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ABSTRACT

The aim of this study is to present a rarely seen cornual molar ectopic pregnancy case regarding with literature. 36
years old patient with the third pregnancy was referred to our clinic with the prediagnosis of viable ectopic pregnancy.
The patient had two vaginal delivery history and she had vaginal bleeding as spotting onwards fifteen days.
Ultrasonographic assessment demonstrated ectopic pregnancy with positive fetal cardiac activity and 8mm crown-
rump length (6W5D) at right cornual region. The patient was performed cornotomy with laparotomy. Postoperative
pathological evaluation was reported as a partial molar pregnancy. p-human chorionic gonadotropin (B-hCG) values
declined dramatically and so additional treatment was not applied. Molar ectopic pregnancy findings are usually seen
as conventional pregnancies and B-hCG values and histopathological evaluation is important for correct diagnosis and

follow up.
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INTRODUCTION

Gestational trophoblastic disease (GTD) originates from
placenta and is composed of histologically different
tumors." GTD incidence is 0.2-5.8 per 1000 pregnancy.?
If the fertilized ovum to be implanted in the uterus is
implanted outside the uterus, this is called ectopic
pregnancy. Ectopic pregnancy incidence is reported
0.64%.? Ectopic pregnancy and molar pregnancy is rarely
seen together. In this article, we aimed to discuss cornual
molar ectopic pregnancy with the current literature.

CASE REPORT

A 36-year-old patient with the third pregnancy was
referred to our clinic with the prediagnosis of viable
ectopic pregnancy. There was no feature except two
vaginal deliveries in her history. There was right adnexial
tenderness and vaginal bleeding in her pelvic
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examination. Ultrasonographic assessment demonstrated
positive fetal cardiac activity at right cornual region with
8mm crown-rump length (CRL) (6W5D) and no
gestational sac in the uterine cavity. Surgical operation
was planned because of fetal cardiac positivity. The
patient was operated with the diagnosis of cornual
pregnancy. Approximately 3*4cm cornual ectopic
pregnancy in the right cornual region was observed with
laparotomy (Figure 1). Ectopic pregnancy in the right
cornual region was excised with transverse incision.
Cornual region was reconstructed with 2/0 polyglactin.

Histopathologic examination of the specimen from the
ectopic pregnancy was reported as partial hydatidiform
mole (Figure 2). Because of partial hydatidiform mole
histopathological diagnosis, the patient was included to f3-
hCG following up for one year. Due to spontaneous
regression of B-hCG, the patient was excluded from
follow up at the end of one year.
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Figure 1: Intraoperative view of ectopic pregnancy at
right cornual region (intense superficial vessels are
shown at right cornual region).
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Figure 2: Microscopic image of the ectopic molar
pregnancy (degenerate hydropic chorionic villi with
apparent polar trophoblast cell proliferation)
(HE, X10).

DISCUSSION

The formation of molar ectopic pregnancy is a very rare
condition that mimics normal tubal ectopic pregnancy, so
it makes it difficult to diagnosis.* Provisional diagnosis is
thought during surgery, the definitive diagnosis is placed
after the histopathological examination. In the literature,
the molar ectopic pregnancies are reported to be localized
at tubal, ovarian, cervical and cornual places.>® For molar
ectopic pregnancy, transvaginal ultrasonography and
color doppler ultrasonography is used for diagnosis,
magnetic resonance imaging is used to specify the
localization of the lesion.’

Cornual pregnancy is a rare condition and it is very
difficult to diagnose in the first place. Cornual ectopic
pregnancies are 2-4% of all ectopic pregnancies.®
Ruptured cornual ectopic pregnancy is not usually seen
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until 12" week, but it may causes a very serious bleeding
when ruptured. Cornual ectopic pregnancy can be traced
to molar changes occasionally.®*° In this article, in our
case, the preoperative diagnosis of cornual pregnancy had
been placed with ultrasonographic evaluation. However,
the presence of molar changes was detected after
histopathological examination.

B-hCG value follow-up is also very important in patients
with suspected ectopic pregnancy. This is important not
only just for persistent ectopic pregnancy tracking, but
also for malignant trophoblastic disease formation.
Malignant transformation may occur in ectopic
pregnancies and the incidence is approximately at 1.5
births 1000000. Amenorrhea, painless vaginal bleeding
and irregular rise in B-hCG value are seen in these
patients just like normal ectopic pregnancy.***?

The diagnosis of these type of molar pregnancies can be
delineated with magnetic resonance imaging successfully.
However, in some cases, hysteroscopy, laparoscopy may
be required. The definitive diagnosis can be made as
often as in the postoperative period histopathologically.™
Treatment can be made with laparoscopy in 50% of
cases, rest requires laparotomy.'* In addition to surgery,
chemotherapy (methotrexate and folinic acid) may be
required.

As conclusion, molar ectopic pregnancies resemble
conventional ectopic pregnancies and it must be in mind
that ectopic pregnancies can represent molar
degeneration, even molar ectopic pregnancies can exhibit
malign transformation. p-hCG value follow up should be
done strictly to reduce maternal morbidity and mortality.
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