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Case Report

Recurrent cornual pregnancy: a case report
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ABSTRACT
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Cornual ectopic pregnancy accounts for 2-4% of all the ectopic pregnancies with a mortality rate 6-7 times higher than
that of the ectopics in general. It is a diagnostic and therapeutic challenge to the clinician with a significant risk of
rupturing and bleeding. As of yet, the incidence of recurrent cornual ectopic pregnancies is unknown. This report
described the case of a patient who developed two cornual ectopic pregnancies within a span of 3 years with an
intervening full term normal vaginal delivery. The 1st cornual ectopic was successfully managed by laparoscopic
resection, which was followed by an uneventful postoperative course. The following contralateral cornual ectopic was
managed by laparotomy since the patient presented with large hemoperitoneum.

INTRODUCTION

Cornual or interstitial region of the fallopian tube lies
within the muscular wall of the uterus. It measures 1-2 cm
with a diameter of 0.7 mm with a slightly tortuous course
extending obliquely upwards and outwards from uterine
cavity.! This section of tube is relatively thick, and it is
located in highly vascular region. Therefore, cornual
ectopic pregnancy tends to rupture later, with more severe
bleeding than those of other ectopic pregnancies. Cornual
ectopic pregnancy is a life-threatening complication
especially if it ruptures before diagnosis and causes
significant  intraperitoneal  bleeding leading to
hypovolemia and shock.

Rudimentary horn, previous ipsilateral salpingectomy or
ectopic pregnancy, proximal intratubal adhesions and in
vitro fertilization are factors predisposing for this clinical
entity.® Incidence of recurrent cornual ectopic is not
known. The three sonographic criteria for diagnosis of a
cornual ectopic pregnancy as described in a previous study
are: (a) an empty uterine cavity; (b) a chorionic sac seen
separately and at least 1 cm from the lateral edge of uterine
cavity; and (¢) a thin (<5 mm) myometrial layer
surrounding the gestational sac.* The uterine musculature

integrity is reduced after a cornual ectopic pregnancy, thus
increasing the risk of uterine rupture or scar dehiscence in
subsequent pregnancies.®

CASE REPORT

Mrs X, a 26-years-old G2P1L1 with h/o 2 months of
amenorrhoea came to the emergency with complaints of
bleeding per vaginum for 1 day. She did not have any
complain of pain in abdomen. Patient had past history of
tuberculosis and received ATT. On examination, her vitals
were stable. On per abdomen examination, it was soft and
non-tender. On per vaginum examination, uterus was 8-
week size with evidence of mild dark altered bleeding.
There was no forniceal or cervical motion tenderness.
USG done showed bulky right ovary with no evidence of
intrauterine G-sac and ET being 8 mm.

Serum beta HCG was 17,850 mlU/ml. Patient was
counselled about the possibility of ectopic pregnancy and
was kept for observation. Serial serum beta HCG done
showed a plateauing trend. Repeat USG after 4 days
showed right cornual ectopic pregnancy with a 10 mm G-
sac in the right cornu surrounded by myometrium
measuring 6 mm. patient was then taken up for exploratory
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laparoscopy. Intra-operatively, a right sided cornual
ectopic pregnancy noted. Right cornual excision with
partial right salpingectomy was done. Repair of cornual
end with endo suturing was done followed by diathermy
with ligasure to achieve haemostasis. The patient had an
uneventful post-operative period and was discharged after
few days.

Figure 1: (A) Right cornual ectopic; (B) Endosuturing
being done after resection of cornual ectopic.

3 years later, the same patient presented in the emergency
with c/o pain in abdomen for 1 day. She did not remember
her LMP, hence amenorrhoea could not be ruled out. UPT
done was positive. From her previous records we found out
that patient had a full term normal vaginal delivery at 37
weeks of gestation, 1 year after the first cornual ectopic
pregnancy. Clinically the patient looked pale and had
tachycardia. On examination, diffuse tenderness was
elicited all over abdomen.

On per vaginum examination, uterus was anteverted and
bulky. Cervical motion tenderness with posterior forniceal
tenderness was evident but no bleeding was noted. Pouch
of Douglas was obliterated and bilateral fornices were full.
USG done showed moderate to large hemoperitoneum
with left tubal ectopic pregnancy at 6+3 weeks of gestation
with regular cardiac activity. Patient was taken up for
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emergency laparotomy. Intraoperatively a large
hemoperitoneum of approximately 2 | was noted with left
sided ruptured cornual ectopic pregnancy. Cornual
resection and partial left salpingectomy was done. She
received 2 units of whole blood transfusion. Patient had an
uneventful post-operative period.

Figure 2: Left sided ruptured cornual ectopic
pregnancy.

DISCUSSION

In cornual pregnancy, the embryo is implanted lateral to
the round ligament while in angular pregnancy, the
embryo is implanted in the lateral angle of the uterine
cavity, medial to the uterotubal junction and round
ligament.!

Cornual ectopic pregnancies are difficult to diagnose early
and have the potential to progress into the second trimester
due to the rich blood supply from branches of the uterine
and ovarian vessels in addition to distensible myometrium
surrounding the pregnancy. The consequences are often
catastrophic in case of uterine rupture with profuse
intraperitoneal bleeding. Management of cornual ectopic
pregnancies is another area of difficulty. Medical
management with methotrexate has reported failure rates
of up to 35% with better success rates (72-95%) with
surgical modalities.”

However, surgical management does not offer protection
against recurrent cornual pregnancies. Other forms of
medical management which are available include local
injection of methotrexate, potassium chloride or
prostaglandins under ultrasound, hysteroscopic or
laparoscopic guidance.* Cornual ectopic pregnancy carries
a significant mortality rate of 2-2.5% and accounts for 20%
of all deaths due to ectopic pregnancies.® The successful
vaginal delivery in this particular patient after undergoing
laparoscopic resection of cornual ectopic demonstrates the
ability of the myometrium to remodel and undergo
physiological changes during a pregnancy in the same way
as after a myomectomy or caesarean section. However, the
risk of rupture, particularly during labour, remains high.
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Also, recurrence of cornual ectopic on the ipsilateral or on
contralateral side as in this patient is also a rare event and
the incidence remains unknown as of yet.

CONCLUSION

Cornual ectopic pregnancy is a rare yet potentially life-
threatening form of ectopic pregnancy. It poses a
significant diagnostic and a therapeutic challenge. Hence,
high index of suspicion supplemented with modern
diagnostic tools is essential for early diagnosis. Patient
needs to be counselled for her future fertility problems and
risk of rupture of uterus in subsequent intrauterine
pregnancy. We propose that appropriate follow-up should
be routinely undertaken following treatment of cornual
ectopic pregnancy in those women who intend to have
further pregnancies.
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