cases in the literature which
describe this appearance in the uterus. The cobra head sign is well documented in cases of
ureterocele and the mechanism, although slightly different, remains as a result of partial
obstruction. Ureteroceles are formed by a prolapse of the mucosa in the distal ureter
through the ureterovesical orifice into the bladder.
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CUMNTOM «FOAOBbI KOBPbIn — CTAPbIA MPU3HAK C HOBbIMU 3HAYEHUAMMU

Kaacu C.C.1, 4ya H.1, KxaH C.T, Maxmya .2

eAb. OTIpeneAnuTh 3HAYEHHE CHUMIITOMAa «TOAOBBI KOOPBI» TIPHU TUAPOCAABITUHKCE

MaTKH.

MaTepHaAbl H MeTOAbI. B KAMHUKY 00paTHAACh JKEHIIIHHA 35 AeT C 3KkarobaMu Ha
IOAUTEeABHBIe OOAM B JKHUBOTE U nuapero. IlamyeHTKe ObIAO BBIIIOAHEHO HECKOABKO HCCAEOBa-
auit KT u MPT opraHoB OpromIHOH ITIOAOCTH B CBS3H C XPOHHYECKUMH abqOMHHAABHBIMHU 60-
aavu. B 2010 rogy Bo BpeMd KecapeBa cedeHHd Oblaa OOHapy:KeHa M yJaseHa TepaToMa
MaTKH KaK cAydaiiHadg Haxonka. ITocae oneparuBHOro aedeHud B 2010 romy nmanueHTKe Oblaa
BBIIIOAHEHA [ABYCTOPOHHMS IIepeBA3Ka MAaTOYHBIX TPYO C IIEABI0 XUPYPrUYecKOM cTepHausa-
IIUH.

PesyabTaThl. Ha BrimoaHeHHBIX T2-B3BellleHHBIX H300pazkeHusax MPT masoro Tasza
OTMeYaeTCsl CHTHAA BBICOKOH MHTEHCHBHOCTH B yYacTKaxX MaTKH, IIPHAEKAIIUX K YCThIM Ma-
TOYHBIX TPyD. YUacTKH CHI'Hasa BBHICOKOY MHTEHCHBHOCTH Ha T2-B3BeIIeHHBIX M300pazKeHU-
ax cpeprdaecKod PopMBI MOTYT YKa3bIBaThb Ha IIPOSBACHUS I'MAPOCAABIIMHKCA. B OCTaABHBIX
OTAeAaX SHOOMETPUS B MHOMETPHUS OIIPENEeASeTCsI CHTHAA HOPMaAbHOH MHTEHCHBHOCTH.

BeiBoabI. PaHee B auTepaType He BCTPEYAAOCh OIIHMCAHHUE TAKUX U3MEHEHUH B MaTKe.
CHMIITOM «T'OAOBBI KOOPEI» 4aCTO BCTpedaeTcs IIpU ypereporese. Hecmorps Ha TO, 4TO Mexa-
HH3M BO3HHKHOBEHHS MOXKET Pa3AHdaThCd, U3MEHEHHT OOBIYHO ITPOHCXOMAT BCAEACTBHE da-
CTUYHOH OOCTPYKILIMH. YpeTepolieae POPMUPYETCS BCAEICTBHE IIPOAAIICA CAU3HUCTOH 000A0U-
KU JUCTAABHOM YaCTH MOYETOYHHKA Yepe3 ero yCThe B MOYEeBOH ITy3bIPb.
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urpose of the Study.

To describe the appearances of the “cobra

head” sign in a case of hydrosalpinx of the
uterus.

Material & Methods.

A 35-year old woman presented with chronic
abdominal pain and diarrhoea to the general med-
icine clinic. She had symptoms on going for sever-
al years and as part of her radiology work up she
had several CT and MRI scans of the abdomen.
She previously had five pregnancies with one ter-
mination, three viable pregnancies delivered natu-
rally, and her last viable pregnancy delivered by
caesarean section. During this section in 2010,
she had an incidental pelvic uterine teratoma
which was also removed. After this surgery in
2010, she underwent bilateral tubal ligation for
sterilisation purposes. She had no previous ab-
dominal operations and also suffered from depres-
sion for which she only took regular sertraline.
Her observations and examination were unre-
markable except for mild suprapubic tenderness.
Her full blood count, urea and electrolytes and
liver function tests were within normal range.

Her MRI scans at the general medical clinic
are shown in figure 1 and 2.

Results.

The axial and sagittal T2 weighted MRI of
the pelvis shows high signal intensities in the
uterus adjacent to the ostium of the fallopian
tubes. The bilateral high signal foci are spherical
and are in continuation with the dilated fallopian
tubes, also demonstrating internal high T2 signal
suggestive of hydrosalpinx. The rest of the endo-
metrium, myometrium gives expected normal sig-
nal. No other abnormality was seen in the rest of
the imaging sequences.

Discussion & Conclusions.

Anatomically, the intramural segment of the
uterus is the fallopian tubes shortest region, ex-
tending from the uterotubal junction, through the
myometrium and endometrium, and opens out at
the uterine ostium [1]. The intramural portions
also contain about five or six blunt plicae, or folds,
which encompass ciliated cells that help the ovum
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pass into the uterus [2]. Normally the cilia beat
towards the uterus and tubal fluid is discharged
from the fimbriated end into the peritoneal cavity,
where it cleared, however occlusion of this end
may lead to tubal dilatation [2]. Inflammatory pro-
cesses may damage the tubal folds, resulting in
uneven scarring and disappearance of the plicae
[2]. This damage leads to markedly thin walls, and
as the acute and chronic inflammatory cells are
reabsorbed into the tubal wall, with the quies-
cence of the inflammatory process, clear fluid
eventually replaces this exudate and a hydrosal-
pinx is formed [2].

Therefore, hydrosalpinx is essentially a fluid
filled dilatation of the fallopian tube secondary to
obstruction of the ampullary segement of the
uterus, and is commonly caused by adhesions
from previous pelvic inflammatory disease, tubal
ligation, endometriosis, surgery or malignancy [3].
The blocked tube may be substantially dilated,
and may be filled with pus, haemorrhage or se-
rous fluid depending on the type and chronicity of
obstruction [4]. It is important to recognise the
MRI features of hydrosalpinx because they may
provide clues to the nature of complex adnexal
masses, in appropriate clinical settings [5].

We postulate that the patient’s caesarean

section for her fifth pregnancy resulted in adhe-
sions due to endometrial trauma. In addition she
had fallopian tube ligation for sterilisation (fig. 3)
purposes after the caesarean section. This combi-
nation of adhesion configuration and the ligated
fallopian tubes give rise to spherical collection of
secretions (the spherical cobra head) and dilated
fallopian tubes or hydrosalpinx (the cobra
body/tail) as seen in our case (fig. 4, fig. 5)
If the adhesions were not present the tubal secre-
tions from the fallopian tubes would simply empty
into the uterus, as described before. Also, if the
fallopian tube ligation had not taken place, secre-
tions blocked by the downstream endometrial ad-
hesions would most likely have collected in the
peritoneal cavity. In either situation the appear-
ance of cobra head sign seen in our patient would
not have occurred.
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Fig. 3. MSCIT, coronal reconstruction. Fig. 4. MRI, T2, axial plane, pelvic region.

Hydrosalpinx, adhesions and sterilization clips. “Cobra head” sign (hydrosalpinx).

Fig. 5. MRI, T2, sagital plane, pelvic region.

Hydrosalpinx and uterine adhesions.
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Fig. 6 a

Fig. 6 “"Cobra head” sign [7].
a — IVU. Ureterocele.

b — MRI. Hydrosalpinx.

To our knowledge there are no previous cas-
es in the literature which describe this appear-
ance in the uterus. The cobra head sign is well
documented in cases of ureterocele and the mech-
anism, although slightly different, remains as a
result of partial obstruction. Ureteroceles are
formed by a prolapse of the mucosa in the distal
ureter through the ureterovesical orifice into the
bladder (fig. 6, 7) [6].

A similar appearance and mechanism has
been seen in intraluminal type IlIa choledochoco-
cele, a type of biliary tree cystic dilatation, again
due to obstructive causes, which also resulted in
a ‘cobra head sign’ appearance [8].

Ureteroceles are usually asymptomatic un-
less large. Likewise in our case, the patient’s
symptoms were likely attributable to a gastroin-
testinal cause and at six month follow up post im-
aging reveals she has received further work up by
the gastroenterologists although she has received
no formal diagnosis as yet.
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Fig. 7. MRCP.

Choledochococele. “Cobra head” sign.
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