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Abstract: Interstitial ectopic pregnancy occurs when a gestational sac implants within the interstitial portion of the Fallopian
tube. It is an uncommon and dangerous type of ectopic pregnancy with high morbidity and mortality. Rupture of interstitial
ectopic pregnancy usually leads to life-threatening hemorrhage. This case report illustrates how failure of early detection of
interstitial ectopic pregnancy resulted in a maternal near-miss and calls for the need for increased awareness and high index of
suspicion among sonographers and clinicians. A case of a 24-year-old gravida two para zero, one previous ectopic pregnancy
(G2P0'*") was brought into our facility with generalized abdominal pain and hemorrhagic shock. She had a previous history of
left salpingectomy for a ruptured tubal ectopic pregnancy four years earlier at a secondary health care facility. Emergency
laparotomy after aggressive resuscitation revealed ruptured interstitial ectopic pregnancy with massive hemoperitoneum and a
dead fetus. Wedge resection of the right cornua along with the Fallopian tube was done. Diagnosis of interstitial ectopic
pregnancy is challenging due to its rarity and location in the intrauterine portion of the Fallopian tube. Ultrasonographic
diagnosis in early pregnancy is key. Awareness creation and a high index of suspicion is required among sonographers and
clinicians to prevent needless morbidity and mortality.
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like other ectopic pregnancies. These include; previous tubal
pregnancies, pelvic surgeries, previous intrauterine
procedures, in vitro fertilization, previous pelvic
inflammatory diseases and sexually transmitted diseases [4].
In our setting, it is unusual to make a diagnosis of
unruptured ectopic pregnancy in general due to factors such
as late presentation of pregnant women to health facilities
and failure of clinicians to recognize clinical features of
ectopic pregnancy [5]. Interstitial ectopic pregnancy is even
more difficult to diagnose as both presenting features and
available imaging techniques are less sensitive and specific

1. Introduction

Interstitial ectopic pregnancy is defined as the implantation
of a gestational sac within the interstitial part of the Fallopian
tube. The interstitial part is the most proximal portion of the
Fallopian tube that lies within the myometrium. This portion
of the tube is about 2cm long and 0.7mm wide and is
described as intrauterine but lies outside the endometrial
cavity [1, 2].

Ruptured interstitial ectopic pregnancy has the highest risk
of life-threatening hemorrhage because of the proximity of
the site of implantation to the uterine and ovarian vessels [3]. [6]. . o )

Predisposing factors for interstitial ectopic pregnancy are This case report is intended to create awareness and raise
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the index of suspicion among clinicians of interstitial ectopic
pregnancy and its diagnostic challenges.

2. Case Presentation

A 24-year-old G2P0™" was brought to our facility from a
peripheral health care facility as a case of severe anemia in
pregnancy and hypovolemic shock. About 2 hours prior to
presentation, she started experiencing sudden onset of lower
abdominal pain which progressively worsened and associated
with dizziness. She was sent to the peripheral health care facility
where resuscitation was started and referred to our facility.

Client had a laparotomy and left salpingectomy for a
ruptured left ectopic gestation 4 years earlier in a primary
health facility. There was no significant family history. Her
last menstrual period was 5 months ago. She had a positive

home pregnancy test two months after she missed her menses.

An obstetric ultrasonography (USG) done two weeks prior to
presentation indicated an intrauterine pregnancy at 16weeks
+ 2days with active fetal cardiac activity.

On arrival at our facility, the patient was in hypovolemic
shock, lethargic, very pale with cold clammy extremities. The
pulse was barely palpable, blood pressure was 40/25mmHg.
The abdomen was distended with generalized tenderness. On
pelvic examination, the vulvovaginum was clean. There was
mild cervical excitation tenderness on the right. the cervix
was closed and appeared normal.

Bedside USG showed massive hemoperitoneum, an
18weeks +5days fetus with no fetal cardiac activity in the
peritoneum, adnexa was clear and an empty bulky uterus. A
diagnosis of massive hemoperitoneum due to ruptured ectopic
gestation with differential of a ruptured uterus was made.

She was resuscitated with crystalloids and optimized for
emergency exploratory laparotomy. Baseline laboratory
investigations were done and grouping and cross-matching
against 4-6 units of blood.

Body of
uterus

Right fallopian
tube

Figure 1. Jpg; A) showing the body of uterus and ruptured anterior surface
of right fundus B) showing posterior surface of body of uterus and right
Fallopian tube.

Intra-operatively: Massive hemoperitoneum of about 3L,
fetus expelled from the ruptured right cornua with the
placenta still attached to the cavity. There was no visible
opening connecting the ruptured portion to the endometrial
cavity. There was an ipsilateral right fallopian tube attached
to the ruptured portion with a medially located right round
ligament. The entire left fallopian tube was absent indicating
previous left total salpingectomy. Both ovaries were present

and of normal size. Resection of the right cornua along with

the right fallopian tube was done. Hemostasis was secured.

She received 3 units of whole blood intra-operatively.
Surgery was uneventful, immediate post-operative

condition was satisfactory. She received 2 extra units of
whole blood and was discharged after 3 days.
She was counselled on available fertility options.

Figure 2. Jpg; A) fetus with placenta B) uterine repair after wedge-resection.

3. Discussion

Interstitial ectopic pregnancy is an uncommon and most
fatal type of ectopic pregnancy. It accounts for 2-4% of all
ectopic gestation [4], with up to 2- 2.5% mortality [7]. It was
believed that most interstitial ectopic pregnancies rupture late
in the pregnancy because of the ability of the surrounding
myometrium to distend and accommodate the growing
gestation until the second trimester [8]. That belief has been
challenged by recent case series which reported rupture of
interstitial ectopic pregnancy earlier than 12 weeks of
gestation [9]. Notwithstanding, there are known cases of
interstitial ectopic pregnancy which progressed near term or
to term [10].

Interstitial ectopic pregnancy may be misdiagnosed as
angular or cornual pregnancy and that can lead to fatal
consequences as the clinical progression and management
differ. Angular pregnancy is defined as an implanted embryo
at one of the lateral angles of the endometrial cavity, medial
to the utero-tubal junction, and the round ligament. It is not
an ectopic pregnancy and does not pose any danger to the
patient. Cornual pregnancy on the other hand, is the
implantation of an embryo in one of the horns of a bicornuate
uterus, a septate uterus or in a rudimentary horn of a
unicornuate uterus. The first two implantations are not
ectopic pregnancies while the latter is a form of an ectopic
pregnancy [2].

Ruptured interstitial ectopic pregnancy usually results in
acute torrential bleeding which can be life-threatening [4].
The acute torrential bleeding most likely accounted for the
rapid deterioration of our patient within two hours from the
onset of abdominal pain to presentation at our facility.
Clinicians need to have a high index of suspicion for early
diagnosis and management to decrease morbidity and
mortality. Most women with small unruptured ectopic
gestation have no significant clinical findings [1]. The classic
triad of amenorrhea followed by vaginal bleeding and
abdominal pain on the affected side that occurs in ectopic
pregnancy are only present in less than 40% of patients [6].

Pre-rupture investigative modalities include; serum beta-
human chorionic gonadotropin (beta-hCG), ultrasound,
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laparoscopy, hysteroscopy, and magnetic resonance imaging
(MRI). Most of these investigative modalities are unavailable
in many areas of low-resource settings like ours. Therefore,
in the presence of identifiable risk factors such as previous
salpingectomy as in our case, the use of ultrasound
(preferably transvaginal) and serum beta-hCG estimation
which are readily available in most settings are valuable for
the early diagnosis of interstitial ectopic pregnancy. However,
the sonographic diagnosis of interstitial pregnancy can be
challenging because of its location in the intrauterine
segment of the Fallopian tube, and its invasion of the
surrounding myometrium. This makes it difficult to
distinguish it from a normal intrauterine pregnancy especially
in an inexperienced hand [6]. It is even more difficult in the
second trimester as the increasing size of the gestational sac
makes the ultrasonographic diagnosis more obscure [11]. In
this case, the patient had an ultrasound done at 16 weeks
gestation which reported a normal intrauterine gestation.

Timor-Tritsch et al proposed the following criteria for the
ultrasonographic diagnosis of interstitial ectopic pregnancy:
an empty uterine cavity, a separate gestational sac more than
lem from the most lateral edge of the uterine cavity and a
thin myometrial layer (<5mm) surrounding the gestational
sac [12].

Ackerman et al, describes the presence of an echogenic
line that extends from the endometrial cavity to and abutting
the interstitial mass or gestational sac, referred to as the
interstitial line sign. It has a high sensitivity and specificity
for interstitial ectopic pregnancy [13].

Conservative techniques are increasingly being used in the
management of interstitial ectopic pregnancy with
hemodynamic stability because of early diagnosis [4].
Conservative approaches include; hysteroscopic removal of
gestational sac, laparoscopic cornuostomy, cornual resection
or salpingotomy [4]. Laparotomy with cornuectomy or
hysterectomy is indicated when patients present with
hemodynamic instability [14]. Medically, the administration
of methotrexate locally, systemic or both, is effective with an
overall success rate of 83% [4]. In our settings where
unruptured ectopic pregnancy is rarely diagnosed, most
women with interstitial ectopic pregnancy would present
after rupture with hemorrhage which would require
laparotomy as happened in our case.

4. Conclusion

Interstitial ectopic pregnancy poses diagnostic challenges
due to its rarity and intrauterine location. The use of
ultrasound early in pregnancy especially in low resource
settings is key to early detection of interstitial ectopic
pregnancy. This emphasizes the need for increased awareness
and a high index of suspicion among sonographers and
clinicians in order to avert needless morbidity and mortality.
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