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ABSTRACT

In this manuscript we show the successful laparoscopical treatment of a ruptured cornual ectopic pregnancy. In many settings this
condition is treated by open approach due to the advanced skills required to control bleeding. This is a case report with the aim of showing
images of the procedure, how to easily prevent bleeding and the management of it.

INTRODUCTION

Cornual Ectopic Pregnancy (CEP) is defined as a pregnancy in
which implantation occurs in the proximal portion of the fallopian
tube. Most of the authors use the terms “cornual” and “intersticial”
interchangeably. The incidence of CEP is low, account for 2-4% of
ectopic pregnancies [1-14]. In general, risk factors for CEP are similar
to those for ectopic pregnancy, and ipsilateral salpinguectomy is a
risk factor unique for cornual pregnancy [1,4,5,7,11,13]. It’s one of
the most difficult complicated gestations to diagnose and treat due
to the risk of massive bleeding (mortality rate of 2-2.5%) [2-8,11,12].
Once diagnosis is made, both medical and surgical treatments have
been reported [1,4,12]. Traditionally, treatment of CEP has been
laparotomy with cornual resection or hysterectomy [1-3,8-14]. In
recent years, laparoscopic management is becoming more common
thanks to equipment improvement and trained surgeons.

CASE

A 35 years-old woman was seen at emergency room of a private
institution in May 2016 complaining of abdominal pain. A massive
hemoperitoneum and probable right anexial involvement that
suggested active bleeding was diagnosed. Laparoscopic surgery was
performed with the diagnosis of right cornual ruptured pregnancy.
After hemoperitoneum aspiration and patient’s stabilisation, patient
was transferred to our center (Hospital Universitario Donostia, OSI
Donostialdea, Spain), very close and quickly accessible, due to better
therapeutic possibilities for better outcomes. Patient was immediately
admitted in our centre for surgery without delay. Ultrasound
performance visualised an irregular formation of 25 x 30 mms with 5
mms. Gestational sac and embryo beat positive inside. B-hCG levels
were very low (21.1 U/ ml).

Being the woman hemodynamically stable the case was resolved
successfully by laparoscopic surgery. Expert laparoscopists performed
right cornual wedge resection. Surgery lasted 190 minutes. Blood loss
during surgery was negligible after vaginal misoprostol administration
and diluted adrenalin intramyometrial injection (Haemoglobin 8.8g/
dl at admitting and 9.3g/ dl at discharge after transfusion of 3 blood
pouches at surgery-room) (Figures 1-4) and the cornual defect was

Figure 1: Right rupture cornual pregnancy, laparoscopic view.
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Figure 3: Right cornual wedge resection by scissors and forceps.

Figure 4: Cornuectomy.

closured by interrupted sutures (absorbable suture, poliglicolic 2-0,
Vicryl). (Figures 5,6). Then right salpinguectomy was done. The
patient was discharged 2 days after surgery.

DISCUSSION

CEP is a rare form of ectopic pregnancy and remains one of the
most difficult ectopic pregnancies to diagnose and treat [1,2,6].

Regarding surgical treatment, main concerns are haemorrhage
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Figure 5: Final result of surgery. Interrupted sutures.

Figure 6: Hemostatic and anti adhesion barrier left in the surgical site.

and the need for adequate cornual reconstruction to prevent uterine
rupture in future subsequent pregnancy, which necessitate advanced
laparoscopic skills and technique [3,5,8,11]. To minimize blood
loss, laparoscopic procedures can be used by different techniques.
Uterotonic vaginal misoprostol and injection of vasoconstrictors
previous to surgery can be used. Diluted intramyometrial vasopressin
injection is the most well-known and preferable procedure [4,7,14]
obtaining a fast whitening of the tissue and allowing a non bleeding
surgery effectively. If vasopressin is not available, other different
vasoconstrictor even adrenalin can be used (It is worse tolerated than
other drugs, and can only be used with patient strict monitoring,
due to the risk of tachycardia inclusive cardiac arrest).Some studies
[15], analysed the effect of vaginal misoprostol on the reduction of
uterine bleeding in myomectomies. There is one study establishing
that a single dose of misoprostol resulted in a statistically significant
reduction in intraoperative blood loss and reduced need for
postoperative blood transfusion when compared to placebo. It’s not
as effective as other methods, but it’s easy, quick and cheap.

Other laparoscopists have used other methods, like ligation of
ascending branches of the uterine vessels, uterine devascularisation,
apposition of fibrin glue or tourniquets applied around the cornual
mass or through the avascular area of the broad ligament [4,7,9,11].
These methods require a high level of laparoscopic skills [9].

In the last years the use of more conservative surgical alternatives,
such as cornuostomy rather than cornuectomy are introduced to
better preserve of uterine integrity for future fertility [4,6,8,12,13].
Integrity of myometrium after conservative treatments is unclear;
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patients must be counselled carefully about the risk of uterine rupture
in subsequent pregnancy. To prevent this severe complication,
normal uterine tissue must be preserved avoiding tissue damage
by electro surgery and by minimal excision of cornual tissue [5,8].
Suture closure of the cornual defect remains the most appropriate
method for the achievement of haemostasis and may also minimize
the risk of uterine rupture in subsequent pregnancy [8,9,11,12].

Close antenatal follow-up of patient with history of CEP is
mandatory. The incidence of recurrent CEP is unknown [1,12].
Transvaginal ultrasound should be performed 5-6 weeks after the last
menstrual period to ensure the correct implantation of the subsequent
gestation [12]. Typically, elective caesarean section should be planned
to reduce the risk of rupture in labour [6,7,8,12].

In conclusion, laparoscopic management of CEP with minimum
blood loss is safe and feasible by trained surgeons.
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