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ABSTRACT: Ectopic pregnancy is the leading cause of mortality in early pregnancy, the incidence of 

ectopic pregnancy is estimated to be between 1-2%. The majority of these pregnancies are located in 

the fallopian tube. Rarely interstitial pregnancy implanted in the interstitial part of the fallopian tube. 

It is associated with higher mortality due to massive intra peritoneal haemorrhage. This data 

collected from the government general hospital, Rangaraya medical college. The incidence of 

interstitial pregnancies is 2-4% of all tubal pregnancies or 1 in 3000 to 5000 live births. This case 

presented to our labour room. She was a 33 years old lady G4P2L2A1 with 4 months amenorrhoea 

with severe pain abdomen and giddiness. General examination showed she is a conscious and 

coherent. Grossly pale with haemoglobin of 4 grams, blood pressure of 80/60mmHg. There was 

abdominal distension, tenderness and guarding. pervaginal examination showed tender cervical 

movements with fullness of pouch of douglas, exact size of uterus could not be made out. Case was 

diagnosed as ruptured ectopic gestation on right side. Ultra sound suggestive of ruptured ectopic 

pregnancy. Patient was taken for emergency laparotomy haemoperitonium of 2500ml noted fetus of 

14 weeks with intact gestation sac seen in the peritoneal cavity, ruptured noted on the right cornual 

region, cornual resection and rent repair was done along with right Salpingo oophorectomy. Post-

operative period uneventful. 
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INTRODUCTION: Ectopic pregnancy is the leading cause of mortality in early pregnancy, the 

incidence of ectopic pregnancy is estimated to be between 1-2%. The majority of these pregnancies 

are located in the fallopian tube. Risk factor includes previous pelvic inflammatory disease, IUCD 

usage endometriosis and assisted reproductive technology. 

This Interstitial pregnancy implanted intra murally in the interstitial part of the fallopian 

tube. 

It is the rarest variety of tubal pregnancy because of the thick and vascular musculature of 

uterine wall with greater distensibility the fetus grows dissecting the muscle fibre for a longer period 

(12-14 weeks) before rupture. 

It is associated with higher mortality than other tubal pregnancies due to massive intra 

peritoneal haemorrhage. Diagnosis before rupture is very difficult 

Cornual pregnancy occurs in a rudimentary horn or in one horn of bicornuate uterus. 

The terms interstitial and cornual pregnancies have been used interchangeably. 

 

CASE REPORT: A 33 year old lady G4P2L2A1 presented to the emergency labour room with 4 

months amenorrhoea, severe pain abdomen and giddiness. She had intermittent pain abdomen for 

the last 4 months relieved on medication. 
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Obstetric history revealed all full term normal deliveries. In the third pregnancy, that is 4 

years back she underwent laparotomy with left salpingectomy for ruptured ectopic for 6 weeks 

period of amenorrhea and right side tubectomy was done. Previous menstrual cycles are regular. 

General examinations showed she is conscious and coherent. Grossly pale with haemoglobin of 4 

grams. Pulse rate 130 per minute, blood pressure 80/60mmHg. 

Per abdominal examination showed abdominal distension, tenderness and guarding. bowel 

sounds absent. 

Pervaginal examination showed tender Cervical movements with fullness of pouch of douglas, 

exact size of uterus could not be made out. 

 

INVESTIGATIONS: urine pregnancy test positive, haemoglobin 4 grams %, B+ve blood group, renal 

parameters within normal limits, blood sugar 70 mg /dl, ultra sound abdomen revealed collection of 

fluid in the abdominal cavity and Douglas pouch, bulky uterus, gestational sac with fetus of 14 weeks 

size seen in the right adenexal region. Ultra sound suggestive of ruptured ectopic pregnancy. 

 

MANAGEMENT: 

 The patient consent was taken for emergency laparotomy. 

 Emergency laparotomy done under general anaesthesia. 

 Haemoperitoneum of 2500ml noted, fetus of 14 weeks with intact gestational sac seen in the 

peritoneal cavity, rupture noted on the right cornual region, cornual resection and rent repair 

was done along with right salpingo oophorectomy. Left fallopian tube is absent. 

 Haemostatis secured. Intra operatively, 2 units of blood transfusion were given. Another 2 units 

of blood transfusion given during post-operative period. Her post-operative period was 

uneventful. She was followed for two consecutive months and she did not have any complaints. 

 

DISCUSSION: An interstitial pregnancy is a rare form of ectopic pregnancy which is implanted in the 

interstitial part of the fallopian tube, while interstitial pregnancies account for only 2-3% of all 

ectopic pregnancies. It progressed to 12-14 weeks asymmetrically In contrast to other tubal 

pregnancies. Ipsilateral salpingectomy, previous ectopic pregnancy, and in vitro fertilization are 

predisposing factors for interstitial pregnancy.[1] In this case she underwent salpingectomy with 

opposite side tubectomy for previous ectopic gestation. 

Interstitial segment of the tube lies close to the uterine vessels hence they cause a 

disproportionately high incidence of haemoperitonium and shock. And the mortality rate is 

approximately twice that of other types of ectopic pregnancies.[2] 

The terms interstitial and cornual pregnancies have been used interchangeably but the term 

cornual pregnancy usually denotes gestation in one horn of bicornuate or septate uterus. The 

interstitial portion of the fallopian tube is highly vascular with thick muscular wall this allows for the 

gestation to advance much further before rupture takes place with excessive intra peritoneal 

haemorrhage. Incidence of ectopic following tubal ligation within 10 years. Is 7/1000. 

Difficult to diagnose inerstitial pregnancy leading to catastrophic situation. 

Typical symptoms include abdominal pain, vaginal bleeding, haemorrhagic shock is found in 

almost a quarter of patients. 
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The sonographic criteria for the diagnosis of interstitial pregnancy include: 

1. An empty uterine cavity. 

2. Gestation sac seen separately and more than 1cm from the most lateral edge of the uterine 

cavity. 

3. A thin myometrial layer (<5 mm) surrounding the chorionic sac. 

4. Typically, the interstitial line sign – an echogenic line from the endometrial cavity to the corner 

next to the gestational mass is seen.[3] 

 A suggestive but nonspecific sign is an eccentrically located gestational sac. 

 The interstitial pregnancy was confirmed during laparoscopy. 

 The conventional treatment of interstitial pregnancy has been cornual resection or 

hysterectomy. 

 

MANAGEMENT: 

SURGICAL LAPAROTOMY: 

• Hysterectomy. 

• Cornual resection. 

• Uterine artery ligation and repair of ruptured uterine corneal. 

 

LAPAROSCOPIC PROCEDURES: 

• Cornual resection. 

• Salpingostomy 

• Cornual resection and salpingectomy 

• Endoloop and encircling suture25 

 

MANAGEMENT IN UNRUPTURED ECTOPIC: 

MEDICAL MANAGEMENT: 

• Systemic methotrexate. 

• USS guided methotrexate. 

• Laparoscopic guided methotrexate/potassium chloride. 

• Systemic methotrexate followed by selective uterine artery. 

• Embolization 

 

OTHER CONSERVATIVE SURGERY BY HYSTEROSCOPIC PROCEDURES: 

• Hysteroscopic endometrial resection under laparoscopic control. 

• Hysteroscopic cornual evacuation aided by polyp forceps under ultrasound (USS) or 

laparoscopic guidance. 

 

Early diagnosis of interstitial pregnancy has made various conservative and less invasive 

management techniques feasible. 

Laparoscopic approach for cornual resection or salpingotomy via myometrium has been 

reported.[4] Blood loss can be minimized by doing Electro coagulation of ascending branch of uterine 

artery. Conservative management of interstitial pregnancy using injection potassium chloride or 

methotrexate into the gestational sac has been successfully achieved.[5]  
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Weekly follow up with beta HCG levels and ultra sound examination are important as low and 

declining beta HCG levels are not always associated with resolution of ectopic gestation and rupture 

can occur during conservative management. 

Routine ultra sound done at 10-13 weeks in all antenatal clinics may help in early diagnosis 

that is before rupturing. This will decrease morbidity and mortality associated with rapid and 

massive haemoperitonium due to rupture: 

• Treatment is exision of cornual end since the sac is present on the upper part of uterus. 

• It is important to avoid pregnancy for atleast 1 year. 

• Investigations necessary are ultra sound, serum beta HCG and blood group and typing. 

• MRI can be used to differentiate interstitial pregnancy from angular pregnancy. 

 

CONCLUSION: Suspect Ruptured Ectopic pregnancy when women comes with history of 

amenorrhoea with pain abdomen with shock. Diagnosis confirmed by ultra-sound and urine 

pregnancy test or serum beta HCG levels. Laparotomy or laparoscopic cornual resection or 

hysterectomy was the treatment of choice in a ruptured interstitial pregnancy. 
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