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Introduction 
Incidence of ectopic pregnancy after Invitro fertilization and 

embryo transfer (IVF-ET) in patients with prior bilateral tubal 
occlusion is negligible, yet it can occur at the isthmic stump, cornual 
or angle of uterus. The possibility of early uterine rupture with  

 
life threatening haemorrhage is very high in such cases, therefore 
treatment of these pregnancies often require hysterectomy as a 
life saving measure. The difficulties in management of such ectopic 
pregnancies especially if one needs to save the uterus is immense, 
more so in high order ectopic pregnancies.
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Figure 1: Image of transvaginal ultrasound showing ectopic mass in isthmic region on left site and on right side ectopic mass at angle of 
uterus.
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We hereby report a case of triplet live ectopic pregnancy 
of 6 weeks 5 days gestational age with beta human chorionic 
gonadotropin (βhCG) more than 200000 units (2sacs in right 
cornual and 1 in left isthmus) following embryo transfer of three 
blastocysts (Figure 1). This patient had undergone laparoscopic 
bilateral proximal tubal occlusion 5 years ago for bilateral 
hydrosalpinx with frozen pelvis. She also had history of 6 failed 
IVF-ET cycles at different centers for tubal factor infertility before 
she was referred to us, for management of this ectopic pregnancy.

Management
Patient was put up for surgery after all necessary pre-operative 

details were taken care off. It has been seen that angular pregnancies 
may evade diagnosis by real time ultrasonography and sometimes 
also with 3D ultrasounds [1]. In some cases the possibility of an intra-
uterine pregnancy very close to the angle cannot be distinguished 
from true angular pregnancies.  Considering these facts, in this 
case as the first step, trans-abdominal ultrasound guided suction 
evacuation was attempted unsuccessfully.  Hysteroscopy followed, 
which confirmed normal endometrial cavity with no gestational 
sac within it hence the diagnosis of angular/cornual pregnancy 
was confirmed. Laparoscopy was attempted but converted to 
laparotomy due to very little visibility structures due to frozen 
pelvis. Post adhesiolysis and bowel dissection, bulky uterus with left 
sided cornual bulge was seen suggestive of left isthmic pregnancy. 
Putrescin was injected, incision made, products evacuated, and 
hemostatic sutures applied. On the right side, post bowel dissection 
hydrosalpinx seen and drained followed by putrescin injection 
at uterine angle. While de-roofing hydrosalpinx from the angle 
of uterus, products of conception were seen to extrude from 
posterior side of the uterine musculature at the angular area, which 
were evacuated, and hemostatic sutures applied. Intra operative 
ultrasound was used to confirm complete clearance of both sacs 
before closing the abdomen. Post-operative period was uneventful.

Discussion
This case has been presented to high light two issues pertinent 

to the reproductive physician, apart from bringing forward the 
role of using multiple intra operative diagnostic modalities in 
management of such complicated cases. Firstly, the primary aim of 
us physicians while treating any patient continues to be ‘Primum 
Nor Nocera’ which means ‘cause no harm’ and the responsibility 
is greater to us as reproductive physicians where we treat young 
healthy women seeking help to make or complete their families. 
There is a trend towards multiple embryo transfer for women with 
repeated IVF failures. However, one needs to counterbalance the 
desire for a pregnancy vis-a-vis the risk of multiple pregnancies 
which can become a nightmare in case it happens at rare ectopic 
sites especially in a woman with frozen pelvis with clipped tubes.

Theoretically, ectopic pregnancy after IVF-ET should be a rare 
phenomenon as embryos are transferred directly inside the uterine 
cavity. However, the world’s first reported in-vitro fertilization and 
embryo transfer pregnancy was a tubal ectopic [2]. This should be 
even rarer in women whose tubes have been clipped. Nevertheless, 
in less than 1% of women these embryos can still implant in ectopic 

sites such as angle of the uterus, interstitial area (also known as 
cornual), isthmic stump as well as into the cervix and rarely in the 
abdominal cavity [3]. Concerns have already been raised regarding 
unselective use of preventive salpingectomy before IVF [4]. Earlier 
such ectopic and heterotopic conceptions, which were considered 
very rare types of pregnancies, are now being seen more often than 
before, and are attributed to conceptions arising as consequence of 
post salpingectomy IVF-ET. Occurrence of interstitial pregnancy is 
estimated to be as low as 1:3600 for all pregnancies achieved with 
IVF treatments but bilateral salpingectomy markedly increases the 
risk for interstitial ectopic with their antecedent risk of uterine 
rupture [5,6]. The risk of rupture uterus with life threatening 
haemorrhage often necessitates the need of hysterectomy in these 
women [7]. For infertile couples’ difficulties in management of such 
ectopic pregnancies is even greater where there is need to save the 
uterus.

The second issue which comes forward from this case is 
the possibility of altered implantation potential of the uterine 
endometrium in these women. In this case six attempts of IVF-ET 
failed and eventually in the seventh cycle after transferring 3 good 
quality blastocysts into the uterus, all of them choose an ectopic 
site rather than the uterine endometrium to implant. It appears 
that uterine receptivity may be altered in some women where the 
implantation window may be different from the time appropriate 
for the embryos to hatch and implant. The window of implantation 
of the tubal endothelium may precede or follow a closed window 
of implantation of uterine endometrium. The role of endometrial 
receptivity assay (ERA) in recurrent implantation failure has been 
explored in IVF cycles where 2 or more high quality embryos have 
failed to implant in the uterine endometrium [8,9]. However, it 
is in cases where embryos placed in the uterus fail to implant on 
the uterine endometrium, but roll on to implant in an ectopic site, 
raises questions towards the role of ERA in such women too.

Conclusion
This case highlights the importance as well as need of using a 

gambit of diagnostic and operative procedures in absolute synchrony 
to enable treatment of such complicated cases successfully. This 
case report also highlights the misery and complications which 
could follow transfer of multiple good quality blastocysts especially 
if these implant at ectopic sites.
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