Case report

Early interstitial ectopic pregnancy: A case report
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A 28-year-old woman in her first pregnancy attended aroutine antenatal visit at 7 weeksand 2 days of amenorrhea.
Shedid not have abdominal pain or pervaginal bleeding. Her past medical and surgical history was not significant.

A transvaginal scan failed to show an intrauterine pregnancy. Both ovaries were observed and appeared normal
(Figure 1, 2).

Her serum beta hCG concentration was 3671 mlU/ml and the repeat value after 48 hour was 4906 mlU/ml.

Figure 1. Empty uterine cavity. Figure 2. Both ovaries appeared normal.
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72 hours after, arepeat ultrasound was done with a high-resolution machine which showed, a pseudo sac inside
the endometrial cavity and a vascular hyperechoic lesion close to the right cornua of the uterus (Figure 3).
Around this increased vascular structure, a rim of myometrium was observed (Figure 4).

Figure 3. Hyperechoic mass in right cornua.

Patient devel oped painlessper vaginal bleeding and her
beta hCG value increased to 7048 mlU/ml. It was
decided to perform alaparoscopy, and this revealed a
right-sided interstitial ectopic pregnancy without a
hemoperitoneum (Figure 5). Both ovaries and the left
fallopian tube appeared normal.

Figure 5. Right side inter stitial ectopic pregnancy.

Diluted vasopressin wasinjected and right sided cornual
resection was performed along with right side
salpingectomy. EBL was minimal. On post operative
day two beta hCG value was 1148 miU/ml.

Discussion
Interstitial ectopic pregnancy is arare type of ectopic

pregnancy, but it isstill acause of significant maternal
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Figure 4. Increased vascularity in the
suspected area.

morbidity and mortality in the first and second tri-
mesters. Interstitial pregnancy (IP) occurs when the
ectopic pregnancy implants in the interstitial part of
thefallopian tube whichisapproximately 0.7mmwide
and 1-2cmlong. Interstitial ectopic pregnanciesaccount
for 2-6.8% of al ectopic pregnancies'.

Interstitial pregnancy remains one of the most difficult
types of ectopic pregnancies to diagnose preo-
peratively?. Most intertitial ectopic pregnanciesremain
asymptomatic until cornual rupture, which can lead to
shock and hemoperitoneum than other forms of ectopic
pregnancies®. This patient was al so asymptomatic even
at a serum beta hCG value of 7048 miU/ml.

High-resol ution ultrasound machines are of paramount
importance in identifying asymptomatic patients with
IP. Ultrasound criteria to diagnose |P* are,

1. Empty uterine cavity.

2. Products of conception/gestational sac |ocated
laterally in the interstitial (intramural) part of the
tube and surrounded by less than 5 mm of
myometrium in all imaging planes.

3. The ‘interstitial line sign’, which is a thin
echogenic line extending from the central uterine
cavity echo to the periphery of theinterstitial sact.

This patient had an empty uterine cavity along with
productsof conception located laterally intheinterstitial
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portion of the tube with a thin rim of myometrium
surrounding it. The interstitial line sign was not
observed clearly. In doubtful situations, three-
dimensional ultrasound or MRI scans can be helpful®.
Interstitial pregnancies traditionally have been treated
by cornual resection or hysterectomy. Early ultrasound
diagnosis of interstitial ectopic pregnancies not only
reduces morbidity associated with cornual rupture but
also allows less invasive surgical or medical
management options to be used.

Whileruptured interstitial ectopic should be considered
an emergency and should be managed with open
surgery, an unruptured interstitial ectopic pregnancy
can be managed either expectantly, medically or
surgically. Expectant management is only suitable for
haemodynamically stable women with low or
significantly falling beta hCG levels®. Medical
management with systemic or local methotrexate has
shown success rates of around 80-90%. However, if
the initial beta hCG value is more than 9000 IU/L,
surgical treatment isindicated’. This patient had rapidly
rising beta hCG values, and therefore we decided to
perform a laparoscopy rather than opting for medical
management.

Early diagnosis opens new avenues for conservative
treatment by laparoscopy®. A laparoscopic approach
should only be attempted if the surgeon is skilled in
advanced |aparoscopic techniques.

Two main surgical approaches are corneal resection
and cornuostomy. Sinceitisarelatively rare condition,
limited evidence on management isbased on case series
and expert opinions. Although the surgical outcomes
in conservative versus radical treatment were similar
in terms of successful removal of ectopic pregnancy,
blood |ossand major complications®® cornual resection
is associated with increased rates of uterine rupture
and scar dehiscence in future pregnanciest.

Sal pingostomy/cornuostomy is appropriate for
gestations of less than 3.5 cm??, whereas cornual
excision is recommended for gestations of more than
4 cm?®, Cornuostomy excisestheinterstitial pregnancy
while preserving uterine architecture. Cornuostomy is
considered to cause less tubal damage than cornual
resection and may have less complications in future
pregnancies however there is limited evidence.

During surgery, blood loss can be minimized by
injecting diluted vasopressin®™! or applying pursestring
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sutures'. In this patient, a cornual mass of around 4
cmwasidentified and cornual excision was performed
after vasopressin injections.

Conclusion

A routine viability scan around 7-8 weeks of gestation
may help to identify an early interstitial ectopic
pregnancy. A high degree of suspicion is needed to
diagnose interstitial ectopic pregnancies at an early
stage. The use of high-resolution ultrasound should
be encouraged to increase sensitivity.

Once an asymptomatic unruptured interstitial ectopic
pregnancy is suspected, the decision to use either
medical or surgical approach should be based on the
value of serum beta hCG, rate of beta hCG change,
size of thelesion and availability of medical or surgical
facilitiesand expertise.

For interstitial ectopics of more than 4cm, surgical
management with cornual resection is recommended,
however it isassociated with adverse future pregnancy
outcomes. Laparoscopic cornuostomy and medical
management with methotrexate should be considered
for smaller unruptured interstitial pregnancies.
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