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ARTICLE INFO ABSTRACT

Introduction: Interstitial pregnancy is a rare type of ectopic pregnancy. The aim of our publication is to describe

Case report: We report the case of a ruptured interstitial pregnancy diagnosed in a 32 years old patient admitted
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Discussion: The main symptom was severe pelvic pain in a context of amenorrhea. The ultrasound found the

ectopic pregnancy in the form of an eccentric gestational sac with an empty uterine cavity as well as intraper-
itoneal effusion. A ruptured ectopic pregnancy was suspected and the patient was admitted immediately for
emergency laparotomy with cornusotomy and salpingectomy.

Conclusion: Interstitial ectopic pregnancy is associated with high morbidity. Its diagnosis and management should
be early and adequate in order to avoid complications and preserve fertility.

1. Introduction

Interstitial pregnancy is a rare condition that accounts for 2-6.8% of
ectopic pregnancies (EP) [1]. It is defined by the implantation of the
gestational sac in the most proximal part of the fallopian tube (called
interstitial part) inside the myometrium. It is therefore to be differen-
tiated from a cornual pregnancy, which corresponds to implantation in
the cavity of a rudimentary horn of the uterus, which may or may not
communicate with the uterine cavity. The risk factors for interstitial
pregnancy are those of ectopic pregnancy, notably a history of ectopic
pregnancy, pelvic inflammatory disease, pelvic surgery and assisted
reproduction techniques [2].

Interstitial ectopic pregnancy represents a particular diagnostic en-
tity because of its non-specific clinical and paraclinical signs. Indeed, the
classic triad (amenorrhea, abdominal pain, bleeding) is present in less
than 40% of cases [3]. The diagnosis is based essentially on 2D ultra-
sound, which shows a bulge of myometrial tissue surrounding an
eccentric gestational sac with an echogenic line extending into the
uterine horn. Although this ultrasound appearance is quite specific, it is
not very sensitive, hence the importance of completing the diagnosis
with 3D ultrasound and MRI [4].

When diagnosed prematurely, interstitial EP can be treated medi-
cally with intramuscular or in-situ methotrexate. More often, the
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diagnosis is late and the treatment is then surgical by cornuostomy or
cornual resection with salpingectomy. We report the case of a ruptured
interstitial EP treated surgically [5].

2. Case report

A 32-year-old patient, 2 gravida 1 para with a previous vaginal de-
livery, presented to the emergency department at 7 weeks of amenor-
rhea for pelvic pain. Clinical examination found a normal blood pressure
with tachycardia at 130/min and a tender abdomen. The Bhcg level was
15,000 IU/L. Transvaginal ultrasound showed an empty uterus with a
30 x 33 mm gestational sac with no embryo, lateralized to the right,
separated from the uterine cavity by a 3 mm myometrial rim, associated
with a moderate intraperitoneal fluid effusion (Fig. 1). An emergency
mini-laparotomy was indicated for suspicion of ruptured EP, which
allowed the discovery of a hemoperitoneum with ruptured extra uterine
pregnancy in the interstitial part of the right tube (Fig. 2). A cornuos-
tomy with right salpingectomy was then successfully performed. Post
operation recovery was uneventful.

3. Discussion

Interstitial EP, unlike tubal EP, is often diagnosed late and is
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associated with an increased risk of rupture and maternal morbidity.
Clinically, pain is the main reason for consultation, which is the case for
our patient. Metrorrhagia is not always constant [5].

The ultrasound finding was typical of interstitial pregnancy,
including an eccentric gestational sac, surrounded by a myometrial rim,
separated >1 cm from an empty uterine cavity [6]. Ackerman et al. also
described the presence of an echogenic line, connecting the eccentric
gestational sac with the endometrial cavity, representing the interstitial
portion of the fallopian tube [5]. This sign was not found in our case,
given the advanced gestational age of the pregnancy.

Management of interstitial pregnancies depends on gestational age,
hemodynamic status, fertility desire, and surgeon experience [7]. For
medical treatment, intra-muscular injection of methotrexate is the
method of choice [5]. Unlike the Fernandez score for tubal EP, there is
no threshold value for serum p-hCG levels below which the drug should
not be used [2]. Medical treatment is increasingly used nowadays with
variable success rates, especially for unruptured interstitial pregnancies.
Nevertheless, the risk of failure and rupture is always present [5]. Sur-
gical treatment is based on a rapid approach by laparoscopy or lapa-
rotomy to ensure haemostasis. The surgical technique consists of
cornuostomy or cornual resection, with salpingectomy. It is indicated in
cases of ruptured interstitial EP and/or a gestational sac >40mm, which
was the case for our patient [8].

The main complications of treated interstitial pregnancies are
recurrence and uterine rupture in subsequent pregnancies. Recurrence is
the prerogative of medical treatment and cornuostomy, whereas uterine
rupture is secondary to surgical treatment by cornual resection, prob-
ably due to the fragility of the uterine wall. Nevertheless, recent studies
are more reassuring on this point and do not advocate systematic pro-
phylactic c-section [7]. We plan close and early surveillance in case of
pregnancy in our patient.

4. Conclusion

Interstitial ectopic pregnancy is different from cornual ectopic
pregnancy because it occurs in women without a history of salpingec-
tomy or malformed uterus. Its frequency is low and its diagnosis, which
is often late, relies essentially on ultrasound. Associated with a higher
risk of morbidity, its treatment must be early and appropriate in order to
avoid complications and preserve fertility.

This case report has been reported in line with the SCARE Criteria
[91.
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Fig. 2. Laparotomy showing an interstitial ectopic pregnancy.
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Fig. 1. Trasnvaginal ultrasound; left: absence of an intrauterine pregnancy on ultrasound. Right: eccentrically located gestational sac (black arrow) and the uterus
(red arrow). (For interpretation of the references to colour in this figure legend, the reader is referred to the Web version of this article.)
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