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Abstract

Background: Cornual or Interstitial Ectopic pregnancy is a rare, catastrophic and the leading cause of
maternal mortality in first trimester of pregnancy.

Result: A 37 year-old para-4-0-2-4 woman presenting to gynaecological emergency department with h/o 2
Y% months of amenorrhoea and complaints of spotting PV, pain abdomen and vomiting since 1 day.
Clinically diagnosis of ruptured ectopic pregnancy was made and confirmed using USG. Intraoperatively
right cornual ruptured ectopic pregnancy was found. Right cornuostomy with repair with left tubal ligation
was done.

Conclusion: The diagnosis of an interstitial ectopic pregnancy is usually difficult and delayed resulting in
high morbidity and mortality. Our patient treated by right cornuostomy with repair and left tubal ligation.
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Introduction:

Ectopic pregnancy is the leading cause of
maternal mortality in first trimester of pregnancy.
The incidence of ectopic pregnancy increasing as
increase in incidence of assisted reproduction
techniques and STD. Ectopic pregnancy in
interstitial part of fallopian tube is rare and is also
catastrophic’.  Interstitial ectopic  pregnancy
defined as gestation sac developing in the uterine
part of fallopian tube. The interstitial part of the
fallopian tube contains more vascularized and
muscular tissue. Due to this vascular and
connective  tissue support and anatomic
localization, diagnosis and treatment is usually
late and rupture takes place later during pregnancy
term and causes massive Haemorrhage. This
condition difficult to diagnose both clinically and
sonographically.

Case Report

A 37 year-old para-4-0-2-4 woman presenting
with complaints of spotting PV, pain abdomen
and vomiting since 1 day following a history of 2
% months of amenorrhea and past h/o twice D&C,
with no h/o previous ectopic pregnancy, pelvic
inflammatory disease or the utilization of assisted
reproductive  techniques was referred to
emergency ward. On examination PR was 90bpm,
BP was 90/60mmHg and initial Hb% was 6.8
g/dl.LA UPT performed was found to be positive.
Ultrasound examination revealed an empty uterine
cavity with heteroechoic lesion in right adnexa
with probe tenderness and fluid in pouch of
douglas. This raised the possibility of ruptured
ectopic pregnancy. Our patient was managed by
Exploratory Laparotomy, where the ectopic
gestation sac located in the cornual portion of the
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ruptured right fallopian tube with around 2L of
blood clots in peritonium was identified. The
primary surgical procedure undertaken were as
follows, exploratory laparotomy and cornuostomy
with repairwith left tubal ligation was performed

Figure 1: Intraoperativé view of right ruptured

Figure 2: Intraoperative view of cornostomy

and 3 units of PRBC transfused units
intraoperatively and 1 unit post operatively.
Patient withstood the procedure well without any
intraoperative or postoperative complications.

I B
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interstitial ectopic pregnancy

Discussion

Ectopic pregnancy is the implantation of
blastocyst outside the uterine cavity, ampullary
part of fallopian tube being the most common site
and other sites include ovaries, abdominal cavity
and cervix. Its incidence showing increasing trend
due to increasing risk factors like Pelvic
infections, artificial reproductive techniques,
previous tubal surgeries and peritubal adhesions
following salpingitis, appendicitis, endometriosis
may cause tubal kinking and narrowing of the
lumen and thereby increase the risk of tubal
pregnancy?. Ankum et al? reported that Prior tubal
surgery, either to restore patency or to perform
sterilization, confers the highest risk of
obstruction.

Outcome of ectopic pregnancy include tubal
rupture, tubal abortion and pregnancy failure with
resolution. Usually the tubal ruptures occurs early
weeks of gestation in isthmic part, ampullary part
of fallopian tube as the fallopian tube lacks
submucosal layer compared to cornual
(interstitial) ectopic pregnancy which usually

occurs before 12 weeks as reported by Tulandi et.
al’.

The rupture of interstitial ectopic pregnancy
causes torrential bleeding as there is anastomosis
of uterine and ovarian arterial branches* and is one
of the life-threatening situations like shock,
hemoperitoneum in women in early pregnancy
compared to other sites of ectopic pregnancy.

As there is higher risk of maternal mortalilty,
early diagnosis and management is indicated but
the diagnosis of ectopic pregnancy usually
difficult and delayed®.

The diagnosis of ectopic pregnancy can be made
clinically in women presenting with history of
amenorrhoea, PV bleeding, pain abdomen, shock
and serial beta hCG measurements and
radiologically by the presence of an eccentrically
located gestation sac with incomplete or
asymmetric myometrial tissue, <5 mm in
thickness, is a highly suggestive but nonspecific
indicator of interstitial pregnancy’. The presence
of an echogenic line between the gestation sac and
the endometrial cavity, also known as the
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interstitial line sign, is highly sensitive and
specific for interstitial ectopic pregnancy®. The
discriminatory beta-hCG above 1500mIU/ml
levels, failure to visualize a uterine pregnancy by
transvaginal ultrasound indicates with high
reliability that the pregnancy is either ectopic or
nonviable. If the initial beta hCG below this level,
serial beta hCG, repeat transvaginal ultrasound’
indicated only in hemodynamically stable patient
and also distinction between nonliving uterine
versus an ectopic pregnancy can be made by
uterine curettage, or in some cases, by endometrial
biopsy. Serum progesterone level >25ng/ml
excludes ectopic pregnancy®.

Treatment options for interstitial ectopic
pregnancy include medical methods like local
injection or systemic therapy with methotrexate,
local injection of potassium chloride indicated
only in hemodynamically stable patients and who
can follow up with serum beta hCG, but
practically rarely used in interstitial ectopic
pregnancy. The best medical treatment regimen
for interstitial pregnancy remains unknown.
Evidence of a haemorrhagic ectopic pregnancy is
an indication for laparotomy and the traditional
treatment of interstitial pregnancy is surgical
methods like cornual resection, hysterectomy, in
cases with severely damaged uteri. Nowadays
increasingly more conservative approaches are
being used, such as cornuostomy instead of
cornual resection and hysterectomy, as well as
laparoscopy in place of laparotomy. Cornual
resection may be assisted by direct injection of
vasoconstrictive  agents such as diluted
vasopressin in order to reduce blood loss. This
conservative surgical measure appears to have no
negative impact on the outcome of subsequent
pregnancies. Other surgical option include
Salpingostomy , Salpingotomy, Salpingectomy.
In our case report the patient came with ruptured
ectopic  pregnancy  which as  dignosed
intraoperatively as ruptured right interstitial
ectopic  pregnancy and managed right
cornuostomy with left tubal ligation.

Conclusion

The diagnosis of an interstitial ectopic pregnancy
is usually difficult and delayed resulting in high
morbidity and mortality, hence early diagnosis
and treatment is essential. Our patient treated by
right cornuostomy with repair and left tubal
ligation, recovered with no post operative
complications.
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