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INTRODUCTION 

Ectopic pregnancy is defined as a condition where the 

fertilized egg is implanted in a place other than the 

endometrium of the uterus. It is diagnosed in early 

pregnancy and requires an emergency operation due to 

the highly associated maternal mortality and morbidity. 

Ectopic pregnancy occurs in the fallopian tubes in about 

95% of the cases, and the rest of the cases occur in the 

uterine cornu, ovaries, abdominal cavity, and the uterine 

cervix. 

Cornual pregnancy refers to the implantation of the 

fertilized egg in the uterine cornu, which occurs in a 
much rarer setting.1-3 Cornual pregnancy results in a 

higher maternal mortality rate than ectopic pregnancy in 

general. Due to the flexibility of the uterine muscles and 

abundant vascular distribution surrounding the 

implantation site, pregnancy is more likely to be delayed 

by 8 to 16 weeks compared to ectopic pregnancy in other 

areas. Cornual pregnancy eventually ruptures and causes 

massive bleeding. Early diagnosis before rupture is very 

important, however, it is very difficult to differentiate 
cornual pregnancy from intrauterine pregnancy in the 

early stages of pregnancy. Most uterine cornual 

pregnancies end up in emergency surgery due to massive 

intraperitoneal bleeding after its rupture. 

Heterotopic pregnancy is defined as the coexistence of an 

ectopic and intrauterine pregnancy. The incidence of 
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heterotopic pregnancy in naturally conceived pregnancy 

is relatively rare, but up to 1% of patients who undertake 

in vitro fertilization and embryo transfer may end up in 

heterotopic pregnancy.3 

We present here a case of heterotrophic pregnancy where 

the cornual pregnancy that was not noted at the time of 

the pregnancy termination due to a blighted ovum. 

Without experiencing a massive hemorrhage due to the 

cornual pregnancy rupture, the case was successfully 

treated.   

The presence of an intrauterine pregnancy does not rule 

out the presence of a coexisting ectopic pregnancy. 

Clinicians should be aware of the possibility of a 

heterotopic pregnancy and always be vigilant in checking 

the uterus and appendages even at the presence of 

intrauterine pregnancy.   

CASE REPORT 

A 41-years-old woman was transferred to the emergency 

department of national health insurance service Ilsan 

hospital at amenorrhea 10 weeks 5 days after being 

diagnosed of cornual pregnancy at a primary hospital on 

July 2020. The patient was nulliparous with 1 induced 

and 2 missed abortions. She had a history of taking a 

laparoscopic myomectomy 1 year ago. Her menstrual 

periods were regular (28 days), and the last menstruation 

date was April 29, 2020. She was diagnosed with an 

intrauterine pregnancy in her previous hospital but it 

ended up being a blighted ovum at amenorrhea 8 weeks 4 
day. Dilatation and curettage of the blighted ovum was 

done without any complication, however, the symptoms 

of hyperemesis persisted for 2 weeks. On ultrasound 

examination, other gestational sac of 10 weeks 5 days 

size was noted in the left uterine cornu. She was 

diagnosed with cornual pregnancy, accompanied by 

heterotopic pregnancy, and was transferred to the 

emergency department.  

On her arrival, the patient did not complain of typical 

symptoms such as abdominal pain or vaginal bleeding. 

Vital signs were stable; the blood pressure was 136/87 

mmHg, the pulse rate was 80 beats/min, and the axillary 
body temperature was 37.3℃. On physical examination, 

she had left lower quadrant direct tenderness without 

rebound tenderness. Transabdominal and transvaginal 

ultrasonography showed a mass protruding from the left 

cornu of the uterine cavity, containing a gestational sac 

(mean sac diameter 39.0mm, 10 weeks size) and an 

embryo of cranio-caudal length of 38.2 mm (10 weeks 5 

days size) (Figure 1).  

Laboratory evaluation revealed haemoglobin 13.9 g/dl, 

haematocrit 40.1%, white cell blood count 10990/µl, and 

normal kidney and liver function test. Serum ß hCG level 
was 84573.8 mIU/ml. There was no evidence of 

intraperitoneal haemorrhage or ruptured cornual 

pregnancy on clinical, laboratory and ultrasonographic 

finding. An emergency laparotomy was planned.  

Entering the abdominal cavity, the diagnosis of left 

cornual pregnancy was confirmed. A 5×5 cm2 sized 

protruding mass surrounded by thin fragile myometrium 
was noted on left uterine cornu extending to the left 

fallopian tube. Wedge resection of left cornual pregnancy 

and left salpingectomy was performed. Drained blood 

amount was minimal. The uterus, right ovary and 

fallopian tube, left ovary were normal. The resected mass 

was 4.0×3.5 cm2 size. An embryo of 45 mm size was 

confirmed inside the mass. (Figure 2). Haemoglobin level 

at first postoperative day was 12.3 g/dl, and serum ß hCG 

level was 35746.0 mIU/ml. Patient recovered without any 

complication after the laparotomy, and was discharged on 

the third postoperative day. 

 

Figure 1: Trans-abdominal ultrasonographic scan, (A) 

Crown-Rump length of fetus was 3.37 cm (10 weeks 2 

days size), (B) the fetal heart beat 219 bpm was 

checked, (C) thickness of myometrium was 2.3 mm, 

(D) gestational sac was located on left uterine cornu. 

 

Figure 2: The resected mass was 4.0×3.5 cm2 size. An 

embryo with 45 mm size was confirmed inside the 

mass. 
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DISCUSSION 

Uterine cornual pregnancy is a rare form of ectopic 

pregnancy in which a fertilized egg is implanted at the 

interstitial portion of the fallopian tube. It occurs rather 

rarely: only 4 cornual pregnancies were reported in 21 
years of clinical experience at a single institution, 

covering 654 ectopic pregnancies.1 The incidence 

remained low in other studies as well, varying from 0.5 to 

0.7%.2 However, the incidence of ectopic pregnancy is on 

the rise especially in patients with a history of in vitro 

fertilization and embryo transfer procedures. Heterotopic 

cornual pregnancy is even more rare implicating a 

diagnostic and therapeutic challenge.4 

The uterine cornu is the area with dense vascular tissue 

where the ovarian artery and the uterine artery form an 

anastomosis. In this area, the fallopian tube is surrounded 

by the uterine muscle, and has transitions to the uterus. 
When implantation is made in this area, the gestational 

sac is protected by the muscle layer of the uterus, and the 

pregnancy lasts longer than other tubal pregnancies.5,6 

However, the chorionic villi invade the blood vessels in 

the uterine cornu, causing massive bleeding, which is 

associated with maternal mortality and morbidity. 

Rupture of cornual pregnancy mostly occur between 8- 

and 16-weeks gestational age. A case of cornual 

pregnancy that did not rupture until 32 weeks into the 

pregnancy has been reported.7 Once ruptured, due to fatal 

bleeding, the reported mortality rate 45-65%.8 But in 
recent years, maternal mortality has been decreasing with 

early diagnosis, appropriate blood transfusion, and 

immediate surgical treatment. 

Cornual pregnancy can be diagnosed when one of the 

following three conditions is satisfied; clinical features 

with asymmetrical uterine growth with pain-associated 

miscarriage or vaginal delivery, the uterus expanding to 

lateral part and directly pushing the round ligament 

outward and the remnant placenta in the uterine cornus.2 

The clinical symptoms of an un-ruptured cornual 

pregnancy are difficult to distinguish from any other 

ectopic pregnancy. Common symptoms include 
amenorrhea, vaginal bleeding, lower abdominal pain, or 

tenderness in the pelvis. There is no shock sign before 

rupture, but once ruptured, bleeding can be very severe 

and can be fatal, so the frequency at which shock can 

occur is 2-5 times higher than that of other tubal 

pregnancy. 

Heterotopic pregnancy is very rare in spontaneous 

pregnancies and is known to be 1 case out of 7000-

30000.9-11 But, as in vitro fertilization has been 

commercialized, the incidence is increasing to about 1%.4 

Early diagnosis before rupture is very important for 

cornual pregnancy, but it is very difficult to differentiate 

between normal intrauterine pregnancy and cornual 

pregnancy. Ultrasonographic scan, laparoscopy, and 

culdocentesis are typical diagnostic techniques, and 

ultrasound is useful for determining the location of the 

gestational sac in the uterine cavity. The findings that can 

be diagnosed with ultrasound in uterine cornus are as 

follows; first, there was no gestational sac in the uterine 

cavity, second, the distance between the chorionic sac 
and the outer side of the uterine cavity is more than 1cm 

apart, and third, a thin uterine muscle layer must surround 

the chorionic sac.6-12 In intrauterine pregnancy, the 

uterine muscle completely encloses the gestational sac, 

but in cornual pregnancy, the uterine muscle covers the 

gestational sac with a thin rim. On ultrasound, when the 

gestational sac is located in the uterine cornus, or is at the 

lateral part of uterine fundus, and clinically suspected 

intraperitoneal bleeding, a diagnostic laparoscopy should 

be performed immediately. 

As with other ectopic pregnancies, cornual pregnancy 

seems to be more prevalent in cases of uterine 
malformations with fibroids, or Mullerian anomalies. As 

the past history of miscarriage is also frequently reported, 

the spatial problem of uterus seems to be the cause due to 

difficulty of proper implantation.13 

Treatment depends on the patient's general condition, the 

likelihood of future pregnancy, the duration of pregnancy 

and the degree of uterine muscle involvement. If the 

foetus is alive and the gestational sac is completely 

covered by the uterine muscle, no special active treatment 

is required.2 On the other hand, if the uterine muscle is 

discoloured and bleeding, it will be ruptured soon. 
Therefore, it is necessary to perform wedge resection or 

partial uterine cornual resection.14,15 In women under 35 

years of age, with early gestational age, (less than 8 

weeks), if they want to become pregnant later, 

cornuotomy and wedge resection may be treatment 

options.16 Hysterectomy is performed at the advanced 

gestational age, or with severe uterine muscle 

involvement. In the case of cornuotomy and wedge 

resection, caesarean section is the most commonly 

accepted method of delivery in subsequent pregnancy 

because of the risk of rupture during delivery.17 If the 

patient wants to become pregnant and surgery is 
contraindicated, medications such as methotrexate may 

be tried.18-21 

CONCLUSION 

In conclusion, cornual pregnancy is rare, and it is very 

difficult to diagnose early before rupture due to its 

anatomical specificity. However, due to the risk of severe 

bleeding, early diagnosis of cornual pregnancy must be 

done. The authors experienced a case of uterine cornual 

pregnancy accompanied by heterotopic pregnancy in a 

woman who had previously undergone myomectomy. 

Since it was treated successfully, we report it with a brief 

review of the literature.  
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