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Aim: We would like to present an unusal case of a ectopic pregnancy (EP) in the stump of remnant Fallopian tube after assisted re-
productive technology IVF/ET.

Case Report: A 30-years-old woman (gravida-2, para0) was followed in pur hospital after she underwent assisted reproductive 
technology IVF/ET to see success of the treatment. She had medical history with experienced of two ectopic pregnancies. The first 
one was 4 years ago, on the right Fallopian tube (FT) after intrauterine insemination (IUI) and the treatment was incision right tube 
and expression ovum by laparoscopy. The second EP was located in the left FT, one year later, again after IUI. We performed left sal-
pingectomy by laparoscopy. Between this two EP she had conizatio of cervix uteri because of cervical intraepithelial neoplasia III. The 
third laparoscopy was because of hydrosalpinx on right FT and we performed right salpingoneostoma. One year later she underwent 
IVF/ET. 

Results: The serum level of human chorionic gonadotropin (beta HCG) was 6,0 IU/ml 20th days of embryotranfer (ET), 30 IU /ml 
25th days of ET, 127 IU /ml 30th days, 900 IU/ml 33th days and 1500 IU/ml 40th days of ET. Transvaginal ultrasound (TVS) examina-
tion revealed no sign of intrauterune pregnancy without free fluid in the sac of Douglas. The endometrium was thick and patients had 
no vaginal bleeding and abdominal pain. The full blood count and vital signs were normal. We suspected on cornual pregnancy and 
performed lparoscopy which showed intact EP on the left side in the tubal remnant sump. We removed residual stump with ectopic 
pregnancy and removed right FT. Pathologic confirmed present of trophoblastic tissue.

Conclusion: The prevalence of EU ranges from 6 to 16% in general population. Most of them are in FT (95%). All medical assisted 
procreatin techniques increased risk for EU. Thus, the possibility of EU should be considered even after bilateral salpingectomy. 
Through this rare case we can see the big role of laparoscopy as the most effective treatment for this patients who unfortunatelly had 
3 EU. Laproscopy, at least, enable such patients fast recovery with minimal scarves of operation. Nowadays, we are preparing this 
patient for second attempt IVF/ET and hope it will be successfully with live birth child.

Introduction

Ectopic pregnancy is defined as the implantation and development of an embryo outside the uterus [1]. Ectopic pregnancy occurring 
in the remnant tube after ipsilateral salpingectomy is assumed to be rare. Ectopic pregnancy is a major gynecologic emergency occurring 
in 1% to 2% of all pregnancies [1,2]. The incidence of ectopic pregnancy has increased over recent decades, which is partly due to the 
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increased prevalence of sexually transmitted infections and the use of assisted reproductive technique (ART). However, ectopic pregnancy 
in the remnant tube after ipsilateral salpingectomy is rare and usually associated with reproductive techniques, being less likely to occur 
after natural conception. The unique anatomic location of the tubal stump pregnancy sometimes results in delayed diagnosis. Transvagi-
nal ultrasound is the only method which help to diagnosed this problem (Figure 1). The risk of rupture of the uterus tends to increase 
beyond 12 weeks of amenorrhea and the rupture of the ectopic part occurs in 20% of ectopic pregnancies beyond 12 weeks of gestational 
age [3]. Developing better methods for earlier diagnosis would decrease morbidity and increase the chance of successful laparoscopic 
surgery.

Figure 1: Ultrasound and peripheral vascularization.

In this paper, we present the case of a patient with tubal stump pregnancy. The patient underwent successful laparoscopic surgery and 
experienced an uneventful recovery.

Case Report

A 30-years-old woman (gravida-2, para0) was followed in our hospital after she underwent assisted reproductive technology IVF/
ET to see success of the treatment. She had medical history with experienced of two ectopic pregnancies. The first one was 4 years ago, 
on the right Fallopian tube (FT) after intrauterine insemination (IUI) and the treatment was incision right tube and expression ovum by 
laparoscopy. The second EP was located in the left FT, one year later, after IUI. 

We performed left salpingectomy by laparoscopy. Between this two EP she had conisatio of cervix uteri because of high cervical in-
traepithelial neoplasia, stadium III. The third laparoscopy was because of hydrosalpinx on right FT and we performed right salpingoneo-
stomia. One year later she underwent IVF/ET.

On the 14th day after embryo transfer the serum level of human chorionic gonadotropin (beta HCG) was 6,0 IU/ml. Although value of 
human chorionic gonadotropin was just little higher than normal limits we repeated on 25th days of ET and value of beta HCG was 30 IU/
ml. Transvaginal ultrasound examination revealed no sign of intrauterune pregnancy without free fluid in the sac of Douglas. Value of beta 
HCG were; 127 IU/ml 30th days, 900 IU/ml 33th days and 1500 IU/ml 40th days of ET. Transvaginal ultrasound examination still revealed no 
sign of intrauterune pregnancy without free fluid in the sac of Douglas. The endometrium was thick and patients had no vaginal bleeding 
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and abdominal pain. The full blood count and vital signs were normal. Her vital signs were stable and a physical examination revealed 
diffuse lower abdominal tenderness with no signs of peritoneal irritation. Her hemoglobin level was 11.8 mg/dL.

We suspected on cornual pregnancy and performed laparoscopy which showed intact EP on the left side in the tubal remnant stump 
(Figure 2). We removed residual stump with ectopic pregnancy and right salpingectomy because right tuba was obturated. Pathologic 
examination of the excised tubal stump revealed trophoblastic tissue.

Figure 2: Isthmic pregnancy in the remnant tube (arrow) during laparoscopic surgery.

Discussion

The prevalence of ectopic pregnancy ranges from 6 to 16% in the general population. The overall incidence has increased dramatically 
in the last two decades due to an increase in pelvic inflammatory disease and the introduction of medical assisted procreation techniques. 
Other risk factors are: previous ectopic pregnancy (15%), tubal diseases and surgery, Diethylstilbestrol (DES) exposure during pregnancy, 
intrauterine contraception, infertility, multiple sexual partners, and smoking [1]. Recently IVF treatments have become more frequent 
due to increased maternal age at first pregnancy. ART represent an independent risk factor for ectopic and heterotopic pregnancies. The 
rate of heterotopic pregnancy (the simultaneous occurrence of intrauterine and ectopic gestation) after IVF is estimated to be as high as 
0.3 - 1% [3].

Almost all ectopic pregnancies occur in the Fallopian tube (95%), with the distribution of sites being: ampullary (76.9%), isthmic 
(12%), and fimbria (11.1%). Ectopic pregnancies are ovarian (2%), interstitial or corneal (2%), and the remaining are abdominal or 
cervical [4].

Risk factors for interstitial pregnancies are similar to those for other tubal pregnancies [5], particularly salpingectomy [6-9]. IVF treat-
ments are also strongly associated with interstitial pregnancies (26.9%) [10-12].

The occurrence of interstitial pregnancy is estimated to be 1:3600 for all pregnancies achieved with IVF treatments. These pregnan-
cies trend to be diagnosed later than most other ectopic pregnancies, as interstitial pregnancies can grow larger because the surrounding 
myometrium is more expandable than within the fallopian tube. Consequently, interstitial pregnancies have an increased risk of rupture 
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and early diagnosis is very important. In Buyer’s study, almost one third of cornual ectopic pregnancies have been diagnosed after rupture 
with a significant hemoperitoneum. The typical rupture of these ectopic pregnancies occurs after 9 weeks and as late as 20 weeks [4]. 

 Exact incidence of ectopic pregnancy occurring in the remnant tube after ipsilateral salpingectomy is not known; however, Takeda 
reported an incidence of 1.16% in their department [16]. Several possible mechanisms have been described for a recurrent ipsilateral ec-
topic pregnancy after previous salpingectomy. One theory explains that spermatozoa pass through the patent tube into the pouch of Doug-
las, then travel to fertilize the ovum on the side of the diseased tube. The fertilized ovum then implants on the stump of previous ectopic 
site. A second theory suggests transperitoneal passage of the fertilized egg through the contralateral intact uterine tube. A third theory 
says despite ligation, luminal remain intact in the interstitial portion and distal remnant of the Fallopian tube. This allows communication 
between the endometrial and peritoneal cavities and thus migration of the fertilized ovum or spermatozoa from the endometrial cavity 
to the distal remnant of Fallopian tube [17,18]. In our case, because the distal end of the remnant tube was closed and the corpus luteum 
was in the ovary on the opposite side of the ectopic tube, it is conceivable that after ovulation from the contralateral ovary, an oocyte may 
have been normally fertilized in the tube and later taken up to the remnant tube by intrauterine transmigration [16]. Because of its rarity, 
the possibility to prevent this type of ectopic pregnancy is unknown. Therefore, to decrease the risk of recurrence, care should be taken 
not to leave a long stump when performing salpingectomy for ectopic pregnancy. 

These ectopic pregnancy locations are associated with increased risk of rupture and severe bleeding at an early gestational age, be-
cause of the decreased ability of distention of the interstitial part of the uterine tube and increased vascularity of this area. While the 
overall mortality rates for ectopic pregnancies over the past five decades have steadily decreased to 0.14%, the case mortality rate for 
interstitial pregnancies remains at 2.0% to 2.5% [8].

A TVUS is the most useful test in determining the location of an EP, despite some studies that describe the use of magnet resonance 
imaging (MRI) in diagnosing a pregnancy in a rudimentary horn [13,14]. In our routine clinical practice MRI is not useful so we could not 
use MRI as a diagnostic approach. However, imaging studies might not be diagnostic, as gestation is too early to be visualized. In this set-
ting, the combination of TVUS and beta-HCG can achieve diagnosis in almost 70% of cases [11,15]. 

This article underlines the importance of total salpingectomy and accurate cauterization of the tubal stump in patients undergoing 
surgery for ectopic pregnancy in the Fallopian tube in order to avoid the risk of a consequent interstitial pregnancy or in remnant stump. 
Particular attention must be taken in women undergoing IVF treatment

In fact, whether or not ART is scheduled, the chances of an embryo spontaneously implanting at the corn or at the residual tubal stump 
are probably higher in such case. We stress that whenever there is a history of prior salpingectomy and at least 1 normal functioning ovary 
remains, careful ultrasound monitoring should be provided from the early stages.

Conclusion

A 30-years-old woman (gravida-2, para0) was followed in our hospital after she underwent assisted reproductive technology IVF/
ET to see success of the treatment. She had medical history with experienced of two ectopic pregnancies. The first one was 4 years ago, 
on the right Fallopian tube (FT) after intrauterine insemination (IUI) and the treatment was incision right tube and expression ovum by 
laparoscopy.
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